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Abstract

Background: The Ugandan Government has aimed at creating a needs-based and cost-effective
health care system. The means to carry out this aim have been 1) a decentralization of the health
sector in order to increase lower-level responsibility, accountability, and participation, and 2) a
strong national policy formulation capacity, facilitating needs assessment and cost-effective
prioritization.

Aim: The aim of this study is to investigate the process of ascertaining goal achievement with
regard to needs-based health care services and national health policy implementation in the
decentralized health care system of Uganda.

Population and method: The health sector of Uganda is examined from the national to the district
level. Focus is on the process of decentralization, which includes a more efficient mechanism for
implementing policy goals throughout the decentralized system, since traditional hierarchical
methods of directing institutions become obsolete. In order to study the implementation process,
the theoretical framework of new institutionalism has been employed. The several papers in this
thesis focus on understanding the prerequisites of policy implementation in a decentralized system.
In the final paper, the outcome of a full-scale policy implementation trial is assessed and
interpreted against the background of the previous studies. The concepts of diffusion and
translation have been adopted from the theoretical framework of new institutionalism in
organizational theory, and are used as tools in the analysis.

The methods employed for data collection in different parts of the study have been interviews,
questionnaires, focus group discussions, and document analysis.

Results: Financial decentralization was studied under the assumption that districts would prioritize
health care financially in implementing the new national health policy. It was, however, observed
that this was not the case.

As the Sector-Wide Approach Process (SWAP) was studied, it was observed that, while the
policy formulation capacity of the Ministry of Health (MOH) (which is no longer supposed to
focus on detailed health systems planning as in the past) became stronger, the central level had
difficulties in maintaining efficient interaction with those responsible for implementation. This had
resulted in an increasing gap between the centre and the periphery.

The adoption of new policies, paradigms, and strategies, such as SWAP, the restructuring of the
MOH, and the formulation of a new health policy, has strengthened ties with the global
institutions. Sharing paradigms and values has probably further promoted a the independence of
the MOH. Also studied was the application of two normative rationalist instruments, Burden of
Disease (BOD) and Cost-Effectiveness (CE), intended to implement national health policy
priorities at a district level. This application was a failure.

Discussion: The increasing decentralization of the health care system in Uganda during the period
studied has not been followed promptly by the implementation of a global national health policy
necessary for a decentralized system. It appears as if the government assumed that new health
policies could be implemented by means of a fairly uncomplicated process of diffusion. However,
an analysis of the near total failure of the BOD/CE initiative shows that implementation of policy
in the decentralized system in Uganda is complex and must be understood as a misdirected
translation process whose prerequisites were lacking.

The main factors that have inhibited the adoption of a new policy and have crated a gap between
centre and periphery have been different values, the absence of a common frame of reference, and
the lack of government support. As a result, local obligations and local accountability have been
the main factors guiding the translation.
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The head won't get far without its feet

Eastern Central African proverb
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HUMC Health Unit Management Committee
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Decentralization and National Health Policy Implementation in Uganda

The problem

According to contemporary sources, the general health status in Uganda, as well as
the quality of health services, is poor. The present situation is the result of a
worsening during the 1990s. The government has addressed the issue of poor health
and a dysfunctional health care system by undertaking an extensive decentralization
of the whole public sector and the adoption of a new national health policy.
Considerable funds have been expended in trying to make these reforms work. The
present thesis is an examination of the actions taken to improve public health and
those factors that have been impediments in this process.

Personal point of departure

Since I became interested in health planning while studying medicine some three
decades ago, I have been fascinated by the fact that even the most careful planning
can unexpectedly lead to results other than intended goals. In the health sector,
failure to achieve one’s goals is generally perceived as a personal failure for those
involved in planning. In areas other than public health, as, for example, in the social
or political sciences, an implementation failure is seen as an issue requiring further
research rather than a human weakness. Historians often analyze ambitious plans
that have failed, although those responsible for health policy and health planning do
not seem to take this approach.

Until a decade ago, the international literature on health policy dealt almost
exclusively with substantive content. The policy formulation process was viewed as
a rather mechanical action, and implementation was not even seen as an issue.
Eventually, the variables of process and context were added to the content of the
policy formulation (e.g., Walt 1994). Health policy was increasingly considered a
political issue, and elements of social and political science were appropriated. Over
time, the debate on policy formulation has primarily dealt with external processes
and power, but cross-fertilization among practitioners in health policy (planning
and management on one side, and social and political scientists on the other) has
yet to result in planning for optimal health. Debate is still characterized by a lack of
empirical evidence deriving from the implementation level. Actual implementation
is still largely taken for granted, instead of being viewed as an issue that needs to be
studied and fed back into the policy formulation process (Walt 1994, Jonsson
2002).

When I came to Uganda in 1996, I became involved in the initial capacity-
building process of a health care system that had largely collapsed. My overall task
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was to ensure that basic health services were provided throughout all the districts of
Uganda; to see to it that available resources were put to the best possible use; and to
improve the management process at the MOH, as well as at lower levels. My
previous job assignments in Zambia (1990-1993) and Ethiopia (1994-1996) had
been as a technical advisor to the respective MOHs. In Uganda, this role was
expanded to include planning and management at local level, which put me in a
unique position to closely follow the decentralization process from the central
down to the district and even lower implementation levels. This thesis will
highlight some of the policy implementation problems that were encountered in
Uganda, in the hope that it may help improve future implementation management,
in that country and elsewhere.

Policy implementation

Policy formulation and implementation are processes that take place in a context.
These processes and contexts can change the substantive policy content (Walt
1994). The same is true of policy implementation. To determine whether
implementation is a rational process, the meaning of rationality must be defined. In
the 1960s and early 1970s, a strong rationalistic tendency tried to convert politics
into an almost scientific enterprise (Pressman & Wildavsky 1973; Vedung 1997). A
whole spectrum of ‘scientific’ methods like zero-based planning, programme-
budgeting, cost-effective analysis and strategic planning were developed to replace
short-sighted rules of thumb that had been used to manage social problems. The
most far-reaching manifestations of this period have been referred to as “radical
rationalism” (Wittrock & Lindstrom 1984), and even ‘“naive rationalism” (Hayek
1974; Popper 1978), as opposed to “critical rationalism”, which elevates both
unexpected side-effects or reverse effects to the heights of rationality (Vedung
1997).

Rationality can be defined as “the quality of being consistent with or based on
logic” or “the state of having good sense and sound judgement”
(www.hyperdictionary.com). Logic, good sense and sound judgement, however,
mean different things to different people, and are subjective values. “Rationality is
concerned with the selection of preferred behaviour alternatives in terms of some
system of values whereby the consequences of behaviour can be evaluated” (Simon
1997). What is rationality to one person may not be so to another. One connotation
of the word “rationalist” is a “false reasoner” (www.webster-dictionary.org). The
question that must be posed is: Whose rationality counts?

In my endeavours to strengthen health policy implementation in Uganda, I
concentrated increasingly on identifying those factors that could facilitate the
implementation of health policies of all kinds, and which factors could restrain the
same processes.
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This thesis is intended to present empirical data from a series of comprehensive
reforms in order to demonstrate how these came to play against each other in
unexpected ways, and to analyze why this happened.

The case of Uganda: what general conclusions
can be drawn?

Since the current Ugandan Government came to power in 1986, one of its priorities
has been to create a needs-based and cost-effective health care system (MOH
1999c¢). In order to do this, two main strategies have been applied:

1) a decentralization of the health sector in order to increase responsibility,
accountability, and participation on the lower level

2) a strengthened national policy formulation capacity, based on needs
assessment and cost-effective prioritization

As an eastern Central African nation, Uganda faces many challenges with regard to
its living conditions — health being one of them. The government of Uganda
(GOU) undertook a vast reform of the public sector in the 1990s. It included one of
the most radical and comprehensive decentralization programmes ever attempted
on the African continent. This decentralization has led to a strong, well-structured
government system on the local level, which in turn provides a dynamic basis for
further reforms and the expansion of social services, including health.

Uganda has become a laboratory for social experiments and reforms, many of
them advocated by international organizations and bilateral donors, and accepted
with general enthusiasm by the Ugandans. As the environment for reform has been
favourable, changes have probably occurred faster than they would have in many
other countries. Also, by virtue of its well-established system of local government,
Uganda differs from other low-income countries in Africa and elsewhere. Still,
there are similarities that make generalisations of findings in the Ugandan context
relevant to other low-income countries.

Uganda has gone from a period of civil war and genocide to one of stability,
openness, and relative peace, and has grown economically over the last decade. It is
one of only two countries in sub-Saharan Africa where the incidence of HIV is on
the decline. The environment in Uganda offers an opportunity to obtain ‘thicker’
(Geertz 1973) or more concentrated, richer, data. One might say that the soil in
Uganda is very fertile, not only for crops, but for social experiments as well.
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Aims

General aim

The aims of this study are a) to investigate the process of strengthening needs-based
health care services by implementing a decentralized national health policy in
Uganda, b) to identify possible impediments to achieving the such a goal, and c) to
examine the usefulness and limitations of selected theories (i.e., diffusion and
translation of ideas) in the context of policy implementation and health sector
reform.

Specific aims

D

2)

3)

4)

S)
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to investigate how the decentralization of power has influenced a district’s
health allocations, and the justifications given;

to investigate how the SWAP process has influenced the power relations in the
health sector, particularly between the central and peripheral levels;

to investigate how the restructuring of the MOH has influenced its relationship
with the districts;

to investigate how the introduction of new health policies, paradigms, and
strategies has influenced relationships between (a) the MOH and the global
expert community, and (b) the MOH and the implementation level;

to investigate whether district health budget allocations and actual expenditures
for health services followed the BOD/CE district analysis, and the impact other
justifications have had on budgeting and expenditures in the districts.
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Setting, theory, study design,
and methods

Demography and geography of Uganda

Uganda is a landlocked country, situated on the Equator just north of Lake Victoria
in eastern central Africa. Its neighbouring countries are Kenya, Tanzania, Rwanda,
the Democratic Republic of Congo, and the Sudan. Uganda has a total area of
approximately 236,000 sq. km. The current population is estimated at 25 million, of
which more than half are below age 15. The average life expectancy at birth is
estimated at 42 years. The annual population growth rate is about 3.1%.
Approximately 85% of the population lives in rural areas, with the majority
working in the agricultural sector at subsistence livelithoods dependent on seasonal
rainfall. The industrialized sector remains poorly developed, particularly outside of
Kampala, the capital.

With the coming of a new government in 1986, Uganda has embarked on a
route of expedited economic development, its goal being to achieve macro-
economic growth and relatively broad-based stability in a short time. The Gross
Domestic Product has expanded at an annual rate of over 7% from 1990 onwards,
while inflation has remained at less than 5% annually. Despite impressive recent
statistics, Uganda it is still among the poorest countries in the world, with a per
capita gross national income of USD $249 per annum (UNDP 2003).

Brief history of Uganda

The Uganda Protectorate was established in London in 1894 as a result of
competition between the colonial powers—Britain, France, and Germany—for
control of African territory and the Nile. When the protectorate gained
independence in 1962, the process was a peaceful one, but conflicts were implicit in
the foundations of the state. Uganda’s first Prime Minister, Milton Obote, ascended
to the presidency by means of a coup in 1966. This event was followed by twenty
years of unrest, civil war, and genocide. Coups succeeded one another, and the
cruelty and bloodshed during the regime of Idi Amin (1971-1979) and the second
regime of Milton Obote (1980-1985) reached levels that echoed throughout the
world.

It was not until the current president, Yoweri Kaguta Museveni, seized power in
1986, that peace was returned to the country. The period since 1986 has been
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characterized by political stability, democratization, and economic growth (Vilby
1998).

An extensive programme of reforms in the public sector, all part of the
democratization process, have been carried out during 1990s: decentralization of
the government, reorganization and restructuring of the civil service, economic
recovery programmes, privatization, demobilization of the army, and constitutional
reform (Villadsen 1996).

Political and administrative organization

Political decentralization of the government of Uganda dates back to the war of
liberation, fought between 1981 and 1986. During the war, the National Resistance
Movement (NRM) introduced a system of elected councils that governed at various
local levels in the areas under its control. The people were thereby given the
opportunity to elect leaders among themselves, setting in motion a process of
democratization leading toward a civil society in a country that had witnessed years
of tyranny and strife (Kisakye 1996). A hierarchy of representative councils was
subsequently established throughout Uganda. Most influential have been the district
and sub-county levels, both of which have directly elected their own Local
Councils (LCs). Each level also has an administrative head, with a separate line of
command.

In 1996, the country was divided into 39 districts in which populations ranged
from 17,000 to almost 1,000,000 (Rwabwoogo 1995). The number of districts was
increased to 45 in 1997 (Rwabwoogo 1997). There is no intermediate level of
administration between the district level and the centre. Each district consists of
counties, which in most cases are also electoral constituencies. A county is divided
into sub-counties, a sub-county into parishes, and a parish divided into villages, as
shown in Fig. 1 (Government of Uganda 1995).

Decentralization

Decentralization reforms involved three main components: political, administrative,
and financial decentralization (Villadsen 1996). Political decentralization was based
on the Resistance Councils (RCs), later renamed Local Councils (LCs), and was
implemented throughout the country immediately after the NRM government was
formed in 1986 (Resistance Council and Committees Statute of 1987).
Administrative decentralization was gradually introduced from 1993 on with the
Local Government Statute (Uganda Gazette 1993), and comprised new
administrative structures with a non-subordinated, comprehensive, and judicially
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LC-V
District

LC-IV
County

LC-lII
Sub-County

LC-lI
Parish

LC-I
Village

Figure 1. Political and Administrative Levels in a Ugandan District

accountable local administration. Financial decentralization was carried out in
phases with the introduction of an unconditional block-grant to each district in
conjunction with the introduction of locally-approved budgets. In the Constitution
of the Republic of Uganda (1995), the system of local government was further
consolidated, and the process continued with the adoption of the Local
Governments Act of 1997.

Decentralization has transferred all political and administrative authority from
the central government to the local government authorities, including the power to
approve district budgets (Kisubi 1996). The function of the central government has
thus been directed exclusively to policy formulation, planning, inspection,
management of national programmes and projects, security, defence, and foreign
policy. The responsibility for the delivery of health services now lies within the
districts. The role of the line ministries is to formulate policies and guidelines,
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provide technical supervision, set standards, and carry out inspections to ensure
appropriate quality. It also includes logistical support as needed.

The major driving force behind decentralization has been the top political
leadership, which has seen the devolution of power to lower levels as a
counterweight to the previously centralized state. The process has been strongly
supported by local politicians and administrators, who have obtained more control
over decision-making at the local level.

The civil service, including the MOH, has had very little say in the
decentralization process. Having been presented with a fait accompli has made it
difficult for many civil servants on the central level to accept and support the
governmental reforms.

The local government

Whereas technical officers on the district level had considerable say vis-a-vis local
political leaders in the old, centralized system, the situation changed with
decentralization. In principle, power has been effectively transferred from the
technical domain on the central level to the political domain on the district and
lower levels. Technical staff are in favour of independence from the centre, but at
the same time are not comfortable with their new proximity to local political
leaders, all of whom have become very influential. Politicians are unambiguous in
favouring the decentralization, as their own autonomy gives them more power over
resources at the local level (Lubanga 1998).

Each district government now consists of a District Local Council (LC-V),
headed by its directly-elected chairperson, as its legislature, and the Chief
Administrative Officer (CAO) and her staff as its executive branch. There is also a
Resident District Commissioner (RDC) appointed by the President to handle
matters of national importance, such as security, and to monitor the implementation
of government programmes and projects. Former central government departments
that operated on the district level are now integrated units headed by the LC-V and
supervised by the CAO.

Each district has the power to employ, discipline, and dismiss staff through its
District Service Commission. However, for purposes of uniformity, the Public
Service Standing Orders, issued by the central government, still govern the
conditions of service country-wide at the district level.

The central government continues to provide block grants to the districts for
services planned for and delivered by the districts. These block grants have
replaced a system of earmarked votes determined by the Ministry of Finance. Block
grants were introduced in a phased manner and, since fiscal 1996/97, all districts
receive them. Several conditional grants have been instituted for specific purposes,
such as primary health care. In practice, the allocation of funds to the districts does
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not correspond to the actual commitments made by the central government on
behalf of the districts. Out of a recurring national budget for fiscal 1998/99, only
34.9% was allocated to the districts. In addition, the relative size of unconditional
grants (as compared to conditional) declined from 25.6% of the local budgets in
1996/97 and 26.3% in 1997/98 to 22.8% in 1998/99 (ULAA 1998).

Thus, the central government still has financial power that affects the districts,
leaving a considerable discrepancy between the formal powers given to the districts
by the Local Government Act and the financial means to exercise them. The local
revenue base is also very small, as the lion’s share of the income comes from the
central government.

Since fiscal 1993/94, the LC-V has become the main budgetary unit in each
district, local governments being no longer required to forward their budgets to the
central administration for revision and approval. However, thus far only the
recurrent expenditure budget had been decentralized during the period studied
(1996-2001), with decentralization of the capital or development budget still under
discussion.

Applying the definitions of the “public administration approach” (Rondinelli &
Cheema 1983), decentralization of the public sector in Uganda can be described as
a devolution, i.e., a shifting of authority away from the central level of Government
to local administrative and political structures of the government. Formal power has
thereby been transferred to lower levels in a process that is continuing with the
increasing involvement of parish and village level councils in local planning and
decision-making.

The districts are responsible for the most expensive services in the social sector,
such as health. Tax and revenue collection is generally poor in the districts, with
most districts collecting less than 60% of the estimated revenue due. Some
politicians have been reluctant to speak out for tax collection, since such activity is
not likely to gain them votes. At the policy-making level, however, revenue
collected locally is viewed as a prerequisite for the implementation of district
services, including health.

Most bilateral and multilateral donor agencies have favoured decentralization as
keeping in line with “democratic principles” and other core values. Many have had
prior experience with delay and inefficiency in a central government, making them
ready to embrace decentralization. A few donor agencies have been more resistant,
and have continued supporting traditional vertical programmes with financial
control coming from the centre.

Public health

Uganda’s economic growth during the 1990s has not been followed by a
corresponding overall reduction of mortality or morbidity. The Uganda
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Demographic Health Survey of 1995 showed that there have been very
insignificant reductions in infant and maternal mortality during the early 1990s.
Data from the subsequent Uganda Demographic Health Survey of 2000-2001
suggests even worsening indicators of health status and health service delivery
compared to the situation five years earlier. Infant mortality and malaria morbidity
are on the increase, and maternal mortality remains constant at a high level,
estimated at 506 deaths per 100,000 live births (MOH 2000a). The proportion of
fully-immunized children has declined from 47% to 37%, and TT (tetanus toxoid)
immunization of pregnant women shows a decline from 54% to 42%.

In 1995/96 a Burden of Disease (BOD) study was carried out in 13 of the 39
districts of Uganda. The unit selected for measuring disease burden was discounted
life years (DLYs) lost due to premature death. By this measure it was found that
75% of all DLYs are due to ten preventable diseases, with five of them accounting
for approximately 60% of the total burden:

Table 1

CONDITION %
Perinatal and maternity-related conditions 20.4
Malaria 154
Acute Lower Respiratory Tract Infections 10.5
AIDS 9.1
Diarrhoea 8.4
Total 63.8

Among the conditions responsible for the remaining share of morbidity and
mortality are tuberculosis, malnutrition, anaemia, intestinal infestations,
trauma/accidents, skin infections, mental health disorders, and cardiovascular
diseases. As apparent from the statistics above, women and children bear an
excessively high proportion of the burden of ill health. Half of all maternal deaths
occur at home or on the way to a health care facility and are mainly due to ruptured
uterus, haemorrhage, sepsis, or eclampsia—conditions that could easily be
prevented or treated successfully if detected early. The majority of the women who
die are between 15 and 24 years old. Although two-thirds of the country’s pregnant
women attend antenatal care at least once, only 38% deliver in health care units.
About 10% of all pregnancies develop complications. The infant mortality rate is
estimated at 97 infant deaths per 1,000 live births (MOH 2000a), most of which are
due to malaria, diarrhoea, pneumonia, malnutrition, and immunisable diseases
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(MOH 2000a) for which preventive strategies or effective treatment is available.
HIV has emerged as a major threat to public health, although its incidence seems to
be decreasing at the present time.

Health care structure

At the time of Independence in 1962, health services in Uganda were the
responsibility of both the MOH and the local authorities. Planning, budgeting, and
providing social services have become the sole responsibility of districts since
decentralization (Villadsen 1996). Only hospitals providing referral and medical
training remain the responsibility of the MOH. Public sector reforms have changed
the roles of the technical ministries at the central level (Langseth 1996a), including
the MOH. Today the main role of a ministry is to develop policies and guidelines
within its respective sector, monitor activities, and provide logistical support where
necessary (MOH 1999c). In the case of the MOH, the shift of roles has been
described as a change from a ‘ministry for hospital services’ to a ‘ministry for
health policy development’ (World Bank 1994).

The decentralization of the health sector is an integral part of the Ugandan
government’s reforms. The political body governing the health sector of a district is
the District Health Committee (DHC), whose members drawn from the LC-V. Non-
hospital-based care 1s headed by the District Director for Health Services (DDHS),
previously known as the District Medical Officer (DMO). The DDHS reports to the
Chief Administrative Officer (CAQO), who is the civil servant in charge of the whole
district administration. The DDHS is assisted by the District Health Management
Team (DHMT), comprising technical officers in that office. Since fiscal 1998/99,
the management responsibilities of district hospitals have also all been transferred
to the districts under the DDHSs. Regional and national hospitals, however, are still
under the MOH, awaiting a decision on their managerial structure.

23



Anders Jeppsson

LEVEL

CENTRAL

DISTRICT

COUNTY

SUBCOUNTY

PARISH

VILLAGE

Figure 2. Network of Key Officials in the Health Sector
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A number of reforms have taken place in line with the decentralization policy in the
last five years. They are aimed at establishing a single, coordinated, comprehensive
district health system. The LC-Vs now have the responsibility of providing health
services to their local area residents, and whoever provides health services in the
district does so on behalf of the LC-V. It is the responsibility of the DDHS to insure
that all health care is coordinated and providers are supported.

A recent development is the introduction of Health Sub-Districts (HSDs). These
are functional zones within the district health system, established around an
existing hospital or Health Centre IV, the lowest unit to employ staff physicians,
and the lowest unit to offer elective surgery to its catchment population. The
purpose of establishing HSDs is to bring qualified health care closer to the people.
However, the management structures at the HSD level remain unclear and are at
present supported by no central guidelines.

Sub-County Local Councils (LC-IIIs) have been established and are operational
in all districts. The planning capacity of sub-counties in different districts (and even
within one district) varies greatly. There are also large regional variations in the
status of health infrastructure and staffing patterns. The more affluent regions are
found in and around the capital of Kampala, whereas the northeastern part of the
country is least developed. On average only 49% of all households live within five
kilometres walking distance of a health care facility, but this number ranges from
9% in Kitgum to almost 100% in Kampala (MOH 2001). Most sub-counties have at
least one health care unit, but only about 43% of the parishes in the country have a
health facility within their boundaries. The infrastructure at most peripheral health
facilities is in a deplorable state. Equipment that is in proper working condition is
usually minimal, and essential drug supplies are not adequately managed. In
addition, safe water is often not available at the health units.

In practice, health facility staffing does not meet established standards. A study
in 1999 indicated that only 34% of the existing positions were filled by qualified
staff. In general, Health Centres II to IV have no access to electricity, but depend
primarily on firewood, charcoal, kerosene, or gas to meet their energy requirements
for lighting, sterilization, and refrigeration of vaccines. District and referral
hospitals, on the other hand, are usually connected to the country’s main electrical
grid or have generators to supply their needs (MOH & WHO 1996).

Consequences of decentralization for the health sector

With the shift of managerial responsibility, the recruitment, disciplining, and
dismissal of staff are now the task of a body within the respective districts, the
District Service Commission. Previously, the central MOH was responsible for
deployment of health sector staff to the districts. Despite the fact that the ministry
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possessed an overview of the country’s needs, the distribution of staff was very
uneven, and peripheral districts went largely understaffed. With decentralization,
on the other hand, posts are now advertised and districts seek out officers by a
recruitment process. However, the inequity between peripheral and central districts
remains a major problem.
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Theoretical framework

Since the traditional hierarchical steering methods (Lundquist 1987) of
organizations have become obsolete, the process of decentralization calls for a
more efficient mechanism for implementing policy goals throughout a
decentralized system in which the balance between direct and indirect steering has
changed. Direct steering occurs when A communicates what she intends B to do;
indirect steering takes place when A affects B’s understanding, ability, or
willingness to take action (Lundquist 1987). A hierarchical structure relies for the
most part on direct steering methods; a decentralized one promotes an indirect
approach. However, the two types of steering are analytical concepts that appear in
combination in real life.

Two other aspects of steering are useful for our analysis: reliability, how far the
implementer acts in accordance with the decision-maker’s steering, and rationality,
the degree to which objectives are actually achieved (Lundquist 1987, p.181).

When it comes to implementation, the scientific literature (Hjern & Porter 1981;
Hjern 1983) traditionally distinguishes between two perspectives: top-down and
bottom-up. The top-down perspective envisions decisions made at the top of an
organization, followed by a chain of steering down through the organization. Every
link of this chain is seen as steering the following one, although the reliability of
the steering may be limited. The bottom-up perspective begins where a benefit is
received by the person a public organization serves. The difference between the two
perspectives can be illustrated by their views on laws and regulations. In the top-
down perspective, the law is the starting point for the analysis. The research issue is
to explain how laws are implemented. In the bottom-up perspective, the issue of
whether the law has any steering function at all is an empirical one. While the top-
down perspective focuses on the intentions of the decision-makers, the bottom-up
perspective concentrates on the actions of the implementers (Sabatier 1986).

The perspective applied in this thesis can be described as a synthesis. Although
I was based in the MOH, my counterparts were also the district officials in the
health sector, and so I spent considerable time at the implementation level. My
quest was to try to answer the question: “Why don’t things always turn out the way
we (the decision-makers) want them to?” I focused on the intentions of policy and
reform implementation at the central level, which is closely related to a top-down
perspective, but also various factors affecting the implementation on a peripheral
level, which is more linked to a bottom-up perspective.

The papers collected in the thesis address the prerequisites of policy
implementation in a decentralized system. The final paper (V) assesses the outcome
of a full-scale policy implementation trial and interprets it against the background
of the previous studies. The concepts of diffusion and translation from political
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science and policy analysis are applied as instruments in this examination (Jonsson
2002, Johnson 2003).

The spread of new ideas and skills have been characterized by early theorists in
this area of research as diffusion, a concept imported from the natural sciences
(Rogers 1995). An example of diffusion in this sense is when a substance dissolved
in a liquid disperses itself into another liquid of the same kind that contains a lower
concentration of the substance in question. In the 1920s, European anthropologists
began using this concept to describe how innovations are disseminated in different
cultures. In the area of policy analysis, diffusion was first discussed by Walker
(1969) and Gray (1973).

Later theorists, such as the philosopher and anthropologist, Latour (1986), and
the founders of the theoretical school named new institutionalism in organizational
theory (e.g., Meyer & Rowan 1977), have criticized such models for being too
simplistic. The proponents of this school point to the need for a better
understanding of the mechanisms of the diffusion process, since diffusion of ideas
rarely takes place in a medium as homogeneous as a liquid. On the contrary, the
diffusion of ideas usually takes place through organizational structures of a rather
complex nature. Such structures contain components and agents conditioned by a
heterogeneous set of aims when they encounter new ideas. The result is that such
ideas will be viewed in very different contexts, and may often come into conflict
with each other. They may, in turn, also initiate a negotiation stage, the translation
process (Latour 1986).

Latour proposed a process of social interpretation based on the notion that social
facts have no independent meaning outside the context in which they are expressed.
In the translation perspective it is stressed that social actors are engaged in an
ongoing process that perpetually generates and regenerates society. A fundamental
prerequisite is that preferences, norms, perceptions, and alternative actions are
being constantly formed and discovered in institutional contexts, and cannot be
separated from these.

Policy translation can be looked upon as a process of social definition and
interpretation, whereby the different meanings attributed to a policy affect its
transformation. In this context, it is important to show how and of what elements a
policy has been constructed. The translation perspective deals not only with the
interpretation of old meanings, but the creation of new ones as well (Hacking 2000,
Johnson 2003). Thus, we may define policy translation as “a process where
meaning is constructed by temporally and spatially disembedding policy ideas from
their previous context and using them as models for change in a new context”
(Johnson 2003:239f).

Typical issues in the translation perspective concern the types of ideas that are
disseminated, what happens when ideas move into organizations, and what happens
to organizations as they receive and incorporate foreign ideas.

Translation is not a definitive event to be carried out once and for all; rather, is
it an open-ended one that can be continuously repeated and reinterpreted, as well as
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encountered, by intertwined and complex societal processes. While in the case of
diffusion the substantive content remains inert and unaffected, translation implies
an impact on the content.

The diffusion perspective may suffice when the different contexts are similar, or
when there is a consensus on how policy ideas are to be interpreted. However, the
translation perspective may be needed in contexts that significantly differ from
those in which they have been in use earlier. A diffusion model may exist in a
power vacuum, but the translation perspective is always related to power relations
in society. Such power relations are seen as perpetual processes (Foucault 1978)
that continually develop and change over time.

The focus of the papers in this thesis is on the translation process of central
elements in modern health policies when implemented at all levels of a public
health system in a particular country—in this case, Uganda. It studies the
hypothesized conflict between a technical rationality, and one dictated by the need
for accountability on the part of mangers and staff at peripheral levels with regard
to any sweeping changes in the health care system.

In studies of health policy diffusion it has been questioned whether the
implementation of such policies could really be understood solely from the
viewpoint of efficiency. On the contrary, focusing more on the translation process,
where different types of rationalities confront each other, often seems to provide a
better frame of reference for studying the process (Jonsson 2002). Accordingly,
besides the technical aspects of rationality, I hypothesize that accountability
rationality would be an important factor in the translation process of a new health
policy, especially at peripheral level. This applies to the agents in this process,
represented by the leadership and personnel in the peripheral health care system, as
well as the target population of their services.

My focus is on the formulation, or, as the case may be, reformulation of policies
on the national level, and then on their implementation at the health services
delivery level. Implementation problems are often seen as technical problems rather
than theoretical ones. In some cases this could, in fact, be a relevant and
constructive approach. However, my impression was also that something may be
wrong with a causal theory in its implication that rational decisions would
necessarily result in rational outcomes and, finally, in rational impacts. My
hypothesis would, therefore, be that failure to implement a health policy or a health
sector reform could just as well be grounded in an inappropriate causal theory. In
order to elucidate the substantive content and the limitations of the problem, the
following model can be drawn (figure 3).

In this model, the ability or inability to implement the formulated policy
becomes the problem. It is also a question of to what extent lay people can control
the system from the bottom up. The decentralization of the public sector provides
ample opportunities for the local population to control government in their area
through elected representatives. The old system of a centralized public sector was
steered from the top down, with little if any influence from those people,
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politicians, or civil servants at the implementation level. By contrast, the new
decentralized system calls for a more indirect steering, with policies as a key
instrument. Nevertheless, the strategies of participation and popular power are not
yet fully defined. This issue will be dealt with below, particularly in Paper II.
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Global Policy
i Diffusion of global policy elements (Paper V)
National Policy
Formulation
(Input)
Policy implementation: Translation/Diffusion
(Papers I, 11, Il & V)
Health Systems
(Output)
i Provision of Health Services

Health Status
(Outcome)

Figure 3. Theoretical model
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General methods

I came to Uganda in 1996 as an advisor to the Ministry of Health and remained
there, in various capacities, until 2002. This thesis deals with my experiences
during that six-year period, during which I interacted with many people at the
national and the district level. They all had different designations, but were all
assigned the task of delivering health services. As the implementation of health
reforms largely took place in the districts, continuous interaction with the people at
the local level was a sine qua non. In the research community, this approach or
working method could probably best be described as participatory observation
(Fetterman 1991). It implies that the researcher not only observe the people being
studied, but participate in their activities (Borofsky 1994). I was directly involved
in the implementation of health reforms, not just an observer. Through my work, |
became part of the Ugandan community and was, in fact, adopted by the
Karimojong people. The anthropologist’s task is to observe, record, and analyze a
culture, interpreting signs and symbols to understand their meaning within the
culture itself. This interpretation should be based on the “thick description” (Geertz
1973) of a sign to see all potential meanings. While my own personal experiences
constituted the nexus tying the experiences together, various other methods were
used to gain in-depth knowledge in certain areas.

The MOH, and in particular the Projects Coordination Office (PCO) of the
World Bank (WB) projects in the health sector, was where 1 worked most of the
time. It was a very fertile ground for information and discussion. All districts were
beneficiaries of the projects, and visitors holding different positions from all over
the country paid frequent visits to our office in the MOH. We visited all the
districts regularly, as well. The interaction was close, not only with health workers
and managers in the districts, but also with administrators and political leaders from
the peripheral up to the cabinet level. In addition, contact with the rest of the MOH
was very intense. Formally, the PCO was part of the Health Planning Department
(HPD) and was the hub of most activities in the MOH, especially before
restructuring was undertaken and the SWAP process was not yet in full swing. The
PCO played an influential role in health planning and was also actively working to
revitalize the HPD during the reforms. The collaboration with the Decentralization
Secretariat of the Ministry of Local Government, a unit instrumental in capacity-
building parallel to the decentralization of government, was also very close, as was
collaboration with the Ministry of Finance and Planning (MOFPED). In this
environment, data was abundant and easily accessible.

Incorporating an anthropological perspective also has implications for the
overall analysis, be it of a tribe, a village, or a ministry. Anthropology uses cultural
differences as a cultural critique and enrichment (Borofsky 1994). It stresses that
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possibilities beyond those we are familiar with exist for solving problems and
achieving meaningful lives. Furthermore, it stresses that those on the margin—the
subjugated and the disempowered— may also have an important contribution to
make to others (including those at the centre of power). The disadvantages of using
anthropological methods manifest themselves in comparing data and generating
commensurate information. Anthropological data are mainly qualitative, which
rules out statistical analyses. Quantitative studies, however, may be incorporated as
part of a larger qualitative study. Anthropological studies generally require
considerable time for their preparation and follow-up (Keesing 1981), and are
mostly limited to a specific, circumscribed area. Although this study has been
carried out in a low-income country in Africa, it is my belief that the results may be
of relevance not only in similar African contexts, but in more affluent parts of the
world as well.
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Specific methods

The intention here has been to use as simple and few methods as possible for the
analysis. However, the complexity of the society and objects of study require a
corresponding degree of methodological sophistication, if a nuanced analysis is to
result. The methodologies, according to the five papers in which they are
employed, are outlined in table 2.

Table 2

Overview of Methodologies

Paper number | 1 Il [\ V
Method of data Interviews Observation, Observation, Observation, Compilation of
collection with district participation in participation in participation in data available
officials meetings at meetings at meetings, at MOH
Compilation central and central and local interaction with (district
of data local level, level, interaction central and local budgets)
available at interaction with with central and government Compilation of
MOH (district | central and local government | officials, donor data available
budgets) local officials, donor and NGO in the districts
Focus group government and NGO representatives, (financial
discussions officials, donor representatives, interviews, reports)
with district and NGO interviews, review of Structured
officials representatives, | review of documents interviews
interviews, documents available at
review of available at MOH | MOH
documents
available at
MOH
When were the 1996-1999 April 1998-May | 1997-1999 1996-2002 1996-1999
data collected? 1996-1998 2002 1998-1999
August— 1998-2001
September
1999
How were the Written notes | Written notes Written notes Written notes Compilation of
data recorded? Compilation Compilation of spreadsheets
of data on data from Compilation of
spreadsheets documents spreadsheets
Written notes available at Question-
MOH naires
How were the Interview Interview Interview Interview Face value in
data analyzed? analysis analysis analysis analysis tables
Face value in Face value in
tables tables
Interview Interview
analysis analysis
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Analysis of interviews

In order to analyse the interviews, a few different approaches and techniques were
used, depending on the content of the interview material, as well as the particular
context. Initially, interviews were generally conducted until substantive saturation
was achieved, 1.e., when no (or negligible) additional information was forthcoming.
The interviews were all conducted in English. As with all data used in this thesis,
the load was extensive and had to be concentrated in order to retrieve the most
exact meaning. This required shaping the data into broad categories. In one case
(Paper V), some categories were further broken down into quantifiable entities. The
approaches used in this thesis are all based on hermeneutical or phenomenological
philosophy (Kvale 1996).
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Paper |

Financial priorities under decentralization in Uganda

When the power to approve district budgets was transferred from the national to the
district level, the Ministry of Finance made a shadow budget for the fiscal year
1995/96 as a reference point from which to monitor priorities and allocations made
by the districts. The shadow budget was a theoretical construct equivalent to the
budget of the previous fiscal year.

The district allocations for health in the 39 districts was studied by
systematically retrieving data from the annual workplans the HPD of the MOH
reviewed in order to provide feedback to the districts on technical issues. The same
plans were also submitted to and partly financed by the WB projects in the MOH.
They could consequently be studied systematically and compared to the situation
before the decentralization of finances took place. The general assumption was that
the districts, in their allocations, would financially prioritize health in order to
implement the national health policy.

In this study, all district plans and budgets were compiled, providing data for the
initial phase of the study, which addressed the question of how much was allocated
for public health. To investigate the subsequent why question (the reasons for
deviations from the shadow budget), senior civil servants and politicians in the
districts were systematically interviewed during visits by a team from MOH
(including myself) over a period of three years. A series of open-ended questions
were posed and written notes were taken. Most districts were visited several times,
but in a few cases rebel attacks, civil unrest, attacks by foreign powers, and Ebola
outbreaks made further visits impossible, although attempts were made.

During each visit to the districts, a protocol was followed whereby the CAO (or
the Deputy CAO or Assistant CAO), District Local Council Chairperson, and later
also the Secretary for Health in the district were visited. When these officials were
not unavailable, appointments were made with their designees. At each district
visit, the issue of priorities in budget allocations was discussed. The Resident
District Commissioners (RDCs), who represented the central government in the
districts, were also interviewed in a number of districts. The arguments presented
were systematically noted down and analyzed until it was felt that saturation was
achieved, with no new arguments forthcoming. Statements were concentrated and
common themes sought. The results were fed back into the interview questionnaire
and the questions were made more precise over time.

To obtain further information from district leaders, three focus group
discussions were held in August and September 1999 with mixed groups of
administrators and politicians representing 14 districts (Asbury 1995; Krueger
1988; Ramirez & Shepperd; 1988 Morgan 1997; Krueger1997a; Krueger1997b)
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These discussions were carried out in Masaka, Mbarara, and Jinja, and the groups
consisted of 15, 8, and 6 individuals respectively from different parts of the
country. The interviewees were participants in regional conferences on health
planning and included senior district politicians and administrators who, in most
cases, were responsible for the health services in their districts. Health professionals
were excluded from the focus groups since the purpose was to extract the views of
politicians and administrators. The most common arguments heard were written
down, and the views of the politicians and administrators were analyzed separately,
but were not quantified. The arguments presented were condensed and classified
according to themes. Gradually, a saturation of arguments was achieved; few new
arguments were heard in the final focus group discussion, and it was deemed
unlikely that further discussion would generate additional information. The data
analysis characterized above could be referred to as concentration of meaning.

Interviews were also held with officials strategically selected from the Ministry
of Finance (to obtain data on the shadow budget), and the Decentralization
Secretariat of the MOLG (to acquire information on the rationale governing the
overall budgeting priorities in the districts). These interviews were analyzed in a
way similar to those carried out in the districts.
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Paper I

SWAP dynamics in a decentralized context: experiences from Uganda

As the planning and coordination function of the MOH was weak, donors generally
interacted directly with the technical programmes, departments, and units in the
MOH. Some donors also provided support, either directly or through the MOH, to a
limited number of districts. This complicated state of affairs initiated discussions
that led to the Sector-Wide Approach (SWAP) to public health.

SWAPs address whole sectors rather than specific activities or projects (Peters
& Chao 1998), and relies on government procedures to disburse and account for all
funds (Foster et al. 2000).

The initiative to introduce SWAP in the Ugandan health sector has mainly come
from large donors (Pavignani & Durao 1999). This paper examines how the SWAP
process affects power relations in the health sector, and particularly the relationship
between the central and the peripheral levels.

This analysis is a result of closely studying and participating in the SWAP
process from its inception. The discussions on moving from detailed project
support to general budget support originated from the WB projects in the MOH.
The purpose of these projects was both to build capacity to deliver health services
and to facilitate health sector reform and policy formulation. SWAP was a logical
continuation of these activities. In 1998, the MOH, with support from the WB and
WHO, invited international agencies and other stakeholders to a meeting in
Kampala to discuss the implications of SWAP. The meeting took place and was
documented in writing, and the official minutes have been reviewed. From 1999
onwards, regular Joint Review Missions (JRMs), with participation from
governmental and international agencies, NGOs, and other stakeholders, have been
held twice a year. During these missions, the development of SWAP was debated,
along with the formulation of a new national health policy, strategic health plan,
and a variety of related issues. As a participant, I was in a position to record the
proceedings, taking special note of how different stakeholders presented different
arguments. The raw data were reviewed and organized into broad categories by
type of argument and stakeholder. The categories that emerged facilitated the
identification of different interests and made it possible to follow developments
over time.
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Table 3

Joint Review Missions (JRMs) on the Health Sector SWAP in
Uganda until April 2002:

I JRM 2829 October 1999
2" JRM 10-14 April 2000
3 JRM 25-27 October 2002
4™ JRM 02-06 April 2001
51 JRM 15-19 October 2001
6" JRM 15-19 April 2002

I took part in all the missions, including plenary sessions and group work, until
April 2002. The Aide-Memoires, i.e., the official JRM minutes, show the gradual
shaping of Uganda’s health sector SWAP. Between the missions, the SWAP
process was institutionalized through a committee, the Health Policy
Implementation Committee (HPIC), whose members included representatives from
the MOH and the main donors. The chair was the Director General of MOH. The
committee, later renamed the Health Policy Advisory Committee (HPAC), initially
met every week. I also attended some of the committee’s meetings, and was able to
review its minutes for the period I spent in Uganda. I was also a member of two
working groups under HPAC (Decentralization and Public-Private Partnership).
Again, | was able to document these meetings in writing.

The data obtained in this study were analyzed with reference to the effect the
process had on power relations. It was assumed that, consciously or not, the various
groups taking part represented different power interests (Foucault 1978), and so
expressions, documents, speeches, and actions were analyzed according to whose
interests were being explicitly or implicitly favoured.
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Paper Il

Restructuring a Ministry of Health: an issue of structure and process

As a part of the civil service reform in Uganda, all the national ministries were to
be reduced in size to improve efficiency. Most ministries had grown so large since
the time of Independence that their efficiency had been reduced (Langseth 1996a;
Government of Uganda 1990). In restructuring the government, the task was to
create a civil service with clear organizational mandates and objectives. Some of
the new guiding principles were transparency, results-orientation, implementation
of simplified rules and procedures, and the allocation of resources and budgeting
based on clearly identified priorities. The civil service was to be smaller and its
employees better paid (GOU 1993).

In general, officials at the MOH were still functioning as in the past, i.e.,
managing vertically-organized programmes from the central to the local level.
Districts at this time were becoming increasingly aware of their new powers; local
administrations no longer tolerated interference by the central government in their
day-to-day operations. In 1997 it had become clear that it was necessary to embark
on a restructuring of the MOH, an exercise that was to continue until mid-1999.

Facilitating the restructuring of the MOH was one of the major tasks assigned to
the WB projects within the MOH, where I was working at the time. My position
facilitated the close study of the restructuring of the MOH. In this study, data has
been collected a) through an intensive series of meetings in the MOH called by the
consultants who proposed the new organizational structure in December 1997-
January 1998, b) by interviews with civil servants inside and outside the MOH, and
c¢) by interviews with donor representatives. A number of official documents were
studied, including the report of the 1995 restructuring exercise, the Constitution,
and the 1997 Local Governments Act.

During Phase I of the restructuring exercise, which lasted from 3—15 December
1997, 1 worked closely with the government’s consultants and attended the initial
meetings with the HPD, the body responsible for consultation within the MOH. On
12 December 1997, a session was held in which the senior management group of
MOH was to examine the mission, objectives, and output of the MOH. These
meetings were documented in writing, reviewed, and categorized by stakeholder.
Further, a review of documents produced by the consultants, the MOH, other
ministries, and donor agencies was carried out (GOU 1990, GOU 1993, MOH
1995, MOH 1998a, MOH 1998b, MOH 1998c, MOH 1999, WB 1994a).

Phase II lasted from 5-30 January 1998, and involved a broader section of
participants—not only from the central MOH, but from hospitals, donors, and
NGOs as well. On 8 January, a large group of senior management officials attended
a workshop to discuss how to proceed. During the following weeks a number of
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meetings were held at the MOH on the same topic, with donor agencies also
involved in the discussions. At issue were the consultants’ proposals and the
presentation of a final report on the restructuring. Once again, | attended and
documented all of the sessions in writing. Discussions were also held with a large
number of district officials during field trips to different parts of Uganda, and these
discussions were also documented in writing.

In analyzing my written notes, I attempted to organize statements according to
narrative stories told by different types of stakeholders (technical officers at the
district level, health planning officers at the MOH, top management officials at the
MOH, and others). The idea was to visualize their different lines of reasoning.
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Paper IV

The global/local dilemma of a Ministry of Health: a case study from
Uganda

The development of a new national health policy for Uganda for the period from
1999 to 2009 began in 1996; the policy was approved by the cabinet in 1999. The
new policy signifies a transition from emergency relief operations within the health
sector to a social development perspective on health (Ministry of Health 1999a).

This paper is based on participatory observations while at the MOH. My work
was conducted centrally as well as in the districts. I took an active part in a series of
meetings related to policy formulation—from the Annual Health Review of the
Quality Assurance Programme of the MOH in November 1996 (when discussion
began on a new national health policy), to meetings on policy implementation,
SWAP, Public-Private Partnership, and other key issues over the course of several
years related to health sector reforms and to the new national health policy. Some
of these meetings were organized by temporary task forces. Others had a more
regular structure and long-term mandates. Again, one of my key tasks remained to
act as a facilitator in the process of health sector reform, especially in matters
related to a decentralized health care system.

Interviews were held with key officials inside and outside the MOH, as well as
with donor representatives. Further, reviews of documents produced by the MOH
(MOH 1995, MOH Ethiopia 1996, MOH 1996a, MOH 1996b, MOH 1998a, 1998b,
MOH 1998c, MOH 1999a, MOH 1999b, MOH 1999¢, MOH 2000a, MOH 2000b,
MOH 2000c, MOH 2000d), other ministries (MOFPED 1998), donor agencies, and
representatives of NGOs were conducted (WB 1994a, WB 1994b, WHO 1999,
WHO & MOH 1998). Interviews were also held with a large number of district
officials during field trips throughout Uganda. As stated earlier, all districts were
visited at least once, and most were visited several times.

Extensive studies were conducted of the health budget at the central and at
district levels, as well as of actual expenditures. Information on both of these
matters was obtained from the MOH as well as from the MOFPED. While the
district budgets were available at the MOH, determining actual expenditures
required travelling to the districts, and in most cases also assistance from auditors.
As part of my assigned duties, I reviewed all of the annual district workplans,
which also contained the respective budgets. A review was also specifically carried
out regarding documents on the Essential Drugs Programme in Uganda (Adome et
al. 1996, McPake et al. 1998, Danish Red Cross 1999).

All interviews were open-ended, and were initially composed of rather broad
questions. Gradually, a saturation of data appeared, usually after asking the same
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questions about three times. New issues that arose were included in the
questionnaire, sharpening its focus.
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Paper V

Application of Burden of Disease/Cost-Effectiveness Analysis as an
instrument for district health planning: experiences from Uganda

The application of normative rationalist instruments such as BOD in combination
with CE was studied. It was assumed that these instruments would facilitate the
implementation of national health policy priorities at the district level. This study
follows a three-level methodology.

Firstly, the outcome of the BOD/CE study was examined. Budgeting for each
programme area was investigated in all 13 districts that participated in the BOD.
The baseline was the budget for fiscal 1995/96—the year when the exercise was
carried out. A concrete budget had been made prior to the actual study. The budget
allocation pattern in 1995/96 was compared with the pattern suggested by the BOD
and patterns in the subsequent budgets for fiscal 1996/97, 1997/98, and 1998/99 in
all the districts concerned. Districts were required to make detailed annual
workplans and draw up budgets for the health sector, and these budgets were
obtained from the districts by the MOH. The data gathered in this way was
accepted at face value and analyzed numerically.

Secondly, a comparison was made between 13 district budgets and actual
expenditures for fiscal 1997/98 to find out whether actual expenditures reflected
budget allocations by programme area. These expenditures were retrieved from the
financial reports made in the districts, and were only available at the district level.
Hence, gathering this information required once again visiting the districts. A
comparison with previous budgets and the BOD patterns suggested by the BOD/CE
analysis was then made.

Thirdly, the process of the BOD/CE study was examined. DMOs and other
officials from the 13 districts that participated in the BOD study and in district
planning were interviewed, one person per district being selected. The interview
followed a structured questionnaire (Berdie 1986). All interviewees had been
trained previously in the BOD/CE methodology in Kampala. They had also been
actively involved in applying BOD/CE as a method for planning and budgeting in
their districts. Interviews were undertaken in the districts, and a few in Entebbe and
Kampala. Security issues sometimes made the process difficult, but in the end all
interviews were completed, although in some cases this took over two years. The
objectives of the structured interviews were to determine how district health staff
viewed their own understanding of BOD/CE, and assess their view on its
usefulness for health planning and budgeting at the district level. Respondents were
individually questioned as to their understanding of the BOD/CE concept, to what
extent it had influenced their way of thinking about health planning and budget
allocation, and in what measure it had affected the actual practice of health
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planning and budget allocation. They were then asked in greater detail about the
way they carried out health planning before and after undergoing training in
BOD/CE. Finally, they were asked about their views on the usefulness and
limitations of BOD/CE as a concept for health planning. This analysis permitted the
establishment of broad categories and allowed simple quantitative analysis.
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Results

Paper I: Outcome

Financial priorities under decentralization in Uganda

The actual allocation for primary health care fiscal 1996/97 came as a surprise to
the MOH. While the shadow budget made by the MOFPED (established at 1996/95
levels) projected that overall 4 billion Ugandan shillings (approximately USD $3.6
million) would be set aside for primary health care (PHC) in 1996/97, the district
administrations only allocated 1.1 billion shillings, or slightly more than one-
quarter of the shadow budget. The source of these allocations was the block grant
provided by the MOFPED and locally-raised revenues. The pattern differed from
one district to another, but the overall amount indicated a considerable discrepancy
between the funding anticipated by the MOFPED and the actual allocations by the
districts. During fiscal 1997/98 there was an increase in the overall allocation for
primary health care by the districts, amounting to up to 2.6 billion shillings
(approximately USD $2.4 million). Although a considerable increase did take
place, the actual district allocations were still far from the ones anticipated by the
central government.
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Figure 4. Comparison of actual expenditures vs shadowbudget in the districts

Individual interviews and focus group discussions revealed that priority had been
given on the basis of 1) insufficient local revenue, 2) lack of funding from the
central government, 3) high expenses, 4) lack of ownership, 5) contributions for
other sectors already being received, and 6) the existence of donor funds available
for public health.
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Paper II: Outcome

SWAP dynamics in a decentralized context: experiences from Uganda

After years of decentralization, with district power increasing vis-a-vis the central
level, the SWAP process introduced into the health sector of Uganda once again
changed the role of the MOH. The ministry regained much of its former influence,
while the districts lost considerable power in the SWAP process. Among the main
reasons for this shift of power were the advent of conditional funding, planning
arrangements, and the right of veto against donor-district interaction. Most
important of all was the power emerging from the negotiation process proper,
which is the core of the SWAP process. The MOH played the lead role in this
process. Although the districts had been given ample formal power, the MOH and
donors were able to gain significant informal influence on all those involved in
Uganda’s health care policy, including the district health services. After being
dormant for a long period period, the HPD was gradually reactivated and assigned a
central role (Brown 2000).

In order to strengthen the SWAP process, new working arrangements were
needed within the MOH as well, and so reorganization of the entire MOH was
undertaken. The central planning framework had gradually changed the role of the
MOH from promotive and facilitative to prescriptive. The lines of communication
had largely been reversed to a vertical, top-down form, leaving the districts with
little to say in the SWAP process. The districts were once again obliged to
implement the national policy in accordance with the central planning framework
developed by the MOH. This framework extends from rather abstract goals at the
centre to the concrete activities planned by the districts in their annual work plans.

SWAP puts all funds under the control of a central ministry, a strategy counter-
productive to decentralization. The health SWAP negotiation process in Uganda
has taken place with donors and the MOH as the two main agents, generally
bypassing the districts, which are, nevertheless, responsible for the delivery of
services.

The SWAP process is connected to an overall Health Sector Strategic Plan
(HSSP) (MOH 2000b), centrally developed with a five-year perspective. In
addition, for several years the districts have developed annual work plans for the
health sector. This practice is well established and all districts make such
operational plans each fiscal year. These plans are expected to be linked in parallel
to the national level HSSP through a five-year strategic district health sector plan
which, in turn, is supposed to be reconciled with the existing three-year rolling
development plan in the district. With SWAP, the role of the MOH has come to
include approval of district annual work plans for health. The role of the MOH is to
guide the districts and give them feedback on the plans. In line with
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decentralization, districts were given a great deal of autonomy in the planning
processes, including health policy. The annual district work plans were largely
developed without the involvement of the MOH. This decentralized system was
still in its infancy when it was subordinated by SWAP.

To date, the construction of public health facilities is a central level
responsibility. Several districts and lower levels have, however, chosen to fund the
construction of parish (LC-II) health units themselves in order to reduce disparities
within the district regarding access to health services. The problem remains that
capital investment also implies future operating costs, a financial burden that the
district may not be able to bear in the long term. Together with the MOLG, the
MOH has decided that sanctions will be put in place against districts where health
facilities are constructed using direct funding from the respective districts, unless
prior approval has been given by the MOH.

The role of NGOs in the SWAP process has always been ambiguous. In terms
of financial support, it seems that mission health facilities will get considerably less
support from the government than corresponding government facilities. Through
SWAP, the MOH can veto any kind of district support rendered by a donor
participating in the SWAP process. This development once again decreases the
autonomy of the district. Thus, the MOH has increasingly come to regulate the
interaction between districts and donors through the SWAP process.

The justification for SWAP is to simplify the implementation of financial
support to the health sector and ensure government ownership. To a large extent,
this 1s what has taken place. But the districts, who are the true implementors, have
been assigned a very limited role under SWAP. The democratization process that
should follow hand-in-hand with decentralization is thus countermanded by the
SWAP process. Remarkably, the two processes are supported in Uganda by the
same donors.
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Introduction

Since 1986, the Ministry of Health (MOH) in Uganda has instituted health sector
reforms aiming at improving the functioning and performance of the health sector
and, ultimately, the health status of the population. The whole government
structure, including line ministries, such as the MOH, has been subject to
decentralization during the 1990s. A new health policy, which practically all
stakeholders subscribe to, has been adopted. However, several studies have shown
that health care and health status indicators for Uganda have remained poor.
Already the Uganda Demographic Health Survey of 1995 showed that there had
been very insignificant changes in infant and maternal mortality. Data from the
Uganda Demographic Health Survey of 2000-2001 [1] suggest further declining
health status and health service delivery compared to the situation five years earlier.
Infant and maternal mortality remain at the same high level, malaria morbidity is
increasing, the proportion of fully immunized children has declined from 47% to
37%, TT immunization of pregnant women has decreased from 54% to 42%, etc.,
Quality of health care has also been predominantly low [2, 3]. This situation raises
a number of questions: to what extent are systems of health care instituted by the
MOH embedded in the local context, and, should the MOH rather be seen as a
representative of global biomedical institutions, disengaged from the local context?

Theoretical framework

Dealing with modern bureaucratic institutions, the British sociologist Anthony
Giddens [4] has provided concepts we believe can help understand the performance
of the MOH. Giddens identifies two major processes that could either support or
undermine the functioning of modern institutions: the disembedding and re-
embedding mechanisms. Disembedding refers to ‘the ‘lifting out’ of social relations
from local contexts of interaction and their restructuring across indefinite spans of
time-space’. This means that the interaction between co-present actors (which is the
norm in pre-modern societies) is replaced by reciprocity between individuals or
collectives not necessarily co-present, but positioned across an extended and
separated time-space in a modern society. Giddens refers to this development as
social integration being replaced by system integration [5], and distinguishes
between two types of disembedding mechanisms, which are involved in the
development of modern social institutions: symbolic tokens and expert systems [4].
By symbolic tokens Giddens means ‘media of interchange which can be ‘passed
around’ without regard to the specific characteristics of individuals or groups that
handle them at any particular juncture’ [4, p. 22]. He describes different types of
symbolic tokens, such as means of political legitimacy, and he singles out money as
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one of the most typical ones. Money, says Giddens, “is a means of bracketing time
and so lifting transactions out of particular milieux of exchange”, in other words
'money is a means of time-space distanciation' [Ibid. p 24].

By expert systems, Giddens refers to ‘systems of technical accomplishment of
professional expertise that organise large areas of the material and social
environments in which we live today' (Ibid p 27]. Such systems integrate the
knowledge of experts and influence the people involved in a continuous way. Since
expert systems remove social relations from the contiguity of context, they act as
disembedding mechanisms similarly to symbolic tokens. Both mechanisms create
expectations across a distanciated time-space.

According to Giddens, frust is a fundamental principle in the functioning of
modern institutions. He defines trust as confidence in the reliability of a person or a
system, regarding a given set of outcome or events, where confidence expresses a
faith in the probity or correctness of technical knowledge.

It is a basic argument of this paper that in Uganda and other sub-Saharan
countries, biomedical knowledge and western medicine constitute abstract systems
that have significant impact on the MOH. We also look at the MOH of Uganda as a
modern institution built upon symbolic tokens such as money proper (donor funds),
pharmaceuticals and intellectual products such as policies, paradigms and strategies
[6]. Through this situation, we argue that the MOH increasingly disengages it self
from the local community. Finally, we suggest a model to analyze and overcome
the obstacles to delivering effective and equitable health services. It is our basic
assumption that Uganda offers a rich potential for such services because of its
decentralized governmental structure.

Structure

During colonial times, the state, or government structure, was mainly a body meant
to sustain ‘viable macroeconomic structures and flows that were necessary to keep
the colonial exploitation alive as efficiently as possible’ [7]. This means that one of
the main purposes of the colonial state was to ensure economic flows that benefited
the colonizing power, and also to refine the economic structures. By doing so, the
state protected the interests of the European colonial powers. The rulers of the
respective states regarded themselves as managers of this activity.

In the British colonies, the colonial state deliberately abolished the means for
local control of rulers. Instead, local chiefs and rulers were made accountable only
to the central government, not to their subjects. This process contributed to the state
becoming increasingly autonomous of the local communities [8].

The MOH and the Ugandan health care system are largely embodiments of the
colonial past. Modern medicine was introduced in the country by missionaries in
the nineteenth century and this expanded throughout the colonial era and survives
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even today alongside the traditional medicine. Modern biomedicine was provided
through a comprehensive health institutional referral system. At lower levels, there
were health units run by trained health workers, at the district level there were
hospitals, and at the national level there was a national referral hospital (Mulago),
which was managed by several specialists or medical consultants. After gaining its
independence, Uganda emphasized the construction of district hospitals [9]. This
emphasis on larger scale facilities can be seen as an implication of a restricted
urban view. Such constructions were not primarily an answer to the health care
needs of the rural population, but also symbols of the state in the districts. The
hospitals, together with churches, district administrative quarters, and army
detachments symbolized the power of the central government in the district. As in
most other sub-Saharan countries, the major proportion of the population lives in
rural areas, 85.5% in 2001 [10].

Governance

During the colonial era, the MOH was mainly responsible for looking after colonial
staff, 1 e colonial expatriate and indigenous officers. The ministry dealt with
micromanagement of hospitals and, to less extent, of peripheral health facilities by
regulations and detailed instructions. Hospital budgets, deployment of staff and
management of public health programmes, were all the responsibility of the central
level.

During this time and the early period of Independence, policy development was
no major issue in the Ugandan MOH. Two events finally changed this situation: the
Alma-Ata conference on Primary Health Care (PHC) in 1978, and the
decentralization of the Ugandan government during the 1990s.

The Alma-Ata conference, which was arranged by WHO and UNICEF in 1978
developed the concept of PHC [11]. This concept was a shift of paradigms in
various aspects. PHC was a political concept: the issue was to involve politicians
and lay leaders in order to ensure that the needs of the people were met, rather than
the interests of the medical profession.

Although the Alma-Ata conference aimed at involving the local community in
decision-making in health, the conference as such was mainly attended by ministers
of health and senior officials. After the conference, the ministries of health were
responsible for the implementation of the agreed goals. Instead of the intended
political purposes, however, the concept of PHC triggered several vertical technical
programs focusing on one or a few diseases: immunization programs, diarrhoeal
control programs, programs for controlling malaria and many more [12]. These
were biomedically oriented technical programs with their blueprints made by
international agencies outside the country. The intention was to fit the health
services to these programs in order to quickly build up effective interventions

103



Anders Jeppsson

against major health problems, rather than establishing comprehensive health care
systems from the bottom up. One of the major symbols for cheap and effective
interventions was Oral Rehydration Salt (ORS) against dehydration due to
diarrhoea. ORS was originally developed in refugee situations, delinked from stable
social contexts at local level. The focus of the Control of Diarrhoeal Diseases
(CDD) Programme was to provide ready-made ORS to sick children regardless of
the context.

The vertical programs suited the ministries well. Most of the interventions were
planned in detail by the medical profession at central level. The district had to
deliver the services, but the overall plans were made at central level. The plans
were programme specific, which made the actual implementation difficult at local
level. The district had to organize each programme separately, instead of
integrating activities for various common health problems in the local
administrative structure. This made district health management a fragmented
procedure. There was generally no problem in implementing one or two vertical
programs simultaneously, but if more programmes were to be implemented, it
required significant managerial capacity, which in most cases did not exist at
district level. The implementation of the PHC programmes was carried out in a way
that the central level was in control, according to the interests of the medical
profession. The districts, and lower levels, had very little influence on the
implementation process, and they were tied by the implementation frame set by the
central ministry. Arguments in favour of integrating various programmes at district
level were criticized, and attempts to do so have even blocked by the management
of the programmes at national level, often supported by officials in organizations
like WHO.

The second major event that changed the foundation of governance through
policies was the overall decentralization of the Ugandan government in the 1990s.
This reform included all line ministries such as MOH. The old colonial,
hierarchical structure which put the MOH in command of all major and minor
decisions was broken up, and the districts became implementing agencies with
substantial formal power [13]. Now only hospitals providing referral and medical
training remain the responsibility of the MOH. Following decentralization, the
main role of a ministry is to develop policies and guidelines within its respective
sector, monitor activities, and provide logistical support where necessary [14]. In
the case of the MOH, the shift of roles has been described as a change from a
‘ministry for hospital services’ to a *ministry for health policy development’ [15].

Technical programmes view themselves not so much as catalysts of processes,
but traditionally as implementers of activities; increasingly also as authors of
documents. There is a lack of appreciation of the actual resources available in the
district. Although resources in general are scarce, the resources still available are
often uncoordinated and not utilized to its full capacity. Virtually all the 45 districts
of Uganda have NGOs that could contribute with manpower and logistics in order
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to carry out activities in various technical areas. Funds designated for specific
activities are underutilized in almost all districts.

Examples

Two examples will be described that represent a range from ‘narrow’ technical
programmes ‘broader’ ones that are flexible and sensitive to the local environment.

UNEPI

The Uganda National Expanded Programme on Immunization (UNEPI) was left
more or less untouched by the health sector reforms [16]. Founded in the 1960s, the
programme has been working under various regimes and under harsh conditions.
During long periods of time, the activities have been carried out as emergency
relief operations in a top-down manner. Before 1986, there was actually very little
functioning local context to embed the programme in. UNEPI has kept its
headquarters with its stores in Entebbe even although the ministry moved to
Kampala in 1999. UNEPI has also kept most of its staff in Entebbe rather than
decentralizing it, and it still retains a major responsibility for management, logistics
and training also at lower levels. The logistics system is organized mainly on a
national push system that ensures the distribution of vaccines throughout the
country. Since 1996, National Immunization Days (NIDs) have been organized
twice a year to intensify immunization against polio. Considerable additional
resources have been put into these campaigns, which have been planned in Entebbe
for the districts, but with initially little participation by the districts. The massive
resources that have been put into NIDS have has a detrimental effect on the routine
immunization. Despite increasing input into the immunization programme, the
overall coverage figures have continuously kept on going down.

Although the management of UNEPI has been strongly criticized [17], the main
strategy for the programme has been to demand more resources, rather than to
improve the management.

ACP

In order to address the public health and clinical aspects of the AIDS epidemic, the
Ministry of Health established the AIDS Control Programme (ACP) in 1987 [15]
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on the request of the President of Uganda, who actually chaired the initial meetings
of the programme. The ACP was given the responsibility to develop preventive and
care strategies, to undertake surveillance and to support research activities.
Realizing that effective prevention and reduction of the impact of the AIDS
epidemic would require concerted efforts in multiple sectors with a strong element
of national coordination, the government appointed a National Task Force in 1990,
which later resulted in the establishment of the Uganda AIDS Commission in 1991.
In 1993 a National AIDS Consensus Conference and a National AIDS Planning
Workshop was held with 175 participants representing policy and technical levels
of more than 50 different ministries and organizations. A national plan was
developed, with the following main features:

Decentralization. AIDS activities were to be planned, monitored and
implemented at the district level, but activities were to be decentralized further with
the responsibility for implementation at subcounty and lower levels.

Community mobilization. Communities were to be assisted to mobilize their
own resources to assess and to deal with HIV transmission within the community
and to deal with the health and its socioeconomic aspect.

Non-Governmental Organizations were to be encouraged to work with
communities and to complement government activities.

While UNEPI struggles with declining immunization coverage figures, the ACP
has been a brilliant exception from the way technical programmes are usually
working. It can be described as a health programme rather than a biomedical one,
and it has been successful in integrating its activities inter-sectorally on the local
level throughout Uganda. The programme has had a significant impact, and Uganda
i1s one of the two countries in sub-Saharan Africa with declining HIV prevalence
rates [18].

Organizational culture

With Ugandan independence in 1962, the colonial state was taken over by national
politicians. Officially the role of the state changed and national officers replaced the
colonial (or expatriate) ones. One of the crucial problems was that the so-called
communal economy tended to drown the public sphere. The new officers tended to
pay their loyalty to their family or ethnic group, rather than to the interests of an
abstract state or nation. Hydén has described this as a state without structural roots
in the society, flying like a balloon in the air [7].

Several factors had a negative impact on the civil service. Firstly, the lack of a
deep-rooted civil service culture was compounded by the problem of administrative
inexperience. Secondly, the ‘Westminster model’, 1 e the British type of a relatively
independent civil service, was increasingly undermined by political interference.
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And thirdly, there was a shift of emphasis from meritocracy to ethnic, religious and
regional considerations in the recruitment, promotion and discipline of civil
servants [19]. These factors all had negative influence on the way the state was
supposed to function.

In the MOH, Western-trained medical professionals, without knowledge of
management and without a strong interest in promotive or preventive services, but
rather in curative ones, dominated the ministry. Almost all senior positions in the
ministry were held by physicians, with no, or little, training in management.

Although peripheral health units were built and to public health interventions
for common problems like malaria and sleeping sickness were initiated, the nature
of the MOH basically remained the same over the years. Its task was to deliver
health services. Physicians make up a large proportion of the officials in the
ministry. In the recently implemented restructuring of the Ministry of Health of
Uganda, 62 out of 80 senior and top officials appointed were physicians, making
the representation of the biomedical view very strong.

During the 1980s, the government health services largely collapsed due to the
civil strife in the country. Health workers were not paid their salaries, and had to
develop their own survival strategies, often not in line with official government
strategies. Since the task of the ministry was to deliver the services, and since this
did not happen, it lost much of its legitimacy. During the same time, adoption and
development of various health policies became an increasing part of the ministry’s
work.

Financing

The proportion of the recurring health budget paid by the government has gradually
increased from 43% in the early 1990s to 63% in 1997/98 [20]. Donor agencies
fund the remaining part. Although this trend is a significant improvement towards
increased sustainability, a substantial part is still the responsibility of external
funds, and not controlled by government. The capital budget is included, donors
fund 53% of the overall budget through grants or loans. Extra-budgetary funds
included, the proportion contributed by donor agencies is considerably higher.
Traditionally, donors have been inclined to fund health facilities, organizations or
projects directly, without this funding being included in the budget of the MOH.
Donors fund approximately 80% of the capital budget, a proportion that has been
quite constant throughout the 1990s.

Recent health reforms have focused on systemic problems and capacity building
in key support systems. The system is maintained to a large extent by external
sources but administered largely by unmotivated civil servants. The external
sources do not generally improve the salaries, but sometimes supports the officers
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with per diems and other non-monetary benefits such as travels outside the country.
The result is a focus on benefits rather than the objectives of the funds, which
skews the system. One experience is that of investment in infrastructure. Since the
plans for constructing health facilities are often carried out without sufficient
involvement by the local community, there is often a limited sense of ownership of
the items procured or the infrastructure built. When there is no sense of ownership
or even involvement of the local community or district leaders, maintenance and
sustainability becomes a problem, and many of such units soon end up in a
deplorable state [21].

The heavy funding by external resources fragments the system and decreases
the sustainability. The actors of the system focus on the specific projects rather than
the overall system. The goal, to build a health care system involving the
beneficiaries is left out and health becomes a biomedical product that is handed
over to the beneficiaries for their consumption. They have, however, little influence
over what the services will look like.

Drug procurement and supply

Since the founding of the Uganda Essential Drugs Management Programme
(UEDMP, now known as Uganda Essential Drugs Support Programme, UEDSP) in
1985 [22] health care has been centered on pharmaceuticals. During the fiscal year
1997/98 for example, an estimated US$ 2.79 per capita was spent on imported
drugs. [23], compared to USS$ 3.95 per capita spent totally on health by government
and donors. Since significant funds are invested in pharmaceuticals, they tend to be
in the focus of the health care system. Several scandals have rocked two of the
institutions in the pharmaceutical system of Uganda, the National Medical Stores
(NMS) and the National Drug Authority (NDA). At the time of writing, no
Managing Director has been appointed to NMS; the head and two other senior
officials of NDA has been interdicted [24].

Several studies have suggested a considerable leakage of drugs from public
health facilities [25]. According to one study by McPake et al. [26] the mean
leakage at health facility level is estimated at 78%. Although these studies are done
in limited areas, and the situation may differ in various parts of the country, it is
still likely to be a significant problem.

The fact that a major proportion of the resources for health care are invested in a
commodity like drugs makes such an item extremely highly valued. Instead of
regarding pharmaceutical therapy as one among many components of the health
care system, drugs instead become central. Drugs become powerful, and they
distort the interest from preventive interventions, promotive health care services
and other therapeutic interventions. Furthermore drug-therapy becomes a symbol of
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biomedical care: a commodity to be consumed. Adome et al. [27] stress that the
first line of treatment for most common diseases in Uganda is now through
pharmaceuticals, not through traditional medicine. This is a new development,
different from what has been described previously [28].

Policies

Since 1994, Uganda has undergone two main phases of health sector policy and
development. Prior to 1994, an emergency programme (1987-1993) was
implemented to rehabilitate and reactivate a limited number of health facilities and
services that had been destroyed during the war.

Policy trends

1987/88-1993/94: Rehabilitation of war ravaged health
units

1993-1997/98: Consolidation of existing PHC services
and addressing HIV/AIDS

1999-2009: Eradication of poverty in the health sector

In 1993, the Ugandan government produced a Health Policy White Paper [29] and a
three-year Plan Frame 1993-1996 [30] (extended to 1997/98). During this planning
period, health policy focused on consolidating existing PHC services and
addressing HIV/AIDS. From 1998 onwards, health policy focussed on the
eradication of poverty. Four principles of PHC have been applied: equity,
appropriate technology, inter-sectoral collaboration and community participation.
However, the central objective of PHC, to provide essential care to all, was never
realized — inequities in health and health care rather widened [3, 31].

The overall policy goal for the current Health Policy (1999-2009) is to
accelerate the attainment of a good standard of health by all Ugandans in order to
promote healthy and productive life [32]. The policy is drawn within the
framework of the 1995 Constitution of the Republic of Uganda [33] and the 1997
Local Government Act [34]. The policy also directly and heavily reflects Alma Ata
Declaration of Health for all (HFA), the National Health Sector Reform
Programme, the Poverty Eradication Action Plan and the Health Sector Poverty
Action Plan. For purposes of policy development and implementation during the
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planning period of 2000-2005, the Government has adopted a focused definition of
poverty which emphasizes basic needs and provision of services [35].

Certain donors, or different constellations of donors, promote each one of the
principles guiding the policy, based on a legitimacy derived from another political,
social and cultural context than the one of Uganda. The point is not that these
principles are in conflict with the Ugandan society, but rather that they are
developed outside this context, and delivered to Uganda as various packages of
solutions to general global problems. The value and usefulness of these ready-
made packages are normally trusted by the expert system that constitutes the
recipient ministry, but they may not always be so easy to incorporate in the local
context.

One of the recent examples of policy development is the discussion on Sector-
Wide Approach (SWAp). In the initial phase of the Ugandan health sector SWAp,
two high-level meetings have taken place in 1999, one in Paraa Lodge, Murchison
Falls National Park, which at the time could only be reached by air, the other one in
Geneva, another place with a significant symbolic value. Participation of
representatives from local authorities was small. Generally, health sector reforms
supported by SWAp have their focus at the central level and mainly emphasize the
simplification of procedures between government and their development partners,
rather than address service delivery problems as related to quality of care. SWAp
has meant an agreement by all health sector actors to use one policy and to
implement one national strategic plan, using common management systems.

Reviewing the Ugandan 1993 Health Policy White Paper [29] and the
1999-2009 Health Policy [14] shows that the policy statements almost entirely
embrace external ideas and concepts such as PHC, decentralization, SWAp, the
essential health package, and the public-private mix of health care are based on the
view held and advocated by international institutions. Although these policy
frameworks are to be applied to national or local conditions, it is often an
overwhelming task to incorporate them logically into a comprehensive health care
system. Such policies link the ministry close to the global health community,
through various ways of interaction such as international workshops, meetings and
courses.

These policies constitute important elements, or tokens, as described by
Giddens, with a considerable symbolic value. The challenge is, however, to
translate, or interchange, them into the local context. The predominant biomedical
view in the ministry contributes to mainly technical fragments being filtered
through the system and implemented in the local context. The results are often
abstract at district and lower levels. For instance, in the immunization programme,
focus is on the immunizations proper, rather than on social mobilization and health
education, which would require considerably more culturally and contextually
adjusted strategies. Also in delivery care, the technical competence may be in place,
but if communication with the community is not a priority, the result is access to
services but no attendance of patients. The overwhelming number and magnitude of
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policies contributes to the difficulties to find specific and practical ways to
transform well-intended policies into practical health care. The symbolic token,
here constituted of policies, is interchangeable between the ministry and
international organizations, both modern expert systems, but only to a limited
degree with the local authorities. One could say with Giddens [5] that whereas there
1S system integration towards the global system, the interaction with the local
context requires social integration, which requires a face-to-face relationship.

Discussion

The ministry interacts with two major partners: on one side the global biomedical
expert community, on the other the local community, charged with the
responsibility to deliver health services. While the former as well as the ministry
itself can be regarded as modern expert systems, the latter cannot. Whereas the
links between the ministry and the global institutions increasingly grow stronger
through mechanisms of the ‘high modern society’ e.g., symbolic tokens,
relationship with the local community requires a different approach.

The ministry increasingly becomes disengaged, or disembedded, from the local
context. This means that it is rather a part of a system that operates in the respective
country as well as in a global ‘center’ rather than a part of an indigenous process.
The paradox is, that while MOH attempts to improve the links with the local
community in a technical way, it simultaneously disembeds itself from it and
reinforces its ties with the global expert community.

The question is, can such a ministry be transformed to successfully carry out its
assigned tasks in a specific country? And, if so, sow can this be achieved? Such
questions address the issue whether indigenous influences can become more
powerful than external ones. The issue is whether such forces can make the MOH a
mirror of the indigenous society rather that a mirror of external influences. The
ACP shows that it is possible to embed health policies locally, but only by
surpassing the technical boundaries of the MOH. One important reason why this
happened is probably is the direct leadership from the highest political level during
the initial phase of the programme. It therefore became a political rather than a
medical programme.

At line ministry level, such as the MOH, strong mechanisms link the ministry to
expert systems outside the country. Simultaneously, the links with lower,
indigenous levels are weaker and are not to the same extent built on modern expert
systems. Predominant ideology constitutes an integral part of such expert systems,
and in the case of the ministry of health the predominant biomedical discourse. We
believe that the situation may be similar in other technical sectors, although the
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professional self-identity is probably exceptionally strong in the biomedical
community.

This discourse constitutes in itself a system that is more linked to global
biomedical institution, including technical agencies and donors, rather than the
indigenous society. There is a mutual trust between the MOH and the global
biomedical community that the system works. Also various policies developed by
the international institutions, constitute what Giddens has referred to as ‘symbolic
tokens’ that are interchangeable with the international expert system, but to a very
limited degree with the indigenous heath system, which, by its very nature, has to
be part of the local context. At the service delivery point however, trust is vested in
individual health workers rather than in abstract policies or systems. A face-to-face
relationship is a necessity.

Giddens has elaborated on other characteristics of institutions in a ‘high
modern’ (or what other authors refer to as ‘post modern’) society [4]. One of them
is the reflexive appropriation of knowledge, or, in our case, the lack of such
reflexive appropriation. Knowledge is largely seen as a commodity to be consumed
(again, a symbolic token!) with little reflection over its applicability in the local
context. Knowledge in our case refers to the whole stock of information and
knowledge, including policies, paradigms and strategies that are transferred from
international agencies to the MOH. Given the significant amount of such
information, considerable capacity is needed to assess it, consider it and to possibly
adjust it to the national context.

Whereas biomedical professionals in the ministry have trust in policies and
concepts adopted from the international biomedical expert system, trust at lower
levels depend on what concrete services that are actually provided, which depends
on face-to-face relationships. Such provision requires translation of the policies or
concepts to the local context, what Giddens refers to as 'reflexive appropriation of
knowledge', in other words not only to consume the knowledge but also to digest it.
The local communities may have trust in individual health workers, but not in
abstract expert systems or in general policies.

The current reforms in countries like Uganda that aim at devolving power down
in the hierarchy, may be a strategy to deal with this issue in the administrative and
political dimensions. It seems at least to be an attempt by the state to strike roots in
the local society, and to give power and control to the people in the districts.

However, the strength and power of the international expert systems and the
mechanisms that link national ministries to them require a strong counterweight to
at least achieve equilibrium in power, even more to put the weight in favour of the
national government. At the moment, MOH plays a pivotal role between an expert
system of the “high modern” era and more traditional society on the other. The
issue is to relate to both sides and to decide which one should be given the upper
hand.
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Conclusions

One of the main observations is that ministries of health in post-colonial societies
are not embedded in the local societies, but rather related to institutions in the
global system. This can be viewed as an expression of the modern society where
modern modalities of relating have been developed vis-a-vis the global community,
whereas traditional small-scale modalities still function towards the local
community.

The biomedical community forms a very strong expert system that promotes
technical and large-scale interventions in the health sector, but, if dominating, also
hampers the development of a comprehensive PHC that involves other sectors of
the society at lower levels. The ministry is disengaged from the local context that it
is supposed to serve in different ways. It is left with two major options: a further
disembedding or a local rooting or re-embedding.

We suggest the following model to analyze, address and possibly reverse the
issue of central level re-embedding and at the issue of re-embedding:

Accountability

Equity Efficiency
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Accountability: Political and financial

The decentralized structure of the state in Uganda, with elected representatives at
various levels, also at lower ones, offers an instrument that could link the ministry
with the local community. This could play an important role in re-embedding
health care. Accountability to the electorate and to the tax payers requires
translation of policies, paradigms and strategies not only to ensure that they are
understood by the population (one-way communication), but also that they are
accepted, requested and, desirably, supported.

As long as health is regarded as an isolated commodity for biomedical experts
rather than as a political issue it will deviate from the basic reality experienced by
the people on the local level. Accordingly, in order to politically strike root, the
political leaders at all levels as well as the communities have to be given the power
of knowledge about health in order to be accountable for the health care. Health
issues should not be primarily defined as medical issues, but rather political and
ones, particularly if the burden of disease is high.

The lack of financial dependency of the local communities creates loose ties
downwards, but closer links with donor agencies. Ultimately this problem can only
be solved when the funding of health care is provided from internal sources. There
are, however, ways whereby dependency on external systems can be reduced. The
ACP is an exceptional example of programmes with a political accountability. The
concept of SWAp to funding is such as strategy that may (although it is also in
itself a symbolic token!) increase the importance of the government’s own systems
at the expense of the ones of donors. However, this also raises the issue to what
extent health is a priority within the government.

Efficiency

Health care still needs to be technically efficient. Health care should, however, not
be defined as a commodity, but rather as a system dependent on the local actors and
with elements from the global expert system incorporated.

Health is not confined to biomedicine alone, and physicians are not the only
actors in health. However, the vast biomedical focus of the ministry links it closer
to the global expert systems rather than to the local communities. Policies need to
be built through bottom-up processes, rather than given top-down as commodities.
The original concept of PHC as formulated in the Alma-Ata Declaration of 1978
[1] 1s still largely valid and suggests feasible strategies in this direction. Policies
presented from external sources need to be reflected upon and adjusted to the local
context before adopted, if adopted at all. Health care priorities need to be identified
in a negotiation process between lay people in the local community and health

114



Paper IV

professionals. Such a process has to strike a balance between the purely technical
issues and the views held by the local communities. Implementation of general
policies requires culturally translated technical know-how in order to be
implemented.

Equity

Efficiency and accountability provide prerequisites for a health care system that is
technically sound and governed in a democratic manner. These two aspects are
necessary for embedding the policies in the local context, but they are not
sufficient. An equal distribution to all individuals in the community does not
address the issue of need. Children and women need more and special health care,
the rural population has special needs, poor people need more health care that rich
and so on. The issue is to construct a health care system, which addresses the
specific and individual needs of people and their right to health care. Such system
has to be equitable, and provide health care according to needs, rather than to the
size of the owner’s wallet. The ACP, again, has shown that it is possible to give
vulnerable and disadvantaged groups priority. However, it is still an exception.

A health care system based on this model will not automatically result in
embedding locally, but it is our conviction that without the aspects we have
outlined here, the roots will remain in the air.

115



Anders Jeppsson

Bibliography

10.

11.

12.

116

Uganda Demographic and Health Survey 2000-2001. Entebbe: Uganda
Bureau of Statistics & Calverton, MD: ORC Macro,

Jitta J (1998), Quality of Care in Uganda Health Care Services. In: Health
Care Systems in Africa, p 35—47. Copenhagen: University of Copenhagen and
ENRECA Health Network.

Munene J, Onweng T, Birungi H, Kwagala B, Orone P & Streefland P (1997),
Revitalization of Primary Health Care in Uganda: A Study of the Interface of
Basic Health Services and Community. Kampala: Makerere Institute of Social
Research and Amsterdam: Royal Tropical Institute.

Giddens A (1990), The Consequences of Modernity. Stanford, CA: Stanford
University Press.

Giddens A (1984), The Constitution of Society. Berkeley & Los Angeles, CA:
University of California Press.

Hydén G (1983), No shortcuts to progress: an African development in
perspective. London: Heinemann.

Mamdani M (1996), Citizen and Subject. Contemporary Africa and the
Legacy of Colonialism. Kampala: Fountain Publishers, Cape Town: David
Philip & London: James Currey.

Macrae J, Zwi A and Gilson L (1996), A triple burden for health sector
reform: ‘Post’-Conflict Rehabilitation in Uganda. Social Science & Medicine
Vol 7 pp 1095-1108.

United Nations (2001), World Urbanization Prospects: The 2001 Revision.
Database. Population Division. New York.

World Health Organization (1978), Declaration of Alma-Ata. International
Conference on Primary Health Care, Alma-Ata, USSR, 6—12 September
1978. [URL: http//www.who.dk]

Smith DL & Bryant JH (1988), Building the Infrastructure for Primary Health
Care: An Overview of Vertical and Integrated Approaches. Social Science &
Medicine Vol 26 No 9 pp 909-917.



Paper IV

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Langseth P (1996), Civil Service Reform: A General Overview. In:
Democratic Decentralization in Uganda. A New Approach to Local
Governance. (eds. Villadsen S & Lubanga F). Kampala: Fountain Publishers.

Ministry of Health (1999), National Health Policy. September 1999.
Kampala.

World Bank (1994b), Staff Appraisal Report: District Health Services Pilot
and Demonstration Project (December 28). Report No. 13515-UG.

Feilden R & Nielsen O F (1998), Immunization and health reform: Making
reforms work for immunization. A Reference Guide. WHO/GPV/EPL.

Bukenya GB (1997), KAP Study on Immunization Services in Uganda. Study
report. Health management Consult Uganda.

Musinguzi J (2002), Progress In The Prevention And Control Of The
HIV/AIDS Epidemic In Uganda. Presentation at the 6th JRM 16—-19 April
2002 STD/AIDS Control Programme MOH-Uganda.

Langseth P (1996b), The context of civil service reform. In: Langseth P &
Mugaju J (eds.), Post-conflict Uganda. Towards an effective civil service.
Kampala: Fountain Publishers.

Ministry of Health, Health Planning Department (1999), Health expenditure
analysis 1997/98. Kampala. Mimeograph.

Hultberg B (1999), Community involvement in health. In Kisubi M & Mugaju
J (eds.): Rural Health Providers in southwest Uganda. Kampala: Fountain
Publishers.

Okuonzi S & Macrae J (1995), Whose policy is it anyway? International and
national influences on health policy development in Uganda. Health policy
and Planning 10(2): 122—-132.

Danish Red Cross: Consultancy on the Harmonization of the Pharmaceutical
Supply System in Uganda. Consultancy report April 1999. Final draft report.

New Vision, 30 July, 1999

Economic Research Center, Makerere University & Management Systems
and Economic Consultants Ltd (1996), Tracking of Public Expenditure on
Primary Education and Primary Health Care. Consultants’ Report. Kampala.

McPake B, Asiimwe D, Mwesigye F, Ofumbi M, Streefland P & Turinde A
(1998), The Economic Behavior of Health Workers in Uganda: Implications

117



Anders Jeppsson

for quality and accessibility of public health services. London School of
Hygiene and Tropical Medicine. PHP Departmental Publication No. 27.

27. Adome RO, Reynolds Whyte S, Hardon A (1996), Popular Pills. Community
Drug Use in Uganda. Amsterdam: Het Spinhuis.

28. Janzen JM (1978), The Quest for Therapy in Lower Zaire. Berkeley:
University of California Press.

29. MOH (1993), White Paper on Health Policy Up-date and Review. Entebbe.
30. MOH (1993), The Three-year Health Plan Frame 1993/94—1995/96. Entebbe.

31. Okuonzi S & Birungi H (2000), Are lesssons from the education sector
applicable to the health care reforms? The case of Uganda. Int. J. Plann.
Mgmt 15, 201-219.

32. Ministry of Health (1999), National Health Policy 1999. Kampala.
33. Constitution of the Republic of Uganda. Government of Uganda 1995.

34. The Local Governments Act, 1997. Uganda Printing and Publishing
Corporation.

35. Ministry of Finance, Planning and Economic Development (1998)
Background to the Budget 1998/99. Kampala.

118



Paper V

119



Anders Jeppsson

120



Paper V

121



Anders Jeppsson

122



Paper V

123



Anders Jeppsson

124



Paper V

125



Anders Jeppsson

126



Paper V

127



Anders Jeppsson

128



Paper VI

129



