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ABSTRACT
One of the most successful modes of record-keeping and data collection is the use of health
management information systems, where patient information and management plans are
uniformly entered into a database to streamline the information and for ease of further patient
management. For mental healthcare, a mental health information system (MHIS) has been found
most successful. A properly established and operational MHIS is crucial in developing equitable
and appropriate mental health care systems. Despite the obvious benefits of having a wellstructured MHIS, its existence does not guarantee efficient use. There are a number of potential
problems which may arise in the implementation of the MHIS, especially in poorly-resourced
contexts. All of these problems may result in poor quality data being generated through the
system, thereby compromising the use and efficiency of the MHIS. Staff motivation to provide
accurate data for entry will also be affected. Until 2010, the system of keeping patient records
and information in the Accra Psychiatric Hospital was old and outdated. In light of this and other
factors, the Mental Health and Poverty Project (MHaPP) undertook a complete reforming of the
mental health information systems in three psychiatric hospitals in Ghana in 2010. Although
much was written on the implementation of the information systems, little is known about the
current state of the system in Ghana four years after it was implemented. In view of this the
present study sought to explore the experiences of users at the Accra Psychiatric Hospital in
using the new MHIS, and to ascertain what their perceptions are of areas for improvement in the
current system. A mixed methods approach was adopted. First, an audit was undertaken of usage
of the MHIS. Second, participants‘ knowledge of the system and its use, as well as the influence
of institutional processes on work were explored through the use of observations and semistructured in-depth interviews. Data was analyzed using an interpretative phenomenological
approach. Participants in the study were in three categories: prescriber, administrator, and
records clerk. The final sample consisted of seven prescribers, one administrator and one records
clerk. Participants reported increased workload, inadequate logistic support and staff shortages as
the barriers to the effective use of the MHIS. Recommendations for improving the system
included revising the form and migrating to a fully computerized system. These are discussed
with reference to both micro and macro level institutional structures.
Keywords: mental health information system, barriers and facilitators, recordkeeping
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OPSOMMING
Een van die mees suksesvolste metodes van rekordhouding en data-insameling is die gebruik van
gesondheidbestuur inligtingstelsels, waar pasiënt inligting en bestuursplanne eenvormig ingevoer
word in 'n databasis om die inligting te vereenvoudig en vir die gemak van verdere pasiënt
bestuur. Vir geestelike gesondheidsorg, word 'n geestesgesondheid inligtingstelsel (GGIS) as
meer suksesvol beskou. 'n Goed gevestigde en operasionele GGIS is van kardinale belang in die
ontwikkeling van billike en gepaste geestesgesondheidsorg stelsels. Ten spyte van die
ooglopende voordele van 'n goed-gestruktureerde GGIS, sal bloot sy bestaan nie noodwendig
doeltreffende gebruik waarborg nie. Daar is 'n aantal potensiële probleme wat mag ontstaan in
die implementering van die GGIS, veral in swak toegeruste kontekste. Al hierdie probleme kan
lei daartoe dat swak gehalte data gegenereer word deur die stelsel en daardeur die gebruik en
doeltreffendheid van die GGIS affekteer. Personeel motivering om toepaslike data in te voer, sal
ook geraak word. Tot en met 2010 was die sisteem vir die behoud van pasiënt rekords en
inligting in die Accra Psigiatriese Hospitaal verouderd. In die lig van hierdie en ander faktore,
het die Mental Health and Povert Project (MHaPP) onderneem om 'n volledige hervorming van
die geestesgesondheid inligtingstelsels in drie psigiatriese hospitale in Ghana in 2010 te voltooi.
Hoewel baie geskryf is oor die implementering van die inligtingstelsels, is min bekend oor die
huidige toestand van die stelsel in Ghana vier jaar nadat dit geïmplementeer is. In die lig hiervan
het die huidige studie gepoog om die ervarings van gebruikers van die nuwe GGIS by die Accra
Psigiatriese Hospitaal te ondersoek, en om te bepaal wat hul persepsies is van areas vir
verbetering in die huidige stelsel. 'n Gemengdemetodebenadering word gevolg. Eerstens, was 'n
oudit onderneem oor die gebruik van die GGIS. Tweedens, is deelnemers se kennis van die
stelsel en die gebruik daarvan, asook die invloed van institusionele prosesse op werk ondersoek
deur gebruik te maak van waarnemings en semi-gestruktureerde in-diepte onderhoude. Data is
geanaliseer deur gebruik te maak van 'n interpreterende fenomenologiese benadering.
Deelnemers aan die studie was in drie kategorieë: voorskrywer, administrateur, en rekords klerk.
Die finale steekproef het bestaan uit sewe voorskrywers, een administrateur en een rekords klerk.
Deelnemers het verhoogde werklas, onvoldoende logistieke ondersteuning en personeeltekorte as
hindernisse tot die effektiewe gebruik van die GGIS rapporteer. Aanbevelings vir die verbetering
van die stelsel het ingesluit die hersiening van die vorm en migrasie na 'n volle gerekenariseerde
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stelsel. Hierdie aanbevelings word bespreek met verwysing na beide mikro- en makrovlak
institusionele strukture.

Trefwoorde: geestesgesondheid inligtingstelsel, hindernisse en fasiliteerders, rekordhouding
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CHAPTER ONE
INTRODUCTION
1.1 Introduction
According to the World Health Organization (WHO, 2011) an estimated 450 million
individuals around the world suffer from a diagnosable mental disorder. It is further estimated
that mental health makes up approximately 10.4% of the global burden of disease, with that
number anticipated to increase to 15% by the year 2020 (GBD, 2010). Despite these projections,
spending on mental health still remains low, with an estimated 28% of countries having no
specific budget for mental health; of the number that do have a mental health budget, an
estimated 37% spend less than 1% of their health budget on mental health (WHO, 2011).
This situation is particularly striking in developing countries. In Ghana, for instance, it is
estimated that of the over two million individuals reported to be suffering from mental illness,
95% of these do not have access to mental health services (Ofori-Atta, Read & Ulzen, 2010;
WHO, 2011).
Information on specific disorders, their prevalence and their outcomes within specific
contexts is key in policymaking and planning. In order for an accurate picture to be drawn of the
mental health situation in any country, and indeed around the world, record-keeping and data
collection must be accurate (Ofori-Atta et al., 2010). However in many low-income countries,
data and records are often insufficient, due, in part, to outdated and inadequate record-keeping
processes.
One of the most successful modes of record-keeping and data collection is the use of
health management information systems, where patient information and management plans are
uniformly entered into a database to streamline the information and for ease of further patient
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management. For mental healthcare, a mental health information system (MHIS) has been found
to be very successful. The WHO describes a mental health information system (MHIS) as a
means to collect, process, and analyse information about mental health needs and services, and to
present the data in an understandable and accessible form to stakeholders – including service
providers, service users, policy-makers, and the general population (WHO, 2005).
According to their guidelines on Mental Health Information Systems (as part of the
Mental Health Policy and Service Guidance Package) the WHO (2005) states that ―a mental
health information system is a system for action: it should exist not simply for the purpose of
gathering data, but also for enabling well-informed decision-making in all aspects of the mental
health system‖ (p. 13). The MHIS should therefore affect planning, budgeting and evaluation at
all levels of health care.
A properly established and operational MHIS is crucial in developing equitable and
appropriate mental health care systems in a contemporary context (Hussein, Adeyi, Bryant, &
Cara, 1993). When such a system is in place, policy-makers and planners have a tangible
resource for specific and targeted intervention as well as evaluation of services (Gater, Bahgat &
Loza, 2009). Mental health professionals are also able to identify trends in presenting
complaints, and this can inform service delivery and practice. Thus, an MHIS facilitates the
provision of evidence-based services and can contribute to equity and accuracy of care. For the
general population, information obtained from the system is a good way of knowing what kinds
of services are available to them (WHO, 2005).
Regarding the design of a mental health information system, Glover (2000) suggested
that in developing an information framework, data on the groups/categories of people to receive
the care, together with their specific disorders and treatment programmes must be readily
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available. The system should also be able to identify gaps in care delivery such as being able to
highlight medications and treatments which have been found helpful in the past. It can also
highlight areas where more professionals are needed for optimal care to be provided. Such
information creates a bigger picture on the mental health situation in a hospital, region or
country.
A mental health information system is therefore a useful tool for patient management and
monitoring. Important information such as age of onset, previous medical history, and treatment
programmes or plans can be kept in a centralized, uniform manner which is beneficial for longterm management. Patient records could contain information ranging from biographical and
social data to psychological and medical treatments that have been used (Glover, 2000). This
allows for continued care even when clinicians or healthcare facilities change. Use of this system
would then simply require entering of patient data onto the central system based on specified
indicators. Such data can then be accessed whenever further treatment is required or can be used
to generate epidemiological reports by administrators and policymakers.
Despite the obvious benefits of having a well-structured MHIS, its existence does not
guarantee efficient use. There are a number of potential problems which may arise in the
implementation of the MHIS, especially in poorly-resourced contexts. These may include:
1. Staff workload: Due to the shortage of mental healthcare staff in many hospitals in low
and middle-income countries, physicians are expected to provide the data, but often
cannot make the time to do it (Robey & Lee, 1990). The heavy workload often results in
overworked staff who are either unable to fill out the paperwork on each patient, or who
do so haphazardly.
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2. Inadequate resources: In order to have a properly functional system, extra time and
resources are required of service providers, to be trained, collect data, and then to access,
understand and act on the results – resources which are often inadequate or unavailable.
Investment in the development and installation of the relevant IT and communications
software and hardware (Ndetei & Jenkins, 2009) is often insufficient.
3. Lack of information: Situations also exist where staff are not given reasons or
explanations of why the data are being collected and what the data will be used for. Data
collection is therefore not a priority to them especially in light of their heavy workload.
Further, there is often no commitment to entering complete and valid information.
4. Lack of training: There are also cases where inadequate or no training is given on the
correct procedures to record data (Ndetei & Jenkins, 2009). The human resources needed
to sustain an MHIS require extensive and appropriate training. Ideally, they must include
the technical staff to develop and run the system for data entry, processing, analysis,
reporting and quality control (Gater et al., 2009).
5. Reports of findings: Another source of difficulties is when findings are reported in a
way that is inaccessible or not useful to those who could potentially use them. In order
for appropriate use of the MHIS to be achieved, reports of findings must be meaningful
and available to potential and/or actual users.
6. Information use: Another potential problem is that information may be available but not
used. At the management level, extensive training is needed on how to use the processed
information and to generate appropriate and relevant questions (Finau, 1994).
7. Meaning of categories: A further potential problem lies in the categories or indicators of
the collected data. If the staff who enter the data do not find the specified indicators

Stellenbosch University https://scholar.sun.ac.za

5

meaningful, the quality of data obtained would also be affected. This can also be the case
when the categories appear to be repetitive for each visit.
8. User interface: Correct usage of a system affects the type and/or quality of data that is
obtained. If the MHIS is very technical and difficult to use, then commitment to make
good use of the system is also low. This is another potential problem – any MHIS should
be user-friendly and not time-consuming. The user interface should be simple enough for
the healthcare workers to use (and not necessarily require advanced technical knowledge
to operate), and ideally should be as short as possible.
All of these problems may result in poor quality data being generated through the system,
thereby compromising the use and efficiency of the MHIS (Gater et al., 2009). Staff motivation
to provide appropriate data for entry will also be affected (or non-existent). When no information
policy exists in the organization, and there is inadequate regulation by management, this can lead
to eventual problems in service provision and policy.
1.2 Rationale for the present study
Until 2010, the system of keeping patient records and information in the Accra
Psychiatric Hospital (where the current study was situated) was old and outdated. Patient
information was kept mostly in paper-based folders which had the potential of being misplaced
or mishandled. In addition, it was found that different diagnostic systems were used by different
physicians in managing patients (Ofori-Atta et al., 2010), resulting in a lack of standardized
information. These all presented challenges in generating information for policy development
and advocacy.
In light of this and other factors, a research programme consortium funded by the UK
Department for International Development (DfID), as part of their efforts at intervening to
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improve mental health in poverty contexts in Ghana, Uganda, South Africa and Zambia,
undertook a complete overhaul of the mental health information system in three psychiatric
hospitals in Ghana in 2010. The research consortium (called the Mental Health and Poverty
Project, MHaPP), implemented the new system through the provision of logistic equipment and
support to successfully run the information system. It also undertook the training of physicians,
medical assistants, and clerks on the various indicators including a uniform system of diagnosis,
among others (MHaPP final report, 2010).
As a result of this intervention, the three major psychiatric hospitals in Ghana use a more
modern, semi-computerized MHIS to aid in patient management and care. Although much has
been written on the implementation of the information systems, little is known about the current
state of the system in Ghana three years after it was implemented. It is important for studies to be
carried out to demonstrate the optimal implementation of the system, or to ascertain the barriers
that prevent the effective use and outcome of the system. It is important to determine factors
which facilitate or impede the proper use of the new information system.
When good information is obtained through an efficient system, policy makers, clinicians
and relevant NGOs will be able to assess the realistic mental health needs in the country and the
current state of service provision. In view of this, as a first step towards understanding practices
surrounding the use of the current MHIS in mental health in Ghana, the present study sought to
explore the experiences of users at the Accra Psychiatric Hospital in using the new mental health
information system, and to ascertain their perceptions of areas for improvement in the current
system.

Stellenbosch University https://scholar.sun.ac.za

7

CHAPTER TWO
LITERATURE REVIEW
This chapter provides a selective review of relevant studies which have been carried out
on mental health information systems. First, the importance of health information systems in
general is discussed. Then studies which discuss mental health information systems specifically
are explored. Following this, studies which have outlined the processes of implementing and
evaluating systems are reviewed. Finally, this is further narrowed down to discuss the process of
implementing mental health systems in poorly-resourced areas. The chapter concludes with a
discussion of theoretical basis of the study, discussing specifically Institutional Ethnography and
Interpretative Phenomenology as the underlying theories of interest.

2.1 Information systems are important in healthcare
Information has been described as the ‗lifeblood‘ of healthcare, with an efficient health
information system serving as the circulatory system in patient care (Blumenthal, 2010). Health
information technology is a blend of tools used in the care of patients. These tools may include,
among other things, the implementation of a health information system specifically designed to
manage patient information and to facilitate better delivery of patient care (Jamal, McKenzie &
Clark, 2009).
Literature on health information technology/systems has documented and shown that a
properly designed and implemented information system is an exceptionally useful tool for
reducing errors in care delivery and improving overall quality of care through adherence to
clinical guidelines (Bates, Leape & Cullen, 1998; Follen et al., 2007; Woosley & Khan, 2012). In
a WHO (2005) survey, over 80% of non-OECD member countries indicated that they considered
a health information management system to be very useful and necessary. On the administrative
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front, a good health information system should serve functions such as less paperwork to be filed
(thereby reducing costs), as well as ideally a reduction in the workload of health professionals
(Hillestad et al., 2005; Schoen et al., 2006).
In a systematic review of health information systems literature by Jamal et al. (2009), 14
out of the 17 studies reviewed for assessing the impact of a health management information
system on the performance of clinicians (and thus quality of care) revealed positive
improvements in adherence to clinical guidelines and evidence-based interventions following
institutions‘ implementation of their respective information systems. These improvements were
particularly high in the domain of preventive healthcare. Other areas of improvement that have
been identified include a reduction in prescription and medication errors, as well as an increase
in the use of more modern treatment methods thereby reducing redundant and inappropriate
methods (Black, Car, Pagliari, Anandan, & Creswell, 2011; Chaudhry et al., 2006). These
benefits have also been found in other studies (e.g. Benin et al., 2005; Cibulskis & Hiawalyer,
2002; Finau, 1994; Hayrinena, Sarantoa, & Nykanenb, 2007; Heeks, 2006; WHO, 2005;
Woosley & Khan, 2012).
Cibulskis and Hiawalyer (2002) for instance reported that information on the health needs
and access to available services in Papua New Guinea was thought to be crucial to service
providers for a number of reasons. In the first place, such information was thought to play a
prospective role in helping healthcare workers to match available resources to client needs. In
addition, it was also thought to play a role in retrospectively evaluating services and service
decisions in the monitoring of progress. Summary reports that were made based on the data
generated through the system served as sources of information to policymakers and other
relevant stakeholders. Such information as what services were available and how people could
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access such care could then be made available to the public. Finally, it could also be the basis for
advocacy and marketing of health programmes (Cibulskis & Hiawalyer, 2002; Haux, 2006; Luo,
2006).
Studies in a range of countries have also reported the usefulness of an efficient health
information management system. In a study of three categories of Dutch health care settings,
Zwaanswijk, Verheij, Wiesman and Friele (2011), found that health care workers within these
settings, when interviewed, reported that having a fully functional electronic patient database
greatly improved work. In all the settings, respondents reported that they thought electronic
information exchange could improve the efficiency of patient care and the speed of
communication between professionals. In other words, when requests for laboratory work and
referrals can be uploaded and processed almost immediately, time can be saved. This also saves
resources when data processing is electronic rather than entirely paper-based. Similarly, Sukums
et al. (2014) reported positive attitudes and general acceptance of the importance of health
information systems by health workers in parts of Ghana and Tanzania.
Efficiency of care can thus be improved when information is exchanged electronically.
Other providers would have the most current data on patients, which removes time- and
resource-wasting duplications, and is of particular help when patients are unable to provide such
information themselves (Kramer et al., 2007; Roth et al., 2009; Taylor et al., 2005). Medications
or treatment programmes that patients are currently on can also be outlined. This benefit was
reported across health care settings (i.e. acute care, diabetes care and ambulatory mental health
care settings; Zwaanswijk et al., 2011).
Despite the benefits of having a good information management system within the
healthcare setting, some studies have also discussed limitations that may exist to ensuring
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efficient and accurate use of the system. Jamal et al. (2009) suggested that a real limitation to
establishing an information system was in terms of cost. Setting up an information management
system was found to involve significant capital. The availability of funds to ensure that the
system is set up properly could be a stumbling block for institutions that could not afford it. It
also required training of records and medical staff to ensure proper records were kept, as well as
to ensure proper maintenance and upkeep of the system. These difficulties may result in an
inefficient system remaining in place.
Further, Gupta and Murtaza (2009) also reported that for many medical facilities in the
developed world, the problem had shifted from cost- and management-related ones to
standardization and consistency in data collection and recordkeeping. They found that many
medical facilities had not one comprehensive system, but rather a number of smaller – and
different – systems for different departments, thereby hindering smooth sharing of information
even within the same facility (Schoen et al., 2006). In the health system they studied, the
pharmacy had a particular system in use, which was often different from that of the laboratory,
which further differed from what was in use by nurses. They therefore recommended that all of
these smaller systems be streamlined and standardized in order to ensure uniform and consistent
patient care delivery and best practice monitoring (Gupta & Murtaza, 2009).
2.1.1 Mental health information systems are specific but necessary
As discussed, the benefits of having a uniform and centralized system of patient recordkeeping and standard management practices cannot be overemphasized in healthcare. This is no
different for mental healthcare. Mental health information systems are a specific type of health
information management system whose focus is mental health disorders and services within

Stellenbosch University https://scholar.sun.ac.za

11

specific contexts. In other words, a MHIS collects, processes, analyzes and disseminates
information on the mental health needs of a particular population.
Despite a MHIS being capital-intensive initially, it may be of use, particularly for a lowincome country, to ensure appropriate, evidence-based, and equitable distribution of scarce
resources (Hussein et al., 1993). When stigma and discrimination exist around a disorder, it is
easy to ignore the magnitude of the needs of people who suffer from it, and to believe that if it is
not talked about, then it is not so serious. The need for a health information system in mental
health is therefore particularly pertinent given the associated stigma surrounding mental illness.
When data can be accumulated about the various conditions, the types of services available and
the outcomes of patients with particular disorders, then mental health can gradually cease to be a
taboo topic among stakeholders and policymakers (Ofori-Atta et al., 2010). That is, if credible
data on the benefits of specific medications and/or treatment services are available, and evidence
exists which shows positive outcomes for patients, efforts to scale up provision for mental health
services may be increased. Such improvement in basic areas like infrastructure can then begin to
influence perceptions of mental healthcare and in turn may change attitudes towards people
living with mental illness. This may not be a straightforward process; however lobbying can
begin when real data are available as evidence.
Bird et al. (2010), in assessing governments‘ priority of mental health in four African
countries (Ghana, South Africa, Uganda and Zambia), reported that stakeholders in these
countries believed that having concrete evidence from a reliable and accurate information system
was necessary in order to advocate for better services. It was also believed to be the way in
which to increase the priority of mental health in Africa. In other words, with adequate
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information from the system, mental health could be shown to be a legitimate (and serious)
problem (Bird et al., 2010).
However, a common problem with mental health information systems has been such
systems‘ generalizability – not only to other disciplines within health but even within mental
health itself. Jamal et al. (2009) suggested that the inability to generalize data from the system
was a significant limitation to its use. Data which are recorded in a MHIS pertain to individual
patient management and care. Although trends can be shown to exist with such information, and
greater monitoring can be achieved through the system, the obtained data are limited to the
particular patient and it may be a challenge to meaningfully aggregate disparate data. There is
also the potential for unrealistic expectations for what a MHIS can do. The system is merely a
tool to support healthcare delivery; it does not cure diseases or treat illness, nor can it plan
services without the intervention and interpretation of data on the part of policy makers who
understand the system and who also understand treatment models for mental disorders.

2.2 Implementing and evaluating mental health information systems
The process of implementing a mental health information system is intricate and timeconsuming. Implementation of a new system would require an analysis or evaluation of the
existing modes of record-keeping to identify gaps and unmet needs. It would also require the
development of an appropriate and user-friendly system which suits the needs of both the target
population and the workers (WHO, 2005). Decisions would therefore have to be made whether
to collect population- or facility-based data depending on existing needs (Kustner, Varo &
Gonzalez, 2002). Given the above-stated problem of generalizability of an MHIS, data collected
are often facility-based (Follen et al., 2007). Implementation would then involves training of
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staff and supervisors in using the new system (Gladwin, Dixon & Wilson, 2003). All of these
should ideally be done together with stakeholders (Odhiambo-Otieno, 2005).
Given the above considerations, many possible challenges can crop up when mental
health information systems are being implemented. Razi, Emmert, Austin, Tarn and Islam (2011)
outlined several possible challenges, chief among which was the presence or absence of
appropriate information management policies within the institutions regardless of mode of
delivery of information. Such policies will determine to a certain extent the degree to which
structured and consistent data gathering and recordkeeping will be adhered to within those
organizations. When the institution follows strict policies on information management, the
processes of patient care, management and follow-up will be more structured and standardized,
thereby strengthening the information output of the institution.
A further challenge identified in the implementation of a mental health information
system was the lack of technical know-how on the use of the data. When the information is
gathered but there is inadequate knowledge on the processing of the data, the necessary
information will be isolated and runs the risk of becoming redundant. Generating appropriate
reports to advise policy and service change requires knowledge of the current situation as well as
the current requirements within the field. Expertise in legal and financial aspects of
implementing and maintaining the system must also be considered. It is only with such expertise
that maximum benefits of the system can be extracted (Razi et al., 2011).
In addition to the above, security and communication were also found necessary to be
factored into the implementation process (Jha, DesRoches, Kralovec & Joshi, 2010). The system
must be designed such that it can securely hold patient data, but allows for some level of
communication between healthcare providers, as well as for monitoring and evaluation of
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clinical care delivery. These factors are essential in the implementation process and may require
extensive training and supervision – all of which come at a price (Gulbinat, et al., 2008; Jha et
al., 2010; Razi et al., 2011).
If the process is not adequately handled, data which are collected may be of poor quality
and/or may be duplicated. According to the WHO guidelines on MHIS, this is often due to staff
being overloaded with data. They recommend simplifying the forms and data collection process
to include only items which are absolutely necessary as well as sharpening policy and regulation
around data collection (Bourn & Davies, 1996; WHO, 2005).
Ndetei and Jenkins (2009) identified another common barrier to efficiency in the data
processing of the MHIS. This barrier was at the level of data processing. Instances were found to
exist where data were immediately processed at the national level. This may then be of no use for
local levels especially where there is no feedback system from the national level back to the local
(Ndetei & Jenkins, 2009). In such a situation, data may be extracted from local contexts, a
process requiring considerable efforts in such contexts, but with no information benefits for those
collecting the data. Further reports showed that in some instances, data may have been collected
correctly, but remained unanalyzed or were analyzed incorrectly, rendering the data collection
futile (Gater et al., 2009; Steinfeld et al., 2006; WHO, 2005).
Apart from training the organizational staff to enter and retrieve data through the system,
an efficient MHIS also requires personnel to setup and monitor the hardware and software
requirements of the system (WHO, 2005). All the components of the system need to be in good
working order, otherwise the information that is generated through the system may be unreliable.
At least initially, constant diagnostic checks were recommended to monitor the new information
management system (Gulbinat et al., 2008; Jha et al., 2010; Razi et al., 2011).
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Setting up and monitoring a mental health information system is in essence no different
from setting up and monitoring a paper-based health information system – it has the same (or
similar) attendant strengths and weaknesses. Gulbinat et al. (2008) however emphasized the need
for this process to be context-specific and therefore likely to vary from community to community
and country to country. Unlike general medical conditions, the mental health situation and needs
of specific communities and/or specific countries would vary more widely due to the varying
prevalence rates, severities and disabilities which require different treatment models. Therefore
any process of implementing an information system for mental health in particular cannot be
successful unless the context is taken into consideration.
Inasmuch as they agreed with the above assertion, Ndetei and Jenkins (2009) believed
that it was possible to develop a core framework of useful information which may be applied at
the individual, district and national levels within most contexts. At the individual level, data such
as socio-demographic information, diagnoses, chronicity, family history, and hospital attendance
or admission information could be captured. These could then be collated for district-level data
and widened eventually to the national level. Ndetei and Jenkins were therefore of the view that
the individual patient-level data constituted the core building block of an MHIS. These data must
be valid, reliable, and comprehensive enough to make the desired impact on service delivery and
policies – regardless of the context.
Even though ensuring that the system is set up properly and that the type of data collected
is appropriate, attention must also be paid to the human resource aspect of implementing a new
mental health system (Gater et al., 2009; Razi et al., 2011). When a system has been successfully
implemented, several potential problems may still occur when the system is not running
efficiently at all levels (Gater et al., 2009; WHO, 2005). In terms of human resources, users of
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the system, including administrators, prescribers and nurses, all need to change their workflow
processes.
Halford, Obstfelder and Lotherington (2010) in their review of literature on patient
records, discussed how introducing electronic recordkeeping could be hailed as innovative in its
introducing of new and more efficient tasks, new distributions of labour to clerks rather than
healthcare professionals alone as well as the development of new modes of communication
between professionals. However, they reported that there was a paucity of research focussing on
the people involved in these new processes. Some studies (e.g. Hartswood, Rouncefield & Slack,
2003; Moser & Law, 2006) do discuss the new tasks that people perform (in terms of how the
work changes), but not necessarily the subjective experience of the new system. In other words,
attention must be paid to how changing the system at work shapes and changes the meaning of
the work for healthcare staff (Halford et al., 2010) and the influence this has on professional
relations and the meaningfulness of the work to the staff (Nicolini, 2007). Greenhalgh, Potts,
Wong, Bark and Swinglehurst (2009) suggested that special care be taken when integrating new
patient record forms within the old systems (particularly electronic systems), utilizing input from
workers and technicians alike in the implementation of the new system, given that human
interaction is still needed to make any system work properly.
This suggests that introducing a new information system could be met with resistance.
There may be challenges to effective implementation if the system disrupts established existing
work flow processes for healthcare professionals (Hindmarsh & Pilnick, 2002; Oudshoorn,
2008). These processes may be accompanied by the understandings, conscious or otherwise, that
existing work protocols work and are the best or the only way to manage data, especially where
such protocols are well established and part of the fabric of the organization. Existing protocols
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may provide meaning in the work to those who use and have used them over time. When a loss
of the meaningfulness of work presents itself, the disruption may in turn disrupt productivity and
work output (Greenhalgh et al., 2009). This may occur chiefly when the process of designing and
implementing a new system in an organization does not involve the input of those who have
operated differently in the past but will now be required to implement and maintain the new
system.
When users of the information system do not feel a part of the change, they may be
hesitant in accepting the new work processes that are required for the MHIS to be successful
(Gopfert, 2013). This hesitation may not necessarily be as a result of active resistance to a new
system which they had no part in developing – although this is certainly possible – but the
resistance may be a reflection of their difficulty in grasping how to properly work the new
system, as well as a lack of understanding of why the new system is necessary (Halford et al.,
2010). If innovation is not properly managed, furthermore, personnel who have worked in an old
system may feel that their existing skills, often built up over years of organizational experience
and history, are denigrated along with old systems themselves, and that their historical (and
potentially future) positive contributions to the organization may be ignored or disavowed
(Aarons, 2004).
This difficulty can be mitigated by continued training – through all levels of
implementation and evaluation. It would also involve training in the process of capturing,
recording and retrieving the information. Also required is constant feedback on data which is
collected with avenues made for suggestions to be made by the actual users of the MHIS on
ways that the new system could be improved to facilitate their work and their sense of ownership
of the work process (Oudshoorn, 2008). Such involvement of the end users can aid in making
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them more willing and able to learn and change their process of data capture, storage and
retrieval.

2.2.1 Implementing mental health systems in poorly-resourced countries
Apart from the challenges that are experienced generally in implementing a mental health
information system, the literature shows that many low and middle-income countries experience
challenges which are unique to their socio-economic and cultural contexts, and have therefore
struggled to implement and maintain their information systems (e.g. Flisher et al., 2007;
Odhiambo-Otieno, 2005; Omar et al., 2010). These challenges are somewhat different from those
experienced in developed countries, where primary concerns may revolve around patient privacy
and other attendant legal issues (Adjorlolo, 2013; WHO, 2010).
Ndetei and Jenkins (2009) outlined challenges and opportunities that they found to be
present in implementing a mental health information system in developing countries. They
reported that the scarcity in human resources, training and resources for the technological aspect
of an information system were significant problems in developing countries. Electronic systems
were expensive to set up and maintain, requiring electricity which was sometimes unavailable.
Inadequate human resources also affected the type of data collected, its storage and its
accessibility (Lanre & Makanjuola, 2009; Pal, Mbarika, Datta, Cobb-Payton & McCoy, 2005;
Xue & Liang, 2007).
Another identified barrier was the issue of classification. Given that the two major
classification systems were used by different countries – the International Classification of
Diseases, tenth revision (ICD-10) was used in most European countries, and the fourth text
revision of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) in North
America – questions were raised on which system would work best for data entry in countries
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which had not formally adopted a uniform mode of disease classification (specifically for mental
health disorders).
This could potentially create problems as healthcare workers in low- and middle-income
countries were often trained in different countries, thereby acquiring skills in one diagnostic
system over the other. Further, given that classification systems undergo constant revision, this
problem was compounded whenever a new revision was made (Gulbinat et al., 2008). It was
therefore necessary for such factors to be taken into consideration when a new MHIS was being
developed for these countries. Work also needed to begin to develop policies and standard
practices in low and middle income countries in order to streamline practice and recordkeeping.
Even though implementing a MHIS in low and middle income countries is challenging, it
has been argued to have benefits, as has been discussed, and therefore various creative and
innovative methods need to be adopted to ensure that some level of implementation is achieved.
Ofori-Atta et al. (2010), in their situation analysis of mental health services in Ghana found that
the country fell far below the WHOs recommended principles of organization of services, much
like most low-income countries in Africa. These authors note the lack of awareness in countries
like Ghana of mental health issues.
However, without credible information on the mental health needs present in the country,
it was difficult to advocate for policy and resources geared towards programmes educating the
public about such issues. One of their recommendations was therefore that a standardized and
comprehensive MHIS be set up to provide evidence for improving services in Ghana (Ofori-Atta
et al., 2010). This led to the implementation of a new MHIS in the country‘s three psychiatric
hospitals to scale up the collection of data about mental illness and services in Ghana. This
system was intended to be a temporary, semi-computerized one incorporating both the paper-
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based (old) methods of recordkeeping, and introducing a computerized mode of data entry and
analysis.

2.3 Mobile phone technology and mental health information systems
Despite the previously stated potential resource barriers to the successful use of
computerized recordkeeping methods, many opportunities exist for the implementation of MHIS
to suit the specific contexts and needs of various countries. Ndetei and Jenkins (2009) have made
recommendations for the use of what they term ‗unconventional‘ methods such as mobile phone
technology (called mHealth), in addition to the paper-and-pencil methods already in use, in order
to facilitate data collection and access (Jenkins, et al., 2011). Although mHealth is not the focus
of this thesis, it has been found to have many applications in increasing adherence and patient
follow-up. Using mobile technology may serve as a means of improving MHIS, and is therefore
worth mentioning here.
The Global Observatory for eHealth (GOe) of the World Health Organization has defined
mobile health (or mHealth) as:
Medical and public health practice supported by mobile devices, such as mobile phones,
patient monitoring devices, personal digital assistants (PDAs), and other wireless devices.
mHealth involves the use and capitalization on a mobile phone‘s core utility of voice and
short messaging service (SMS) as well as more complex functionalities and applications
including general packet radio service (GPRS), third and fourth generation mobile
telecommunications (3G and 4G systems), global positioning system (GPS), and
Bluetooth technology. (WHO, 2011, p. 6)
With the mobile phone revolution sweeping over most developing countries in the last
decade, this provides a uniquely placed resource for scaling up mental health care at the

Stellenbosch University https://scholar.sun.ac.za

21

community level (Luxton et al., 2011). Mobile phone use would enable improved patient
monitoring (Anhoj & Moldrup, 2004; Cho, Lee, Lim, Kwon, & Yoon, 2009; Shapiro et al.,
2008), and may be used for initial case finding and diagnostics (Frean, 2007; Piek et al., 2006;
Zimic et al., 2009).
The use of mobile technology was therefore strongly recommended by the WHO in their
second global survey on eHealth (WHO, 2011). Results from this survey suggested that various
initiatives could be developed to promote mHealth and facilitate patient care and management
(WHO, 2011), particularly in poorly resourced areas. Indeed, King et al. (2014) in their report of
the personal experiences of workers who use various electronic data capture devices (particularly
mobile phones) in rural Malawi found that shorter turnaround time, enhanced monitoring and
consistency were highlighted as benefits by many of their participants.
Such initiatives can be valuable for mental health in Ghana. Opportunities exist in the
large number of community-based mental health workers already in place and being used for
case finding and patient follow-up. However, there is still a faction of patients who fall through
the cracks as a result of limited resources, personnel and support services. One way to overcome
this challenge is through the use of mobile phone technology.
Community health workers who are already in use within communities could therefore be
given password-protected access to a central database to input patient data using a mobile phone
technology; laboratory and medication information could also be entered and maintained on a
uniform database, which will facilitate access for further management of the patient (Ndetei &
Jenkins, 2009; Ndetei, Khasakhala, Kingori, Oginga, & Raja, 2008). It would also minimize the
follow up loss of patients when they return to their communities (Blaya, Fraser & Holt, 2009).
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2.4. Summary
The literature reviewed above suggests that developing and using a structured and
uniform health information system (specifically in mental health) can lead not only to increased
access to health care, but can also lead to improved patient follow-up, treatment compliance and
overall health outcomes. This information system need not only be computer based but can be
expanded to make use of mobile phone technology. Care must be taken, though to ensure that
users and stakeholders are brought on board from the implementation stage, and that privacy and
confidentiality are strictly ensured.
Given the importance of the success of any implemented information system in
healthcare, it is also necessary that evaluations are carried out from time to time to assess
whether or not it is playing the role it is meant to play. The current study therefore sought to
explore the current mental health information system in one of the three psychiatric hospitals in
which it was developed, to investigate what barriers and facilitators existed to its effective use. In
order to achieve this, users of the system were interviewed to examine their experiences with the
new system. These were built around an institutional ethnographic framework, together with an
interpretative phenomenological method of analysis.

2.5 Theoretical framework
In order to properly explore the use of the MHIS at the Accra Psychiatric Hospital, this
study was situated within specific theories to serve as a guide. The current study was therefore
broadly ethnographic – specifically using an Institutional Ethnography approach – but also had a
partly phenomenological basis in its approach. These theories are reviewed below.
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2.5.1 Institutional ethnography
Institutional ethnography (IE) is a research method that explores social interaction as
made up of the actions of people in their everyday life settings. IE was developed by Canadian
sociologist Dorothy Smith (1987) initially as a form of feminist sociology. It looks at how people
are socially organized to accomplish daily activities and how those routines are established and
maintained. In undertaking IE research, textual and discursive dimensions of social life are
explored as a means of understanding social connections (Eastwood & Devault 2001). The IE
approach believes that people‘s knowledge and experiences affect their everyday activities, and
is therefore important for understanding social interaction (Rankin & Campbell, 2009).
However, in institutional ethnography, the individual experience is not considered in
isolation. By studying social interaction, IE implies also examining those individuals‘ activities
and behaviours within institutions, combining everyday life and professional practice, among
others (Smith, 2002). Rankin and Campbell (2009) illustrated this concept with reference to the
social embeddedness of a diabetic single working mother whose activities depend not only on
her actions but also on the work of others in her social setting such as health care workers, babysitters, etc. This woman‘s social world can be observed and described ethnographically through
the activities of all these other people (Rankin & Campbell, 2009).
In IE research, observations are used to determine how people‘s activities are linked and
connected. In this way, one informant‘s knowledge and experiences are not the sole basis for
conclusions. IE allows for the exploration of broader social organizations and interactions
(Rankin & Campbell, 2009; Smith, 2002). In IE research, "institution" refers to the interrelations
in people‘s lives, not merely another word for organization or establishment (Smith, 2002). For
example, in a study to determine the experiences of nurses working in restructured hospitals,
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ethnographic descriptions of the nurses‘ work processes drew a picture of the institutional
connections that existed within the hospital. These helped to determine nurses‘ competence
within the new system (Rankin & Campbell, 2009). In this sense then, the institution was the
new work flow processes that the nurses were required to use, and not merely the hospital.
Institutional ethnography has been used effectively in research in the social sciences,
education, human services and policy research. Its use of texts and records (or documents), and
the analysis of how individuals use them in their work, facilitates the examination of institutions
and their practices.
Based on this theory, the current study explored the actual use of the MHIS by staff at the
psychiatric hospital, partly through an audit of archived online records. Given that the system
was relatively new (compared with the one which was in use previously) the archival audit
explored the different levels of users within the new system. This study also looked at how the
new system affected the work of hospital administrators in generating reports within the hospital.
However, the IE approach by itself was not adequate for the needs of this study.
Although institutional ethnography explains individuals‘ relations within a social context, it does
not quite consider each individual‘s lived experiences as an end in itself (Eastwood & Devault,
2001). Hence, the specific experiences of prescribers and hospital administrators in using the
new system could not be obtained from the archived records or from observations alone. In view
of this, a phenomenological basis was also considered as a theoretical framework for this study
to fill in this gap.

2.5.2 Phenomenology
Phenomenology within psychology seeks to explain lived experience from the point of
view of the individual. According to Giles (2002) phenomenology is ―the study of personal
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experience and subjective perceptions of phenomena‖ (p. 208). It seeks an in-depth
understanding of subjective everyday human experience rather than objective views about a
phenomenon (Giorgi & Giorgi, 2003). It therefore aims to provide understanding of the
phenomena as an end in itself, rather than a means to an end (Smith & Osborn, 2003). Further, it
is context-specific, in that it explores experience within a particular setting and closely analyzes
conscious interaction within that context (Giles, 2002; Kvale, 1996; Willig, 2001) thereby
enhancing knowledge on the dynamics within specific settings from the individuals‘ points of
view.
One of the first early proponents of phenomenology was Husserl in the early 20th century
with his theory of Transcendental Phenomenology. Husserl (cited in Willig, 2001) suggested that
phenomena be described through a series of steps to ‗transcend‘ presumptions in order to
determine the characteristics which make the phenomena unique (Moustakes, 1994). Although
Transcendental Phenomenology had its roots in philosophy, social science researchers like van
Kaam (cited in Durr, 2008) used its methodology within psychology with much success. Willig
(2001) has suggested that this method of research was appealing to psychologists due to the
widely-held belief that human experience was essentially subjective.
Phenomenology has undergone many transformations through the years. A more
contemporary approach to using phenomenological methods is Jonathan Smith‘s (1994, 1999)
Interpretative Phenomenological Analysis (IPA). IPA examines subjective human experience
from the individual‘s perspective. It however acknowledges that in analyzing individual
experiences, the researcher makes assumptions and meaning of the situation based on their own
world view. The researcher can therefore only make an interpretation of the individual‘s
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experience based on his experience, background and understanding of the situation (Willig,
2001).
In using IPA, detailed reports of experiences and perspectives are used and how these are
perceived by the individual can be fully explored (Smith, 1994; Smith et al., 1999; Willig, 2001,
Giorgi & Giorgi, 2003). According to Shaw (2001), in IPA the focus is on the fact that each
person‘s experience is unique; therefore the meaning attached to the experience is different for
each person. Using IPA made it possible to explore prescribers‘ perceptions of their use of the
new information system as employees. It also allowed the analysis of the administrator‘s
perception on his use of the system to generate reports and information.
In doing an IPA analysis, a ―double hermeneutic‖ situation is often inadvertently
established. As has been outlined above, the experiences related by participants is subject to their
own interpretations. However, in trying to establish a close an account of the situation as
possible, another layer of interpretation is often unintentionally imposed on the accounts – the
researcher‘s. Despite efforts to remain objective, the researcher‘s background, experiences and
preconceptions may play a role in the eventual interpretation of the information, as he cannot
relate the experience directly. In other words, as the participants attempt to understand their own
world, the researcher also attempts to understand theirs.
IPA is beneficial because it is flexible and exploratory in its approach. With this
approach, subjects more or less determine the direction of the discussion/interview; in this way,
information that the researcher had not considered is often uncovered and new themes can
usually be developed along those lines.
Phenomenology was used as a framework for this study because it examines a description
of the ‗lived experiences‘ of people and their social worlds in order to understand the meaning
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they have attached to the experience (Durr, 2008). The subjective nature of its explorations and
the role that the individual‘s perspective plays in understanding a situation was key in choosing
this approach.
Therefore, both an Institutional Ethnography, and an Interpretative Phenomenology were
drawn upon for this study. These theories were combined because, in isolation, they were limited
in terms of their strengths within the specific contexts, and at the two levels of analyses. The
integrated approach therefore served better to provide a holistic picture on the use of the new
mental health information system at the Accra Psychiatric Hospital.
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CHAPTER THREE
METHODOLOGY
This chapter outlines the methods used in this research. It begins with a discussion of the
research setting, after which it outlines the aims and objectives which led to developing the
research questions. The instruments and data collection guides are then outlined, followed by a
description of the study participants.

3.1 Research setting
The current research was set in the Accra Psychiatric Hospital which is located in
Adabraka, a suburb in the centre of Ghana‘s capital city, Accra. Given the relevance of historical
factors for the analysis of data in the chapter which follow, a brief history of the hospital is given
here, by way of background.

3.1.1 A brief historical introduction to the Accra Psychiatric Hospital
The Accra Psychiatric Hospital (APH) was built by the colonial British government as an
asylum for individuals suffering from mental ill-health. This was partly due to the fact that
people with a mental illness in the very early days of colonial rule did not receive Western
medical care. Before British colonization and the introduction of these scientific methods, mental
illness was treated within communities through the use of various herbs, as well as a number of
‗spiritual‘ rituals by priests who were often regarded as the ‗spiritual heads‘ of communities
(Osei, 2006).
However, on 4th February 1888, a Legislative Instrument (LI) was issued by thengovernor, Sir Edward Griffiths to convert the old High Court of Victoria Borg (present-day
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Accra Central) into a prison; it was also to be used as an asylum in an attempt to get individuals
with a mental illness off the streets and for them to be in the state‘s custody. For years, no
medical treatment was given to the inmates and no real distinction was made between the
requirements of the people living with a mental illness, and those of the criminal. By 1904, the
prison was over- crowded so plans were made for a new facility to be built at Adabraka (which
was on the outskirts of Accra at the time) to serve as a hospital for people who were termed
‗lunatics‘. The new facility was therefore referred to as the ‗Lunatic Asylum‘. This is the site of
the present-day Accra Psychiatric Hospital.
The ‗Lunatic Asylum‘ was commissioned in 1906 to accommodate 200 patients. The
hospital consisted initially of four wards: Female, Male, General and Criminal wards. Patients
who were detained there were cared for by untrained attendants, with periodic visits from a
physician until a physician was assigned to them specifically by the British government in 1929.
The next 30 years saw the ‗Lunatic Asylum‘ undergo major modifications and extensions which
were instrumental in transforming it from an asylum into a hospital (Forster, 1962).
With the appointment of the first sub-Saharan African psychiatrist to head the hospital in
1951, further improvements and reformations resulted in the hospital transforming from a purely
custodial into a healing environment which catered to both physical and mental illness. The
current Accra Psychiatric Hospital has a bed capacity of 600 (―Historical background,‖ n.d.), and
clinical problems handled, in both training and practice include a range of neuropsychiatric
disorders, mood disorders illnesses, schizophrenia, epilepsy, alcohol and substance abuse, among
others. Being the first of only three public psychiatric hospitals in Ghana, the Accra Psychiatric
Hospital treats the largest number of psychiatric cases per year in the country (―Historical
background,‖ n.d.).
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3.1.2 Recordkeeping in APH
As discussed in the literature review, a situation analysis of mental health care in Ghana
in 2008 (Ofori-Atta et al., 2010) revealed that policy, legislation and services were still
inadequate for mental health. One of the major problems discussed was a weak mental health
information system (MHIS). The system which existed at the time (in 2008) collected
information on only 4 categories of illness (psychoses, neuroses, epilepsy, and substance use
disorders) and made up less that 1% of data collected through the health service. The situation
analysis also revealed that these diagnoses were not standard and therefore could not provide
credible information on the mental health needs and services in the country.
Records that were kept by the three psychiatric hospitals were paper-based and largely
involved writing patients‘ background information, diagnoses and treatment plans in folders
which were stored in the doctors‘ consulting rooms and a central records room. Records staff
kept daily (paper-based) records of number of patients seen, diagnoses and prescribed treatments
at each consulting room. These data were then collated at set periods (i.e. weekly, monthly,
quarterly, etc.) to generate reports for the hospital administrative processes and beyond. This
process had largely remained unchanged throughout the years.
As a follow up to the situation analysis, a research programme consortium (called The
Mental Health and Poverty Project or MHaPP), funded by the British government, in
collaboration with the Ghana Health Service, sought to improve recordkeeping and data
collection in mental health in Ghana. Work was done to improve the MHIS in the three
psychiatric hospitals in the country, setting up a semi-computerized information system.
Four years after its implementation, an evaluation of the system and users‘ experiences in
working with the new system is yet to be carried out to assess whether the MHIS is fulfilling its
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purpose of providing evidence for the scaling up of mental health services in Ghana, as well as
improving patient care and monitoring.

3.2 Aim and objectives
For the present study, the main aim was to examine the use of the current MHIS by
physicians at the Accra Psychiatric Hospital, Ghana, and to explore its use. To achieve this aim,
the objectives of the proposed study were:
1. First, to explore the current actual use of the system through record reviews
2. Secondly, to explore the specific advantages and challenges experienced by users at the
Accra Psychiatric Hospital, Ghana in using the mental health information system (MHIS)
3. Third, to explore the users‘ perceptions of areas for improvement in the current system

3.3 Research questions
Given the above objectives, the research question was to determine what users‘
experiences had been in using the new MHIS that was installed at the Accra Psychiatric Hospital
and how this new system had affected their work. This question was broken down into subquestions which were formulated as follows:
1. To what extent do physicians at the Accra Psychiatric Hospital use the MHIS in
monitoring patient information and management?
2. Do the rates and patterns of use differ between physicians and medical assistants?
3. What are the barriers to their use of the system?
4. To what extent do physicians and medical assistants know and understand the need and
usefulness of an efficient MHIS?
5. What facilitates their use of the MHIS?
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6. How do they think the current MHIS can be improved to facilitate better use?
To effectively answer these questions and achieve the stated objectives, the study was situated
within a qualitative interpretative design.

3.4 Research design
For this study, a mixed methods approach was adopted. First, an audit was undertaken of
usage of the MHIS. Second, a qualitative approach was employed in obtaining the experiences of
users of the MHIS. Specifically, it focused on their knowledge of the system and its use, as well
as the influence of the institutional processes on work (Brewer, 2003). The phenomenological
interpretative aspect of the research also explored the meaning/essence of the work to the
participants with regards to the new MHIS.
To obtain such information, individual, in-depth interviews were conducted among staff
of the Accra Psychiatric Hospital. This was to elicit rich, deep information from them without
the restrictions of quantitative methods (Denzin & Lincoln, 2005). Interviews were conducted
with a semi-structured guide; the guide was semi-structured to ensure uniformity of questions,
but without placing too many restrictions on the answers, thereby allowing them to express their
own opinions and views. However, before the interviews were collected, an audit was performed
of online patient data on the MHIS. This was to assist in determining patterns of use among the
various categories of users, i.e. doctors, medical assistants and nurses, as well as the records
clerk and hospital administrator. In addition to the audit, the process of recordkeeping and data
capture was observed prior to the interviews. This involved observing what happened to a
patient‘s MHIS form from the consulting room to the records department where it is entered onto
the database.
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3.5 Instruments/materials
3.5.1 Archival audit checklist
A checklist was developed to audit archived online records within the MHIS (see
Appendix C). Records of at least one-year duration were sampled for the audit. The checklist
included data quality indicators such as frequency of system use for each prescriber (compared
with number of hospital visits of patients recorded in consulting room registers), accuracy of
entered details, adherence to a uniform diagnostic system (compared with patient folders),
accurate capture of detailed information on the number of admissions and length of stay of each
patient, and information on patients‘ treatment programme.

3.5.2 Demographic questionnaire
A demographic questionnaire was developed to gather information pertaining to the
participants‘ characteristics such as age, gender, level of education, employment status (i.e.
doctor/psychiatrist, medical assistant, clerk or administrator) and the number of years employed
at the hospital.

3.5.3 Semi-structured interview schedule
To fully explore the subjective experiences of users of the mental health information
system, a semi-structured interview schedule was used (see Appendix B). Semi-structured
interviews are a useful way of exploring individuals‘ views on issues, allowing for more flexible
probing and later analysis (Brewer, 2003). For this study, three sets of interview guides were
developed for the three major categories of users: the prescribers, the records clerk, and the
hospital administrator. Prescribers is the term often used to refer collectively to psychiatrists and
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medical assistants; for this study, the term ‗prescribers‘ as used, included nurses who often were
the ones to fill in the MHIS form.
The prescriber guide focused mainly on how use of the new form had affected work, how
often they used the form, their difficulties with the new form, and what they think could be used
to improve the new system. The interview guide for the hospital administrator asked questions
on how the new system is being used, in terms of generating reports and analyses, and whether
or not the work has been made easier or harder. It also explored challenges with the new system,
and what areas they felt needed to be changed/improved. Finally, the records clerk was asked
about the perceived ease of data entry and processing with the new system, and the extent to
which workload had changed with the introduction of the new system.
All interviews were recorded with a digital audio tape recorder to ensure accuracy of
transcription and analysis with prior consent from the participants.

3.6 Participants
Participants in the study were in three categories: prescriber, administrator, and records
clerk. Generally, the term ‗prescriber‘ is used at the Accra Psychiatric Hospital to refer to doctors
and medical/physician assistants in Psychiatry (MAPs) at the hospital – loosely, these are
basically those who prescribe medications for patients. The term was expanded to include
consulting room nurses for this study; this was because preliminary observations revealed that
for most consulting rooms, the nurses filled out the forms before the patient saw the doctor or
MAP. The doctors simply filled in the diagnosis, the change in medication and/or need for
admission (if necessary) and in some cases the review date. It was therefore observed that most
of the change in work processes fell to the consulting room nurses.
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However, before this was observed, two doctors and two MAPs had already been
interviewed; many of the doctors and MAPs were reluctant to be interviewed, often citing
limited time and heavy workload. Attempts were therefore made to recruit their consulting room
nurses, who were seen using the new forms.
As a result, the final sample of prescribers interviewed consisted of two specialist
psychiatrists, two medical/physician assistants and three consulting room nurses. At the time of
data collection, there were 6 psychiatrists employed by the hospital, 4 residents in training, and 6
medical/physician assistants; taking scheduling into consideration, there are, on average, 9 active
consulting rooms at any point in time. The seven participants were therefore purposively
sampled from these consulting rooms based on the following criteria:
a) They must be employed by the hospital at the time of interviewing
b) They must have been at the hospital before the new system was introduced
c) If they are shown to have a record of previous use of the system (from the audit)
In addition to the prescribers, one hospital administrator and one entry clerk were also
interviewed to explore administrative factors in the use of the mental health information system
at the hospital. Although every consulting room has a records clerk who works with the nurse,
the hospital employs four data clerks; one of these was interviewed for the study based on
availability and willingness to participate. The doctors were one male and one female; the MAPs
were all male, and the nurses were all female. The records clerk and the administrator were both
male. The ages of the prescribers ranged from 32 to 54 years with a mean age of 39.6 years.
Obtaining participants for the research proved quite challenging; this was especially
surprising due to the small number of clinical staff present, but also because of their familiarity
with the researcher. The prospect of being recorded proved problematic for many of the
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participants. Despite assurances of confidentiality and/or completely foregoing the recording,
many were reluctant to be a part of the study.
3.7 Procedure
The data collection was done in three steps. Prior to the start of data collection however,
clearance was obtained from the Research Ethics Committee of Stellenbosch University (see
Appendix E), as well as the Ethical Review Board of the Ghana Health Service in Ghana (see
Appendix F). Once all ethical requirements had been met, permission was obtained from the
hospital administration to begin phase one of the study (the archival audit; see Appendix G for
institutional permission letter).
The review of archived data presented some challenges due to the backlog of work
(forms) that had yet to be entered, therefore initial plans of reviewing records which went back at
most six months were revised to one year, in order to obtain enough online data. A further
challenge was partial records; some of the online records were also found to be partially entered
– with explanations from the entry clerks that they could not make out the doctors‘ handwriting.
This was particularly the case for sections on diagnoses. It is worth noting though that during the
latter stages of data collection, three undergraduate Psychology students who were doing a
vacation internship were assigned to records department one day a week to assist in data entry.
Hence the backlog of data to be entered was cut down to a few months by the time the data
collection ended.
Phase two of the study involved interviewing participants who had used the new system
(from the archive review) in patient management. Suitable participants were approached in order
to be recruited into the study. As stated above, not all of the participants who were initially
approached agreed to be interviewed. Further, observations revealed that the new forms were
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mostly filled in by the nurses and records persons in the various consulting rooms. The proposed
sample was therefore expanded to include these nurses.
In phase three of the study (which was the interviews of the administrator and clerk), no
major challenges were experienced with the records clerk as one readily accepted to be
interviewed. Similarly, the hospital administrator readily accepted to be interviewed however,
considering his busy schedule obtaining an appointment took a bit of time.
Generally, the interview process began with an introduction to the research and
information about the research is given. Written and verbal consent was obtained from each
participant, both to participate and to record the session.
All interviews were conducted in English and recorded using a tape recorder. They were
conducted in the consulting rooms of the various prescribers, and the private office of the
administrator. The data entry clerk was interviewed in a consulting room which was empty at the
time. The average time for the interviews was 35 minutes; all interviews were conducted by the
researcher herself.
3.8 Ethical considerations
This study was approved by the Research Ethics Committee of Stellenbosch University
(Appendix E). In addition, clearance was obtained from the Ethics Review Committee of the
Ghana Health Service (Appendix F) before any data collection was begun. Finally, written
permission was sought from the management of the hospital to collect data there (Appendix G).
For each participant that was interviewed, verbal and written consent was obtained beforehand
(see Appendix D). Given the small number of professionals, written consent was also obtained
for any portions of their interviews to be quoted.
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Confidentiality was reiterated and participants were assured that their identity would be
held anonymous and any information obtained would be treated with the utmost confidentiality.
It was further explained that all transcribed interviews would have no names in order to protect
the privacy of the participants. Data which was collected was also password- protected to keep
them safe.
Each participant was informed of their rights as a research participant and reminded that
they could drop out at any time without negative consequences. They were also reminded that it
was their right not to answer specific questions if they felt uncomfortable about them, and that no
harm would come to them as a result of their participation in the study. It was further explained
to them that there would be no monetary compensation for participation and no other form of
inducement to participate.

3.9 Data analysis
3.9.1 Archival audit
The online records were analyzed using frequency tabulations. For each record and for
each user, a summary of the number of times the form was filled in for 20 patients was compared
with records in their consulting room registers. Frequencies were also calculated for the number
of times the prescriber had adhered to the standard diagnostic system, and how often accurate
details had been captured on the number of admissions and length of stay of each patient.
Records were purposively sampled from each prescriber‘s records for this audit. Results are
presented in Table 1 in the results chapter.
3.9.2 Qualitative data
Throughout the data collection process, constant reflection was done based not only on
the participants‘ reports, but also observations, impressions and connections that were noted. All
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interview data was transcribed in English by the researcher and coded using the ATLAS.ti
software.
The analysis was based on an ethnographic and an interpretative phenomenological
approach (Smith, 1996) as it seeks to understand the meaning of an experience to those
connected to a particular phenomenon (Henning, 2004). To begin, an inductive process was
employed by thoroughly reading and re-reading through all transcripts and attempting to make
sense of the information in smaller, more meaningful sections. These were then coded and
further grouped to tease out the main ideas that were expressed by the participants. This
facilitated the identification of themes from the data (Brewer, 2003). The subsequent themes
were then linked to extracts from the transcripts in order to highlight the experiences of the
MHIS users. This was in an attempt to describe the meaning they had attached to their use of the
new system. The themes were then related and compared with previous research to explore the
extent to which they are similar or differ from other studies. These results are also discussed in
chapter four.
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CHAPTER FOUR
RESULTS
4.1 Introduction
This chapter presents the results of the present study in two stages. Stage 1 analyzes the
audit of online records which was performed. Using an Interpretative Phenomenological
Analysis framework, stage two analyzes participant interviews to identify the essence of users‘
experiences with the new MHIS. The discussed themes will centre on recordkeeping in the
hospital (looking at the participants‘ perceived functions of both systems as well as their
experiences in actual use of the new system), their perceived barriers to effective use of the
MHIS, and suggestions for improvement/the way forward.
Conducting this research had its fair share of challenges, some of which were perhaps
less difficult because of my familiarity with the research setting and many of the participants. On
the other hand, at times I could not help feeling that some participants hesitated to be a part of
the study due to their familiarity with me. I have been associated with that hospital for
approximately 10 years – first as a volunteer in the children‘s ward, then as a clinical psychology
intern, and more recently as a tutor for medical students during their psychiatry rotation. As a
result, there are many staff there whom I am familiar with and to whom I am also familiar – even
if not personally or just by sight. This likely helped me by facilitating my observations of
processes that went on when a patient was with the nurses (before the patient saw the doctor);
this was because there was rarely any discomfort when I was there as I was a familiar face to
many of them.
During the later stages of the data collection this familiarity was probably the reason I
was told about some participants‘ reasons for hesitating to participate in the study. As one nurse
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put it, they would simply have given me excuses until I got tired of coming to them. They could
not be sure how confidential their interviews would be, because they knew I was friendly with
other staff in the hospital, including some of the management. Those who eventually agreed to
participate insisted that we do so away from their regular consulting room or in one case, we do
the interview late in the day when there were not many people around.
These experiences were vivid for me and spoke of the kind of relations that existed
within the hospital, with regards to management and perceived sanctions, etc. But more strongly,
it spoke to me about the ramifications of presenting my findings to them. I could not help but be
convinced that any such presentation could be considered a betrayal on my part. This fear was
partly confirmed when these nurses did not show up for a respondent validation session.
On balance, I believe that despite the challenges, my being familiar (both to the hospital
setting and to the participants), was advantageous to the research as it allowed for a better level
of transparency. I therefore believe that the results reflect the participants‘ own views and
experiences, and the interpretations made are not influenced by my own views.
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4.2 Archival audit summary
Table 1
Summary of Archival Audit per Prescriber

Prescriber
Code

Correct no. of
visits recorded
(compared with
consulting room
register)

Correct patient
details entered
(/20)

Correct
diagnostic system
used (/20)

Correct
recording of no.
of admissions
(/20)

Correct
recording of
duration of each
stay (/20)

Correct
treatment/manag
ement
programme
recorded (/20)

DrA

YES
16

NO
4

YES
15

NO
5

YES
18

NO
2

YES
10

NO
10

YES
0

NO
20

YES
20

NO
0

DrB

14

6

17

3

10

10

11

9

0

20

18

2

DrC

17

3

18

2

15

5

18

2

0

20

19

1

MAA

16

4

18

2

11

9

7

13

0

20

19

1

MAB

13

7

13

7

9

11

6

14

0

20

15

5

MAC

8

12

10

10

8

12

9

11

0

20

14

6

Phase 1 of the study involved undertaking an audit of archived online records of patients. This audit was done for records which dated
back at most one year. On average, the details of patients‘ background and history were entered correctly compared with information
available in their folders, with all prescribers entering patient information correctly more than 50% of the time (see Table 1).
Psychiatrists however recorded higher number of correct details entered (approximately 75% of psychiatrists‘ records).
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Similarly, consulting room registers tallied with online records of visits for approximately 70%
of the time. Again, psychiatrists‘ consulting room registers tallied more with online records than
medical assistants.
A similar trend was found for correct use of the new diagnostic system (i.e. ICD-10). Again,
psychiatrists were found to use the ICD-10 diagnostic classification correctly more often than the
Medical Assistants (an average of 75% as opposed to an average of 55%).
Further, with the exception of one psychiatrist, all prescribers were found to have left the number
of admissions section blank in more than 55% of cases. The psychiatrist who consistently
entered this information did so correctly in 18 out of 20 cases.
Upon finding that online records were all blank for the duration of each patient‘s stay, it was
realized that this was no longer on the MHIS form which is currently used in the hospital.
Therefore, all sampled records did not have a history of the duration of each patient‘s stay. This
finding is discussed further later.
Finally, all prescribers had correctly entered the treatment/management programme that their
patients were on for more than 70% of cases. With the exception of two Medical Assistants, all
other prescribers correctly entered treatment programmes for over 90% of patients.
4.3 Analysis of interview data
4.3.1 Recordkeeping in the hospital
In order to get information on the background of recordkeeping at APH, some questions
were asked as part of the interviews to understand what the process of recordkeeping was like at
the hospital. At the time of interview, records were kept using both paper-based and a semi-
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computerized method. The paper-based methods included the patient folder (which contained
information on the patient‘s demographic background, doctors‘ and nurses‘ notes, medications,
and sometimes results of laboratory work performed) and consulting room registers (where
records of the patients seen at each consulting room each day were kept); there were also records
of ward activity kept by the nurses, including books to record admission and discharge/
absconding. The pharmacy and laboratory departments also kept paper-based records of their
activities, both in registers and within the patients‘ folders. With the introduction of the new
MHIS, additional forms with summaries of patient information and treatment are filled out at the
consulting rooms and later entered into a computer at the records department. This process
constitutes the semi-computerized aspect of recordkeeping at the Accra Psychiatric Hospital. The
MHIS records therefore start off on paper, before being sent for entry into the database. These
electronic records have not replaced the paper records. Further, from the observations made, it
appears that a form is to be filled for a patient at every visit, and these data are repeated each
time.
Each consulting room within the hospital has a staff member from the records department
assigned to it for the creation and management of patient records. Both old and new patients are
therefore processed by these staff members (called ‗recorders‘) before being seen by nurses and
doctors/medical assistants. The recorders‘ principal function is managing patient folders; this
involves creating folders for new patients, retrieving folders for returning patients, and storage of
folders when the patient has been attended to. It is also the recorders‘ responsibility to fill out the
necessary demographic data in the MHIS form (see Appendix A for sample MHIS form). This
form is then completed by the prescriber or nurse with details of the diagnosis and/or
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medications after the patient has been seen. The form is then sent to the records department for
entry into the computer database.
As has been discussed previously, the idea of a new MHIS was to improve the process of
keeping patient records and information (Ofori-Atta et al., 2010). The staff at the records
department reported that they received this news with excitement, as they anticipated that the
current process of ferreting patient records from a large stack of folders would be reduced to the
click of a button. One recorder put it this way:

“…initially when the system came – that is, the new system – all the Records staff were
happy, that now we were going to change the system of record keeping to a better
one…our statistics and everything will be easier!...”

They therefore eagerly accepted the semi-computerized model as they were assured it would be
temporary. They anticipated the implementation of a fully computerized system of patient
recordkeeping within a few years, which would involve direct entry of information onto the
database and would do away with the paper-based system. However, since the introduction of the
new system, four years have passed with the temporary, semi-computerized system still in use
together with the old paper-based system. This double system appears to have led to an increase
in workload for the recorders:
“…since 2009 up to now we are still using the two [systems] which was supposed to be
temporary, so gradually people became fed up with it. They are tired and overworked
and now the way people were willing to work with this new system has come down...”
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The recorders therefore have to fill out patient forms but also have to keep daily paper-based
consulting room registers and statistics. One consequence of this delay in migrating to the fully
computerized system appears to be a reluctance in using the new system where recorders are not
filling out the forms for the MHIS at all, citing work overload as their reason:
“…as it took a longer period, people became tired and fed up with it, so sometimes they
don’t fill the forms and when you talk to them you can see that people are tired, because
we can’t be doing this double one forever – the old and then the new one in addition – it
is too much…”
These sentiments were shared by the other healthcare workers who felt the frustration of the dual
system of recordkeeping. One consulting room nurse stated:
“…honestly I don’t think it does us any good! It has just made our work harder! All that
paper that is wasted, we don’t use it for anything! Well some of the Records people say
that when they are doing their statistics, it is easier because everything is supposed to be
online, but as for us, I’m not sure it has improved anything”
Similarly, a doctor empathized with the records and nursing staff who had to work with the dual
system, recognizing that their workload had increased:
“… [the dual system] makes it quite cumbersome for the records people… I know they
have complained a number of times that it is too long… the way the system is right now,
it is just doing the same paper work and then just putting it into a computer… that is
simply doing double the work you would do with only the old method…”
However, the views of the administration of the hospital were slightly different. Considering the
supposed excitement shown by the staff of the records department when the new system was to
be implemented, the hospital administration reported that they expected better results from the
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recorders. The administration complained that the recordkeeping had not improved since the
MHIS was introduced. As the medical director put it:
“... we have been using the MHIS somewhat, but frankly I don’t think it is being used well
and therefore is not giving accurate results... certainly not as well as it should be used...
sometimes you take a patient’s folder and you realize that the form is at the back... and
sometimes it is in the folder but it is empty! And apart from the consulting rooms, the
other units and departments like the pharmacy rarely fill out any information on the
form...”
He believed that the enthusiasm that was expected from the recorders was lacking and suggested
that many of the problems he had had with data from the MHIS had come as a result of work that
was done haphazardly. He put it this way:
“...they [the records staff] were the ones we were expecting to do better... instead, that is
where most of the garbage is coming from... they often provide us with data which are
not realistic... considering the backlog of unentered data...when you ask for reports, they
give you data as though it is real time data and when you question further, you realize
that they estimated the information to get those results and it is usually based on their
manual data...or so they say”
It therefore appears as though the records staff continue to use the manual system of
recordkeeping and data analysis, and perhaps do the MHIS data entry as an ‗extra‘ process. They
appear to work with the hand-written information to carry out their analyses with the MHIS data
entered almost as an addendum. This could however not be verified from any of the records staff.
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They insisted that they used both systems, and only fell on the hand-written records when the
MHIS was inadequate. This in itself speaks to the disconnect when it comes to shifting from the
paper-based system to the MHIS. A telling remark by one of the staff shows how deep the
sentiments go:
“... I will say that the old system is more effective than the new one! If one needs
information, we can’t rely solely on the new system because it is not as effective. The old
system is more effective than the new one because people are fed up with having to do
both of them, so some of the forms are not being entered correctly or even, at times, not
at all. But with the old system, every single case and every patient who is seen is
recorded in the booklets...”
4.3.2 Perceived barriers
In addition to finding out how the participants view the recordkeeping process in the
hospital, questions were also asked about the barriers they perceived in the use of the new MHIS.
Generally, participants agreed that the new system would work well in an ideal situation, but in
its current state using it was cumbersome. Some of the participants reported an increase in their
workload since the new system was introduced. One record clerk put it this way:
“…in fact the work is now double work. And this makes our work very difficult…initially
when [the new system] came in 2009, I was able to finish with my [paperwork] and close
by about 2 o’clock if I came early…there was no one to enter [the data] when it goes
back to the records department. So I have to sit down for another two to three hours [to
enter the data]before closing and going home…I become very very tired, yes, so the work
has become double”
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Another participant put it simply:
“…in fact, the workload….hmmmmmmm (sighs)…it is very difficult,”
In the Ghanaian context, use of the drawn-out expression ‗hmmmmmmm‘ signifies exasperation
and frustration about situations; it suggests dissatisfaction when something has remained the
same despite some attempts to change it. The participant‘s use of this expression is therefore
quite telling. But their apparent resignation with the current situation also suggests interesting
dynamics with authority. The general consensus was that using the MHIS was simply extra
work, and yet most of the staff made some efforts (albeit perfunctory) to fill out the information
once in a while. There did not appear to be any sense of ownership of the work process. This was
not the case for only the nurses and recorders; a prescriber also reported their difficulty with the
new MHIS:
“…now the work is more because…the time we spent on one patient is more…we have to
fill out the information on the form after each patient…this takes time away from what we
could have spent with another patient, and because of the number of patients that come
each day…the patients wait longer and we end up spending longer hours at work each
day…”
This statement seems to suggest the problem is unsolvable or hopeless from the recorder‘s
perspective. It offers a hint of a sense of acceptance since the problem is from an authority figure
and thus they have no control over the situation. The medical director empathized with this view
and suggested that the current MHIS form be reviewed:

“...the idea is a good one but there are problems....the form is much too long, so when
you are filling one for each patient, you end up spending almost twice as long with each
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patient...and you end up repeating a whole lot of information over and over again, which
should not be necessary...meanwhile you have other patients waiting to be seen...”

Another challenge reported was to do with insufficient staff to do data entry. This was reported
to contribute to the heavy workload, although one participant admitted that there were periods in
the year when they had volunteers and recently-graduated students who were sometimes
assigned to the hospital as part of their National Service.
National Service is a mandatory year of work undertaken by students who complete
tertiary education in any one of the country‘s public Universities. These students are assigned to
various public sector organizations depending on their course of study. On a few occasions some
of these students have been assigned to assist with work at the records department. They,
together with periodic volunteers often work on the backlog of data to be entered into the system.
This helped to ease the backlog:

“…we have a lot of backlog, even when [National Service staff] are around… we have
only three computers – it used to be less in the beginning – but now we have only three
computers, but we have 9 active OPDs – 9 of them! – and I know that one consulting
room can see…close to 30 or 40 cases some days…so just imagine for all the 9 and look
at the number of patients…at the end of the day, all the forms would be collected and sent
to Records, then those working on the data entry – on just three machines – will sit down
and begin the input…”

The clerk went further to explain how the backlog affected their work:
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“…we are not able to finish working on it before the end of the day, so they will pile up
until the next day and the next day, additional ones will be coming and…this makes the
work even more difficult. Yes, so always, we do have a backlog, but when the National
Service personnel come, it reduces, it really reduces but... then it builds up again…”
The presence of this backlog was what caused the medical director‘s concerns when monthly
reports were sent to him, considering the number of months that had yet to be entered. This
underlies his belief that the system could work better if better work was done by the staff.
A further barrier was noted in the process of the data collection. The information that is collected
via a form at each consulting room and this is what is entered onto the computers after each visit.
This process can be time-consuming, considering the length and nature of the form that has to be
filled. A few participants described the process of filling out the forms for each patient:

“…the nature of the [new] system is such that, if a patient should come today, see the
doctor, and medications are given to them, then they go home and take the medicine and
maybe there is a problem with the medication, maybe the patient is reacting to the drug,
in some way or something of that sort. That patient will have to come back to see the
doctor, and each time the patient comes to see the doctor, we have to fill out a whole new
form for them…”

Participants also reported that the manner in which the forms were filled by some prescribers
was a problem in using the new system. For instance, one participant reported difficulty in
deciphering the handwriting of the prescribers:
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“…the only problem we face with the prescribers is the handwriting...when they write, at
times whoever is entering the data finds it difficult to see whatever they have written, so it
delays the process...the person will try to strain the eyes, and strain to see what has been
written...if he can’t make it out, whoever is entering the data will have to leave his work,
go back to the prescriber or nurse who wrote the form to try to find out what it is that the
doctor has written before coming to enter it; and this delays the process. And if for each
form, you have to wait, go and see the prescriber to make sense of his handwriting, the
delay is stretched even more…”

This presents real practical problems in the data entry process and often leads to those forms
being shuffled to the bottom of the stack for later attention. In many instances, these forms are
simply forgotten about.

Further, some forms were found to be half-filled, some were found not to correspond with codes
that had been set within the system, sometimes using a different classification system (with
regards to diagnoses). One nurse also related her difficulties in getting correct information from
some patients. These also made the data collection difficult.

“…some of the patients, you know the nature of patients here, at times they don’t
respond, if they should come and their condition is worsened they may give you wrong
information; others would not respond at all…”
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This remark is also very telling about the direction of their frustrations. The idea that the patient
should fit the system and not the other way around is perhaps a convenient outlet for the
frustration of doing extra work. Given the general attitude of bowing to authority, even
grudgingly, this statement perhaps reflects how much easier it is for them to place the blame
elsewhere.
4.3.3 Suggested solutions and improvements
Apart from discussions about the barriers or challenges experienced with the system,
questions were also asked about the way forward. For the most part, the participants believed
that the new MHIS was a good initiative, but felt that it was not being utilized properly. Various
suggestions were made for the improvement of the current MHIS.

One of the main solutions suggested was the changing over from the temporary semicomputerized system to a fully electronic record-keeping system. As a records clerk suggested:

“…we should do away with the old system if we’re using a computerized system…but
then we should use [the new system] fully! …we shouldn’t have both systems...so if we
want to focus on only the new system, then we should go fully computerized and stop this
double work business…”

This sentiment was expressed not only by the recorders. Prescribers and nurses also related their
opinions about the current dual system of records:
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“…as it stands now, I will say that the old system is more effective than the new one! If
one needs information, we can’t rely solely on the new system because it is not as
effective. The old system is more effective than the new one because people are fed up
with having to do both of them…” (Consulting room nurse)
“…I think we should work to computerize it, like I have been saying. And I mean fully
computerize it. So that it is more efficient. If everything is put on the system, then the form
that needs to be filled everyday at the consulting room can be shorter and contain only
the essential aspects for each visit…” (Prescriber)

Other suggested improvements had to do with staff and logistic needs in the hospital.
Participants believed that the system could work well if more staff were dedicated to
recordkeeping and if more computers were provided for data entry to be facilitated:
“…if we really want to go by this system, then we need more computers and more staff to
assist. We need more computers to work on it better so that we do away with the old
system of using plenty papers…” (Consulting room nurse)
“…the big problem is that we don’t have enough staff to do the data entry, that is why
there is always a backlog…but even if we get all the staff we need we are still going to
need more computers in order to be able to enter the information quickly…” (Records
clerk)
“…I think that the records department needs more computers, because I know that
sometimes they get people to help out…like volunteers... who are ready to work but then
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they don’t always have computers available, so the people will just be hanging
around…” (Prescriber)
“…apart from the computers, they also need constant power…with this so-called energy
crisis it is even worse, almost every day the light goes off! And the generator does not
always work properly you see…sometimes you can really see their frustration…”
(Consulting room nurse)
Further suggestions for improvement involved changes to the data capture process, particularly
the form. Some participants were of the view that the system should be designed so as to capture
patient details as an electronic folder which could be updated with each visit. Therefore
suggestions were made to generate individual reference numbers for each patient at the first visit
(which would correspond with their folder number), then to develop another form for review
visits which would be used to update the patients information within the database. This call for a
shorter form for patient reviews was expressed by almost all participants:
“…with the forms, I would say, I would be very happy, if we design two forms – one for
new cases and one for old cases coming on review. The current form we are using, to me,
it would be good for the new cases…if the person is coming for the first time, we can use
this for the person…if the person is coming for review, then all this information since we
have already captured it…we need not go through all of it again. We only need the name,
the folder number, the new diagnosis and the medications given and the name of the
prescriber who saw them. Then it will be very fast…” (Records clerk)
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“…if everything is put on the system, then the form that needs to be filled everyday at the
consulting room can be shorter and contain only the essential aspects for each visit.
Otherwise it makes the work very cumbersome to do…” (Prescriber)
“…I think that the first time the patient comes in, they can fill in the form at the
Reception… [when] the folder is issued. So if they fill the form there, then put it into the
folder, when the patient comes, the doctor only has to write the diagnosis and
medication, and then it can be sent to Records...”(Consulting room nurse)
“...there should be a way that we can make it much simpler to fill at the consulting
room...and not too many details should be on the form...if we want to capture all those
details like pharmacy details, laboratory details, etc., we will never get holistic data
because doing that is simply too cumbersome...the MHIS form should contain only vital,
pertinent information for returning patients...that will be more realistic for our setting...”
(Medical Director)
“…if it is a review case, we should only have to enter the folder number, name of the
patient and then the new diagnosis and medication, that is much more simple to do! That
way the information can be entered as an update and not the same every single time the
person comes for review. Because as it is now, if the patient comes in today, we have to
fill it, then if they should come in tomorrow for any reason, we fill the same form all over
again! That is just useless!” (Consulting room nurse)
“…it is very long, and some of the items I don’t know what they need it for; like the
religion of the person, what do they need it for? Are they trying to see whether Christians
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have more psychiatric illness than Muslims? Or vice versa? Me, I don’t know why they
will have to ask that information…” (Consulting room nurse)
The frustration was quite evident from the participants about using the system (especially the
form) in its current state. It also appeared that a few of the participants did not fully appreciate
the need for some of the data captured on the form. Above all else, the length of the form was
found to be problematic and many called for a second form to be developed for the return
patients.
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CHAPTER FIVE
DISCUSSION
5.1 Introduction
This chapter integrates the literature review with the findings of the present study. It
discusses the research findings which were analyzed using IE and IPA to understand the nature
of the users‘ experience with the new MHIS. The findings will be presented in relation to the
earlier reviewed literature but emphasizing the specific context of the Accra Psychiatric Hospital.

5.2 Recordkeeping in the Accra Psychiatric Hospital
The methods of recordkeeping at the Accra Psychiatric Hospital (APH) have largely been
paper-based since the former ‗lunatic asylum‘ evolved into a health care facility. This paperbased process was however revised recently and a semi-computerized system of recordkeeping
was introduced at the hospital, as has previously been discussed.
In this study, the participants all agreed that the paper-based records system was not ideal
and believed that the idea of the new MHIS was good in principle, although the primary reason
cited was to ease workload. None of the participants cited increased adherence to modern
treatment methods, fewer prescription errors and improved clinician communication as potential
benefits of the MHIS as previous studies have suggested (Black et al., 2011; Chaudhry et al.,
2006). The primary reason for this was most likely the fact that clinicians were not filling out the
forms themselves and did not view the MHIS as having much to do with their work. This was
revealed in the audit of online records. The general idea was that the role of the MHIS was
envisaged to ease recordkeeping difficulties within the hospital. This appears to be the
understanding that the participants took away from the information sessions which were held
during the implementation of the MHIS. However, all participants reported an anticipation of
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easier recordkeeping with the new system, which they claim has not actually occurred. There is
therefore little acceptance of the new MHIS among the staff of the hospital as they report they
have not found it useful.
According to participants from administration as well as from the records department,
periodic reports are generated from the system; however the clinical participants did not report
knowledge of such reports. This could perhaps explain the apparent lack of interest in the
function of the MHIS by the participants – if it is simply a routine (and added) work process for
which they did not receive feedback, then it should not be surprising that there is not much
vested interest in making it work optimally.
All of this seems to suggest an awareness of problems with procedure within the hospital
(at least in terms of recordkeeping), and yet there exists among the clinical and records staff an
unwillingness or perhaps inability to speak out about this issue. Staff at the hospital seemed to be
going through the motions of ‗using‘ the new MHIS without actually believing in its usefulness.
This was a bit different from what the literature reported. Previously reviewed studies (e.g. Roth
et al., 2009; Zwaanzwijk et al., 2011) suggested that health workers generally agreed that a
properly structured MHIS resulted in better clinical communication and therefore a willingness
to work with a new system. In the case of the present study setting, the health workers did not
appear to believe so.
The lack of enthusiasm for working with the new MHIS seems to stem largely from the
manner in which it was introduced. None of the participants recalled being told during their
training that it was to be useful for adherence, and improved clinician communication and patient
management – all of them reported being told the MHIS was to improve recordkeeping at the
hospital and indeed they believed it would do so if it was made fully computerized. All the
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participants agreed that the extra workload was not necessarily a result of the system per se, but
rather a result of the current temporary semi-computerized nature of the current system; they
believed that if the double work was to go away and the MHIS to function properly, then it
needed to evolve fully. Perhaps then the level of acceptance and the willingness to use it
(properly) would increase. As things stand now, there remains a limited sense of ownership of
the work of keeping records among all the categories of staff interviewed.
In order to have a properly set up MHIS, adequate resources needed to be put in place
from the beginning. Resources for the training of personnel who would collect the data, those
who would enter the data and those who would monitor and maintain the system were needed.
This training was reportedly done by the team of investigators from the Mental Health and
Poverty Project (whose work led to the development of the new MHIS); however the staff
apparently did not gain a clear understanding of the merits of this new system. Two computers
were also provided to aid in the data entry process; however these were soon found to be
inadequate for the quantity of data that needed to be entered. The challenges confronting the
upkeep of the MHIS were therefore listed as revolving around inadequate staff, inadequate
computers and an unclear knowledge of the potential benefits of the system as a whole.
As has been discussed earlier, the data collected suggested that the use of the MHIS was
at best perfunctory and although the cited reasons for this have been mainly about the nature of
the system, other factors certainly play a role in this situation. As in many organizations, the
patient is often reduced to a record which moves from one level of care to another (DeVault &
McCoy, 2001). These processing interchanges reflect the ideological basis of the organization,
and patient experiences can potentially disappear within these documents (Griffith & Smith,
1995). In the same way, the experiences of the staff can disappear in such social relations.
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This appears to be the case at the Accra Psychiatric Hospital. The current MHIS has
become reduced to a discourse where the experiences, opinions and needs of the staff do not
reflect in the processes. In the ideal setting, the records should be able to coordinate staff
behaviour in addition to communicating information on the patients. It may be the case though
that the MHIS may be experienced in part as a further layer of bureaucracy in an already
bureaucratized system, where the flow of information in the system is not perceived to benefit
staff and patients. The idea of having an electronic patient record system looks good on paper
and could serve as another method of control within organizations; however cultural
understandings of authority and power inform the direction of its success. In his work on
bureaucracy in contemporary Pakistan, Hull (2012a) suggests that bureaucratic processes
established during colonial times continue to be enacted currently; it would be interesting to
explore how participants in the mental health system in Ghana regard and enact record keeping
systems in general, even where computerized systems are not in use. My finding that
participants go through the motions of using a system they find unhelpful and burdensome may
be related to a more general attitude towards bureaucratic aspects of their work.
The use of the MHIS currently may be a reflection of a multi-layered system where the
staff follow directives half-heartedly because the management are not themselves convinced of
the utility of the system as it is currently. Yet the flawed system remains, with periodic talk of
scaling it up. If this is the case, the burden of responsibility for the current situation certainly
does not rest on the staff alone.
5.3 Perceived barriers
Another aspect of the study was to explore participants‘ perceived barriers to the
effective use of the MHIS at the Accra Psychiatric Hospital. Despite these perceived barriers
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there was a general willingness to work with the new system, even some enthusiasm about it if
the challenges could be overcome. These challenges could be viewed as organizational level
challenges and individual or practical level challenges (and indeed could go a step higher as
broader national or governmental challenges). Figure 1 below summarizes the different levels of
challenges:

Figure 1. Multiple levels of challenges existing with the MHIS
At the organizational level, one barrier that was related most often was the increased
workload due to filling out information on the MHIS. Given that the data are filled in on paper
and then transferred onto a database, the records staff have to do double the work they would
normally do. This is because the current nature of the MHIS form that is filled in requires them
to repeat all information each time a patient comes to the hospital for a session. This obviously
should not be the case as the whole idea of an electronic system is to enter the data once and then
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update as and when needed (Bates et al., 1998; Follen et al., 2007; Jamal et al., 2009). It is
therefore ironic that a system which was designed with the aim of cutting back on workload has
resulted instead in increased workload for some of the categories of users. This has led to
frustration and in some cases an unwillingness to do the work properly.
However it also speaks to the administration and monitoring of work at the hospital
which appears to be less than ideal. Despite the shortfalls of the system and the resulting
workload, staff should not be able to simply choose to not fill out the forms or to enter the data
without repercussions. And yet, from observations and admission by some participants they do
not. This suggests that the management and the administration of the hospital may need to take a
more proactive role in ensuring adherence to the required system.
This is a complex issue, however, and layered. On the one hand, it does appear that there
may be a lack of accountability when required work is not done, and this is a management and
compliance issue. On the other hand, it may be extremely challenging to expect staff who are
very busy to comply with a system which may feel like burdensome, meaningless, extra work. It
was not clear from the data to what extent managers understood the frustrations of staff with the
MHIS, but if they had a sense of this they may have been choosing not to police an unpopular
system. It is also not clear, relative to other work, how much the MHIS was valued by managers
and administrators and it could be that they were prioritizing managing tasks they saw as more
valuable.
An example of a practical challenge which was highlighted by the current study related to
the manner in which data for the MHIS was collected and this largely translated to illegible
clinician handwriting. As reported by Suomi (2006) when the handwriting of a clinician or other
healthcare professional is illegible, it can render the information unintelligible to other
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professionals. This was no different in the present study despite the fact that clinicians did not fill
out most of the forms; most aspects of the form which the nurses filled were simple check boxes
to be ticked. However the clinicians were required to write out diagnoses, prescriptions, and any
other treatment that was required. These caused the problems of data entry as the forms with
illegible handwritings were shuffled to the back and often never got entered.
In addition to the illegible handwriting, a further practical issue identified at the data
entry points was with regards to incomplete data. Some of the forms were half-filled or
sometimes more than one box was checked or sometimes the diagnoses did not comply with the
agreed-upon standard – all of which limited the usefulness of the data. Data such as these were
therefore not entered onto the database. Again, all of this speaks to the absence of a sense of
ownership of the work process, and perhaps a lack of drive to get the work done meticulously.

5.4 Suggested improvements
With each of the barriers which were discussed with participants, suggestions were made
on how to improve the system. One of the most prominent of these suggestions was a migration
to a fully electronic information system. This is not surprising given that one of the reasons for
implementing the new MHIS was not only to improve clinical work, but also to be able to
generate data on disorders and available services among others (Ofori-Atta et al., 2010). This is
difficult to accomplish with a purely paper-based information system, although not impossible.
The fact that most of the participants suggested this solution to their barriers may perhaps be an
indication that they do in fact recognize the benefits of having a proper MHIS; however they
believed that the system which was set up in their hospital was targeted at streamlining the work

Stellenbosch University https://scholar.sun.ac.za

65

of the records department. On the other hand, this assertion may simply be a means of avoiding
extra work, given the increased workload resulting through the current system.
All the participants also advocated for the fully electronic version to be implemented as a
way of cutting back the extra workload. They suggested that if the MHIS were fully
computerized, they would not have to enter all the data on every visit but would simply have to
update the records of each patient. In making this suggestion, the consensus was generally that
the staff would gladly do their work (properly) if the new temporary MHIS could be made
‗whole‘. Their responses suggest a belief that the current state of the system was to blame for the
state of their work output. This might be the case to a large extent but completely discounts the
role of the staff behind the system, and how their conscientiousness can result in fairly good
information being generated. It also does not take into consideration the impact that monitoring
and accountability could make on data input and output.
Barring the fully electronic MHIS being implemented, other suggestions for
improvement of the current state of affairs had to do with increasing the number of staff at the
records department and the number of computers dedicated to data entry, although they
acknowledged that there may be limited funds available at the moment to make this suggestion a
reality. However the understanding got from the administration was that the staff of the records
department needed to do their work properly in order to make a credible case for increased
logistic support. Given the current attitude to work there currently, there was no guarantee that
things would be different if more staff were brought on board and if more computers were
purchased for their use.
The final suggestion made was to do with the data capture process. All the participants
suggested that the form which is used to obtain information from patients needs modification.
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For one thing, they found the form too long and were not convinced that all of the portions were
relevant for recordkeeping. For another, they suggested that the form be further shortened for
those patients who were returning. Therefore there would be one form for new patients and
another one for review cases. This suggestion was echoed by all participants and appears to have
already been taken into consideration as steps were being taken to revise the form; at the time of
finishing up this present study, a team of professionals had been put together to review the MHIS
form and make recommendations for revisions.

5.5 Conclusions
Although the new MHIS which was introduced at the Accra Psychiatric Hospital has
been in use for some years, it does not appear to be working as well as it could for the purposes
for which it was established. The reasons for this appear to be related to a number of factors
including inadequate training and involvement of relevant participants when the system was
being implemented, insufficient staff and logistic support, challenges in the data capture and data
entry processes, and a general low work motivation. All of these factors may speak to
organizational process errors, but may also be viewed in the larger context of power and the
proper use of authority. The participants refusing to fill out the forms and the absence of
consequences for not doing so imply a much deeper dynamic existing, not only in terms of the
MHIS but also with regard to healthcare in general. Users of the system do not find it useful but
are expected to continue to use it.
It is possible that at the level of policy makers there may be an investment in a system
which, being computer-based, appears to ‗modernize‘ mental health care, but does not do so in
its current form. The issues at stake here are at one level those of practicalities, but there may be
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underlying questions about power dynamics and attitudes, and about experiences of and
participation in surveillance. Surveillance, properly applied, is essential to continuity of health
care. The experience of being watched and monitored (and both staff and patients are monitored
and watched through record keeping systems), however, may be experienced as oppressive and
undermining. In this context, those required to participate in systems in which they themselves
are monitored may subtly resist this monitoring through passive resistance – the production of a
form of compliance which renders data burdensome and relatively meaningless.
In some ways, the state of the MHIS currently, also relates to the place of mental health
in the national health agenda. The introduction of a new information system came as a result of
work which was not government-funded; the situation analysis of mental health and the
implementation of the MHIS were done as part of a larger multi-country project. The
government therefore spent very little in implementing the new information system including the
initial provision of logistic support. And yet, the needed added infrastructure and manpower have
not been made available and this has contributed to the apparent overwhelming workload. This
highlights the extent to which mental health is brushed aside in the broader national picture.
Perhaps, the fact that there is a MHIS on paper is enough. However the reality that it is not
working presents various challenges which would have to be addressed and the fact that this has
not been done after four years is clearly an indication that it is not a pressing issue.
However, what did become clear was that the staff of the hospital did want a better
information system than the paper-based system offered and subsequently one that was better
than what was offered by the semi-computerized MHIS. Maybe this was merely as a means to do
less work; but the reality is that since nurses are spending so much time filling out MHIS forms,
there is less time for actual patient care and therefore perhaps inadequate care (Swartz & Kilian,
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2014). It then stands to reason that reducing the heavy burden of record keeping from the nurses
could play a role in improved care. This would mean ensuring that records clerks and clinicians
do their part in the process. It would also mean that more personnel would have to be employed
to assist in the work. But perhaps most importantly, it would also allow for the MHIS to function
optimally – by collecting, processing and disseminating data appropriately, enhancing clinician
communication, and reducing errors. This can only be achieved when changes are made at all
levels of the hierarchy.
All the participants reported their excitement and enthusiasm about a new system being
introduced but according to them this excitement soon waned when the new MHIS simply
became an extra workload. Therefore if work is done to improve the MHIS into a more user
friendly system, many of the problems may be resolved. This is not to say that there is no
responsibility on the part of the workers to attempt proper work output despite less than ideal
circumstances as some of the ‗errors‘ in the MHIS forms are purely out of negligence; it means
that the management also has a responsibility to ensure a work environment that allows for good
work to be produced. The current work environment may be a key reason why staff are able to
get away with substandard work seemingly without consequences.
If the recommendations of the participants are taken into consideration and the
improvements are made to the system at all levels, the MHIS has the potential of becoming a
useful tool in making a case for the scaling up of mental health services in Ghana. With further
education and user involvement the other benefits of the MHIS such as improved adherence and
clinician communication, easier patient management and follow-up and reduced prescription
errors, can all be realized at the hospital. Involving all stakeholders in this process can help to
ensure better compliance; however implementing policies at the organizational and the national
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level which cover work processes and output will also go a long way to improve adherence. The
health service has taken a step in the right direction by assembling a team to begin work to revise
the mental health information system data-capture form and it is hoped that this would bring
some positive changes. This ideally needs to be followed by a migration to a more electronic
system, but also (perhaps most importantly) several information and educational sessions for the
staff at the hospitals, and participation by system users in refinements to the design of the
system.

5.6 Limitations of the current study and implications for future research
Although some important data were found in this study, there were still a number of
limitations which may have had an impact on the results. One of the major limitations was at the
data collection stage. Many staff at the hospital were reluctant to participate in the study. The
few that agreed to take part were mostly unwilling to do so during regular working hours and
some of them refused to be recorded. The reason they cited for this suspicion was past
experience with journalists and researchers whose only objective (in their opinion) was to paint
them in a bad light. This made the data collection process lengthier than anticipated and may
have influenced how openly the participants spoke during interviews. It certainly influenced their
participation in respondent validation, as most of them simply did not show up.
Another limitation was the fact that this study was conducted at only one hospital. Given
that the MHIS was introduced in the three psychiatric hospitals in the country, a more
representative picture of the current state of affairs of the MHIS would have been obtained if
users from the other two hospitals were included in the study. Due to time and logistic
constraints, that was not possible but would definitely be a direction for future research. The
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problem of participation would also have been reduced if the other two hospitals had been
included; for one because there is a wider population to sample from, but also because there
would not have been the familiarity between participants and researcher.
Certainly, there is still a lot of information which needs to be obtained regarding mental
health systems in Ghana. Although it is clear from the data that the current system needs to be
improved, its utility is not in question. Therefore with improvement, this system can be extended
to other parts of the country. Improving the MHIS would require data (Nutley, Gnassou, Traore,
Bosso & Mullen, 2014) and a clearer picture will be obtained if the data are representative.
Considering the widespread use of community mental health workers, there is the need
for mental health to feature on the health information dashboards in the districts. This is also
worth exploring through the use of creative technology and innovations (Blaya, Fraser & Holt,
2010).
The dynamics of power and authority within healthcare institutions at various levels in
Ghana should also be explored in more detail. The bureaucracy often found in work within the
public sector affects the type and quality of work done. These dynamics need to be explored and
analyzed in order to determine workable solutions to the real difficulties experienced within
organizations.
Mental health cannot be ignored and the introduction and use of a good MHIS in the
psychiatric hospitals and subsequently across the country will be a step in the right direction in
ensuring that the needed attention is given.
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APPENDIX B – INTERVIEW GUIDE
As was explained to you when you were recruited for this study, I am going to ask you a series
of questions related to your use of the new information system at the hospital. Please feel free to
answer the questions I ask in any way that you feel (there are no right or wrong answers; all that
is important is for you to tell me what your experience has been). Remember that you are free to
not answer questions that make you uncomfortable, and you can indicate to me anytime during
the interview if you would like to stop altogether. You can also ask me any questions that you
have in mind (either now – before we start, or at the end of the interview).
Are you ready? /Can we begin now? / Do you have any questions for me now?
Demographic Information:
A. Could you tell me a little bit about your background?
1.
2.
3.
4.
5.

Gender: _________________
Level of education: _________________
Employment status: doctor/psychiatrist
medical assistant
clerk administrator
Number of years at the hospital: __________
Number of times system has been used in last six months (from archival audit): ________

B. (For prescribers) From taking a look at patient information in the records department, I
found that you had used the new patient registration form on previous occasions.
1. How has this new form affected your work (prompts: has it been easier, harder, etc.)?
2. How often do you use this form?
a) Do you use it with all your patients (inpatients, outpatients)?
3. How does your workload appear to have been affected by using the new system
(more cumbersome, easier, etc.)?
4. Do you have any difficulty with any area of the form?
a) What are the specific areas you have difficulty with?
5. Apart from difficulty in filling out the form, do you have challenges in other areas of
the new information system?
6. Are you aware of the benefits of this new system (were you informed/educated)?
a) What were you told were the benefits of the system?
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b) Do you see those benefits in your work?
c) Do you agree/understand why it is necessary?
7. What has been good about the new system/form?
a) Do you think it serves the needs of your patients?
8. What improvements, if any, do you think can be made to the form?
a) Do you think it should still be used (should it be completely removed)?

C. (for admin) Two years ago, a new information system was introduced in this hospital to
facilitate patient management and record-keeping in general.
1. In what ways is the information from the new system being used in your department?
a) Have you generated reports/analyses from the system?
b) Has the generation of results been easier/harder?
2. How has this new form affected your work (prompts: has it been easier, harder, etc.)?
a) In what ways has it been helpful (in managing logistics, budgets, patient care,
etc.)?
3. Do you now have access to data that you did not have previously?
4. Do you have any difficulty with any area of the system?
a) What are the specific areas you have difficulty with?
5. What has been good about the new system?
a) Do you think it serves the needs of your department?
6. What improvements, if any, do you think can be made to the data that is generated
from the system?
7. Do you think it should still be used (should it be completely removed)?
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D. (For Records Clerks) Two years ago, a new information system was introduced in this
hospital to facilitate patient record-keeping in general.
1. How easy is the processing of data which comes in for the new system?
a) How large is the backlog of data entry?
b) Are the forms being filled out accurately?
c) Are you experiencing problems in interpreting the information filled out in the
forms?
2. Is data processing faster (or slower) with the new system?
a) Does the semi-computerized nature of the system facilitate your processing?
3. How can this process be improved?
4. What has been good about the new system?
a) Do you think it serves the needs of your department?
5. What improvements, if any, do you think can be made to the data that is generated
from the system?
6. Do you think it should still be used (should it be completely removed)?

Neutral prompts to tease out more information:
1. Could you please say a bit more on …………
2. I did not understand when you said………………. Could you please explain further
3. I shall return to this question in a little while………….
4. What did you mean by ………
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APPENDIX C – ARCHIVAL AUDIT CHECKLIST
PRESCRIBER INITIALS ______________
RECORD NO./ID ________________
YES
Correct patient details entered
(compared with folder)?
Correct diagnostic system used (ICD10)?
Correct recording of no. of
admissions?
Correct recording of duration of each
stay?
Correct treatment/management
programme recorded?

NO
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APPENDIX D – PARTICIPANT CONSENT FORM

STELLENBOSCH UNIVERSITY
CONSENT TO PARTICIPATE IN RESEARCH
Title of Research: Barriers and Facilitators to the use of the Mental Health Information
System in Ghana: a Qualitative Study amongst Users at the Accra Psychiatric Hospital
You are asked to participate in a research study conducted by Ms. Lily Kpobi, from the Department of
Psychology at Stellenbosch University. The results of this study will be used for a student research thesis
for an MPhil degree. They will also be communicated to you at the hospital through workshops and
seminars. You were selected as a possible participant in this study because you have been shown to have
used the information system on previous occasions as a prescriber/entry clerk/administrator.
1. PURPOSE OF THE STUDY
The purpose of the study is to examine your use of the current Mental Health Information System which
was developed in your hospital recently, and to explore what challenges you have encountered in its use.
In addition, it seeks to explore what aspects of the new system you have found helpful in your work at
the hospital
2. PROCEDURES
If you volunteer to participate in this study, we would ask to interview you at your convenience. Your
participation only requires that your interviews are tape-recorded. These interviews will be audio records,
and will be transcribed approximately within a month. The interview is anticipated to last for
approximately 30 to 45 minutes.
3. POTENTIAL RISKS AND DISCOMFORTS
We do not anticipate that any harm will come to you as a result of this process and the questions that
you will be asked will be made available to you beforehand.
4. POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY
You may not benefit directly from this research however we believe that your comments and
contributions can help in improving work at the hospital.
5. PAYMENT FOR PARTICIPATION
There is no monetary reward for your participation in this study
6. CONFIDENTIALITY
Any information that is obtained in connection with this study and that can be identified with you will
remain confidential and will be disclosed only with your permission or as required by law. Your identity as
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a participant will be held anonymous, thus all transcribed interviews will have no names. All tape
recordings, interactions and data transcriptions will be kept under lock and key with the researcher
having sole access. Computer files will be password protected to keep them safe.
After the recorded interviews are transcribed, you will be given the chance to validate your responses
before they are further analyzed. Although we are required to keep the records for two years, it will be
kept in a secure place under lock and key, with only researcher access, after which they will be erased.
The tapes will not be used for educational purposes.
The information we obtain from you will be analyzed and presented as results in a student research
report. The research report will be taken to Stellenbosch University for examination. In the student
research report, we will not disclose any information that can be used to identify you.
We have also planned to publish the results of this research. To protect your identity, we will not include
any information that can be used to identify you.

7. PARTICIPATION AND WITHDRAWAL
You can choose whether to be in this study or not. If you volunteer to be in this study, you may
withdraw at any time without consequences of any kind. You may also refuse to answer any questions
you don’t want to answer and still remain in the study. The investigator may however withdraw you from
this research if circumstances arise which warrant doing so
8. IDENTIFICATION OF INVESTIGATORS
If you have any questions or concerns about the research, please feel free to contact
Ms. Lily Kpobi (Principal Investigator)
Phone number: +233 24 488-3854 or +233 302 665 102 (for emergencies)
Email address: 18131468@sun.ac.za or lily.kpobi@gmail.com
OR
Prof. Leslie Swartz (Supervisor)
Phone number: +2721-808-3461
Email address: lswartz@sun.ac.za

9. RIGHTS OF RESEARCH SUBJECTS
You may withdraw your consent at any time and discontinue participation without penalty. You are not
waiving any legal claims, rights or remedies because of your participation in this research study. If you
have questions regarding your rights as a research subject, contact Ms Maléne Fouché
[mfouche@sun.ac.za; 021 808 4622] at the Division for Research Development.
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SIGNATURE OF RESEARCH SUBJECT OR LEGAL REPRESENTATIVE

The information above was described to me by the researcher in English and I am in command of this
language or it was satisfactorily translated to me. I was given the opportunity to ask questions and these
questions were answered to my satisfaction.
I hereby consent voluntarily to participate in this study I have been given a copy of this form.

________________________________________
Name of Subject/Participant

________________________________________

______________

Signature of Subject

Date

SIGNATURE OF INVESTIGATOR

I declare that I explained the information given in this document to __________________ [ name of the

subject/participant]. [He/she] was encouraged and given ample time to ask me any questions. This
conversation was conducted in English and no translator was used .

________________________________________

______________

Signature of Investigator

Date
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APPENDIX E – GHS ERC
APPROVAL
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APPENDIX F – STELLENBOSCH UNIVERSITY REC APPROVAL
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APPENDIX G – INSTITUTIONAL PERMISSION LETTER

