


Abstract:

The extraordinary growth in mobile telecommunications and advances in innovative
application development has evolved into a new field of e-health, which includes mobile
health (m-health) among others. m-Health is a new technology that is deployed in the
Tshwane City health clinic named Daspoort as one of the national health insurance
pilots. m-Health has revolutionised the way primary health care is administered in

Daspoort in particular and in Tshwane City in general.

The purpose of this case study is to establish lessons learned in the implementation of
m-health as an alternative to bridging the health access gap. The study is meant to
provide a library of lessons learnt and good practices in providing primary health
services through the use of mobile technology, in this case m-health. The findings from
this research suggest that m-health promotes efficiency and improves access. The
results revealed that m-health poses challenges for practitioners in the absence of an
e-health policy to fully cater for m-health. The implementation of m-health without a
supportive legal framework is a risky exercise for both health professionals and
community health-workers. Lack of clear guidelines from the National Department of
Health in the implementation of m-health brings along a sense of vulnerability among
health practitioners should things go unexpectedly wrong.

In summary these are some of the key lessons learned: (i) Operating outside a m-
health policy and legal framework is very risky. (ii} Poor co-ordination of initiatives as a
resuit of the lack of a collaborative policy and regulation results in silo efforts which
lead to weak results. (i) Community health workers, although they are part of the m-
health project are not covered by any legal framework; something that can expose
them to criminal risk. (iv) m-health policy and legal vacuum result in a poor buy in of m-
health projects as managers are not accountable to take the project forward (v) Poor
end of project planning as funded by donors leads to the death of m-health.
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Glossary of terms:

Term

Description

Digital Divide

Broadly referred to as the gap between those who have
access to Information Communication Technology and are
using it effectively, and those who do not.

Activator platform

A mechanism to promote collaboration of industry,
government, universities, and research organisations to
foster the culture of generating home-grown innovations.

e-health

Use of Information and Communication Technologies (ICT)
for health; to treat patients, pursue research, educate, track
diseases and monitor public healith.

Information and communication technology that facilitates
health and health care.

GeoMed/
Mezzanineware

Software Company that develops and supplies patient-
centred Information Communication and Technology (ICT)
medical device solution.

Mezzanine provides Mobile Health Solutions to service
providers and technology partners through the reach, scale
and security of the Vodafone network.
www.mezzanineware.com

Health Access Gap

A vacuum that exists to attaining primary health care
services.

m-health

Public health practice supported by mobile devices, such as
patient monitoring devices, personal digital assistants
(PDAs), and other wireless devices.

Mobile Applications

Utilities and modules used to provide m-health solutions.

Living Labs

These are neither a traditional research lab or “test-bed”,
They provide an "innovation platform" that brings together
all stakeholders such as end-users, researchers,
industrialists, policy makers, and so on, at the earlier stage
of the innovation process in order to experiment
breakthrough concepts and potential value for both the
society (citizens) and users.
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CHAPTER 1: PRIMARY HEALTH CARE TRAJECTORY IN SOUTH
AFRICA

This chapter provides an introduction and background to the South African landscape followed
by Chapter 2 which is a review of the pertinent literature. The third chapter is a discussion of the
research question and the methodology adopted. The fourth chapter is a presentation of the
research results. This is followed by an analysis of the said results in Chapter 5. Finally, Chapter

6 presents the conclusions and puts forward some recommendations.

1.1 Overview of the Health Landscape in South Africa

South Africa has 4 200 public health facilities with varying capacity, skills and resources to deal
with the health burden. The number of people per clinic is estimated at thirteen thousand seven
hundred and eighteen (13 718), exceeding World Health Organisation (WHO) guidelines of ten
thousand (10 000) per clinic. Health care in South Africa varies from the most basic primary
health care; offered free by the state, to highly specialised, hi-tech health services available in
both the public and private sectors (Khumalo, n.d.)

Despite the availability of these facilities, according to (Ramokgopa, 2012), the country is
besieged with a quadruple burden of disease consisting of HIV & AIDS, TB, High maternal
mortality and child mortality. Non-communicable diseases, violence and injuries are also

compounding this situation.

Furthermore, the Department of Labour (DoL) conducted a study to ascertain the scarcity of
critical skills in the health sector. This excursion focused on determining the shortage of
doctors, nurses and paramedics. The study identified that there is not only a shortage of
medical doctors in the public sector but other medical practitioners as well (Mignonne, 2008).

According to the Constitution Act 108 of 1996 (schedule 4), health services in South Africa are
delivered across three levels of government: national, provincial and local. Both national and
provincial governments have concurrent jurisdiction over health as a service delivery area,
meaning they both make decisions and have a duty to deliver services. This is supported by
Chapter 10 of the Constitution under public administration. In practice, “the role of the National

Department of Health (NDoH) focuses on legislation, policy, norms and standards, and ensuring
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1.2 National Health Insurance

The National Department of Health has introduced the National Health Insurance to address the
dichotomy of problems faced by the health system. The National Health Insurance (NHI) is a
financing system that is aimed at ensuring that all citizens of South Africa (and legal long-term
residents) are provided with essential health care, regardless of their employment status and
ability to make a direct monetary contribution to the NHI Fund (Health, 2012). The NHI
acknowledges that the present health care system places a lot of focus on the curing of
diseases and performance of procedures when people have developed complications. Its

primary focus is on the prevention of disease and promotion of health.
Piloting of the NHI commenced in the following ten selected districts in 2012:

KwaZulu Natal — Amajuba, Western Cape — Eden, Gauteng — Tshwane, Mpumalanga ~ Gert
Sibande, Free State — Thabo Mofutsanyana, Limpopo — Vembe, Northern Cape — Pixley ka
Seme, North West — Kenneth Kaunda, KwaZulu Natal — Umgungundlovu, Eastern Cape -
Oliver Tambo.

1
According to the National Health Insurance, the primary objective of these pilots is to:

Test innovations necessary for implementing National Health Insurance.

o Establish district health authorities that will be the contracting agencies for the delivery

and provision of health services within a strengthened district health system.
e Undertake health system strengthening initiatives in selected pilot districts.
e Support Tshwane pilot districts in implementing identified service delivery interventions.

(Hugo, 2013) argues that health care must be re-engineered and moved from the concept of
service delivery to the concept of social innovation. It must move from institutions to the
communities. The current state of the health service delivery in the country has made it
necessary to dissect the needs of the community and pre-empt the possible cause and effects
that arise in our communities. It has become imperative to understand the socio economic

imperatives that have an impact in the health situation and it calls for a collaborative effort at
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community level to ensure that the source of problems is rooted for an improved and healthy

community.

The overall mission and vision shared by the City of Tshwane seem to be in congruence with
the above-mentioned objectives of the NHI within its mission, the City of Tshwane (CoT) cites
that its focus is to “sustainably enhance the quality of life of all people in Tshwane through a
developmental system of local government and by rendering efficient, effective and affordable
services. It is the vision of the city to model itself against the ethos of smart cities, where
innovation is encouraged to meet societal needs” (Tshwane, 2012). To live up to the promise of
a smart city Tshwane City partnered with the Smart Innovation Office at the Innovation Hub as

outlined below.

1.3 The Living Lab

In 2009, the Smart Innovation Office at the Innovation Hub launched the Tshwane ICT Cluster
Network consisting of the Innovation Hub resident companies including some members of the
INNOVS corrgmunity. “The intention was to use the ACTIVATOR platform - a mechanism to
promote colléboration of industry, government, universities, and research organisations to foster
the culture of generating home-grown innovations” (TshwaneSmartCity, 2009). This fostered the
creation and use of the Living Labs. This in turn led to provision of ICT support for the Primary
Health Care clinics in Tshwane City in particular.

What began as an internal idea at the Innovation Hub in South Africa is now broadly embraced
by the University of Pretoria and the National Department of Health. The Innovation Hub in
partnership with the Finland consortium introduced the concept of Smart Cities and Living Labs.
The concept of Living Labs has become the ethos for the City of Tshwane and has differentiated
CoT and the way the health service is delivered. The Daspoort clinic is one of the clinics where
m-health is implemented and is run by the University of Pretoria (school of Family Medicine) and
the City of Tshwane. Therefore this study has used the Daspoort clinic as a case study for this
research. It is also one of the NHI pilots. The service providers which include Mezzanine/ Geo-
med, Synaxon, non-governmental organisations (NGOs), Community Health Workers and
schools joined together to implement m-health at Daspoort Clinic to bring primary health

services to the communities. The Daspoort clinic embraces e-health through the use of an
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Legislation and gazetted policy

Free primary health care

Essential drugs programme

Choice on termination of pregnancy
Anti-tobacco legislation

B oW M e

5 Communitys vice for graduating health professionals

Better health lvs:unu management
6 Greater parity in district expenditure
7  Clinic expansion and improvement
8 Hospital revitalisation programme
9 Improved immunisation programme
10 Improved malaria control

| e~ T, 3 e~ A T

Insufficient prevention and control of epidemics
1 Lmited effort to curtail HIV/AIDS
2 Emergence of MDR-TB and XDR-TB
3 Lack of attention to the epidemic of alcohol abuse

Persistently skewed allocation of resources between public
& private sectors

4 Inequitable spending patterns compared to health
needs
S Insufficient health professionals in public sector

Poor quality of care in key programmes
Operational inefficiencies

Insufficient delegation of authority
Persistently low health worker morale
10 Insufficient leadership and innovation
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Earlier in the paper it was stated that m-health is part of e-health and in the following

paragraphs e-health is being defined in order to clarify the link between m-health and e-health.

1.8 The WHO definition of e-health

The World Health Organisation (WHO) defines e-health as the “use of Information and
Communication Technologies (ICT) for health to treat patients, pursue research, educate, track
diseases and monitor public health” (WorldHealthOrganisation, n.d.). Various initiatives and
partnerships have been adopted by government, non-governmental organisations both in the
private and public sectors to utilise ICTs to bring health services closer to the people. These
initiatives have encountered challenges through their deployment and significant lessons arose
for policy and regulators.

Lewis (2012) concurs with the e-health definition by WHO and offered further insight to include
the interaction between patients and health-service providers, institution-to-institution
transmission of data, or peer-to-peer communication between patients and/or health
professionals. Examples cited include health information networks, electronic health records,
tele-medicine services, wearable and portable systems which communicate, health portals, and
many other ICT-based tools assisting disease prevention, diagnosis, treatment, healith
monitoring and lifestyle management. e-health is centred around ICT applications, hence more

information about applications is provided below.

1.8.1 e-health Application Initiatives in South Africa

There are a number of initiatives and companies involved in developing integrated health
applications in South Africa including the rest of the Africa and the world. To name a few, they
include: “Rockefeller Foundation, Norad, United Nations Foundation, Vodafone foundation, Celi-
life, Alere connected health limited, hi4life — HIVSA, Mobenzi, Mobile Alliance for Marternal
Action, MTN foundation, Specsystems (GSMA, 2012).

The role of ICT and mobile technology has shown promise as enablers for bridging the digital
divide and asserting services in areas where it could otherwise be deemed impossible as

indicated earlier. The mobile applications developed by the various m-health vendors are
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proving to be effective tools for supporting the health system function. Some of the applications
focus on data collection, surveillance, management and evaluation. They are used as job aids
for improving clinical services to diagnose, treat and follow-up on patient care, and as tools for

health promotion interventions and for health worker education (Bam, 2012).

As alluded to earlier in this document, the Innovation Hub introduced the Living Labs concept
where third parties or mobile application providers created a platform to come up and introduce
preventative solutions that would aid in the promotion of e-health through the use mobile
technology. Effective solutions are then adopted and introduced in communities to improve the
socio economic living standards such as those within the Tshwane City. In the City of Tshwane
health services and solution providers through the TelL initiative can engage directly with
primary health care clinics, health providers and related stakeholders. The Living Labs concept
has provided an effective integrated e-health system, which helps reduce operational
inefficiencies, deliver cost savings and enable health and social care providers to enhance the

ways in which they deliver care (Weidermann, 2012).

As previously indicated, the focus of this paper is to identify the lessons learned in introducing
mobile applications into health systems. This involves investigating the interaction between m-
health application and members of the community. The aim is to bring forward a better
understanding on how communities respond to m-health at the point of care. GSMA, (2012)
indicates that large numbers of studies have been performed over the past two decades to
assess whether mobile phones pose a potential health risk to community health or not. To date,
no adverse health effects have been established as being caused by mobile phone use.
Instead, mobile technology continues to gain popularity as an effective and efficient way of
promoting and bringing health services to communities. The high level mobile penetration in
South Africa as well as the agile nature of the applications used in disseminating information
further affirms the popularity and convenience of mobile into health. Leon & Scheider, (2012)
state that there is growing interest and enthusiasm for modern ICTs in both high and low income
countries, as tools that can contribute to rapid improvements in the way services are delivered
to citizens.Therefore, the City of Tshwane is among those institutions that have used mobile
technology to render services. Because this is a novelty in the country it becomes important to
identify lessons learned and to infuse these in the plans aimed at rolling out m-health in other
parts of the country. The study is meant to provide such lessons.
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whether the living labs concept and theory is effectively exploited to support the health policy

objectives.

This chapter provided discussions pertaining to the background of the study that included a
wide range of mobile connectivity in health care that could significantly reduce costs increase
the reach and accessibility of health care services and reduce the impact of iliness on people’s
lives. The m-health initiative in the City of Tshwane is a good example illustrating new ways of
solving issues of access to affordable health care. While there are various e-health initiatives
around the world pioneering new ways of addressing access to health services, challenges are
also highlighted within the same context relating to policy and regulation. It is apparent that ICTs
in health are important and play a crucial role in the future use of Mobile technology which
underpins the success of the e-health strategy of the Department of Health. Of concern is the
lack of understanding of the lessons learnt regarding the use and implementation of m-health
within the country and what policy and regulations are available to inform this new kind of
service in health. This study as indicated earlier sought to find solutions for these concerns and

pertinent questions surrounding m-health.

A
¥

1.11Main Research question

How do lessons learnt from the Tshwane e-Living Labs inform the policy and regulation

frameworks?

1.11.1 Research Sub Questions

As indicated above, the main research question has numerous sub-questions and these are
listed in the table below. The sub-questions are structured into four themes. These themes were

the basis for instrumental development and data analysis.
e How does the Tell enable innovation of m-health applications?

e What can we learn about the accessibility to technology platforms (m-health

applications, devices etc.) by m-health users- community health workers?
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CHAPTER 2 REVIEW OF LITERATURE ON THE ROLE OF MOBILE
APPLICATIONS IN BRIDGING THE HEALTH ACCESS GAP

2.1 Review of literature layout

A number of authors have contributed valuable knowledge and lessons that they have learnt
regarding the health and mobile technology. The knowledge gathered forms the basis of the
citations and references captured in this chapter. The role of mobile applications in health and
its ability to bridge the digital divide is not vastly documented therefore, and in particular there is

paucity in the literature regarding m-health services.

This chapter goes further than the traditional literature review where some key highlights from
some interviews with key authors are reflected upon. It presents a review of key literature
relating to the research question. Firstly, it looks at the role of ICT in shaping the development of
smart cities and the new ways of delivering services to the citizens, electronically. It specifically
considers the influence of the model of the smart cities in delivering public health services. The
City of Tshwane has adopted this concept as one of the new ways of delivering health services
to its residents with an express aim of improving the health of its residents as mentioned earlier.
Secondly, it analyses the role of the living labs and how they are effectively adopted and used to
promote and support the national health policy. Thirdly, it discusses the role of mobile
technology and applications in bridging the access gap to public health services. Fourthly, it
looks at the analytical framework to be employed in evaluating the effectiveness of mobile
applications in bringing public health services. Lastly, it reviews the current heaith policy to
establish the limitations that would hinder the mainstreaming of m-health and how the health
policy should be improved to cater for the electronic delivery of health services in South Africa.
This sequence is depicted in figure 7 below:
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partnership the City of Oulu transferred skills to the City of Tshwane to more effectively
implement its Smart City Project and enhance its operational efficiency.

Maleho, (2012) defines smart cities as a knowledge workforce, broadband connectivity,
innovation marketing and lobbying force.

To affirm the above, it is argued Tshwane has a knowledge base, in the form of four
universities; the University of Pretoria, the Tshwane University of Technology, UNISA
(University of South Africa) and the University of Limpopo Medical School (old Medunsa). The
city hosts seven of the eight national science councils, such as the Agricultural Research
Commission (ARC), Council for Scientific and Industrial Research (CSIR), Council for Geo-
sciences, Human Sciences Research Council (HSRC), Medical Research Council (MRC), South
African Nuclear Energy Corporation (NECSA) and the South African Bureau of Standards
(SABS). There is significant medical competence in the city, a strong defence cluster and two of
the key Blue 1Q projects housed in the City of Tshwane at the Innovation Hub and the
Automotive Supplier Park in Rosslyn (TshwaneSmartCity, 2009).

The vision of the Tshwane Smart City project as stated is to continue sustained economic
growth and é high quality of life for citizens by aligning, integrating and developing a common
vision between industry, research institutes, universities and local government. Also, through
innovation projects, the city wants to create an environment that grows high technology cluster
based businesses, attracts creative people and deploys significant broadband connectivity to
schools, residents, business and government facilities. Maleho, (2012) further states, the smart
city objective was to establish alignment and integration of the various research, educational
institutions, industry, government and the city to achieve economic benefits for the city and its
residents. It aimed to exploit the knowledge base in these institutions to create key economic
clusters (i.e. ICT, Biotechnology and aerospace). It was to further the enhancement of the city’s
operations through the use of smart technologies to provide efficient service to the residents,
increase knowledge and capacity through the relationship that exists with the City of Oulu in
Finland. It would also strengthen the collaboration between BEE companies in Tshwane & the
Finnish counterpart through job creation and the alleviation of poverty through SMME
development initiatives (TshwaneSmartCity, 2009).
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Under the Tshwane Living Lab initiative, third party aggregators and developers, innovatively
followed a thinking process and came up with mobile applications that are relevant in improving
the primary and public health access problem. While primary health workers, previously used
paper based system, m-health brings a seamless integration to the system. Information is
captured with ease and diagnosis is done timeously leading to an effective preventative action

by the health workers.

The Daspoort Clinic which was used in this case study, partnered with Mezzanineware;
Community Health Workers utilise the mobile applications technology to bring health services to
the people of Tshwane- Daspoort clinic ward. “Mobile phones are widely diffused and they allow
quick interpersonal communication. This facilitates the provision of health services which can
take several forms! In its most advanced form, the mobile phone can serve as a tool with which
to analyse and transmit the results of tests from remote locations” (De Vos, 2012). “The
pressures to improve efficiency and service exist in all sectors but perhaps nowhere more than
in health care. Health care costs are on a rising trend, increasing at a much faster rate than
inflation in the economy as a whole. In addition, people have rising expectations for high-quality
care and cust’omer service” (Pritchard, 2006).

More common uses of enhanced m-health service are in the area of health education
(information on HIV, pregnancy, etc.) and for eliciting second opinions such as when a midwife
encounters a situation where the advice of a doctor is important. The use of mobiles for health
provision also facilitates the collection of health care information. Mobiles can also be used to
develop better control of pharmaceutical inventory. They allow suppliers to have better control
over the inventory of drugs in rural locations. This helps when there is a need to move drugs to
locations with the greatest need as with the outbreak of diseases. The mobile phone provides
much needed services to people at the bottom of the economic pyramid.

2.1.3 Living Labs Theory — an enabler tool to the Health Access Gap!

Due to some stated health challenges, inequality to health access and shortage of health
professionals, alternatives to redress the socio economic challenges proved necessary. Mobile
communication is highlighted as one of the astounding areas of growth of the decade. For a
service that was originally viewed as a luxury service for the affluent individuals, it has been
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adopted by a wide range of people in South Africa and around the world. To date, mobile
phones are widely used and they allow quick interpersonal communication. Ling, (2011) states,
“the mobile phone can serve as a tool with which to analyse and transmit the results of tests
from remote locations. For example, a specially made microscope can be mounted on camera
enabled mobile phones that allows for the identification of tuberculosis in blood samples. This
can be used in remote locations far away from a traditional lab”. It becomes compulsory for new
innovations to transcend in this space, those innovations are likely to transcend through the
Living Labs concept which provides a safe environment for developers and innovators to come
up with practical societal solutions to problems.

For the purposes of this study, Tshwane e-health Living Lab (TeLlL) is used to highlight or
establish the relevance of Living Labs on m-health deployment. The relevance of mHealth is

becoming excessively prevalent to the socio and economic eco system.

Given the transformation and convergence brought by the Information, Communication and
Technology, The Tshwane Municipality became cognisant of the growing need to venture into
electronic health. They took an action to transform the whole city and model it against similar
cities that have gone through a similar path of development in the world. They explored an
alternative health service by establishing the Tshwane e-health Living Lab. The aim of the
Tshwane e-heaith Living Lab (TelLl) initiative was to create an environment where the health
and social care ecosystem maximises the use of mobile applications to “increase accessibility,
increase quality and ultimately improve the cost efficiency of health and social care” (Geomed,
2010). To achieve this mandate, the City partnered with Vodafone/ Vodacom and GeoMed
medical information technology and delivered the m-health solution through the nompilo
community health support system/ platform.

Wubeeling, (2010) refers to Living Labs as the methodology for user driven innovation and the
organisations that primarily use them. It is all about experimentation and co-creation with real
users in real life environments, where users together with researchers, firms and public
institutions together search for new solutions, new products, new services and new business
models. Van der Walt & Buitendag, (2009) applies the following community Living Labs
framework:
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Based on the above, it is imperative to dissect and understand the implications of mobile
applications in bridging the digital divide. By default, the author shall adopt the social capital
theoretical perspective to demonstrate the use of this theory to promote the health access gap.
It is the author’s view that this positive uptake of mobile penetration must not be celebrated in
isolation to the digital divide. There is an evident increase in broadband penetration, yet one
cannot quantify significant penetration on broadband services. One could allude the lack of
adoption of services to the lack of access, perceived relevance of the service offered, digital

literacy and ultimate costs involved.

(Guomundsdottir, 2005) maintains, although there could be an increase in the basic material

access,; digital skill, user mentality and cultural appropriateness remain hindrances to service

adoption. The following table presents different approaches to digital divide.

Different Approaches to the Digital Divide Concept

Van Dijk and Hacker {2003)

www. bridges.org

Warschauer (2004)

Mental Access

Lack of elementary digital
experience, lack

of interest,

computer anxiety

and unattractiveness

of the new technology

Socio-cultural factors

Are people limited in their
use of technology based on
gender, race, or other socio-
cultural factors?

Social resources
Communities and Institutions

Material Access

No possession of computers
and

Network connections

Physical access

Is technology available and
physically accessible?
Appropriate technology
What is the appropriate
technology according to local
conditions, and how do
people need and want to put
technology to use?
Affordability

Is technology access
affordable for people to use?

Physical resources
Computers and Connectivity

Skills Access

Lack of digital skills caused by
insufficient user friendliness
and inadequate

Capacity

Do people understand how to
use technology and its
potential uses?

Digital resources
Content and Language
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Figure 17: Approaches to the Digital Divide Concept

Source: Guomundsdottir, 2005

Using the bridges approach above, the illustration of the relevance of the digital divide and use
of ICT applications on mobile health is provided to the thematic framework of the study which is
discussed below.

According to InformationSociety&Development, (2012) the policy on e-health is aimed at
addressing the following:

e To strengthen the development of a comprehensive and integrated health
information systems

e To facilitate the development of health information standards

¢ To implement security measures to safeguard the privacy of patient information
inherent in electronic health records

e To énsure that all health care facilities have access to adequate ICT
infrastructure

e To facilitate the development and implementation of a national telemedicine
programme

e To develop and implement an integrated (national, provincial and local
government) health promotion strategy using ICT

e To facilitate the development on ICT human resource strategy

e To develop an ethical framework for the effective use of e-health by health
professionals.

e To promote e-health research and development programmes.

The success to mobile health adoption is viewed to be largely influenced by the five elements
depicted in the diagram below:
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entry and communication for providers, it also allows manual or custom messaging. Messages
may be stored and pushed when the recipient can read them thereby increasing convenience.
Furthermore, messages sent to a mobile phone that is switched off are stored at a SMS Centre
and delivered when the handset is switched on again. SMS messages usually reach the
recipient within seconds, allowing for an immediate response, and a delivery receipt can be
added to the message to confirm that delivery has taken place. It is possible to save and store
SMSes on a mobile phone to enable individuals to reference and access the content at their

convenience and as often as is possible.

The Mobile messaging technology has evolved over the years with diverse person to person
(P2P) and application to person (A2P) communication tools for mobile users. Most users are
familiar with short messaging services (SMS), multimedia messaging services (MMS), mobile
email, and mobile instant messaging (MIM). In South Africa, application to person services such
as - bulk SMS/MMS and premier messaging content including music, games, genres, mobile
marketing and SMS/MMS premium payments are on the rise but not popularly used (Hamilton,
A et al, 2007).

Cisco, (2004) cites Existing Global System for Mobile Communications (GSM) and Code
Division Multiple Access (CDMA) mobile networks use Short Message Service (SMS) as a
multipurpose data service that enables rapid deployment of data applications without the need
for 3G bandwidth capabilities. This is particularly relevant in South Africa, a country divided into
first world economically affluent metropolitan areas and sub-minimal rural areas without
sufficient 3G network coverage. Technology is transcending, a fair amount of South Africans
who reside in areas that do not have full 3G network coverage. Although the majority of the
South Africa population has access through the use of mobile cellular phones, there is still a
large number of legacy devices not supported by modern technology, hence the relevance of
the use of SMS technology by m-health professionals to bring services to the people.

Operator trends indicate that mobile messaging is the highest revenue generating service
behind voice, with the person to person SMS being the key driver. This growth is greatly
exacerbated by the bearers’ ubiquity and simplicity of use. The SMS technology has been
around and the majority of people are familiar with the technology and how to use it. (Informa,
2005)
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identifying lessons was fully engaged in the research study. More research is critical to engage

in the remaining steps in future research.

Milton, (2010) further asserts that the process of identifying lessons learned need to follow
certain characteristics:

¢ Being grounded in solid performance data: Lesson identification has to be based on
facts and analysis of facts.

o Looking at positive as well as negative experiences: Any review of project activity or
task should acknowledge what has gone well and what were the challenges faced by
the project.

o Referring back to the objectives of the task, project, activity or initiative: Lessons
often arise from positive and negative differences. This means there must be a

comparison made between what actually happened and the objectives of the project.

e Separating experience from opinion as much as possible. A lesson is different from
$ . . . . - . . «
an opinion or an idea, because it is based on actual experience and it is an objective

reflection on the results.

¢ Generating unique and distinct lesson from which others can learn and take
action: Each learning point should be an individual lesson and careful attention should
be given to making it usable and actionable (Milton, 2010).

Therefore the study having been informed by the above lesson learning framework coined the
main question that is presented below. The main question has sub-questions in an attempt to

provide answers required on the phenomenon under observation.

Theme 1: Lessons Learned in rolling m-health initiatives and associated challenges. The
premise for lesson learning arises from the fact that mobile phones have other characteristics
that are important in the context of healthcare and therefore a fertile ground for lessons to be
learned for future m-health. Privacy and confidentiality is important and because mobile phones
are essentially personal and not shared devices, it is more acceptable than an alternative
means of communication to many users. People are likely to use their mobile phones to obtain
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health advice as the mobile device enables them to conduct a call or send a text message in

private without the risk of being overheard.

ICT has led to the creation of decision making tools, meaning that roles which were once the
preservation of physicians can now be delegated to other health care professionals. For
instance, while monitoring and evaluating community healthcare work is considered crucial,
Leon & Scheider, (2012) argues, it remains a weak link in many CHW programmes, including
those in South Africa. “CHW programmes tend to be on the periphery of the health services and
this, together with poor governance and accountability mechanisms, may be contributing to the

inadequacies” (Leon & Scheider, 2012).

Theme 2: Legal and regulatory framework - Given the potential improvement of SMS
application in health outcomes and economic benefits indicated by the evidence available so
far, the policy assessment should include consideration of how to introduce promising SMS
applications on scale and in a systematic way, in order to ensure that their full potential is
realised. At community level, there are stringent processes that are followed by Community
Health Workers in delivering health services where consent is provided by the patients.

However, there is no clear regulatory framework that guides their conduct.

Theme 3: Trust (Living Labs) — Assess the accessibility to technology platforms (m-health
applications, devices etc.) by potential m-health users — Community Health Workers (CHW).

The Vodafone Policy Paper (2006) states that some governments are considering implementing
internet-based e-health interfaces between heaith service providers and customers. This is
often viewed as a potential source of cost savings and efficiency improvements; yet this would

seem to raise significant problems of access for some disadvantaged and mobile groups.

A study in South Africa which used Cell Phone Prompted Seif Administered Therapy (PSAT) to
improve adherence in tuberculosis patients treated according to the World Health Organisation-
recommended protocol reported that the scheme had reduced the staff workload without an
adverse effect on cure rates. The scheme was welcomed by staff and the local health authority
officials (Atun & Sittampalam, 2006). The Living Labs provide a platform for real life situations to
be tried and tested within a safe environment. It enables innovation where appropriate solutions

are effectively rendered. For example, SMS notification is used to monitor HIV positive
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It has been discovered that the success of deploying any system or technology rests in the
quality of data that is captured and retrieved in the form of reports with key insights. The m-
health solution has brought to the fore the urgent need to move from the heavily paper-based
system to a system that can be accessible to a wide range of users. Innovative interventions are
therefore required to enable a giant ieap from the manual to the automated state. mHealth
addresses a specific part of this automation as it enable the capturing and updating of
information in real time and storing it in a server that will make the information available for
years to come. With this in mind the key participants were asked to reflect on the need for a
mHhealth policy and legal framework to guide the conversion of paper based information to
electronic records and to deal with the resultant issues of access to information and how the
information is protected from abuse. The aim of probing for responses on the implication of
having electronic records on the policy and legal framework was to gain first-hand information
from them based on their experience. it is the experience of the researcher that in as much at
technology and electronic systems are desirable and play a key role in improving efficiency and

streamlining processes, the legal and ethical consideration must be considered.

The researcher discovered that, there is an overwhelming need and support for a m-health
policy and Ieéal framework. Respondents stated the policy and legal shall provide a conducive
environment in ensuring that the rules of the game are clearly defined. Users must feel
comfortable that they are protected by law as they carry out their work. Safety and quality
assurance must be a priority for both users and providers of health services when deploying the
m-health solution. In probing for answers, it was discovered that participants were thinking
about issues of policy and regulation requirements in a wider sense. Thus, they did not confine
themselves to the policy and regulation requirements with respect to m-health only, but
extended it to e-health as they thought that m-health is part of e-health. One participant (JR 4)
said: “in fact we should not be talking about m-health only in isolation of e-health in general
because m-health is just a component of e-health or ICT health”. He continued to state that ‘m-

health is a technology function. There is no difference between e-health and m- Health”.

The respondents acknowledged that there is a South African e-health policy and m-health is
mentioned in the policy. One respondent (ER 2) stated: “look at the health policy and look at the
communication policy of the country, then the information policy, Health, Communication,
Information, Science and technology, those are the intersecting policy functions, the e-health
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Policy exists”. To some of these participants, e-health extends to other policies of different
departments. In other words, these participants are of the opinion that if there is a health policy,
communication policy, information policy, science and technology policy; integration of these
policies will be equal to e-health policy. This wave of thinking may be acceptable if such policies
refer to issues of malpractice and other guidelines that are pertaining to m-health. If, for
instance, a patient did not get a SMS on important results, who will take responsibility if there is
no policy or legal framework that deals specifically with such risks? Although these policies exist
they are not addressing m-health policy and legal issues. Another example: if a malpractice is
taken to a court of law because of m-health, which policy or legal framework will be used in
analysing the case? Surely, all of the above policies as mentioned by participants will not apply
as they do not deal with specific issues that are m-health specifically. Over and above the
Health Policy and Act, the country needs to develop an e-health policy and legal framework that

includes m-health.

Participants made it clear that m-health is a technology enabler and it must be understood as
such. The overriding policy is e-health and there is no specific requirement for a standalone
policy on m-health. Participants reviewed the implication of a policy on m-health, as having
astounding irﬁpediments except that e-health/ m-health are overdue in a highly mobile saturated
country such as South Africa. Respondents further reflected that the issue of policy can be
reviewed based on accomplishments and possible shortcomings as well as the lessons that

emerged from implementing some policy objectives.

As a country, South Africa has realised accomplishments with the introduction of the National
Health Insurance, the e-health strategy, and m-health is perhaps to follow. However, some
respondents differ on one critical issue; that in the execution or implementation of these policy
objectives one grasps the lack of collaboration as reflected by disjointed efforts in project
implementation. There are existing silos which stretch the limited capacity skills and expertise in
the country leading to poor accomplishment of various projects. Respondents believe that this
occurs because there are few collaborative policy measures and regulations in place for e-
health and m-health. For key informants, these silos that are observed in project implementation

and management have extended to an area of enablers which are ICT systems in this case.

The issue of system interoperability is another shortcoming in the country; despite the fact that
the State Information Technology Agency (SITA) was established to ensure interoperability of
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device and it's a tool that users rely on and use confidently. Some participants said: ‘it is the
only option” while others said: “ it is more critical in Primary care” others stated that “Mobile
technology fears no landscape and reaches most communities in different geographical
settings, knows no boundaries and is not bound by time, therefore, it is the only reliable
technology anytime and anywhere. |t is actually as simple as that” asserted one respondent.
These statements reflect the accessibility that is provided by mobile technology and
consequently the m-health. This means that m-health is ever accessible regardless of
geographical positioning in the country. While this is correct, it should be borne in mind that
mobile technology requires mobile network connectivity and availability. One would need to
explore the consistency of network available from mobile service providers because if this is not
constant, access it could become problematic. The lesson that has been identified is that using
mobile technology is a better option for delivery of health services through m-health. Also,
another lesson learned is that ensuring connectivity is critical for such services to be rendered. It
is available 24 hours a day for any m-health users and it is therefore better than an ordinary
ambulance that leaves far away from the consumers of health services. This suggests that there
is a need for an ambulance at users’ disposal 24 hours through m-health to provide life saving
first aid treathent while waiting for the ambulance. Therefore, the future includes “m-health 999”
just as Netcare 911 does.

In using m-health in the absence of a policy and regulatory framework, as alluded to earlier,
some participants indicated that there have been attempts to develop an internal policy and
strategy. These documents are not necessarily part of a national policy and regulatory
framework as it ought to be in an ideal environment. As indicated above the policy and strategy
is rather broad and not specific as it is derived from a wide range of other policies and
regulatory framework. The results often reflect a health environment that has not been properly
standardised and regulated. This poses challenges for patient safety as well as health
professional protection of nurses, doctors and Community Health Workers. This leads to a
question around the role of the Health Professional and Alliance Council, Medical Association of
South Africa, Nursing Council of South Africa, Nursing Association of South Africa and
Democratic Nurses’ Association of South Africa. What role can these institutions play in order to
influence m-health practice and the setting up of standards of practice in this area? A lesson
identified in this regard is that the /lack of professional organisation in influencing practice and
policy places health professionals at risk of litigation when things go wrong.
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4.4.2 Key Lessons identified in the implementation of m-health

While m-health is considered as the ‘next best thing’ it remains vital to comprehend that this is a
technology enabler and the complexity that comes with it like any other technology must not be

imposed on the service users.

While there were varying views around the key lessons learned one respondent hinted: “The
key is to keep it as simple as possible, sell a proposition, don't sell a product or present and
frain and educate the benefit, the value proposition is critical not the technology” commented
one participant (JR 4). It is known that technology is not the problem; it is often created as a
problem because of the lack of understanding of its critical components. it is all the soft issues
that fall under technology that are important, which must be sold to the user.

On the other hand, miscommunication is highlighted as a challenge. One key informant
reported: “one of the problems with the current roll out at national level is lack of coomunication.
We find out haphazardly that people in other provinces or regions or even within the same
university or same city, are doing projects that are similar to ours. There is no collaboration,
people should not see this as not a race against each other, it is a race against the diseases
and the ailrf;ents of health”! This is the problem cited earlier in this document and was

associated with the lack of a collaborative policy and regulation.

The one thing most respondents attest to is that innovation is a never-ending process. What is
one’s achievement today requires enhancement or additional support tomorrow. It was
important to constantly revisit the actual objective why m-health is deployed to fulfil the Primary
health care and ask oneself if it's doing that what it was intended to do. This was important to tie
up with the steps outlined in the lesson learning conceptual framework. “What is happening here
is real. We as academics and managers in the area must constantly go back and do validity

checks’” stressed one academic.

4.4.3 Changes required on m-health implementation

There were mixed feelings as to whether given a second chance that m-health will be
implemented in the same way. Others felt, to alleviate the challenges of ‘silos’ it may be

necessary to create a national platform where projects are managed in a safe but open
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environment. Reference was made to the use of Living Labs which is one of the focus areas in
this case study. One respondent mentioned: “Just as we've now established the e-health Living
Lab as a regional platform, to try and motivate people to collaborate within this regional province
| think from government there should be a national listing of what type of projects are already in
progress. We’'ll come up with better answers and we’ll come up with the answers more quickly if

we collaborate nationally”.

“The important thing in health”, | usually say to student, “it is not a picture, it is a video. You
know the health is an on-going thing which we call continuity of care”.

Other respondents argue that doing things differently would get to a point of removing the M and
providing the user with the health experience.

“Enough should be implemented in a way that you can delete the M, it should be health. It
should be implemented in a way that the technology and the complexities of technology and
communication systems and protocols and regulations and policies hidden are obstructed from
the user experience. The user experience should be the health experience” asserted one

informant.

1
¥
i

What is seen today is based on a long term planning and experience, all that happens “is not

book knowledge, it is based on practical experience. You need to be in the field, on the ground,
get feedback and do it better”.

4.4.4 How should m-health be implemented in the future? Futurist view on m-
health:

While the concept of m-health is embraced by most informants, we also realised that technology
is an enabler; if there’s too much focus on technology it defeats the purpose because the users
of technology are interested in the experience not the complexities. It is important to always be
aware that even in the future what sells and appeals to the end user is the value proposition.
One informant said, “You buy a solution to your problem, you don’t buy technology’.

What Africa needs is an enterprise offering that strengthens our health system, providing
everything in the below the line functions. People are incorrectly focusing on the above the line

functions. Participants are of the opinion that m-heaith is not the solution to all problems, but it is
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an enabling function that can support a lot of agriculture, food, security, education, security
transport you can solve a lot of those functions. One said: “Mobile is definitely a contributing

factor or value to most secondary functions”.

At Primary health care people deal with prevention and promotion and that relies a lot on
information transmission. The future of m-health shall exist for a long time. “In a way Primary
healthcare is not so strong on x-ray issues for example, laboratory issues, theatre equipment
and those things but it's very much reliant on information technology one participant stated”.
“Therefore, for health delivery in Primary care in South Africa m-health is, an option, it's the way
to go, it’s the future. We’'ll definitely see, you can see Bill Gates is giving money, we’ll see more
and more philanthropists and just normal companies getting into business with mobile health”

one participant said.

“We have started sms-ing our patients when to come for follow ups. We don’t sms them specific
results, but we do sms them when they have results that need to be discussed’.

4.4.5 Effectiveness and efficiency measure on m-health service delivery

Efficiency and effectiveness measures exist for different reasons for each role player. What
would be critical to the solution developer is a non-issue to the academic or clinic manager of

community health worker.

Participants assert that for the solution developer effectiveness and efficiency measure would in
ensuring that naming is done as part of the implementation and validation and verification of the
offering. They would get independent parties to evaluate the implementation. “For example we
work with John Hopkins University or the University in Italy or the University of Pretoria or KZN
fo evaluate cost benefits, the ease of use, the value add”. The effectiveness and efficiency
measures for them could easily be based on a) cost benefits, b) solution ease of use, c) the

impact of the value being added, one academic reported.

To the clinic manager and academics the effectiveness and efficiency measures are the health
indicators. “We have to develop things like the time it takes for a person from becoming ill with
TB to treatment. For example, we need to see with this system whether we can shorten that
period,” one health professional stated. She continued: “We will specifically look at children’s
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4.5.2 Living Labs Relevance

Living Labs have evolved into something much bigger than it was three years ago, It was taken
over by the University of Pretoria, Department of Family Medicine and Local Government,
Department of Health. The idea of a living/learning lab is to say you want a representative
environment in which you can test and verify and validate solutions and services. This
environment is now open to introduce third party solutions and services and to test them. If
people that use them find them useful and they solve a problem, they introduce them into the
Department of Health evaluation process. But all these initiatives are only of value if the

Department really buys into it!

Participants perceive a living/learning lab as just a way to take a paper into a living format. One
participant said: “Living Labs provide exposure to insights that are not readily available. You can
invite participants and they come and visit the sites, they talk to the people, they look at the
reports, they visit homes, they visit health centres, they visit clinics, they feel and they touch and
they use, and hopefully that experiential tangible makes it easier for them to say ok what are the
lessons learned that we can take forward?” This suggests that the Living Lab is the pride and
joy of all thosie who are involved and a platform whose agility is to be shared.

A living/learning lab lies between a basic applied research and hope. “Like today initially
cellphones are basic research and applied research which they build prototypes the size of this

room, but today we've a phone in our hand”.

Now the problem is that in Africa with its resource limited countries the gap between applied
usage and commercial use is ever increasing. This leads to a huge divide or gap, so a learning

lab really provides an idea of how things or a concept would be.

Living Labs are the future of innovation. It is a great concept that was brought about by the
Innovation Hub and later adopted by the University of Pretoria. “You know we’re running it here
and it involves patients and doctors and Community Health Workers. It's the real thing, it's not

just an idea”.

“‘My view with the health living laboratory in an academic setting in which we are, is not to wait

for government but to actually push it to innovate and come up with concepts because it is
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possible”. So the NHI takes Living Labs and innovation seriously into account, not only focusing
on hospitals.

Living Labs provide an opportunity for people to collaborate and innovate at a much quicker rate
than they would have done in isolation. “/t’s the private and public sector combining their efforts
and ideas that even compete, it's a space where competitors are now actually working together
and that's rare”.

4.5.3 Effectiveness of Living Labs on m-health

Living labs are gaining popularity with most users and participants. “’'m a strong believer that
this is the only way to go about things as the complexity of health care is adaptive! Health care
is complex in its nature and it is adaptive to numbers of change. So you can’t do applied
research and say this is how we treat tuberculosis and take it to a commercial environment,
because the way in which we treat tuberculosis is adaptive. So a living/learning lab environment

allows you to the adaptive nature of healthcare” participants reported.

“The health Living Lab isn’t a very old concept, it was born last year. So it’s still in its early days,
but | think it has a good history if you look at where it started”.

It started with a small idea and a little bit of money from government and eight sites, and within
two years there was wonderful data, community healthcare workers going out at all those sites,

and we've had a very, very positive outcome.

“The health Living Lab has specific principles and those principles coincide very much with
community orientated Primary health care approach. CAPC so it's all about equity, universal
access to healthcare, innovation specifically focusing on the health Living Lab sites”.

4.5.4 m-health usage penetration in Tshwane

The statistics from November 2012 indicate there were over 55,000 people registered and 37%
percent of those had been assessed. Percentage of the households covered in these areas is

estimated at about 80%. These percentages reflect the growing pattern of m-health services in
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“Not initially, over time it will but, so we are actually involved in high level intellectual capacity at
ground level and we've just started to address that. So I think those are the types of challenges

faced” one academic explained.

4.6 Monitoring and Evaluation m-health service delivery

m-health solution provides a cost-effective and easy-to-implement workforce management tool
for Health and Social Care service provider companies. The solution monitors and evaluates the
performance of an individual, based on the job description, thereby assuring the quality of the
service being provided. The information that is recorded per visit or per transaction includes
date, time, location, time of visit and any qualitative and/or quantitative data measurements, as

well as entries specific to the service that is provided.

Training is provided. There’s a definite effort to improve the quality of data collection, however,
challenges arise; the question remains, “is it the handheld device or is it lack of knowledge and

skill from the Community Health Care Workers?”

4.7 m-health cost and return on investments

4.7.1 Is there a return on investment for m-health

There is a common undertaking that with m-health deployment investors would realise their
return on investments. m-health assures quality of decentralised (primary, community and home
based) healthcare services; allows delivery of public health services in a standardised and
replicable manner; provides a transparent means to audit fund allocations and health

programmes and discourages corruption and fraud on all levels of implementation.

The participants did not have a conclusive figure, however, the general consensus was that m-
health deployment is more affordable. “With the Community Health Worker, it costs on this one
model about fourteen rand per month per person. Now only the technology part of it would
probably be a third of that or I'm not sure. It would cost round about between two hundred and

two hundred and fifty rand per Community Health Worker per month. So in terms of a health
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It is concerning to realise that government has not decided to be fully responsible for funding m-
health , which is a new integrated primary healthcare service that can change the face of health
service delivery in the country. Government is one of the key stakeholders and in fact they
should a key driver in the process of funding the research and piloting of the m-health platform.
M-health represents a complete departure from the manual way which the health system runs
and requires significant support to get accepted as one of the ways of conducting medical
consultations. Perhaps in the not so distant future, it can be taken as the only way that medical

consultations are conducted.

4.8 Summary

In dealing with the entire healthcare value chain, legislation and policies that are currently in
place must be reviewed to ensure that they promote access, affordability and quality of
healthcare, in particular, to the public healthcare sector. This chapter reviewed the discussion

based on findings from the field work. The five thematic themes and sub themes were reviewed.

Discussions reveal that e-health including health services do not have adequate policies and
regulations. This situation poses a threat to the implementation of such services either by health

professionals or community health workers.

The m-health Community Care Support System in Tshwane provides a standard and integrated
mechanism with which South African community based care services can be effectively
recorded, analysed, improved and subsequently reported to the relevant stakeholders (e.g.
government health departments, funding parties). The m-health market is niche and largely
untapped. As an enterprise market, it is possibly the most fragmented and diverse of all
enterprise markets, comprising a myriad of clinical environments, work forces both in the field
and on site, varied end-users and wholly variable management depending on how care
provision is funded. It is a market that requires robust and reliable telecommunications for

health-critical, as well as business-critical, decision-making.
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thorough testing without spending large sums of money. It is for this reason that it is an express
condition that the policy environment be created in parallel to the testing.

Policy formulation can be exciting and often lead to idealistic documents that read well and
contain lofty concepts and ideas. The implementation of such a policy is an important stage, not
only because it assesses if the policy is pitched correctly but brings a reality check of whether
the policy may breed unintended consequences. All the actors are required to play their role to
ensure that the policy is fully tested through a monitoring and evaluation mechanisms. The
monitoring and evaluation mechanisms are a process of collecting learning and outcomes of

implementing the policy.

Thereafter adjustments, changes and improvement must be made to the policy and assimilated
to the policy position and statements. Below are some of the aspects that were considered in
the review of m-health in this case study:

Figure 38: Pertinent aspects to be considered

Living Labs Accessibility and affordability of Living Labs

¢

leading to m-health

Implementation of m-health. Effectiveness and efficiency measures
on m-health service delivery

Location based approach to m- m-health service administration
health at community level, who will take this
responsibility

m-health at the City of Tshwane Access Lessons learned in the deployment of
mobile applications to redress the public health
access and usability of

m-health applications

m-health service penetration m-health cost and return on Investment, will the
in Tshwane people of Tshwane embrace m-health and use
it.

Will m-health contribute to closing the health
access gap?
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« International factors- some policies require cooperation between national, regional or

multilateral organisations” (Buse, et al., 2005).

5.2.2 Conducive Environment and Implications for m-health

Policy and new ideas thrive in environments which have the right mix of elements that display
willingness, preparation and resources. The impact of a non-conducive environment on policy

and new ideas is that both will be still born.

In realizing that m-health cans suffer the fate of being still born if the general environment that it
will be introduced to is not conducive. This is one of the issues that stand out the most from
respondents’, they have made expressions that support the need for an m-health policy and
legal framework; they argued that the m-heaith policy and legal framework would provide a
conducive environment which would induce safety and quality assurance for both users and
providers of health services. The general view is that although there are several interlinking
policies, the country over and above the health policy and Act need to develop an e-health

policy and legal framework that includes m-health.

Participants reviewed the implications of policy on m-health; as having astounding hindrance
besides that e-health/ m-health are overdue in a highly mobile saturated country such as South
Africa.

One would argue that there is a need for e-health policy that fully caters for m-health both from
a legal and regulatory point of view. Although policy is the overriding factor, there is still a need
to synergise at implementation phase for the policy objectives to be efficiently realised. The lack
of collaboration in the way projects of a similar nature are implemented was highlighted as a
potential obstacle. It is also generally believed such silos occur because there are few
collaborative policy measures and regulations in place for e-health and m-health. There is a
need to establish the best ways or bench mark on best practices as there are disjointed efforts

in the way projects of a similar nature are implemented.

The chronic lack of system interoperability also emerged as a cause for concern. The
respondents have raised the need for greater attention to be directed at improving system

interoperability and to push for systems to “talk to each other”. The mobile phone and all the
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health). This brief process would have happened within a Living Lab and a suitable solution of
m-health identified and rolled out in Tshwane focusing on Primary healthcare.

In the continuous evaluation process, researchers discovered that m-health implementers, while
they are supportive of the Living Labs concept as an enabler for innovation, their biggest

concern is the lack of collaboration.

5.3 Lessons ldentified, Actioned and Institutionalised in

Implementation

Policy sets the tone and provides development direction. Looking at the measures that the
researcher classified under policy implementation, reflection and discussion would be centered
on the lessons learned in the deployment of mobile applications to redress public health access.
This will be followed by reflecting on the key lessons identified in the implementation of m-heaith
in Tshwane. The m-health service administration at community level as well as m-health at the

City of Tshwane will be reflected on.

Al
‘
<

5.3.1 Lessons learned in the deployment of m-health to redress public health

access.

Mobile applications are commonly understood as modules used on the cellphone to assist in the
rendering of Primary healthcare services. While there was a general appreciation that health
service delivery improvement is necessary in South Africa, the challenge with the roll out of
mobile applications in Primary and public health care remained a moving target based on the

diverse nature of respondents that the researcher interviewed.

Technology adoption and uptake was highlighted as a challenge in the deployment of mobile
applications. Respondents attest that this challenge may be met by change management which
is deemed necessary particularly in the public sector.

Mental shift is another challenge that was highlighted particularly for the Community Health

Workers. Statements such as the following were recorded: “We have to train our staff to be able
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to go to a paperless system; we have to now convert twelve thousand hand written files into
electronic family files. So that's a major challenge for us, moving with the ideas and catching up
with technology”. In the same token one would pick up that moving from a heavily paper based
system to an electronic environment requires some level of system readiness and this posed
some challenge.

Mobilization of resources was highlighted as another challenge. Respondents indicated that
community environment is an area that requires full mobilization for any service to be adopted,
accepted and used. They raised the importance of working with the people on the ground to
overcome cultural indifference and overcome the communication barrier. “/t takes very long to
mobilize people, so that’s definitely one of the challenges for us, you must be motivated and you
must take your team with you”. The key learning is that for any initiative to work the environment
must be prepared and people made ready to adopt the new change. This is achieved through

mobilization. It involves selling the concept features and benefits to the end-users.

5.3.2 Key lessons identified in the implementation of m-health and changes

required in Tshwane:

Interestingly, the biggest mistake that is commonly made is the focus on technology and not
what it can do. The key lesson in this regard centers around appreciation of the fact that m-
health is a technology enabler. The success of its implementations rides of focus being placed
on what it can do to enhance the Primary healthcare service delivery. The salient features and
benefits are what the focus should be more than the actual technology. Because of the
technology complexity and lack of general understanding of its component, when implementing
the mobile applications, the trick is to keep it simple. Keeping it simple is the key and this stood
out in the lessons learned on the lessons identified in the implementation of m-health. m-health
is a technology enabler, keep it simple! Some respondents maintained, “You buy a solution to
your problem, you don’t buy technology”.

m-health deployment is a unique proposition and its success requires fundamental changes to
the status quo. Generally, things must be done differently. One of the key learning areas that
requires change is the functioning in ‘silos’. Collaboration is necessary, as one of the

respondents highlighted: “from government there should be a national listing of what type of
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