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ABSTRACT

This study is informed by the comprehensive primary health care school of thought, to
examine and understand the roles, opportunities and challenges of institutionalized
community participation in PHC delivery at the local levels. Specifically, the study aimed
at assessing the perceived roles and functions of LC I secretaries for health, health
committees (HCs) and health unit management committees (HUMCs) by community
members. Also the study aimed at establishing the factors that facilitate or militate
against effective performance of HCs and HUMC:s in the delivery of PHC services. The
study also aimed at assessing the perceived impact of the integration of HCs and HUMCs
into the health delivery system by community members. Lastly, the study sought to
explore and identify necessary interventions to enhance the performance of HCs and

HUMC:s in the delivery of PHC services at local levels.

The area of study was Tororo district. Field data was collected from two randomly
selected sub-counties (Kisoko and Kwapa) and one purposively selected division in

Tororo municipality. The focus of this study was at village level where a survey was

carried out with 89 respondents to asses community members perceptions about the roles
of LC I secretaries for health, HCs and HUMCs in PHC delivery. Key informant
interviews were held with senior civil servants and political leaders at the district and
sub-county levels to assess the opportunities, challenges and alternatives to PHC delivery
at the local levels. Also at the district and sub-county headquarters, health related plans,
annual budget and expenditure estimates and records of meetings were reviewed to asses

orientations of district and sub-county plans to PHC.

The study established that most of the community members were aware of LC 1

secretaries for health, HCs and HUMCs, (and their associated roles). However a number

————

of misconceptions were noted among the community members. It was also established

P

that HCs and HUMCs were engaged in roles that reflected PHC orientations. However,

the social-economic life chances the community members have been exposed to, affects



their participation in PHC design and delivery. A number of challenges militate against
effective participation of HCs and HUMCs in PHC delivery, such as; lack of adequate
funds, uncordial relationship between different levels of governance, nature of donor
funding and lack of collaboration and capacity building among others. The study also
established positive outcome as a result of the participation of HCs and HUMCs in PHC
design and delivery. Some of the lessons from this study can be applied to a number of

situations in Uganda and beyond.
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CHAPTER ONE

1.0 BACKGROUND TO THE PROBLEM

Uganda once enjoyed a well-developed health delivery system in the 1960s, with effective
curative and preventive services (Adome et.al, 1996:7). However, Uganda, like many sub-
Saharan countries, experienced social, political, and economic crisis in the 1970s, and early 80s
(see, World Bank 1993; Edmonds, 1995:95-110; Obbo, 1995:205-223; Brett, 1991:297-310).
The health sector, like other sectors, was severely affected, partly through declining budgetary
allocations in real terms, implying that available funds from various sources have fallen far short
of the minimum requirement necessary to maintain an adequate health delivery system. Total
health spending in Uganda is estimated to be only $ 5.65 per capita, consisting of government
expenditure of § 2.82 per capita including external aid, and an estimated private expenditure of §
2.83. This compares poorly with the minimum $ 12 required to provide essential cost effective
health services in low-income countries. This is recognised by The Ministry of Health (MoH
1993:4). In the past two decades, health facilities became dilapidated, and services dwindled
drastically. For example, between 1971 and 1979, the total number of doctors in Uganda
dropped from 978 to 575, dentists from 42 to 24, pharmacists from 116 to 15 (see Schyer and
Dunlop 1985:34-35; Whyte 1991:132; Adome et al, 1996:10)"

To-date, health conditions in Uganda are not satisfactory. For example, the infant mortality rate
averages 120:1000, twice the level of similar low income countries, the child mortality rate is
180:1000, while the maternal mortality rate averages 500:100,000 (MoH 1993:6). The high
infant and child mortality rates reflect poor social-economic conditions and inadequate
preventive and promotive health services. Many of the causes of poor health (see the Uganda
demographic and health survey, 1995) particularly communicable diseases, which continue to

burden the communities, are largely associated with poor access to maternal and child care

' For a detailed description of the breakdown of health services in Uganda see; Dodge D P and Wiebe, P.D (Eds),
1985, Crisis in Uganda. The breakdown of health services in Uganda.



services, and, lack of knowledge regarding health promotive and preventive behavior among
others. Such diseases can be prevented through Primary Heath Care (PHC), even with limited
resources available to the country (MoH National health policy, 1998:2 ; MoH. White paper,
1993:9).

Access to good quality health care is still a wish by most Ugandans (despite an average annual
5% growth in GDP), with only 49% of the population within five kilometers of a health service.
Wide disparities exist in access to health services, ranging from 8.9% in some parts of northern
Uganda, to over 90% in Kampala City, while 60% of Ugandan mothers do not benefit from
trained assistance during the time of delivery. Inadequate and poor management of health
services has resulted into poor quality care, provided by an equally poorly motivated health

personnel (MoH. National health policy, 1998:3).

Government (between 1986-1996) undertook steps to rehabilitate and restore the health delivery
system in the country. These steps included; the rehabilitation of war damaged health units and
replacement of equipment (to restore functional capacity of health units), staff development and
redeployment in up-country health units, introduction of cost sharing schemes in health units, the
adoption of an expanded immunization program and a donor funded essential drugs program,
consolidation of the existing health facilities to extend coverage, and encouraging
institutionalized community participation in the delivery of basic health services at the local
level, among others. During this period, (and shortly after), the adoption of the Primary health
care (PHC)? strategy remained largely peripheral, attracting only 4% of MoH 1992/93, 1993/94,
and 3% in 1995/96 annual budgets, with most funds going to curative services (MoH. Annual

budget estimates).

Despite the corrective measures taken, imbalances in the health delivery and access are still
apparent. Donor support and health recovery programs have mainly brought more health

resources and infrastructure to the relatively small urban populations, than to the rural majority

2 The PHC strategy entails the development of community intergrated, adequate and effective health

promotive, disease preventive, basic curative and rehabiitative health services through institutionalised
community participation (see WHO, 1988).



(MoH 1993:19). Over 50% of the hospitals are situated in urban areas and most health centers
are located near trading centers, hence the majority of the population (90%) who live in rural
areas have little access to health facilities, with a few sub-counties without a health facility
(MoH. White paper, 1993:13). As already noted, the bulk of government health expenditure is
devoted to curative treatment of mostly preventable problems, leaving preventive measures
substantially under-funded (World Bank 1993). Other organizational anomalies (until 1997) in
the health delivery systems included; the parallel and uncoordinated health service delivery
between the Ministty of Health (MoH) and Ministry of Local Government (MoLG), especially at
the district level. It has also been recognized that the MoH will not secure significant additional
financial allocations from central government within this decade, given the latter’s priorities like

defence, debt servicing, universal primary education (MoH TYP, 1993:16/17).

Thus, given this experience, the health delivery system was due for reform, a reform that is in
tandem with other national political developments like the decentralization policy, and the 1995
National Constitution. The MoH national plans (1993/94-94-95/96, 1997/98-2000/1), and the
national health policy (1998), have all emphasized the need for health reform as their major
objective. That is, the reorientation of health services towards PHC, so as to promote the
application of cost-effective interventions based upon health promotion and disease prevention.
The health services reform also aims at increasing the coverage of health services to rural areas,
promote equity of access and social justice, redress the over emphasis on curative health services
and hospitals, and promote community participation in health services delivery at the local level

(MoH, 1997:14-15).

The 1995 National Constitution Article 176(2b), and the Local Government Act. 1997, provides
for legislation that entrenches decentralization (the transfer of authority and responsibility from
the central government to the local government) as the legitimate form of local government in
Uganda. It also institutionalizes community participation (through local councils and
committees) and the transfer of responsibimrvices delivery to local governments at

the district and sub-county levels. Therefore, the re-orientation of health services to PHC has to

be analyzed within the context of the decentralization of health service. The decentralization of

health services is aimed at bringing services and decision making nearer to the communities,



promote resource mobilization and prioritization in allocation, and strengthen the management of
health services right from the local government levels. The corollary of these assumptions is that,
the decentralization of health services will improve upon democratic accountability of health
services, prevent abuse of health resources, and redress 6rganizational anomalies in the health
delivery systems of the MoH and MoLG, by devolving functions, powers, and resources from
the MoH and MoLG to local government authorities. Thus, creating management unification in
health delivery at local level. It is important to note that, the overriding principle in all these
policy reform objectives is that of community participation’ in the health delivery system at the

local levels.

The re-orientation of health services to PHC, and the decentralization of health services to the
district and sub-county levels has implied new roles, functions, and challenges for local
government authorities. It has also implied the formation of local structures (election of local
councils and functional sectoral committees) at different local government levels (LC III - LC V)
to accommodate these new roles and functions besides the roles of health technical personnel.
Hence district health committees, sub-county health committees, health unit management
committees, LC I secretaries for health (at village level) have been established, among others

(see Local government act, 1997).

Local councils and health committees® at district and sub-county levels can be looked at as
vehicles for mobilizing communities in matters of their own health and the key to successful
implementation of PHC services (MoH. Five year Plan/FyP, 1997:25). This is a similar opinion
of the World Bank, which argues that, community participation increases the transparency and
sustainability of such health initiatives at the local level (World Bank, 1993:51). The structures
that have been established for community participation in PHC design and delivery (LC I
secretaries for health, health committees, and health unit management committees), are relatively

new institutions. Their integration in the health delivery system and their expected contributions

3 community participation in the context of this study refers to institutionalised participation of community
members in the design, planning, monitering and evaluation of PHC services at the local level.

4 According to the local government Act 1997, local councils are elected at the village, parish/ward, sub-
county/division, county/municipality, and district/city levels. From the sub-county and district local councils,
functional sectoral committees can be formed, such as health committees. The committee members do not exceed 9,
of which at least one member should be a woman.




towards PHC services at the district, sub-county and village levels is still a matter of contention.
Therefore, it has been the intention of this study to collect data that documents the extent to
which these new institutions (LC I secretary for health, health committees and health unit

management committees) are meeting their expectations, and other related incidental factors.

1.1 Statement of the Problem

It has been argued by government and academicians that the decentralization of, and the re-
orientation of health services to PHC, through institutionalized community participation (in this
case through health committees and health unit management committees) can lead to the
identification and prioritization of local health related needs and solutions, as opposed to health
directed needs from above/center (MoH, 1998; Muyinda, 1988: 57; Muzaale & Birungi
1997:22). In addition, health committees and health unit management committees are thought to
increase public accountability and efficiency of health delivery systems, mobilize community
members and local resources towards promotive and preventive efforts, and initiate community
PHC related policies. The problem is that the decentralization of health services and re-
orientation to PHC poses new challenges and roles for local governments in general and health
committees in particular, which are also relatively new. The extent to which their integration into
health delivery system has yielded the above expectations is the domain of this study. There was
need for a systematic inquiry, particularly focused on the roles, functions, and challenges of
these committees, in the design, organization and delivery of PHC services at the district and

sub-county levels.

1.2 Objectives of the study

This study sought to assess the roles, functions, challenges and the perceived impact of LC I

secretaries for health, HCs and HUMCs®, in the design, organisation and delivery of PHC

3 HCs are sectoral select committee appointed from the local council members at the LC 111 and LC V levels by the
chairpersons of the respective councils, to oversee and plan for health services delivery togather with the health
personnel in their areas of jurisdiction. HUMCs are appointed by the HCs on reccomendation of the local counci 111,
to oversee and supervise the provision of health services at the health unit in their respective areas




services at the district, sub-county, and village levels, and explore necessary interventions and

concerted actions to enhance the performance of such committees. Specifically, the study sought:

a)

b)

c)

d)

1.3

To assess the perceived roles and functions of LC I secretaries for health, health
committees and health unit management committees, by community members.

To review policies and decisions taken by HCs and HUMCs, and how such decisions
reflect PHC orientations;

To establish factors that facilitate and/or militate against, the effective performance of
HCs and HUMC:s in the delivery of PHC services,

To assess the perceived impact of the integration of HCs and HUMCs into the health
delivery system, by community members.

To explore the necessary interventions and concerted actions to enhance the performance

of HCs and HUMC:s in the delivery of PHC services at the district and sub-county levels.

Research questions

The study was guided by the following research questions:

What organizational changes have taken place since the integration of HCs and HUMCs
into the health delivery system at the district and sub-county levels, and with what
implications?

What are the perceived roles and functions of HCs and HUMCs by community members?
Do the decisions and policies of HCs and HUMC:s reflect PHC orientations?

What are the capacities of the districts and sub-counties in the implementations of the
PHC policies and decisions taken by HCs and HUMCs (indicators of capacity between
decisions and implementations)?

What is the kind of collaboration between HCs and HUMCs, and other stakeholders in
the delivery of PHC at the district and suB-counties, and with what implications?

What is the perceived impact of the roles and functions of HCs and HUMCs, by
community members?

What are the factors that facilitate and/or militate against the effective functioning of HCs

and HUMC:s in the delivery of PHC services?



- What are the necessary interventions to enhance the performance of HCs and HUMC:s at

the district and sub-county levels?

1.4  Significance of the study

The significance of this study is threefold; firstly, it is an exploratory study that highlights
organisational issues in the recently decentralised and re-oriented health delivery system.
Secondly, the research provides information to policy makers and other stake holders, towards
enhancing the effectiveness of district and sub-county health delivery systems. Thirdly, the study
findings add on to the existing literature on organisational issues in decentralised health services

and PHC delivery in particular.

1.5  Scope and Area of the study

The occasion for this study has been LC I secretaries for health at the village levels, health
committees at the district and sub county levels and health unit management committees at the
sub-county health units, and members of the community. This study investigated the roles,
functions, challenges and perceived impact of LCI secretaries for health, health committees, and
health unit management committees in the design, organization, and delivery of PHC services at

the district and sub-county levels in Tororo district.

The study area, Tororo district lies in the eastern region of the county. It boarders with the
districts of Pallisa in the north, Mbale in the northern-East, Bugiri in the west, Busia in the
extreme South and the republic of Kenya in the East. The district covers approximately 2,634
sq.kms., lying at an approximate altitude between 1,097 and 1,219 meters above sea level, with a
moderate rainfall. Tororo district has a population of 555,574, of which 282,354 are females,
273,220 are males, with 11.4% of the people living in urban areas and 88.6% in rural areas. The
district has 3 counties, one municipality, with a total of 46 sub-counties and two divisions in the
municipality, (1991 population and Housing census, 1998 National and District Resource
Endowment survey). Main languages spoken are; Japadhola, Lusamia-Lugwe, Ateso, Lugwere,

and Lunyole. The major economic activity is peasant agriculture. Food crops grown include;



finger millet, rice, maize, cassava, sweet potatoes, beans and sorghum. The major cash crop is
cotton. The researcher is familiar with the District Health directorate, and the district was one the
first to benefit from decentralization program, thus making it ideal as a point of reference for the

study.
1.6 THEORETICAL AND CONCEPTUAL FRAMEWORK
1.6.1 Theoretical Orientation of PHC

There are two schools of thought regarding PHC. That is, Comprehensive Primary Health Care,
(CPHC) and Selective Primary Health Care (SPHC). The latter school of thought was made
popular by Walsh and Warren (1980), and with support from (Boland and Young, 1982) among
others. The SPHC school of thought argues that, CPHC as defined by the 1978 Alma Ata
Conference was too idealistic and had to be narrowed down to allow planning for manageable
and cost effective programs for particularly disease control. SPHC sees health as the absence of
disease (of most prevalent ones), and suggests that health improvements are the reductions
achieved in those diseases, which are most harmful and are most feasible to control, the contro!
program under those professionally trained to deal with disease. By definition and practice,
SPHC focuses on mobilizing health services to attack the most prevalent disease problems. It
centers the solutions on medical interventions and cost effectiveness about those interventions. It
does not recognize or solicit the help of non-professionals. Community involvement is only
significant in terms of getting larger populations to accept the medical interventions designed by

health professionals (Mahler, 1981).

Comprehensive primary health care (CPHC) on the other hand, has broadened the meaning of
health from that of absences of disease and has focused on a positive state of well being (Rifkin
and Walt; 1986: 560-565; WHO, 1988). CPHC removes health planning and delivery of health
services from the sole responsibility of medical professionals, and highlights the significance of
the political, economic and social contexts, among others. Equity and community participation
are the pillars on which CPHC rests. Therefore, the management of health needs to include not

only the management of health services, but also, the management of agriculture, schooling,



decision making, and nutrition e.t.c (this is the assumption of inter-sectoral collaboration). The
conclusion is that health is not only a disease problem, but also, a development challenge calling
for institutionalized community participation, multi-sectoral approach including health services
adaptable to specific local conditions. It sees health as a result of meaningful motivations of
attitudes of critical actors and of communities with the support from the center (responsibility
and authority decentralized), and medical professional involvement as a resource for the local
people’s choices. This study is informed by the CPHC school of thought, because it emphasizes
meaningful transfer of authority and responsibility from the central authorities to local
communities (districts and sub-counties), it emphasizes equity, inter sectoral collaboration and
institutionalized community participation in health care, design and delivery. These are key

themes of this study.

Since the 1978 Alma Ata PHC conference, community participation has been proclaimed as the
key to success in the implementation of PHC and promotion of effective health development.
There are however, considerable differences as to the practical meaning of community
participation. Some see it as a means to improve their service delivery system (managerial
technique), the results of participation more important than the act of participation (WHO:
1988:50). An alternative view (and in the context of this study) is to see participation as an end
in itself. As a process in which confidence, co-operation, and participation of people is built up
and constitutionally guaranteed and anchored in political structures which uphold and protect the
participation process (see, Hollinsteiner, 1982: 38). Therefore, PHC calls for a series of
mechanisms in which community participation becomes an end and dynamic political process, as
well as in changes (re orientation’s) in the health delivery system. In the context of this study the
argument provides, that decentralization (the transfer of authority and responsibilities of service
delivery to the district and sub-county levels) through local councils and sectoral committees has
implied new challenges for the equally newly established local structures towards the delivery of
re-oriented health services (PHC). The extent to which community participation (as a result of
decentralization) has become integrated into health delivery system at the district and sub-county

and has met the expected outcomes is the thesis of the study.



1.6.2 Conceptual Framework

This study has been conceived around the assumptions that, decentralization has implied
institutionalized community participation in all the affairs of local government. The implication
being the establishment of constitutionally recognized structures for community participation
such as local councils and health committees. The study had to be looked at in a decentralised

admnistrative framework.
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Fig. 1 The conceptual framework

This figure shows the sequence and flow of assumptions about the study. It is indicated that the
expected out put of institutionalised community participation in health delivery at the local level,

will be affected by a number of intervening variables.

Background/study themes

Institutionalised community

participation in health delivery

through HUMCs and HCs
expected output/impact
- Composition/set up - Prevenfive & promotive Service
- Perceived roles - Local health problem
- Functions —a ¥ | - identification & solution
- Integration into - Prioritization
- Health system -Equity of access
- Challenges - Social Justice
- Effectiveness
- Integrated services
- Public accountability

- Support from central government
- Resources

- Collaboration

- Perceptions and attitudes

- Role Conflict

- Empowerment (decision & implementation)

Intervening variables.
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“or this study, the main theme is the participation of communities through local councils and
iectoral committees in decentralized and re-oriented health delivery systems. This has implied

1ew roles, functions and challenges, to the equally newly established HCs and HUMCs, which
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CHAPTER TWO

.0 LITERATURE REVIEW
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jomiciled in areas they represent, understand local language, and local cultural beliefs and able
to command the respect of the community, and make moral and financial sacrifices. From the
findings of this study, these criteria appear to be met in the Uganda context. However, the kind
-of voluntarism expected on the side of the communities is over-assumed and as demonstrated in
chapter seven of this study, this voluntarism turns out to be a challenge/constraint in the long run.
As can be seen, the Nigerian experience described by Ransom-Kuti ef’al (1991) does not make
desegregated representative criteria of the different interest groups, like women, youths, religious
leaders, and technocrats. The study by Ransom-Kuti ef al does not recognise the implications of

such representative criteria from the equity principle of PHC.

Most authors on PHC (Ransom-Kuti ez a/, 1991; WHO, 1988; Hollinsteiner, 1982) seem to agree
that community participation is a process in which confidence, co-operation and the participation
of people is built around constitutionally guaranteed political structures, which uphold and
protect the participation process (participation as an end perspective). The nature of community
participation in PHC strategy calls for re-orientations in district social service planning and
delivery system like, the recognition of local level derived priority plans and their integration
into the overall district plans. This system appears to be reflected in the district development
planing (in the findings of this study), but the integration of the sub-county PHC priorities among
others, is not significantly reflected in the priority implementation of activities of the district (see

chapter 4).

Despite the above kind of theorizing, a number of studies fail to recognize the fact that, whereas
decentralization to local governments may be genuine, in other situations, it may be a component
of system redress, a handmaiden reinforcement of a flowed state institution. For example, the
central government ‘shedding off’ its responsibilities to the people under the guise of
decentralization. The district can also shed off responsibilities of service delivery under the same
negative principle of giving autonomy to the sub-county, even when it is clear that such sub-
counties may not have the necessary material and resource base to deliver such services. A
review of decentralization and accountability in Uganda by Kullenberg and Porter (1998:11)
points to incidents of reluctance and inadequacies by central government in its commitments to

the decentralization process. For example, central government fiscal transfers to local
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rovernments fall short of the minimum requirements, unconditional grants are arbitrarily cut and
unds withdrawn from certain services, and abrupt changes made in modalities of fiscal transfers
o local governments. (This is one of the challenges faced by local authorities in implementing
heir PHC plans at district level). Most likely, therefore, the nature of community participation is
as important as the nature of relationship between central government and local governments, as

-egards their commitments to the decentralization process.

The role of donors in community participation may facilitate decentralised service delivery, but
at times it may complicate matters. Many donors prefer sectoral and vertical financing and are
reluctant to integrate their resources into local government planning and budgeting processes. To
ensure quick delivery of the projects they finance, many donors (in partnership with central
governments) continue to create parallel adhoc implementation structures, and negotiate projects
with the line ministries without regard to the impact of fiscally strapped local governments
(Kullenberg and Porter 1998). This undermines effective decentralization. This study also
investigated the nature of community participation (HCs and HUMCs) in donor and NGO health
driven programs at the district and sub-county levels. Segall M., (1983:24) concludes:

To ensure that mechanisms and structures to re-orient health care delivery

system to PHC, a lot of political will is required, especially to enable

resistance to inevitable opposition to beneficiaries of the present system

including health professionals. Ultimately PHC doesn’t only involve re-

direction of resources within the health sector, but shifting the bases of

power in favor of the majority and loosening the grip of professionals and

technocrats particularly in the setting of priorities.
What Segall does not mention are the indicators of this shift of power. But certainly, one of the
indicators is the capacity for HC’HUMC to make decisions and be able to have them
implemented, monitored and reviewed (complete cycle of community participation). This was

one of the research issues of the study.

2.3 History of community participation in Uganda

A fair description of the history of community participation in Uganda is provided by Muzaale
and Birungi, in their study of the evaluation and application of the concepts of community

participation, community management, and enabling governance in Uganda (Muzaale and
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Birungi, 1997). They argue that, the earliest forms of community participation existed long
before the country came under colonial rule, for example, local burial assistance associations and
labor sharing groups. However, modern forms of community participation in this country can be
traced to the emergence of the community development movement promoted by Britain in its
colonial territories after World War II, from the late 1940s to 1950s (Muzaale and Birungi,
1997:15). The distinguishing characteristics of this community participation, was lack of
community involvement in the overall planning of the various development programs. Local
representation in the initiation of the schemes was characteristically minimal. In some districts,
technical government functionaries dominated the process without consulting local communities.
Consequently, in most districts community development programs failed to serve as stimuli to

sustained community participation.

Community participation during the post independence era of 1960s was not much different from
that of 1950s. Central government functionaries always planned the community development
activities. The approach to community mobilization was essentially directive, generally being
enforced by chiefs and sanctions regularly used. In retrospect, these approaches did more to
erode, than promote sustainable community participation. Most programs (e.g. latrine building)
almost collapsed totally following the disorganization of central authority in 1970s (Muzaale and
Birungi, 1997:16). Amin’s reign (1971 - 1979) did not fair any better. His policy was epitomized
by the famous but compulsive “Keep Uganda Clean” slogan, which violated all known principles
of generating sustainable and voluntary community participation (it was compulsory conscription
and participation for all adult members). This too, greatly undermined the spirit of voluntarism

and involvement in community affairs.

In 1986, the NRM government introduced the Resistance councils system (now the local council
system) as a form of popular community participation in all affairs of local communities.
Progressively there has been a shift from highly centralized governance, which characterized
previous regimes to one based on popular participation, and institutionalization of various kinds
of bottom-up structures, and a decentralised system of local governance (see Muzaale and

Birungi, 1997; Nsibambi, 1993). This has implications for the process of community
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participation as an end. It is this perspective which is thematic to this study, in relation to PHC

delivery at the district and sub-county levels.
2.4 History of decentralization in Uganda

President Museveni launched the current decentralization program, on the 2" of October, 1992.
However, decentralization is not entirely a new phenomenon in Uganda. Between 1962 - 67,
political power was decentralised under the 1962 quasi - federal constitution, where there existed
kingdoms of Buganda, Bunyoro, Toro. Ankole and the territory of Busoga, along side other areas
which received unitary status with central government namely Acholi, Lango, Bukedi, Kigezi,
Teso, West Nile, Karamoja, Madi and Sebei. This arrangement was short lived and in 1967 a
republican constitution replaced the 1962 constitution which had devolved significant powers to
the local authorities and granted them sufficient revenues to deliver social services (Nsibambi

1991, 1993; Kamugisha 1995).

From 1967, after the passing of 1967 local administration Act, all former kingdoms were divided
into districts, and their autonomy reduced to only providing services to the people following
directives and plans from central government. The local administrative offices became
appointive from central government, without direct accountability to the local communities they
served. Kamugisha (1995:36) notes that: “with loss of legitimacy and authority by local
leadership, enforcement of by-laws became ineffective and community development projects
came to a near stand still, leading to a decay of socio-economic infrastructure, the health sector
inclusive”. Therefore between 1967 - 1986, Uganda had a highly centralized system of
governance. (Kullenberg and Porter, 1998., Kamugisha, 1995).

The more recent process of decentralization in Uganda has been carried out in phases. The first
began in 1993/94 financial year, with 13 districts of Arua, Mukono, Jinja, Kabale, Gulu, Lira,
Tororo, Mpigi, Masaka, Rakai, Kabarole, Mbarara and Mbale. Other districts followed; in the 2™
and 3™ phases (see MoLG Annual progress report on decentralisation in Uganda 1997).
Decentralization in Uganda has involved the creation of autonomous local government systems

(at the districts and sub-county levels and as bodies corporate) with responsibilities for planning,
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researching, prioritising and implementing development plans. The responsibility for social
services delivery (health services inclusive) has been transferred to local governments with
limited participation of local admnistrative units. Local councils exist from village/zone (LC I)
level up to the district level (L V). At each local government level, specialized functional
committees are established (see the local government Act 1997)°. As can be seen, the available
literature on decentralization in Uganda appears too general in nature, especially with regard to
the challenges of social services delivery at the districts and sub-county levels. Moreover, the
available literature is parochial in scope and mostly published by government. Studies by
Nsibambi (1991, 1993) and Kamugisha (1995) also look at the general challenges of the
decentralization processes. This study has focused on the challenges faced by the newly created
institutions/structures like the LC I secretaries for health, HCs and HUMCs, in the design and

delivery of PHC at the district and sub-county levels, as a point of reference.
2.5 Challenges of Decentralization and Health Delivery.

Maclure (1991) notes that planning for decentralization in any given system is a complex task,
than the actual implementation and maintenance of administrative decentralization. For example,
in his study of decentralization in Burkina Faso, Maclure noted that participatory management of
primary schooling is bound to be extraordinarily difficult for rural communities, which may be
too frequently impoverished and politically marginalised’. This is a similar opinion by Weillers
(1990) whose general observation is that in return for a greater role in the making educational
decisions, the community is expected to express a strong sense of commitment towards
generating additional resources for decentralised services. But in certain instances this may not

be possible.

Kullenberg and Porter, in a recent evaluation of decentralization and accountability in Uganda

(1998:17), argue that world-wide it is notoriously difficult to devise incentives and sanctions to

% The local government Act 1997 gives effect to the provisions of decentralsation in the 1995 constitution. The Act
provides for political and admnistrative set up of local governments, the election of local councils, the devolution of
functions, powers and responsibilities of some services delivery, and the democratic participation in, and control of
decision making by the people.

? For example,the fiscal relationship between the district and sub-counties in Tororo district is inappropriate. The
sub-counties appear marginalised in resource mobilisation economically and politically.
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ensure accountability in public sector investment programs. In many developing countries, the
challenges of decentralization are great. For example, decentralization as a policy of local
governance is still evolving, Institutions and legal frameworks to promote accountability are not
strong. New procedures and regulations are unfamiliar or unclear, while legal provisions are
sometimes contradictory® and most local governments face human resource constraints. There is
also a general lack of political restraint to keep expenditure within approved budget limits;
corruption and collusion disrupt revenue collection, contracting and accountability of local
politicians. Kamugisha (1995) points out the general poor resource terms. Nsibambi (1993)
shares a similar opinion. However, the impact of such challenges is not detailed out by different
studies reviewed, especially the impact on PHC service delivery at the local levels. The
challenges described by these studies are also not desegregated by level of local governments (at

the LC Il and LC V levels). This study has tried to address such limitations through its findings.

2.6 Perceived roles and functions of local leaders and committees.

According to the MoH 1997 policy guidelines for decentralised health services, the HCs and
HUMCs, are supposed to perform the following functions. Identifying local health problems,
prioritising the problems and developing strategies to solve them, mobilizing resources, initiating
and debating by-laws concerning health for approval by local councils, and discussing health
plans and budgets. However, according to a study of health services delivery in Tororo district
by Kostanjsek (1997:34-36), these functions are far from being realized. Whereas some sub-
county HCs had for the first time, drafted work plans and budgets in 1997, some members of the
sub-county HCs and HUMCs perceive themselves most of the time as some kind of health
extension workers. Meanwhile, their awareness and performance in political roles is less
developed. For example the decision making is largely informal and lobbying for health
resources at sub-county level is low. However, Kostanjsek in her study does not show the impact

of such perceptions on the health delivery systems at the various levels of local government.

¥ There are contradicting provisions between the Local Government t Act 1997 and the Land Act 1998 as far as the
collection of ground rates are concerned. The Local Government Act gives powers of collecting all local revenues to
the sub-counties, while the Land Act 1998 gives the powers to collect ground rates to only the district. This has led
to conflicts between the sub-county and the district in revenue collection thus, affecting PHC delivery.
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2.4 Conclusion

This chapter has presented a review of related readings to the study. These reviews have been
done around the sub-themes of the study. The history of community participation in Uganda
through the pre-colonial to the postcolonial period is described. The history of decentralization in
Uganda and the nature of community participation are also described. The challenges of
decentralizing authority and responsibility of social service delivery to local governments is also
examined in detail. Lastly, the perceptions of local leaders about their roles in health delivery is
also reviewed. The limitations of the various studies reviewed are presented alongside the
reviews, and some research issues to address such limitations have been pointed out. The next

chapter describes the methodology adopted by the study.
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CHAPTER THREE

3.0 METHODOLOGY

3.1 Overall research design.

The study employed both quantitative and qualitative research methods. The quantitative
methods were used to establish the perceived roles, functions and impact (and associated factors)
of the of HCs and HUMCs by community members. Qualitative methods were used to assess the
experiences of, and challenges faced by HCs and HUMCs. Secondary sources of data were

accessed at the district and other institutions to supplement on primary sources of data.

3.2 Sampling Procedures

Tororo District has three counties and one municipality. A multi-stage random sampling
procedure was employed. Two counties were randomly selected and the municipality
purposively selected. From each selected county and municipality, one sub-county/sub-division
was randomly selected. One zone/village was finally randomly selected from each parish/ward,
from which the ultimate sample of respondents was drawn. The two sub-counties selected were
Kwapa sub-county (from Tororo county) and Kisoko sub-county (from west Budama county).
The division selected was the eastern division (in Tororo municipaity). The ultimate villages
selected were; Nyangole (from kwapa sub-county), Kisoko ‘A’and ‘B’ (from Kisoko sub-
county), and Kasoli (from eastern division of the municipality). It is from these villages that the

survey respondents were ultimately sampled and interviewed.

A sampling frame consisting of household heads and their spouses was constructed with the
assistance of a field guide and L C I chairperson. A sample of 15 households were then randomly
sampled from each zone/village, from which the household head and spouse (where applicable)
were selected and interviewed after consent. In households were there were no spouses, one

other adult member present would be interviewed after consenting. However, some of the
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randomly selected households were female headed (with no male adult members), thus other
female adults present were selected and interviewed, giving the total female respondents sampled
to be 46 and that of males to be 43. Therefore, a total number of 89 survey respondents were

sampled and interviewed using a semi-structured questionnaire.

Key informants.

A total of 11 key informants were purposely selected and interviewed. These comprised the
following: Three local councils secretaries for health in each selected zone/village, three local
council chairpersons at each selected sub-county, three sub-county chiefs at each selected sub-
county, Assistant CAO in charge of health services, and DMO. These key informants were
selected because they were considered to be potentially and actually knowledgeable, and critical
actors in the design and delivery of health services at the district and sub-county levels. With
these key informants, it was ensured that knowledge and experience about PHC services are

adequately sampled.

Four focus groups were recruited purposively because they constituted the focus of the study
(HCs and HUMC:s). These comprised of the following. Two sub-county HCs and two HUMCs
members focus group discussions. The HC of Kisoko sub-county is non functional because all
sub-county councillors have shunned the responsibilities of chairing the HC, while the Eastern
division of the municipality of Tororo does not have a health unit, hence the HUMC is non-
existent. Therefore a total of four FGDs were conducted. Each FGD comprised of at least seven

participants. The type of respondents sampled and methods used are shown in table I below.

22



Table I. Types of respondents selected and methods used.

Structured interviews In-depth interviews Focus Group Interviews

46 females and 43 -3) LC I sec. For health. - 2 sub-county HC Focus

males - 3)LC III chairpersons, group discussions
- 3) sub-county chiefs - 2 sub-county HUMC
-1 DMO Focus group Discussions
- 1 Ass. CAO in charge of | (From Kisoko Health center
health services and Kwapa Health unit).

Total: 89 survey 11 key informants 4 focus group

Respondents discussions

33 Data Collection Methods and Instruments

Four methods of data collection were employed; Survey interviews, key informant interviews,
focus group discussions and secondary data review. For quantitative data, structured interviews
were held with the survey respondents using a semi-structured questionnaire (see appendix ‘A’
for a copy of the questionnaire). The selected survey respondents were contacted in their
residences and their consent sought. The objectives of the study were explained to the
respondents and an appointment fixed for the actual interviews. Where possible, the researcher
and research assistant carried out the interviews. The survey respondents were asked for their
perceptions about the roles, functions and impact of HCs, LC I secretaries for health, and
HUMCs. Each interview lasted for an average of 30 minutes. The survey interviews were

concluded by the end of April 1999.

For qualitative data, in-depth interviews were conducted with purposively sampled key
informants, using an interview guide (see appendix ‘B’ for a copy of the interview guide). Prior
appointments were made with the key informants after seeking their consent. The assistant CAO
in charge of health services introduced the researcher to the key informants at the district level.

The sub-county chiefs introduced the researcher to the key informants at the sub-counties level.
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Meanwhile the LC I chairpersons introduced the researcher to the key informants at the village.
Each key interview lasted an average of one hour. Also, focus group discussions were carried
out at the sub-county and the health units (for HCs and HUMCs members respectively) using a
topic guide (see appendix ‘C’ for a copy of the topic guide). Each FGD lasted for average of 1
hour. All FGDs and key interviews were concluded by the end of May 1999. The interview and
topic guides were designed according to sub-themes of the study. Lastly, secondary sources of
data were accessed and reviewed. At the district and sub-county headquarters, development
plans, annual reports, budget and expenditure estimates, minutes of HCs and HUMCs were
reviewed among others. At the MoLG headquarters library, annual fiscal transfers to districts and

decentralisation appraisal reports were reviewed.

3.4 Data Analysis

3.4.1 Quantitative Data Analysis

Each interview schedule was edited before leaving each respondent. The researcher and research
assistant checked for uniformity, accuracy, completeness and consistency. The survey data was
coded and tabulated using the statistical package for social sciences (SPSS program). Frequency
tables, cross-tabulations, bar and pie charts have been used to describe the findings. Chi-square
tests were done (at 5% level of significance) to determine correlation between key variables of

the study.

3.4.2 Qualitative Data Analysis

In-depth interviews and focus group discussion were transcribed and analysed continuously
during and after fieldwork. The analysis was done around sub-themes of the study. Where
possible code categories were identified, written in the margins of the transcripts and added
together, from which general trends and significant differences between transcripts were drawn

and conclusions derived.
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3.4.3 Quality Control

To check and increase the quality of information collected, pre-testing of research instruments,
supervising and working with research assistants, editing of questionnaires before leaving the

respondents and daily evaluation of field progress were undertaken.
3.5  Ethical Considerations

During data collection and analysis, the rights of individuals and institutions were respected.
The researcher first sought the informed consent of all respondents, who were assured of the
confidentiality of their responses. All the necessary protocol was followed; the researcher got an
introductory letter from the University authorities, which was presented to the Chief
Administrative Officer (CAO) and other district leaders. The CAO introduced the researcher to
the selected sub-counties (sub-county Chiefs and LC III Chairpersons) who in turn introduced
the researcher to the Chairpersons of the selected zones/villages (LC I). With the help of LC I
Chairpersons, sampling frames of each zone were constructed and appointments made with

sampled household respondents.
3.6  Limitations of the study
Since the study is about one case study (Tororo District), it may be quite difficult to generalise
the findings to the challenges of PHC delivery in decentralised administrations across the whole
country. The study did not really measure the impact of the integration of HCs and HUMCs into

the district and sub-county health delivery systems but only assessed the respondents perceived

outcome of the roles of HCs and HUMCs in PHC delivery.
3.7 Problems encountered during the study

A number of problems were encountered during the study. Firstly, communication barrier as the

district is multi-ethnic. Where possible swahili language was used since it is common in the

25



district, and research assistant recruited was fluent in most of the local languages. Secondly
transport problems between the sampled sub-counties, as these were far apart. Boda-boda
motorcycles become handy in such circumstances. Funding for this study was unclear and

largely funded from my meager salary.

3.8 Conclusions

This chapter addressed the key methodological issues of the study. This chapter described in
detail the research design adopted by the study, the sampling procedures used, the sub-counties
selected, the types of respondents sampled and rationale. The data collection methods and
instruments, the data analysis and data quality control techniques applied. Lastly, the protocol
followed, ethical considerations, the study limitations and problems encountered during the study
are also described. The next chapter describes the health sector and health situation in Tororo

district.
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CHAPTER FOUR

4.0 THE HEALTH SECTOR AND HEALTH SITUATION OF
TORORO DISTRICT.

4.1 Introduction

This chapter describes the organization of the health sector and health situation Tororo district. It
also describes in detail, the health infrastructure, the health sector financial commitments to PHC
and the predominant diseases in the district. A review of the sub-county and district health

related plans formulated by HCs, HUMCs, and the DMO are also presented in this chapter.
4.2 The health sector in Tororo District.

Tororo district has 43 health units, with 28 health units aided by government, while 15 health
units are run either privately or by Non-Governmental organization (NGOs). There is at least a
public health unit in each sub-county/municipality division- apart from the eastern division in
Tororo municipality (Tororo District Development Plan, 1994-97). The social- politiéal crisis
that the country experienced between 1971-86 equally affected the district. Although there is a
marked improvement in the health sector, the health infrastructure in the district is still
characterized by uneven distribution. For example, Tororo municipality with a population of
26,783 (4.8%) out of the total district population, has two hospitals (out of the three in the
district) and an average 50% of all the medical staff in the district. The remaining rural
population (95.2%) shares one hospital, 50% of the medical staff, and some poorly equipped
health units-save for a few private/NGOs ones (Tororo District Development Plan, 1994-1997).
Such a situation has implications for the nature of planning for health service delivery and the re-
orientation of health delivery system to PHC at the district level. For example, the expenditure of
some PHC conditional grants from central government is according to what has been called
“Health sub-district”. The defining criteria of these “health sub-districts” are hospitals located in

the respective areas. There is Busolwe health sub-district in Bunyole County (because of
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Busolwe hospital) and some of the PHC funds are managed from Busolwe hospital. There is also
the municipality health sub-district (because of Tororo- hospital) and some of the PHC funds are
managed from the hospital (see Tororo District health plan, 1997/98). Whereas it was difficult
for the researcher to establish the extent of re-orientation of health services delivery to PHC
within the hospital sector, it is quite clear (from FGD findings), that the nature of collaboration

between HCs and hospital management at the county and sub-county levels is blurred.

The district has 11 on service doctors. The population to doctor ratio stands at 1: 56,199, while,
the population to nurse ratio is 1: 4,199. Out of the total number of doctors, 90% are based in
urban areas. The district is over staffed with 78 nursing aides (16% excess) and 28 health
assistants (12% excess). Meanwhile the district is under staffed with critical staff such as; 18
enrolled nurses out of the approved 32 (43.7% less), 21 enrolled mid wives out of the approved
56 (62% less), and 20 medical assistants out of the approved 36 (48% less). It is important to
note that the rural areas are adversely affected than urban areas. This is because about 50% of all
medical staff in the district are found in urban health units (see Tororo district Development
Plan, 1994-1997). Therefore, the distribution of health providers does not adequately meet rural
health needs. For the last 27 years there has been no major expansion/addition of health facilities,
despite an annual 2.8% population increase in the district (see The 1991 population and housing

census, Tororo district Annual health report, 1996).

Most of the essential PHC elements (as defined by the Alma-Ata conference)’ have been long in
establishment at the sub-county and district levels. In all sub-counties/division in the study area,
there was a health inspector, an agricultural assistant, veterinary assistant (vermin contro] officer
in municipality), community development assistant and a sub-county chief (assistant town clerk
in the division). The communities are represented by elected sub-county councils and appointed
sectoral committees. Notably lacking PHC essential sectors at the sub-county level are the
education and water department.' However, the community development department can handle
the role of community education. While the role of water and sanitation department is co-

ordinated by the sub-county health inspector, in conjunction with the rural water and sanitation

® The essential elements outlined in the Alma-Ata declaration are; promotion of nutrition, provision of adequate safe
water, basic education, immunisation against major infectious diseases, safe motherhood, control of local endemic
diseases, preventive and promotive health education and appropriate treatment for common ailments.
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(RUWASA) project. Such PHC elements, when properly co-ordinated and integrated can
constitute the building blocks of an effective PHC delivery system. The sub-county chiefs and
the Assistant Town clerk, as the heads of civil service at the sub-county and the municipality’s
divisions respectively, can act as the pivot for co-ordination and collaboration in PHC delivery.
This is in recognition of the fact that, a great deal of PHC success relies on significant

contribution outside the conventional health sectors.

In most sub-counties of the district, there is a health unit apart from the eastern-division Tororo
municipality (see Tororo district development plan, 1994-1997). The health facilities are
horizontally spread out in most sub-counties. This is near ‘location’ equity. It also implies that in
each sub-county that there is a health facility for first contact and subsequent health care in sub-
county. This is an essential element for any PHC delivery system in number of ways. Firstly, it is
essential for the control of most common infections in the community. Secondly, it is a platform
for the implementation of decisions taken by community representative institutions such as
HUMC s and HCs. Thirdly, the integration of some of the locally identified PHC priorities with
the knowledge of health technicians can be partly felt at the health unit. Also the essential drugs

component of the PHC strategy can be executed at the health unit.

4.3 The health sector and PHC financing

Budgeted district expenditure on health services for previous years has been low, except for the
1998/99 financial year. For example, in the 1997/98 financial year, budgeted expenditure for
health services was shillings 778,955,246 (an average 15%) of the total district budget of
shillings 5,164,206,268. For the 1998/99 financial year, budgeted health expenditure was
shillings 3,150,622,110 (33%) of the total district budget of shillings 9,534,000,415. The actual
expenditure on health services in previous years has been extremely low, averaging 3% of the
annual total district expenditure. For example, in the 1996/97 financial year, actual expenditure
on health services was shillings 202,529,657 (4.6 %) out of the total district expenditure of
shillings 4,309,031,253. Also in the 1997/98 financial year, actual expenditure on health services
was shillings 142,608,009 (2.1%), out of the total district expenditure of shillings 6,753,117,119.

Most of the district health funds come from donors. For example, in the 1998/99 financial year
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donors were expected to contribute total shillings 2,583,510,130 (82%), and central government
contributing an average shillings 567,111,979 (18%), with almost nothing from the district’s
locally raised revenues (see Tororo district recurrent and capital estimates, 1998/99 and Tororo
district health plan 1998/99). At the sub-county level, budgeted finances for health services is
extremely low and actual expenditure in some sub-counties has been 0% in previous years on
health services. For example, the actual expenditure of Buhehe sub-county in the 1994/95

financial year was 0% (see Tororo district development plan 1994-97).

The district development plan (DDP., 1994-1997:30) notes that; “the provision of hospital based
services ignores health protection measures like control of environmental influences which may
not be covered by medicine. It is recognized that improvements in the health status of a
population do not depend on investments in the health sector per se, but also on improvement
and development of interrelated sectors such as water, sanitation, food production, nutrition,

education, among others”.

Despite this official recognition, most of the resources allocated for health services are directed
towards curative and hospital based care. A review of the financial commitment of the district
authorities towards PHC in the previous three years, shows a big gap between the intentions of
the district (plans) and the actual willingness to implement such intentions. The district
expenditures on PHC over the previous years have been largely peripheral. The review of annual
district health expenditures shows that in 1996/97 financial year, PHC expenditure was shillings
14,720,700 (7.2%) of the total annual health expenditure of shillings 202,529,657, and (0.34%)
of the total district expenditure of shillings 4,309,031,253, with almost nothing coming from the
locally raised revenue. The 1997/98 district annual budget estimates shows that PHC was to
consume shillings 93,125,000 (11.2%) of the total district health budget. However, actual PHC
expenditure for the 1997/98 financial year was shillings 10,890,300 (7.6%) of the district health
expenditure of shillings 142,608,009, and (0.29%) of the total district expenditure of shillings
3,703,143,521(see Tororo district recurrent and capital estimates, 1998/99). This trend of events
shows that the re-orientations of the district health system to PHC, has not been matched with
significant changes in financial commitment to PHC at the local levels. Nonetheless, there has

been a commitment by central government to increase PHC conditional grants to the districts by
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over 500% beginning with the 1998/99 financial year. The provision and budget for PHC in
Tororo district in the 1998/99 financial year was shillings 1,884,270,000 (60%) out of the total
health budget of shillings 3,150,622,110, and (20%) of the total district budget. The provisional
budget projections for PHC services in 1999/2000 financial year for Tororo district stands at

60% of the total health budget (see Tororo district recurrent and capital estimates 1998/99).

4.4 The health situation in Tororo district

According to the district annual health reports (1995), the top ten diseases recorded in all
registered health units are; malaria (28%), acute respiratory infections (21.9%), diarrhea (9.2%),
intestinal worms (9.2%), trauma (5.9%), eye infections (5.1%), skin diseases (4.6%), anemia
(4.2%), malnutrition (1.9%) and ear diseases (1.8%). According to the annual health report
(1995:31), malnutrition is more serious among children due to lack of food and balanced diet. It
is important to emphasize the fact that most of these diseases can be prevented through simple
disease preventive and health promotive interventions, even with the limited resources available

at the district.

4.5 Health plans and policies of sub-counties and the district

A review of health plans and policies formulated by HCs and HUMCs was undertaken at the
sub-county level. Also, a review of the district health plans in general and PHC plans in
particular, was undertaken at the the DMO. This was done to determine the nature of policies and
plans that had been made and the extent to which such policies and plans reflected PHC
orientations. It should be noted that the HUMCs cannot pass health policies, they can only
initiate policy recommendations, which are then forwarded, to the HCs at for consideration and
adoption by LC III council. Therefore at most, HUMCs have only tentative plans for their
respective health units. All sub-counties in the study area had, at least, some kind of a health
plan. These health plans are partly reflected in the sub-counties annual incomes and capital

estimates and records of meetings of HCs and HUMC:s.
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4.5.1 Health plans and policies of Kwapa sub-county.

From Kwapa sub-county the following intentions are cited in the sub-county 1998/99 annual
budget estimates and records of the HC. Firstly, the completion of the maternity wing of health
unit. Secondly, protecting of water sources not covered by rural water and sanitation project
(RUWASA). Thirdly, facilitating community health volunteers (through bicycle allowances) to
carry out public health campaigns and routine household sanitation check ups (see Kwapa sub-
county annual recurrent and capital estimates, 1998/99). The HC of Kwapa sub-county had
formulated ad hoc health related by-laws regarding household sanitation, hygiene and,
immunisation. In addition, a policy framework relating to health unit user fees had been
discussed and, recommendations sent to LC III council and DMO for consideration (source: key

14

informant interview)

According to the sub-county key informants, there is a wide discrepancy between the PHC plans
and actual implementation, partly, as a result of lack of funds. However, the orientations of such
health related plans, and policies towards the PHC syrategy, is quite evident. The plan to
mobilise resources towards the completing of maternity wing of the health unit is intended to
strengthen the mother and child health care services, which are a vital component of PHC
delivery. The plan for the protection of wells and springs is intended to guarantee safe drinking
water for community members, and prevent waterborne infections in the longrun. Meanwhile,
the by-laws relating to proper household sanitation and immunisation are disease preventive in
nature. Largely missing from the health plans of Kwapa sub-county are essential components

like nutritional campaigns (although mentioned in the district health plan 1998/1999).

The annual 1998/99 tentative plans of the HUMC for Kwapa sub-county health unit include the
following; repair and extension of health unit (maternity wing), user fee savings for emergency
expenditure (when essential drugs run out) and motivational allowances for health workers (see
Kwapa sub-county health unit budget estimates, 1998/99). These health plans reflect the
initiative to consolidate basic health services within the community. These health plans are also
largely reflective of the local health problems identification and initiatives to solve them through

community participation. From the point of view of the mandate of HUMCs, the PHC element of
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consolidating the basic health services has been initiated albeit quite ambitions, given the
resources at the sub-county disposal. Therefore, the institutionalization of community
participation in health care design and delivery can lead to meaningful identification and

priortisatisation of local health problems and, solutions to overcome such problems.

4.5.2 Health policies and plans of Eastern-Division Tororo Municipality

It is important to recall that the municipality’s eastern division does not have a HUMC. This is
because the division has no health unit. The health related plans and policies reviewed relate to
the HC of the division. The following intentions are cited in the divisional budget estimates for
1998/99 and, the divisional work plane for 1998/99. Firstly, the plan to construct public health
toilets/conveniences in congested slum areas for example Kasoli. Secondly, the plan to construct
first AID clinics in all LC II zones (Parishes). Thirdly, the extension of water stand pipes to peri-
urban areas not served by National Water and Sewerage Co-operation (NWSC). Fourthly, the
plan to conduct monthly community tours with health officials. Lastly, financial assistance to
schools for sanitation improvement (see Eastern division recurrent and capital estimates
1998/99- Tororo Municipality, and Eastern Division work plan 1998/99). According to key
informants, the division had also passed by-laws regarding sanitation and immunisation. For

example, every household should have toilet facilities, utensils stand and soak pits.

The above mentioned health plans are generally indicative of disease preventive and health
promotive considerations. They also reflect the capacity of HCs to identify local health related
priority needs. These health-related plans however, appear ambitious (given the nature of the
fiscal relationship between the municipality and the division, and the financial resources
available to the division). For example, in the 1998/99 financial year, shillings 5,060,236 (5%)
was budgeted for PHC services, out of the total divisional budget estimates of shillings
100,988,750 (see Eastern Division recurrent and capital estimates, 1998/99-Tororo
municipality). This study could not establish whether these divisional plans had been reflected
and integrated into the municipality annual health plans. The study could not establish the extent
to which the division had made financial commitment towards PHC in previous years, since the

division had for the first time produced a working budget in 1998/99. The fiscal relationship
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between the division and central municipality does not favourably guarantee that the division can
achieve its PHC targets (see chapter eight for a detailed explanation). Notably missing on the

divisional health plans is the nutritional element and, the mother and childcare elements.

4.5.3 Health plans and policies of Kisoko sub-county

The following health intentions are cited in the Kisoko sub-county budget estimates and work
plan for the 1998/99 financial year. The construction of maternity wing using funds from sub-
county revenues. Secondly, the expansion of latrines at Kisoko health unit. Thirdly, monthly
health outreach centers for each parish. Fourthly, water sources (boreholes) maintenance. Lastly,
the facilitation of community health workers and volunteers through bicycle and lunch
allowances (see Kisoko sub-county recurrent and capital estimates, 1998/99). All these
aspirations have been budgeted for in the 1998/99 financial year. Also, according to the key
informants at the sub-county, ad-hoc by-laws regarding immunization and sanitation are in place.
Some of the health plans such as community outreaches, maintenance of boreholes and, by-laws
regarding immunization are largely disease preventive and health promotive in nature. The
degree of financial commitment towards PHC is also low mainly due to the low revenue resource
base of the sub-county, among other reasons. For example, in the 1997/98 financial year,
shillings 1,816,000 (3.2%) was budgeted for PHC services out of the total sub-county budget of
shillings 55,054,800, but only shillings 689,400 was spent. Also, in the 1998/99 financial year,
shillings 2,298,500 (3.7%) was budgeted for PHC services out of the total sub-county budget
estimates of shillings 61,172,000. By the end of May 1999, only shillings 850,445 (0.37%) had
been spent on PHC services (see Kisoko sub-county recurrent and capital estimates, 1998/99).
When measured against the local resources, these health-related plans appear ambitious.
Therefore, like in the other sub-counties, there is a wide discrepancy between the aspirations and

the actual implementations.

4.6 Health plans and policies at district level

A significant number of health related activities are cited in the annual health work plan 1998/99

of Tororo district. These activities cannot all be reproduced in this review. This study has
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accordingly restricted itself to a review of the district PHC plans. The following PHC activities
are cited in the district health workplan 1998/99, as priority initiatives. The control of malaria,
the school health program (sensitization of headteachers and screening school children for
common diseases), the nutrition program, integrated information and education campaign, safe
motherhood, immunization, water and sanitation, management of special health problems,
rehabilitation and consolidation of health units, financial support to health sub-districts, and

support supervision to sub-county health units (see Tororo district annual health plan, 1998/99).

All the basic PHC elements are cited in the district health plan 1998/99. However, a number of
PHC activities have not been earmarked for funding in the health plan. The PHC activities not
earmarked for funding are; nutrition (especially the training of community based growth
monitors and the orientation of sub-county health workers on nutrition), the screening of school
children for common diseases and the sensitization of local councilors on safe motherhood. This

is mostly due to lack of adequate financial resources to target all PHC elements

The segregated and disjointed funding of some PHC elements (and the neglect of others) has
implications for the nature of PHC services delivery within the district. It does not foster the
integrated and holistic approach expected of the PHC strategy, especially when some essential
elements like nutrition have been left out. The significance of the element of nutrition in disease
prevention and health promotion cannot be over emphasized. From interviews with DMO and, a
review of the district health plans, the health department was supposed to establish
demonstration gardens, encourage nutritional related competitions among schools and, train
health volunteers in nutrition campaigns. This has not been entirely the case. Only breastfeeding
is emphasized at health units. The district health team and local leaders seem to underplay the
relationship between nutrition and disease infection. A mistake appears to be the failure to
appreciate the important role of malnutrition in the etiology of disease infection. Yet it is well
recognized (see Ebrahim, 1988) that a large proportion of morbidity and mortality arises from
the fact that a malnourished individual cannot master an adequate immune response to fight
infection, recovery is prolonged and may not be optimal. Hence, the under emphasis of the
nutritional element in PHC workplan is likely to undermine the outcome of PHC plans cited in

the annual district health workplan. The annual district health workplan does not elaborate inter-
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sectoral collaboration with other departments. It is important to emphasize the fact that a great
deal of PHC strategy requires actions and support outside the traditional health sector. This

appears not to have been emphasized by district and sub-counties authorities.
4.7 Conclusion

This chapter has described the health sector and health situation in Tororo district. The health
infrastructure of the district is characterised by uneven distribution, largely in favour of urban
areas. Despite the official recognition of PHC strategy in district development plan, the financial
commitment towards PHC in the previous years has been largely peripheral — save 1998/99
financial year. Most funds for health services come from donors and central government, with
almost nothing from the district treasury. There is also a wide discrepancy between the stated
health plans and their actual implementations, mainly because of lack of funds, among other
reasons. The top diseases that burden the communities can be largely prevented. The proceés of
planning for health services delivery among sub-counties is relatively new and not so well
developed. The fiscal relationship between the district headquarters and the sub-counties does
not easily facilitate PHC services delivery to local communities. Mean while, inter-sectoral
collaboration necessary for PHC services delivery has not been significantly emphasised in both
the sub-county and district health plans. The health related plans and policies of sub-counties and
the districts reflect some PHC orientations. The next chapter describes the socio-economic

background characteristics of the survey respondents.
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CHAPTER FIVE

5.0 THE SOCIO-ECONOMIC BACKGROUND OF SURVEY RESPONDENTS

5.1 Introduction

This chapter describes the frequency distribution of the sex of the survey respondents, the age
distribution of the survey respondents, the educational level of the survey respondents, the
occupational background of the survey respondents, and the interpretations of the analysis of

these background variables.

5.2 The sex of the survey respondents.

A total of 89 survey respondents were interviewed using a semi-structured questionnaire. A
deliberate attempt was made during sampling to have an equal number of males and female
respondents from each selected sub-county in the study area. Therefore, from each household
sampled, at most one adult male and one adult female were selected and interviewed. Out of the
total number of 89 survey respondents, 43 respondents were males (48.3%) and 46 respondents
were females (51.7%). As demonstrated in the next chapter, the sex of the survey respondents
did not significantly determine the perceptions of the respondents about the roles, policies, and
impact of HCs and HUMCs. The frequency distribution of the sex of survey respondents by sub-

county is reflected in the Table II below.
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Table II. The sex of the survey respondents by sub-county

Sub-county
Sex Kisoko Kwapa Eastern Division of | Total
Municipality
Freq. % Freq. % Freq. % F %
MALES 16 (53.3) 13 (44.8) 14 (46.7) 43 (48.3)
FEMALES | 14 (46.7) 16 (55.2) 16 (53.3) 46 (51.7)
TOTAL 30 (100) 29 (100) 30(100) 89 (100)

* Percentages reflected in all the tables are column percentages

5.3  Agedistribution of the survey respondents

The analysis of the age distribution of the survey respondents was done around five age-group
categories. This was done to ensure that all major age groups of adult community members are
reflected in the analysis. The age of the survey respondents did not significantly determine their

perceptions about the roles and functions of HCs and HUMCs in PHC delivery at the local level.

The age group distribution of the respondents is reflected in Table III below.

Table III. The age —group frequencies of survey respondents.

Age group

15-24
25-34
35-44
45-54
+55
TOTAL

Frequency

26
26
16
16
5
89

Percentage

29.2
29.2
18.0
18.0
5.6
100 .0
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5S4  Educational level of respondents

The analysis of educational level of respondents was done at five levels; with 16.9% of

the respondents having had no formal educational at all, while 33.7% of the respondents

had attended primary school education. Also, 39.3% of the respondents had ever attended

secondary school and 8.9% of the respondents had ever attended tertiary/vocational or

university education. There was an exception of one respondent who attended catechism

instruction at the Church. The educational level frequency distribution shows a pattern of

education system where access to education is unequal, and where the chances of

education achievement narrow down the higher one goes on the educational ladder. This

situation may have implications for the nature of community participation in PHC design

and delivery. The relationship between level of education and gender are shown in the

Table IV below.

Table IV. The educational level of the survey respondents by gender.

Educational level

No. P1-P4 PS-P7 Secondary | Tertiary/Uni | Total
Sex Education versity

F % F | % F % F | % F|% f %
Males |3 (20) 4 (444 |11 (52.4) [ 19 | (54.3) |5 | (62.5) 42 | (44.7)
Females | 12 | (80) |5 |(55.6) |10 (47.6) | 16 | (45.7) |3 ](37.5) 46 | (52.3)
Total |15 |(100) |9 |(100) |21 (100) |35 [(100) |8 |(100) 88 | (100)

X% =10.2768 (p > 0.05)

As reflected in Table IV above, There was no observed statistically significant relationship

between sex and educational attainment| x> = 0.2768 ( p > 0.05)]. The sampled respondents

appear to have had no major differences in their levels of educational attainment.
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There were observed unequal educational opportunities in the different sub-counties of the study
area. The relationship between the sub-counties’ location and educational opportunities was
statistically significant [x* =0.05000 (p < 0.05)]. Therefore, rural areas, as expected, tend to have
less opportunities of access to education than urban areas. For example, out of the total number
of 15 respondents who never attained formal education, 8 of the respondents (53.3%) were from
Kisoko sub-county which is typically rural, while only 2 respondents (13.3%) were from the
municipal council (Eastern division) The remaining 5 respondents (33.3%) were from Kwapa
sub-county. Also chances for higher education are titled in favor of urban areas than in rural
areas. For example, out of the 35 respondents who attained secondary education, only 6
respondents (17.1%) are from Kisoko sub-county, which is typically rural, compared to 14
respondents (48.3%) from Tororo municipality-Eastern Division. This is demonstrated in Table

V below.

Table V The educational level of respondents by sub-county

Educational level

Sub-county | No educ P1-P4 P3-P7 Secondary | Tertiary Total

F % F | % F % F | % F % F %
Kisoko 8 533 |6 |66.7 |9 429 16 |17.1 |1 12.5 |30 34.0
Kwapa 5 333 {- |0 5 23.8 (15 429 |4 50 29 33.0
Eastern Div. |2 133 |3 333 |7 333 114 |40 3 375 129 33.0
Totals 15 (100 |9 [100 |21 100 |35 [ 100 |8 100 | 88 100

X% =0.0500 (p <0.05)

This pattern of life chances has implications for the occupational opportunities of residents. It
also has implication for the nature of community participation and resource mobilization for
PHC services delivery especially for rural areas. For example all the sub-county councilors
including the appointing authorities from Kisoko sub-county (which is typically rural) don’t

consider themselves competent to chair the HC. Consequently, the HC in not functional.
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“we don’t have a chairperson for the HC because we don’t have any councilor with a health

background”(male key informant- Kisoko sub-county).
3.5  Occupational background of survey respondents

The occupational background of respondents was broken into at six groups (see Table VI
below). The majority of respondents were peasant farmers, while 5 of the respondents
(5.6%) performed other duties such as housekeeping, local defence surveillance.
However, gender segregation is also evident in the occupational background of the
survey respondents as demonstrated in the Table VI below. There was an observed
significant relationship between the sex of respondents and their occupational
opportunities [x* = 0.00278 (p < 0.05)]. Women in developing countries tend to be

socialized to and perform domestically oriented duties (see Norman 1988).

Table VI. The occupational background of respondents by gender

Occupational category
Peasant Trader Professional Artisan Casual Others Total
Laborer
Sex F % f | % f | % f % f % f |% |F | %
Males 14 (29.8) | 7 | (58.3) | 10 [ (62.5) 51100 4 100 3 |60 |43 |483
Females | 33 (702) |5 @1 |6 |(37.9) 0 0 2 |40 |46 | 577
Total 47 (100) | 12 | (100) | 16 | (100%) | S | (100) |4 (100) |5 100 | 89 | 100

X? =0.00278 ( p < 0.05)

AS shown in Table VI above, out of the 47 respondents who are peasant farmers, 33 respondents
(70.2%) were females compared to only 14 respondents (29.8%) who were males. Also out of
the 16 respondents who have professional occupations only 6 respondents (37.5%) are females
while 10 respondents (62.5%) are males. Other occupations such as artisan and casual labor are
an exclusive domain of only males. Reasons for such a trend of occupational gender segregation
arise from patriarchal orientations in which females tend to be more domesticated in most

spheres of life especially in developing countries while males are socialized and oriented for
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extra-domestic activities. This life pattern may also have implications for the active participation

of women in community development activities (see Norman, 1988).

The trend in life chances of the respondents (indicated by occupational status) appears more
favorable to urban and peri-urban areas compared to typically rural areas. A further analysis of
occupational status of respondents by sub-county reveals that of all 47 respondents who are
peasant farmers, 20 respondents (42.6 %) are from Kisoko sub-county which is typically rural.
This compares poorly to 13 respondents from Kwapa sub-county and 14 respondents from the
municipality, which are peri-urban and urban respectively. Also of all the 16 respondents who
are professionals only 1 respondent (3.3%) was from Kisoko sub-county, unlike the 8

respondents from Kwapa sub-county and 7 respondents from the municipality (Eastern division).

Such a trend of employment opportunities has implications for the nature of community
participation and resource mobilization for PHC activities. Findings from the FGDs in Kisoko
sub-county indicates that all local councilors at the LC III level have shunned the responsibility
of chairing the HC because they hold a perception,(including the appointing authority), that, one
needs a background training in health issues to be the chairperson of the HC. This however, is
not a legal requirement of the local Government Act, 1997. Consequently the HC is non-
operational in Kisoko sub-county. It was also reported from FGDs that there is a general low
level of graduated tax collection in the sub-counties. This kind of situation arises partly from the
kind of educational life chances and employment opportunities that such a community has been
exposed to. Therefore, decentralisation opportunities and community participation as a process
may be held up by the nature of life chances the community members have been exposed to.
Although constitutionally established and politically anchored structures such as HCs act
HUMCs may be set up to foster community participation for PHC delivery, it is no guarantee
that such opportunities shall always be exploited by the community members, although willing.
This arises partly from the perceptions held by the local leaders themselves at LC III level as
regards ones’ competency to chair the sub-county HCs, and partly from the life chances or

opportunities these communities have been exposed to.
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5.6 Conclusions

This chapter has described the background characteristics of the survey respondents. The sex of
«the respondents was described and it was shown that a gender representative sample was adopted
for the study. The age groups of the respondents were also described. The educational levels of
respondents in relation to other background variables (sub-county, sex e.t.c.) and the implications
for community participation have been described in detail. The occupational categories of the
respondents in relation to other background variables and the likely implications have also been
described. It was shown that educational and occupational opportunities are tilted in favour of
urban areas than rural areas. Such situations have negative implications for community
participation and resource mobilisation for PHC delivery. The next chapter deals with

community members’ perceptions about the roles and functions of HCs and HUMCs.
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CHAPTER SIX

6.0 RESIDENTS’ PERCEPTIONS ABOUT THE ROLES AND FUNCTIONS OF LC 1
SECRETARIES FOR HEALTH, HEALTH COMMITTEES AND HEALTH UNIT
MANAGEMENT COMMITTEE.

6.1 Introduction

This chapter describes the findings from the survey sample and FGDs regarding residents’
perceptions of the roles and functions of LC I secretaries for health, HCs and HUMCs in regard
to PHC delivery at the sub-county and village levels. This chapter describes the community
members’ level of awareness (and misconceptions there in) about LC I secretaries for health,
HCs and HUMCs. The community members’ perceived understanding of policies taken by HCs

and HUMCs are also described in relation to PHC.

6.2  Respondents’ awareness of the roles and functions of LC I secretary for health at

village /zonal level.

Survey respondents were asked whether they were aware that there is LC I secretary for
health for their respective villages/zones. The analysis of responses shows that, 70
respondents (78.7%) of the total 89 respondents were aware, as opposed to 19
respondents (21.3%) who were not aware of the LC I secretary for health. Out of the 70
respondents who were aware about LC I secretary for health, 34 respondents (48.6%)
were males, while 36 respondents (51.4%) were females. Out of the 19 respondents who
were not aware of the LC I secretary for health, 9 respondents were males and 10
respondents were females. Therefore, there was no observed significant relationship
between sex and level of awareness about LC I secretaries for health [x* = 0.9258 (P >
0.05)]. This could be due to the fact that this is a community embedded phenomenon that

is uniformly known by community members and the civic education that heralds such
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local council elections. Also, women have of recent become politically active through

participation in local politics among others.

The pattern of level of awareness about LC I secretary for health does not change when the
analysis is done at the level of sub-counties (especially rural versus urban areas). A comparative
analysis of a typically rural sub-county (Kisoko sub-county) and a typically urban area (Eastern
division-Tororo municipality) shows that respondents from both urban and rural areas were
uniformly aware about LC I secretaries for health. There was no observed significant relationship
between sub-county and level of awareness about LC I secretary for health [x* = 0.4593 (p>

0.05)]. This situation is demonstrated in Table VII below.

Table VII. Respondents’ level of awareness about LC I secretary for health by sub-

county
Sub County
Awareness
Category Kisoko Kwapa Tororo TOTAL
Municipality
Eastern division
f % f % |f % f %
22 (73.3) 120 (69.0) |28 (93.3) 70 (78.7)
_YES
 NO 8 (26.7) |9 (31.0) (2 (6.7) 19 (21.3)
TOTAL 30 (100) 29 (100) 30 (100) 89 (100)

X’ =0.4593 (p > 0.05)

As shown in table VII above, there is a uniform level of awareness about LC [ secretaries for
health, among all the sub-counties. The reasoning behind such a uniform trend may be the view
that, this is a village based phenomenon that is commonly known in all places. The idea about

local councils has been in Uganda for the last 13 years and it is popular especially at local levels.

The analysis of level awareness about LC I secretary for health by educational level shows, that

out of the 70 respondents who were aware, 12 respondents (17.1%) had never had formal
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education while 23 respondents (32.8%) had attended primary education. Also 28 respondents
(40%) had attended secondary education, and 6 respondents (8.6%) had either attended tertiary
or vocational training (see Table VIII). The high numbers of respondents who are aware about
LC I secretary for health in the primary and secondary education categories are proportionate to
the equally large number of respondents sampled in those educational categories. Therefore,
there was no statistically significant relationship [x2 = 0.4728 (p > 0.05)] between level of
education and level of awareness about LCI secretary for health at village level. This is mainly
due to the fact that the concept of local councils is a community based phenomenon which all
community members are supposed to participate uniformly without due regard for educational
attainment. Also the local council leaders at the village level are elected directly by community

members.

Table VIII. Respondents level of awareness about LC I secretaries for health by

educational level.

Awareness | Educational level
Category | No educ | Primary Secondary | Tertiar | Others TOTAL
y
f 1% |f |% F | % f1% |{f |% |F %
YES 1 {80 (23 [767 |2 |80 6175 {1 1100 {70 | 78.6
2 8
NO 3 120 |7 233 |7 |20 2125 |- |0 19 1214
TOTAL |1 |100 {30 |100 (3 | 100 8§10 {1 |100 |89 | 100
S 5 0

X* =0.4728(p>0.05)

6.2.1 Roles and functions of LC I secretaries for health

The community members who were aware about LCI secretary for health were further asked to

identify the roles and functions of the LC I secretary for health. Multiple responses were
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allowed. Table IX 4 below shows the responses per the different categories of roles and functions

of LC I secretaries for health as mentioned by respondents.

Table IX. Residents’ responses about the roles of LC I secretaries for health

Mentioned roles Frequency %

Mobilisation 35 32.1
Sensitisation 35 32.1
Enforce by-laws 13 11.9
Other roles 21 19.3
Don’t know 5 4.6
Total 109 100

Multiple responces were allowed

A reflected in Table IX above, out of the 70 respondents who were aware about the LC I
secretary for health, the majority of respondents mentioned that, the roles of the LC I secretary
for health are to mobilise community members towards health related activities, and sensitising
community members about proper health behaviours like having toilets, utensil stands, rubbish
pits e.t.c. Another 13 respondents mentioned that LC I secretaries for health play the role of
enforcing health related by-laws, while 21 respondents mentioned other roles and functions of
LCI secretaries for health such as; monitoring health situations in the villages, reporting disease
outbreaks to concerned authorities, enforcing sanctions against those who don’t comply with the

health related by-laws among others.

From the foregoing description, it appears that the integration of LC I secretaries for health into
the district health delivery system as a result of decentralisation is paying off, especially as far as
PHC is concerned. The majority of survey respondents are aware about the roles of LC I
secretaries for health. However, there are few misconceptions held by community members
towards the roles and functions of LC I secretaries for health, for example the view, that, the
latter are supposed to arrest community members without toilets in their homes, and these who

don’t take their children for immunisation. These misconceptions could arise partly from the fact
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that LC I secretaries for health may portray themselves in such roles yet these roles should be the
domain of law enforcement officers like local administration police, local defence units, LC
courts and police among others. Nevertheless the general trend indicates that the LC I secretaries
for health are playing an important role in community based PHC, especially in preventive and
promotive health initiatives, their shortcomings not withstanding. This conclusion is
substantiated with findings from FGDs in which it was observed that LC I secretaries for health
were very instrumental in the mobilisation of community members towards PHC activities at the
village and parish levels.

“ Health personnel usually work with the village local council leaders and secretaries for
health in the mobilization of community members towards health initiatives like

immunization, cleaning of village wells e.t.c.” (FGD participant-Kwapa sub-county).
6.3 Residents’ awareness about the roles and functions of health committees (HCs)

The survey respondents were asked if they were aware that, there are HCs at the sub-county
level. The analysis of responses indicates that, the majority of the respondents were aware about
HCs at the sub-county (LC III) level. Out of the 89 respondents interviewed, 77 respondents
(86.5%) were aware about HCs at the sub-county (LC III) level, while 12 respondents (13.5%)
were not aware at all. Further analysis showed that out of the 77 respondents who were aware
about HCs at the sub-county level, 39 respondents (50.6%) were males while 38 respondents
(49.4%) were females, implying that there is no significant difference | x2=0.2642 (p > 0.05)] in
the level of awareness about HCs between the males and female respondents. And out of the 12
respondents who were not aware about HCs, 4 respondents were males, while 8 of the
respondents were females. The analysis of responses by sub-county also shows no significant
relationship between [x* = 0.9875 (p >0.05)] the level of awareness about HCs and the sub-

counties as shown in Table X below.
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[able X. Residents’ level of awareness about HCs by sub-county.

Sub County

Kisoko Kwapa Tororo TOTAL
\wareness Municipality
_ategory Eastern division

f % f % f % f %
'ES 26 (86.7) |25 (86.2) |26 (86.7) 77 (86.5)
O 4 (13.3) |4 (13.8) |4 (13.3) 12 (13.5)
[OTAL 30 (100) 29 (100) 30 (100) 89 (100)

X% =0.9875(p > 0.05)

“here was also no observed significant relationship [x*= 0.2439(p >0.05)] between the age of
espondents and their level of awareness about HCs. Out of the 77 respondents who are aware
bout HCs, 22 respondents (28%) belonged to 15-24 age group, 24 respondents (31.2%)
relonged to 25-34 age group, while 14 respondents (18.2%) belonged to both of the 35-44 and
5-54 age groups. Only 3 respondents (3.9%) belonged to the 55 years and above age group. The
eemingly high number of respondents in the first two categories of age groups is proportional to

he large number of respondents sampled in those age categories.

"he analysis of respondents’ level of awareness about HCs by their level of education indicates
1at, respondents in this sample were uniformly aware about HCs. The respondents who had at
2ast attended formal education were uniformly aware about HCs like those who had never
ttended formal education. There was no observed statistically significant relationship between
1e level of awareness about HCs and educational attainment[X* = 0.2439(P>0.05)]. This is

emonstrated in Table XI below.
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Table XI. Respondents’ levels of awareness about HCs by education level.

Education level
Awareness | No Primary Secondary | Tertiary/ Others TOTAL
Category Education Vocation
F % | F % | F % F % F % F %
YES 10 (66.7) {27 (90) |31 (88.6) |8 (100) |1 (100) | 77 (86.5)
NO 15 (333) |3 (10) |4 (140 ©) [0 (0 |12 (135
TOTAL 15 (100) |30 (100) |35 (100) |8 ~ (100) |1  (100) |89 (100)

X* = 0.2439(P>0.05)

6.3.1 Roles and functions of HCs

The respondents who were aware about HCs were further asked to identify roles and functions of

HC members, which they were aware of. Multiple responces were allowed. Table XII below

shows the number of responses per the different categories of roles and functions of HC as

mentioned by respondents.

Table XII. Respndents’ responces about the roles and functions of HCs.

Mentioned roles Frequency %
Community and resource | 12 11
mobilisation

Sensitisation 43 394
Planning and budgeting 7 6.4
Other functions and roles 42 38.5
Don’t know 5 4.6
Total 109 100

Multiple responses were allowed
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As reflected in Table XII, out of the 77 respondents who were aware about HCs, only 13
respondents mentioned that HCs are responsible for community and resource mobilisation for
health services. Suprisingly, this is one of the most important roles of HC (MoLG 1997
guidelines on the role of local leaders and managers in district and sub-county health services).
Meanwhile, only 7 respondents mentioned that, the HCs are supposed to carry out planning and
budgeting for health services at the sub-county, yet this is also one of the important roles of HC.
Further, 43 respondents out 77 mentioned that, the HCs are supposed to carryout sensitisation of
community members about health issues. However this is an over exaggeration of the roles and
functions of HC, but it is likely that some of the members of HC in conjunction with health
workers carryout health sensitisation activities. It is also likely that some members of the HCs
regard themselves as some kind of health extension workers (see also findings of Kostanjesk
1997:5). 1t is also reported from HC focus group discussions of Kwapa and Tororo Municipality
that sometimes members of HC carryout community health tours in which they and other health
workers address community members on health issues. This was mostly done during the cholera
outbreaks. Also 42 respondents out of the 77 who were aware about HCs mentioned other
functions of HCs such as monitoring health units, monitoring health situations, identifying health
problems, providing good drinking water, recording AIDS patients. Meanwhile, only 5 of the
respondents could not mention any particular roles and functions of HCs (or felt that HCs were
not carrying out their duties). As can be seen, some respondents have misconceptions about the

roles of HCs, for example, the view that HCs are supposed to record AIDS patients.

There is collaborated evidence from FGDs regarding community members perceptions towards
the roles and functions of HCs. Members of HCs were asked during focus group discussions,
what they thought were their roles and functions. This was intended to establish the knowledge
and attitudes of the HC members about their official duties as spelt out in the MoLG updated
guidelines on the role of local leaders and managers in the district and sub-county health
services. The general trend observed from the FGDs shows that most of the HC members were
aware of their roles and functions. The members of HCs mentioned the following roles and
functions. That the HCs are supposed to sensitize and mobilize community members about
proper health practices. That the HCs, are also supposed to plan for health service delivery at the

sub-counties. That the HCs, are also supposed to appoint and oversee the HUMCs, monitor the
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general trend of community health, and report disease out breaks to concerned authorities.

“we also plan for health services delivery and appoint and supervise the HUMC”

(FGD participant-Eastern Division Tororo Municipality).

None of the HCs participants in FGDs mentioned the role of resource mobilization for PHC
delivery at the sub-county. This is supposed to be one of the important roles of HCs. This is
collaborated with findings from the survey sample, in which few respondents mentioned such a
role for HCs. None of the HC members, mentioned that HCs, were also supposed to initiate
health related by-laws for approval by the local council III so as to strengthen proper household
sanitation, hygiene and immunization. Nonetheless, this function is being carried out by HCs.
Despite such limitations in the knowledge of HC members about their roles and function, the
integration of HCs into the health delivery system at the sub-county has had a meaningful
outcome for PHC delivery. The HCs, where resources do allow, have been engaged in functions
such as; community mobilization and sensitization about proper health practices, planning for
health services delivery at sub-county level, monitoring HUMCs and fostering collaboration with
other stakeholders in PHC delivery, among others. Therefore, to a great extent the HC members
appear to be aware of most of their roles and functions. A number of factors however, limit the

actual implementation of the HCs plans.

From the foregoing discussions, HCs are actively engaged in roles that promote PHC delivery
within sub-counties. Such roles mentioned include; mobilisation of community and resources
towards health care, planning for health care services, identifying health problems and initiating
actions to solve them, monitoring the delivery of health services. However, the roles of
planning, resource mobilisation and the development of strategies to prevent and solve
community health problems have not yet been fully exploited by HCs. Kostanjesk (1997) also
reports in her study from Tororo-district that most sub-counties HCs had for the first time drafted
health plans and budget beginning only in 1996/97 financial year. This indicates that the practice
of planning for PHC among HCs is relatively new and calls for capacity building among HC
members towards such critical roles and functions, especially as far as PHC is concerned. This

also collaborated by evidence from HCs focus group discussion that annual health plans (and
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plans of other sectors as well) are often produced late without concrete prioritization of health

problems.

6.4 Residents’ awareness about the roles and functions of Health Unit

Management Committees (HUMCs).

Survey respondents were also asked if they were aware about HUMCs for each public health

unit. The analysis of their responses by sub-county is reflected in the Table XIII below.

Table XIII. Respondents level of awareness about HUMCs by sub-county.

Sub-county
Awareness Kisoko Kwapa Toro'rq . Total
Category Municipality

f % f % f % f %
YES 26 (86.7) |24 (82.8) |11 (36.7) |61 (68.5)
NO 4 (13.3) |5 (17.2) 119 (63.3) |28 (31.5)
TOTAL 30 (100) |29 (100) 30 (100) 189 (100)

X*=0.0002(p < 0.05)

As illustrated in Table XIII above, out of the 30 respondents from Kisoko sub-county, 26
respondents (86.7%) were aware about HUMCs, while 4 respondents (13.3%) were not aware of
HUMC:s. This contrasts sharply with findings from the Municipality (eastern division) in which
out of the 30 respondents from there, only 11 respondents (36.7%) were aware about HUMCs,
while the majority 19 respondents (63.3%) were not aware about HUMCs. The major reasons
behind such differences in levels of awareness between sub-counties, could be due to the fact
that, the eastern division of the Tororo municipality does not have a public health unit, so the
HUMC does not exist in this area. Therefore the respondents who are aware about HUMCs in
the municipalitys’ eastern division could have known it through other people and from the

nearby Tororo district hospital HUMC among other reasons. This observation is enforced by the
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fact that there is a significant relationship between the location (sub-county) and level of

awareness about HUMCs [x2 =0.0002(p < 0.005)].
Further analysis was done to compare the age of respondents and levels of awareness of
HUMCs. There was no observed significant relationship between the respondents’ age and their

levels of awareness about HUMCs[x2 =(0.50007(p > 0.05)], as demonstrated in Table XIV below.

Table XIV. Respondents’ levels of awareness about HUMCs by age.

Awareness of category

Yes No TOTAL
Age — group F% F% F%
15-24 19(31.7) 7(25.0) 26(29.2)
25-34 19(31.7) 7(25.0) 26(29.2)
35-44 8(13.1) 8(28.6) 16(18.0)
45-55 11(18.0) 5(17.9) 16(18.0)
55+ 4(6.6) 1(3.6) 5(18.0)
TOTAL 61(100) 28(100) 89(100)

X*=0.50007(p > 0.05)

As far as this sample is concerned, it appears that most of the respondents who are aware of
HUMCs, are between age groups of 15-24 and 25-34. However, the seemingly large number of
respondents who are aware of HUMCs in these age categories is correspondingly proportional to

the seemingly large number of respondents sampled from those age categories.

Further analysis shows that out of the 61 respondents who were aware about HUMCs, 19
respondents (31.2%) had attained primary education, while 26 respondents (42.6%) had attained
secondary education and 6 respondents (9.8%) had attained tertiary education. The rest (17.4%)
had not attained any formal education. The high number of respondents among those who had
attained some education is proportional to the large number of respondents sampled in that
category. Also, out the 30 respondents who had attained primary education, 19 of them (63.3%)
were aware of HUMCs, and out of the 35 respondents who attained secondary education 26
respondents (74.3%) were aware of HUMCs, and out of the 8 respondents who had attained
tertiary education, 6 respondents (75%) were aware of HUMC:s. Lastly, out of the 15 respondents
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who had not attended formal education, 10 respondents (66.7%) were aware about HUMCs.
There was no observed significant relationship[ x* = 0.8583(p > 0.05)] between educational

attainment and level of awareness about HUMCs.
6.4.1 Roles and functions of HUMCs

The respondents, who are aware about HUMCs, were further asked to mention particular roles
and functions of HUMCs. Table XV below shows the number of responses per the different
categories of roles and functions of HUMCs as mentioned by the respondents. Multiple

responces were allowed.

Table XV. Residents’ responces about the roles of HUMCs.

Mentioned roles Frequencies %

Assessing and planning 10 11.9
Monitoring and Supervising 39 46.4
Managing user fees 4 4.7
Others 14 16.6
Don’t know 7 8.3
Total 84 100

Multiple responces were allowed

As shown Table XV above, out of the 61 respondents who were aware about HUMCs, the
majority of respondents mentioned that, the HUMCs were responsible for the monitoring and
supervising the delivery of PHC at the health unit. It is important to emphasise that this is one of
the basic assumptions of decentralisation and institutionalised community participation in PHC
delivery. For example, the role of preventing abuse of health services at point of delivery by
making health services providers accountable to their clients. Ten (10) respondents out of 61
respondents mentioned that HUMCs, were responsible for assessing and planning for the needs
of Health Units, and only 4 out of 61 respondents mentioned that the HUMCs were responsible
for the management of user fee changes collected at health unit. This is a misconception since
HUMCs members are not accounting officers of health units but are policy makers and
supervisors. Only 7 respondents (11.5%) could not mention any particular role or functions of

HUMC:s (or felt that HUMC members were not perfoming their roles), while 14 respondents
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(22.9%) mentioned other functions of HUMCs like; informing people about the health unit,
controlling the out break of diseases, giving people treatment, testing blood e.t.c. As can be seen
some of the mentioned roles and functions (for example giving people treatment, testing blood)
are misconceptions held by community members about the role and functions of the HUMC:s.
However, these misconceptions are of low magnitude whose significance does not over shadow

the level of awareness about the correct roles of HUMC:s.

There is collaborated evidence from FGDs regarding community members’ perceptions about
the roles of HUMCs. Members of HUMCs were asked during FGDs what their roles and
functions were. The general trend indicates that the HUMCs members were comfortably aware
of most of their defined roles and functions. Most members of the HUMCs in FGDs mentioned
that their roles were; to supervise and monitor health services delivery at health units,

planning for the health unit, identifying the health service problems at the health unit and
initiating solutions to address such problems, monitoring the utilization of cost-sharing fees,
sensitizes the community about the objectives of cost-sharing and work in close co-operation

with sub-county HCs, the DMO and LC III secretary for health.

“We have to see that the health units is running well, the staff are active and the
money collected from the patients is properly utilised at the health unit as planned”

(HUMC member - Kisoko sub-county).

None of the FGD participants of HUMCs mentioned that they were also supposed to initiate
polices about the health unit services (although they had actually done) and make
recommendations to HCs and DMO for action. A few misconceptions are also abound among
members of HUMCs. For example, some members mentioned that the HUMCs were custodians
of health unit property, controllers of the use of drugs, and reporting incidences of disease
outbreaks to concerned authorities. As can be seen, the control of use of drugs, the custody of
health unit property is largely and exclusively the role of health service providers, especially the
incharge of the health unit. He/she is the accounting officer of the health unit and is liable for

punitive action for any wrong doing at the health unit.
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6.5 Respondents’ awareness of policies made by HCs and HUMCs.

Survey respondents were asked if they were aware of health-related policies that had been
formulated and passed by HCs and HUMCs. This was to determine the extent to which these
policies had been made known to the public through implementation and the extent to which
such policies reflected PHC orientations. Out of the 89 respondents interviewed, 57 respondents
(64.0%) were aware of at least one policy passed by either the HCs or HUMCs, while 32
respondents (36.0%) were not aware of any policy taken by either HCs or HUMCs.

The level of awareness about health related policies passed by HCs and HUMCs is evenly spread
over the sub- counties of the area of study. For example out of 57 respondents who were aware
of at least a policy taken by HCs and HUMCs, 21 respondents (36.8%) were from Kisoko sub
county, while 17 respondents (29.8%) were from Kwapa sub-county, and 19 respondents
(33.3%) were from Eastern division of Tororo municipality. This implies that there are no major
differences in the level of awareness of health related policies taken by HCs and HUMCs

between the different sub-counties in the area of the study.

Thefe were also no observed significant relationship between the age group of respondents and
their level of awareness of policies taken by HCs and HUMCs[x2 =(0.3192(p > 0.05)]. Out of the
57 respondents who are aware about the policies taken by the HCs and HUMCs, 13 respondents
(22.8 %) belonged to the 15-24 age group, 19 respondents (33.3%) belonged to the 25-34 years
age group, while 9 respondents (15.8%) belonged to the 35-44 years age group, and 13
respondents (22.8%) belonged to the 45-54 years age group. Only 3 respondents belonged to the
55 years age group. The smaller number of respondents who are aware about HCs and HUMC
policies in the latter age categories is due to the proportionally less number of sampled
respondents in those age categories. The same conclusion can be derived from the analysis of the
32 respondents who are not aware of the policies taken by HCs and HUMCs. However most of
the respondents (at least over 50%) in the above different age groups were aware of the policies
that had been taken by the HCs and HUMCs. This shows that the level of awareness about
policies of HCs and HUMCs is averagly spread among the community members. This is

demonstrated in Table X VI below.
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Table XVI. Respondents’ level of awareness about policies of HCs and HUMCs by age

Age group categories in years
Awareness | 15-24 25-34 35-44 45-54 55+
Category TOTAL

F % F % f % f % f % F %
YES 13 1500 |19 [|73.1 |9 563 (13 1813 |3 60 |57 |65.5
NO 13 {500 {7 269 7 457 |3 18.7 {2 40 (32 {345
TOTAL 26 (100 (26 [100 |16 |100 [16 |100 |5 100 | 89 100

X% =10.3192(p > 0.05)

The analysis of survey respondents awareness of health related policies taken by HCs and
HUMC:s by sex, also shows no major differences between the males and the female respondents.
Out of the 57 respondents who were aware about the policies taken by HCs and HUMCs, 29

respondents (50.9%) were males, while 28 respondents (49.1%) were females.

The analysis of respondents who are aware of health related policies taken by HCs and HUMCs
by their level of education shows that out of the total 57 respondents, 48 respondents (84. 2%)
had ever attended school, while only 9 respondents (15.8%) had never attended school. This is
likely to imply that the level of awareness about policies taken by the HCs and HUMCs is high
among these who have ever attended school compared to those who had never attended formal
education. However, the seemingly high percentage of awareness among the educated is due to
the proportionally high number of educated respondents in the sample. There was no observed
significant relationship between level of education and level of awareness about policies of HCs

and HUMCs [x? = 0.6306(p > 0.05)].
The community members who were aware of the health related policies taken by HCs and
HUMCs were further asked to mention at least one policy which had been made by either the

HCs or HUMCs. The respondents were free to mention more than one policy. Out of the 57
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respondents who were aware of the policies taken by HCs and HUMCs, 52 respondents (91.2%)
mentioned that, sanitation and immunisation related by- laws had been formulated and passed by
the HCs/local councils. These by-laws concern immunisation of children (punitive action against
parents/guardians who don’t take their children for immunisation), household sanitation (each
household must have a latrine, utensils stands, bath shade and a soak pit), and health unit user fee
exemptions for the terminally ill e.g., T.B Patients. This shows that HCs and HUMCs have
initiated by-laws to improve community health. The by-laws regarding immunisation and
household sanitation are highly preventive and health promotive in nature. This is one of the
cornerstones on which PHC should be built. It also shows that the integration of HCs and
HUMC:s into the district and sub county health delivery systems is at least paying off in terms of

disease prevention, health promotion, and equity of access to basic health services.

Out of 57 respondents who were aware of policies taken by HCs and HUMCs, 5 respondents
(8.8%) mentioned the policy of community out reach and sensitisation by community health
volunteers and health educators. It appears that the community members were not yet fully aware
of this policy mainly because it has been little implemented. This is collaborated by findings
from the FGDs of the HCs that show that lack of funds for facilitating community health
volunteers and health providers to carry out community health sensitisation activities is one of
the major obstacles towards implementation of this policy. Meanwhile 13 respondents (22.8%)
mentioned other policies like; health facility expansion, having enough food, and protection of
village water sources (wells). It is important to note the disease preventive nature of the health-

related policies formulated by the HCs and HUMCs.

6.6 Conclusions.

From the foregoing analysis and discussions, community member's level of awareness about LC
I Secretaries for Health, HCs, and HUMCs and their associated roles and functions is relatively
high. The HCs and HUMCs are also carrying out duties and passing policies that reflect PHC
orientations. However, some of the major functions of the HCs and HUMC:s as reflected in the
updated rules and regulations governing local leaders and managers in district and sub-county

health services have not yet been fully undertaken by HCs and HUMCs. A number of factors are

59



responsible, some beyond their control. Therefore the integration of HCs and HUMC:s into the
district health delivery system appears to be paying off, because the HCs and HUMCs are
engaged in some roles and functions,. and have passed policies that are largely disease
preventative and health promotive in nature, despite attitudinal, economic and institutional
challenges. The next chapter looks at the perceived impact of HCs and HUMCs in the delivery of

PHC services at the local level.
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CHAPTER SEVEN

7.0 PERCIEVED IMPACT OF HCs AND HUMCs IN THE DELIVERY OF
PHC SERVICES.

7.1 Introduction:

This chapter presents findings from the survey, FGDs, and key informant interviews that relate to
the percieved impact of HCs and HUMCs by community members. This chapter describes the
community members perceived changes in the health delivery systems at the local level. The
chapter also describes the community members’ perceptions towards equity of access to health
services and the socio-economic impact of HCs and HUMC:s in the design and delivery of PHC
services. The related findings from FGDs and key interviews are presented alongside the
statistical descriptions. This chapter is in line with one of the objectives of the study, which was

to establish the perceived impact of HCs and HUMCs by community members.

7.2 Respondents’ perceptions towards changes in the health delivery system at the sub-

county level

Survey respondents were asked whether they felt there was any improvement in the health
services delivery partly as a result of the roles of HCs and HUMCs. Out of the 89 survey
respondents, 61 respondents (68.5%) felt that there was an improvement in health service
delivery as a result of the roles of HCs and HUMCs. Meanwhile 23 respondents (25.8%) felt that
there was no improvement in health services delivery. Only S respondents (5.6 %) were
indifferent. From a community members perspective, the integration of HCs and HUMCs into
the district health delivery system has had a meaningful outcome for PHC services delivery. This
is substantiated with the various reasons the community members mentioned to support their

perceptions about improved PHC services.
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The respondents who felt that there was an improvement in health delivery, were further asked
why they thought so? The respondents were free to give more than one reason. Out of the 61
respondents (who felt that there was an improvement in health service delivery), 18 respondents
(29.5%) reasoned that health services were always available at the health units. Also 7
respondents (11.5%) mentioned that health workers and local leaders often carry out home visits
to advise on sanitation, immunisation and hygiene. In addition, 6 respondents (9.8%) mentioned
that, health workers carry out outreach immunisation services at the parish level, instead of only
parents taking their children to the health units. Also 40 respondents (65.5%) mentioned other
reasons (as of basis for their perceived improvements of PHC services) such as; expansion and
repair of health unit, reduced disease outbreaks, and household sanitation improvement. The

observations of respondents are reflected in Table XVII below.

Table XVII. Respondents reasons for percieved improvement in health services deliverly.

Reasons mentioned Freqgeuncy Percentage
Steady health services 18 29.5
Increased home visits by health workers 7 11.5
Expanded outreach immunisation services 6 9.8

Others (health unit repairs, reduced disease | 40 65.5
outbreaks e.t.c)

Total 71 116.3

n=61 ( multiple responces were allowed)

This is collaborated with findings from the FGDs and key informants in which it was reported
that because of the constant supervision by HUMC members, the health providers at the health
units had become more responsible to the communities they serve. The health units were now
providing steady basic (though not completely adequate) health services to the community
members. Also the user fee charges are partly used to address communigy health priorities at the
health units like, the emergency purchase of essential drugs (such as anti-malarials) when the
consignments from the DMO run out. These actions by the HUMC have ensured that the basic

health services for the treatment of common ailments are constantly provided to the community
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smbers. Also the secretary for health at the LC III is reported to play an indirect supervisory
lle over the health units and the HUMCs. This outcome is in consonance with one of the
soretical premises of institutionalised community participation in health services delivery at
¢ local level. That is the argument that community participation can prevent abuse of health

livery facilities and inputs by health providers, among other outcomes.

s can be seen from the above descriptions, the integration of HCs and HUMCs into the health
slivery system has had a meaningful outcome expected of PHC strategy. Most of the survey
spondents felt that there was an improvement in health services delivery, partly as a result of
e roles and functions of HCs and HUMCs. Only 23 respondents felt that there were no
iprovements in health service. This perception could be due to the following reasons. The
1popularity of cost-sharing scheme among some community members (especially the feeling
iat HUMCs have deliberately introduced user fees for their own gain and that without paying
ser fees one cannot be treated). Also the un cordial feelings towards some local leaders who are
sembers of HCs and HUMCs (if such members are seen as non performers or considered as
olitical opponents). Some community members may not be in a position to notice such changes
1 the health delivery systems (for example community members who rarely visit public health

=ntres), and those who were forced to build toilets or close their homes due to lack of latrines.

[he indicators of improvements of health services delivery among community members appear
mphatically to be; constant availability of health services at health units and repairs at the health
nit. This implies that, the outcome of institutionalised community participation (through HCs
nd HUMCs) in health services delivery has been strongly felt at health units. This is
ollaborated with evidence from the sub-counties health plans. For example all the sub-counties
1 the study area had planned for the extension of health units, while the eastern division of
‘'ororo municipality had planned for first AID clinics in all wards (LC II) of the division. The
nproved health services also suggest that, health workers have become more responsible and
ccountable to the communities they serve, as a result of monitoring by HUMCs and additional

10tivational allowances from the user fee charges.
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7.3 Community member’s perceptions towards equity of access to health services

One of the principle premises of PHC theory is social justice. This assumption is derived from
the fact that PHC calls for a number of support activities outside the traditional health sector. For
example, contributions from agriculturists, community development workers and water officers
among others. It is envisaged that this holistic approach together with community participation
will heighten the levels of access by community members to basic social services. Community
participation is also thought to heighten community sense of ownership and demand for social
services. This is the notion of social justice as proposed in the PHC theory. This proposition

should be also reflected in the equity of access'® to health services by all community members.

Therefore, survey respondents were asked whether there were some community members who
were benefiting more from the improved health services. Interestingly, out of the survey 89
survey respondents, 58 respondents (65.1%) agreed that, there were some community members
who were benefiting more from the health services than others. Meanwhile 25 respondents
(28%) felt that there was equity of access to health care as long as one was sick. Only 6
respondents (6.7%) were indifferent. These descriptions show that, there is at least, a feeling of

unequal benefit from the improved PHC services among some community members.

The 58 survey respondents (who felt that there was inequity of benefit from PHC services) were
further asked to identify categories of persons who were benefiting more from health services. 20
respondents (34.5%) mentioned those who can pay for health services (users fee charges), while
13 respondents (22.4%) mentioned women and children. Lastly, 24 respondents mentioned other
people like, those who live near the health units or are friendly to health personnel and HUMC
members of particular health units. The factor of user fee charges may discriminate against some
members of the community from seeking medical attention. This is because some members may
afford the user fees while others may not. However, the HCs and LC III councils from Kwapa

and Kisoko sub-county had passed ad-hoc user fee exemptions for the terminally ill and the very

' Equity of access refers to the belief that all community members shall have a reasonably equal chance of seeking
medical attention from the public service centers in the community.
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poor in the community. That is, the terminally ill patients like T.B and AIDS victims are allowed
to access free medical services at the health units It appears though, that this provision of user fee

exemptions to the terminally ill patients is not widely known by community members.

The view that women and children are benefiting more from the improved health services is not
surprising. This is mainly due to the fact that women (because of their reproductive and nurturing
roles) are more likely to frequently seek for health services compared to the men. Also children,
because of their age and less developed natural immunity are more prone to infection than adults,
consequently, children are also more likely to frequently seek medical attention than adults. The
children may not seek medical attention alone. The mothers often accompany their sick children,
to health units. It is not suprising therefore, that community members see that women and
children, are benefiting more from the health services compared to other members of the
community. More importaﬁtly, this trend of health seeking behavior points to the challenge of
establishing adequate mother and child care facilities. This is because it is an a essential element
of PHC given the described epediomology of disease among women and children. It is plausible
to argue that, equity of access to PHC has been provided for by HCs at the various sub-counties
in the study area. The community members perceptions about equity of access relates more to
issues of benefit from, rather than actual restrictions of access to health care services at the sub-

county level.
7.4 Perceived Social-economic changes in the lives of community members.

Survey respondents (who felt that there was an improvement in health care delivery) were further
asked to mention the social-economic changes that had occurred in the lives of community
members, as a result of the improved health services. Out of the 61 respondents (who felt that
there was an improvement in health services), 35 respondents (57.3%) mentioned improved
community members' health, since the health workers and community leaders had mobilised the
community members to improve on household sanitation, take the children for immunisation
among other reasons. Also, the health centers were providing the treatment for common ailments
hence community members did not have to travel long to either Busolwe or Tororo hospitals

(reduced burden of disease), and reduced disease outbreaks, such as cholera and measles.
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Meanwhile, 5 respondents (8.2%) reported savings on health expenditure (since the health units
were now providing steady and subsidised services) there was no great need of travelling long
distances to Busolwe or Tororo hospitals or even to private health centers). Also, 21 respondents
(34.5%) mentioned other socio-economic changes like improved household sanitation and
knowledge on health issues, personal hygiene, hence a better household health situation. These

observations are demonstrated in Table XVIII below.

Table XVIII. Perceived socio-economic changes by community members.

Socio-economic changes Frequencies Percentages
Perceived improved community | 35 57.3
health
Savings on health expenditure 5 8.2
Other changes 21 34.5
Total 61 100
n =61

Whereas it is too early to speculate on the concrete impact of integration of HCs and HUMCs
into the health delivery system, there is evidence to suggest a positive outcome. As can be seen
from the above descriptions, there have been some positive social-economic changes in the lives
of community members, partly as a result of the contribution of HCs and HUMCs in PHC
delivery. The reduced burden of disease is reflective of the ability of health units to offer steady
health services (not necessarily completely adequate) partly due to the monitoring and
supervision by HUMCs. This makes health providers accountable and responsible to the
communities they serve. The reduced disease outbreaks (such as cholera, measles) can be partly
attributed to the mobilisation of communities (by HCs, LCI secretaries for health and other local
leaders) to respond to immunization and observe proper household sanitation as advised by
health personnel. These trends of social-economic outcomes are indicative of the central role of

institutionalised community participation in PHC services design and delivery.
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7.6 Conclusions

This chapter has presented study finding about the perceived impact of, and problems
experienced by, HCs and HUMCs. The majority of survey respondents felt that, there was an
improvement in health services delivery, partly as a result of the roles and functions of HCs and
HUMCs. The improvement of health services delivery at the LC III level has been strong felt in
terms of steady health services provision at health unit and the expansion of health units.
However, over 50 of the respondents felt that some community members (those who can afford
user fee charges, women, children etc.) were benefiting more from the improved health services.
This is not to conclude that there is not equity of access to health services. This is because, some
HCs and local council IIIs had passed ad-hoc user fee exemptions for people like, the terminally
ill and very poor in the community. Perceived social-economic changes in the lives of
community members (as a result of improved health services) include; reduced burden of
common diseases like malaria, savings on health expenditure and better health to community
members. The next chapter looks at the challenges and opportunities for PHC delivery at the

local level.
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CHAPTER EIGHT

8.0 OPPORTUNITIES AND CHALLENGES FOR PRIMARY HEALTH
CARE DELIVERY IN TORORO DISTRICT.

8.1 Introduction

This chapter presents findings from focus group discussions and key informant interviews that
relate to opportunities for and challenges to PHC design and delivery at the district and sub-
county levels. This chapter describes the respondents’ views about the institutional opportunities
that exist for PHC delivery in Tororo district and the challenges that militate against effective
PHC delivery. This is in line with one of the objectives of the study, which was to assess the

factors that facilitate and militate against effective PHC delivery.

8.2 Opportunities for PHC delivery.

A number of institutional opportunities exist that can be exploited to enhance PHC delivery.
These opportunities have been described at the district and sub-county levels. The FGD
participants were asked which factors and institutions have been and, could be exploited to
enhance effective PHC services design and delivery. Their responses and interpretations are

described in the following paragraphs.

8.2.1 Local council administrative framework and sectoral committees

The FGD participants reported that, local council leaders at the village and parish levels can be
instrumental in the mobilisation of community members towards preventive and promotive
health activities. It is reported that, local council leaders especially the chairpersons and
secretaries for health at the village levels have been very active in mobilising parents and

guardians towards the immunisation of children. The LC I secretaries for health are also

instrumental in educating the communities about, and the enforcement of, health related
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by-laws. Focus group participants also reported that PHC related information and policies
can easily be transmitted from the LC III level (the sub-county), through parish
councilors to the village level (LC I). Information from FGDs indicates that, the parish
councilors to the LC III council had presented the health priorities of their respective
parishes to the sub-county council. These parish health priorities are then intergrated into
the overall sub-county health plans. Sub-county councilors to the district council are also
reported to play the same role at the LC V level. Therefore, the local government leadership
can provide the necessary local policy framework for inter sectoral collaboration and supervision

for PHC services delivery.

“ Local councils leaders at the various levels are very instrumental in implementing the
decisions of the sub-county councils and parish councils. Also, most councilors try as much as
possible to draw the attention of sub-county councils to the problems of their respective areas”

(FGD participants-Kisoko sub-county)

These observations from FGDs and key informants are collaborated with evidence from the
survey findings that indicate that, the LC.I secretaries for health are very instrumental in the
mobilization of community members towards health preventive and promotive initiatives.
Consequently, decision making and planning at higher levels of leadership will strongly reflect
the concerns of lower local levels. There is evidence from the documents from the DMO that
indicates that, some of sub-county health plans have been integrated into the overall district

health plans.

8.2.2 User-fees collected at the health units and locally retained revenues

The user fees charged at each health unit, is a financial opportunity that is used to partially
maintain the health facilities. According to HUMCs members who participated in FGDs, the
user-fees are used to purchase essential drugs like anti-malarials, especially when supplies from
the MoH and DMO run out. This helps to ensure constant basic health services to patients

suffering from common ailments such as malaria. The user-fees are also used to purchase
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recurrent items like, paraffin (for lighting and sterilizing medical equipments), detergents,
emergency repairs (which can’t wait for the lengthy bureaucratic response from the district), and
motivating the health unit staff. In addition to user fees collected at the health units, it was
reported by the HCs members that, the sub-counties retain 60% of the locally raised revenues.
Some of these funds are used for some PHC activities. Some of the retained revenues are
remitted to parishes and villages and can be used for mobilisation of community members

towards PHC initiatives.

“ most of the funds collected as user fees at the health units are used for to purchase essential
drugs when supplies from the DMO run out. The drugs are purchased on the

recommendations of the DMO?” (key informant-Kisoko sub-county).

8.2.3 Central government and donor support

Key informants at the district observed that, beginning with the 1998/99 financial year, central
government had increased PHC funding by over 500%. That is from shillings 93,125000 in the
1997/98 financial year, to shillings 1,884,270.000 in the 1998/99 financial year (also see Tororo
district health plan, 1997/98). If these funds are adequately and timely transferred to the local
governments, and locally approved plans of PHC developed, a significant number of start up
PHC activities can be supported. This observation is substantiated with evidence from the
records of the district revenue and expenditure estimates. The key informants at the district level
also observed that the district enjoys a substantial donor funding towards PHC activities, without

which little would be achieved.

“ without donor support we would have only empty health units or purely private public

services” (male key informant-the DMO Tororo).

8.3 Challenges to PHC delivery

The FGD participants mentioned a number of challenges that affect the effective delivery of

PHC services. These challenges range from economical, legal, financial and political factors.
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These challenges have been described at the district, sub-county and villages levels in the sub-

sections that follow.

8.3.1 Funding and resource mobilisation for PHC services

All the FGDs participants and key informants mentioned lack of adequate funding for PHC as
the biggest challenge to effective PHC delivery. Key informants and FGD participants observed
that, the financial resources for PHC services available at the sub-county level are too little to
have a sustainable impact on PHC services delivery. This observation is substantiated with
evidence from the records of the sub-county budget estimates. The records of sub-counties
expenditure estimates show a low level of financial commitment towards PHC activities and
about 1% actual spending out of the budgeted amounts. For example, in Kisoko sub-county
budget estimates for 1998/99 financial year, shillings 2,298,500 (3.7%) was budgeted for
essentially PHC services, but only 0.37% had actually been spend on PHC services by the third
quarter of the financial year. Also according to the 1997/98 budget estimates, only 3.5% of the
sub-county expenditure was budgeted for PHC services, but only 1.3% was actually spent (see

Kisoko-sub-county the recurrent and capital estimates, 1998/99, 1997/98).

Also, financial records from the Eastern division of Tororo-Municipality, show that out of the
100,988,750 shillings budget for the 1998/99 financial year only 5,060,236 shillings was budget
for PHC and general health care services. This is only 5% of the total divisional budget. Though
the records of expenditure were not readily available to the researcher, information from key
interviews indicates that, the expenditure on PHC activities is far less than was originally
budgeted for(see Eastern division recurrent and capital estimates, 1998/99 Tororo municipality).
These PHC budget allocations and expenditures compare unfavorably with other budget items
such as; general administration (58%), local council expenses (18.3%), technical services and
works (18%). The budget analysis of five other sub-counties in the district (Buhehe, Butaleja,
Lunyo, Mole and Paya) in the 1996/97 financial year, shows a similar trend of budget allocation
for PHC services. The health sector in general, in all the above sub-counties consumes an

average 4% of the total sub-counties budget. This allocation compares poorly with the averages
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of other sectors like, the general-purpose vote (49%), technical services and works (27%), and,

19% for education (see DDP, 1994-1997).

“Our biggest problem as the HC is adequate and timely funding to implement our plans”

(FGD participant, Eastern Division-Tororo Municipality).

This trend of financial commitment to PHC is likely to compromise the already under funded
PHC activities and consequently affect the desired outcome. The FGD participants and key
informants at the sub-counties mentioned that, the discrepancy between PHC budget allocations
and actual spending is mainly a result of low tax base and unanticipated revenue shortfalls. These

revenue shortfalls also negatively affect the desired outcomes of the PHC strategy.

Key informants at the sub-county level were asked why there were low budget allocations to
PHC services. The over whelming response was that, the health sector (health units inclusive)
receives direct substantial resource support from the DMO and other agencies. Therefore, there
is little demand on the part of sub-counties’ leaders to commit some of the already little
resources to the health sector in the face of other pressing demands. It appears that this kind of
reasoning is ensconced in minds of political leaders in all the sub-counties of the study area.
Whereas this kind of reasoning may make economic sence, it has implication for the
sustainability of PHC activities in the event of shortfalls of resource support from DMO. The
researcher could not readily access financial records from Kwapa sub-county for reasons beyond

his control.

Key informants at the district level observed that the district treasury does not make any financial
commitment from the locally raised revenues-save for the little funds committed at the sub-

county levels.

“the district treasury hardly makes any contributions towards health services from the localy
raised revenues apart from the period of cholera outbreak”(male key informant-Tororo

DMO).
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The lack of financial commitment to PHC by the district (from the locally raised revenues)
implies that, there is no potential in the district for internal replicability of PHC activities if
external donor funding its withdrawn. Even when central government support is seriously altered
(as it usually happens in the fiscal relationship between the center and the district), the district
cannot master resources to shake off such an effect®. Consequently when donor funding is
withdrawn from particular PHC activities, then such activities have to come to a standstill. The
same arguments can be raised about central government support. For example, UNICEF in 1996,
withdrew funding for the control of diarrhea diseases (CDD), putting the activity on hold, until
when the recent cholera outbreak demanded financial recommitment to resume massive public

health campaigns on sanitation.

The PHC strategy should be looked at as system (as the theoretical premises of the PHC
approach suggest). When one essential activity is stopped, the PHC delivery system becomes
disjointed and loses its integrated and holistic approach. It also implies that certain essential PHC
activities such as public health education on sanitation will be given the necessary priority when
there is only an emergency outbreak of disease. Yet the need for a disease free environment
(partly through public health education) has all along been there. The concepts of disease free
environment (through prevention and control) and health promotion should be critically

considered as the building blocks of PHC delivery system, among other considerations.

Key informants at the district headquarters also mentioned that donor funding to the district
health programs is often accompanied by stringent conditions of counterpart funding, which at
times the district cannot fulfill. The key informants further reported that, as a result some PHC
programs have remained incomplete since the district has failed to accomplish its part. For
example the District health support program funded by DANIDA, had an element of counterpart
funding for the construction of a maternity unit at Kwapa health unit. However, due to lack of
counterpart funds from the district treasury as well as from the sub-county, the structure is

incomplete, two years after donors fulfilled their part.

' This is a similar observation made by Maclure (1991), and Weiliers (1990) in their studies about decentralisation
and community participation. Their general observation was that in return for a greater role in decision making
about social services, communities are expected also to express a strong sense of commitment towards generating
additional resources for decentralised services. In a number of situations, this may not be possible.
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Also, the key informants mentioned that, some donor funded PHC programs can not be sustained
by the district once external funding is withdrawn. When asked as to what would happen to such
programs at the end of donor sponsorship, the key informants at the district observed that, most
likely such PHC programs would collapse if the central government failed to take over such
responsibilities. The key informants gave examples to substantiate their observations. The eye
treatment program funded by LIONS AID-NORWAY, is not fully integrated into the district and
sub-county health delivery systems. Field eye surgeons are contracted by the project
headquarters in Kampala, who then visit rural health units, on days scheduled by the DMO. This
arrangement is a serious compromise to sustainability of such programs within the district. Also,
the RESCUE (rural ambulance) program funded by UNFPA and coordinated by population
secretariat, is too expensive for the selected pilot sub-counties, once donor funds for recurrent
expenditures are withdrawn. Especially, the servicing and maintenance of equipments like

vehicles and radio transmitters.

8.3.2 Fiscal relationship between the sub-counties and the district.

All the key informants at all the sub-counties reported that, the district does not readily and
adequately remit the revenues due to the sub-counties. Similar concems were mentioned by the
key informants and FGD participants from the eastern division of Tororo municipality. For the
case of eastern division of Tororo municipality, the situation has necessitated the local council III
leaders to seek the intervention of the local government minister before the municipality remitted
some funds due to the division. The key informants and FGD participants concluded that,
because of this uncordial fiscal relationship between the sub-counties/division and the
district/municipality the sub-counties/division cannot effectively and timely implement their

plans. This has negatively impacted on the role of the HCs and other related sectors, in the

provision of PHC services. One key informant summed up the situation as,

“Somebody in the center (municipality) has not known his/her roles.”

(female key informant-Eastern division Tororo municipality)
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Consequently, the division/sub-counties do not also, regularly send the mandatory 25%, and 10%
of revenues to the villages and parishes respectively. The roles of parish and village councils (the
LC I health secretaries for health inclusive) are equally affected. Though counter-mechanism to
resolve such situations have been outlined in the Local government Act 1997(see section 86 and
schdule 5), it requires a significant amount of political and financial muscle for the division/sub-
counties to challenge the status quo. Because of this situation, the divisional HC members
estimate that, only 1/3 of their annul plans could have been implemented by the end of the
1998/99 financial year. This kind of fiscal relationship is collaborated with evidence from the
survey in which community members mentioned that one of the problems faced by HCs and
HUMC s was that, local leaders at the different levels tend to quarrel amongst themselves largely

over financial resources.

Key informants at the district observed that, the central government at times makes unexpected
changes in the amounts of financial resources transferred to the district. This practice affects the
DMO capacity (and consequently the sub-counties capacities) to effectively implement its PHC
plans, according to schedule. This observation is subtantiated by findings of Kullerberg and
Porter (1998)".

8.3.3 Limiting legal provisions.

The HC members in the FGDs reported that they are (like other local government councils and
committees) constrained by the Local government Act, 1997 schedule 1, in the transactions of
their business. Schedule 1 of the Local government Act, 1997 limits all local council
governments to call and attend meetings whose allowances for members do not exceed 15% of
revenues raised in the previous financial year. The HC members observed that, because of this
legal requirement they can meet for an average of three times a year-except in emergency and
voluntary circumstances. Whereas this is a good control measure on the part of spending of local

councils, it affects the performance and contribution of HCs towards PHC planning, monitoring,

"' Kulienberg and Porter (1998) in recent evaluation of decentralization in Uganda point to incidents of reluctance
by central government in its commitment to decentralized services. For example central transfers fall short
of Local requirements, unconditional grants are arbitrarily cut and funds abruptly with drawn from certain
services. Abrupt changes are also made in modalities of fiscal transfers to local government.
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and delivery. It was reported from FGDs that, the HCs cannot therefore regularly meet, nor
regularly monitor the delivery of PHC services in the sub-county. Even the kind of voluntarism
that this legal requirement may create, on part of HC members, is not sustainable in the longrun.
It is not suprising therefore, that some local councils flout this requirement. This is substantiated
by evidence from the analysis done by the MoLG for the 1998/99 financial year which revealed
that, only 3 out of 34 districts which had submitted their accounts budgeted with in this legal

requirements (see MoLG. Financial analysis of district budgets and estimates, 1998/99.
8.3.4 Lack of constant supervision and support for PHC activities

Key informants at the district mentioned that, because of lack of adequate manpower and
funding at the district headquarters, it was quite difficult for the DMO to provide the necessary
supervision and support to lower health units, HCs, HUMCs and other PHC related activities at
the sub-county and villages levels. The key informants reported that, for over one year,
community health volunteers had not received their transport facilitation allowances.
Consequently, some of the PHC outreach activities were very low. This observation is
collaborated with evidence from the records at the DMO. The records show that due to lack
adequate supervision, some field health workers fake up activity reports sent to DMO. For
example between 1995-1996 field data indicated the following rates for immunization: BCG =
72.3%, Polio = 41%, DDT’ = 39%, measles = 42%, TT Y for pregnant mothers = 45.2%. But
shortly after, in 1996 there was an outbreak of measles and consequently a survey was
commissioned. Findings from the follow up survey indicated that the actual figures were below
those reported by field staff. BCG was 52.9%, Polio = 32%, DDT? = 32%, measles = 26%, TT %
for pregnant mothers = 13% (Tororo district health report, 1996). Therefore, lack of continued
supervision and support may affect the morale, integrity, and performance of field health

workers in PHC delivery.
8.3.5 Lack of inter sectoral collaboration and capacity building

The FGDs participants and key informants were asked whether there was any significant

collaboration between the PHC related departments (such as water, community development,
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agriculture, education e.t.c) at the sub-county and district levels. The general response from the
FGDs and key interviews was that, the collaboration is not always but seasonal and intermittent
The key informants at the sub-counties and the district observed that there is collaboration
between the health sector, water department and RUWASA program. There was also reported
collaboration between agricultural department, health department and community development
department, during the first half of the unified agricultural extension project, in areas of family
life education (this collaboration stopped with the end of the project). There was also reported
collaboration between health units, HCs, HUMCs, political leaders, and administrative heads
during the recent cholera outbreaks (this collaboration is also no more). Such seasonal and
disjointed collaboration points to lack of policy initiative from the central government and
districts to promote inter-sectoral collaboration in the field of PHC delivery. Such a situation
compromises the unified approach expected of the PHC strategy. However, the potential for
developing and strengthening inter-sectoral collaboration exist both at the district and sub-county
levels. The key informants recommended that the sub-county chief and the CAO as heads of civil
servants can provide the coordination needed to foster inter-sectoral collaboration. It should be
noted that the re-orientation of health services to PHC implies a high degree of flexibility and
adaptation to local demands in such long established PHC related but largely bureaucratic

departments.

The HC members and key informants at the sub-counties reported that there was also lack of
meaningful collaboration between NGOs and the local leadership. A number of non-
governmental organizations exist in Tororo district that deal in PHC related activities. These
include; Sasakawa — Global 2000 (food and nutrition), Africa network 2000 (food security),
UNDP initiative to combat AIDS (public health education and family planning). A number of
NGOs receive government funding through the district health services project (DHSP)
coordinated by the DMO. These include Adhola Chingi Maromo (maternal and child care
education), Church of Uganda-Bukedi diocese (reproductive health and family care support).
Though these NGOs had registered their presence with the respective sub-counties, the key
informants at the sub-counties expressed ignorance over the actual activities being implemented
by some of these NGOs. It is reported that it appears the DMO carries out regular monitoring and

supervision of NGOs. The village local leadership is only used to mobilize the community
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members to respond in large numbers to the NGO initiatives. This is likely to lead to community
participation as a means (managerial technique) rather than community participation as an end

(community empowerment).

“ Once these NGOs report their presence to the sub-county leaders, most of them rarely come
back to inform the council about the progress of their activities. Also the sub-county leaders
don’t compel the NGOs to report back on their activities” (FGD participant- Kwapa sub-

county).

Key informants at the sub-counties/division observed that, there is a tendency among the local
leaders to sideline programs that their predecessors had already embarked and they initiate
programs completely new programs. This is mainly due to political opposition reasons.
Therefore the sustainability of some the health programs is affected by such political behavior,

and yet there is little the technocrats at the sub-counties can do to remedy the situation.

The HCs and HUMCs members were asked during FGDs to mention one of the needs necessary
to enhance their performance. Key informants were also asked the same question. The general
trend across FGDs and key interviews indicates a great need for capacity building among HCs
and HUMCs mémbers, especially in administrative, planning, and budgeting skills. The HCs and
HUMCs members also mentioned that, key health personnel like, the in/charge of health units
and sub-county health personnel, also require training in such skills. The HCs and HUMCs
members also mentioned that, they need support in terms of guidelines to follow, when executing

their roles and functions.
8.4 Conclusions

This chapter presented findings about the factors that facilitate and or militate against effective
PHC services delivery, at the sub-county and district levels. This chapter described the
institutional opportunities that can be exploited to enhance PHC services delivery. These
opportunities include; institutionalised community participation (the HCs, local leaders and

HUMCs) through effective planning, supervision and monitoring of PHC services at the local
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levels. The user fee charges and local revenue retained at respective levels of local units, a
central government re-commitment to re-orient health national services to PHC through
increased funding, and a substantial donor support at district level. The challenges to PHC
delivery described include; lack of adequate financial commitment to PHC services at the sub-
county level and district levels, lack of potential for internal replicability of PHC services once
donor funding is withdrawn or central government support altered, the uncordial fiscal
relationship between different levels of government, and at times limiting legal provisions, and
lack of adequate support and supervision from the district to the sub-county HCs, HUMCs and
health units staff and, lack of capacity building for the HCs, HUMCs, health technocrats and

other local leaders.
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CHAPTER NINE

9.0 DISCUSSIONS

9.1 Introduction

The chapter presents the discussions of the researcher about the findings of the study. The
discussions are presented according to the chapters of the findings and in relations to the
objectives of the study. The researcher also discusses the implications of the findings in relation
to the theoretical premises of the comprehensive primary health care school of thought and the
assumptions about decentralisation (through community participation) of health services delivery

to local governments.

This study sought to establish the extent to which institutionalised community participation
(through HCs and HUMCs) in PHC design and delivery, was meeting its expectations. In
particular the study established and assessed the roles, functions, challenges, HCs and HUMCs in
the design, organization and delivery of PHC services at the local level. This study was informed
by the CPHC school of thought, especially its assumptions on the central role of community

participation, the transfer of authority and inter-sectoral collaboration in PHC services delivery.

9.2  Socio-economic opportunities and the nature of Community Participation

This study has demonstrated that institutionalised community participation (through HCs and
HUMCs) in PHC delivery can have a meaningful outcome for service delivery. However despite
the political empowerment of communities members have been exposed to, the study has
demonstrated that educational and occupational opportunities can have implications for the
nature of community participation in, and resource mobilisation for, PHC design and delivery.
This situation is highly reflected in rural areas. For example in Kisoko sub-county, due to the
nature of educational and occupation life chances the community members have been exposed
to, the sub-county councillors, including the appointing authority feel that to chair the sub-county

HC, one must have a background training in health issues, yet this is not a legal requirement.
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Since all the councillors in Kisoko sub-county don’t have such a health background, the HC is

non-functional and LC III council generally makes the health-related decisions, where possible.

It is therefore plausible to argue that, structures such as HCs and HUMCs may be set up to foster
community participation in PHC delivery, it is no guarantee that such opportunities shall always
be exploited by the community members, although willing. This arises from the perceptions held
by the local leaders as regards their competence for such roles, but more significantly form the
social-economic life chances these communities have been exposed to. The employment
opportunities of communities in rural areas also affects resources mobilization for PHC services
at the local level. Lack of meaningful employment for the residents will compromise the sub-
counties’ tax base. This will consequently affect the sub-counties capacity to implement its PHC
plans. That is why all the sub-counties visited reported local revenue short falls, especially from
graduated tax. Such situations also negatively affect the roles and functions of HCs and HUMC,

among others.

The study also demonstrated that most community members were aware of roles and functions of
LC 1 secretaries for health, HCs and HUMCs. Also, the HC and HUMC members were
comfortably aware of most of the roles and functions. These are the indicators of the fact that LC
I secretaries fof health, HCs and HUMCs have been engaged in PHC related roles which are
known to the community members. It is significant to note that, the level of awareness spread
across sex, education, age and the sub-counties (location). It is plausible to argue that from a
community members’ perspective the integration of HCs and HUMC:s into the health delivery
system at the sub-county level has had a meaningful outcome for PHC delivery. The LCI
secretaries for health, HCs and HUMCs have be engaged in roles that are essentially health
promotive and disease preventive in nature. It is also likely that this level of awareness about LC
I secretaries for health, HCs and HUMCs is due to civic education which preceded local councils
election in 1997,the fact that, the local council system has been in Uganda for the past 13 years,

and the system is spread right from the village level to the district level among other reasons.

The study also demonstrated that critical roles such as resource mobilisation and the

development of strategies to solve community health problems have not been strongly
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undertaken by HCs and HUMCs. The practice of planning among HCs and HUMC:s is relatively
new. This situation is also exacerbated by the lack of skills by health technocrats at the sub-
county level and the nature of life opportunities the HC and HUMC members have been exposed
to. Therefore whereas the HC and HUMC members may be comfortably aware of most of their
roles, their skills to perform such roles affects their actual participation in PHC design and
delivery. Lack of adequate skills in planning, resource mobilisation and evaluation of health care
services by health technocrats especially in rural health units will equally affect the desired
outcome of institutionalised community participation in decentralised health (PHC) services at
the local level. It is the researcher’s opinion that the decentralization and re-orientation of health
services (health system reform) should be significantly matched with adequate capacity building
initiatives at local levels. Especially in skills that related to the roles that the decentralisation

process places upon local leaders in PHC delivery.

This study demonstrated that, whereas institutions for community participation (Such as HCs and
HUMC:s) had been set up, it is also necessary to have corresponding participation frameworks at
the local levels. Otherwise, this will negatively affect the desired outcome of community
participation in PHC delivery. For example, the eastern division of Tororo municipality does not
have a health unit, hence the establishment of HUMC does not make sense. Therefore, the lack
of social services structures in which community members are supposed to participate will
definitely affect the assumed contribution of institutions like HUMC:s. It is pertinent to argue that
at each level of local governance there should be corresponding health service structures for the

participation of HUMCs.
9.3  Health related plans of HCs and HUMCs and PHC orientation.

This study established that all HCs and HUMCs had formulated some health related plans. Most
of the health related plans had PHC orientation. Also by-laws regarding household sanitation and
immunisation of children has been made. This shows that, the institutionalisation of community
participation (through decentralisation) in health service delivery can lead to the meaningful
identification and prioritisation of local health problem and solutions. There is also evidence to

the effect that sub-county health plans had been integrated in the district annual health plans.
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However, some of the essential PHC elements are missing from the sub-county health plans. For
example, the element of nutrition. This compromises the integrated approach expected of the
PHC strategy. Also, the health related plans appear quite ambitious, given the financial and other
resources at the disposal of the sub-county. Therefore, it is not surprising that there is a wide
discrepancy between the plans and the actual implementation. This study established that, there
is a tendency among all sub-counties to emphasis the expansion of health facilities. This thinking
is based on the fact that there is a substantial number of clients at the health units. However it is
also true that a large number of these patients suffer from mainly preventable ailments. To the
HUMC:s, the large number of patients appears to give an impression for the need for more health
facilities and curative services. Therefore fewer resources are likely to be devoted to preventive

and promotive health initiatives at the sub-county level.

It is the opinion of the researcher that the decentralization and re-orientation of health services
should be matched with a considerable degree of guidance by central government and other
stakeholders, to HCs and HUMCs about PHC planning and prioritisation. The researcher is
inclined to quickly add that, the decentralization of responsibilities for PHC delivery to sub-
counties should be matched with transfers of reasonable resources from the centre to the district,
for onward transmission to the sub-counties. There is a high level of centralisation of resources at
the DMO, with no direct financial support from the DMO to HCs and HUMC:s at the sub-county
level. It is necessary that the DMO supports PHC related activities initiated by local leaders
though outside the health sector of the district. Without adequate transfer of resource to sub-
counties, the decentralisation process may turn out to be a component of system redress and a
handmaiden reinforcement of a floured state institution. For example, the centre may shed off its
responsibilities for service delivery under the guise of decentralisation. The district may shed off

some of its responsibilities under the guise of giving autonomy to the sub-counties.

9.4 Health infrastructure and implications for community participation

This study has established that the dencentralisation and re-orientation of health services to PHC

can be negatively affected by the nature and distribution of health infrastructure at the local
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level. For example the district is overstaffed with supportive staff (nursing aides) and
understaffed with approved qualified medical staff (see DDP, 1994-1997). It is also most
probable that, some of the qualified medical personnel such as doctors and medical assistants
may not be willing to work in rural areas. The rural areas are disadvantaged in the distribution of
health personnel. The PHC strategy demands thét most of the health officers at health units and
sub-counties, become change agents and facilitators for HCs and HUMC:s in planning, budgeting
and evaluation activities. In some sub-counties especially in rural areas this may not be possible,
due to the nature and skills of health personnel found there. It is plausible to argue that the
dencentralisation of health services does not only call for institutionalised community
participation, but the radical redistribution of health personal especially to marginal rural areas.
Due to lack of adequate staff and resources at the DMO, the needed support and supervision to

health units has also been affected.
9.5  Opportunities of PHC delivery

This study established that a number of opportunities exist that can be exploited to enhance the
delivery of decentralised (PHC) health services. The local councils and committee structures
were mentioned as viable and practical vehicles for the mobilisation of community members
towards PHC initiatives. For example, the lower level local councils can identify health problems
in their areas. These identified problems can then be integrated into the health plans and
priorities of higher level local councils. Also the recommendations of the higher local councils
can be effectively communicated to community’s members through local councils structures.
What is important and challenging is the guided process of capacity building among the local
councilors (HCs and HUMCs) in matters of their community health. The emphasis should be

placed on promotive and disease preventive initiatives.

The study also established that user-fees and locally retained revenues at the sub-county levels
are the only sources of revenue for the sub-county PHC initiatives. The funds committed to PHC
activities at the sub-county level are too little to have a sustained impact on health services
delivery. The user fees may be unpopular among some community members. Nonetheless, the

user fee charges have been instrumental in the purchase of essential health unit inputs in the
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event of short falls of supplies from the DMO and other agencies. Whereas it is plausible to
argue that user-fee charges may prevent some community members from seeking health care
(thereby undermine the equity principle of PHC), its use and significance towards facilitating
steady health care provision at the health units outweighs this negative perception. It is also
important to note that HCs and HUMCs had formulated use fee exemption polices for the
terminally ill and very poor in the communities. These exemptions are reflective of the idea of

equity of access to health care services.

This study also established that the district enjoys a substantial central government and donor
financial and resources support for health services. For the 1998/9 financial year, the central
government increased the PHC funding to the district by over 500%. This observation is in line
with the PHC premise that health system reform should be matched with a significant transfer of
resources from the centre to the local levels. However, it is also evident that there is a high
degree of centralisation of responsibilities and resources at the DMO, with no direct financial
support to the sub-counties. The donors contribute 82% of the total district health budget. It is
quite evident that with out donor support, little could be achieved in PHC delivery. This situation

raises important questions about the sustainability withdrawing then support to the district.

9.6 Challenges to PHC delivery

This study established both form the survey respondents and key informants that the major
challenges for PHC delivery at the local levels were resource mobilisation and funding. This
observation is also raised by a number of academicians like Kullenberg and Porter (1998),
Adome et’ al (1996). In all the sub-counties visited there was a very low financial commitment
towards PHC services. This is mainly due to the low tax base, un anticipated local revenue
shortfalls, and sub-county leaders attitudes that the, health sector enjoys direct material support
from the DMO. It has been demonstrated in this study, that the roles of HCs and HUMCs are
equally affected by the uncordial fiscal relationship between the sub-counties/division and the
district headquarters/municipality. This uncordial fiscal relationship derails the sub-counties and
divisions’ initiatives in the timely and adequate collection of financial resources to support their

planned PHC activities. The local government Act 1997 section 86 and schedule five outlines
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clearly the nature of fiscal relationship and modalities of sharing of locally raised revenue. For
example the Local government Act, 1997, says that, in Municipalities, 50% of local revenues is
retained at the centre, while the other 50% is sent to the divisions. In rural areas, 60% of the
locally raised revenues is retained at the sub-counties and 40% is remitted to the district
headquarters. This study established that in a number of situations, this legal requirement has
been violated by the district headquarters and the municipality. This situation has always
demanded the local leaders at the LC III level, to seek the intervention of the Local Government
Mminister before the district and municipality released some funds to the lower councils. This
uncordial fiscal relationship between different levels of governance does not only affect the
resources mobilisation of sub-counties, but also, the timely and actual implementation of PHC
activities. According to some key informants from the Eastern division, number of PHC
activities shall not be implemented by the end of the financial 199/99, largely due to lack of
funds.

Whereas no one doubts the significance of donor funding, the nature and conditions of the
funding process can in the long run become a challenge for PHC delivery. This study
demonstrated that there is not internal capacity for replicability of donor funded PHC projects
since the district treasury does make not financial contributions to the health sector of the district.
Some of the donor funded PHC initiatives require counterpart funding which the district and sub-
county can hardly fulfill. Also, some donors prefer sectoral and vertical financing of their
projects and are reluctant to fully integrate their resources into the local governments planning
and expenditure processes. For example, the Lions Aid- Norway funded eye treatment program,
which has almost a parallel implementation structure to the DMO. It strongly appears that, there
is a tendency for donors and central government ministries to negotiate PHC projects without
regard to the impact of fiscally strapped local governments. For example the RESCUE (Rural
ambulance) program funded by UNFPA and coordinated by the population secretariat is too
expensive for the pilot sub-counties to manage once donor support ends. It appears that the
negotiation of donor supported PHC projects with central government doers not involve
consultation of the district. Yet the district is a critical stakeholder in the implementation of such

PHC programs. I wish to recommend that, the districts should be actively involved in the
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negotiations of such donor funded PHC programs. This is a similar opinion shared by key

informants at the district headquarters.

This study also established that HCs like other sectoral committees are constrained by the local
government Act 1997 schedule 1 in the transactions of their business. That HCs and other local
councils are required to call and attend meetings whose allowances for member do not exceed
15% of the local revenues of the previous year. The HCs members reported that they could only
meet for three official times in a year or else it is voluntary. Therefore a number of things which
require the urgent attention of HCs may go unresolved or unnoticed. Even the voluntarism that
this legal requirement may produce on the side of HC members is not sustainable in the long run.
Whereas this legal requirement is a good control measure on the spending of local governments,
it does not take into consideration the fact that the tax base of some local governments is too low.
Therefore, the 15% legal requirement is bound to lead to lack of meaningful transactions for

local councils and committees.

The PHC strategy calls for not only re-orientations in health services delivery, but also a strong a
significant contribution of departments outside the conventional health sector. Therefore
community participation must go hand in hand with inter-sectoral collaboration, even in long
established bureaucratic departments. This study established that there is no official policy
framework on the part of the district and sub-county authorities (HCs inclusive) to foster inter-
sectoral/NGOs collaboration. There was some reported seasonal but disjointed collaboration
between the essential PHC related departments. This lack of steady collaboration compromises
the unified approach expected of the PHC strategy, and consequently undermines the outcomes.
However, the potential for developing and strengthening inter-sectoral collaboration exist both at
the district and sub-county levels. The leaders of Civil servants (the CAO and sub-county chief)

can provide the coordination needed to foster inter-sectoral collaboration.

9.7  Perceived impact of HCs and HUMC s in the delivery of PHC services

This study established that the majority of community members (68.5%) felt that, there was an

improvement in health services delivery, partly as a result of the roles of HCs and HUMCs.
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Respondents observed that because of the steady supervision/monitoring by HUMC members
there was a proper utilisation of user fee charges and a steady provision of basic health services
at the health units. Other reasons mentioned for perceived improvements in health services
delivery were home visits by health workers, outreached immunisation services, among others.
This shows that the integration of HCs and HUMCs into the sub-counties health delivery systems
has had a meaningful outcome for PHC services delivery. This outcome is in consonance with
one of the CPHC theoretical assumptions that institutionalised community participation can
prevent the abuse of health facilities, improve upon the responsibilities of health providers
towards their clients and provide public accountability of health resources (see WHO, 1988;

Hollinsteiner, 1982: 40).

Only 23 respondents said that, there had not yet been any improvement in health services
delivery. This perception could be due to the unpopularity of user fees, which may be attributed
to the HCs and HUMCs. Also some community members may not be in position to notice such
changes especially those who rarely visit health centers or attend local councils meetings. Some
community members may also have uncordial feelings towards some HC and HUMC members

for a number of other reasons.
9.8  Theoretical implications

The study was informed by the comprehensive primary health school of thought. This school of
thought makes a number of theoretical premises about community participation in PHC delivery.
Firstly, it recognises community participation as an empowerment process, in which
constitutionally recognised structures are established and politically anchored in the re-oriented
health delivery system (see Ransom-Kuti er al, 1991; Segall, 1983; WHO, 1988). Such
institutions like, the LCI secretaries for health, HCs and HUMCs among others. However, the
empowerment proposition suggested by the CPHC School of thought and in light of these study
findings indicates whereas such that local institutions may be involved in active planning and
decision making about PHC, their capacities for resource mobilisation are seriously constrained.
That is why there is a wide discrepancy between the plans of HCs and HUMCs, and the actual

implementations. It is important that the empowerment proposition be inclusive of both political

88



and economic aspects (Hollnsteiner, 1982; Ebrahim, 1988, Segall, 1983).

Secondly, the CPHC School of thought premises that, all essential PHC related elements such as
nutrition, water and sanitation, community education, immunisation, and mother and child care,
should be integrated under the PHC strategy (see WHO, 1988; and Mahler, 1981). The CPHC
theory places a high premium on inter-sectoral collaboration. The study findings indicate that,
whereas all PHC related sectors exist both at the sub-county and district level, the assumed inter-
sectoral collaboration is only seasonal and disjointed. Therefore the re-orientation and
decentralisation of health services to local governments should be matched with necessary
reforms in other PHC related ministries. These reforms should be initiated by central government
in partnership with local authorities. The emphasis should be placed on administrative flexibility
and adaptation on the part of PHC related sectors with in the district (see Ransome-Kuti et al.
1991). The district leadership should be assisted to develop administrative policy guidance by
central government on the procedures of the inter-sectoral collaboration. The PHC strategy
should be looked not only as health agenda but a social, economic and political consideration
(see Ebrahim 1988). It is also important to recognise the fact that without adequate support of the
centre and, a revision of the nature of donor funding, the assumptions of inter-sectoral

collaboration may remain largely idealistic.

Thirdly, the CPHC school of thought assumes that, institutionalised community participation can
lead to prevention of abuse of health facilities (see Mahler, 1981; Weillers, 1980 and WHO,
1988). The study findings indicate that this is largely possible. However, it can also imply a lot
of other things to HUMC membership for example unwarranted interference in the medical
practice of health providers at health units. Fourthly, the CPHC schools of thought assumes a
general harmonious working relationship on the part of local leaders in PHC design and delivery.
Study findings indicate that there are certain instances of lack of co-operation on the side of local
HCs and HUMCs, and other leaders. For example, the uncordial fiscal relationship between
different levels of local government compromises the roles and plans of HCs and HUMC:s. It was
also established that some NGOs overlook the necessity for integration of their PHC related
activities into the lower local government plans, simply because they have been granted

permission by a high level local or central government. Hence, undermining the very essence of
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community participation (see Segall, 1983). Usually, the local leaders have nothing much they
can do, to cause such NGOs to collaborate as required. Sometimes the local leadership may not

know or does not feel that it is important to cause such collaboration on the part of NGOs.

The lack of adequate resources to implement the PHC initiatives and plans, makes the sub-
county plans appear ambitious and idealistic. In such circumstances, some academicians would
argue for selective PHC, in which only a few feasible PHC interventions are initiated and
implemented (see Walsh and Warren, 1980, and Boland and Young, 1982). The researcher is
reluctant to accept this theoretical proposition. In situations where insitutionalised community
participation has been established and responsibilities of PHC delivery decntralised, the
limitations of the CPHC strategy should be taken as challenges that can be overcome either in the
short term and long term. The assumptions of the CPHC school of thought should also be looked
at as aspirations to be achieved. A number of experiences in health systems reform to PHC from
countries like Srilanka, Guatamala, Cuba have shown that this is possible (see Hollinsteiner,
1982 and Ebrahim, 1988). I have been tempted to quickly conclude that selective PHC strategy
should be looked at as beginning point for CPHC approach.

9.9 Conclusion

It has been shown that, the integration of LC I secretaries for health, HCs and HUMCs has had a
meaningful outcome for PHC delivery. It has been also shown that, the re-orientation and
decentralisation of health services does not only mean institutionalised community participation,
but also a significant transfer of resources to the local levels, capacity building to community
institutions, a redistribution of health infrastructure and a strong emphasis on inter-sectoral
collaboration. A number of challenges for PHC delivery and perceived impact of HCs and
HUMC s have also been discussed. The next chapter presents the summary and recommendations

of the study.
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CHAPTER TEN

10.0 SUMMARY AND RECOMMENDATIONS
10.1 Introduction

This chapter describes the summary of the findings and recommendation of the study. The
summaries are presented according to the previous chapters of the study. The recommendations
of the researcher are presented alongside those of the respondents. The recommendations are
presented in light of the opportunities and challenges for institutionalised community

participation in PHC delivery at the local level, as mentioned by the respondents.
10.2 Summary of the study findings.
10.2.1 Health sector and health situation in Tororo district.

A review of health related literature was undertaken at the district and sub-county headquarters.
It was established that the health infrastructure in the district is characterized by uneven
distribution, largely in favor of urban areas. All sub-counties of the study area had developed at
least, some kind of health plan. Most of the planned activities of the sub-counties/division
reflected PHC orientations and local health priorities. However, the financial commitment
towards PHC activities at the sub-county level is extremely low. That is why there is a wide

discrepancy between stated plans and actual implementation.

The district treasury hardly makes any contribution to the health sector from the locally raised
revenues. A larger share (82%) of health funds comes from donors and 18% from central
government. This.situation has serious implications for the sustainability of donor funded PHC
programs once external funding is stopped. Most of the top ten diseases that burden the

communities can be largely prevented through the PHC strategy. The process of planning among
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the HCs and HUMC is relatively new and not so well developed. There is a strong emphasis, in
the sub-county and divisional plans for the expansion of health facilities, while certain essential

PHC elements like nutrition have been under emphasised.

10.2.2 Socio-economic background of respondents.

A gender representative sample was adopted for this study. This study established that
educational and occupational opportunities are tilted in favor of urban areas. This has had
negative implications for the nature of community participation in, and resource mobilisation for
PHC delivery. It was reported that there are periodic shortfalls in anticipated revenues among the
study sub-counties. This is largely due to lack of steady income generating opportunities for the

community members in rural areas.

10.2.3 Community members awareness about the roles and functions of LC I
secretaries for health, HC’s and HUMCs.

This study established that community members’ level of awareness about LCI secretaries for
health, HCs and HUMC:s is averagely high. The level of awareness is averagely spread across
sex, educational, age and locational variables, except about the HUMC in the Eastern division.
This is because the latter has no health unit, hence HUMC is not existent. The level of awareness
about the roles of LCI secretaries for health, HCs and HUMC is generally high among
community members. This study also showed that HCs and HUMCs were carrying out duties
that reflected PHC orientation. The HCs and HUMCs members were conformably aware of most
of the official roles. Some community members had a few misconceptions abut the roles of HCs
and HUMCs. However, these misconceptions were of low magnitude compared to the correct

perceptions held.

10.2.4 Opportunities and challenges for PHC delivery.

A number of institutional opportunities were identified by the study that have been and can be

exploited to enhance PHC services delivery at local levels. These opportunities include the
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following: The horizontally spread local councils leadership in all villages especially the LCI
secretaries for health, can be instrumental in mobilising community members toward PHC
initiatives. Meanwhile HCs and HUMCs can provide the planning, supervision and monitoring
of PHC services at the sub-county level. The hierarchy of local councils structures eases the
integration of health priorities from lower and higher local councils. The LC structure also
allows for the flow of policy information from the top to lower levels and vice versa. Locally
retained revenues and user fee charges at health units have been used to supplement PHC
funding especially of sub-county level. Lastly the central government re-commitment to PHC
through increased funding to the district PHC budget and a substantial donor funding have been

greatly used to implement a number of PHC related activities.

The challenges to PHC delivery established by the study include the following. The lack of
adequate financial commitment to PHC services at the sub-county ad district level due to low tax
base and revenue shortfalls. Also, lack of potential for internal replicability of donor funded
PHC programmes, the uncordial fiscal relationship between different levels of government and
lack of adequate support and supervision to sub-county health delivery systems by the DMO.
Also, lack of capacity building initiatives for critical stakeholders in PHC delivery at the sub-

county level. Lastly, lack of meaningful motivation for HCs and HUMCs members.

10.2.5 Perceived impact of HCs and HUMC: in the delivery of PHC services.

This study established that majority of respondents (68%) felt that there was an improvement in
health services delivery as a result of roles and functions of HCs and HUMCs. The study
established that because of constant supervision by HUMCs and other local leaders, the health
providers of public health units had become more responsible to the communities they serve.
The health units were now providing steady basic services especially for the treatment of
common diseases, and household/community sanitation campaigns. Consequently, community
members’ access to health services had generally improved. There was a reported decrease in the
burden of common diseases such as malaria and increased knowledge about sanitation among

community members
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10.3 Policy recommendations to enhance community participation in the delivery of PHC

services

A number of policy recommendations have been made to enhance the effectiveness of HC,
HUMCs and other stakeholders in the delivery of decentralised PHC services especially at the

local levels. These recommendations are described below.

Firstly, capacity building programmes to improve upon the skills of HC and HUMC members in
planning and resource mobilisation should be initiated and extended to all the sub-counties.
These capacity building programs should reflect the implications of decentralising PHC services,
upon the local leaders. Whereas re-orienting health services to PHC has implied institutionalized
community participation, there should be, as a perquisite, parallel capacity building programmes
to foster the expected community participation. The HCs and HUMC, and techinical health
personnel at the sub-counties should be given the necessary skills in planning, supervising,

implementing, resource mobilisation and evaluation of PHC initiatives.

Secondly, a policy and framework to redistribute infrastructure, especially, health manpower in
favor of disadvantaged rural areas should be put in place. This policy framework can be initiated
by the sub-county councilors to the district council, in collaboration with the district service
commission. Also central government and the district should strongly support sub-
counties/divisions which don’t have a health facilities (as a priority) to at least secure one. This
will enable the actualisation of community participation through HUMCs. Otherwise, the
assumption of the HUMC existing without a health unit, is like putting the cart before the horse.
Examples can be drawn from the recently launched primary teachers restructuring exercise by

the ministry of education.

Thirdly, the decentralisation of authority and responsibility for PHC design and delivery to local
governments should be marched with adequate and steady transfer of resources. It is
recommended that part of the development funds and equalisation grants from central

government should be directly remitted to sub-counties. In light of this observation it is
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necessary that the Local government Act, 1977 be amended to reduce on the centralisation of
control of resources at the district headquarters and resolve the uncordial fiscal relationship
between sub-counties and the district. Simultaneously, the capacities of the sub-county

leadership should be developed to plan and manage these resources effectively.

Fourthly, central government together with local authorities should come up with policy
guidelines that will foster inter-sectoral collaboration in the financing of PHC related sectoral
activities at the local levels. This will lead to management unification and holistic approach
expected of the PHC strategy, opitmal use of resources, concerted action of all stakeholders at
the local levels, and the sustainability of PHC programmes even in the event of changes in the
local leadership. In this regard, the guidelines on the roles of local leaders and managers in the
management of health services should be streamlined to ensure the continuity of PHC

programmes, even with changes in the political leadership at the local levels.

Lastly, local governments should be directly involved in the negotiations of donor funded PHC
projects with central government. This will avoid the tendency by central government and donors
to over assume (or otherwise) the capacities of local governments in the participation of such
donor funded PHC programs. After all, this is what institutionalized community participation and

empowerment is all about.
10.4 Recommendations for further research.

The researcher has identified a number of study areas that need further research. Firstly, there is
need for further research about the nature of donor funding for PHC and its related implications
for community participation at the local level. Secondly, an analysis of the causes and impact of
the uncordial fiscal and administrative relationship between different levels of government on
PHC design and delivery at local level should be undertaken. Thirdly, a survey on resource
endowments for social services delivery at the different local level, and an assessment of
capacity building and training needs of the critical actors in PHC design, implementation and

evaluation of PHC services should also be carried out.
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Annex A
Survey Instrument

Questionnaire for community members on the perceived roles, functions, and impact of LC I
secretaries for health, HCs and HUMCs.

Introduction:

Good morning/afternoon Sir/madam. My names are Dauda Waiswa. I am a student from
Makerere University- department of Sociology, carrying out a study on health delivery issues in
your locality. You have béen selected randomly to participate in this study. The views you
express shall be taken as important and treated confidentially. You are free to participate or not
to.

SECTION I. IDENTIFICATION

County Village Interview code
Sub-county Interview date Interviewer’s names
Parish Interview time Respondent’s names

SECTION II. DEMOGRAPHIC CHARACTERISTICS

1. What is your age

1) 15-24

2) 25-34

3) 35-44

4) 45-54

5) 55+
2. Sex of the respondent?

1) Male 2) Female?
3. What is your marital status?

D Single 2) Married 3) Divorced
4) Widowed 5) Cohabiting  6) Others (specify)............

4, What is your educational level?
1) No formal education
2) Primary 1-4
3) Primary 5-7
4) Secondary
5) Tertiary institution
6) University

-



5. What is your occupation?

1) Peasant 2) Trader 3) Professional
4) Artisan 5) Labour 6) Other (Specify)............
6. Number of children in the household ..... s

SECTION III. COMMUNITY MEMBERS AWARENESS ABOUT LC I SECRETARY
FOR HEALTH, HCS AND HUMCS.

7. Are you aware that there is a secretary for health at the LCI level?
D Yes
2) No

8. If yes, what are the functions of the secretary for health at the village?

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

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

9. Are you aware that there is a HC at each sub-county level?
1) . Yes
2) No

10 If yes, what are the roles and functions of the HCs?

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

11. Are you aware that there is a health unit management committee at each public health
unit?
1) Yes
2) No

12. Ifyes, what are the functions of the health unit management committee?

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

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

13. Are you aware of any policies/decisions that have been made by HCs and HUMCs.
1) Yes
2) No



14.

If yes, what are these policies/decisions?

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

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

SECTION 1V PERCIEVED IMPACT OF HC and HUMCs

15

16

17.

18

19.

Do you see any improvements in health services delivery as a result of the roles and
functions of HCs and HUMCs?

1) Yes

2) No

If yes, can you mention the improvements.

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

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

Are there any sections of community members benefiting move from the improved
health. services, compared to others?

1) Yes

2) No

If yes who are they and why?

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

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

What Socio-economic changes have occurred in the lives of community members as a
result of improved health services.

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

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

SECTION V. FACTORS THAT AFFECT THE EFFICIENCY AND

20.

EFFECTIVENESS OF HCs and HUMCs.

What are the problems faced by HCs in execution of their roles and functions.

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

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



21.  What are the problems faced by the HUMC:s in the excution of their roles and functions?

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

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

22 Can you identify areas where HCs and HUMCs need support.

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

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

THANK YOU VERY MUCH FOR YOUR TIME AND VIEWS.



ANNEX B

TOPIC GUIDE FOR FOCUS GROUP DISCUSSIONS
FOR
Members of HCs and HUMCs

Introduce yourself and purpose of the FGD. Explain the relevance of the Focus Group
Discussions.

BACKGROUND INFORMATION

1.

7.

Please record; Names of Participants
Position held

Representation by gender

Duration in office

Sub-county/Health Unit

What are the Qualification and background of members of HC/HUMC? (academic or
experiential qualification)

What is the gender representation by position held?
PERCEIVED ROLES AND FUNCTIONS.

What do you perceive as your major roles and functions as members
of HCs/HUMCs?

Do you experience any problem in combining your roles as members of HC and other
local council functions.
Yes
No
If yes elaborate
Are you aware of the concept of primary Health Care?
If yes, what do you understand by the concept PHC?

What are you doing as members of HCs/HUMCs to promote PHC?

COLLABORATION AND INTERGRATION WITH OTHER STAKEHOLDERS.

8.

What is the nature of collaboration between HCs/HUMCs and the following government
departments.

a) District Medical Office

b) Agricultural Dept.

c) Water and Sanitation

d) CAO/Sub county chief’s offices

e) Education Dept.



9. What is the nature of collaboration between HC/HUMC with the
NGOs in this district/sub-county?
What has been the outcome of this collaboration/or lack of collaboration?

DECISION MAKING AND PHC

10 What are the factors you take into consideration when making decisions/policies about
health issues?

11.  Are the decisions/policies made always implemented? Please explain in detail.

12 Has there been a substantial change in allocation of funds/resources towards PHC

activities in the last 2 years at the sub-county?

EFFICIENCY, GOVERNMENT AND CHALLENGES

13.

14.

15.

16.

17.

18.

19.

As members of HC/HUMC do you seek technical advice on PHC where necessary?
Explain why and how?

Have you benefited from any form of support in terms of training or other forms of
strengthening your efficiency?

Do you have any reference materials in carrying out your functions? E.g guidelines for
decision making.

Can you identify areas where you need support to enhance your efficiency?
What problems do you face as HC/HUMC members?
What problems do you face in the implementations of PHC activities?

How do you cope/resolve such problems?



Annex C

INTERVIEW GUIDE FOR KEY INFORMANT INTERVIEWS

Name Position held
Sex sub-county/District
Age

What do you perceive as the major functions of HC/HUMC (ask
separately)

What is the nature of collaboration between your office and HC/HUMC (ask separately).
What is the outcome of this collaboration or lack of collaboration?
What kind of support does your office extend to the HC and HUMC?

a) Are your aware of the concept of primary Health Care?
If yes elaborate.

b) What contribution has your office made towards the strengthening of PHC (e.g
resources ).

a) What do you consider as the main strength of HC/HUMC?

b) What do you consider as the main weaknesses of HC/HUMC?

c) Can you identify areas where HC/HUMC members need support?

What are the main obstacles faced by the sub-county/district in implementing PHC
activities?

What opportunities exist at the sub-county/district levels that can be exploited to
strengthen PHC activities?



Annex D
Introductory letters



