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. . ABSTRACT

This cofnparatij/e study is ab‘:outv thé p;bviZSiqﬁ of Primary Heélth Care (PHC) |
in Paidha and P;kwa(::; Urban _'cm;n'cils under the National Ré:sisiance;_é
Movement’s (NRM) acc'éntralvizétiblr‘i prog{amme. The study spéciﬁcélly _
pursued :the following_objegives: the Eébmm;)n problems of l;HC in the two -
urban councils; community ;j.alrticipati()n towéirds improved PHC; the way. the
available funds and trained | personnel :are being utilised under
decentralization; and examining other factors that influence or constrain PHC

in the two urban councils.

The research attempted to examine the delivery of PHC under
decentralization with emphasis on the influence of community empowerment:

and financial and personnel management on PHC service delivery.

In carrying out the comparative study, qualitative and quantitative research
methods were used. While qualitative research method was descriptive in
nature thereby exploring the experiences of respondents. quantitative research
method provided the tab'ulatéc‘l'statistical categorisation of responses that
were presented in frequencies and _percentages. These two methods provided a

built-in linkage that made interpretation of ﬁndings possible.

Xiv
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" -"'The comparatwe study helps in understandmg the 1mportance of commumty
'lﬂlpart1c1pat10n in 1mprovmg the quallty of PHC It further helps commumty '
: leaders to find ways and means of promotmg posmve behav1ours towards

,. PHC This therefore provnde a basns for understandmg how partlclpatory and

strategic policy formulatlon, 1mplementatlon. and adjustments can be

- improved.

The ﬁrsl chapter deals with introduction to PHé in developirlg countries and
Uganda in particular. It examines Uganda’s situation from independence to
the current National Resistance Movement (NRM) government. It also
defines the key concepts. It further gives the statement of the problem,

objectives of the comparative study.

Chapter two looks at the related literature in relation to the study problem.

The literature review looks at.findings and observations of many scholars

" about PHC under decentralised system. This review is then linked to
-Uganda’s situation in order to examine how she has been handling PHC under
decentralization. The study mainly focused on how the available funds,

trained personnel and community participation has been influential in the

provision of PHC.

The third chapter stipulates the methodological approaches of data collection,

the type of research design used to accomplish the research, the study area and

XV



sample p0pulatron Tha approach also mdlcates the way the data has been
'analysed and the lrmltatrons of the study This chapter is very 1mportant for
| the study- because if appropriate methodologrcal, approach is not used, it

'invalidate_s'the research process and findings,

Chapter 4 presents the study findings. It reveals the analy51s of the
mformatron as derived from the respondents’ views. The ﬁndmgs of the study
revealed that improvements of PHC depends on the level of political
empowerment of the local community because when the community is
empowered politically, the local people are able to make quicker decisions
which lead to improvement in service delivery. The study also found out that
adequate PHC service delivery depends on. the availability of funds and
trained personnel. The findings in chapter 4 are therefore the reflection of the

situation of the PHC on the ground.

Chapter 5 is the last chapter of the study. It lavs down the sunrmary of the
findings of the study, the conclusion and the recommendations about the way
forward.- It also suggests areas for further research because very frequently it
has b.cen quite difficult to ca:ry out research very exhaustively due to limited
time, funds and other difficulties like appropriate m'anpO\ver to be used in the

. field.
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DEFINITIONS

The C(,')ncéptv of iPri;mary Health Care

'Prifpary Héalth .'Czire ‘('PHC) is defined as '{e'ssentia_lf .héal_th, ‘¢a-r¢.'made
iunivérsally accessible to individuals axid families by means accepiéble tof
them, through th;_eir full participation and at a cost that ihé~.community and

.

Country could afford" (WHO 1978).

PHC includes: health education and food quality supervision, sanitation and
water, maternal and child health care, immunization, essential drugs, and
treatment of common ailments by community workgrs. At grassroot levels,
the PHC service pro.viders are health centres, dispensaries, sub-dispensaries,

aid posts and sometimes hospitals.

Infant Mortality Rate (IMR)

[nfant mortality rate refers to the number of deaths of infants under one year

of age per 1000 live births in a given year (MPED 1998).

Child Mortality Rate (CMR):

' Child mortality rate refers to the number of deaths of children between 1 to 5

years of age per 1000 live births.

Xvii



" Life Eip_ectahéy_ at Blrth(LEB)
Li:fe-expectancy at.bijr_’th.' refers to the number of yeaté a'néwbomiinfam is.o
expected toé livé if he or éhe is éubjected to age-speciﬁcé—de’éth’ raté:s m ‘a giVén '

yéar (MGLSD 1998). .-

Matérnal Mortality Rate (MMR):

Maternal mortality rate refers to the number of deaths of mothers while
pregnant or within 42 days (6 wéeks) of termination of pregnancy for every

100,000 live births (MPED 1998).

Sanitation

Sanitation 1s defined as :personaI and environmental cleanliness to promote
the \\:'ell-being of the communityj Better sanitation is ihe promotion of -
facilities, skills and pféctises that enables individuals, families and
communities to improve their qualities of life through safe and appropfiate
disposal of human exc-reta, practising of good personal hygiene, prdvfsion o'f
good drinking water, appropriate disposal of solid and liquid wasté (Sc_hqol

Sanitation Information, July 1999).
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"The Cohc_:épt of-Decénztfglizétiqn S

Décentralization_ means ﬂie tr‘ather of legal, administrativeiand politicaii" :

*

authority to rhake éiecisiéns- a_'ndt'-fnanage public functions of thosé ageﬁéies S

with subordinate units of = governments, semi- autonomous- public
corporations; area-.wide "development authorities; functional authorities;'
autonomous local  government, and non-governmental organisations

(Rondinelli 1987:37).

Decentralization policy, as suggeSted by the World Bank in many countries,
argues that local governments car; become more responsive, accoun.table, and
effective in serviée delivery (World Bank 1992). This policy beéarﬁe an
important part of development strategies of many Third World governments
in the 1970s and 1980s (Rondinelli 1981: 134). Further, Thi:rd World
countries attéximpted this policy té create more socially equitable p;attems of
economic growth and to spread benefits of development to meet the needs of

the general population.

According to the Ministry of Local Government's implementation unit, the
Decentralization Secretariat (1994:19), decentralization is the transfer of
legal, political, administrative and financial authority to plan, make decisions

and manage public functions and services. This transfer is normally from the

Xix



 central government and’ its “agencies. to lower level of administration or
organisation.
The major types of decentralization' are: deconcentration, delegation, |

devolution and privatization.
Deconcentration

Deconcentration involves the shifting of workload from central ministries to
field officers and whose decision-making and irﬁplementation is within the
guidelines set by the central ministries (Rondinelli 1981:137). An example of
deconcentration in Uganda is where the District Medical Officer performs hig

or her duties within the guidelines set by the Ministry of Health (MOH).
Delegation

Delegation is where the central gov_emnient transfers responsibility for
decision-making and administraﬁon of public functions to semi-independent
organisations, not wholly contfélled by the central government, but ultimately
accountable to it (Decentralize;tion_ Secretariat 1994:21; Rondinelli
1981:138). An example of a dglegated function in Uganda is \:vhen the

Ministry of Transport and Communications gives authority to Uganda Posts



R e A
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- and Telecommunications to plan and implement decisions concerning specific

" activities of Posts and Telecommunications services. - -

Devolution

Devolution involve% subst:anti‘al ftran;s-fer. of ipowéf%s,_ functions and resourcies to
lower level authorities which are leifgc?ly indepelédent .o‘f central government
(Rondinelli 1981:138). An exa'rHia]e ot';devolutiox; of powers in Uganda is the
management of separate personnel system which has been transferred from
the national capital under the control of the Public Service Commission to
local authorities which are body corporates and managed by District Service

Commissions (DSCs).

Privatization

Privatization is the transfer of public or parastatal responsibilities to private
firms, individuals, NGOs: and companies, to provide services
(Decentralization Secretariat 1994:21). An example of privatization is where
mérkets which belong to districts are hired but to efficient private

~ businessmen.

Manor (1995) argued that privatization is not a form of decentralization
because power is actually passed from one major centre to others. However,

it should be noted that in privatization, power is passed from the central



. ,g_oVémiﬁent to private firms, and it is the central gqvemmeﬁt' which provides

the enabling environment and regulates the private sector.  The central

government has to ensure that appropriate standard of goods and services are |

maintained due to increases in thechoicé of goods and services available to

- .-the consumers.

xxii
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CHAPTER ONE
10 INTRODUCTION

T Chapter 1 explains the problem of health cafe'se'rvigcs in dev'(é:loping countries. It -
' also defines the key concepts namely: PHC, and decentralization. This chapter

also deals with the statements of the problem, and the research questions.

This chapter is important because it explains the prevailing situation of PHC in
developing countries particularly the experience of Uganda from 1962 to the
current National Resistance Movement (NRM) government. It also clearly gives

the objectives and significance of the study.
L1, BACKGROUND OF THE STUDY

-The impfgvcment of health care services in develdping couﬁftrieé has gradually
slowed down during the last two decades. Ecor;omic ;ecessi’on, debt burdens,
dr;a.u'ght, famine and war, have undermined the inépfévemcnt'of health care
services.. Many countries, 'espi_ecially .in sub-Saharan Africa (SSA), have-

experienced declines in per capita income. In SSA per capité growth between
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1980 and 1993 has been negative (-0. 8) compared to East Asra Wthh was 6. 4 and
South Asra which stood at 3.0. Further, life expectancy was at 52 years. “This life

eXpectancy was signiﬁcantly lower than other regions" Illitei‘acy rate was as high

toas 50% (World Development Report 1995). The SSA countries have suffered

_decreases in the availability of food and mcreased malnutrmon as well as increases
in the prevalence,of commumcable diseases such as malaria and acquired immune

deﬁciehcy syndrdme (AIDS).

At the time of independence in 1962, Uganda was one of the countries in SSA
with promising economies. This potential was demonstrated during the first 10

years after independence when GDP was growing at an annual average rate of

. 5.1% (1961 - 1970) in which all sectors had positive and high growth rates

(Ochieng 1995). However, the political crisis, economic mismanagement and
armed conflicts in the 1970s and 1980s destroyed social and physical structures
including health services (Ochieng 1995:4). During the 1970s and 1980s, many
trained personnei_, left the country due to economic hardship and_insecurity. This
led to the reduction in the number of medical doctors from 978 to 5.74 and

pharmacists from 116 to 15 (Khiddu-Makubuya et.al. 1994:545).

Since 1986,the NRM Government has been trying various measures to build up

health services in order to improve on the delivery of health care services by



in{rolving the lé)éal péoblé vin'.p‘_olitical and administrati\;e affairs corfcémirig thelr
iocaliti'es.' The lpéél édrhihiétéation system introducéd by the 'NRM in 1986 was
b_ased Onr Resisﬁnce Co_nmcils‘(RCs) - today, RCs are called Local Councils (I_JCS)..
tCs,; b‘écags'e of th»leir p_aﬁicipatory approach, made it 1?)os§iblévf9r.‘tl?1;c_ _goverhr:;ient: S
t f:ofreééh d'egeﬁ iﬁ'the ,r.u_ra_]- afeas‘._The LCs also allowed rfor éaéy. 'i%ﬁfofrnatio_jrl ﬂow |
I.t was thérefore,l the sitructur_:al framework off the LCs 'wihich .la_ter led tof the

formulafio_n ojf the policy or programme of decentralized governance in the 1990s.

-~ : g

1.2  SERVICE DELIVERY

In Uganda the provision of social services such as medical and educational
facilities constitute an i}nportant aspect of planning and resource allocation. The
availability of such serviéc?s in different parts of the country is influenced by the
major factor of the total population and the age structure of the population in a
givén area. Other factors stemming from the differént levels of economic
dev%:lopment of a given area, historical and political influences do play a part in

“the .location.of these services (Jamal 1972: 75-78).

However, gbvemment :'r}ormally attempts to provide the services accordidg. to
acceptable guidelines on principle that the greater number of peop'ie should benefit
from such-services. However, under condition of strained resources government

has not been in position to extend the services adequately in all areas.
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Since the méterial and sé)éiai 'con'.diti-on's under which people livé are constar;tly
changing zi'nd people’s neéds ére also 'changing, policies and proérammes designed |
to promote the welfare of people also require constant review and adjustment (UN
1984: 19-2 1) In ofde; to:' céter for the Welfare programmes or im;proye on ;ser\f/irc_e _
delivery of the ;iifferéﬁt groups, th_cfe is need for central govemmént to ailo’iw local
auth(;rities With their'a.vailable locél resources and authoriéy to plAay a émcial role.
Local government éggfncies shc;uld be empowered to run compfeﬁeq‘éive )
programmes and/;allowfsmaller_ aéencies or. private firms to cater ﬁ; différent

interest groups in order to improve on service delivery.

In the field Qf health, programmes of immunisation, antenatal _and delivery
services, nutritign, the promotion of breast-feeding, growth monitoring of children,
free milk for children, and environméntal sanitation help in prolonging life. The
PHC approach is seen as a significantly new strategy in health care that has the
potential to ackixieve the aim of adeduate health services for the local population. In
order to achie\;fe adequate health se‘_r_vice delivery, there is need to in\;olve the local

population through local authorities.

1.3 DECENTRALIZATION IN UGANDA

The decentralization progré:ﬁfne in Uganda was launched on 2nd October, 1992,

by His Excellency the President Yoweri Kaguta Museveni.: In November 1993,



the National Resistance Council (NC»R)' debated and passed statute No. 15 of 1993,
which became an enabling law for decentralization process ana created a
framework for autonomous :decision-making;at District and Urban Councils

(Authorities). The statute also devleed powers to lower levels of governments. é

Decent;alization in Uganda_:. has bee;_n furtiler strengthe‘ne(;i by the 1995 _3
Constitution and the Local C:}(;vemmenfs Act of 1997.1 These reforms aimed to ::
achieve three main objectiveé. First, it sought to bﬁng political and administrative
control over services to the point where they are actually delivered. Second, it aims
to free local managers from central ponstraints. Third, it aimed to improve
financial accountability, as well as improve local capacity to plan, finance and

manage the delivery of services.

However, 1t should be noted that due to-inadequate funds. skilled labour, and other
infrastructures, dece;ntralization programn1e has been carried out in thre;e phases
(Dccentralizatién Secretariat 1994:9). The first phase began in 1993/94 financial
year with 13 districts. The second phase commenced in 1994/95 with 12 districts.

The third phase was launched in 1995/96.

Despite these phased implementétion, local authorities in Uganda continue to

experience the problem of inadequate financial resources, trained personnel, and



cﬁher int}rastruéturé'such as health.units, to cope dp with the décéntralised services
in the cfountry.r Acéérding to the Mihistry ofi Natural ResoUrceé ('1995i8),-0ne
phy_sicia;_n attends to 24,700 people, one nurse/midwife attends to 8,900 people,
oﬁegme;ii(‘;a! lravssis,t‘ant attends to 20,500 people; or}e'heqlth finspector attends to
.:58,"0:00 people.r It is also estimated that 20,000 5peobie s};afe -_dne-ﬁéalth unit and
800 people shafelo_ne health care bed. Kfliddu-MakuSuya‘ ét._al. _(1994}'54'5) noted

rthat_onffc doctor attends to between 9000 to 10,000 people. _fHowcver. gthis varies

from district to district.

In Uganda today, child mortality rate (CMR) is at 147 per 1000 live births, infant
- mortality rate (IMR) is ai 97 per 1000 live births, maternal mortality ratio (MMR)
is at 506 per 106,000 live births, lifc; expectancy at birth (LEB) is 48 years (MoH
1998:1). Geographical access to health care is severely limited with onl_y 49% of
the population liviﬁg within Skms of any type of h;alth service unit. More than
60% of mothers are not attended to by trained heal_th personnel during .child birth.
About 75% of life years is lost due largely to preventable diseases such as malaria,

diarrhoea, pneumonia, tuberculosis, anaemia and meningitis (MoH 1998:1-2).

Considering the jpropulatvion ratio to trained medical personnel andthe high child,
infaﬁ_l, maternal ﬁiortality rates, it 1s quite clear that there is inadequate disfribution
of social se_r-_vices-and amenities related to health care services. The high.death rate
due to ﬁféventéble diseases is an indicatioh of inadequaﬁe health care services and

low level of literacy and awareness in the local authorities in the country. It is



these difficulties that led to decentralization as the way out to impiove on health

caré services.
14  STATEMENT OF THE PROBLEM

Decentralization policy has been introduced in local authorities. to improve on

— i - :
- ' - i

service delivery by-addressing issues pertaining to financial constraints, health
manpower planning requirements, community participation and NGOs. The
government of Uganda, through the MoH, has been committed to implementing
PHC strategy by invoiving local authorities, NGOs and the local community at

large.

Déspil‘c the ongoing decentralization, where every local authority has taken charge
of its own development in terms of legal, political, administrative and financial
aiithority so as to carry out plans according to local neéds in order to imprcrye on
primary health care facilities, urban authorities are still faced with chalienges of
inadequate financial reéources, professional and administrative peisonnc.l, lack of
connnunit? participation due to weak mobilization, poor poiiticai ieadersiiip, -
insufficieni co_rnmun;ty outreach and poor accessibility to health unité._As a recult,
urban authorities are continuing to face problcms of morbidity' and mortaility due to

increased outbreak of diseases such as meningitis, plague, malaria and other



preventable diseases such as pneumonia, tuberculosis and anaemia. There is still

high infant, child and maternal ‘mortality rates.

Altboué’h Péédhé_éhd 'li?ak\;"v‘éch urban authorities seem té) h;ve .‘si;fnila{_r: 'pr:ob‘lerr'is'
relatted-tovE PHC'WhiC}.l inclﬁdé; inadequate number of trai’ned pefsqrinel, ﬁnain'ci;a-l
resources and médical equ';ipmeri{, the current treﬁd is that many pati_;é.nts- tend to
visit Patdha more than Pakwach.. In fact, even the people from Pak\gfv;ch fcnd io
visit Paidha instead of their own heaith units. This phenomenon shows that ihere
is something wrong in terms 0»f PHC services delivered in the two Urban
Authorities under decentralization. Hence, there arises the need for a comparative
study -between Paidha and Pékwach to establish why Paidha receives more
attention from patients than Pakwach in the provision of primary health care
services under decentralization, given that the two urban authorities are exposed to

similar facilities including; similar political status, management structure and

sources of revenue.



L5  OBJECTIVES

General:

The general opjective of thls Stgdy is to

. establfsh ihe ‘o.y%eral:l 'paﬁei‘n <:)'.'f primary health care service ;deli;very bemg '
j:proviciled by the jtvyo ﬁrbén 'aimt-hori:ties in relation tjo available fesoﬁfcés

under decentralized management.

— i
. l

Specific:

The specific objectives of this study are as follows:

. To find out health problems commonly faced by the communities of
Pakwach and Paidha;
. To assess the community's participation towards improvement of primary

health care services;

. To establish the extent to which decentralization particularly {inancial, and

personne:l, has led to the im;ﬁrovement of PHC service delivery; and

. To examine other factor(s) that influence or constrain the delivery of PHC

in the two urban authorities.



1.6

Pl
+

RESEARCH QUESTIONS -

The following research questions are considered central to this study:

1.7

[s the improvement of PHC service delivery dependant upon political
empowerment of theécor’hfnunity?

Is there a relationship between décentralized managemerit (i.e :ﬁnancial,. '
personnel) and the type of PHC being delivered?

What other factors influence or constrain PHC delivery?

JUSTIFICATION OF THE STUDY AREAS OF PAIDHA AND

PAKWACH URBAN AUTHORITIES

The following reasons explain why the two Urban Authorities were selected: .

1.7.1

PHC forms part of the priority programme area of the central government

and the provision of PHC affects the greater part of the urban society in
improving their life style, it is therefore necessary to conduct research in
these young and developing urban authorities to find how they are

providing PHC services for the development of the country.

Because the researcher comes from-these areas, it will be easy to access the
necessary respondents and data. Also, the researcher is very familiar with
the actjvities that go on not only in the health centres, but the region as

well. f
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l'i._7.3 Both urban author_ities are in an ifnsecufe aréa; since the north is in a war
zoné, the two authorities become areas of interest because it is important
to establish how the twé urban aﬁthorities_ afe managing the decentralized
services, especiallj health,_d'qrir;g this difﬁ_cﬁlt leitical and economic

situation.
1.8 SCOPE OF THE STUDY !

The study covered two administrative wards of Paidha and Pakwach respectively
and in each Urban Authority the sample size cbmposed of 40 non patients, 20

patients and 18 key informants.

The main variables in the study were PHC service delivery, decentralized finance
and personnel functions, other variables included gender in relation to male,

female, age group, level of education in provision of PHC.

- The researcher assessed the capacity of Paidha and Pakwach in delivering PHC,
with the view  to -establishing the problems or constraints therein.

‘Recommendations were made to alleviate the likely problems or constraints.

11



1.9 - SIGNIFICANCE OF THE STUDY
Th.e' study is significant in that:

'« It will contribute to the understanding of the local population whose. :
participation is very important m tﬁe provision of PHC hence, enabling
~ themto prioritize their-needs in relation to a\}a.ilable resourses;
. It will aim" at providing useful infonnation appropriate to- policy
formulation that can improve on PHC delivery; and
. [t will contribute significantly to the understanding of how PHC services

should function under decentralization.

12



CHAPTER TWO

2.0 LITERATURE REVIEW
2.1 . INTRODUCTION

This cbapter reviews literature on the theory of (ﬁeo)liberailism, ciecentralization
and_ PHC concepts, and related literature:" It loé)i(s at obséwatioﬁs of different
scholars related io the delivery of PHC and how this élays out in the case of
Uganda. This is important because the opinion or observations of many scholars
on PHC delivery helps in understanding how PHC is being provided under
deceniralized system, the relationship betwen central éovemment and local
government and how local community participate in providing PHC by making

use of the available resources. I start with the theory of (neo)liberalism.
2.2 THE THEORY OF (NEO)LIBERALISM

Dééen‘tralization in Uganda is largely explained by the liberal perspective (public
choice»'theory) other than theories like Marxism or Nationalism. From Adam
‘Smith to its contemporary proponents, libera_xl tl;inkérsi have shared a coherent set
of assumptions and beliefs about the nature of 'ﬁuman beings, society and

economic activities. All forms of economic liberation, are committed to the

13
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market and the price mechanism as the most efficient means of organising
domestic and international relations. In other words, liberal economic theory is

committed to free markets and minimal state intervention.

jLiberalism 1s deﬁn;d as a doctrin@ and fset of p(r:inciples for (i).rganis'ing and
.maﬁaging a r'_n.arket Eeconomy in qrdér to achieve maximhm efﬁcie;ncy, economic
gr(;)g:\;vth,énd igxdividliai welfare (Gilpin 1988:27)..C/}.i1pin r::;'c‘)tes.that tl;1e rationale for
a market éystem 1s thait it increases economic efficiency, maximises econémic

growth and thereby improve human welfare.

There arc principally two competing theoretical paradigms on the question of
economic gréwth and development in the realm of development studies (Marshall

1996: 427-430): (neo)liberal and the structuralist.schools. Liberalism is ...

... an intetlectual and moral principle on which social life is organised and which
is built on the recognition of political and economic rights of the individual with
the limits prescribed by the operation ojf laws ... In its narrower meaning,
Libera'l-isin - the ideology and politics of lil;eral parties - as a wbolé isvoriented to
~ the prese&ation of the market economy and free competition in conjunction with

minim@l necessary regulatory role of the state (Weigle 1996: 43 7)‘_..

~ The liberal school emphasizes that development is attained once domestic elite in
state Lémd industry apply growth-generating policies. This school views the world

economy as being a neutral space within which liberalisation and privatisation can

14
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~succeed. Liberals argue that countries develop sol>ely on their: intrinsic merits.
Liberals seek to provide a prescrfptive, policy-oriented measures suitable - for

economic growth.

Neb-liberais efnpﬁasiize capital-intensive industriélisatic)n; _heavy infrasfructurg
investment, and the t;ransfor!mation of traditiénal values as the apprOpriate formhlé
for /achiev;i'r;g sélf-su:staining economic growth, the benefits of \évilich will “trickle
down" to the masses. The neo-iiberal thesis believes that the search for» profit is a
natural human inclination, and that freedom of choice is critical to the success of
economic and, to a certain -extent political enterprises. The liberal approach is
rooted in the classical liberal framework of Adam Smith and others who privilege

the ‘invisible hand” of the market in the global economy.,

Structuralists, on the other hand, deny that global capitalism provides any ready
a:nswer for peripheral countries. They present the lav;v of uneven and restricted
development in a fixed way in an attempt to describe today’s global:power

configurations. Structuralists believe that the conditions for ‘perfect competition’

do not exist in man'y_Third_ World countries such as the new states of Africa

because inequalities in access to resources, information, and technology, impede

the clock-work operation of a free-market.
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Fof nearly three decades (i.e., 1945 to mid-1970s), it was: structuralism rather than
n‘eo-liberalism whicﬁ served as Vthe major motor in pubiic policy in the de\;elbping :
countries. Structuralism, sérving as the dominant paradigm of development, thrust
thé public r;ostfum beyond the traditional limits and, téwa,_rds the eliimination__of
‘pove-rty, iénorahcé and disease’ (Balogun 1996). In:v thi-s senée, Structufalism
rersultédi in" central planning, social engineerihg and graﬁdiose solutions to
problems of péyerty and% inequality and the tendency to extract re§ources from
potentihﬁy proéluctive sectors and transfer them to drain-pip"e; actinfg in the_guiée

of public interests, economic regulators and law enforcers.

The polarisation of these theoretical debates into the two extreme denies the Third
World countries the opp;ortunity to pursue a ‘third way’- i.e., developmentaiist
path based on a resolve to exercise state power in moré dynamic ways. The
develo‘pmental state perspective represents efforts to arrive'at a synthesis within
the inside-out (state-centric) or dirigisme (state activism) approach. Yet ;he
‘invisible hand’ of markets, and good state rﬁanagement accounted for the success’
of ‘laie developers’ parti;:ularly in the Far East. In countriés such as those in the
Far East, the phenorﬁendx;of ‘late developer® rests with the strategic role fhe stalete '
played in taming -the domiestic and international forces and harnessing them to
national ends'((‘)nis 1991: 109-121; Johnson 1982). Thus, the role Vof the stéte
should be seén as ‘historical animator’ in developmentalist ‘catéh-ups’ (Wade

1990).

16



Pu:blic-choice Ea}:)pr<‘)'ac}:1 is | defined as the 'applicatic-m of methio’dolo_éy , énd
i)éhaviourial aSisumi)ti-onsv-bfr-’ economicsr.to thé subjec£ matter of poiiitiéal srciencvé:‘r -
(Lanc'1987.:l46f). Public-choice theorists such as Buchanan, Tu]loclé and Ostr’orr'l_r
aévogaté fqr dé_:céntrali'.zaﬁon. of powers and services t(; engoﬁrage c;)rrip_éiifion m o
se_‘rﬁcé _dé_li%ve_ry. Théy ﬁotg th'at hierarchy in govemm%ent iqads’g t§ ééntraliiaﬁion
aﬁd the; slbwipg _dow-ne of décision-making. They,A théréforé, a:dvc.),catev t:hat

authority should be divided into smaller units to limit and contfr'_ol excessive

- i
- ’

political power (Stocker 1988:244)..

Public-choice theorists advocate ;that local government should be run as business
organ:isations because there will be greater diversity of services provided withih a
given geographical area.. This belief, it is argued, will give all opportunity for
individuals to choose ratiorially by providing the range of goods and servicesA
which is more suitable in a particular environment and needs of the people

(Harmon and Mayer 199@:251).

In Uganda, the implementation of the Decentralization policy since 1993 cle_ariy
shows what pub’lic-chbicé _thebry advocates. Under this new local goverfuneﬁt
arrangements, body corporz-ifes include units such as District Local C‘E_)unci_ls, urbaﬁ
 authorities and sub-(';c.)untyvcpuncils. This structuré is created to enable _quicke.r'v

. decision-making and improvement of service delivery.

17



The implqmentation of ﬁnancialr _deéentralizat_ion, which enables the disftrivct -
council and othér 1ow_ef local‘ gov_erﬁment councils to 'contract out' sel;vices? like
mérkets, liben‘ce,,pe'rmif collectioﬁé garbége collection in urban councils, hosp%ta]s',
health ceﬁtrei clean‘iing and .s.u’pp'ly of -drugs, are all aimed at; ef?eétiveé se'r:vicé' _
delivery. ;Thc cfen-tria1 .g."over'nm'e_:n:tv normally provides thegenablirflg e_nyirérimeﬁt by
regﬁlating the private §éct0rs and ¢nsuring that appropriéte standard of g_c_)ods and
~services are rr}gi_ntéineéci, e.g. Uéanda National Drugs Aluthority (liNDA)g : and

Uganda National Bureau of Standards (UNBS).

Since the NRM is following liberal theory (public choice theory), ahd the country
is faced with major problems in -jthe health sector such as health care organization,
management énd financing, how does it expect the local authorities, and more
especially those with low economic base like Paidha and Pakwach, to be efficient
and effective in delivering the:depentralized services? In fact, the inadequate
funding of health sector cdﬁpled with the problem of ;underdeve]oped
infrastructuré (Mol{'1998:3-1-3);:'lack of trained personnel, and liﬁited community
participation, qonstrain the implementation of the decentralized serv.ices. This
study intends to investigate fhese difficulties related to the provision of PHC

service delivery in the two urban authorities of Paidha and Pakwach.
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23  CONCEPTUAL FRAMEWORK

- The conceptual fréﬁ;ewérk looks :at the é_ccomplishment of PHC sé‘rvicc ‘deliyery
by local aﬁthdﬁrifies or U_fba».r.;vA_utﬁorit.ieA:é. It recognizes the need Efor E/ariabies f;‘.r‘o'm: :
the part of policy%c;)rfnﬁlation and implementation through deiczentrafliz-afic;n;' It
helés to examine the::.de'gree td; ‘_WhiCil political empéwerment enaﬁlés _jbcal :

authorities (Urban Authprities) to improve on PHC service delivery. _-

Decentralization, in its context, covers political, financial and personnel, aspects.
Political empowerment covers local community participation in decision-making,
in which the local community are involved in mobilization of resources, planning

and prioritising their local needs in order to improve on service delivery.

Through comimunity participatiop», the local people make decisif:)ns on issues
affecting therrlé, they become agents of their own change, rather thané being passive
recipients of a centrally-driven proqesé; The whole notion of decéntralization, and
especially derhit’ion' of powér ffbm _-the centre to the districts -and from _the
districts to sub-countigé/urban councils, to villages and individuals is the creation
of political empowerrﬁent to- the l,dcal community to take charge of theirﬂv own -

develobment priorities.
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Financial management .includé:s mobilizétion, allocation and utilizatioﬂ of funds.
With regard tov planning, each lbwer local authority is mandated to make a
comprehensive plan to be iﬁtegrated in the District Council by the District
Planning Authority. -Personnel management requires that every local :autpority is -
empowered to ;ecruit, promote, discipline and fire employees tmough their
District Sérvice VCommission (DSC).'On the question of laws and r;agulafions,
local authorities have been e:mpowered;to make relevant bye-laws. The ultimate .
aim of decentralizatibg is to:empower the local:people 50 as to enable them to

participate in their own affairs in order to shape their own destiny.

Table 1: Conceptual Framework of Decentralization and PHC Service
Delivery. ;
Decentralization Urban Authorities PHC Services
(Social Effect)
e Political empowerment e Provision of water . Imbroved
e Local Community supplies sanitary
participation e Development of facilities
¢ Financial Management ‘Social works e Improved
¢ Planning e  Provision of sanitary I maternity and

child welfare
sérvices

e Control of
communicable

¢ Formulation of laws

_ facilities, welfare of
and Regulations

children and mothers
. {e :Provision of clinics,

dispensaries, health diseases

and i_noculation e Improved life
centres style of the

: communty

Source:Author
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Table 1 indicates that decentr'cillizati-onr is a process of transferring ;;olitical,
legislative and pefsonnel or executivé powefs from the centre to local éuithorities
in form of local gommu’nity pé.rticipation in which local people exercise éll
political, ﬁnancial:and e‘xe;cz:uti\f/efunctiqr'l within their areas of juriédic;ioh. :
Financial management is_whé:reby local auth_orities mobilize and manage reso.urce_s'=
at various lévels, inclﬁding funlds from‘(vﬁentral government and_frevem-les raised
locally. ‘Planning has to vbef'people—céntred and it should be a bottom-up‘
. participatory approach.“'?his isé considered thé most appropriate to get poéi?{ve
response from the local population. Through personnel decentralization, personnel
management has become the responsibility of every local authority. They identify
and recruit the relevant required manpoWer rggularly and promptly. Legislative
powers is given to local authorities to ehable them make their own bye-laws in
order to implement their bwn decisions and make work easier in impleme‘ntihg

decentralization programme.

The concept of political autqnomy' is reﬂécted in local governments by 5way of
local authorities being made body corporatés, in which they exercise political,
financial, executive @d legislative functi;ms,in order to help them develop their
local potentials and capacities_ to improve on service delivery. In order to improve
on PHC service delivery, central gé_\zemment normally supplements local revenues
of local authorities througﬁ contribufions in form of unconditional, éonditional aﬁd

equalization grants.' The central government also plays the role of prbvidin'g'
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policy guide lines to local authorities in certain areas which are considered priority
programme areas in the country. Central government continues to support local
governments in key areas of policy form_ulatioh,-monitory, supervision, guidance

and capacity building.*

When the lc;cal people are ir'Ivoh.lrve.d in decé:ision-r:nakin'g, they are :expected to plan.
’v for the future, mobilize and élléf);cate resources, s;at priorities, monitor and gvéluate'
their performance. Therefore, the con;:eptual framéwork helps to explain the fact
that through decentralization, local authorities are able to improve on the provision
of PHC service delivefy. However, the likely difficulties or constraints which
young Urban Authorities like Paidha an(i PakWach are likely to face in providing
PHC are: limited community participation, lack of trained personnel and
inadequate funds. This, therefore, implies that local authorities require high level
of community paﬁicipation, sound :financial management and pérsomel
management, plannihg, relevant laws and regulations in order to delivér PHC

service to the local pépulation effectively: ahd efficiently.

Although community participation, financial management, personnel management, -
planning and relevant bye-laWs and regulations are all crucial in the delivery of'i
PHC service whether under decentralized or centralized systems, three main areas

will be Addréssed, namely (community participation, financial rﬁanagement and
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;p'crsonnél management) to compare whether Paidha and Pakwach Urban
Authorities have the capacity to Vdelivé_r. PHC service effectively and efﬁcienﬂy to. -

} the local population.

2.4 RELATED LITERATURE

L i
1

Rondinelli (1981: 133-134) noted that decentralization became more prominent‘iri/.
developing countries in 1970s and 1980s in order to create political and
édministrative reform for better service delivery. The World Health Organization
(WHO) (1990:1) observes that the decentrali;zation of health system takes many

different forms depending largely on overall governmental, political and

administrative structures and objectives of the country.

In Uganda, the national h?alth policy is developed within the framework of variéus
national and intematio:nal declarations and leigations which make t};e
government to concfetise its vélués and intefest in the country's long term -
development vision (MoH 1998:3). Fesl-er (-'.{965:556) observed that workload is
often decentralized to field officials with_ﬁétailed regulations.  In addition,
Winkler (1994) observed tha_t ur-xder_-_decentrélization, central government has a
very competent role to play thich‘"iﬂcludes clearly specifying expeinditure and

revenue assignments.
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Thgse observation are beiné expérienceg:l ‘in _Ugaﬁda where central go'vemment-
rg'rants are transferred to lécal governménf iﬁ fhree Wasrs. First, is the case ;)f '
unconditional grants. Uncon_ditidnal g}ramtj is minimum grant which is paid to local
governments to run decent.rali_zed vsevrv'ic'es z_md 1s calculated using an orbjectivé;:
criteria. Local govemmentfalloce}tes 1t in ac;cordance with its priorities but tékiné

into account national priority programme areas.

Second, is conditional grants. This grant is given to local governments to finance
programmes agreed upon between the central government and local governments.

Local governments have no powers to reallocate it to any other activity without the

authority of the sector ministry.

Third, is equalization grants. This is a grant which is paid to local governments as
a special subsidy. It is based on the degree to which local government unit is
lagging behind the national:f average standard ?fqr a particular service (Local |

Government Act 1997:60).

The excessive influence of central government'_on grant allocation, therefore,
defeats the purpose of decentralization and this may as well affect the local
authorities. The disbursement of funds from the central government t§ local

governments makes the central government so powerful as to dictate and’
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- determine what should be done by local governments. In other words,
decentralization does not mean total disengagemént by the central government

from the activities of local governments..

' The intfoduction of 'cohditiorfal 'gra{nt' for i’HC inv-1§9'6-19r97 was to encourage
greater attention to priority health activitie's_:. Atteméts to ’cfompensate for héalth
inequalitigg between districts by using equaiizatién grants ha\./e not been successful
till this day (MoH 1997:31). The meeting betweeﬁ MOLG ofﬁéials and the NRM
Secretariat team on 9/11/98 noted that the conditionalities atftached to conditional

‘grants makes it difficult for local governments to access these grants.

The financing of health services chas become increasingly critical and urgent in
~many developing countries especially after the declaration of Alma Ata in 1978.
7 This difficulty is because the less developing éountries (LDCs) experience
- persistent health hazafds such ;s malaria, meningitié, plague, pneumonia and

other communicable diseases.

Lincoln (1988) noted that the concept of PHC has made a strong positive
‘contribution to the health and wellbeing of b_ebple in all nations. However; the
major problem has beenlack of increased pb‘fitical commitment, including ma}(ing

permanent the principles and spirit of health for all. He observes that from 1960 to
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1985, mdrtality_rate fell constantly in major regions of the developing world.
Global life expectancy, on the other hand, increased from 49 years to
approximately 59 years. This was due to the effective implementation by many

LDCs of the resolutions of the Alma Ata conferénce. ;

Rondinelli (1:981: 139-142) an(i Smith (1985:191) reported that the poor

- §
i

per'formance of decentralization in many Thi‘rd‘ World!countries are related to
defects in budgeting, staffing, revenue collection, maintenance of work, financial
control, inflation, honesty, shortage of trained personnel, difficulties in inter-
governmentali co-ordination and low levels of managerial and professional
capabilities, which are all necessary to make local institutions effective and
efficient. 'What Rondinelli (1981) and Smith (i985) noted explains the current
situation in Uganda. There is :radequate funding of the health sector with the per
capita health expenditure in the range of US $7 to $12 with or-11y Us § 395
attributed to government and donor .spendingi Furthermore, there is low staff
moral, poor co-ordination and “veak collaboration between the pub'l:ié and private

sectors. All these result in poor health service delivery (MOHV 1998:3).

Furthermore, in Uganda only 27% of the population live withi_ri S5km away from a
health unit while 43%.live more than 10km away from any social welfare facility

(MPED 1998:35). Faced with the absence of health units within reasonable
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walking distance, many poor families rely on self treétmerit-with,drugs purchased -

from nearby shops and traditional healers.

"The. NGOs Forum (1995:5) observed that many famllles -become rapidly

:_1mpoverlshed when members become ill. Assets such as fumlture are sold to pay

:"jfor 'health fee.  Indeed, in Uganda, many. patierj@s‘ seek for treatment from ‘

i
3 i
Nt H

traditional healers because they are less expensive and sometimes the traditional
healers ask for payment in kind (New Vision 2/11/1998). For instance, items
usually asked for include goats and chicken which the patients who live in rural

areas normally possess as assets.

The obser\'eti011 by the NGO's Forum and the New Vision exelains the health
situation in Uganda. Poverty among the population is very high with an income
per capita df US$ 300 and approximately ;:66.3 per cent of the people live under
’ absolute i:_)everty (MoH 1998:1). Attempts é'by the government iq-improve on PHC
service delivery is being constrained by inadeqdate financial é.dd manpower

resources and the general level of underdeveloped infrastructure.

Makumbi (1991) noted that many deaths are known to occur far from medical care

in rural areas and slums where 91 p{er cent of the population live. He further noted

that many maternal deaths would be preventable if women had better access to

27



a'ntegnatalvand post-natal care and héd enough trained birfth .at_tcnd.ants and health

o unit:s.- The NGO Forum Adhoc Steering Committee (1955:5) noted tﬁat the high
- .illi'tc';ra_c'yv rate among women in Uganda has direct i_mplic_aition’ on i_ﬁfaﬁt.mdrtality.
:!-Ienic'e', educa_tioﬁ fér women has importani sizieicffj’g:cts?_in ifnbro'ving Vhealth of

families.

Although the role of women in community prog‘r?ﬁnme ?has been provided for in
the Local Governments Act, 1997, in practice, the development of health sector

policies and programmes have not responded to gender concerns.

Gender sensitivity will require that gender-related barriers to health care be
removed (MoH 1998: 3- 5). There is also need to find out why there is delay in

implementing effectively policies related to gender.

The WHO (1-9;98;91) reported that most’ dev:eloping .countries _ﬁa—@ poor data
pertaining to h“eal-th care services. For instance, Tukahebwa (1997:?9) found out
that Local Councils in Uganda are faced with serious problem of lack of data to
carry out effecﬁve development planning. Langseth and Mugaju (1596:95) noted

that whilé many districts in Uganda have some kind of district annual plans, most
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of these pl_ans.éré rrjerely listings of activitjes. This, thetefor_e,_ indiéétes that the

. implementation of decentralization has some weé.knesseé in that many districts

face data and resource limitations.

T-his. is perﬁér;s why :fhe NGO's For_ufn (1993:5)‘ ozl)ser\?ed‘that pét;ti;:ipatio‘n of the
poo:;_ is vital in policy formulation- and implementation. jjhe Foruflgx noted further
t'haf;rit 1S vi’Fal that the government of Uganda and the World Banl_< décision;making
processes become more 'transparent and help to stréngthen civil society. Howe;ver,
Kauzya (1993:21) and Nsibambi (1998:144) noted that civil society in Uganda is
still weak because many Ugandans suffer Vfrom illiteracy ahd also lack
sophisticated forgaﬁisational skills. External NGOs which play a kf;ey ro‘le in civil
society have not been well co-ordinated by the state. Yet it is a fact'that the poor
know their envifonment and have views on how to address their problems. This
potential must be taped, if the delivery of PP51C services is to succeed. This
involvement of the poor will support the policyé of the government &Ewhfch is geared
lo_wards . proﬁwﬁting the heaith and wéll-béing of-. women, 7 .r-n'e.n, children,
adolescents apfi specifically mothers in ord;r to reduce the high rates of infant,

childhood and maternal mortality and morbidity.

'Altho,_ugh_ community participation is highly recognised, the r_n’eijority of the NGOs

reckon that the beneficiaries have very little access to financial information and
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distr}_ét»aut‘hdr'i_t-ies rarely have access to info-;mgtionthemsg:lves'(Nsib.a_mb:i .1998).
' | The /?\lma Ata Déélaration in which Uganda decléred “h’e{alth fér all by the year
,.’200,0';' is a éhallenging situation for the ‘country 'desbite‘ thg:_ '.f;_l_ct:; thét the
dggtcéﬁtvréli.zation proéramme and the well laid down poi-i.cyicj).n» health Az‘aims at
irpprdving heal—._th care service delivery. | o
The ;éboye re'v_;iew is intended to sho;;v how dece.ntralizaztio.nihas_ k}_een séen as an
: effe(éfive and e;fﬁcient' means of delivering PHC and hové/ the available hL;man and
financial res-ou;ces can bé used in this provision. Although the central govermﬁent 1s
supposed to provide cr__itical inputs to enable local governments handle decer}tralized
service delivery, there is lack of: funding to enable local government to effectively
execute the pélicy 6f PHC, lack of service delivery standard, anc_i a vibrant civil

“society. All these gaps necessitate a study such as this one.
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CHAPTER THREE
3.0 | RESEARCH METHODOLOGY
31 ' INTRODUCTION
; Cﬁapfer 3 ind_icéiates the methodological approéchcs 'uséd in the data collection and

. how sample seléétidn was carried out. This chapter is‘rel_evant to the study because

it indicates the study area and the study population. It ﬁirther explains how the

i
Rl 1

different sampling procedures were used to ensure that appropriate respondehts

and key informants in the two Urban Councils, were obtained.

3.2 RESEARCH DESIGN

The research de§ign which was used was mainly evxploratory because no study has
attempted to inyestigate the way in which healthéservices are delivered in young
Urban Authorities. The creation of young url;an authorities whi@i are body
‘corporates -is a':new administrative arrangement which requires explbratory

research desi'_gn,'i'n' o:rder to find more informati'on how PHC servic:;é- 1s being
proviaéd. Most étudies' in health service have been mainly carried out at the
distri;:t local authorities. Districts are much la;ger than éfnalll_lp-coming Urban
Authoriti;e_s“.’m Districi local auth.orities ma;y have adeqﬁate resox;rces to provide

PHC service, while young Urban authorities may have limited resources. Yet these
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young 5urban _authorities are suppdsed to provide PHC service through

decentralization in the same way as the larger district authorities.

" The ‘exploratory research design involved examining 'the,:infqrmatio'n obtained by
 describing the events, the information gathered were used to explain how PHC is
being delivered m the young urban authorities, the information was later

~Categ'orfzed, tabulated into frequencies and percentages: P

3.3 STUDY AREA

The comparative study was conducted in the urban authorities of Paidha and
Pakwach. Administratively, Paidha has two wards namely Paidha East and Paidha

West. Pakwach has similar number of wards, namely, Puvungu and Amor.

: The two urban councils were chosen for comparati\{e study because they aré both
situated in Nebbi,aiétrict. The two authorities have} a similar sources of revenue
~and political status. The comparative study was therefore conducted in_the. two
urban councils to find out how PHC was being provided, and, of the two, which
urban council was f‘endering better services and why there x)yas differenc;e in the
delivery of. PHC ye‘t.b_oth are exposed to si:milar economi‘c, socia_ll and le_itical

conditions.
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34  STUDY POPULATION

| The '_:stxjd)'f population:'c_ompriséd of “pro.viders”f anfd f"coflsumefs,” of PHC. The

.'prdvideré Aof‘ PHC included policy-makers and ix;lp]eméntors s%uéh_zis LC III
. C;ouncAilllors,. mer'nt%e?s of':Health Management Cémmiétee,‘ énd civil éé&ants vyho
are H'eac:i% of _Depaﬁnments. | |

' : i
— i — i

" Consumers or clients of PHC comprised of the local comml'mity which included-

patients who were admitted in the Health Centres, and non-patients who were

selected from four wards, two from each of the urban authorities.

The study population had different parameters and statistics. Some were literate
while others were not? some had knowledge of PHC and others did not; ar;d some
are employed while others are unemployed. Howe\}er, a factor common to these
: authorities is that the majority of the respondents véfere in the age-group of 21-40
years with their é_d,ucational background not beyoﬁfd ‘A’ level. This r@ﬂects the

1i.teracy status of the population.

3.5 SAMPLE SELECTION

Different §amp1ing procedures were used to select the area of st_t_;d‘& in both urban

-+ authorities. In order to obtain the respondents who are consumers or clients of
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PHC and who a_rerpati,ents,:, éimple random sampling procedure w_as used to se'le:ct

them from t:he list of admitted persons in Paidha and Pakwach heélth ceﬁtres.r

: Ir; ord»eri té séle(%t f'espbndenfé who are consumers oﬁ PHC b'u't-iw.hoAarei n}onr-_p_'atientrs.
fr’o:fn th‘e'two wards of Paidl?a and Pakwach, fthe 1958 Vofers’ Registers We;re usécji
as the s}imp]ing frame The registers were aciequate in th¢ seﬁse :fhat they hzave tﬁe
ideﬁfiﬂcatffc;n infqm&étién like;. villages, wards, contact adgdress a}ndi 'socip-
demographic background information like sex and age. Through systematic
random sampling, the potential respondents were identified and contacted to,

confirm their participation in the interview.

t

Key informants like providers of PHC were purposively selected in both Paidha
and Pakwach urban authorities. Purposive sampling has been used here because
t_hc key informants comprised of policy-makers and pc}licy implementors who are

knowledgeable about the subject.

In order to obtain the respondents in the two urban councils, selection was done as

follows: :
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135.1 Paidl{a Urban Aqihbrity

5 members of Health Management Committee were purposively se.lected. These
were coﬁsidqred _représentétiye enough in the area of h?alth management rin the
:urb;:in éqﬁnpils ahd;»sé¢ondly, they could easily be feaéhed._:é Céuﬁéillbrs;were
:purposively selectéd' ﬁom among the listvoff LC rIII Councillors. ThlS ‘was
considered pépresentative enéugh to cover the areas of Apoli'cy-;x:pakers, as thé
compo’sitionij;of Urbari‘Cour‘lcill‘ors represents different-— inferé:st groupsi like
women, youth and persons with-disabilities. 4 civil servants who are Heads of
Departments (given that there are majorly 4 departments found in most Urban
Authorities in Uganda-at Town Council level). These are, therefore, considered
representative enough Eto cover the areas of implementors. 20 responde’nts‘: who.
were patients were seléqted from the list of admitted persons in Paidha and
Pakwach Health Centres through simple random sampling from the two wards. 40
respondents who were non-patients were  selected thréugh systematic random

sampling from the 2 wards.

3.5.2 Pakwach Urban Authority

The same procedure used to obtain the respondents in Paidha was also applied in
Pakwach Urban council. The only exception is that in Pakwach urban council one
key informant who is a councillor did not return ;his questionnaire as-indicated in

the sampie structure in table 2(b).
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Table 2:

()

Sample Structure

Paidha Urban Council

Category B

',C:itegofy A

~ Sample of 40 non-patient
respondents selected
through systematic
random sampling using
the 1998 Vaters’ Register

Sample of 20 paiients
selected through simple

random sampling from |

the list of persons
admitted in Paidha health
centre’

;Category‘;;C‘ 3

Key informants

Paidha East Ward Female 10 S members of Health
Female 10 Male 10 Management Committees
Male 10 : 9 Councillors

Paidha West Ward 4 Civil servants (heads of
Female 12 depgrtments) :
Male 8

Total - Respondents 40 | Total Respondents 20 | Total. 18
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(b) Pakwach Urban Council

Categof'y A | ¢ CategoryB ' A Category C
Sarri’plé _ofi40 non-p_atient_ Safrjple of 20 patients | Key ih_formaints'
respondents selected | selected through simple | o '
through 'systematic . | random sampling from
random sampling using- _ | the . list of persons
the 1998 Voters’ Register | admitted in Paidha health

o . | centre
Puvungu Ward | Female 10 5 members Qf Health -
Female '8 . | Male - 10 Management Committees
Male 12 8 Councillors
Amor Ward ‘ 4 Civil servants (heads of
Female 10 departments)
Male- 10
Total Respondents 40 | Total Respondents 20 Total 17

3.6 _METHODS OF DATA COLLECTION

The .data collec_tion process involved different researchA i_nsfruments’,br methods.
These included the use of se,mi-structured interviews, observation, semi-st‘ructured-,._ ‘
questionnaire and docﬁméntafy analysis. Semi-structured  interviews \-)verér
administered to':-_two catego’ries éf respondents comprising of patier"i_ts ax_ld non- -7
.patier'nts. Semi-structu'r_éd quéstionnaires were administered to key informants whqv '

bompriSed of policy-makefs and pql'icy implementors.z
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The use of semi-structured interview was preferred because it is the respons_ibility
of the researcher to fill in the responses on the interview schedule. This is
expected-to prodlice the most accurate result and it is also an easy way of knowing

that vthef:per_soril selected is the one résponding to the intervi‘ew.’ir

Semi-structured questionnaire was preferred for the simple reason that.;he policy-
makers and policy implementors are knowledgeable about government policy on
PHC and are in position to complete the questionnaires giving their own views on

PHC activities.

Observation method was preferred because it can add strength to the interview
being carried out because the interviewer can observe the facial expressions of the

respondents as well as understand the health situation of the respondents.

Documents were used because they proved useful to the researcher in the sense
that he could extract the relevant information about the performance of.the two

urban councils and problems relating to the provision of PHC.
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3.7 STUDY VARIABLES -

In this cfompar'atiyé study, the key - variables that were confsidg:red‘ \gveré PHC
service delivery and decentralization. Sub-variables such as gendef in'terms of )
m}tle and female, age group,jand flevels of education were _cons?ide,red in

“understanding the level of cofﬁmunipy participation in improving health care

- i
- H

services in thé two urban councils.
3.8 DATA ANALYSIS

In this comp'arafive study, bdth quantitative and qualitative data’ méthods were
used. Qualitative data analysis was used in explaining the .social problems
experienced- by the respondents:. This was descriptive in nature,i describing how
the respondénts are attended to Zo; freated when PHC services are; being provided.
[t also éxpléined the experience-of the respondents on issues vre‘lated to PHC in the

two urban councils.

Quantitative data analysis was used. It was well edited to ensure consistency. The
data analysis was done by considering the statistical respc?nse of the respondent's.

There was tabulation of the response of the different categories of the_réspondents
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in terms of percentage and frequency. These were later on interpreted to come up

with the explanations related to the data and information so gathered. -

The qua!iiatiile daia_ahélysié which explained the problems of PHC and described
the experience of respondents’ in provision of PHC ‘was used to back ‘up the
" quantitative data dﬁaly.sis. |

. H - i
.

39 RELIABILITY OF THE DATA

The data collected has been géneraily reliable considering the types of research
instruments used in the data collection. The research instrumentsr were pretested
and gave reliable and dependable information. During the interview, most
respondentsz gave clear explanation on activities of PHC, all the l_éey informants in
Paidha retuimed their questionniairéS. In Pakwach only one key i;nformant did not
return his qﬁestionnéire. The .éuésﬁiomaires were well ansWereci, majority of the
key infoﬁnants gave a.dditio_nali comments about PHC. The analysis of the data
involved tabulation, .categoriéation of responses into frequencies and percentages.

This was scientific enough to give the appropriate reliable information.
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3.10 LIMITATIONS OF THE STUDY

During thé period of carrying out the study, the researcher éncountered $ome
limitations as follows:

Conducting research requires one to be patient and resilient because the exercise is
time consuming. He_nce;_ the time: frame was limited. Yet this was a comparfative

— i

= ! L. . Lo T '
'study which required ample time for a thorough investigation to be ¢conducted.

The ill health of some of the respondents, especially patients, was another limiting
factor to the study as some of them were not very interested in responding to the

questions being asked.

During the research period, the researcher experienced financial constraints
because some of the respondents became more demanding. However, to make the

study a success, the researcher madeé efforts through persuasion and sacrifice. '
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CHAPTER FOUR

4.0  FINDINGS OF THE STUDY AND DISCUSSIONS

4.1 :‘[NTRSOD_ULC'I"I;O.N

Chapter 4 is the most 1mportant part of the study because it indicates and analyses
the findings obtained from the ﬁeld as deplcted by what:goes on in the two Urban
Authorities. The information obtained from the field survey were analysed and

relevant recommendations were made.
4.2 CATEGORIES OF SAMPLE RESPONDENTS

In each of the twe Urbarni Authorities the sample population comprised ;of eategory
A of 40 respondents who are non-patients, category B compriised of 20
respondents~whd are p‘étients,_ and . category C of 18 key infonhants. fhe
information obtained .frorn the 3 categories were analysed using tnbnlations and .
calculations of percentages. The stdtrstical information was strengthened by
qualitative information }%\/hich were'-analys.ed basing on their contents. This
qualitative information v»vas>-g_()"t frorn the respondents and the v_iews of key

informants.
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43  SOCIAL DEMOGRAPHIC B_ACKGROUND

In an »attempgt to fmd 61th about _s"ocialv demographic information g;ab-ovu_tfb fh;e _ -
background of thn resnéndents, mqre;attentinn was paid to the 40 nnn-pntient; én_d
20 patié:nts of -Paidhva Ufnan Council and anfequivalent numb%er of réspo‘ndents' anq _
categories from Pakwach prban Counc1l These respondents are considered the

consumers or clients of PHC. For purposes of clarity and easy comparison, sub-

headings have been used.

The major social demographic information of the respondents which include sex,
age and educational background, are indicated and summarised under_ tables 3
below. In terms of sex (i.e. male and female) this has been clearly stated in table

3(a).

Table 3(a) Gender Variables ofE Non-Patient Respondents of Paidha and

' Pakwach i

'I;aidh'a Pakwach
Sex Frequency - | ‘ % | Frequency %v
No. of females 1 2 55 I8 55
No. of males - _ .- 18 45 22 45
Total * = T 100 a0 100
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Table 3(c) Educational Level of 40 Non-Patient Respondents of Paidha

and 40 Non-Patient Respondents of Pakwach.

Paidha : » Pékwach

. Educational Level Frequency % Frequeﬁcy %
Never went to school 15 375 I 275,
Primary Education 22 55.0 14 35.0
Junior Education ' - 5 125
‘0" Level 3 7.5 3 7.5
‘A’ Level - { 2.5
Tertiary Education - - 6 5.0
University education - - - -
Total 40 100 - 40 100

Table 3(d)  Age-group of 20 Patient Respondents of Paidha and 20 Patient

Respondents of Pakwach.

Paidha Pakwach
Age group Frequency % | Frequency %
21-30 8 40.0 5 250
31-40 4 20.0 7 35.0
41-50 4 20.0 3 '15.0
51-60 - - 3 15.0
61+ 4 20.0 2 10.0
Totat 20 100 20 100
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Table 3(e) Educational Level of 20 Patient Respondents of Paidha and 20

Patient Respondents of Pakwach.

Paidha % Pakwach
 Educational Level Frequency % Frequency' ‘ %:
Never went to school 9 45.0 7 35.0°

Primary Education : 10 . 50.0 ] 50.0-
Junior Education : _ - -1 20 C 10.0
‘O Level ' - - e .
‘A'Level _ = - 1 5.0
Tertiary Education 1 5.0 - -
University education - - - -
Total - 20 100 20 100

Tables 3 (b) and 3(c) indicate that a big proportion of the.respondents' in both
Urban Councils are young people within 21-40 age bracket. It f‘urther indicates that
Paidha Urban Council has a slightly lower educational status compared tg
Pakwacil. This can be seen from the proportion of those who ::never went to schodl
- of 45%Eamong patient resﬁondents and 37.5% for non-patizent respondents fof
Paidha [jrban Céuncil compared to 35% and 27.5% for ?akwach Urbéﬁ Couhciléj ;

respectively.
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44  FINDINGS AND INTERPRETATION ABOUT COMMON HEALTH
PROBLEMS AND COMMUNITY PARTICIPATION TOWARDS

THE IMPROVEMENT OF HEALTH CARE SERVICES.

4.4.1 ‘PHC 'Improvemen-t and Community Empowerment

In relation to the research question about the political empowerr,fhent of the
community and improvement of PHC, it was important to find out community

understanding of decentralization and PHC. The result of the finding is

summarised in table 4(a) and 4(b).

Table 4 (a)  Response of Non-Patient Respondents.

Paidha Pakwach
Response . Frequency | % | Frequency %
Those who know what decenttgiization 24 60 371 925 .+
means B 16 40 .3 7.5
Those who don't know what
decentralization means
Total o o 40 100 40| 100
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Table 4(b) Response of Patient Respondents.

Paic_iha Pakwach
Respornise 5- _ : , Frequency % :'_Frequejncy ’ Y%.
Those who knbw what decentralizatioh 10 50 : 12 60
means ; - : : 10 50 81 40
Those who don’t know what
decentralization means
Total : : 20 100 | .~ 20| 100

Tables 4(a) and 4(b) show that the urban community in Pakwach Urban Council is
more knowledgeable about the mee;ning of decentralization compared to their :
counterparts in Paidha Urban:Council. This is reflected in the low percentage of |
7.5% among non-patients and 40% among patients in Pakwach .who don’t know
what decentralization means corhpared to 40% and 50% respectively in Paidha
Urban Council. This finding is a true reflection of the educat__ional background
indicated ih table 3(c) which éhows that there are more respondénts in Paidha who
did not att%end, primary school level of education compared %to PakWach. The
finding reveals thaf on a\;erag.c;, 'thé'respondents in Pakwach have attained better
levels of education than- in Paidﬁa ahd, therefore, are capable of .understanding thé

meaning of the term decentralization.
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4.4.2 Decentralization and PHC
4.4.2.1 The Meanihg of decentralization

. The number of respondents int_erviéwed were 80 non-patient respondents: 40 from -

o

Paidha and 40 frofn P-akwa'ch; and 40 patient respondents: 20.each frlfbm Paidha

and Pakwach.

4.4.2.2 Understanding the meaning of PHC

Table 5 (i) Response of Non-Patient Respondents.

Paidha Pakwach
Resporise j Frequency % F;equency %
Yes . : 39 975 | 37 92.5
No - 1 2.5 : 3 7.5
Tétal | ‘ LT T 40 100 | 50| 100

Table S (ii) Response of Patient Respondents.

Paidha Pakwach
«,Respénse Frequency % | Frequency : %
.";_Yes ' 20 100 20| 100
No - - - -
Total 20 100 20 100
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Although the cor:hmunity in PakWach are better educated than those iﬂ; Pé.idhél, the |
findings on the mderétmdiﬁg of PHC is better in Paidha than in Pékwach (see
tabl¢ 5(1) aﬁd 5(i.i)). Figuff_:s under Paidha show that 97.5% of ghe tes_pondents
undé_rsténd PHCiand-are knowledgeable about PHC corinpaﬂred to 92.5%- . This
statistics wa# obtained _from the respondents 'fwith ‘2 ‘Yes' response fc;:r
‘ understanding‘ PHC. Thié_ is asE a result of mdre involvement ‘of E.t_he _Urbalin'
Communit)//_ in Pgaii‘dha in ?provision of PHC than Pakwachﬁhichéhas led té

creation of more awareness among the urban community in Paidha.

The respondents who did not understand the meaning of PHC as shown in table’
5(1) indicate that it was the responsibility of the local leaders as policy-makers and
policy implementors (technocrats) who should enable them understand the

meaning of PHC.

The gbové revelation agreesv'__'with the views of key inform%ants tha{ thefe is
decentrali;ed PHC‘.' services m Pai:d‘ha and Pakwach Urban CQuncilé except that
Paidha Urban Council has é_l w6¥kpian for PHC activities which is more effective
than that of Pakwach Urban Council. 'This is shown in table 5. The workplan spells
out how PHC proéramme is tb be carried out over a period of time. Thls
programme includes ac:tiv'i-ties such as immunization, \iéfater and environméhtal

sanitation (WES) campaign, sensitization of the community especially the risk
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group of STD and HIV/AIDS. Video shows about STDs/HIV/AIDS have been

conducted in villages in order to change the attitude of the community.

' Table6 . Wﬁorkplan for PHC Activity: 18 Key Informants from Paidha :

and 17 Key Informants from Pakwach

- ‘ . | Paidha ‘ ..Pakwach?'i .
Response Fréquency % | Frequency %
Yes ' 18 100 8 47.0
No : - - 9 52.9
Total 8 100 17 100

More findings from the key informants from Paidha revealed that there is a general
awareness of the existence of a workplan for PHC This has beep reflected in the
number of :springs protected b}} the Urban Councils, construction of a maternity
ward and fhe effective mobili‘é;.at.ion for control of plague andémeningitis. The
success in iimplement_ing the workplan effectively has been done :by involving the
local community at LCI and LCII in decision-making. This approach of involving.
lower local government councillors 'agr‘ees with public-choice theorists such as-
Buchanan, Tullock a'r;d Ostrom wf;o aavocate that authority should be diviaed into
smalier units to limit and: control ‘the excessive political power from central

government.



4.4.2.3 Types of PHC services being provided

The mtajq:rit.y of respdndents in both urban authorities are aware of: the% types of -
PHC jser‘vices“é beihg provided. These include; provfsion of safe water,
%immuhisa'tion, métemal child healtfl, environmentali sanitation, cura:ti.ve services "
like treatment of il}nesses sué;h as intestinal worrhs, malaria, diarrhoealg diseases, ?
cholera, heél/fh eduic:ation and nutrition education. What has led io/the n;ajority of -
the respondents to be aware of the type of PHC is a result of better understanding
of the meaning of PHC ag reflected in table 5(i) and 5(ii). This awareness is also a
result of deéentralised systemz of decision-making that has responded to the roles
and responsibilities of the many local government structures which are body

corporates. The structures enable quick decision-making and easy accessibility to

information by the local populatioh on issues pertaining to PHC services.

443 Im:'_folvement of local community

Table 7 Involvement of Urban Community in the Provision of PHC

(a) Response of 40 Non-Patient Respondents each from Paidha and

Pakwach.
Paidha . Pakwach
Response T o " | Frequency % | Frequency Y%
Yes . - ~ 40 oo| - 32] 80
No : _ - | - 8 20
Total 40 100 40 100
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- (b) Respénse of 20 Patient Respondents each from Paidha and

'Pakw;ach
Paidha | ‘Pak\;zvachv :
Resi)onse ) _ ; Frequency % ‘Frequ:enc')'/ %
Yes N | S : ': 19 95 20: .100_
No : Co s S - _
Total .~ - 20 00| . =20 100

Table 7 (a & b) clearly shows that there is involvement of urban communities in
the provision of PHC. However, the level of involvement of the urban community
in Paidha is better than in Pakwach as is indicated in table 6(a) in which all the 40 |
(100%) non-patient respondents in Paidha indicated that there is total involvement
of urban community in the provAision of PHC services compared to 32(80%) in -
Pakwach. This implies that thg:re is more political empowerment in Paidha than in -
Pakwach as the local community in Paidha is more involved in service demand .
and suppl)f', This finding _show‘:‘__sf that participation in PHC activit;es does_'provid'e a
sense of belongingr fo such servic_eé. The involvement or participation of the local
community was upheld by:thén_ﬁl;éy,‘ informants in which they expressed the view
that the increasing involvemeﬁt: of the community can be attributed to, effective

mobilisation and pdsiti\ie community perception created by the confidence buil_t‘in

l‘he: community by the open nature of operation of the local council system.
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4.44 ~ The Major Contrib_ution of Urban Community

The major contribution of the urban community towards the provision of PHC has
~ been: collection of local materials like sand, stones, aggregates for coﬁstruction of
safe water sources, provision of local funskilled labour during the construction and

. maintenance of water sources, construction of sanitary facilities for their

—. !

homesteads, p‘é%ticipeiétion in i_mrinunisationA through taking their chilaren to static or
outreach immunisation posts, mobilisation of the community by local leaders
(local councillors), ﬁnancial contributions collected as and when the need arises
and paying thé cost-sharing fees for antenatal and laboratory services and use of

public latrines.

45 RESPONSE OF THE URBAN COMMUNITY TO IMMUNISATION
PROGRAMME |

Table 8(a) Response of 40 Non-Patient Respondents each frdm Paidha and

' Pakwach
Paidha Pakwach
Response - " | Frequency % { Frequency  %
Yes .; 39 97.5 »| s
No. B 1 25 17] . 425
Total | S - 40 100 | 40 7 IOO:
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Table 8 (b) Respbnse of 20 Patient Respondents each from Paidha and

Pakwach

Paidha + Pakwach
Response Frequency % Frequency % .
Yes 20 100 11 55
No - - 9 - 45
Total 20 100 20| ¢ 100
Table 9 Response of Urban Community on availability of Antenatal
and delivery care services
Non-patient Respondents
Paidha Pakwach
Response Frequency % | Frequency %
Yes 40 100 37 92.5
No - - 3 7.5
Total 40 100 40 100 -

In finding out the common health problems faced by the two' Urban Counbils; .

97.5% non-patients in Paidha reported that immunisation programme is available

compared to 57.5% in Pakwach. Meanwhile, the response from patients in Paidha

stoogi at 100% compared to-only 55% in Pakwach.
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In finding out aboﬁt the avaiiabil_ity of health services such as antenétal and
delivery caré services, the respb;lée rate of 100% and 92.5% among non;patients
respondents ,i_nvdicate:d the vavaijlability of such services in Paidha_and APjakwach,'
respectivelk'y.‘Thiis_por_trayal is panly due to the effective coveragéé of the services riAn '
APaidhag than ih’i’akwach an_d.idue to political influence. It \;fas _re:por‘t_ed tha’( poor.
ieadership wjthout commitme;nt to such services in Pakwach compared to Paidha
limits the s;:gsitisat‘:i(.),n of the public on the availability aﬁd need for the§ S.ervices. '
This reveals that there is minimal commﬁnity involvement in PHC service delivefy
in Pakwach than in Paidha. A true indication is the enormous community
contribution in Paidha in terms of lo;;al materials, unskilled labour and funds for ;

local PHC related activities cdmpared to Pakwach.

4.6 RELATIONSHIP BETWEEN DECENTRALIZED MANAGEMENT

AND PHC SERVICI;]S BEING DELIVERED

In finding out whether there was a relationship between decentralized méhagement
and the type of PHC services being delivered, it was necessary to examine the
level of funds and human resources available and then link the utilisation of the

resources to the type of PHC services being delivered.
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47 _HEALTH - MANAGEMENT COMMITTEE IN URBAN

AUTHORITY

All the key informants from both councils responded that there health rﬁanagement
committees existed in their Authorities and were responsible for management of

~ Health Units in the provision of PHC services.

- : . i
S ! L ,

Table 10 Right Type of People who Form the Management Committee:
- Views of Key Ipformax:xts in Paidha and Pakwach
Paidha | Pakwach
Response | Frequency % Freql;ency %
Yes 15 83.5 . 7 41.2
No 3 16.7 10 58.8
Total 18 IIOO 17 100

Table 10 feveals {hat the compqsition of the health ménagément commiftee
(HMC) is by the right people i.r{»Paidha (83.5%) than those in Pakwach (41.2%).
This high percentage difference of kefy informants in Paidha and Pakwach was
attributed to the fact that the.'key informants in Pakwach revealed :-'._that the
composit-ion of the HMC was by politically_handpick?d individual_s._ Pakv(za_éh
Urb?n Authority did né-tb follow the management and in?plementation»guidélines

issued by the MOH in July 1996. The guidelines state that the composition of a
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Health Unit Managemént Co_mmittee:should comprise of the following péople;
medical doctor, clinical officer, staff representative, 2 opinion leadersv, one teacher,
one woman representaﬁive, and two religious leaders. This was not followed in
Pakwach. This failixre,itherefore, shoWs that there is inadequate Iével of political
commitment ‘by leaders in Pakwach as compared to Paidha: to eléct ithe right
calibre of members of the HMC.jThere;’ore, in order for decentralization policy to
succeed, there is néed;’t._o féllow:the regulations through bolitical c_o_g)mitm;‘e‘nl tb

L

create a strong civil society.

Table 11 Management Committee Trained on Its Roles And

~ Responsibilities: Views of Key Informants

Paidha Pakwach
Response Frequency % | Frequency %
Yes 3 18 100 8| 471
No " ’ - - 91 529
Total B 18 00| 7| 100

Table 11 indicates that ‘the » HMC m Paidha has been trained on their jéb -
description than thoselin Pakwach._ The key informants in Paidha further re-vealed

that the management ;‘ommittee ié effective in discharging their role. This ijxn'npliesy
that apart ffom having thej ri-ght peoble, th¢re is need to traiﬁ personnel in Order;to “

improve on their effectiveness.
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48  AVAILABILITY OF VILLAGE HEALTH WORKERS TO

PROVIDE PHC SERVICE.

In both ’Urt;an 'C‘c:‘)unc‘:ils,‘it wés reported that there were aife\«; Villége Heaith
Worker§ (VHWs). who end u.p i)eing trained on the job. The two Urban Councils,
- however, expressed f_heir disséltisfacfion with the number of available trained
personnel ipdic‘atihg gthe need fqr a resident doctor, and increasing the nuxgxlber of

other established staff.

Table 12 Rate of Performance of Staff Involved in PHC Services: Views

of Key Informants

Paidha Pakwach
Response : Frequency % | Frequency %
Excellent : - - - -
Very Good : 2 11.1 2 11.8
Good : S 13 722 71 412
Poor - ' ' 3 16.7 8 47.0
Very Poor o - - ) . R
Total . o 18 100 17} - 100

From table 12 key infor_rhahts confirmed that the performance-of health workeré
was good by 72.2% in Paidha compared to 41.2% in Pakwach. This can be linked

to the fact that the training of members of HMC in Paidha contributes to their
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supervisory role to the health workers thus enhancing the performance of the -
lattef. Related to —this is the fact that the HMC in Pakwach are not in close touch

with the health staff, as was revealed by the key informants.

The effecﬁvehess of health workers involved in the pr(;vision- of -PHC has been
highly recognised bry tbe responcfents of Paidha in terms of reduction of fna;femal
and infant mo‘r?etzlity, iqéalth education that has promoted a pos’iti~v/ei attingldinal
change, and the improvement in the relationship between health workers and
patients. This,_ therefore, implies that improved work performance of health
workers in Paidha is due to the a:ppropriate training being undertaken which leads

to improvement in organisational skills and decision-making processes become

transparent, well coordinated, thus helping to strengthen the local community.

Table 13 - Sex Education and Family Planning Programme;being carried

" in the Communit)_{_'-:

o Paidha Pakwach
Response - Frequency % | Frequency ”' %
Yes o - 22 55 12 30 .
No . 18 45 ‘, 8| 70
To}al’ 40 100 | a0 | 100
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Table 13 indicates that seX education and family plming programmes are carriéd
out in the community of the two ‘Urbavnv Councils. The level of current use of family
planning is one of fhe ingiicators most frequently used to. assess the success ;of
family planningf Tﬁe siuccéss of effective use of contraceptives is that iAt mlust be
accepted by both worr‘len and men. »Howevgr, the lack of effective fcomrﬁuﬁication
among women and men, cultural n_iorms and limited edpcation normally hamper

the community’ s access t:o the use of contraception.

Table 13 shows that there is more provision of sex education and family planning
in Paidha (55%) than in Pakwach (30%). Tl;is situation is probably due to the fact
that Paidha has been selected by the district as a pilot project area fo; community
based distribution agent for condoms and other contraceptives. This ha; led to the
concentration of resources to enhance éommunity awareness, inspire need for and
access to sex education and family planning services. This, therefore, confirms that
there is a relatio:nship between marl?agement and the type of PHC sgrvices being
provided in thé sense that the rr@_qre the availability of finance %and trained

manpower the better the service provided.

The study reveals that in both Counbils, programmes related to breast feeding,
weaning provision, growth monitoring of children and nutrition education is being -
carried 6ut but at a low level due to limited manpower and lack of effective

integratién of the comthunity in such delivery system.
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This finding agrees with Nsibambi and Kauzya’s observations that the civil socfety
in Uganda is still weak because of high illiteracy rate and the society lacks

organisational skills to function effectively.

On the adequacy of finance for PHC in both Urban Councils, the opinion of the

key informants were as shown in table 14.-'

: —~ i

Table 14 Budget A.llocation for PHC by Urban Authority Corresponding
to the Needs of the Community

Paidha Pakwach
Response : Frequency % | Frequency %
To a very large extent - - - -
To a large extent _ 1 5.6 - -
To a sufficient extent 3 16.6 1 59
To a small extent ' 12 66.7 6 35.3
To a very small extent _ 2 1.1 ] 5.9
. ' 3
Total ‘ : 18 100 ' 100

All the 18 ke); informants in Pé:ic.iha"'retumed their questionnaires while in
Pakwach only 17 did. From -Table 14, the non-response rate for Pakwach is an
indicator of not fully un'derstanding:;budget allocation. A cross-examination- on
this aspect led to the utii'-isation__ of the findings from the non-patient respondénts -

~ on the adequacy of funding fc_S: PHC as is shown in Table 15.
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Table15 ~ Response of Non-patient Respondents on the Adequacy of

Funds in the Urban Authorities for PHC.

Paidha Pal.kw;ch :
" Response a . Frequency % Frequencsfv %
es o T 46 2
~ No - : 24 . 60 39| 975
Total _/. | - W 100 ‘40.,-_ | 100

Although there is an under 50% score for the availability of funds for PHC from
Table 15, it is evident that there is a substantial funding in Paidha compared to
Pakwach. This can be realised fron; the provision of safe water, purchase of drugs
and community sensitisation. This implies that the improved provision of PHC
depends on the ;wailability of funds. The more the funds the better ‘the level of

PHC services delivery as is reflected in Paidha Urban Council.

i

The availability of water and environmental sanitation programme is summarised

in Table 16.
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Table 16 Response of Non-Patient Respondents on the Availability of

Water and Environmental Sanitation

Paidha | Pakwach |
Response: ,-i Frequency % Freql.Jenc.).l S % |
Yes ‘ - C 40 100 | | 85
- No ‘ | ' - '_ 6 1.5
Total ~ o 100 a0 10;0'

From Table 16, all the respondents in Paidha (100%) acknowledged the

availability of water and environmental sanitation compared to 85% in Pakwach.

The documentary analysis reveals that there is a clear budgetary allocation for
PHC in Paidha than in Pakwach Urbén Council. PHC accounts for 5.4% of the
annual council budget for Paidha. However, given the fact that there is a
considerably hiéher revenue base m Péidha than in Pakwach, funding for PHC is
better in Paidh?a than m Pakwach;.: _,The fees charged on certain PHC activities
confirms the liberal theory and NRM_policy of privatisation that the market .can'

provide the appropriate services if one has the ability to pay for the services.

Furthermore, the study found out that the funding contribution by -central
governrrﬁent towards - PHC is inadequate. Both Councils reported that some

nominal fees are charged for certain PHC services such as antenatal care, water
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poinf maintgnance, use of :',publ_icllatvrines,_ and for treatment in the health centrés.
The fees charged is used aé follows: SC% for staff incentives, 30% for heaith unit
maintenance,l 10% for ad:ministrative. costs and 10% for the DistrictMediéal
Officer’s office." This %ind’i(‘:ates that rﬁuch of the fees colle_cted. is- uiil-is%d on
welfar¢ of s%aff o'thelr; than on'p.r'Oi/iding PHC to the qommdnity. .The_re is,

therefore, need to revise the utilisation of the fees being collected.

Table 17 indicate how the two urban authorities are implementing PHC outreach

services.

Table 17 Urban Authority and PHC Outreach Services: Response of Key

Informants.
Paidha Pakwach

Response Frequency % Frequency : Y%
To a very lérge extent 4 222 B 56
To a large extent 6 333 3 17.6
To a sufficient extent 4 222 41 - 235

To a small extent 2 11.1 6 353 -
To a very small extent .2 11.1 3 17.7
Total 18 100 17 100 -

Table 17 confirms that there are better community outreach servi?:es in Paidha than

in Pakwach. 22.2% of the key informants in Paidha indicated that to a very large
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extent PHC outreach services was pfovid_ed compared to 5.9% who responded that
to a large extent inadequte outreach services are provided by the Council. These

figures compare favourably with Pakwach. However, Paidha is better serviced.

Table 18(a) General Provision of PHC: Response of Non-Patients

S Paidha Pakwach |
Response Frequehcy % | Frequency %
Excellent . - - -
Very Good . 1 2.5 . .
Good ' ; 20 50.0 2 5.0
Average ; 18 45.0 15 37.5
Poor : 1 2.5 23 57.5
Total ) 40 100 40 100

Table 18(b) General Provision of PHC: Response of Patients

Paidha ‘ Pa;kwach
Response o - Frequency % Frequenéy %
Excellent - - - -
Very Good , _ . - . -
Good . R 80 15 75
Average ‘ o 3 15 ) 25
Poor . 1 5 . ~
Total .. 20 100 | . 20| - 100
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While 50% of non-patierzlts and 80% of patients in Paidha reported that the

provision of PHC was good, the response from Pakwach was only 5% of non-

patients and 75% of patients, respectively. The reasons forwarded for these

variations were: ©

drugs are always available m Paidha health centre since the council has a

budgetary allocation for the same; . L 5
safe water coverage is higher in Paidha Urban Council than in Pakwach;

integrated community mobilisation by both the civil servants (i.., health
workers) and the politicians at all levels within the Council in Paidha is

better than 1n Pakwach;

the HMC is part-and-parcel of the PHC delivery system. In comparative
terms, Paidha provides a better supervision of the technical staff than

Pakwach; and

there are more .‘trained personnel in Paidha than in- Pakwach. This
contributes positively to outreach programmes that requires technical staff
who in the case of Pakwach are more concentrated in the health centre for

curative service delivery.
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The 'key informants further revealed that Paidha Urban Council improved the level
of funding of PHC through the attféétion of all stakeholders. This, .therefovre,
confirms that there vi_s a pqsitive relationship between decentralised management
(financial and pérséméal, among others) émd the type of services beixig de]iiveréd.
The study re_;:vea_ls: th'eafc-if' decentralfzation is to be effective, th;:re ,is' need for
adequate financial, and trained h@man resources. This édequacy agrees w_ifh |
Rondinnelli (198!)/V_and $m1th (1955) who observed _?hat poor perqu:mance;i;f
decentralization‘ in many developing countries:are related to defects in budgeting,
staffing, revenue collection, and the shortage of trained personnel thus making
local institutions ineffective in servigé deliv:ery. Hence, effective delivery of PHC

services is dependent upon the availability of funds and trained personnel.

49 OTHER FACTORS INFLUENCING OR CONSTRAINING PHC

DELIVERY

In carrying out a comparative study m Paidha and Pakwach on PHC service A
delivery under decentralization,: it AWas_ necessary to examine other factors

influencing or constraining this process in the two Urban Councils.

Poverty was found to be one of the major factors influencing oﬁ constraining PHC

in the two Urban Authorities. Due to social, economic or other deprivations which
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affect individual househoids or communities, this often results into lack of basic
necessities to life as well :‘as a feeling .c‘)f powerlessness. Considering that most of
the population are.peasa;nts, the éqmmunities are generally poor. Because féw
children attﬁ:nd-':' schoc;l, this tends to have a negative effect o;n tfleA abiility to .
perceive aﬁd appreé?ate some basw concepts of PHC. In addition, lack of
education means shortag¢ of traine:d humém resources. This shortage explains the

poor staffing level. S-onjé of the health workers such as vaccinators and héﬁlth '

educators are limited. Besides, given the rural setting of the two Councils, the
attraction of personnel by the DSC has been an uphill task. Many trained personnel

do not want to be recruited in areas which lack the basic infrastructural facilities

for their upkeep.

Lack of transparency and effective éccountability of PHC funds was found to be
another factor influencing or cohstraining PHC service delivery: especially in
Pakwach Urbah Council. Also, dljle‘t(.) lack of a workplan, it has b¢en difficult to
deliver thé _ser’vic_es_ people want.»-‘Tﬁis‘.is worsened by the fact that é:ven the funds -
sent by central government and those that are generated locally ;clre spent without
the knowledge of the public on the rkin‘d qf services they should expect frofn their
contributions. In Pakw_ach, the kefinformants revealed that the weakness of the
HMC has further weakened‘_ﬁle management including mopitoring of collection‘s_;
and expenditures from us;:r-fees. It is th.e‘ responsibility. of the HMC to carry 6ﬁt

the exemption of fees. The poor undertaking of this responsibility by the HMC in
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Pakwach explains the poor performance of user-fees in Pakwach compared ‘to
Paidha. This lack of proper management calls for the immediate training of HMC

in Pakwach on their roles and responsibilities.

Durir;g the Study period, it was Vre:vealed_vE that in Pakwach theré was no ‘proper
bu‘dget for the health uni5t5. The Ur_Ban Council dissolved the HMC in September,
1997 and instituie/ci a nejw one in August, 1998. The basis of this -opaation ’;and
undertaking has, therefore, created a rift in the health unit’s operation and

management, and monitoring which has. in turn tainted the credibility of the

services to the population.

In Pakwach, bad political leadership Was also reported by the respondents as being
responsible for inadequate PHC service delivery. This is due to the fact that the
leade;‘ship hasfamagonised the pojlicy implementors by suspending some officers
and sending (;thers on forced 1e_fg_v‘e. Coupled with the poor mof:bilisation and
sensitisation, the respo-n-se of the éopulétion towards PHC services is low. It 1s this |
nature of opérationalisaﬁon that has Vaffected the revenue performance of thé
Council and the attitilde to conéribute towards PHC services. For instan;:e, in
Pakwach, it was repo;ted 'th-at the people have a negative attitude towar;ls the -
payment of user—feéé compaféd to Paidha; user-fees is on}a avenue for'resourée'..

mobiliéation for the stimulation of a quality PHC service delivery.
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.Anot_her peninent area that was noted‘was the high rate of 'illiteracyvof thé urban
community. Apart from the positivé' rble education plays for community
mobilisation, 1t also inﬂueﬁces or constrains behaviour and attitude change. It 1s
more difficult for an iilitelrate community to change, positively, :their bracticé, _
behavi(?ur and attitude;; Edﬁcation is a pre-requisite for PHC sefvices_: such as

immunisation, safe water and environmental sanitation, family planning, safer sex

P
t

practise, among others.
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CHAPTER FIVE

50 SUMMARY, CONCLUSION AND RECOMMENDATION

5.1 .INTRODUCTION

- [

The study was carried out with specific objectiveé of finding out health problems
faced by the Urban community of Paidha :and Pakwach and to assess the
community participation towards the :improvement of health care services. The
study also aimed to establish the extent to which financial and personnel
decentralization has led to the improvemeﬁt of P.H.C, and to examine other factors

that influence or constrain the delivery of PHC in the two Urban Councils.
5, SUMMARY OF THE FINDINGS

5.2.1 Social Demographic Background Information of Respondents

The major Social Demographic _iInforr'nation of the respondents were classified

under sex, age and educational'backgr»ound. The demographic summary shown in -

table 2 (a-d) indicates that a big proportion of the pvopulatibn in both Urban
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Authorities are still young people; The age group was found to be between 21-30
and 31-40. This shows that bo;th Urban Councils are faced with an expansive
population structure and growth pattern that will continue to mount pressure on the
available social wglfa;e ser’;/ice‘S' in‘cltjdinlg health. Hence, both Urban:Cd:lJncil/S"
should come up with appropriate measurés to improve PHC service delivery‘and‘

facilities to cater for the needs of the population.

- i -
. i

The demographic information of the respondents pertaining to education indicates
that the level of education and especially in Paidha, is still low in both
Authorities. This can be attributed to thc;, predominance of agriculture and petty
trade as the major souvrce of household income. Besides yielding low income that
1s inadequate to suppoﬁ education, they tend to rely on family labour that ir; turn
limit access to educational opportunities. Besides, the indication of this level
within the respondent 'age-group is a manifestation of the cultural rigidity against
education especially of the girl child, yet tshey are the majority of the schoolégoing
population. Howe'ver, fhe success of an efi;éctiVé PHC service delivery requires an
educated community for the implefnentation of PHC activities such as personal

and household hygiene.

Interestingly, despite the low level of education in both Urban Councils, a big

proportion of the urban community have the knowledge about and.type of PHC
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services offered in both Couhcils_. This has a positive effect on community
mobilisation for and participétion. in PHC activities. Indeed, the policy of
decentralization that has. empc;weréd LCs, especially Urban Councils with their
self-accounting ‘stat;'us, fllasv facilitated the delivery of PHC_ services.
Decentralization 'has'also lprovided room for improvement of the qual_ity of PHC

services to the community..

5.2.2 Common Health Problem and Community Participation

Both Urban Counci_ls face common health problems. They are characterised by
out-break of preventable diseases like meningitis, plague, malaria and other killer
diseases. The morbidity and mortality indicators in both Councils reveal ;hat the
top 5 causes are rg‘lated to water-borne, water-washed, water-based, and water-
related vectors. These are intestinal :worms, malaria, diarrhoeal diseases, and
cholera. Although a bigger proportiongof the community is kn?)wledgea;‘ble about
PHC, with the low covere;ge of .safe- " Watér and environmental sanitatlion, their

effective response to PHC services is questionable.

According to the WES-MIS Inventory Summary Report, 1998, conducted by the
District Pla:nriing Unit in conjl.mction-with UNICEF and the Directorate of Water

Development, the coverage of sanitation (latrines) in Paidha Urban Council was
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44.5% and Pakwach was 96.2%. This, indicates that regardless of the involvement
of the urban community in the decision-making on WES, the implementation at
the household level is inédequéte. Hence, the people tend to be exposed to

diseases that can be préve;nteid b;/ PHC services. This also indicates an ix}cre’asing

PHC cost per capitd.

.The above situation calls for a Concerted effort in community conscientization
through sensitisation programmes and follow-up actions which should be geared

towards imparting knowledge that promotes attitudinal and behavioural change.
5.2.3 Improvement of PHC due to Financial and Personnel Decentralization

Decentralization has? empowered the :local authorities to recruit, pr:émote,
discipline and dismiss:f employees through the DSC, to mobilize resources m order
to deliver services to; the l'océl populaAti(.‘)‘nT Paidha Town Council gained: a self -
accounting status in 1993 and Pakwach TQWn_ Council in 1994. In Nebbi district,
both Urban Councils have achieved 'signiﬁcant development as a result of the .

decentralization policy.
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Decentralized PHC activities sucﬁ as immunisation, WES, health education, refuse
management, family planﬁiﬁg and antenatal cére, have brough services nearerr to
the people. Since LCs are expectgd to deliver services that the people choose from,
the prioritisation in the émﬁal council budget [as well as the mobilisati&n.of
external interventioﬁ supboﬁj, has taken a centre stage. The rolg of thé cgntral
government towards LCs has been the supply of drug kits, grants (conditional and
unconditional), and sala{i/e,s of the rhedicél staff. HoweQer, the contributionggs

not been adequate to meet the needs of the district even within a limited priority

arca.

The findings show that in both Authorities, the local community has been involved
in decision-making on PHC activities and" there is need to encourage more
participation of the local community. This participation will achieve the aims of

political participation. -

The comparative stﬁdy also ré{/eal,s that bofh_ Urban Councils have iniadequate
number of trained personnel. AlthoﬁghAI‘;aidha has many more trained health
personnel for the delivery of PHC than Pékwach, both Councils expressed the
need for a Resident Doctor, for_éx_ample, while Paidha has two Vaccinators,
Pakwach has ﬁone. This deﬁéiency’ is, however, attributed to the fur;ding qapacity

of the Councils. Neveftheless, Paidha has a wider revenue base than Pakwacil. The
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actual revenue collection of the ‘former increased from Ushs 152 million in

1996/97 to Ushs 189 million in 1998/99 compared to that of Pakwach which only

increased from Ushs 98 million in 1996/97 to Ushs 110 million in 1998/99
financial year. This expi-afns {)vhy Paidha is able to employ and retain a lairgé

workforce whose salaries are re'gular than Pakwach.

5.2.4 Community Participation | - e

Participation has been upheld in the promotion of local development due to its
* contribution towards owng:rship and sustainability for self sustained growth. What
gives real meaning to popular participation is the collective effort of the people
concerned to pool their efforts and whatever other resources they decide to pool
together, to attain objecti\;es they set for themselves. In this regard, participatiori is
viewed as an active process in which the partiéipants take initiatives and actions
that is stimulated by thejir own thinking alndI deliberation and over which they can

exert cffective control. The study, however, ire‘vealed that there is a greater levg},l of

community participation in Paidha than in Pakwach. In Paidha, the community is

involved in decision-making at various levels -either directly or through their
. representatives. In this regard, the local léadérs have played a great role in ensuring
community involvement in the PHC activity, WOrkplan formulation, annual budget
process, PHC project implementation- and bmonitoring of PHC acfivitiés. In

Pakwach, there a;rebneith‘er workplans nor budget allocation for PHC. |
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The local community participation is characterised by contribution either in kind,
cash or both, towards PHC actiyities. This takes the form of local material,
collection, provision Qf unskilled l'%lbour, paYment of user-fees in the health centres
and water points, partici}f)‘at-ion :in l;)cal-committee membership, among others. It is
such zeal that has heiped in tﬁg topping up of government (local and cent_fal) and |
donor contributions towards thg provisiqn of | safe water points and their
maintenance, mobilisation for imr:nluniéation; const'ructionvof PHC service delive’g
fécilities, among others. Consequently, in Paidha where community particip;ition

is fairly higher compared to Pakwach, the coverage of these services is higher.

5.3 THE CRITICAL FACTORS THAT PROMOTE PHC UNDER

DECENTRALIZATION

The critical factors that, promote PHC under decentralization as being experienced

in Paidha urban authoriiy than Pakwach urﬁan authority are:

Creation of political awareness; there is crea_tioﬁ of political awareness aniong the
local community of Paidhé, this has ena-ble.d“ the local community to participate in
developmental issues pertainin_g to their life styie. Community sensitization,
community outreach programrﬁes .bcing implemented in Paidha coupled with
' ‘better communvication between the -policy makers, service imple}nentors and

service consumers has led to greater community and household involvement in
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provision of PHC in Paidha than Pakwach. Therefore creation of political

awareness is important in provision of PHC.

Capacity building is essﬂential-gto the development of a more efficient and ;efféctivc' :
local government s:yste'm. The training'o:f local leaders in Paidha on issues' of
policy and decision making in fprovision;of PHC through preparation of local |
programmes has led to'TﬁpfO\iément Aof PHC service delivery. In order Tor
.Pakwach to improve on PHC, there is need for more recruitment of trained staff,

there is need to organize training for its current policy makers and implementors.

The local politicians of Paidha urban authority are more transparent to the
population on utilization of funds. This had led to the encouragement of the local
community to provide more resources in cash and kind for PHC activities and the
local people have greatér faith that their re;sou'r_ces including money is being Put to
good use, this had led%to sustainability ofé:PHC activities. In order for Pak%wach
urban council to improve on-; 'provi-sion” éf PHC there is need for the local

politicians to become more transparent on utilization of funds and other resources.

Paidha urban authority is continuing to perforrn better than Pakwachv urban .
authority in provision of PHC on the ground that the Health ‘management

committee is ensuring that the necessary infrastructures like buildings, other
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material resources like drugs, human resources are in place. Paidha urban
authority continues to provide for most of the essential resources for PHC as per
the local needs of the people in its yearly budget while Pakwach does not come up

clearly with programme and 'efssential're'sources for PHC.

5.4  CONCLUSION

L

By looking at the overall pattern of PHC in the two Urban Councils, the
comparative study has realised its stated objectives. The specific objectives which
were related to the research questions, investigated whether the improvement of
PHC depended on political empowerment of the community, decentrz}lized
management (i.e, finance and personnel), énd any other factors influencing or

constraining PHC delivery.

The findings of the $tudy reveals that, “ decentralization policy has ledi to the
improvement of PHC service delivery; rand_ the more the availability of funds and .
trained personnel supported by an informed community, the better the PHC service

delivery.

Although the most appropfiate ty_péé of respondents and their improvement have
been identiﬁéd, there are S}et some areas which have remained feitile for further

research. These gaps exist because the comparative study was faced with some
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difficulties such as lack of funds, manpower, and types of respondents. However,
in order to obtain sufficient information, the researcher relied mainly on the tools

used in the field to solicit for information and documentary backups.

55 RECOMMENDATIONS

The study recommends that th_,ére is need for extensive community out-reach, i.e.,

— i . B
R H — i

- the community should be informed of social factors which will affect their life-

style; They should also be made aware of their responsibilities.

The study further rccommends that there should be persistent sensitization of the
local community through health educators because health education helps to
develop a dialogue among community members and to enlighten the population on

) health related mattefs.

There is need for tréining additional mzanpower to beef-up the staffing lé:vel and.
the functional éomxﬁittees on their ro'le"S' rand_ responsibilities. However, ?this will
require the establishment of commit_tee_s;as stipulated by law. Staff of the health
units require skills updating.courses while Health Management Committee apart -
from their roles, require taski.oriented traiﬁing such as in strategic and participatory:

planning and budgeting.
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Due to limited resources, Urban Councils need to improve the effectiveness and
efficiency of their manpower as well as the quality of service out-reach by

establishing and training village health workers. Traditional midwives should be

equipped with the apprfopfiaté tools. This will expand service delivery at c'l‘iént :

points, improve service coverage, ease community mobilisation and hasten

community participation.

Central Government should endeavour to direct the loéal leaders appropriately and
should instill managerial skills in local leaders to enable sound decision-making by
the different communities; Community decision-making is considered a key to
success in PHC because it promotes ownership. This can be done by local

leadership training through local seminars or workshops.

It is cvident that in the :near future, Urban Coimcils such as Paidha and Pakwach,
may not be in pqsitidn to deliver effe.cpive PHC services due to inadeéquate
funding. While the Urban'C_ouﬁCils afe vfoéussi'ng at conventionally changing and
re-directing more efforts towards Vpre'_ventive and promotive health, resource
allocation by central govemmenf should be r_evisited. The assumptions underlying
resource apportionment based 0;1 target population falls short of the flexibility and

mobiiity status and influx into U rban Councils.

82



In addition, thére is needi to privatize some of the PHC services. N:()table success
has been scored with WES programme. This can be emulated into other sections
of PHC components. Besides, private practitioners: should be encouraged to
prov:'idé Pi‘IC services to the community. This promoﬁon ca_iln be through tax
e.xemp'tioﬁ;s for some aptivities, sub-contracting arrangements for some spéciﬁc
activities such as consitructioh of water points, health unit vinﬁ"astructurei and

community sensitization.

Further, there is need fori“twinning of towns” so as to provide avenues for sharing
of thé limited resources both in skills, funds, and experiences. The Local
Governments Act 1997. (second schedule, part 3(29):124) emphasizes that local
gover'mﬁents can initiatevand contract twinning arrangeménfs with internétiohal
loca} governments or local authorities in consultation with the Minister. This will
prml'ide room for the ‘expansion of avenues that profnote effective resc;urce

mobilisation and utilisation for social welfare services such as health.

The. re'velation. of low C‘SVer:age of WES in the Urban Councils amidst ‘.supv;‘)brt
from UNICE:F, SNV, MdH and other donor community, 1S a clegr ipdicatioﬁ:of
limited and r'l"on-pavrticipatory planning and budgeting capacity at the dfs_trict levél.
In most céses, WES programme in Nebbi district 1s centralised Iat the dist"rict.level

whete priority setting does not put into consideration the needs and capacity of the
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beneficiaries (i.e., communities). Apart from the need to decéntralise WES .
activities to lower council levels leaving the district unit With quélity assurance
apd superviso_fy roles, there is need for the donors to re-orient tﬁeir suppof_t to
Urb;in Coémcils. A direct dealing with Urban Councils is expeé:ted to yield more

fruit_ful res'ults.

The r‘e/s.éarchéi:r recomm;:nds that there 1s need to increase fh/é capz;city and rdle of
women in identifying and managing locally prevalent health problems which
revolve around their déily activities. Women should be made to understand and
appreciate the envir(_)nmept (encompassing water, .sanitation, food * and

communication) which will help improve health status of households.

Educration and literacy are preconditions to development‘and, hence, play a key
role in the determination of the status of women and men. Therefore, the findings
regérding the low educjatiohal level requires a concerted:effort of the Counc%ils in

enfé)rcing the UPE pqliﬁcy SO as to create an environment; that provides for aécess,
equity, retention and pr:(-)gréSSion for all children of school-goin"g age. ' Thf::fe is’
need to formulafe localrﬁy;laws with the involvement of all stakeholders. ‘Besides,
adult educat_ioh prograrﬁ_me needs to be promoted to ensure that the .adults are" able
to read and iwrite in areas such as functional numeracy, basic heai-th and_imprOVed
production skil;lvs.- "This_ will provide a positive aveﬁue for the uﬁde"rstanding,
internalisation, appreciation and application of PﬁC principl_es‘ as well as paying-

for-services under cost-sharing arrangements.
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The study was conducted in Urban settings, where the population is senéitive and
interested in ﬁnding out why SQCh information is being gathered. Therefore, due
to litﬂe time and résources like funds and manpower, the resea_réher Was not in
positiqn to cover éther relatéd fields extensively. It is, therefofe, rieco.mmended
| that further cOrhparative study be conducted in such youné towns tl<-) gather more
information on health sewicés. The fproposed areas afe:

1. The_types .of léadership in the local government in Ire_laiion t¢:>-resource'

ﬁtilization and provision of PHC;

2. The risk behaviours of the youhg population in relation to understanding

PHC activities; and

Resource allocation and management discipline for PHC service delivery.

|9S)
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Appendix I: Interview Schedule Applicable to 20 Respondents Selected From
' ~ Patients Admitted in the Health Centre, 40 Respondents Who Are
None Patients Selected From the 2 Wards of Paidha/Pakwach

Urban Authority _

Introduction: | am interested in finding out how (PHC) service is being provided
in Paidha/Pakwach Urban Authority. I would like to establish the various types of
problems associated with PHC service. The information you are giving me will be
made known to the Urban Community and this will lead to getting solutions to the
problems. Iam therefore informing you that your contribution is very important to
this study, because it will be used to improve on health care situation of the
community. - : :

Thank you very much in advance for your co-oéeration.

1.0 Identification information A

11 VIHAEE/LCT oo S
1.2 WA e
1.3 Occupation......ccoceevveernecennnnn ettt ettt nees
1.4 Contact ad;iress .......................... ettt et aes _

2.0 Social demographic background information

2.1 Nationalifty ............................ - ............

2.2 Sex ( ) éMale 1
| ( ) ‘Vi_._F:emale 2
23 Agegroup | Codé
21-30 1
31-40 B ' 2 ,
41-50 s
51-60 . ~ 4

60+ . 5
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3.0
3.

1

3.1.1

(OS]

1o

3.2.1

(OS]

to
N}

Educationb background level

Code
Never went to school 1
Primary level | 2
Junior level B 3
'O' Level - 4
'A' Level : 5
Tertiary lnstituti'o/r'i ,! 6 -
University 7
Decentralization and PHC
Do you understand what Decentralization is about?
Yes v, 1 NoO.ooieieine 2
If yes, in your own opinion what does Decentralization mean? ..............
Do you understand what PHC is? |
YeS. o, | NO oo 2

R L T L R L T Ly R LR R L LT R R A N T

.................................................................................................................
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4.0
4.1

4.1,

4.2

4.4

Who should have informed you?

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

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

Urban Authority and PHC

Do you see PHC b_feiné proyfided by your Urban Authority?

If yes, explain the types of PHC service being provided by the Urban
AUthOTItY ... SR ettt

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

If yes, what has been the major contribution of the Urban community

towards provision of PHC?

DR R L R R LR R R R R R R TS

Are there village h%ealth workers (Vﬁ_Ws) available to provide PHC

service?

If yes are the Village Health Workers (\{HWS) trained on their

roles/responsibilities of PHC?,

Do you think the Urban A'u'thorit_y. has adequate trained personnel such as

Doctors, Medical Assistants, Laboratory Assistants, Nurses, Midwives?
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4.4.1

4472

4.5

451

[f yes, how effectively has the trained personnel available been used in the

provision of PHC?

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

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

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

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

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

In your own opinion has the Urban Authority got adequate finance to

<

provide PHC service?

PHC?

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

R R R R R R R R R R R TRy P TR T
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'4.5:2 If no, what has been the difficulties in mobilizing adequate finance to

provide PHC?

5.0 © Provision of PHC and ayailabil_:ity of PH'C programmes
5.1 lgs there expanded programme for immunization for BCG. DPT, Polio,

Measles, Tetanus?

512 If yés, in your own opinion, has the Urban Community been responding

“well to immunization programme?

.................................................................................................................
R R R R R R R I R R R R R

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

5.2 Have there been Antenatal, and delivery care services?
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521 If yes, how effective have the services been on the practical life style of the

society?
Code
B (. - ) Very effective o |
( ) Effective . 2
( ‘ ) Moderately effective . 3
- l( ‘) A little éffegtive 4 ,
( ) Ineffective 5
Please state reasoﬁs fOr yOUTr ANSWET.......c.coovviiiiiiiiniiiiniccc 1

5.3 Have there been breast feeding/weaning promotion, growth monitoring of

children and nutritional programmes?

5.3.1 Ifyes, ho{yéffective have the programme been?

Code
- ) V;ry effective 1
. ( )Eff_ective 2
(- | ) Moderately effective 3
( ) A little effective 4
( | ) Ineffective 5
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532 .

5.4

5.4.1

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

DR R R R R R R L E L T S P

D R D R R R R L L E L L L T L
R R R R T T I T R I S R T R I T

Is sex education and family planning programme being carried out in the

community?

If yes, how effective has it been in practical terms in the family life style of

the'community?
Code
( ) To a very lar;ge extent 1
( ) To a large e{tént 2
‘ ( ) 'fo a s_ufﬁcien_t egiént 3
( )Toa smallle%t.ent» 4
( ) To a very sméil éxtent 5
"Give reasons/e*a;nples to support your ANSWEToocvvlorene. rreereene

L I L L R R T T T T T T T T T S AP

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




in
)

Is there water and environmental sanitation programmes?

If yes, to what extent has the local community been involved in water and

environmerital sanitation programmes?

Code
( ) “Toa Yery large éxtent | - 1
( )y -~ Toa ;arge extent | ,_ 2 o
( ) To a sufficient extent , 3
( ) Tc.) a small extent : 4
( ) To a very exten'é 5

What has been the contribution of the local community in practical terms

on water and sanitation programmies?

..................................................................................................................
D R R R R R I T R

D R R R R R R R R T R R N R R E T TRy

Is there any fee being levied on PHC service being prdvided to the

community?
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5.7 Ifyes, what are these services?,

04000000000 000e00esetsaessatsasssoesststbseraseseoroiseesoessississesansteesssesransonttsnsesssesassesonsncnansesss
..................................................................................................................

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

5.8  What would you say generally about provision of PHC in your Urban

Authority compared to neighbouring Urban Authorities in the District?

LT B Code

( ) Excellent 1
( ) Very go;)d 2
( ) Good 3
( ) Average | | 4
( ) Poor ‘ 5
5.9  Give reasons why ybu say so ..... ettt eeenne s

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

5.10 In your own opinion how bést can the pfoblems of PHC in growing Urban

Authority like Paidha/Pakwach be solved?

..................................................................................................................
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Appendix II: Questionnaire For Councillors; Members of Health Management

Committee And Civil Servants

Introduction: The purpose of the research is to assess the decentralized PHC

activities in Paidha/Pakwach Urbtan A;vuthority' in order to come up with

recommendations for improving the provision of PHC,

1.0

1.1

Decentralization and PHC

Is there decentralized PHC service in Paidha/Pakwach you are aware of?

If yes what are those decentralized PHC services being provided to the

local population?

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

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

R R R R R R R R R L LR R R PR PR
...................................................................................................................

..................................................................................................................
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1.2

2.1

2.1.1

22

To what extent do the local people of Paidha/Pakwach Urban Authority

contribute or participate in the provision of PHC?  Code

( ) To a very large extent ‘ : 1
( ) To a large extent _ 2
( ) To a sufficient extent | 3
(¢ ) To a small extent 4
( ) To a very small extent 5

Srermsteraetseenttereesetncsesreereiasesttsestanarrseren
.................................................................................................................
.................................................................................................................

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

Personnel and Financial Management of PHC

[s there Health Management Committee in the Urban Authority?

.................................................................................................................
R R R R R R R R R R R R R PR E RE

R L R LR L r R R AR R R R P R R R O P D R LR R L LD

Do you think those are the right type of péople to form _the Management

- Committee?

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

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

O T T LR T R R S R R R R R R R R
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2.4

Has the Health Management Committee been trained on its

roles/responsibilities of PHC services?

To what extent has the committee been effective in providing PHC

services?
_ Code
( ) Té a very large extent 1
(- ) T(S a large extent - 2
é ) To a sufficient extent 3 -
( ) To a small extent 4
( ) To a very small extent 5
Please give reasoné tO SUPPOIt YOUT ANSWET..... cccoverrerrrraneeeenrennns R

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

How do you feel about the number of established staff i.e Doctors, Medical

Assistants, Nurses, Midwives, Laboratory Assistants responsible for the

provision of PHC in your Urban Authority? Code

( ) Yéry satisfied ‘ 1

() satisfied 3

() Some what satisfied - 3 i
( ) Dissatisfied 4 -

() Verydissatisfied 5

Please give reasons to support your answer

64940 a0 e ataaneoeseaneaetosonsanes aonasrsesvesriseioseosseetosesnssersesststtesessnssssoaressasoseosoancatovssoenss
.................................................................................................................

................................................................................................................
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2.6

2.7

2.8

29

How wbuld you rate performance of the staff involved in PHC service?
A | Code
() Excellent 1
( ) Very Good 2
(' )Good 3
‘( ) Poof o . 4
( DVerypoor
/P_Iease i:lg.ive >reasoi_ns to support your answer P .
What is the approximate/total budget allocation for Urban PHC
What is the proportion of the PHC budget to the overall Urban Authorify
budget? |

o i L
What is the proportion of Urban Authority's Health budget for PHC
compared to curative service? ‘ '

D R R R R R R R R LR TRy
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2.10  To what extent do you think the budget allocation for PHC by Urban

Authority correspond to the need of the community?

Code
( ) To a very large extent 1
( ) ;I‘o a lérge extent 2
( ' YToa Qufﬁcient extent 3
( )Toa s:mall extent | 4
( )YToa very; small extént . o 5
Please givé/}'/our c'IC)mment: ................... ettt / ....... |

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

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

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

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

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

[

.12 How adequate do you consider the central government's contribution to

PHC? ‘

«C ) Highly adequate

( -) Fairly ad-"equate‘ | |
( ) Adequate -

( ) Moderate

( ) Too inadequate

Please comment........ s ettt e ettt a e e et e e o enr et eans

D R R R R R T L Y
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2.13

2.14

N

15

N

16

(V)
(e

(V8]
—

Is there any charge of fee for the PHC services being provided to the Urban

Community?

.................................................................................................................
e et e e et e g e et et et e e e et e e e et e e e e e e e e eds s e et e et eee N et e e N eaeee et etoanreitasttinsanantebrree

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

D R R R R R R R D R R R T T
.................................................................................................................

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

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

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

Urban Authority and PHC

To what extent do you consider the community outreach services in terms
of family planning, Health education; Immunization, Nutritional service

and other services fo be of practical impc')"rtance to the Urban Community?

- Code
( ) To a very large extent L
( ) To alarge extent - - 2
( ) To a sufficient extent | 3
( ) To a small extent | - 4
( )YTo a very small éxtent 5

Please state why

.................................................................................................................
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Are there difficulties/constraints in the provision of PHC?

Yes covevieiniienns l NOo.ccvivienn, 2
3.3.1 If Yes, what are those difﬁculties/constraints:
34 Do you have .suggestions on how the difficulties/constraints can be
l overcome? _ . |
Yes oo 1 No ....... 2 -
[f Yes, give the SUZEESHIONS ...ooviiieiiiceiccie et
3.5  From your professional/administrative/management point of view, what is
_your opinion on the overall per%ormance of PHC by your Urban Authority?
Code |
() Excellent 1
( ) Very Good 2
- () Good 3
| (- ) Average. 4
( -)Poor 5

" Please comment/give reasons to support your answer -

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

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

DR R R R S R R R R R R R R N RN RN
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What do you think about the level of PHC services being provided by your

Urban Authority compared to the neighbouring Urban authorities in the

District?

Code
( ) Excellent 1
( ) Very Good 2
( ) Goéd 3
( ) Average | 4
( ) Poor . 5 -

Please explain why you think so
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