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Abstract
Background: Accountability is a core problem in health-system governance, especially in specialized hospital services where clinical quality, equipment, medicines, staff deployment, patient follow-up, and public or partner resources must be continuously justified. Monitoring and evaluation (M&E) is commonly treated as a reporting function, yet its accountability value depends on whether evidence is actually used for oversight, learning, and corrective action.
Objective: This study examined how M&E practices are associated with accountability in the Butaro Hospital Expansion and Cancer Services in Burera District, Rwanda.
Methods: A cross-sectional mixed-methods design combined descriptive and correlational quantitative analysis with qualitative thematic interpretation. From a target population of 253 hospital staff and institutional stakeholders, 158 respondents were selected through stratified random and purposive sampling. Data were collected using structured questionnaires, semi-structured interviews, and document review. Quantitative data were analyzed using descriptive statistics, Pearson correlations, model diagnostics, and multiple linear regression.
Results: Respondents reported high levels of routine data reporting (M = 4.606, SD = 0.677), performance audits and supervision (M = 4.729, SD = 0.575), outcome evaluation and feedback mechanisms (M = 4.704, SD = 0.559), and accountability (M = 75.614, SD = 6.861). The regression model was statistically significant and explained 78.3% of the variance in accountability, R2 = .783, adjusted R2 = .778, F(4,153) = 138.420, p < .001. Outcome evaluation and feedback had the strongest adjusted association with accountability (B = 3.282, beta = .826, p < .001). Routine reporting and audits showed strong bivariate associations, but coefficient-level interpretation was constrained by multicollinearity and inconsistencies in the extracted regression table.
Conclusion: M&E appears to operate as accountability infrastructure when data, audits, supervision, outcome evaluation, and feedback are linked to management action. For specialized hospital services in Rwanda and similar settings, accountability depends less on report production alone than on feedback loops, data quality, analytic capacity, audit follow-through, and leadership commitment to evidence use.
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1. Introduction
Accountability is a defining test of health-system governance. Hospitals are expected to provide safe and equitable care, steward scarce resources, comply with standards, explain managerial decisions, and respond when performance falls below expectations. These demands are especially acute in specialized services such as oncology, where infrastructure, medicines, diagnostics, equipment, referral pathways, and long-term patient follow-up create complex accountability relationships among managers, clinicians, funders, regulators, staff, and service users.
Monitoring and evaluation (M&E) systems are often presented as technical instruments for tracking performance. In practice, their value is much broader. Effective M&E makes institutional performance visible, reduces information asymmetry, supports supervision, tests whether standards are followed, and creates feedback loops through which evidence can be translated into corrective action. A hospital may collect large volumes of routine data yet remain weakly accountable if reports are not analyzed, audit findings are not implemented, or feedback fails to reach the actors who can change practice (AbouZahr & Boerma, 2005; Brinkerhoff, 2004; Kusek & Rist, 2004; Nutley & Reynolds, 2013).
The problem is particularly important in low- and middle-income countries (LMICs), where health systems often combine growing service demand, resource constraints, uneven digital infrastructure, donor reporting obligations, and variable analytic capacity. Global guidance has increasingly emphasized data systems, routine performance measurement, and health information strengthening as foundations for decision-making (WHO, 2010, 2020). Yet the literature still tends to emphasize national programs, health information architecture, or donor reporting rather than the ways M&E operates inside hospitals as a day-to-day accountability system.
Rwanda offers a valuable context for examining this issue because the health sector has invested in routine reporting, performance review, supervision, and results-oriented management. However, the translation of national M&E architecture into hospital-level accountability remains insufficiently specified, especially in specialized services such as cancer care. The Butaro Hospital Expansion and Cancer Services provide a useful empirical case because specialized oncology services require accountability across clinical, operational, financial, and patient-follow-up domains.
1.1 Problem Statement
M&E is widely assumed to strengthen accountability, but this assumption requires closer empirical examination at the hospital level. The existence of routine reports, audits, and evaluations does not automatically produce accountability. Data may be submitted to satisfy reporting requirements without shaping local decisions; audits may identify weaknesses without implementation of recommendations; and feedback may be documented without changing clinical or managerial practice. The accountability problem, therefore, is not merely whether M&E systems are present, but whether their informational, supervisory, evaluative, and feedback functions are integrated into hospital governance.
This problem is intensified in specialized hospital services. Oncology services require longitudinal patient tracking, reliable medicine and equipment management, protocol adherence, multidisciplinary coordination, and continuous monitoring of service quality. Weak M&E use in such settings can compromise transparency, resource stewardship, service continuity, and managerial responsiveness. Although the Butaro Hospital Expansion and Cancer Services have been studied as an institutional setting within the thesis data, the broader publishable question remains underdeveloped: which M&E practices are most strongly associated with accountability, and what implementation constraints weaken that relationship?
The study addresses this gap by examining routine data reporting, performance audits and supervision, outcome evaluation and feedback mechanisms, and implementation challenges as interrelated components of hospital accountability infrastructure.
1.2 Research Objectives
1.2.1 To assess the level of routine data reporting, performance audits and supervision, outcome evaluation and feedback mechanisms, implementation challenges, and accountability in the Butaro Hospital Expansion and Cancer Services.
1.2.2 To examine the bivariate associations between selected M&E practices and accountability in the Butaro Hospital Expansion and Cancer Services.
1.2.3 To estimate the joint and adjusted association of routine data reporting, performance audits and supervision, outcome evaluation and feedback mechanisms, and implementation challenges with accountability.
1.2.4 To interpret, through qualitative evidence, how M&E practices contribute to or constrain accountability in specialized hospital services.
1.3 Research Questions
1.3.1 What is the perceived level of M&E practice and accountability in the Butaro Hospital Expansion and Cancer Services?
1.3.2 How are routine data reporting, performance audits and supervision, and outcome evaluation and feedback mechanisms associated with accountability?
1.3.3 Which M&E component shows the strongest adjusted association with accountability after accounting for the other predictors?
1.3.4 What implementation challenges limit the accountability value of M&E in specialized hospital services?
1.3.5 How do qualitative accounts explain the statistical relationships between M&E practices and accountability?
1.4 Contribution of the Study
The article makes three contributions. Empirically, it provides hospital-level evidence from Rwanda on the relationship between M&E and accountability in a specialized service context. Theoretically, it advances the idea of M&E as an accountability infrastructure rather than a narrow reporting routine, integrating principal-agent, systems, and resource-capability perspectives. Practically, it identifies feedback loops, audit follow-through, data quality, staff capacity, and leadership support as the main levers through which M&E can become a usable governance system.
2. Background and Literature Review
2.1 Accountability in Hospital Governance
Hospital accountability refers to the obligation of managers, clinicians, administrators, and partner-supported units to justify decisions, comply with standards, use resources responsibly, and demonstrate performance to legitimate stakeholders. In health systems, accountability includes answerability for financial stewardship, clinical performance, regulatory compliance, procedural fairness, and learning from results. Brinkerhoff (2004) emphasizes that accountability in health systems is not only about sanctions; it also serves performance improvement and learning.
In specialized services, accountability has a sharper operational meaning. Cancer care requires coordination across diagnostics, pharmacy, clinical teams, finance, equipment maintenance, referral systems, and patient follow-up. A breakdown in any of these domains can affect service quality and institutional trust. Accountability in this context depends on whether the hospital can generate credible evidence, interpret it, communicate it, and act on it.
2.2 Monitoring and Evaluation as Accountability Infrastructure
M&E practices include the systematic collection, analysis, reporting, and use of information to assess whether activities, services, and programs are achieving intended objectives. In hospital governance, routine data reporting provides the informational base; performance audits and supervision provide verification and corrective oversight; outcome evaluation assesses whether services are producing intended results; and feedback mechanisms connect evidence to decisions (Kusek & Rist, 2004; OECD, 2021; WHO, 2010).
The term accountability infrastructure is used here deliberately. Infrastructure is not visible only in one event or report; it is the set of routines, capacities, relationships, and tools that make accountable action possible. M&E becomes infrastructure when reports, audits, evaluation findings, and feedback are embedded in management meetings, supervision practices, resource decisions, and follow-up systems. In this sense, M&E is not simply a technical appendage to hospital management; it is part of how the hospital knows, explains, and improves its own performance.
2.3 Routine Data Reporting
Routine data reporting is the foundation of health-service accountability because it documents what is happening inside the institution. Timely and accurate routine data allow managers to monitor service volume, patient flow, medicine use, staff deployment, and operational performance. However, data production and data use are not the same. Health information systems can produce reports without improving accountability if the information is not trusted, analyzed, discussed, or linked to action (AbouZahr & Boerma, 2005; Nutley & Reynolds, 2013; WHO, 2020).
2.4 Performance Audits and Supervision
Performance audits and supervision add a verification function to routine reporting. They assess whether reported activities correspond to standards, whether staff follow procedures, and whether recommendations are implemented. Audit and feedback evidence suggests that feedback can improve professional practice, particularly when it is specific, repeated, credible, and linked to practical action (Ivers et al., 2012). In hospitals, supervision also has a relational dimension: it can either build accountability through mentoring and problem-solving or weaken learning if it is perceived only as punitive inspection.
2.5 Outcome Evaluation, Feedback, and Implementation Constraints
Outcome evaluation and feedback are central to learning-oriented accountability. Routine reporting asks what happened; evaluation asks what changed; feedback asks what should be done next. Feedback mechanisms become especially important in specialized services because performance depends on coordination across multiple clinical and administrative units. If evaluation findings are discussed in management meetings, linked to action plans, assigned to responsible units, and followed up, they can transform data into accountability.
Implementation constraints can interrupt this process. Limited staff capacity, weak data systems, insufficient financing, resistance to findings, and inconsistent management support can reduce the credibility, timeliness, and usefulness of M&E evidence. These constraints are not peripheral to accountability; they determine whether M&E remains paperwork or becomes institutional learning.
3. Theoretical and Conceptual Framework
3.1 Principal-Agent Theory
Principal-agent theory explains accountability problems that arise when those who delegate authority depend on others to implement decisions and deliver services (Eisenhardt, 1989). In hospitals, principals may include government authorities, regulators, funders, communities, senior management, or governing boards, while agents include managers, clinicians, administrators, and operational staff. Information asymmetry is a central risk because agents often know more about daily operations than those who must hold them accountable.
M&E reduces information asymmetry by making service delivery, compliance, resource use, and performance trends visible. However, principal-agent theory is insufficient if used only as a theory of control. In healthcare, accountability also requires trust, learning, professional judgment, and supportive supervision. The study therefore uses principal-agent theory as one component of a broader explanatory framework.
3.2 Systems Theory
Systems theory treats organizations as interdependent components that must coordinate information, resources, decisions, and feedback to achieve collective outcomes (Von Bertalanffy, 1968). A hospital is not a collection of disconnected departments. Clinical care, pharmacy, finance, quality assurance, M&E, management, and patient follow-up are linked. A weakness in one component can reduce the accountability value of another. For example, timely data collection has limited value if feedback loops are weak, while strong supervision may not lead to improvement if data systems are unreliable.
3.3 Resource-Capability Perspective
The resource-based view emphasizes the internal resources and capabilities that allow organizations to achieve strategic objectives (Barney, 1991; Teece et al., 1997). In the present study, M&E capacity depends on trained personnel, data systems, analytic skills, managerial commitment, financial support, and routines for using evidence. These capabilities determine whether M&E functions as a living accountability system or a passive reporting burden.
3.4 Conceptual Proposition
The study proposes that routine data reporting, performance audits and supervision, and outcome evaluation and feedback mechanisms are positively associated with hospital accountability. Implementation challenges are expected to weaken accountability by limiting the reliability, interpretation, or use of M&E evidence. Accountability is operationalized through compliance with health regulations, financial and operational transparency, evidence-based managerial decisions, stakeholder satisfaction, and reduced errors or resource misuse.
4. Methods
4.1 Study Design
The study used a cross-sectional mixed-methods design combining descriptive and correlational quantitative analysis with qualitative thematic interpretation. The quantitative component estimated associations between M&E practices and accountability. The qualitative component explained how respondents understood the role of M&E in daily hospital management. Mixed-methods designs are appropriate in health services research when statistical relationships require contextual interpretation and when organizational processes cannot be fully understood through one type of data alone (Doyle et al., 2009; Fetters et al., 2013).
4.2 Study Setting
The study was conducted at Butaro Hospital Expansion and Cancer Services in Burera District, Rwanda. The empirical focus was hospital-level M&E practice in relation to routine data reporting, performance audits and supervision, outcome evaluation and feedback, implementation challenges, and accountability. The study covered M&E activities associated with the expansion and cancer services during the 2020-2025 period.
4.3 Population, Sample Size, and Sampling
The target population consisted of 253 individuals involved in hospital operations, clinical services, finance and procurement, M&E, hospital management and administration, quality assurance, and partner-supported cancer service activities. A sample of 158 respondents was calculated using Yamane's finite-population formula at a 5% margin of error and 95% confidence level (Yamane, 1967). Stratified sampling ensured representation across staff and stakeholder categories. Random sampling was used within strata where appropriate, while purposive sampling was used for key informants with direct knowledge of M&E, supervision, audits, and accountability processes.
4.4 Data Collection
Primary quantitative data were collected using a structured questionnaire organized around respondent characteristics, routine data reporting, performance audits and supervision, outcome evaluation and feedback mechanisms, M&E implementation challenges, and accountability indicators. Most attitudinal items used a five-point Likert-type scale from 1 = strongly disagree to 5 = strongly agree. Qualitative data were collected through semi-structured interviews with key informants in management, M&E, clinical, administrative, and quality-assurance roles. Secondary data were obtained from accessible hospital records, M&E reports, audit records, supervision notes, performance documents, and strategic materials.
4.5 Measurement of Variables
The dependent variable was accountability in the health sector, measured through indicators of regulatory compliance, transparency in financial and operational processes, use of M&E evidence in decisions, stakeholder satisfaction, and reduction of errors or misuse of resources. Independent variables were routine data reporting, performance audits and supervision, outcome evaluation and feedback mechanisms, and challenges affecting M&E implementation. Composite scores were used for descriptive, correlational, and regression analyses.
4.6 Validity, Reliability, and Trustworthiness
Instrument validity was assessed through expert review by M&E and academic reviewers. A content validity threshold of 0.80 was reported as acceptable in the thesis documentation. A pilot study at Konombe Hospital assessed clarity and reliability. Cronbach's alpha for the instrument was 0.870, with a standardized alpha of 0.966 across 16 pilot respondents, indicating high internal consistency. Qualitative trustworthiness was strengthened by triangulating interview evidence with questionnaire results and document review.
4.7 Data Analysis
Quantitative data were analyzed using SPSS. Descriptive statistics summarized respondent characteristics and construct-level responses. Pearson correlation assessed bivariate associations between M&E practices and accountability. Multiple linear regression estimated the joint association of the predictors with accountability. Model diagnostics considered normality, residual autocorrelation, and collinearity. Because the available coefficient table showed inconsistencies among some coefficients, standard errors, confidence intervals, and reported p-values, coefficient-level findings were interpreted conservatively and primarily at the level of direction, robustness, and model fit. Qualitative interview data were analyzed thematically and integrated with quantitative findings during interpretation.
4.8 Ethical Considerations
Ethical clearance was obtained from Mount Kenya University Rwanda, and administrative permission was obtained from Butaro Hospital. Participation was voluntary, informed consent was obtained before data collection, and confidentiality was maintained through anonymized reporting and secure data handling. The manuscript reports aggregate findings only and does not disclose identifiable participant information.
5. Results
5.1 Respondent Characteristics
All 158 questionnaires were completed and returned. Respondents represented clinical services, quality assurance and partner roles, hospital management and administration, finance/procurement, and M&E functions. Most respondents were professionally experienced: 38.6% were aged 41-50 years, 26.6% were aged 31-40 years, and 22.8% were above 50 years. Men represented 65.2% of the sample and women 34.8%. The sample was highly educated, with 50.6% holding a bachelor's degree, 25.9% a master's degree, 17.1% a diploma or certificate, and 6.3% a doctorate. Clinical services formed the largest group (47.5%), followed by quality assurance and partner representatives (20.3%), hospital management/administration (15.8%), finance/procurement (10.1%), and M&E officers (6.3%).
Table 1. Respondent characteristics (N = 158)
	Characteristic
	Category
	n
	%

	Age
	Below 30 years
	19
	12.0

	Age
	31-40 years
	42
	26.6

	Age
	41-50 years
	61
	38.6

	Age
	Above 50 years
	36
	22.8

	Gender
	Male
	103
	65.2

	Gender
	Female
	55
	34.8

	Education
	Doctorate
	10
	6.3

	Education
	Master's degree
	41
	25.9

	Education
	Bachelor's degree
	80
	50.6

	Education
	Diploma/certificate
	27
	17.1

	Department/unit
	Finance/procurement
	16
	10.1

	Department/unit
	Clinical services
	75
	47.5

	Department/unit
	M&E officers
	10
	6.3

	Department/unit
	Management/administration
	25
	15.8

	Department/unit
	Quality assurance/partners
	32
	20.3


Note. Percentages are reported from the thesis dataset and rounded to one decimal place.
5.2 Descriptive Results for M&E Practices and Accountability
Respondents reported high levels of M&E practice across the three core accountability mechanisms. Performance audits and supervision received the highest construct mean (M = 4.729, SD = 0.575), followed by outcome evaluation and feedback mechanisms (M = 4.704, SD = 0.559) and routine data reporting (M = 4.606, SD = 0.677). Accountability indicators were also rated highly. Implementation challenges were rated at a moderate level (M = 3.732, SD = 1.370), indicating that respondents recognized constraints related to capacity, financing, data management, resistance to findings, and management support despite generally positive perceptions of M&E practice.
Table 2. Descriptive statistics for major constructs
	Construct
	N
	Mean
	SD
	Interpretation

	Routine data reporting
	158
	4.606
	0.677
	High agreement

	Performance audits and supervision
	158
	4.729
	0.575
	Very high agreement

	Outcome evaluation and feedback mechanisms
	158
	4.704
	0.559
	Very high agreement

	Implementation challenges
	158
	3.732
	1.370
	Moderate agreement

	Accountability indicators
	158
	4.703
	0.552
	Very high agreement

	Composite accountability score
	158
	75.614
	6.861
	High perceived accountability


Note. M&E component scores are based on five-point Likert-type items. The composite accountability score is reported on the scale extracted from the thesis output.
5.3 Correlation Analysis
All M&E variables were significantly correlated with accountability at the 0.01 level. Outcome evaluation and feedback mechanisms had the strongest bivariate relationship with accountability (r = .885), followed by implementation challenges (r = .811), routine data reporting (r = .801), and performance audits and supervision (r = .658). The composite M&E practice score was strongly correlated with accountability (r = .859). The high intercorrelations among predictors, particularly between routine data reporting and outcome evaluation and feedback (r = .901) and between outcome evaluation and feedback and implementation challenges (r = .908), indicated potential multicollinearity and supported a systemic interpretation of M&E practices.
Table 3. Correlations among M&E practices and accountability
	Variable
	1
	2
	3
	4
	5

	1. Routine data reporting
	1
	.669**
	.901**
	.827**
	.801**

	2. Performance audits and supervision
	.669**
	1
	.740**
	.671**
	.658**

	3. Outcome evaluation and feedback
	.901**
	.740**
	1
	.908**
	.885**

	4. Implementation challenges
	.827**
	.671**
	.908**
	1
	.811**

	5. Accountability
	.801**
	.658**
	.885**
	.811**
	1


Note. ** p < .01, two-tailed. The positive bivariate relationship between implementation challenges and accountability should be interpreted in light of the adjusted regression and possible coding or collinearity effects.
5.4 Regression Results
The multiple linear regression model was statistically significant, F(4,153) = 138.420, p < .001. The model explained 78.3% of the variance in accountability (R2 = .783), with an adjusted R2 of .778 and a standard error of estimate of 3.234. The Durbin-Watson statistic was 1.959, suggesting no serious residual autocorrelation.
Outcome evaluation and feedback mechanisms had the strongest adjusted coefficient (B = 3.282, beta = .826). Using the coefficient and standard error reported in the output, this association was robust and statistically significant (t = 6.684, p < .001). Routine data reporting and performance audits and supervision showed strong bivariate relationships with accountability, but their adjusted coefficients were very small when modeled with the other highly correlated predictors. Implementation challenges had a negative adjusted coefficient, consistent with the qualitative evidence that capacity, finance, data systems, resistance, and management support can weaken accountability. Coefficient-level findings should be read as adjusted associations within a collinear M&E system, not as isolated causal effects.
Table 4. Multiple regression predicting accountability
	Predictor
	B (SE)
	beta
	p
	VIF
	Interpretation

	Constant
	9.329 (2.933)
	
	.002
	
	Intercept

	Routine data reporting
	0.079 (0.320)
	0.021
	.805
	5.305
	Small adjusted coefficient; strong bivariate association

	Performance audits and supervision
	0.026 (0.202)
	0.007
	.898
	2.213
	Small adjusted coefficient; strong bivariate association

	Outcome evaluation and feedback
	3.282 (0.491)
	0.826
	< .001
	10.799
	Strongest robust adjusted association; VIF high

	Implementation challenges
	-0.133 (0.318)
	-0.038
	.676
	5.726
	Negative adjusted direction; interpret cautiously


Note. Model statistics: R = .885, R2 = .783, adjusted R2 = .778, F(4,153) = 138.420, p < .001, Durbin-Watson = 1.959. The p-values for routine reporting, audits, and implementation challenges were recalculated from the reported coefficients and standard errors because the extracted coefficient table contained inconsistencies. The model should be interpreted as evidence of a strong system-level association rather than as definitive evidence of independent causal effects.
5.5 Model Diagnostics
Normality tests for the accountability variable were statistically significant, with Kolmogorov-Smirnov statistic = .327, p < .001, and Shapiro-Wilk statistic = .687, p < .001, indicating deviation from normality. Descriptive statistics showed negative skewness (skewness = -1.882) and high kurtosis (kurtosis = 4.396), reflecting clustering at the high end of the accountability scale. Given the sample size of 158, regression estimates may remain usable under large-sample assumptions, but ceiling effects and non-normality warrant caution. Collinearity diagnostics indicated a condition index as high as 93.802 and VIF values ranging from 2.213 to 10.799. The VIF for outcome evaluation and feedback exceeded common thresholds, suggesting that the predictors should be interpreted as closely related components of an integrated accountability system.
5.6 Integrated Qualitative Findings
Qualitative findings supported the quantitative pattern by showing that staff and key informants understood M&E as a practical accountability mechanism rather than a purely administrative requirement. Respondents described routine reporting as useful for tracking service delivery, monitoring patient-related and operational indicators, and informing management decisions. Accurate and timely reports were perceived to help management identify deviations and request corrective action.
Audits and supervision were associated with compliance, professional discipline, and adherence to standards. Their value depended on whether findings were communicated clearly and linked to follow-up. Outcome evaluation and feedback emerged as the most meaningful accountability mechanism because it connected performance evidence to learning and improvement. Feedback meetings, documented evaluation outcomes, and management review processes created opportunities for departments to respond to findings. At the same time, qualitative responses confirmed that limited staff capacity, resource constraints, weak data systems, resistance to findings, and inconsistent management support could weaken M&E implementation.
Table 5. Integrated qualitative themes and quantitative interpretation
	Theme
	Qualitative pattern
	Interpretive link

	Routine data reporting
	Reports support weekly and monthly management decisions and strengthen documentation.
	Explains strong bivariate association with accountability.

	Audits and supervision
	Corrective oversight exposes gaps and reinforces standards, but may be perceived as punitive when poorly communicated.
	Supports the need for developmental, follow-up-oriented supervision.

	Outcome evaluation and feedback
	Feedback meetings convert performance evidence into corrective commitments.
	Explains the strongest adjusted association with accountability.

	Implementation challenges
	Capacity, financing, weak data systems, resistance, and uneven management support slow evidence use.
	Explains the negative adjusted direction of implementation barriers.


Note. Themes are synthesized from the qualitative findings reported in the thesis manuscript materials.
6. Discussion
6.1 Principal Interpretation
The study shows that M&E is strongly associated with accountability in the Butaro Hospital Expansion and Cancer Services. The most defensible interpretation is systemic rather than mechanistic: accountability is strengthened when routine reporting, audits, supervision, outcome evaluation, feedback, leadership support, and data capacity reinforce one another. The model explained a large proportion of variance in accountability, but the high correlations among predictors indicate that M&E components function as an integrated accountability system rather than as independent levers that can be separated cleanly.
Outcome evaluation and feedback mechanisms showed the strongest adjusted association with accountability. This finding is important because it suggests that accountability becomes strongest at the point where evidence is interpreted, discussed, documented, and converted into corrective action. Data collection alone does not make an institution accountable. Accountability emerges when data create obligations to explain performance and act on what has been learned.
6.2 M&E as Accountability Infrastructure
The findings support the central argument that M&E should be conceptualized as accountability infrastructure. From a principal-agent perspective, M&E reduces information asymmetry by making service delivery, compliance, resource use, and performance trends visible. From a systems perspective, M&E links departments and functions that would otherwise remain fragmented. From a resource-capability perspective, the value of M&E depends on the skills, systems, financing, and leadership that make evidence usable.
This interpretation is especially relevant for specialized oncology services. Cancer care requires coordination among clinical teams, pharmacy, laboratory and diagnostic services, finance, equipment management, quality assurance, referral systems, and patient follow-up. Fragmented M&E would weaken accountability because no single report or audit can capture the whole accountability chain. Feedback loops are therefore not optional; they are the connective tissue that turns measurement into collective responsibility.
6.3 Routine Reporting, Audits, and Feedback
Routine data reporting had a strong bivariate association with accountability, confirming its foundational role. Without timely, complete, and credible data, managers cannot track service delivery, justify resource decisions, or identify operational gaps. However, the adjusted model suggests that routine reporting alone has limited independent explanatory power once outcome evaluation and feedback are included. This is not a weakness of routine reporting; rather, it indicates that reports matter most when they feed into interpretation, supervision, and action.
Performance audits and supervision also showed a strong bivariate association with accountability. Their contribution lies in verification, standard adherence, and corrective oversight. Nevertheless, supervision must be carefully framed. If it is experienced as punitive inspection, it may reduce openness and learning. If it is linked to mentoring, follow-up, and transparent communication, it can become a credible accountability practice. This aligns with audit-feedback evidence showing that feedback is most effective when it is specific, repeated, credible, and action-oriented (Ivers et al., 2012).
Outcome evaluation and feedback had the clearest adjusted association with accountability. Feedback closes the accountability loop by turning evidence into decisions. In a specialized hospital service, this matters because accountability depends on whether departments can identify failures, explain them, agree on corrective steps, and follow up on implementation.
6.4 Implementation Challenges
Implementation challenges qualify the relationship between M&E and accountability. Limited staff capacity, financing constraints, weak data systems, resistance to findings, and inconsistent management support reduce the likelihood that M&E evidence will influence decisions. The positive bivariate correlation between challenges and accountability but negative adjusted direction in regression is best understood as a symptom of overlap among M&E constructs and possible measurement effects. Substantively, the qualitative evidence is clear: M&E cannot strengthen accountability unless the hospital has the capacity to collect, interpret, discuss, and act on evidence.
6.5 Statistical Interpretation
The statistical results should be interpreted with appropriate restraint. The study is cross-sectional and correlational; it does not establish causality. The accountability outcome was skewed toward high values, suggesting possible ceiling effects. Predictors were highly intercorrelated, and the VIF for outcome evaluation and feedback exceeded the conventional threshold of 10. These diagnostics do not undermine the central conclusion that M&E is strongly associated with accountability, but they do limit claims about the independent effect of each M&E component. The most rigorous conclusion is that accountability is associated with an integrated M&E system, with outcome evaluation and feedback appearing to be the most robust pathway in the available data.
7. Theoretical Contributions
The study contributes to health-system accountability theory by showing that M&E operates simultaneously as an information mechanism, a feedback process, and an organizational capability. Principal-agent theory explains how reporting, audits, and supervision reduce information asymmetry and increase answerability. Systems theory explains why feedback loops and interdepartmental coordination are essential for translating data into accountability. The resource-capability perspective explains why M&E effectiveness depends on staff competence, digital infrastructure, financial resources, and managerial support. Together, these perspectives provide a stronger explanation than any single theory: hospital accountability is produced through the interaction of visibility, verification, feedback, and capability.
8. Practical and Policy Implications
For hospital managers, the findings imply that accountability should be strengthened by institutionalizing feedback loops rather than focusing only on reporting compliance. Routine data should be reviewed in structured meetings, linked to action plans, and followed up through supervision. Audit recommendations should be tracked through implementation registers, with responsibility assigned to specific units and timelines.
For policymakers and health-sector regulators, the study supports investment in hospital-level M&E capacity, particularly in specialized services. National M&E frameworks should assess not only whether facilities submit reports but whether facilities use evidence to make decisions and implement corrective actions. Digital dashboards, data validation systems, and routine quality-assurance processes can improve timeliness, accuracy, and visibility of performance information.
For partners supporting cancer services, accountability frameworks should reinforce hospital decision-making processes rather than creating parallel reporting systems. Partner-supported monitoring should strengthen institutional data systems, shared learning, and joint performance review. Investments in infrastructure and service expansion should be matched by investments in data quality, analytic capacity, clinical governance, and leadership routines for evidence use.
9. Limitations
The study has several limitations. First, it was conducted in a single hospital, which limits statistical generalizability to other Rwandan or regional health facilities. Its value is analytical rather than nationally representative because it examines a specialized rural referral setting in depth. Second, the cross-sectional and correlational design supports association but not causal inference. Third, the findings are based largely on staff and institutional stakeholder perceptions, which may be affected by social desirability or organizational loyalty, especially given the high agreement scores and full questionnaire return.
Fourth, the accountability measure was negatively skewed, indicating possible ceiling effects. Fifth, the predictors were highly intercorrelated, which limits the interpretation of individual regression coefficients. Sixth, patient-level outcomes and patient perspectives were not included, although they would provide important evidence on whether M&E-linked accountability translates into patient experience and clinical outcomes. Future research should use longitudinal designs, multi-site samples, patient-level measures, and stronger observational or administrative data to examine how M&E affects accountability over time.
10. Conclusion
This study provides hospital-level evidence on the relationship between M&E practices and accountability in the Butaro Hospital Expansion and Cancer Services in Rwanda. The findings show that accountability is strongly associated with an integrated M&E system in which routine reporting, audits, supervision, outcome evaluation, and feedback operate together. Outcome evaluation and feedback emerged as the clearest accountability pathway because they convert performance evidence into learning, correction, and managerial responsibility.
The broader implication is that M&E should be understood not as a reporting obligation but as governance infrastructure for specialized hospital services. In oncology and similar services, where complexity and resource sensitivity are high, accountability depends on the capacity to generate reliable data, interpret it collectively, act on it, and follow up. Strengthening hospital accountability therefore requires investment in digital data systems, staff analytical capacity, participatory supervision, structured feedback mechanisms, and leadership commitment to evidence-based decision-making.
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