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To conduct great matters and never commit a faulz‘
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Introduction

Riitta-Liisa Kolehmainen-Aithen

THE 19908 HAS WITNESSED a rapid rise in the number of
countries that are decentralizing the management of their public-
sector health delivery systems. Yet the term “decentralization’
remains vague, denoting a wide variety of power-sharing relation-
ships. Although public claims about the anticipated improvements
in equity, quality, access, and efficiency are frequently made, the real
implications of decentralization for health system performance
remain poorly understood. The data to support these claims about
promised benefits are still sparse. It is becoming clear, however,
that politicians and advocates of decentralization frequently under-
estimate the complexity of designing and implementing the funda-
mental changes in management systems that decentralization, in
whatever form, demands if health service delivery is to improve.
Equitable and efficient provision of health services that are readily
available, appropriate, and of acceptable quality requires systematic
health planning. It also depends on the smooth functioning of
crucial technical support systems, such as those required for manag-
ing financial and human resources, pharmaceutical supplies, logis-
tics, and essential management information. Decentralization
inevitably affects how these systems are structured at the different
management levels and thus has the potential to profoundly influ-
ence the capacity of these systems to support service provision.

1
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Regrettably, decentralization’s impact on these technical support
areas is largely unexplored, and no consensus has yet emerged on
how the different roles and responsibilities within these areas should
optimally be divided among different management levels or entities.

The introduction of new policy directions is another sphere where
decentralization’s impact can be substantial. Examples of such new
policy directions are the expanded reproductive health agenda that
emerged from the 1994 International Conference on Population and
Development in Cairo and the recent push for integrated manage-
ment of childhood illness by WHO. Little international exchange of
information or debate has taken place to explore the successes and
challenges of such policy changes within a decentralized health care
system.

This anthology is intended as a contribution to the international
discussion on decentralization’s impact on technical support areas, as
well as on the introduction of new policy agendas. It arose from pre-
sentations at the 1997 American Public Health Association meeting
in Indianapolis, Indiana, by staff members of Management Sciences
for Health and their colleagues at the Harvard School of Public
Health and Boston University. The writers are all experts with exten-

‘sive real-world experience in their technical areas who have wit-
nessed the changes that decentralization has brought to health care
delivery in developing countries. In contributing to this anthology,
their goal was not to write an academic treatise on decentralization
but to share with others the practical lessons they have learned and
the observations they have made when responding to the challenges
of decentralization in their own particular fields of expertise.

The anthology is divided into three parts. The first part focuses on
decentralization’s impact on those technical support areas that are
most important for the delivery of any type of health service. These
include health planning, financing, human resources, pharmaceuti-
cals, management information, and the improvement of service qual-
ity. The second part examines the relationship of decentralization to
two key health service areas, namely, reproductive health and hospi-
tal services. The chapters in Parts I and II cite examples from many
regions and specific countries. The third part is an in-depth review
of the historical evolution of decentralization in Indonesia.
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In the first chapter, Malcolm Bryant points out that decentraliza-
tion is commonly politically driven. This can lead to many avoidable
mistakes if planners are not given an opportunity to provide neces-

sary input or if they lack sufficient information to understand the
decentralization process. Planning for decentralization should be
based on a clear understanding of the motivating and opposing
forces for decentralization, as well as its explicit and implicit objec-
tives. A functional definition of what decentralization means in the
local context must be developed, and the legal framework adapted to
suit. Planners must be prepared for new demands on management
systems and skills and for the potentially increased capital and recur-
rent costs. The health planning roles and responsibilities of central
and peripheral levels under decentralization are also discussed, and
the chapter concludes with practical advice that can help a health
planner introduce decentralization. Bryant emphasizes that managers
must take the lead in shaping the new health system and gather good
information on which to base their decisions. They must look for
assistance and allies, be clear about their own role, and communicate
it to others. Finally, they must ensure that their priorities are right
and that their colleagues have been prepared for the challenges that
decentralization brings.

Charles Stover compares the experience of financial management
in the Philippines and in Kenya to demonstrate how different finan-
cial strategies can either lead decentralization or follow it. In the
Philippines, the devolution of powers to the local government unit
(LGU) level dramatically changed the public financing of health ser-
vices. The formula used to divide the national revenue among LGUs
+ failed to take into account the existing distribution of health facili-
ties and programs, which resulted in a considerable financing gap in
the provinces. The response to this rapidly emerging financial crisis
was the development of innovative voluntary health insurance
schemes in several provinces. The casualty was the breakdown of the
national drug procurement system, since many provinces experienced
severe delays in receiving drugs when drug procurement for public
hospitals was incorporated into the regular provincial system for
procuring other goods. Kenya, in contrast, had no political mandate
for decentralization. A cost-sharing program was established in the
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Ministry of Health, but with no specific policy intention of leading
to decentralization. Through a slow and deliberate process of capac-
ity building, many district and provincial boards are now beginning
to improve services, using the financial systems that were established
under the cost-sharing program. Although the overall political
debate about the merits of decentralization continues in Kenya, a
potential for increased decentralization has been established.

In the third chapter (originally published in Human Resources for
Health Development Journal), Riitta-Liisa Kolehmainen-Aitken
points out that decentralization can affect the human resources
domain in two ways. Important human resources issues emerge as
part of the process of transferring power to lower management lev-
els. Foremost among such issues are the adequacy of available infor-
mation on human resources, the complexity of staff transfer, the
impact of unions and professional bodies, and the morale and moti-
vation of staff. For example, personality conflict, mistrust, profes-
sional pride, and jealousy can all impede successful decentralization.
Human resources problems also arise as a result of the way in which
decentralized management systems are structured. Affected areas
include the appropriateness of organizational structures, roles and
responsibilities, viability of coordinated health and human resources
development, sustainability of training capacity, maintenance of
technical and managerial competence, and security of adequate per-
formance conditions. Negative examples are presented to highlight
the importance of considering human resources implications at
every step of the decentralization process. Five practical recom-
mendations are provided for health managers in decentralizing set-
tings: (1) all managers should become human resources advocates;
(2) they should anticipate the cost and complexity of the decentral-
ization process as it relates to the human resources area; (3) a strate-
gic human resources capability should be developed, with
appropriate roles defined for both central and local levels; (4) a
heavy investment in staff development is required for successful
decentralization; (5) the impact of decentralization on human
resources should be regularly monitored.

Richard Laing’s chapter identifies the roles that national and local
levels should play in six key areas of pharmaceutical policy and
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programming: selection, distribution, procurement, rational use,
financing, and quality assurance. Advice on how the central govern-
ment can help a process of decentralization is provided. The center
should focus on defining a list of essential drugs and standard treat-
ment guidelines, as well as establishing appropriate regulations and
quality-assurance systems. It also has an important role in assisting
local authorities, for example, by developing simple stock-management
and financial systems, simple measures for drug testing, and more
effective local procurement of essential drugs. Laing observes that
decentralization may affect pharmaceutical supply profoundly and
stresses that some aspects of pharmaceutical management, such as
drug registration, should never be decentralized.

Robert Timmons, Jose Rodriguez, and Florante Magboo provide
a detailed analysis of a new national strategy for monitoring and
evaluating family planning and maternal and child health services in
the Philippines. Prior to the devolution of power to the local gov-
ernment level, the national Department of Health used the Field
Health Services Information System (FHSIS) to collect and consol-
idate client information from 17 primary health care programs. The
emphasis of the FHSIS on data consolidation for the national level
and its dependence on computerization made it ill suited for the
postdevolution era. In its new role, the Department of Health
requires data on the national situation as measured by program
effects and impact. Local governments, which are now in charge of
primary health service delivery, need information about the effects of
these services on their communities, the level of utilization of these
services, and the quality of care delivered. The new monitoring strat-
egy, designed to respond to these needs, exploits a variety of data
sources at different levels of the health care system. These include
health facility assessments to monitor quality of care, health service
statistics for local decision making, cluster surveys by LGUs and
regional research institutions to measure program performance, and
riders to the National Statistics Office’s Labor Force Survey to assess
population impact. In their conclusion, the authors raise the issue of
sustainability of the management information strategy.

Steven Solter’s chapter explores the theoretical connection between
quality and decentralization. He points out that quality of services



6 MYTHS AND REALITIES ABOUT DECENTRALIZATION

can be understood from three different perspectives: that of a man-
ager, a health care provider, and a client. Several health system fac-
tors determine quality and can be affected by decentralization,
including training of staff, their experience and motivation, drugs,
equipment, health facility infrastructure, supervision and referral net-
works, and information and communication. In the Philippines,
indirect evidence indicates that poor staff motivation and disruption
of service delivery caused by the devolution of power had a substan-
tial negative impact on health system performance. Immunization
coverage of infants dropped from approximately 85 percent in 1993
to less than 80 percent in 1994. Vitamin A distribution to children
one to five years of age fell off. Because previous travel allowances
were abolished by most LGUs, the level of supervision declined.
District hospitals, which now came under the provinces’ jurisdiction,
ceased supporting and supervising municipal health services. Solter
observes that even when faced with these challenges, the national
Department of Health continued to behave as if it were still respon-
sible for providing direct primary health care services, instead of
transforming itself into an organization responsible for managing
service delivery. Four key lessons emerge from the Philippine expe-
rience. First, decentralization must be planned and its implications
thoroughly understood prior to implementation if quality is not to
be affected. Second, a change in roles and styles is just as important
at the central level as at the local level. Third, frontline health work-
ers must feel confident about the security of their jobs and benefits if
they are to provide quality services. Fourth, a simple change in man-
agement practices, such as stopping the payment of a small travel
allowance, can have an enormous and devastating impact on quality.
Tain Aitken’s chapter shifts the focus from decentralization’s impact
on technical support areas to the challenges it brings to health pro-
grams and delivery structures. Its purpose is twofold. First, it con-
siders both the process and the goals of the changes required to
implement a new policy push—namely, expanded reproductive
health services—within a decentralized health system. This includes
review of increased opposition at local levels to government repro-
ductive health policies. Second, it assesses the extent to which these
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goals are compatible or in conflict with those of decentralization.
Both sets of policies (i.e., reproductive health and decentralization)
involve notions of human rights and democratization and thus
appear to be compatible. Aitken argues that the implementation of
these policies requires three complementary approaches if the goals
of expanded access to and enhanced quality of reproductive
health services—which most countries aspire to—are to be achieved:
(1) improving the client-provider interface, (2) developing function-
ing health systems, and (3) integrating reproductive health services,
including the reintegration of family planning into the health sector.
Their successful implementation depends on control over resources
and government functions, the freedom and ability to respond to
local situations, and the motives and methods of administrative and
program integration. Decentralization can profoundly affect each of
these areas. Aitken identifies several potential advantages of decen-
tralization that can help achieve the Cairo Programme of Action.
These include greater flexibility in integrating the different compo-
nents of reproductive health to suit local needs, vertical integration
between primary health care providers and hospitals, and improved
community participation. He also cites several examples suggesting
that in many countries the opposite has been true, and decentraliza-
tion has not facilitated realization of the Cairo reproductive health
agenda.

William Newbrander’s chapter provides a synopsis of how differ-
ent countries have decentralized their hospital sectors and reviews
the key areas in which health-sector decentralization has affected
hospitals. Several examples show the range of choices that countries
can make in decentralizing their hospitals. Five main issues arise
from these countries’ experiences: (1) the role of hospitals relative to
the other decentralized units, (2) control over hospital operations, (3)
finances, (4) human resources, and (5) logistics. A detailed case study
shows how hospital autonomy in Kenyatta National Hospital in
Kenya has affected these areas. The chapter concludes with a discus-
sion of three issues that should be anticipated when hospitals are being
decentralized: the lack of capacity of many local managers and
politicians to deal with the complexity of hospital management; the
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appropriateness of the degree to which hospitals are being decen-
tralized; and the range of steps required to ensure that hospital
autonomy furthers the goals of improved quality of care, efficiency,
revenue generation, and greater accountability.

The anthology concludes with Robert Northrup’s review of
Indonesia’s incremental progress toward decentralization over 23
years. The government health system in the 1970s was almost entirely
centrally planned and managed. In the 1980s, the US Agency for
International Development (USAID), intent on promoting a wider
distribution of power, funded the Comprehensive Health Improve-
ment Project—Province Specific (CHIPPS), whose goal was both to
empower provinces in their negotiations with the center and to stim-~
ulate local responses to local needs. CHIPPS began the process of
capacity development at the provincial level, which provided a criti-
cal base of experience in decentralized planning and management.
This eventually led to the recognition by central leaders that some
degree of decentralization was indeed beneficial. The subsequent
series of World Bank—funded projects has been specifically aimed at
decentralization. The center’s commitment to decentralization was
made clear in the most recent Health Project IV (HP-IV), which is
directed at improving district-level planning and management.
Although HP-IV has had an observable impact in these two areas,
the old pattern of waiting for direction from above has not com-
pletely disappeared. Northrup’s conclusion from his Indonesia expe-
rience is that peripheral capacity development; pilot efforts in better
data collection, analysis, and use; and gradual accumulation of expe-
rience at both central and peripheral management levels are more
likely to result in successful decentralization, without the chaotic
transition period that many other countries have experienced.



PART 1

TECHNICAL SUPPORT
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- Planning for and within
=i Pecentralized Health Systems

Malcolm Bryant

DECENTRALIZATION HAS BECOME extremely popular during
the last decade. There are few nations, states, or provinces that
remain untouched by it. There is a solid body of knowledge and
experience to guide planners faced with or contemplating the decen-
tralization of health services. It is therefore surprising to find that in
many circumstances decentralization continues to be poorly planned
and ineffectively implemented, and its impact on health status and
service delivery poorly evaluated or understood.

Decentralization is a political and administrative process that may
bring many benefits by stimulating improved efficiency and effec-
tiveness of health services delivery. It offers the opportunity to
empower individuals to take more responsibility for improving their
own health and the health status of their community. Decentralization
is also an extremely complicated, convoluted, and misunderstood
process that may be entered into for a variety of reasons. It may be
an attempt by leaders to restore equity to a system that no longer
represents all the stakeholders, the result of local communities’
effecting a revolutionary “grab” for control over their own lives, or a
last-ditch effort by desperate politicians struggling to deal with
falling standards and out-of-control costs. In each case, decentral-
ization has come to be viewed as an almost magical solution to the
problems that beset the health care system.

11
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Planners are often not given the opportunity to provide input into
the decision to decentralize, nor do they have sufficient information
after the decision is made to understand the process they are engaged
in. For these reasons, many avoidable mistakes are made. These
retard the process, squander considerable political capital, and result
in a worsening of the state of health services.

Planners must understand the key elements of decentralization,
identify its benefits and drawbacks in their local situation, and apply
sound planning principles to the process. This chapter attempts to
remove some of the air of mystery that has grown up around decen-
tralization by providing planners with the tools necessary to avoid
the most common pitfalls and unnecessary mistakes.

Conceiving Decentralization

Politicians make the decisions about the nature of decentralization,
the degree of authority decentralized, the roles of the public and pri-
vate sectors, and the speed with which decentralization will take
place. These decisions may be driven by a variety of internal (politi-
cal) or external (donor-related) factors. The health sector has tradi-
tionally not played a strong role in shaping the political process, and
this is certainly true for decentralization policy. This situation is
unfortunate, because it is at this level that many preventable errors
occur. Health planners and senior staff need to make themselves
aware of the issues raised by decentralization, the local health situa-
tion, and the political imperatives. They must use this information to
actively engage with the process through advocacy and lobbying. In
this way, they can influence the development of decentralization pol-
icy and set the framework in a more appropriate fashion for effective
implementation.

Some of the common, avoidable problems that have been observed
as a result of decentralization include (1):

m fragmentation of health services
m inequity of the health sector compared with other sectors
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m rent-seeking behavior (2) shifted downward and the devel-
opment of local hierarchies

m 3 weakening of the central Ministry of Health to the point
of nonfunctionality

m development of poor public health policy because local
desires are not in line with public health goals

Table 1.1 lists some important benefits and drawbacks from
decentralization, observed from case studies in several different
countries. (3)

Decentralization must be shaped to improve both the functioning
of the health system and the health and welfare of the population to
be served. Health planners must educate themselves about the issues
and become both advocates and lobbyists if they are to effectively
shape this process.

Planning for Decentralization

Once the decision to decentralize is made and the framework
defined, the planner’s role is to plan implementation of the policy in
a cost-effective and efficient manner. In an ideal world, decentral-
ization policy would be well defined, appropriately targeted to the
local situation and needs, and guaranteed to bring about the desired
goals. In the real world, the policy is often flawed, but good planners
can prevent poor policy formulation from being converted into bad
implementation.

The group responsible for planning to implement decentralization
encompasses economists, financial planners, lawyers, political scien-
tists, and human resources experts, with health planners in the
minority. This group’s key challenge is to facilitate the shift from
central-level control to central-peripheral partnership and help trans-
fer authority and accountability to the periphery. If this is to go
smoothly, the peripheral levels must be involved early in the process.

Planning a decentralized system is a confusing experience. A con-
sistent planning approach is necessary to minimize the confusion.
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Table 1.1  Potential Benefits and Drawbacks of Decentralization

Activity Benefits Drawbacks

Strategic Greater emphasis can be placed on strategic planning and program  Local ownership or controf of the program can conflict with lead-
planning performance ership from the central level

Decision Local decisions can be made more quickly with fewer bureaucratic  Local decisions may not support national program goals; decisions
making restrictions and are usually more relevant to regional or local needs ~ may be strongly influenced by local politics

Coordination

Central level can pay more attention to improving intersectoral
coordination and collaboration at alf levels

Too many organizations working at the local level can make coor-
dination unmanageable

Local partici-
pation

Local-level service providers can participate in the program and
coordinate their programs

Local participants may divert program activities from national
goals

Performance
planning

Local staff can establish performance objectives and be held
accountable for meeting those objectives

Local objectives may not be consistent with national program
goals

Financial sus-
tainability

Central management level is compelled to address the issue of
financial sustainability of individual health programs as it reduces
subsidization of these programs

Less money may be available for implementing the program,
which can worsen regional and local inequities and compromise
quality and availability of services

Financial man-
agement

Program coverage can be expanded, and local revenue generation
can be increased

Local-level staff may not have the skills to manage finances,
and/or funds may be misused

Resource use

Determination of resources needed for health services, logistics,
supervision, information, education, and communication can be
more appropriate

Central level may not agree with local priorities and may not be
willing to finance local initiatives

Staffing

Staff recruitment can be done at the local level and within the
communities served by the program

Local loyalties and affiliations may inappropriately influence the
selection and promotion of staff

Supervision

Supervision can be directly linked to and influence planning at the
local level

Weak supervisory skills may result in mistakes in applying national
standards of care

Service stan-
dards

Central level can focus on national issues such as service standards
and norms and program evaluation criteria

National service standards and norms may be inappropriate or
nonimplementable at the local level

Client satis-
faction

Services can be more easily integrated or coordinated and better
organized to meet client needs and convenience

Referral systems may break down, and outreach activities may be
cut if the local government does not have sufficient funds to cover
transportation costs

New services

Opportunities are greater for developing new or innovative services
or service delivery mechanisms

Inadequate local planning capacities or fack of vision may lead to
unrealistic service delivery objectives and strategies

Source: Riitta-Liisa Kolehmainen-Aitken and William Newbrander, Decentralizing the management of health and family planning
programs, Lessons from FPMD series (Boston: Management Sciences for Health, 1997).
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There is no definitive “right way” to plan for decentralization, but the
experience of working in many countries (4) suggests that the approach
outlined below may be of value.

Motivating Forces

Understanding the complex web of motivations is essential. The
health planner may not be able to significantly influence these moti-
vating forces, but knowing why a policy is being developed is impor-
tant. It facilitates long-term planning and enables both the
alignment of the goals and objectives with expectations and the con-
struction of an important implementation framework. For example,
the plans developed for a government that is decentralizing to
improve the health of its rural people may differ from the plans of a
government decentralizing as a result of pressure from external forces
in order to secure a desperately needed loan.

Opposing Forces and Obstacles

It is important to know what forces are opposing decentralization so
that they can be considered as plans are developed. These forces include:

unrealistic expectations

reluctance of central-level authorities to give up control
lack of trust in the central authority by local levels
competition between the health sector and other sectors
lack of public engagement in the process

failure to take into account the true costs of decentralization
organized opposition (e.g., unions, civil servants)

failure to allocate adequate resources at the peripheral levels
lack of a supporting legal framework

Goals and Objectives

Goals and objectives may be either explicit or implicit. Both types of
goals must be understood if a new health service is to be planned
effectively. Planners must establish a realistic set of expectations of
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both themselves and the system being reformed. It is important to
avoid the situation in which, after many months or years, someone
can step back and ask, “Are we there yet?” only to find that you do
not know where “there” is.

Functional Definifions

It is important to know what decentralization means in the specific
context. Decentralization is a process, not a state of being, and it
does not have a uniform and unambiguous definition. The planner
must define the process, identify the areas of ambiguity, and articu-
late what is meant by the various commonly used terms in the par-
ticular setting.

Legal Framework

Transferring power frequently requires changing legal frameworks.
Decentralization requires new legislation, and these new laws need
to be studied carefully. Existing laws and regulations also need to be
reviewed to determine whether they are contradictory to or unsup-
portive of decentralization and thus should be repealed or rewritten.
In addition, new regulations may need to be developed. Special care
must be paid to making sure that the legal framework does not turn
health care workers into “lawbreakers.”

Management Systems

Decentralization does not fix bad management. Decentralization
places new demands on existing management systems such as plan-
ning; financial management and budgeting; human resources
management (including training); logistics systems for vehicles,
equipment, and medications; and management information systems.
To ensure that each system functions optimally, planners must define
the roles and responsibilities at each level, determine the critical link-
ages between levels, and establish the linkages to other sectors.
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Financial and Human Resources Costs

It is often stated that decentralization reduces costs by decreasing
bureaucracy, but there is no evidence to support this statement. In
fact, the more devolution of power and authority that takes place, the
higher the level of effort required, which implies the potential for
increased costs. Peripheral management systems need to be estab-
lished, and staff need to be redeployed or new staff hired. Health
professionals, managers, and board and community members must
be trained, and elections may need to be held. These are not simply
one-time investment costs but will require continual input and recur-
rent cost expenditures. Planners must quantify these costs and accu-
rately predict both the capital costs and the recurrent costs associated
with decentralization in their particular setting.

Phase-in and Implementation

Decentralization does not have to be introduced all at once. It is
reasonable (and often desirable) to introduce it in a stepwise, logi-
cal fashion, allowing lessons learned from practice to direct the
next step forward. If overwhelming change takes place too sud-
denly, it is likely to draw opposition. The same magnitude of change
taking place in small, controlled steps over an extended period can
create confidence, reduce anxiety, and present an opportunity to
learn and adapt. Phasing in can be organized by level, by function,
or by service.

Skills Development

Many people in the newly decentralized system will lack some of the
skills required. Health care providers must become managers. Com-
munity members must take on governance roles. Local administra-
tors need to understand health imperatives. All the participants need
to be given the appropriate skills to do their new jobs, and they must
have those skills before they take responsibility for their new roles.
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An inventory of skills and the transfer and redeployment of staff to
distribute existing skills are important first steps. Remaining deficits
can then be corrected by carefully targeted training and hiring of
new staff.

Communications

An important factor in managing change is good communication.
Individuals can accept delays, failures, and complications much bet-
ter if they know what is going on, why it is happening, and how they
are going to be affected personally. Failure to address this issue will
result in a loss of morale, generate resentment, and set the stage for
conflict. Clear communication channels to health care providers,
managers, local authorities, local politicians, and community mem-
bers need to be established so that each group can be actively
engaged. In addition, forums need to be available where staff and
community can raise their concerns, feedback mechanisms need to
be created, and specific procedures must be developed to resolve con-
flicts as and when they arise.

Monitoring, Evaluation, and Refinement

The planner must ensure that one of the first systems established is
the monitoring and adjustment of the decentralization process itself.
Baseline studies need to be designed and conducted; clear, unam-
biguous indicators of progress need to be defined; and a schedule for
measuring indicators has to be set.

Health Planning Roles under Decentralization

In many circumstances, planning has been an annual or quinquen-
nial activity, leading to the production of detailed plans that were
widely distributed, filed, and rarely (if ever) consulted again. Planners
have been centrally located and isolated from implementation of the
plans they developed. Planning has been a linear process whose sole
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purpose was the production of a plan. The response has been to
broaden the planning process to include stakeholders from through-
out the system and to link planners to those responsible for imple-
menting plans. The linear process has become a planning cycle. This,
in turn, has led to health plans that are more realistic and more likely
to be carried out and have local support. (5)

Decentralization represents another important step forward. It
offers the potential to transfer authority and accountability from the
central level to the peripheral level. Unfortunately, experience has
shown a mixed success rate in effecting this transfer. Too often roles
have been inadequately delineated, responsibility poorly communi-
cated, and accountability transferred without authority. The result
has often been the failure of plans and the passing of blame from one
level to another.

For decentralization to be effective, it must permanently change
the relationship between planners at the central and peripheral lev-
els. Although there is no “right answer” to how the planning process
should proceed in a decentralized setting, a measure of authority,
responsibility, and accountability must pass to the periphery and
must be matched by a commensurate release of control at the central
level.

Individuals and ministries can find a decentralized planning process
difficult and threatening,. Several factors also impede the process:

m It is a much slower process when there is wide stakeholder
involvement.

m ]t requires more effort to involve the periphery.

m For coherent peripheral input, time and effort must be
invested in training peripheral stakeholders.

m Coordinating input from a wide range of peripheral sources
is difficult and requires skills that health planners do not nec-
essarily have.

m Inputs from the periphery may be contrary to central-level
needs, which creates a tension between listening to and
acting on peripheral input. (1)
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The Role of the Central Level in Decentralized Planning

Central-level planners must:

® make demographic projections and epidemiological analyses
and use them to set long-range goals and strategies for the
national health and population programs

® establish national goals for improving the health status of
different population groups

® with the involvement of local-level managers, formulate a
national strategic plan that uses research and survey data, is
based on realistic objectives, and can be implemented at the
local level

m determine program performance standards to achieve national

goals

In a centralized system, planners are usually full-time workers who
can draw on a wide range of specialist resources. In a decentralized sys-
tem, planners already have jobs as managers or health care providers
and work as planners only part-time. They have little or no formal
training in planning and almost no access to technical resources. The
primary role of the central-level planner must change from that of a
detached expert to that of an enabler, mentor, teacher, and technical
assistant to staff at the peripheral level.

Central-level planners should perform a second role as coordina-
tors of peripheral plans, drawing these plans together into a “national”
plan. The central planners will develop their own plans targeted to
those activities needed to bring the peripheral plans to fruition. When
cuts or changes must be made because of resource limitations or the
need to follow national standards, clear communication, negotiation,
and consensus must be sought. In many circumstances, well-meaning
central-level officials eliminate priority areas from plans, set new pri-
ority areas, and make seemingly arbitrary decisions about what will
and will not be funded. As a result, staff in the periphery suffer a
sense of disempowerment and may disengage from the process.

The third role of central-level planners is to anticipate the inevitable
rise of forces that will oppose decentralization and to coordinate
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efforts to counter those forces before they derail the process.
Anticipating political changes, working with professional organiza-
tions and labor unions, mediating between government divisions that
may fear loss of control, and coordinating with donors who often
emphasize vertical programming become vital.

The Role of the Peripheral Level in Decentralized Planning

Local-level managers must:

m develop operational plans and manage integrated services

® analyze clients and services and know how to use that infor-
mation to make program improvements

® set program targets for catchment areas that are consistent
with national goals

m create conditions that encourage community members to
participate in planning and implementing the local health
program

The primary role of the peripheral level is to develop locally
appropriate strategic and implementation plans to achieve local and
national goals. Local-level planners must understand the constraints
that the central level faces and must also know the extent of their
own freedom and control. Continued, strong engagement of periph-
eral staff in the process is crucial, and great care must be taken to
establish communication channels that enable this. Without this
communication and trust, peripheral planners will quickly become
disempowered, lose motivation, and disengage from the process. The
result will be a failure of the decentralization process.

Guidelines to Help Health Planners Introduce

Decentralization

The theoretical and analytical information presented above, the case
studies and surveys it is drawn from, and the practical lessons learned
are important to understanding the process of decentralization.
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However, the average practitioner rarely consults a textbook when
addressing a frequently encountered problem. He or she tends to rely
on short lists and mnemonics to remember critical steps and decision
points. A planner confronted with decentralization may find the fol-
lowing guidelines useful. These steps are not comprehensive, they are
not definitive, and they are not guaranteed to produce successful
plans if followed. However, they remove some of the mystique that
continues to surround decentralization and can help put health plan-
ners back in control of their own environment.

Action Is Vital

DO SOMETHING, TAKE THE LEAD, DO NOT BE PASSIVE. Many
health managers who have worked in a centralized system are used
to someone else deciding for them. Decentralization should bring an
end to that, but breaking the habit of waiting to be told what to do
is hard.

BE FLEXIBLE AND DO NOT BE AFRAID TO BACKTRACK. Ifyou
acknowledge that decentralization is the politician’s agenda and not
yours, it will be easier to accept that you are not, and never will be,
in control. Things will change around you, and you need to be flexible
enough to change with them and to accept that sometimes the direc-
tions you have set up will be reversed or changed. Rigidity and
inflexibility will ultimately lead to conflict and failure.

BE PREPARED TO DEFEND YOURSELF, BUT DO NOT BE DEFENSIVE.
Planning and leading a process as complicated as decentralization
requires that you believe in what you are doing. Because there is no
“right” way to do things, there will be detractors and critics. The best
way to defend against these critics is to be armed with good infor-
mation, have a clear vision of what you are going to achieve, and
communicate that vision.

BE PREPARED TO TAKE RIskS. Avoiding risk is comfortable,
but effective reform cannot take place without challenging exist-
ing structures and conventional wisdom. Careful study and analy-
sis can show the best way forward, but innovation and systematic
improvements cannot take place without a willingness to risk
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failure. This should not become an excuse for reckless behavior,
however.

Good, Appropriate Information Is the Only Way Forward

BE PREPARED WITH GOOD INFORMATION. The step of gath-
ering good data cannot be omitted if you are to have compelling
information to support your approach and convince health workers,
politicians, and community members of the value of change. Most
importantly, such data will provide a baseline against which you can
measure change (positive or negative) as you implement your plans.

BASE PROGRAM MANAGEMENT ON SOUND INFORMATION.
Demographic, health, political, and service delivery statistics are crit-
ical to setting up any program, but ongoing monitoring and evalua-
tion must generate information that will guide the implementation
of the program.

Do Not Try to Do Things Alone

SEEK ASSISTANCE OFTEN AND FROM PEOPLE WHO CAN HELP.
Do not be too proud. You cannot know everything. You will need the
participation of people with similar experience.

FIND AND SUPPORT COMMITTED LEADERS. Seek out influen-
tial leaders who can lend weight to the changes you want to make.
Use their support to overcome opposition and public criticism.

DEVELOP A CRITICAL MASS OF COMMITTED MANAGERS. As
you work to change a system, make sure that you have enough man-
agers who understand the changes and can support them. Many will
be unwilling or unable to understand what you are trying to do, and
opposition within the system can be fierce. Do not try to overcome
this opposition alone.

LOOK FOR ALLIES IN THE HEALTH SECTOR AND ELSEWHERE.
Even if other sectors are not decentralizing, they will be affected by
what you are doing. It is important that staff in other sectors become
allies rather than competitors or detractors.
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Understand What You Are Doing, and Communicate It to Others

BE CLEAR IN YOUR OWN MIND WHAT YOU ARE DOING. Under-
stand what decentralization is all about and what your role is. Are
you simply following a political agenda that is being thrust on you?
Are you doing it because you will lose your job if you refuse? Do you
believe that decentralization is the single most important step to
improve the health of the people in your country?

BE HONEST WITH OTHERS ABOUT WHAT YOU ARE DOING.
If you are decentralizing to save money, be prepared to say so. Do not
insult people’s intelligence by saying that decentralization is designed
to improve services. People may not like the truth, but they like
deception even less. This applies to both health staff and the general
population.

KNOW WHAT I8 LEGAL AND WHAT 18 NoT. Iflegal changes
need to be made to implement your plans, identify them early. This
means that you must know the legal framework for service delivery
and understand how flexible it is. Plans that require health care
providers to break the law will not work. Some laws can be changed,
and others cannot. If the laws cannot be changed, you need a differ-
ent plan.

INVOLVE THE COMMUNITY AT THE LOCAL LEVEL. Make sure
that you know what community members want and need, and make
sure that you have the mechanisms to communicate to them what
you are actually doing.

DO NOT DISCOUNT THE IMPORTANCE OF LOCAL POLITICIANS,
They can be neutral, they can be allies, or they can be against you,
but they cannot be ignored.

Make Sure Your Priorities Are Right

FOCUS ON WHAT MATTERS. You cannot have a system without
basic supports. Your data gathering and situational analysis should
have identified the key issues. Make sure that you know what is crit-
ical, and ensure that it is addressed. For example, a system without
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essential drugs does not work, no matter how well everything else
functions.

FOCUS ON WHAT IS ALREADY WORKING WELL AND MAKE IT
STRONGER, AND TAKE WHAT IS NOT WORKING WELL AND REMOVE
OR REFORM IT. Acknowledgment of these two elements and visible
action may cost little but will make the process of change much smoother.

Prepare Your Colleagues and Coworkers

EDUCATE HEALTH WORKERS. Take the time to involve the health
workers in the system. Do not just keep them informed; actively
involve them in decision making.

EDUCATE THE POPULATION. As with health workers, inform
and involve the community.

ENSURE THAT EVERYONE HAS THE NECESSARY ToOLs. Health
workers need knowledge and skills to facilitate the process you are
planning, and so does the community. You cannot demand that a
community perform a needs assessment without providing it with
the knowledge and tools to do so. To ignore this factor will waste
time and resources and cause frustration. Invest the resources in mak-
ing syre that people have the tools, expertise, and money required to
do the basic tasks.
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ancing, Service Delivery,
d Decentralization in the
Philippines and Kenya

Charles C. Stover

FINANCING STRATEGIES CAN AFFECT health service delivery
in many ways, as well as impact the pace and type of decentraliza-
tion. This chapter compares the experiences of financial manage-
ment under the devolution of health services in the Philippines on
January 1, 1993, and those under the cost-sharing program in Kenya
at the same time. The two experiences—one a complete devolution
of responsibility for the health system to the local government unit
(LGU) level, the other a mild form of financial decentralization—
originated for different reasons and had different impacts at the time
and afterward. The contrast illustrates how different financing
strategies can either lead decentralization or follow it.

The experience in Kenya shows that the cost-sharing program
(charging fees in public health facilities) paved the way for further
decentralization of the health sector in the absence of a master plan
or overall political consensus for decentralization. The steps neces-
sary to administer the cost-sharing funds in a decentralized manner
at the district level preceded steps to further decentralize adminis-
trative responsibility for health services. (1)

In sharp contrast, the experience in the Philippines shows how
the devolution of health services caused significant changes in the
fiscal systems in the health field. The costs of health services, as rep-
resented by physical assets of buildings and equipment and by

27
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Figure 2.1 Cause and Effect in Decentralization

m Kenya
Cost-sharing program paved the way for incremental
decentralization

m Philippines
Devolution caused massive shifts in the financing and delivery
of health services

personnel, were transferred from the national Department of Health
to the provinces and municipalities. Revenue to pay for health ser-
vices was separated from these expenses and allocated according to a
formula based on population and related factors. (2)

Kenya and the Philippines represent two ends of the spectrum of
decentralization (Figure 2.1). These two examples illustrate that
health financing, service delivery, and decentralization in the health
sector are interrelated in complex yet different ways. Much of the
information here is gained from the direct experience of the author.
Management Sciences for Health managed two large bilateral pro-
jects with US Agency for International Development (USAID) sup-
port in both of these countries. (3)

Philippines Devolution

The delegation of financial responsibility and revenue-generating
capabilities to local authorities often accompanies decentralization.
The case in the Philippines is a dramatic example. Effective January
1, 1993, nearly all health programs in the Philippines, including 595
national government hospitals, were transferred to the LGUs, which
consisted of 78 provinces and 1,543 municipalities. (4) Preparations
over an 18-month period preceding the transfer included complet-
ing inventories of all buildings, equipment, and supplies, plus com-
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Figure 2.2 Devolution in the Philippines

m Political decision that encompassed health services

m Transfer of 80-90% of government services:
* 595 hospitals
* 12,859 rural health units, municipal health centers,
and barangay health stations
* Most public health programs

m Transfer of health personnel, equipment, and assets

W Effective January 1993, after 18 months of lead time

piling detailed rosters of personnel. The transfer included all person-
nel, facilities, equipment, and other assets of the Department of
Health, except those specifically designated to remain part of the
national government (Figure 2.2). Personnel who were not accepted
by the local government remained with the national government
until their cases could be adjudicated.

The devolution was mandated as part of legislation designed to
permanently diminish the role of the national government (“Imperial
Manila”) in the post-Marcos period. The political motivation was to
make health and other services more responsive to local governments
and populations. The Local Government Code (Republic Act No.
7160) devolved a wide range of powers over health services, social
welfare and development, environment and natural resources, and
tourism to LGUs. Powers held by the Department of Education
were not included in the law, presumably as a result of strong lobby-
ing by teachers’ organizations. The provincial and municipal govern-
ments were already well established but had not previously had
responsibility for health services, except for some public health pro-
grams and a number of municipal hospitals.

The Department of Health resisted the devolution until about one
year before implementation, at which point senior management
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accepted the decision and worked to help ensure a smooth imple-
mentation. Devolution created major problems for the health sector,
since vertical programs such as immunization were split; career health
personnel were removed from the national service and transferred to
municipal and provincial service, often at lower pay scales; and the
'national drug procurement service was replaced by a different system
in each LGU. The major line responsibilities of the national
Department of Health were replaced by ill-defined mandates to
establish health policy and set standards. The regional offices of the
department were left with a limited set of responsibilities, often
defined as part of the remaining functions of the national department.

The public financing of health services changed dramatically as
well (Figure 2.3). The costs of devolved health services became the
responsibility of the LGUs. Revenue for these services was allocated
on a formula basis independent of their costs. The formula used to
allocate national revenue to LGUs took into account demographics
and, to some extent, poverty, but not the existing distribution of
health facilities and programs. Thus, health service costs and national
revenue entered into the LGU budgets as unrelated items.

As a result of the financing changes, there was a considerable gap
between the costs of personnel and facilities devolved to provinces
and the national revenue allocated at the provincial level. Municipa-
lities often fared better in terms of the balance of revenue and
devolved expenses. In the provinces, deficits in the health sector had
to be addressed, along with demands for other provincial services.
Prior national policies of offering free services were often amended,
and cutbacks were made in the funding of health services. The

- financing systems, both public and private (such as insurance), had
to respond to the dramatic changes driven by the political imperative
to fundamentally restructure the government.

Creative thinking resulted in many initiatives to respond to the
funding crisis. Several provinces developed voluntary health insur-
ance schemes, which were marketed to residents to serve as a pooled
funding source for both public and private health services. (5), (6) In
effect, the old national mold was shattered, and many new forms of
financing and organizing health services evolved—some better and
some worse than those that existed previously.
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Figure 2.3 Fiscal Impact of Devolution in the Philippines

B Public financing of health services included in comprehensive
revenue allocation

B Formula driven by demographics, but not by cost of health
sevices devolved

B Major impact on financial and delivery systems

m At provincial level, deficit addressed by:
¢ Cost reductions
* Fee increases
» New revenue sources, e.g., provincial health insurance schemes

In addition, new policies and procedures were developed rapidly.
For example, in many provinces, drug procurement for public hospi-
tals was initially incorporated into the regular procedures for pro-
curement of other goods and services. As a result, procurement was
delayed by the multiple signatures required. One province even used
a courier to expedite the paperwork from one office to another.
Procedures were eventually streamlined, but the breakdown of the
national drug procurement system was a casualty of the devolution.

Kenya Cost-Sharing Program

The situation in Kenya was considerably different (Figure 2.4).
There, the starting point for decentralization was the cost-sharing
program in the Ministry of Health (MOH). There was no sustained
debate and no decision regarding decentralization of health and
other services—no political mandate. During the 1980s, Kenya suf-
fered a deepening economic crisis in terms of slow or negative eco-
nomic growth, inflation, and continued high population growth. As
a result, recurrent per capita expenditures of the MOH fell from
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Figure 2.4 Cost-Sharing in Kenya

m No political mandate for decentralization

m Slow economic growth caused crisis in government funding
for health services

m Drop in per capita government spending for health from
$7.56 in FY 1979-80 to $4.60 in FY 1991-92

m Cost-sharing program part of health reform program

m District Health Management Boards managed cost-sharing
revenue for locally agreed-on improvements

" m Additional revenue raised from fees and insurance collections:
s 6-13% of total budget
¢ 20-37% of nonpersonnel budget

m Efficiency improved through differential fee structure with
waivers and exemptions

$7.56 in fiscal year (FY) 1979-80 to $4.60 in FY 1991-92 in con-
stant US dollar terms. The 1989-93 Health Policy Reform, linked in
part to the structural adjustment program, included the introduction
of cost-sharing for government health services.

Inpatient and outpatient fees were first initiated in December
1989 without adequate preparation of the public, and the cost-sharing
program faced political opposition. Patients were upset when gov-
ernment facilities charged a consultation fee even when there were
no drugs in stock. Since little background education had been done,
the public did not understand that the purpose of the fees was to
generate revenue to improve services. The President rescinded out-
patient fees in September 1990 as the last of many changes to reduce
the impact of the unpopular program.

The program was reimplemented on a phased basis with careful
preparation and training starting in June 1991 and extending
through July 1993. A public education campaign preceded the
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relaunching of the program. Fees were charged for drugs but not for
consultations, which was more politically acceptable. Above all, the
program was established on a decentralized footing at the district
level. District Health Management Boards were appointed by the
President, with the authority and responsibility to collect, account
for, and spend revenue from the cost-sharing program for locally
agreed-upon service improvements.

Based on the program design principles, the cost-sharing program
was established at the level of the health facility, with a primary focus
at the district level (district hospitals and health centers). Health dis-
pensaries were exempted from the fee system. Revenue was to be
retained at the facility level, not recaptured by the Ministry of
Finance. Further, the funds would be “additive and without year”; the
Ministry would not decrease funding based on collections, and the
funds could be spent after the close of the fiscal year. The funds
would be spent for improvements in both curative treatment (75 per-
cent) and primary health care (25 percent) through local processes of
priority setting, with flexibility to meet local needs. Through local
involvement in decision making, the community could see improve-
ments in services as a result of the fee collection, which strengthened
support for the program.

Thus, decentralized financial systems and decision making were
the first initiatives toward decentralization of health services in

Kenya. Personnel were still hired and assigned through the national
MOH, drugs were purchased and distributed through the MOH,

and budgets were determined through the national process. The

cost-sharing revenue was the only locally controlled funding and
often the only discretionary, flexible funding available to meet unmet
needs. Where the cost-sharing program has worked effectively, the
service improvements funded by the program are visible. In other
areas where the program has not worked effectively or has not been
properly controlled, there is little visible impact.

After relaunching on a phased basis, the program has continued -
to make significant improvements in the financing and quality of
health services. The funds collected average 6 to 13 percent of total
budgeted costs and 20 to 37 percent of nonpersonnel expenditures,
depending on the type of facility. (1)
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Besides raising additional revenue through patient fees and col~
lections from the National Hospital Insurance Fund to improve
health services, the program was designed to achieve other efficiency
objectives. By charging nominal fees for services at hospitals and
health centers (but not dispensaries), the program was designed to
reduce unnecessary visits. Differential fees (higher at provincial hos-
pitals) were set to encourage more rational referral patterns. To
ensure equity in access, waivers based on ability to pay were designed
to protect the poor, and exemptions for certain groups, such as chil-
dren under the age of five, were implemented.

Although these waivers and exemptions were important, they
were not always implemented appropriately. Some people who
could not afford to pay were not granted waivers. The inherent
inequity of people living in richer provinces being able to afford to
pay more in fees was not corrected by the program, since revenues
were retained locally and not redistributed. However, a uniform
national fee schedule did help avoid more extreme regional differ-
ences. Many of these issues have been studied to help improve oper-
ation of the system. (7)

After the policy decisions for the cost-sharing program were
made, the lack of ability at the local level to handle the administra-
tion of the program created many difficulties and challenges. As
discussed earlier, many parts of the first round of the program were
halted within the first year and reimplemented after the development
of systems and procedures, control and reporting mechanisms, and
massive training initiatives.

After five years, many district boards have developed a track
record of good performance and are expected to receive additional
responsibilities under the various options for decentralization being
considered by the Ministry. Other boards, not surprisingly, have
had mixed or poor reviews. Overall, the experience of creating dis-
trict boards and involving the community in the use of cost-sharing
funds to improve health services has provided a model for increased
decentralization. The systems and procedures for managing cost-
sharing funds can also become the basis for expanded systems,
should the current proposals for block grants to selected districts be
implemented.
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Table 2.1  Starting or Ending Point?

Philippines Kenya
Rapid devolution Gradual development of financial
systems under cost sharing

Financial systems followed Development of limited decision
changes making at district level

Difficult or impossible to Successful models for further
reverse decentralization

Creative financing solutions Gradualist approach—no overriding

policy for decentralization

Ongoing debate about further
decentralization

In summary, although the cost-sharing program started without
any specific policy intention of leading to decentralization, it has
evolved into the basic infrastructure for additional decentralization.
This process of capacity building is slow and deliberate and is sub-
ject to setbacks due to turnover of personnel. But it also provides an
important contrast to the more extreme and rapidly executed devo-

lution in the Philippines (Table 2.1).

Continuing Change

Starting in the spring of 1997, partially in preparation for the
national elections, the Government of Kenya showed renewed inter-
est in decentralizing health services as a means of improving quality
through local participation. Hospital boards for provincial and dis-
trict hospitals were appointed, though without clear guidelines for
their roles and responsibilities. Many district and provincial boards
are starting to use their general management mandates and the spe-
cific financial systems under the cost-sharing program to assert
themselves to improve services. Attempts are under way to clarify the
implications of decentralization and to formulate clear policies
regarding the Ministry’s and the Government’s strategy on decen-
tralization. (8), (9), (10) Perhaps a resolution will come when these



36 MYTHS AND REALITIES ABOUT DECENTRALIZATION

local initiatives take sufficient hold that they challenge prevailing
national policies in personnel and budgeting.

An important related issue is hospital autonomy. Several govern-
ment announcements have stated the policy objective of granting
provincial hospitals autonomous status, along the lines of the suc-
cessful precedent set by Kenyatta National Hospital. (10) Policy doc-
uments are being prepared as part of the ongoing debate. Although
there are high-level policy statements in favor of autonomy, it is not
clear where the impetus for the change is coming from or what the
overall government position on this issue is. Meanwhile, donor-
funded projects are exploring the feasibility of hospital autonomy, as
well as block grants, as ways to stimulate better management and
improve services. Many of the specific proposals build on the finan-
cial and resource management systems developed under the cost-
sharing program. These policies, procedures, and systems can be an
important core element for further decentralization, once the politi-
cal debate about decentralization of health services is resolved. In any
case, the situation is fluid, with great room for improvement in ser-
vices if the right combination of leadership and resources can be
mobilized within the prevailing legal and policy constraints.

Meanwhile, in the Philippines, the struggle to adapt to new cir-
cumstances in financing and managing health services continues.
Many creative solutions are being implemented at the provincial and
municipal levels, and the national Department of Health is recasting
itself as a planning, standard-setting, and regulatory agency for both
public and private sectors. It is impossible to tell whether the health
system is working better as a result of devolution. What is certain is
that the political objective of breaking the central “Imperial Manila”
syndrome has been achieved.
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[iman Resources Development
under Decentralization

Ristta-Iiisa Kolehmainen-Aitken

DECENTRALIZATION OF POLITICAL and administrative power
is becoming an increasingly prevalent component of health-sector
reform in all parts of the world, from Asia to Africa, from Europe to
South America. This transfer of power away from the center is often
combined with an effort to reform an outdated and cumbersome
civil service structure. These reform processes are particularly preva-
lent in countries under structural adjustment, where funding agen-
cies such as the World Bank are important partners in the process of
reform and, in many instances, its driving force. Yet the wider impli-
cations of decentralization for human resources planning, training,
and management (jointly referred to as human resources develop-
ment in this chapter) are generally poorly researched and inade-
quately understood.

Human resources are the most important component of the
health care system for converting available pharmaceuticals, medical
technology, and preventive health information into better health for
a nation. Training young people to become skilled health workers
takes a long time, and the cost of employing them once they are
trained is high. In most countries, salaries and benefits consume up
to three-quarters of the recurrent health budget. For these reasons,
human resources considerations should command a great deal of
attention in any decentralization discussion. That this is frequently
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not the case reflects both the general inattention to human resources
issues (other than training) that prevails in many countries and the
conceptual vagueness of “decentralization.”

“Decentralization” is a term that continues to be used to describe
a wide variety of power-sharing arrangements. (1) It can signify the
transfer of limited administrative responsibility from a central
Ministry of Health to local health offices, or it can involve the cre-
ation of new governmental structures, such as provincial govern-
ments, that are responsible for providing health and many other
services. The implications of decentralization for human resources
are greatly influenced by the degree to which political and/or admin-
istrative power is transferred, how the new roles are defined, what
skills are available at the local level, and what administrative linkages
exist between the different management levels and between the cen-
tral health authority and the other central government offices that
influence resource allocation (such as ministries of finance and civil
service). Finally, they are also influenced by the degree of political
will to make decentralization work.

A variety of political and economic reasons can influence a coun-
try to transfer power away from a central level. In recent years, how-
ever, decentralization has often been implemented as an integral
component of health-sector reform. (2) Health-sector reform aims
to improve the performance of the sector and, ultimately, the health
of the people through a conscious process of setting sectoral priori-
ties and policies and then reforming the way health services are
structured and financed to fit with those revised priorities and poli-
cies. The consequent changes in organizational structures and insti-
tutions, such as national ministries of health or the civil service, have
fundamental human resources implications. The success of health-
sector reform in reaching its laudable goals thus depends on the
amount of thought and preparation that human resources issues have
been given.

This chapter analyzes the impact of decentralization on sound
human resources development, based on the experience of the author
and her colleagues at Management Sciences for Health and on the
published literature. The findings come mainly, but not exclusively,
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from countries where decentralization has taken the form of devolu-
tion, that is, where both the decentralized activities and the staff per-
forming them have been transferred substantially outside the central
government’s direct control. The most glaring problems tend to sur-
face in these countries, and the text gives many examples of how
decentralization has jeopardized important aspects of human resources
development. This should not, however, lead to the conclusion that
centralization of power would necessarily be a better option. Rather,
these negative examples are presented to highlight the importance of
considering human resources implications at every step of the decen-
tralization process.

The chapter is divided into three sections. The first section looks
at human resources issues that emerge as part of the process of trans-
ferring power to lower management levels. The second section
focuses on identifying the human resources domains where problems
arise as a result of the way decentralized management systems are
structured. The third section provides recommendations for health
leaders who are considering decentralizing or implementing reforms.

Before the Fact: Human Resources and the
Decentralization Process

The decision to decentralize frequently arises outside the health sec-
tor and for reasons that have little to do with improving a nation’s
health. Political considerations are particularly prominent in coun-
tries that devolve substantial control over health services to local gov-
ernments. Such devolution usually also encompasses the transfer of
control over peripheral health staff from central to local authorities.
The timetable for implementing these new arrangements is often
constrained, allowing little time for examining the human resources
implications of proposed reforms.

The politically highly charged decisions about new roles and
~-responsibilities under devolution must be-followed by the definition
of new organizational structures and of terms and conditions of ser-
vice at both the central and peripheral levels, and by the reallocation
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of staff between these two levels. Four important human resources
issues emerge in this process:

—

. the adequacy of available information on human resources

. the complexity of transferring human resources

3. the impact of professional associations, unions, and registra-
tion bodies on the design and implementation of manage-
ment structures and jobs

4. the morale and motivation of health staff

8]

Adequacy of Available Information

Decisions on human resources will be sound only if they are based
on appropriate and timely information. (3) Easy access to reliable
data on staff is thus crucial to any decision about personnel alloca-
tion. This is true of a country that decides to maintain a single pub-
lic service structure, as was done in Papua New Guinea, where in the
1980s each province was formed into a public service department to
which members of the national public service were assigned full-
time. (4) It is equally true of a country where members of the
national public service become part of local government staff estab-
lishments, as in the Philippines. (5)

Basic personnel data, such as a health worker’s name, professional
qualifications, and age, are more likely to be available at the central
level than is up-to-date, accurate information on the type and level
of position held. Ministry of health or public services commission
records on staff positions and the individuals holding them are noto-
riously flawed and out-of-date; salary data may be more reliable.
Data on lower-level staff, particularly if they are not considered part
of the public service, are often missing. Even when data are available,
considerable time may be needed to verify their accuracy and com-
pleteness. Data on training intakes and outputs are often incomplete
and inaccurate, since they come from multiple sources with different
schedules of updating and standards of quality control.

Reilly’s observations of the situation in Papua New Guinea at the
time of decentralization are not unusual:
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It was not possible to construct complete organizational structures for
each health division of every province because of poor records kept at
the Department of Health. The section of the Department which
dealt with staffing did not know what positions were available in
provinces or who filled them. . . . A similar problem was found with
duty statements, which were out of date and not specific to the tasks
to be performed. (6)

Complexity of Transferring Human Resources

The transfer of human resources to local control is a far more com-
plex process than the handover of facilities or equipment. The fol-
lowing issues illustrate the range of decisions that need to be made:

® modifying or creating new organizational structures and posi-
tions at the central and local levels, and specifying the linkages
between them

® revising job descriptions and reporting relationships

® defining new processes for personnel management

® deciding how to reallocate existing staff to new organizational
structures

m transferring personnel records and staff

m mediating if the new employer refuses to accept the transfer

m dealing with individual staff members who will not or can-
not transfer

First, decentralization calls for changes in the way human resources
are organized into functional health care structures and in the jobs
that staff perform. Organizational structures and positions at both
central and local levels require modification to conform to the new
division of powers and resource allocation patterns. Existing jobs
may need to be redesigned, job descriptions revised, and reporting
relationships amended to ensure the availability of the right combi-
nations of skills in the new organizational structures. Terms and con-
ditions of service may have to be altered to fit available resources.

Shaping the postdecentralization pattern of employment in the
health sector through organizational design and job reprofiling is
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highly complex on a technical and operational level. It is also an
intensely political and bureaucratic process that involves a variety of
institutional actors, from health managers and professional associa-
tions to government officials and politicians. The differences in prior
salary levels and conditions of service make this process particularly
challenging in countries such as South Africa, where separate health
delivery systems were combined under a new decentralized health
care structure. (7)

The form that the new organizational structures take can be
greatly influenced by central government decisions that emanate
from outside the health sector. A stringent target for staff reduction
may become their key determinant if decentralization occurs as a
component of a national effort to reform the civil service. Cutting
staff strength without considering the larger strategic implications
for health care delivery may result in an organizational structure and
staffing levels that are detrimental to important components of the
health service. In Nepal, for example, the initial cuts at the central
level paralyzed essential functions, such as the Expanded Programme
on Immunization. (8)

Molding old organizational structures to suit the needs of decen-
tralized management or creating new structures may be hindered by
a strong agency in charge of the national civil service. In Papua New
Guinea, it took a year to convince the Public Services Commission
of the need to create administrator posts in the provincial health
structures and another two years before these posts were advertised. (6)
In the Philippines, a new Department of Health (DOH) organogram,
which was developed with the help of outside consultants, was
declared illegal and never implemented. Consequently, the DOH
organizational chart was characterized for a long time by ad hoc
structures, and staff held contractual rather than permanent plantilla
(civil service establishment) positions. (9) The situation was similar
in Indonesia, where the national civil service administration could
take up to five years to approve a new post. (10)

Second, the definition of personnel management processes after
decentralization must proceed in parallel with the design of organi-
zational structures. Decisions on how salary scales and position lev-
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els are determined and how recruitment, selection, appointment, per-
formance assessment, or staff discipline will be handled are complex,
time-consuming, and subject to the influence of a central civil service
agency. Clear definition of these management processes is important,
since labor conflicts may result if they are left too vague. Further-
more, since decentralized units may have little experience with human
resources management and possess few, if any, human resources
management systems, the definition of these processes must be
accompanied by the design and implementation of appropriate sys-
tems and the training of staff in their use.

Third, existing staff members must be reallocated to new organi-
zational structures. Personal preferences, career ambitions, or fear of
change can fill the process of staff reallocation with anxiety and dis-
cord. If skilled managers are few, the central-level staff may feel par-
ticularly uncomfortable in their proposed new roles as experts and
technical advisers and oppose any change. In Papua New Guinea, for
example, central-level technical officers who were not well qualified
for the role of expert adviser at the time of decentralization vigor-
ously resisted revising the organizational structure. (6)

Fourth, the personnel files of decentralized health workers must
be transmitted to the management level that is now responsible for
them. Compiling an accurate personnel record for each individual,
with data on their qualifications and training, employment, salary
history, and record of performance, together with physically trans-
ferring these records, can be a mammoth task. In Mexico, for
example, devolution of health services involved the transfer of
116,000 health workers to the state governments. (11) Transferring
the personnel records of this many people creates enormous oppor-
tunity for unintended mistakes, which can sour relationships and
take considerable time and effort to set straight.

Fifth, mechanisms are required to mediate disputes that may arise
between the central and local levels. A chief official at the decentral-
ized management level may, for legitimate reasons of efficiency or
resource constraint, refuse to accept a particular post into the organi-
zational structure. Differences in personality or political views between
local health staff and local politicians may make the appointment of a
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particular individual to that geographic area difficult. In the Philip-
pines, local chief executives were unwilling to absorb over 4 percent of
DOH personnel by the time the full transfer of assets to local govern-
ment units (LGUs) was to have been completed. (5) Even if the cen-
tral level retains the legal power to force the appointment, a health
worker’s chance of performing his or her duties successfully in such a
hostile environment is threatened.

Finally, managers must decide how to deal with health workers
who will not or cannot transfer to their new jobs. These health work-
ers may object to physical relocation because of family problems or
lack of accommodation in the new locale. Even when workers remain
in the same locale, their previous lines of communication and author-
ity are likely to be altered. Since individual health workers develop
strong loyalties to their coworkers, the patients they serve, and the
location they work in, uprooting, whether it be geographic or emo-
tional, is painful. )

Staff transfers are particularly opposed when workers are con-
cerned about their long-term employment security. Recently, some
countries have sought to remove health-sector staff from the civil
service, thus creating a situation that health staff consider funda-
mentally threatening to their terms and conditions of service.
Evidence is accumulating that these fears may not be groundless.
The experiences of Zambia and Sri Lanka indicate that compensa-
tion for the loss of civil service benefits and conditions of service
must be high if health workers are not to be disadvantaged by this
change. (8)

There will always be some health workers who are reluctant or
unable to accept their new assignments. Health-sector decision mak-
ers must decide the extent to which they are willing to accommodate
individual preferences and what sanctions they will apply in the cases
of those who refuse to transfer.

Impact of Professional Associations, Unions, and Registration Bodies

Health workers’ associations, unions, and registration bodies are a
powerful force in the design and implementation of decentralized
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management structures and jobs. A common fear among health
workers is that decentralization will jeopardize their tenure or sub-
stantially reduce their salaries and benefits. The issue of labor rela-
tions is at the forefront in South Africa, where the disparity between
local government staff and employees of provincial health depart-
ments (the former can earn 40 to 70 percent more than the latter) is
a critical issue facing the Government in its effort to institute a uni-
fied, district-based health system that provides care in an equitable
manner to all South Africans. (7) Finally, professional registration
bodies may be reluctant to approve innovations that successful decen-
tralization demands, such as reallocation of responsibilities between
professional cadres, reprofiling of jobs, or changes in the training cur-
riculum and level of entry.

Morale and Motivation of Health Staff

Issues of morale and motivation of health workers loom large during
the initial period of decentralization, when new structures, roles, and
responsibilities are defined and staff transfers implemented. Uncer-
tainty over their own professional futures and legitimate concern
about the impact of decentralization on the quality of health services
combine to make this a time of high anxiety for health workers. This
anxiety may force some of them to seek employment in the private
sector or even outside the country. The loss of morale and motiva-
tion can also result in the initial withdrawal of health managers, par-
ticularly those at the central level, from planning for decentralization.
If these managers fail to engage actively in the early debates over
decentralization, they miss an important opportunity to influence the
design of new structures and roles.

Collaborative relationships between central and local staff may
become frayed when a considerable difference of opinion exists about
the advisability of decentralization or the speed with which it is
being implemented. Central-level staff may be reluctant to hand
power over to local staff, seeing them as ill prepared for their new
responsibilities. Local staff, in turn, may be eager to gain a bigger say
in the management of health services and resent the slow pace of
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reforms. Jealousy over perceived individual gains and losses from
decentralization may further damage relations between individual
staff members.

Decentralization frequently increases local staff’s sense of vulner-
ability to political crossfire. In Papua New Guinea, decentralization
provoked not only an intense power struggle between central and
provincial health staff but also a continuing conflict in many provinces
between provincial politicians and public servants. (12) Few decen-
tralizing health systems have given sufficient attention to developing
conflict-resolution mechanisms that provide for timely action in
defusing friction.

After the Fact: Decentralized Powers and Human Resources

Decentralization is a complex process, frequently undertaken with
some urgency and in a highly political environment. Implementation
pressures can force decisions that, in retrospect, are detrimental to
guaranteeing equitable, efficient, and competent staffing of health
services. This lack of a comprehensive assessment of the human
resources implications of decentralization is common. In this section,
the key human resources domains where problems arise are identi-
fied, and examples of decentralization’s impact are provided.

Organizational Structures, Roles, and Responsibilities

Successful decentralization requires that the new organizational struc-
tures, roles, and responsibilities be clearly defined, form a functional
whole, and be acceptable to the health staff. A review of decentral-
ization in 10 countries demonstrated that this is one of the most
problematic areas for human resources. (1) Difficulties arise for sev-
eral reasons. First, the definition of organizational structures, roles,
and responsibilities may be unclear or inappropriate in view of health-
sector needs. Second, the roles and responsibilities may conflict with
one another. Third, the organizational structures and the allocation of
responsibilities may be disputed. Fourth, these organizational changes
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may be inadequately communicated below the central level or change
so frequently that no one is clear on the current status.

The organizational structures, roles, and responsibilities of the
intermediate regional level appear to be the hardest to define clearly.
The Philippines experience is an interesting case. At the time of
devolution, the central DOH retained a regional health office struc-
ture consisting of regional field offices whose purpose was to serve as
“technical resource management centers directing the flow and uti-
lization of DOH-provided assistance to LGUs.” (13) Although this
provided a general guideline about their role, translating it into oper-
ational detail took several years. Many questions arose. What exactly
was the role of the regional level in negotiating Comprehensive
Health Care Agreements between the DOH and the LGUs? What
was its role in monitoring compliance? How were regional staff
expected to support donor-funded projects? Further confusion arose
when the DOH established Health, Environment, and
Development Zones. These covered wider geographic areas than the
regional field offices, and some regional directors were appointed as
zone directors. Because other regional directors were not replaced
when they resigned, the survival of the regional field offices was
quickly perceived to be in doubt.

Defined roles and responsibilities are sometimes in direct conflict
with one another. In Papua New Guinea, where the central level
retained responsibility for formulating national health policy, each
province was responsible for developing its own health policies. (4)
The demarcation line between national and provincial policies was
not clear, however. For example, given the limited number of trained
doctors in the country, the national policy stated that physician
resources should be reserved only for staffing hospitals. Some
provinces, however, formulated their own human resources policies
of staffing key health centers with doctors. They were able to imple-
ment this policy by supplementing rural physicians’ salaries from
provincially raised revenue or by recruiting expatriate volunteers.
Inevitably, the equity of medical staffing in the country suffered.

The allocation of roles and responsibilities can be disputed for a
number of reasons. Personality conflicts, mistrust, professional pride,
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or jealousy can all arise in the course of implementing decentraliza-
tion. A frequent problem involves the relationship between hospital
directors and local health managers. Hospital directors in most coun-
tries are senior physicians. Considerable resentment may be caused
when these doctors are made subordinate to a local health manager
who is junior in age and experience. This was the case in Nicaragua,
where the conflict resulted in the removal of the five largest hospitals
from the control of the local “integrated local health administrative
systems” where they were geographically located. (14)

Finally, the organizational structures and roles may be defined and
redefined with such frequency that no stakeholder can maintain an
accurate comprehension of them. If adequate information about
these changes is not transmitted beyond the central level, health
workers’ adjustment to a new, decentralized health system will not be
smooth. In a study by Gilson and colleagues in South Africa, for
example, service providers in all provinces indicated that they were
only vaguely aware of the content of decentralization policy discus-
sions. Their high level of job insecurity was thought to be generated,
at least in part, by the lack of clarity about the way decentralization
would change their work and responsibilities. (7)

Viability of Coordinated Health and Human
Resources Development

The human resources function must contribute effectively to making
strategic choices about the fundamental reforms in financing, orga-
nization, and staffing that are essential for developing a nation’s
health sector. As the 1990 World Health Organization study group
on coordinated health and human resources development empha-
sized, “human resources have no meaning in isolation, but are an
instrument for delivering necessary health care.” (15) Thus, health
services and health personnel planning, production, and management
must be well coordinated. There is a real danger, however, that if
adequate care is not taken when new organizational structures are
designed and powers allocated, decentralization will jeopardize this
coordinated development of health services and their staffing.
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First, coordinating the development of health services with that of
human resources to operate those services requires both reliable data
on the numbers, skills, and geographic distribution of health person-
nel and the capacity to use these data for human resources planning.
Decentralization, unfortunately, has the potential to fragment human
resources databases by transferring the responsibility for maintaining
staff records to decentralized units that lack the necessary systems
and skills. This reduces the national capacity for coherent human
resources planning. In Papua New Guinea, for example, devolution
of power to the provincial level was accompanied by a rapid deterio-
ration of readily usable, reliable information on the number of cre-
ated positions, vacancies, and training intakes and outputs. (4)

Second, coordinating health and human resources development
requires that the allocation of human resources be timely and equi-
table. If the responsibility for service provision is decentralized to
local health managers but the allocation of human resources is left to
institutions without technical health knowledge, such as a ministry
of civil service, the staffing of health facilities can become inefficient
and unbalanced. This was the case in Tanzania and also in Papua
New Guinea. In Tanzania, health staff were to be allocated among
district health facilities by the District Executive Director (an employee
of the Ministry of Local Governments, Cooperatives, and Marketing)
on the advice of a district medical officer (DMO). Gilson and col-
leagues found that in practice, these allocation decisions depended
on political and other forces, not only on the advice of the DMO.
The result was an unbalanced staffing of facilities, for example, one
dispensary with a total of 34 staff members compared with an aver-
age of 5 or 6. (16) In Papua New Guinea, where a national Depart-
ment of Public Services approved the number of health posts, a study
of the distribution of rural health workers demonstrated that the
allocation of staff to individual rural health facilities was not related
to existing workloads. (17)

Third, if decentralization isolates national-level decision making
on health and human resources development from local-level
staffing decisions, the ensuing conflict and lack of coordination
have potentially serious consequences for the equitable, affordable,
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and competent staffing of health facilities. For example, local aspi-
rations are almost certain to take precedence over the greater national
good when a decentralized level is given both considerable freedom
to decide how it will develop and staff its health services and the
means to generate revenue to pay for such services. The situation is
further complicated if the health workers who transfer take their civil
service positions with them, as is the case in Nicaragua. (18)

The equity of staff distribution is endangered unless mechanisms
exist to expose staffing decisions to national debate and then address
the imbalances. Following decentralization in Papua New Guinea,
for example, the geographic equity in staff distribution among
provinces decreased, as measured by a ratio of health personnel to
population. (12) Rural health service staffing suffered because many
provinces created a large administrative structure at the provincial
health office with staff positions at higher civil service grades than
before decentralization. Civil service grades and benefits for positions
of equal responsibility and authority were no longer similar among
provinces, and in some provinces, the top positions were at even
higher civil service grades than comparable national positions.

Fourth, the coordination of health and human resources develop-
ment can be threatened by decentralization-induced difficulties in
career development. Such difficulties can arise either through hin-
drances to career mobility brought about by decentralization or from
a lack of access to continuing education. Particularly in countries
where health workers come under local government authority, decen-
tralization can severely restrict access to career opportunities beyond
the worker’s current administrative area. A transfer to a post in
another administrative area may require a resignation from the cur-
rent post and an accompanying loss of benefits. The transfer from
one decentralized unit (such as a province) to another may also
require the approval of the administrative head of both the sending
and the receiving governmental entity. Understandably, managers are
reluctant to lose their most valuable employees and may refuse to
approve such a transfer. Even if approval is forthcoming, the bureau-
cratic delay in arranging the necessary paperwork can be substantial.
Such problems may also complicate the management of specialty
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training programs involving rotating appointments. Finally, staff
development opportunities may be restricted because some lower-
level units have little or no capacity to mount a program of in-service
training for local health staff or because the central level fails to allo-
cate attractive overseas training opportunities equitably.

Finally, staff with special skills, such as health economics or epi-
demiology, are scarce and are generally best utilized at a central level.
Decentralization can complicate their effective functioning by
restricting their access to necessary data or by hindering the imple-
mentation of their recommendations.

Sustaining an Appropriate Training Capacity

Training institutions should operate within a central framework for
the categories and numbers of staff that a nation requires and in
accordance with established guidelines and standards on the content
and curricula of training. Few decentralizing countries have a clear
national human resources plan that is linked to a health systems
development plan and is used to guide decisions on the number and
types of staff needed. Guidelines and standards for training, in turn,
are often unavailable or at least outdated in view of the changes that
decentralization has brought about. This is a key concern facing the
Zambian government, which intends to make health training insti-
tutions semiautonomous under the management of their hospital

boards. (19)

Ensuring Technical and Managerial Competence

Ensuring the technical and managerial competence of health work-
ers through the turbulence of decentralization is a major challenge.
The transfer of power raises several complex issues that, alone or in
combination, jeopardize the competence with which health workers
discharge their new duties.

The first issue is a shortage of skilled staff. The new organizational
structures and staffing levels may require a quantity of technically
trained health staff, especially managers, that the country simply does
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not possess. In some countries, the shortage is made worse by the
reluctance of highly skilled health workers, such as doctors, to move
out of the capital city. In countries where expatriate staff are recruited
for government positions to compensate for this shortage, these work-
ers face both considerable obstacles to maintaining the technical qual-
ity of their work, such as their limited knowledge of local languages
and culture, and resentment by some of their national colleagues. (20)

Although the numbers of central- and peripheral-level managers
may be sufficient, these managers may not be equipped with the req-
uisite skills for their postdecentralization roles. Bossert points out
that central officials must possess skills in policy making and moni-
toring, whereas lower-level officials need more operational and entre-
preneurial skills. (21)

A common finding at the country level is that almost all training
efforts concentrate on lower-level staff, and the capacity building of
central-level managers is given far too little attention. (1) Manage-
ment training for local-level health managers, who frequently have
little relevant management experience, often consists of a set of unco-
ordinated, theoretical courses, workshops, and seminars. These train-
ing efforts are commonly organized by centrally run vertical programs
with donor funding and do not provide practical skills or manage-
ment tools. Little time is left for the staff to apply what they have
learned to their own work settings. (22) An exception to this pattern
is the Diploma in Community Medicine program that the Faculty of
Medicine at the University of Papua New Guinea set up after decen-
tralization, which was intended to systematically train health workers
for senior provincial health management positions. (4)

Peripheral health managers may receive sufficient training in man-
agement, but if the control of resources remains centralized and the
newly trained managers are not allowed to use their skills, they are
likely to become frustrated and leave the service. The resulting
turnover of staff reduces the technical competence of the health ser-
vice, unless sufficient resources are available to quickly train new staff
members to replace those who leave.

Shifting roles may impair the quality and frequency of the super-
vision and support that individual health workers receive. Perhaps
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the most difficult shift is when the previous supervisory system oper-
ated on the basis of professional lines of authority (i.e., doctors
supervising doctors and nurses supervising nurses) but local health
staff are now expected to operate under a dual supervisory system.
Their technical guidance comes from the central health administra-
tion, while administrative supervision comes from the local govern-
ment chief administrator. The line between technical guidance and
administrative supervision is not clear, however. Ill-advised adminis-
trative decisions may be in conflict with technical guidance and thus
seriously harm the quality of the health care provided.

In their study of decentralization from the provincial to the dis-
trict level in Papua New Guinea, Campos-Outcalt and his colleagues
noted that when the district health staff came under the authority of
District Assistant Secretaries, any consensus as to who was respon-
sible for monitoring quality was lost. (23) Provincial and district
health staff complained about insufficient professional supervision
and support and about inappropriate decisions made by the District
Assistant Secretaries. They were almost unanimous in their view that
the health services were worse off than before decentralization.

Finally, decentralization can politicize decisions on hiring, per-
formance assessment, and staff discipline at the decentralized level
so that competence is no longer the basis for hiring and rewards. (4)
Although the forces of nepotism and favoritism undoubtedly
existed before decentralization, the experience of many countries
has been that they become much more difficult to resist when both
health managers and politicians live and interact in the same
smaller provincial or district headquarters, away from the capital

city.

Securing Adequate Performance Conditions

Health workers are not able to deliver high-quality health services on
a continuous basis if they are preoccupied with providing for their
families’ needs or lack the necessary pharmaceuticals, equipment, and
transport for their work. Decentralization can have a negative impact
on both the timely payment of wages and benefits and the availability
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of essential resources. The recent experiences of Papua New Guinea
and the Philippines illustrate these concerns.

In Papua New Guinea, church health services provide about half
of all rural health care, are well integrated with public-sector health
services, and receive government subsidies. Recent reforms, which
were intended to hand more power to the local government level,
failed to clarify the relative responsibilities of provincial and local
governments. When several of these governments failed to pay the
church health subsidy, the churches suffered a severe funding crisis.
The national Department of Health became concerned about the
situation but was unable to resolve the crisis promptly, because it
involved fundamental decisions about the roles and responsibilities
of the national, provincial, and local governments. Church health
workers were not paid for several months, and the churches in a
number of provinces were forced to close their health services until
funds became available. Six months after the first closure of church
health services, in July 1997, the outgoing Minister for Provincial
and Local Government Affairs (who had previously been the
Minister of Health) released the following statement:

As the outgoing Minister for Provincial and Local Government
Affairs, it has been my responsibility to ensure that provinces meet
their contractual arrangement with the various churches, including
the church health workers who should not be considered as second
class citizens, and the churches should not continually be placed in
situations where they have to beg for what is rightfully theirs. Either
they are paid, or they can take other options to secure the grants,
including legal action against the individual provincial governments,
and worse still total closure. (24)

In the Philippines, decentralization threatened both the benefits

that health workers were entitled to under a central labor agreement
(the Magna Carta) and the salary increases that were mandated under
the national Salary Standardization Law. The financial base for
devolved functions was inadequate, because the variable cost of
devolved functions was not congruent with the fixed formula that was
used to allocate national revenue among the LGUs. (5) The poorer
LGUs were simply unable to fund the payment of Magna Carta ben-
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efits and salary increases. LGU executives in the poorer LGUs were
probably not very motivated to push for extra funding from their own
resources, since the financial compensation of devolved health work-
ers in these LGUs was higher than that of the local mayor.

Without adequate resources, health workers do not have even the
minimal performance conditions for competent delivery of health
care. A study of health system performance in Papua New Guinea
after decentralization showed that budget cuts disproportionately
affected funding for transport. This seriously reduced health work-
ers’ ability to undertake mobile maternal and child health patrols,
disease control activities, and supervisory visits. (25) In the Philip-
pines, a survey of over 5,600 local government officials and health
workers assessed the impact of devolution on health services in June
1994. Of the respondents, 46 percent stated that emergency room
drugs were never available after devolution, and 61 percent said that
operating room drugs were never available. (5) Prior to devolution,

these drugs had generally been available.

Recommendations for Health Managers

The previous pages have described several discouraging examples of
the impact of decentralization on the availability, competence, and
motivation of health workers. Although some of these repercussions
may have been foreseen by those designing the decentralization
processes or at least feared by the health workers themselves, many
were not anticipated. Taken by surprise, health managers were ill
prepared to respond promptly to the complex issues that arose and
to the multiple institutional actors. This section aims to extract from
those examples a few key recommendations to help other health
managers who are considering decentralization or already find them-
selves in its midst.

Become an Advocate for Human Resources

Human resources issues need an advocate in all decentralization debates.
Many voices clamor for attention in the fray of decentralization, but
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regrettably, the cause of human resources development is rarely
among them. All health managers should see themselves as champi-
ons of the cause of ensuring equitable, competent, and affordable
staffing of health services after decentralization.

Anticipate and Prepare for the Cost and Complexity of
Decentralization

The complexity of decentralization requires a wide perspective in
envisioning the type of human resources issues that are likely to rise.
Decentralization carries both financial and emotional costs, and

managers must anticipate and be prepared to answer the following
kinds of questions:

How will the future roles of central and local staff be defined?
How will future planning decisions on the number and type
of staff that the nation should develop be made?

How and by whom will decisions on the staff strength of
each decentralized administrative entity be made?

How will personnel information be gathered and databases
maintained?

How will salaries be set and paid for?

Is this arrangement financially viable in the long term?
What will happen to pensions and other benefits?

Will established career structures be maintained?

Will in-service and continuing training opportunities at the
decentralized level be sufficient to ensure career development?
How will staff performance be assessed, and by whom?
Who will be responsible for hiring and firing at the local level?
What mechanisms will be put in place to address personnel
grievances?

What will be the procedures for transferring health staff
from one authority to another?

What will be the new roles and responsibilities of training
institutions?

What legal implications will decentralization have for the
duties and rights of health workers?
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By anticipating such questions, health managers can marshal their
own resources and, if necessary, call for additional support to respond
to these issues in a timely manner.

Develop a Strategic Human Resources Development Capability

Appropriately trained human resources that are equitably distributed
and in sufficient quantity are essential for ensuring sustainable bene-
fits from structural and financial reforms in the health sector. A strate-
gic decision-making capability for human resources development at
the central and local levels is an essential component of decentraliza-
tion if human resources planning, training, and management are to
support needed health-sector reform measures. The development of
such a capacity requires a concerted effort in many areas.

First, a fundamental change is needed in the roles of central- and
peripheral-level managers. The human resources unit in most min-
istries of health confines its activities to personnel administration and
training, neglecting strategic thinking about future staffing of health
services to meet the requirements of health-sector development.
After decentralization, the central human resources unit must focus
on formulating strategic options for developing human resources in
coordination with health services development, and on monitoring
the equity and quality of staffing.

Although the specific role of managers at a decentralized level
regarding human resources functions depends on the type and pace
of reform and the capacities available at the local level, these periph-
eral health managers must be represented in all strategic discussions
about the future staffing of health services. They also have an impor-
tant role in developing and implementing performance management
mechanisms that improve health workers’ productivity and the qual-
ity of their work.

Second, readily available, accurate information on human resources,
including data on the expenditure on available staff, is essential for
strategic development of human resources. If deficiencies are noted
in this area, central- and local-level managers must agree on the data
that will be collected, how the data are to flow through the health
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system, who will analyze them, and what the process will be for tak-
ing action on the basis of those analyses.

Third, a rational basis must be developed for making human
resources decisions, and it must be acceptable to both central and decen-
tralized health authorities. Staffing norms that are based on work-
loads, such as the Workload Indicators of Staffing Need, are
important guides for planning staff requirements and allocating staff
to facilities. (26) Guidelines setting out minimum qualifications for
a post ensure that staff possess the necessary training. Performance
assessment instruments assist managers in making decisions about
the level of competence of their staff and what in-service training
they need, and procedures for staff discipline foster fair and impar-
tial decision making.

Finally, a strategic view of human resources development under
decentralization requires an ongoing assessment of the performance
conditions that health workers face in their new roles. If decentral-
ization is found to seriously damage performance conditions, human
resources managers must voice their concern and advocate for improve-
ments. This may require working with central financial authorities to
secure health workers’ salaries and benefits, improving pharmaceuti-
cal procurement mechanisms to guarantee availability of essential
- drugs, or lobbying decentralized government authorities for adequate
transport funds for mobile health activities.

Invest in Developing Staff

The change in roles and responsibilities that decentralization gener-
ates brings a demand for new skills. Prominent among these are
financial, human resources, and logistical management skills, as well
as competence in advocacy and negotiation. Investing in staff devel-
opment at both the central and local levels brings big dividends in
determining the eventual success of decentralization. Training must
be practical and firmly focused on new job requirements. It must be
wide in scope, involving both central and local managers. It must be
continual so that the rapid staff turnover that often accompanies
decentralization does not dilute the training efforts.
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Monztor the Impact of Decentralization on Human Resources
Development

Regular monitoring is essential to keep decentralization-related
human resources concerns from growing into major problems that
take considerable time and resources to solve. Such monitoring
should focus on the eguizy of staff distribution, the access to skilled
care, and the guality and efficiency of health personnel.

Monitoring should commence with the collection of baseline
data before the start of decentralization and continue as an ongoing
component of health-sector management. It requires the design
and implementation of suitable management processes for ongoing
data collection, analysis, and interpretation. Most importantly, it
must result in action based on the findings. Such action, in turn, is
greatly facilitated if appropriate linkages have been developed
between the different institutional actors who influence human
resources decisions.

In conclusion, the examples of decentralization’s impact on human
resources and the lessons derived from them should be seen as an alert
about the importance of human resources issues in planning and
implementing decentralization. The full implications of decentral-
ization for human resources demand further study and examination.
Interested readers may wish to consult three additional documents:
a description of one approach to dividing human resources functions
between the central and local levels that is included in the WHO
human resources toolkit, (27) a decentralization matrix for human
resources that the Pan American Health Organization is developing, (28)
and the checklists for human resources analysis published by the
European Commission. (8)
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armaceutical Management at

e Central and Local Levels

Richard Laing

DECENTRALIZATION MEANS DIFFERENT THINGS to differ-
ent people. Rondinelli and colleagues have suggested the following
classification. (1)

m Delegation (transfer of managerial responsibility for defined
functions to organizations outside the government structure)

® Deconcentration (transfer of some authority and responsibil-
ity to lower levels within government ministries and agencies)

m Devolution (transfer of power to subnational units of gov-
ernment outside central government control)

m Privatization (transfer of some government functions to vol-
untary organizations or private enterprise)

In summary, decentralization means the transfer of some author-
ity and responsibility from the central level to the local level. It may
occur because of political decisions or due to struggles from the
periphery. It may affect all sectors or only the health sector. The
decentralization process is often driven by financial constraints.

Pharmaceutical policy and programming cover both public and
private (commercial and nongovernmental) sectors and different lev-
els of the health system (hospitals and primary health care units).
Pharmaceutical policy frequently intersects with industrial, social,

65
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and financial policies. Changes are occurring against the background
of epidemiological transition (shift from acute to chronic disease),
new diseases (AIDS, resistant tuberculosis), structural adjustment
programs (reduced public-sector revenue, staff, controls), global
agreements and trade pacts (World Trade Organization, International
Conference on Harmonization), and pressures based on external
medical knowledge and innovations. See Figure 4.1.
Pharmaceutical policy and programming cover the following areas:

m Selection

m Procurement
m Distribution
m Rational use
m Financing

n

Quality assurance (2)

Selection

At the national level, in addition to drug registration, there needs to
be an essential drug list (EDL) of safe, efficacious, and cost-effective
drugs. (3) This list can be used for public-sector institutions; offered
to private and nongovernmental sectors; and used for decisions on
customs tariffs, tax incentives to producers and importers, foreign
currency allocations, and so forth. Such a list should ideally be
adjusted for the different levels of the health system. A generic drug
use policy is easy to enforce in the public sector, but difficult in the
private sector. The US example of automatic generic drug substitu-
tion may be worth emulating.

At the local level, regular selection of an institutional or regional
EDL, derived from the national list, is useful for standardizing pro-
curement, distribution, rational use of drugs, and quality assurance.
Selection may be made by drug and therapeutic committees in hos-
pitals or by regional or district drug committees. Such selection must
involve end users.
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Figure 4.1 Selection Issues

m Changing disease spectrum—acute to chronic, new diseases
(AIDS, etc.)

m Trade pact pressures
® External medical knowledge pressures

m Innovation pressures—"New is better!”

Procurement

At the national level, government may regulate procurement, under-
take tenders in different ways, or shift public-sector procurement to
local levels. When governments place tenders and stock large
reserves, inefficiencies and wastage occur, even though prices may be
good. If procurement is shifted to local levels, efficiency may or may
not improve, costs inevitably increase, and opportunities for corrup-
tion expand.

The Indonesian and eastern Caribbean systems, in which central
tendering for price on an “as needed” basis is combined with distri-
bution by suppliers to local district or country stores, appear to be
optimal. Nongovernmental organizations have effectively combined
their purchasing power to provide efficient, high-quality, low-cost
drugs in a number of African countries. The large nonprofit suppli-
ers, such as the International Dispensary Association (IDA), offer
alternatives to centralized procurement.

The private sector also faces choices in procurement between
multinational and local suppliers. Particularly when national, private-
sector companies combine production, distribution, and retail sale
(vertical integration), challenges exist.
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Distribution

In this area of pharmaceutical management, the private sector has a
clear advantage in transporting drugs from the center to towns and
hospitals. Frequently, private-sector distributors are more efficient in
managing warehouses or local storage depots. Problems do exist, at
least in the public sector, in transferring drugs to the most peripheral
health units. Lessons from the private sector may help the public sec-
tor deal with this problem, however. Small drugstores abound in
remote areas of Nepal and Bangladesh. In these countries, storekeep-
ers fetch their own drugs to ensure that they have something to sell.

Rational Use of Drugs

This is a complex area in which both the central and local levels have
a role to play. The central level needs to develop widely accepted
standard treatment guidelines (ST'Gs). These should be used for
selection of the EDL; procurement and distribution of drugs to dif-
ferent levels of the health system; training and examination of stu-
dents; and monitoring, audit, and evaluation of performance at
facilities. It may be easier for the central government to encourage or
enforce the use of STGs in the public sector (central and local).
Enforcing their use in the private sector may be impossible. However,
decentralized health authorities may find these ST'Gs useful for man-
agement and for defining what should be done at which level.

The central government may also have an important role in pro-
viding impartial information for prescribers, dispensers, and con-
sumers. This service may be contracted to a drug information center

placed in a university or the drug regulatory authority. Privatizing
this service may be dangerous.

Financing

When the central government decentralizes services, a major moti-
vation may be to reduce expenditures and increase revenues. Varied
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experiences exist. Initial efforts to increase fees locally have led to
dramatic declines in utilization. More recent studies suggest that if
quality improvements occur, utilization may actually increase. The
Bamako Initiative was an effort to generate funds locally through
drug sales to fund primary health care activities. Major problems
exist with this initiative, and few schemes have proved to be success-
ful and sustainable.

When financing systems are restructured, as occurred in Kenya,
changes may be neutral or even beneficial for pharmaceutical man-
agement. If financing reforms are not clearly thought out, however,
negative consequences, such as bypassing of facilities or inappropri-
ate prescribing, may result.

Although central expenditures may decline, there is no guaran-
tee that total expenditures will decrease. Rather, the opposite is
likely to occur due to inefficiencies in procurement, losses in local
storage and distribution, and polypharmacy. Revenue generation at
local levels may also increase, though not enough to match the
extra expenditures.

Quality Assurance and Regulation

In this area, the central government must continue to play a major
role. Drug registration needs to be centralized and adequately
funded. When drug registration is decentralized, as occurred in
India, or deregulated, as happened in Peru and Bolivia, major prob-
lems occur. Reciprocal recognition of registration has great risks if
applied retrospectively. Registration of producers, importers, distrib-
utors, and retail outlets is also needed, although enforcement may
need to be decentralized.

Quality assurance encompasses more than testing. It relates to all
aspects of pharmaceutical system management, which may be defi-
cient in peripheral facilities or areas. The role of quality assurance
laboratories is controversial. Few government quality assurance labs
function efficiently. This is an area in which contracting with
university, private, or international laboratories may be the most
sensible option.
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Discussion

Although there is a great deal of rhetoric about decentralization
improving efficiency, the evidence is mixed. Decentralization is
inequitable by its nature, and if pharmaceutical management
resources are inequitably distributed, the poor districts or regions will
inevitably get worse.

The central government can help the process of decentralization by:

1. Doing what it should do better:

EDL selection

Development of STGs

Regulatory and quality assurance activities

Procurement tenders on an “as needed” basis with private-
sector distribution

2. Not doing what it does poorly:

Managing large central stores
Distributing drugs

Delivering services

Directly training or supervising staff

3. Assisting local authorities to be more efficient:

Developing simple stock management and financial
systems

Providing STGs and appropriate training materials
Removing tax and tariff obstacles

Defining simple quality assurance measures for inspec-
tions and drug testing

Encouraging local financing systems that do not encour-
age excessive drug prescribing (such as fee-for-service)
Assisting local authorities to procure essential drugs
efficiently
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4. Educating the public about the new system of pharmaceuti-
cal management:
m Explaining what the central government will continue to
do and what will be done locally
m Providing impartial information on drugs
m Providing comparative price lists

Decentralization can affect pharmaceutical supply profoundly.
Some aspects can be beneficially decentralized, but others should
never be decentralized. The process of deciding which functions fall
into which camp is complex and difficult. There will be differences
among countries and, over time, within countries.
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A New Management Information
S Strategy for Decentralized Public
Health Services in the Philippines

Robert J. Timmons, Jose R. Rodriguez,
and Florante P Magboo

NATIONAL GOVERNMENTS HAVE TYPICALLY invested heav-
ily in health management information systems (MIS) that depend
on the steady flow of program information from community health
centers to national offices. However, the merits of an approach that
relies on client records and occasional national surveys to monitor
and evaluate family planning and maternal and child health (MCH)
programs are questionable. For governments that have transferred
the responsibility for planning, organizing, delivering, and financing
public health services to the local level, the need for a different
approach is evident. With decentralization comes an increased
demand for an integrated approach that provides disaggregated data
for local monitoring, which requires diverse methods to capture data
from clients and at-risk populations locally and nationally. Such an
integrated approach to monitoring and evaluation may prove attrac-
tive to local and national governments because it focuses on collect-
ing only the data that are essential to their needs.

The Philippines devolved health care to Local Government Units
(LGUs) in 1991. At the time, the Department of Health (DOH)
relied on the Field Health Services Information System (FHSIS) to
collect and consolidate data on clients served by 17 primary health
care (PHC) programs. FHSIS had been developed to integrate

monitoring of PHC programs and expedite processing of data from
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health centers to the DOH. Its emphasis on consolidating data from
health facilities in communities and municipalities for the national
government, and its dependence on computerization to do so, made
FHSIS a poor fit for the postdevolution era in which LGUs exercise
considerable independence.

Five years later, the DOH, with assistance from the US Agency
for International Development (USAID), adopted a new national
strategy for monitoring and evaluating family planning and MCH
services. In this strategy, the national and local governments play
complementary roles in monitoring and evaluating family planning
and MCH programs. The strategy exploits a variety of data sources
at different levels of the health care system to provide appropriate
data on client and at-risk populations. It emphasizes the use of com-
munity- and facility-based data for decision making at local levels,
provincial multi-indicator cluster surveys conducted by local research
institutions to measure program performance from public and pri-
vate sectors, and riders to national annual surveys that serve the
interests of many ministries.

Background to the New Strategy

Fertility, mortality, and natural increase in population have declined
in the Philippines since the inception of its population program in
1969. The total fertility rate has declined from 5.8 children in 1970
to an estimated 4.1 in 1997. Life expectancy has risen from 55.7 to
an estimated 66 years over the same period. Infant mortality has
dropped from 56.9 per 1,000 births in 1980 to 34 in 1997. Maternal
mortality is 280 per 100,000. The rate of natural increase in popula-
tion has dropped from 3 percent to 2.3 percent. (1)

According to the 1993 National Demographic Survey, 62 percent
of births in the Philippines are high risk. Contraceptive use has dou-
bled from 20 to 40 percent since 1970, and the use of modern meth-
ods rose from 15.5 percent in 1980 to 24.9 percent in 1990 to 30.2
percent in 1996. (2) However, there is a substantial unmet need.
Fifty-one percent of married women of reproductive age want no
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Table 5.1 Devolution in the Philippines

Level Health Care Responsibilities

DOH Foreign-funded national programs; experimen-
tal national programs; regulation, licensing,
and accreditation; regional hospitals; special-
ized health facilities

LGUs
Provinces and chartered  Hospitals; tertiary services
cities (78)

Municipalities (1,543) PHC and MCH; disease control; access to sec-
ondary and tertiary care; purchase of medi-
cines, supplies, equipment

Barangays (41,924) Health stations

more children, and 19 percent want to wait two years before having
a child. To meet these needs and continue to reduce the total fertil-
ity rate to projected levels, the number of married women of repro-
ductive age using contraception must rise from less than 6 million in
1995 to nearly 16 million in 2020.

Starting in 1991, the DOH turned over 595 hospitals; 12,859
rural health units, municipal health centers, and darangay (commu-
nity) health stations; and 46,080 personnel to 78 provinces, 1,543
municipalities, and 41,924 barangays (see Table 5.1). As a result,
barangays became responsible for maintaining health stations, and
municipalities became responsible for implementing PHC, MCH,
and communicable and noncommunicable disease control services;
access to secondary and tertiary health services; and purchase of
medicines, supplies, and equipment. Provinces and chartered cities
took charge of hospitals and other tertiary health services. The DOH
retained components of national programs that are funded from for-
eign sources; nationally funded programs that are in the process of
being pilot tested or developed; health services and disease control
programs that are covered by international agreements; regulatory,
licensing, and accreditation functions; and regional hospitals, med-
ical centers, and specialized health facilities. (3)
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Devolution of health care to LGUs has significantly reduced the
reliability of FHSIS data. FHSIS is the DOH’s principal monitor-
ing system for 12 programs, but it has struggled for adequate
resources. USAID has supported FHSIS’s development and cluster
surveys in the provinces, and it currently funds an annual national
family planning survey and a national demographic survey every five
years. The DOH’s family planning and MCH services have relied
heavily on information from the FHSIS and on occasional national
and provincial surveys over the past 10 years. The managers of fam-
ily planning services have gone directly to the regions for FHSIS
data when data were unavailable nationally, but the DOH’s MCH
services have not received data regularly from FHSIS since devolu-
tion. FHSIS reporting to LGUs and the DOH has recently been
simplified and pilot tested, and a modified version is being imple-
mented nationwide.

Some national and local nongovernmental organizations (NGOs)
are forwarding their service statistics to the public sector to be
included in national figures. This practice has led to double counting
in some instances. The Social Marketing of Contraceptives Project
and major pharmaceutical suppliers use dealer polls and sales reports
and conduct drugstore audits four to six times each year to estimate
couple-years of protection and contraceptive use.

Strategic Framework

In the future, family planning and MCH services will require that
the DOH and LGUs coordinate information activities and share in
their funding. LGUs should assume considerable responsibility for
monitoring and evaluating the services they deliver as the DOH
adapts to its new role of setting the national agenda and providing
technical assistance to LGUs.

A monitoring strategy that exploits a variety of data sources at dif-
ferent levels of the health care system is the best choice for decen-
tralized services. The monitoring strategy that Management Sciences

for Health has designed asks both the DOH and local governments
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Figure 5.1 MIS Strategy for Family Planning, MCH, and Nutrition

Services
DOH & REGIONS:
m Demographic & Health Survey
m Family planning & MCH riders
REGIONS

LGUs:
LOCAL GOVERNMENT ] Multi-indicatlor clustfeg Stijjrveys
m Situation analyses o ]
UNITS (LGUs) ® Requests to province or DOH for
training, supplies, equipment, or
facility improvements
m Review of service records & client
responses
m Facility- or community-based
monitoring

to play important roles in monitoring and evaluating the family plan-
ning and MCH programs. The strategy emphasizes the use of pro-
gram data for decision making at local levels; provincial cluster
surveys to measure the performance of family planning and MCH
programs in the public, nongovernmental, and commercial sectors;
and riders to the National Statistics Office’s Labor Force Survey and
to periodic Demographic and Health Surveys to evaluate impact on
the population. Figure 5.1 summarizes this strategy. It shows what
sources of data can be used to evaluate quality of care at facilities, uti-
lization of resources, program performance, and population outcomes.

The strategy addresses the key needs identified in two recent stud-
ies. A 1996 survey of cooperating agencies conducted for USAID’s
Center for Population, Health, and Nutrition concluded that infor-
mation is needed for policy change and reform, program planning,
management, resource allocation, and program sustainability. (4)
Meeting the needs of host countries and local program managers was
viewed as primary. The survey also pointed to a growing need for
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disaggregated information at local levels for management and plan-
ning. The agencies surveyed also concluded that attention needed to
be paid to assessing the cost-effectiveness of routine information sys-
tems versus surveys.

A recent report took the Philippines as the subject of one of its
case studies. The report found that “performance monitoring systems
should emphasize the routine examination of data at the level at
which they are collected. Even lowly [sic] skilled workers can be
trained to perform simple monthly or quarterly comparisons. It is
evident there is a need to encourage more widespread use of simple,
systematic analyses for local program monitoring.” (5)

National Information Needs

Among its postdevolution functions, the DOH defines national
health policy; formulates and implements the national health plan;
and assists, coordinates, or collaborates with local communities,
agencies, and international organizations in health-related activities.
It also functions to collect, analyze, and disseminate information on
the country’s health situation; propagate health information and edu-
cate the population; undertake health and medical research; and con-
duct training in support of its priorities, programs, and activities. To
discharge these duties, the DOH must know the outcomes from ser-
vices delivered by LGUs, and it must integrate this information into
its strategic planning for the nation.

The DOH needs data on the national health situation as mea-
sured by program effects (change in contraceptive prevalence, for
example) and impact (change in fertility, for example). However, ser-
vice providers’ unremunerated burden of collecting volumes of data
is well known in the Philippines and in many other countries that are
developing health MIS. It also comes as no surprise that national
health policy makers and program managers have greater confidence
in the accuracy of information from surveys and special studies than
in information from national service statistics. Findings from recent
surveys and from the commodities distribution and logistics MIS
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verified significant irregularities in national family planning service
statistics.

Sources of Information for the National Level

~The National Statistics Office, in collaboration with the Health
Intelligence Service of the DOH, has conducted the National
Health Survey every five years. The most recent one was in 1992.
The National Statistics Office has also conducted the National
Demographic Survey (one of the demographic and health surveys
funded worldwide by USAID) every five years in collaboration with
Macro International. The last National Demographic Survey in the
Philippines was in 1993. To reduce costs and improve quality, the
strategy calls for the DOH to incorporate important health indica-
tors from its National Health Survey into the National Demographic
Survey to create one demographic and health survey. A National
Demographic and Health Survey was conducted in 1998 by the
National Statistics Office with technical assistance from Macro
International. The National Statistics Office is also authorized to
conduct a census every decade, and sometimes every five years, as
was the case in 1990 and 1995. Projections to three years are made
based on the censuses for the nation, provinces, and urban and rural
areas. The Office plans to update its expanded sample of households
annually.

At the national and regional levels, the new strategy will rely heav-
ily on national household surveys. To carry out these surveys cost-
effectively, the National Statistics Office, in collaboration with the
DOH, is conducting family planning and MCH surveys as riders to
its Labor Force Survey each year (except for the years when a
National Demographic and Health Survey is conducted). USAID is
currently funding the riders. The family planning survey is in its
third year, and the first MCH survey was conducted in 1997. Results
from past family planning surveys showed an increase in modern
contraceptive use and a decrease in traditional method use. Regional

contraceptive prevalence varied from 13 percent in the Autonomous
Region of Muslim Mindanao (ARMM) to 59.9 percent in Region
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XI. Results from the 1997 MCH survey revealed that 58.2 percent
of children 12 to 23 months of age were fully immunized by their
first birthday, and 52.4 percent of the youngest children were pro-
tected against neonatal tetanus. Consolidated service records approx-
imated significantly higher immunization and tetanus coverage in
the past. In the future, the DOH will take responsibility for analyz-
ing data from these surveys to facilitate program planning and
implementation.

In addition to the national survey riders, use of reversible contra-
ceptive methods is reported by a commeodities distribution and logis-
tics MIS supported by USAID. Couple-years of protection, as
reported by the commodities distribution and logistics MIS in 1995,
represented 19.6 percent (of married women of reproductive age who
obtained a reversible method of contraception), compared with the
16.9 percent estimated by the National Statistics Office’s family
planning survey. Couple-years of protection as reported by the com-
modities distribution and logistics MIS has been a reasonably reli-
able proxy of reversible contraceptive use. However, data from the
FHSIS showed a much higher percentage (26.8) of married women
of reproductive age obtaining a reversible method, excluding the
commercial sector. In 1993, FHSIS data showed about 91 percent of
children under 12 months of age fully immunized, whereas the
National Demographic Survey showed that 71.5 percent of children
aged 12 to 23 months were fully immunized. MCH cluster surveys
have supported the National Demographic Survey finding. The new
strategy expects FHSIS to play a more important role in local deci-
sion making for family planning and MCH services rather than in
reporting at the national level.

Information Needs of Local Government Units

Sources of Information for Local Government Units

Local governments need information on the effects services have on
communities (contraceptive prevalence or proportion of children
fully immunized, for example) so that they can better meet people’s
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needs. They also need information on how services are utilized
(number of family planning acceptors or number of children vacci-
nated for measles, for example) to better manage service delivery.
Routine health service data are relatively cheap and easy to collect.
However, providers are often overburdened by demands to collect
data. They are rarely expected to analyze the data themselves, but
they do not usually receive feedback from higher levels of authority
either. The quality of the data collected, therefore, is often poor, and
collecting data is not cost-effective.

Health service statistics can provide information on the number
of clients seen or the number of visits, but they rarely provide infor-
mation on the population at risk or the population covered by the
service. Surveys do provide information on program coverage and
can complement routine statistics when conducted periodically. In
the Philippines, LGUs that allocate program resources to conduct
routine cluster surveys for monitoring family planning and MCH
services can help fill the gaps in the national health MIS. They can
provide a clear picture of target populations at a specific time and, if
conducted as planned, can profile the women and children most at
risk. Provincial and city officials can use such information to design
better family planning and MCH programs and reallocate resources.

LGUs also need to monitor the quality of care delivered at their
health facilities. Health facility assessments (situation analyses) have
proved to be a quick and effective way to evaluate important ele-
ments of service delivery (facility conditions, supplies and equip-
ment, trained personnel, services provided, health worker practices,
record keeping, and reporting, for example). It is also reliable and
inexpensive to use selected indicators of quality of care from health
facility assessments to certify facilities as meeting national standards.

CLUSTER SURVEYS FOR PROVINCES AND CITIES. Specifically,
provinces and large cities can complement FHSIS data gathering by
conducting multi-indicator cluster surveys annually or as needed based
on anticipated achievements (change in an indicator may not be sig-
nificantly different from the survey’s margin of error, thereby necessi-
tating less frequent survey intervals). The DOH, in its new role in the
postdevolution era, can assist provinces and cities in planning and bud-
geting for cluster surveys, and local academic institutions can design,
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conduct, and report results to governors and mayors and, in turn, to
the DOH. Involvement of research institutions geographically dis-
tributed throughout the country will also build capacity for local
health program planning and implementation and increase the long-
term sustainability of monitoring efforts among LGUs. LGUs would
be expected to conduct multi-indicator cluster surveys about every
three years, and they are encouraged to revise the survey question-
naires to meet their particular information needs, as long as data are
collected on a core set of indicators.

SURVEY DESIGN. The DOH chose to use the standard multi-
indicator cluster survey (MICS) design documented by UNICEF. (6)
The surveys focus on four indicators: contraceptive prevalence (per-
centage of women of reproductive age who are currently using pro-
gram or nonprogram family planning methods), the fully immunized
child (percentage of living children between 12 and 23 months of age
who have been vaccinated before their first birthday against tubercu-
losis, diphtheria-pertussis-tetanus, polio, and measles), tetanus
toxoid coverage (percentage of pregnant women and mothers of
reproductive age with children under five who have received at least
two doses of tetanus toxoid), and vitamin A coverage among children
under five.

Based on the lowest prevalence (coverage) among these indicators
and other design considerations, the first round of MICS has each
province or city sampling 15 respondents in each of 62 Jarangays
(clusters). The number of clusters was increased more than the num-
ber of respondents per cluster because barangays are considered quite
homogeneous, and most of the variability will be explained between
barangays rather than within them. (7)

This design is used because it is relatively easy to plan and conduct
and does not require the listing of households. However, the second
stage of sampling uses the random walk method for selecting house-
holds, and for this reason, the design does not result in a probability
sample (a quota sampling procedure is used such that contiguous
households are visited in each cluster until information has been gath-
ered on the required number of the target sample, usually children
between 12 and 23 months of age). Therefore, once the random walk
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method is introduced, the actual margin of error is no longer known.
Training of interviewers, ensuring that procedures are followed, and
supervision during the survey are critical to accurate statistics.

In subsequent rounds of MICS, provinces and cities may be
advised to consider a second-stage method that results in a probabil-
ity sample at little additional effort and cost. Researchers sketch
maps of sample clusters, from which subclusters or segments of
about equal size can be created. Then one segment in each cluster is
chosen at random, and all individuals in the target groups in all the
households in the selected segments are interviewed. Since all
households in the segment are chosen, listing of households is not
required. (8) Segmenting darangays may be difficult, however,
because of the considerable variability among urban and rural
barangay populations.

1MPLEMENTATION. The DOH and many LGUs have experience
in planning and conducting cluster surveys. Most LGUs conducted
Expanded Programme on Immunization (EPI) cluster surveys
between 1990 and 1992. In 1991, the DOH carried out contracep-
tive prevalence cluster surveys in six selected provinces, and it con-
ducted another 30 in 1993. In 1994, a national, integrated MCH
cluster survey was conducted to estimate immunization coverage, use
of oral rehydration therapy, management of acute respiratory infec-
tion, maternal care and breast-feeding, iron supplementation, and
contraceptive prevalence. In 1995, a few more LGUs conducted con-
traceptive prevalence surveys. Finally, the National Statistics Office,
supported by UNICEEF, recently conducted a national multi-indicator
cluster survey to measure progress toward mid-decade goals for
immunization coverage, vitamin A supplementation and dietary edu-
cation, salt iodization, use of oral rehydration therapy, and water sup-
ply and sanitation. For most of these surveys, the DOH provided
technical assistance and support. For the 1993 contraceptive preva-
lence surveys, LGU staff conducted the cluster surveys in other
LGUs. International assistance and research institutions have played
various roles in planning and conducting the surveys.

As part of the new management information strategy, the DOH,
with USAID assistance, asked the 46 LGUs participating in the
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LGU Performance Program to complete a questionnaire on their
experience with cluster surveys. Of the 27 LGUs that reported, 21
have conducted cluster surveys: 13 have conducted EPI cluster sur-
veys, 5 have conducted contraceptive prevalence cluster surveys,
and 3 have carried out multi-indicator MCH cluster surveys. Most
of the 27 participated in data collection. Six or 7 participated in
data processing and analysis. Ten reported having difficulty locat-
ing households and conducting interviews, 4 reported difficulty in
processing and analyzing the data, and 5 said that securing fund-
ing was difficult.

Most LGUs (18 of 27) want to share responsibility for conduct-
ing cluster surveys with research institutions. Nearly all LGUs
responded that they can play a major role in training interviewers
and in collecting data but need assistance in planning and design-
ing the surveys and analyzing the data. The DOH has identified the
research institutions that are most capable of planning and con-
ducting multi-indicator cluster surveys, and the 46 provinces and
cities have paired with research institutions mostly within their bor-
ders or in their regions. Some of these institutions are experienced
in conducting surveys and in working with LGUs. In this first
round of MICS, about 30 research institutions were selected to con-
duct the 47 provincial and city surveys. The DOH can establish a
means of accreditation to reduce the field of research institutions to
a more manageable size, and provinces and cities may wish to con-
sider competitive bidding among research institutions to control
costs.

Results from the 46 LGUs unmask variability that national house-
hold surveys hide. For example, Table 5.2 shows that the contracep-
tive method mix in the LGUs is significantly different but that there
are some consistencies within regions. Pills are the most popular
modern method in the Philippines, and in Region V1, the modern
method used is predominantly pills. However, pill use varies from
11.4 percent in Benguet Province in Cordillera Autonomous Region
(CAR), where female sterilization and condom use are high, to 46

percent in Bacolod City in Region VI, where use of all other mod-
ern methods is low.
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IUD use varies from less than 1 percent to 30.5 percent among
LGUs. In Region VI, IUD use is consistently low, but it is consis-
tently high in Region X. Use of injectables varies from a low of 0.4
percent to a high of 15.4 percent. Female sterilization varies from less
than 1 percent in Isabela to over 28 percent in Pampanga. However,
female sterilization is high in all five LGUs in Region III and in
CAR, where it is 24.3 and 24.6 percent in Baguio City and Benguet
Province, respectively. In Regions VI and X, female sterilization is
consistently low.

Condom use ranges from 0.1 percent in Ilocos Sur Province to
11.2 percent in Benguet Province. Use of the lactational amenorrhea
method is greater than 10 percent in five LGUs in four regions. In
regions where calendar/rhythm use is high, withdrawal use is low,
and vice versa. Among women of reproductive age who are not using
any method, 16.2 percent are afraid of side effects.

The MICS also reveal that protection at birth against neonatal
tetanus ranges from 37.7 percent in Maguindanao to 86.4 percent
in Benguet Province, and 37.3 percent of women not receiving a
tetanus toxoid vaccine are not aware of it. Fully immunized child
coverage varies from a low of 58.6 percent in Pampanga in Region
III to a high of 93.6 in Davao City, Region XI. Zamboanga City
in Region IX also has a low coverage rate, whereas the four
provinces in Region XTI have high coverage rates (see Table 5.3). To
estimate fully immunized child coverage, children 12 to 59 months
of age rather than children 12 to 23 months were sampled to
reduce survey costs for LGUs. Vitamin A coverage during the
Knock QOut Polio campaign in April 1997 was consistently high.
Mothers’ not taking their children to the health center is the most
important reason for children not receiving vitamin A supplemen-
tation (46.7 percent).

Donors with projects in LGUs participating in the LGU Per-
formance Program have shown interest in taking part in and
supporting planning and implementation of the proposed multi-
indicator surveys. Other USAID institutional contractors have
expressed.interest in using the MICS to collect data that are impor-
tant to their project interests.
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Table 5.2  Contraceptive Method Use, 1997 Multi-Indicator Cluster Surveys (Percentage)
Female Calendar/
Region/LGUs Pill IUD Injectable Sterilization Condom LAM Rhythm Withdrawal Others
Region |
La Union 38.8 34 13.5 11.0 2.8 5.7 17.9 3.0 39
llocos Sur 34.1 1.8 2.0 10.4 0.1 13.7 11.6 18.6 0.7
Pangasinan 31.7 3.9 13.3 1.3 3.9 27 5.7 8.6 18.9
Region i
Isabela 45.8 113 14.2 0.8 1.4 45 8.0 4.6 24
Cagayan Province 39.8 14.1 7.2 5.8 15 12.2 7.0 9.2 3.2
Region Hl
Bataan 21.6 6.7 8.2 235 2.1 24 11.3 235 0.7
Bulacan 36.4 3.7 8.4 1.2 5.0 4.2 8.4 20.6 21
Tarlac 241 7.2 6.8 24.1 1.8 25 7.6 247 1.2
Pampanga 19.8 0.2 5.9 284 2.6 4.2 6.8 31.0 1.0
Nueva Ecija 30.3 55 13.5 19.0 0.8 55 3.0 21.9 05
Region IV
Cavite 28.3 55 9.8 133 1.2 2.4 14.6 16.3 1.6
Palawan 394 1.6 55 10.0 43 — 14.1 5.7 194
Region V
Albay 28.9 4.9 9.7 35 6.0 35 15.1° 14.2 14.2
Masbate 56.1 1.6 04 5.7 33 33 155 7.9 6.2
Region Vi
Capiz 45.1 6.6 29 3.6 0.7 10.3 16.7 12.6 1.5
lloilo Province 22,6 2.8 9.4 6.9 3.2 9.2 36.1 9.2 0.6
Negros Occidental 37.6 8.6 13.4 25 4.7 8.6 17.9 6.5 0.2
lloilo City 34.9 29 3.4 7.4 35 13.7 20.4 — 13.8
Bacolod City 46.0 36 3.8 4.2 6.6 8.5 20.6 5.3 1.4
Region VH
Negros Oriental 29.1 19.0 8.1 3.5 39 0.2 32.9 5.2 0.4
Bohol 21.2 9.2 10.8 85 8.2 19 34.6 4.4 1.2
Cebu City 149 123 12.6 5.6 8.8 9.1 26.6 79 22
Cebu Province 19.8 124 10.4 75 6.6 0.4 29.6 12.2 1.1
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Region Vil
Leyte
Region IX
Zamboanga City
Zamboanga del Sur
Region X
Bukidnon
Cagayan de Oro City
Misamis Oriental
Misamis Occidental
Region X!
Davao del Sur
Davao City
Davao Norte
South Cotabato
Davao Oriental

Region XII
North Cotabato

ARMM
Maguindanao

Caraga
Surigao del Sur
Surigao del Norte

CAR
Baguio City
Benguet Province
NCR*
Pasig
Quezon City
Malabon
Muntinlupa
Pasay City

27.7

42.9
31.7

283
19.4
251
29.8

280
23.8
29.8
31.8
24.7

314
33.0

245
36.8

16.9
11.4

326
27.1
32.2
36.1
37.4

8.9

7.8
16.3

222
299
30.5
13.2

16.5
17.9
15.5
14.0
15.4

18.0

14.0

14.0

12.0

13.6
15.2

13.0

3.2

243
24.6

12.3
13.7
17.8
12.0
10.6

23

4.0

2.8
3.6

0.6

=
W Ny =

304

20.8
33.3

275
21.2
23.7
30.7

21.6
23.7
21.0
21.9
30.2

16.7

20.0

16.0
17.5

13.4
17.8

124
12.4

12.1
201

27.6
23.2
19.2
12.9
15.8

*NCR=National Capital Region



Table 5.3  Fully Immunized Children 12 to 59 Months of Age, 1997 Multi-Indicator Cluster Surveys (Percentage)

Region/LGUs BCG OPV3 DPT3 Measles FiC
Region |

La Union — — — — 62.1

llocos Sur 97.2 88.8 85.5 84.4 76.9

Pangasinan 89.0 793 789 75.4 67.1
Region Il j

{sabela 69.5 67.6 68.6 66.7 735

Cagayan Province 943 84.6 84.4 82.9 80.7
Region Il ‘

Bataan 985 94.7 94.0 93.1 822

Bulacan 93.5 91.8 921 90.4 81.7

Tarlac 86.0 755 75.6 74.6 73.8

Pampanga 70.9 59.1 59.1 58.6 58.6

Nueva Ecija 70.1 63.3 63.8 63.6 63.3
Region IV j

Cavite 96.6 91.0 92.0 91.4 787

Palawan — —_ — — 64.8
Region V

Albay 92.8 87.2 88.8 85.8 80.4

Masbate 78.1 75.0 74.9 75.6 62.8
Region VI

Capiz 97.1 93.9 93.6 90.1 81.1

lioilo Province 97.8 96.0 95.8 93.0 88.1

Negros Occidental 99.1 92.9 92.4 92.4 87.2

tloilo City 93.2 92.9 90.3 96.7 85.0

Bacolod City 99.0 89.3 89.2 88.5 74.6
Region VI

Negros Oriental 95.4 873 87.2 83.9 72.7

Bohol 93.5 87.7 88.2 85,0 79.5

Cebu City 98.7 91.9 91.7 90,3 80.5

- Cebu Province 89.6 85.6 85.4 78,3 77.7

&5
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Region VIII
Leyte
Region IX
Zamboanga City
Zamboanga del Sur
Region X
Bukidnon
Cagayan de Oro City
Misamis Oriental
Misamis Occidental

Region XI
Davao del Sur
Davao City
Davao Norte
South Cotabato
Davao Oriental

Region Xl
North Cotabato

ARMM
Maguindanao

Caraga
Surigao del Sur
Surigao del Norte

CAR
Baguio City
Benguet Province
NCR*
Pasig
Quezon City
Malabon
Muntinlupa
Pasay City

99.6

973
90.2

97.1
96.8
89.2
84.6

97.3
98.0
97.3
96.4
99.3

96.0
81.2

95.6
96.9

92.7
97.5

96.0
945
99.0
99.0
98.0

94.7

91.2
87.9

93.4
93.1
90.2
82.9

91.7

96.1
95.3
95.8

89.0
71.0

90.3
92.6

89.7
93.1

84.4
88.0
96.0
88.0
92.0

94.5

90.8
86.1

92.9
93.2
20.3
82.4

20.3
96.6
96.2
93.9
96.9

88.0
72.0

88.7
92.6

90.0
93.3

84.6
89.2
96.0
89.0
923.0

91.9

86.5
82.2

93.2
90.1
87.2
80.1

88.8
95.0
94.6
92.0
95.0

86.0
747

85.8
86.8

89.0
90.8

80.2
86.0
94.0
89.0
92.0

80.5

77.7
81.0

87.8
89.2
82.9
86.7

845
93.6
93.3

88.0
80.0
60.2

80.0
86.6

81.8
735

774
80.9
89.0
82.0
87.0

Sources: Based on vaccination card and verification of mother’s recall from health center records.

*NCR=National Capital Region
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Health Facility Assessments

Governments often fail to include routine monitoring of their health
facilities’ preparedness to deliver high-quality services. Information
on health program inputs and processes can help managers make
well-informed decisions about allocating limited resources or chang-
ing delivery procedures. For example, a recorded stockout of pills in
a barangay or municipality might explain why the number of women
who were resupplied with pills decreased in the past quarter. Lack or
poor quality of training in certain contraceptive methods might
explain why clients are choosing one method disproportionately over
all others.

The new strategy will use health facility assessments to periodi-
cally evaluate city health centers, municipal and rural health units,
and barangay health stations in the Philippines. The assessment
instruments have been developed as modules for ease of use. A key
set of interview questions and observations will be identified to cer-
tify that health facilities are meeting standards established by the
DOH or are deficient and in need of technical assistance, training,
supplies, or equipment. The DOH is initiating facility assessments
as part of an annual certification program. Certification teams will be
composed of DOH and LGU staff that will target health centers in
cities and rural health units in municipalities the first year. Summary
reports will be forwarded to the City or Municipal Health Officer
and to the Mayor’s office. Subsequently, city or municipal staff pri-
marily from health centers or rural health units will be expected to
assess and certify barangay health stations within their jurisdictions.

In the recent past, provinces and cities participating in the LGU
Performance Program were required to complete annual compre-
hensive plans based on similar information from lower devolved
units (barangay health stations, rural health units, municipal hospi-
tals, and so forth) and other organizations directly involved in pro-
viding services to the target populations. As an annual exercise for
provincial and city health or population offices, it has proved to be a
difficult process that takes months and produces questionable results.




A New Management Information Strategy 91

For this reason, the process has been further decentralized, and the
purpose has been changed from preparing a planning document to
assessing quality of care at facilities, facility certification, and requests
for assistance where deficiencies are found.

Monitoring at Facilities and in Communities

Family planning and MCH clients are served by facility-based staff
and by volunteers in darangays throughout the nation. Some combi-
nation of government community health workers and other volun-
teers from nongovernmental organizations interacts with midwives
at barangay health stations to provide services. Some provinces and
cities have formed population offices to administer family planning
services separately from their health offices. Devolution and the vari-
ety of service delivery models for family planning have made it dif-
ficult for LGUs to conform to nationally standardized recording and
reporting at facilities. Also, low contraceptive prevalence, high unmet
need, and the high proportion of married women of reproductive age
with pregnancy-related health conditions have led LGU health offi-
cials to reinvest in community health worker networks. (9)

FHSIS, the national health information system that consolidates
service records at each level of authority, has been difficult to main-
tain since its inception and was severely hampered by devolution. It
is unlikely that FHSIS, even in a modified state, can meet informa-
tion demands at the local and national levels. Nor should it be
expected to. However, community volunteers and staff at health
facilities, municipalities, and LGUs need to take advantage of the
information available from the delivery of health services. A modi-
fied FHSIS that focuses on local levels can provide information on
service utilization to help staff make decisions about delivery of ser-
vices. If emphasis is on the local use of data and not on consolidat-
ing and reporting to regional offices and the DOH, LGUs will have
some freedom to adapt systems to meet their particular needs.

Recently, the FHSIS has been modified and implemented nation-
wide. The modified FHSIS produces a “minimum set of indicators”
and simplifies the “flow of municipal/city health data to the national



92 MYTHS AND REALITIES ABOUT DECENTRALIZATION

level by reducing data volume . . . ; replacing health facility reporting
by a municipal/city consolidated reporting; reducing the frequency of
the reporting . . . ; and designing both manual and computerized
data processing at the provincial level.” (10) FHSIS can become an
important element of the strategy, especially if it is modified to allow
for community-based data gathering and is redirected toward using
service statistics locally to manage services.

Conclusions

Although the management information strategy promotes use of dif-
ferent, independent sources of data from a variety of funding sources,
sustainability is likely to be a serious concern. Cluster surveys con-
ducted by LGUs participating in the LGU Performance Program
will be funded by the project. The family planning and MCH riders
to the Labor Force Survey are currently funded by USAID. However,
the Family Planning Service of the DOH has increased its annual
budget so that it can support the national family planning survey in
the future. The strategy’s focus on using health facility assessments
to monitor quality of care, health service statistics for local decision
making, capacity building of regional research institutions to help
LGUs conduct cluster surveys, and riders to the National Statistics
Office’s annual Labor Force Survey are elements of a framework
intended to produce comprehensive, high-quality information at a
reasonable cost. However, unlike an information system that con-
centrates on consolidation of health services statistics at all levels and
for which costs are rarely disaggregated from other costs, the cost of
surveys is usually conspicuous, and surveys are perceived as expen-
sive. LGUs and the family planning and MCH services of the DOH
should be vigilant about evaluating the costs and benefits of the
information expected to be available if the strategy is enacted and

should modify the data collected and the methodologies used as
needed.
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DPoes Decentralization Lead to

N W%Better—(hlahty Services?

Steven Solter

DECENTRALIZING HEALTH SERVICES is a major trend world-
wide, with a variety of developing countries trying different models
with regard to the speed of implementation and the degree of auton-
omy allowed to provincial and district health managers. As control
over budgets and decision making has shifted to lower levels of the
health system, concern has been expressed about the impact on the
quality of services being delivered.

One thing is certain about the impact of decentralization on the
quality of health services: it is extremely difficult to determine just
what that impact is. First, there is the time dimension. Even in sit-
uations in which decentralization has been phased in over several
years, there has been initial confusion as well as difficulties regard-
ing new roles and responsibilities. This confusion inevitably affects
the quality of services being delivered. But since many other vari-
ables are also at play (e.g., new local staff are hired; new national
policies, other than decentralization, are implemented), it is next to
impossible to tease out those factors specifically related to decen-
tralization and to determine to what extent the observed changes in
quality of services are owing to decentralization alone.

The difficulty in identifying quality changes secondary to decen-
tralization can be seen in an example from Indonesia during the

early 1980s. When the Indonesian Ministry of Health (MOH)
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decided to experiment with decentralization in three provinces, funds
were made available to the provincial health departments to use as
they saw fit, subject to minimal restrictions. This experiment lasted
for seven years. Even at the end of that time, provincial health offi-
cials remained unclear as to what policies they could implement in
the province without first receiving Jakarta’s blessing. With confusion
regarding what was allowable at the provincial level, health staff at
the district and subdistrict levels were even more uncertain as to
what they could or could not do. What effect all this confusion and
uncertainty had on the quality of health services provided by gov-
ernment-sector health facilities (puskesmas and puskesmas pembantu,
which provided the majority of primary health care services) could
not be determined with any reliability.

This chapter explores the theoretical connection between quality
and decentralization. It then examines what happened when the
Philippines decentralized its health system, beginning in 1993. Lessons
that can be drawn from the Philippines experience are shared, and
the chapter concludes with some final thoughts on the link between
quality and decentralization.

Quality and Decentralization: What Is the Connection?

The quality of services provided by primary health care workers can
be understood by looking at three different perspectives: the man-
ager’s, the health worker’s (or health care provider’s), and the client’s.

A manager is concerned primarily with managing people and sys-
tems. The focus is usually on such issues as obtaining adequate staff,
funds, and vehicles. In well-managed health programs, managers
focus on ensuring that an appropriate range of high-quality services
is available to clients seeking those services at a service delivery point.
This means that the manager’s most important task is to ensure that
the provider-client interaction meets the needs of the client and is of
high quality. This also means that the manager is managing for
results or outcomes rather than for inputs (such as vehicles and
staff), which is most often the norm.
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The term fully functional service delivery point is used to describe
a facility (such as a health center or village health post) that provides
the cluster of appropriate services. A service delivery point is fully
functional if it has trained staff; a stock of supplies, equipment, and
pharmaceuticals; a facility with such basics as running water; a refer-
ral system; and information for making decisions. If all these are pre-
sent, a service delivery point has the potential to deliver quality
services, but for quality services to actually be delivered, more is nec-
essary. For example, a trained nurse will not provide quality services
unless she or he is motivated and receives periodic refresher training
(the same is true of doctors and midwives). Similarly, merely having
drugs in a clinic does not guarantee that the doctor or nurse will use
the drugs in a rational manner. Likewise, the availability of informa-
tion does not mean that it will be used appropriately for decision
making. A critical challenge for primary health care managers is to
develop a minimum management package that ensures that service
delivery points in their catchment areas are fully functional and
deliver quality services. Decentralization by itself does not cause
health workers to provide high-quality services. Managers may take
advantage of decision-making authority granted by decentralization
and make good decisions. Or managers at the local level may actu-
ally make things worse by making bad decisions.

Quality from the perspective of health providers often focuses on
competence. Health workers want to be competent in what they do
and frequently blame the health system for failing to provide the
supplies, equipment, and drugs necessary to provide competent or
high-quality services.

From the clients’ perspective, the main concern is that their needs
are met when they interact with the health system or visit a health
facility. This often means that they return home with a drug or med-
icine that the health facility has provided, that they have been treated
with respect and consideration, and that they feel that the health
provider knew how to treat the presenting problem.

Summing up, there are a number of important functions or factors
in a health system that determine quality and are affected by decen-
tralization. Among the most important are:
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® training received by health workers (both preservice and
in-service)

m health workers’ experience

m health workers’ motivation

m the drugs, supplies, and equipment, as well as the health
facilities available

m the system in which health workers operate (especially the
level and quality of supervision, the presence of a function-
ing referral network, and adequate information and com-
munication for making decisions and informing clients)

Taking each of these factors in turn illustrates some of the issues
raised when a health system decentralizes and the quality of health
worker and health system performance is assessed.

Training

When training is decentralized, provinces or districts are expected
to manage the health worker training system, rather than this being
done by the central MOH. The problems that occur at the local
level usually have more to do with inexperience than with lack of
competence.

To cite the Philippine experience, in-service training of health
workers has remained centralized far longer than some other com-
ponents of the health system. Provinces are only now in the process
of taking over responsibility for most in-service training. Some rela-
tively complicated components of training, such as the course for the
Integrated Management of Childhood Illness, are still managed by
the Department of Health (DOH) in Manila. Other components,
such as family planning, are increasingly the responsibility of
provinces. When provinces have conducted their own in-service
training, they have tended to rely on DOH trainers for assistance,
but gradually their self-confidence is increasing and a sustainable
training program is becoming possible. The biggest problem is a lack
of funds at the provincial or municipal level for training.

Part of the problem is that donors have paid for much of the fam-
ily planning training in the Philippines. The donors are trying to
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phase out the funding of training activities, but provinces and cities
are reluctant to spend the money themselves. What is needed is for
training to become less expensive, with shorter courses held in places
where large per diem expenditures are unnecessary. Training can cost
less without sacrificing quality, but health staff need to change their
level of expectations. For example, they need to participate in more
“distance learning” activities, using self-instructional materials; they
need to get used to more spartan living accommodations when
enrolled in training courses; and they need to expect fewer and
shorter in-service courses. If this happens, the quality of training and
the skill level of trainees can be maintained at a cost that provinces
and municipalities can afford.

Experience

In theory, decentralization should not significantly affect the experi-
ence of health workers and the quality of their work. If a doctor,
nurse, or midwife has been working for many years, the fact that
management of the health system has become the responsibility of a
province or district rather than the national government should not
make much of a difference. However, decentralization often results
in changes in the way health workers carry out their work. For
example, a very experienced senior nurse who is responsible for
supervising the midwives in her district may be unable to receive a
travel allowance as a result of decentralization. She may have been in
the habit of visiting rural midwives and traditional birth attendants
three times a week. Now she may have to cut off that activity alto-
gether. More experienced and more senior staff may have more dif-
ficulty adapting to the changes brought about by decentralization
than would younger, less experienced persons. It is difficult to gen-
eralize about the impact on quality.

Motivation

Decentralization can have a devastating impact on the quality of care
provided by affecting the morale of health care providers. When
work conditions are unclear and local officials are perceived as being
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uninterested in the well-being of health workers, their motivation
can plummet and the quality of their work can suffer as a result.
Drugs, Su]bplies, Eguipmem‘, and Health Facilities Inﬁastrucfure

Procurement of vital and lifesaving drugs, supplies, and equipment is
often devolved to local health officers or other local officials as part

of the decentralization process. The obvious advantage is that pro-
curement is managed by people close to the service delivery points
who should have a clear idea of what drugs, supplies, and equipment
are of the highest priority. Also, decentralized procurement allows
local staff to order commodities more quickly to avoid both stockout
and overstocking. Since health conditions and health problems can
vary tremendously within a diverse country, no single standard pack-
age of drugs or supplies is likely to be optimal for every health facil-
ity in every province or district.

Centralized procurement, however, has the advantage of being
able to utilize economies of scale through bulk purchasing. Huge
cost savings are sometimes possible when large quantities of drugs
are purchased for nationwide distribution. In addition to cheaper
pharmaceuticals, centralized purchasing allows for a wider choice
of products, and bribes and kickbacks can be controlled more eas-
ily than with local procurement. Also, centralized purchasing usu-
ally provides a more rational supply of drugs than does local
procurement, where individuals may select drugs without ade-
quate information regarding their efficacy and safety. So which
situation leads to higher-quality services—centralized or local
procurement?

One solution has been to use centralized procurement for a small
number of particularly important and lifesaving drugs to ensure that
every health facility has an adequate supply obtained at low cost. For
other drugs that may be less essential or for which the demand may
vary from place to place, local procurement is preferable. Such a
combination of centralized and local procurement, as has been prac-
ticed in countries such as Indonesia, has been shown to work well
and result in high-quality services.
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Supervision, Referral Networks, and Information and
Communication

Decentralized health systems in which decisions are made close to
where service delivery actually occurs should result in higher-quality
services than systems in which decisions are made by bureaucrats liv-
ing hundreds if not thousands of miles away. Often this is the case.
But during the early stages of decentralized decision making, when
health managers are not used to making decisions on their own and
lack confidence, they may end up postponing decisions or deferring
to the MOH, as in pre-decentralization days. It can take time, some-
times years, for local health officials to develop the self-confidence to
make key decisions. This is one of the reasons that improvements in
service delivery may not be observed until several years after decen-
tralization has been implemented.

Decentralizing Health Services in the Philippines:
What Happened to Quality?

‘The Philippines provides an unusual opportunity to examine what
happens to the quality of health services when decentralization takes
place. This is true for a number of reasons:

m Decentralization (or devolution, as it is called in the
Philippines) of health services occurred rapidly and simulta-
neously throughout the entire country. If decentralization
had been phased in slowly over time or had initially occurred
only in selected regions or provinces, its effects would have
been different and less dramatic.

® The Philippines is a large country. At the time that decen-
tralization began (1993), the DOH had about 80,000 employ-
ees working throughout the archipelago as doctors, nurses,
and midwives in hospitals, health centers, rural health
units, and darangay health stations. With devolution, the
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great majority of these health workers and health facilities
were devolved to local government units (provinces and
municipalities). Such massive changes provide insight into
what happens to the quality of service delivery when decen-
tralization occurs.

m The Philippines is an “open” society, with a free press and a
population that is free to protest, form unions, and express
themselves politically in other ways. Decentralization resulted
in a great deal of discussion and political demonstration, so
that the views and opinions of health staff affected by devo-
lution were evident.

Decentralization occurred in the Philippines because President
Corazon Aquino, elected through the “people power” revolution of
1986, made devolution one of her campaign promises. Because the
Philippines is so diverse, with more than 70 million people living in
an archipelago of more than 7,000 islands, and has such a great eth-
nolinguistic variety, it made sense to have more decision-making
authority reside in the hands of locally elected officials rather than
with bureaucrats or politicians in Manila. Besides, the Marcos dicta-
torship (1972-86) was a dramatic reminder of the potential abuses
of power inherent in a highly centralized system.

The first major step on the road to devolution was passage of the
Local Government Code in 1991. The Philippine Congress approved
the measure after considerable debate, but the full implications of
the law would not be apparent for some time. Health was the most
important sector affected; education remained centralized. Health
workers and health facilities were to be devolved to local govern-
ment units (consisting of 75 provinces, 1,526 municipalities, and
more than 40,000 barangays). Most hospitals dand their staffs
would be under the direct control of the 75 provincial governors;
the great majority of primary health care workers and facilities
were devolved to the 1,526 mayors (in the Philippines, each
province is divided into about 20 municipalities, including both
urban and rural areas, and each municipality is divided into about

25 to 30 barangays).
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In practice, devolution meant that the great majority of health
staff would become employees of mayors at the municipal level.
Mayors in the Philippines are elected every three years and typically
(especially in rural areas) come from locally powerful and prominent
families. Many use their position to reward their political supporters
with jobs. Concerns about job security were expressed at an early
stage of the devolution process. Many newly devolved doctors,
nurses, and midwives were apprehensive about losing their jobs and
about being subject to the whims of politicians with little knowledge
of or interest in health. The quality of health services provided at the
local level was perceived to decline in the early days of devolution
(1994-95). One of the reasons was the decrease in motivation due to
the fears and anxieties of health staff, who did not believe DOH
assurances that there was nothing to worry about. In theory, their
jobs were protected through provisions of the Local Government
Code. But in practice, health workers knew that Manila-based reg-
ulations held little sway in rural areas hundreds of miles away. Where
they were, the mayor was king.

In addition to the fear of losing their jobs and being replaced by
relatives or supporters of the mayor, primary health care workers
worried about the difficulties of transferring to other municipalities
(which had been easy to do under the predevolution system), loss of
their pensions, and loss of other benefits they had received as DOH
employees. Rumors of such loss of jobs and benefits spread rapidly
throughout the country, and even though many of the rumors were
untrue, large numbers of health workers believed them. Some of the
stories were true, however. For example, a physician in a rural health
unit in Pangasinan Province reported that her mayor required her to
be on call 24 hours a day, seven days a week. She interpreted this
order as a thinly veiled attempt to force her to resign so that she
could be replaced by someone the mayor wanted to reward with a
job. (1)

During 1994 and 1995, these fears and anxieties led to mass
demonstrations of health workers who were opposed to devolution
of health services. Although there is no way of measuring the impact
of these concerns on health worker performance or quality, indirect
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evidence suggests that it was substantial. The highest priority of the
DOH at that time was infant immunization (the Expanded Pro-
gramme on Immunization). After health workers were devolved to
provinces and municipalities, there was a significant decline in
immunization coverage of infants from approximately 85 percent
coverage with the complete series to less than 80 percent. (2) Likewise,
the program of high-dose vitamin A capsule distribution to children
one to five years of age suffered a decline in coverage levels after
devolution began, most likely owing to disruption in service delivery
at the local level as well as a significant decline in health worker
morale. (3) '

One area that clearly impacted quality had to do with local
allowances for travel. When employed by the DOH, doctors, nurses,
and midwives received a monthly travel allowance to use as they saw
fit. Once devolution to the municipalities occurred, this travel
allowance was cut off in almost every case. This meant that any travel

- for supervision of barangay health stations, for example, had to be
paid out of pocket by the supervisor, instead of being covered by the
monthly stipend. This greatly reduced the level of supervision and
affected both the morale of barangay health station midwives and the
distribution of vital drugs, supplies, and equipment. The usual rea-
son given by the mayors for the elimination of travel allowances was
that other municipal employees did not receive such allowances. If
health workers were paid travel allowances, then all the other munic-
ipal workers would demand the same. This, said the mayors, was
unacceptable and unaffordable.

Another important component of devolution in the Philippines
that greatly affected primary health care delivery was that the
provinces were no longer responsible for supporting and supervising
the municipalities. Also, the system of district-level supervisors based
at district hospitals was eliminated. Under the devolved setup,
provincial and district hospitals were the responsibility of the
province and were managed by the provincial governors. Specialty
and regional hospitals and some large tertiary hospitals were retained
by the DOH. Regional offices (the Philippines has 16 regions) were
also retained by the DOH. Local health staff were mostly under the
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authority of the mayors, except for a relatively small number retained
by the DOH so that it could have representation on local health
boards. In practice, this meant that governors and provincial health
staff became involved with managing hospitals and no longer took
much responsibility for or interest in what happened in the munici-
palities. This was understandable, given that the governors rarely had
enough money to cover the operational costs of running the hospi-
tals. District hospitals, which formerly served as the nucleus of dis-
trict teams that supervised adjacent municipalities, no longer had any
connection with the municipalities and ceased their support and
supervisory activities. Some provinces were greatly affected by these
changes. For example, Cebu, Pangasinan, and Negros Occidental
Provinces contained at least 40 municipalities each. Now that the
provincial health offices focused on hospitals and the district teams
no longer visited municipalities, the mayors and the municipalities
were on their own. They got little help regarding quality assurance.

Despite all the problems and difficulties enumerated above, the
DOH was able to take a number of steps that reduced the level of
confusion and disruption brought about by the sudden transfer of
authority and responsibility to local officials. For example, in 1993
the DOH began a series of highly publicized national campaigns to
eradicate polio, expand overall immunization coverage, and provide
high-dose vitamin A capsules. These campaigns (National Immu-
nization Days and National Nutrition Days) were very successful and
helped compensate for some of the problems and dislocations at the
local level caused by devolution.

The DOH needed to make a number of radical changes in its role
vis-a-vis the provinces and municipalities. However, once health ser-
vices devolved to the Local Government Units, most DOH officials
based in Manila or in the regional offices continued to act as if noth-
ing had changed. Instead of transforming itself into an organization
responsible for managing the delivery of preventive, promotive, and
curative health services by setting policy, establishing quality stan-
dards, issuing regulations, and accrediting health facilities, the DOH
continued to behave as if it were still in the business of directly pro-
viding health services at the primary health care level. At the same
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time, health officials at the provincial and municipal levels continued
to behave as if the status quo had not changed. Only when it became
clear that sufficient operating funds from the central government
would not be forthcoming did local health officials realize that the
world had changed and that they had to do something about it.

Lessons Learned from the Philippine Experience
Among the major lessons learned to date are the following:

m The most important lesson is that decentralization must be
planned and the implications thoroughly understood before
the process begins. This is especially important if, as was the
case in the Philippines, decentralization is rapid, compre-
hensive, and nationwide.

® Another critical lesson for maintaining quality at the ser-
vice delivery level is that it is just as important for central-
level health officials to change their roles and styles as it is
for local~level health officials to change. Decentralization
efforts often fail because local-level changes are overem-
phasized and the equally important central-level changes
are neglected.

m A third lesson is that once decentralization has occurred,

- frontline health workers must feel confident about job security
and job benefits. Without this confidence, morale suffers, as
do job performance and the quality of the work performed.

m A relatively simple thing—such as eliminating a small
monthly travel allowance to enable health staff to go on
supervisory visits without incurring out-of-pocket costs—can
have an enormous and devastating impact on quality. In the
Philippines today, if you ask municipal health officers how
devolution has affected the quality of health services, they
reveal that abolishing travel allowances has practically
stopped supervisory visits, and that without supervision, the
quality of service will inevitably decline.
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Conclusions

Decentralization is difficult, but it can lead to a more democratic sys-
tem in which local people control the major decisions affecting their
lives. Quantitative evidence linking decentralization and quality is
lacking, however. Case studies and close observation can help clarify
the connections, but given the complexity of the variables involved,
no study is likely to be carried out that will definitively answer the
questions raised in this chapter.

Efforts are under way (see chapter 5) to certify health facilities in
the Philippines as having met predefined quality standards. Certi-
fication programs of this sort, however, cannot tell us what the qual-
ity of services would have been had devolution not taken place.

If it is so difficult, if not impossible, to describe the cause-and-
effect relationship between the decentralization of primary health
care services in developing countries and the quality of service deliv-
ery, what can we say about this issue? First, decentralization clearly
affects the quality of service delivery in primary health care, but
whether the impact in the long run is positive or negative must be
judged on a case-by-case basis. The empirical evidence thus far does
not lead to any easy generalization. Second, the usual trend is for ser-
vice quality to decline in the initial stages of decentralization and
then gradually improve once roles and responsibilities are sorted out.
In some cases, the quality of care has not yet returned to the level it
was before decentralization. Finally, in most cases in which health
workers have been employed by a centralized MOH (for example,
working at a rural health center as an employee of the MOH) and
then devolved to the local level, their morale has suffered because of
the perception that their new job situations are less secure.
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¢ Implementation and Integration of
“>Reproductive Health Services in a
Decentralized System

Iain W, Aitken

DECENTRALIZATION AND GREATER ATTENTION to repro-
ductive health care are two key changes that have affected health
services in the 1990s. The decision to decentralize has generally been
a political one. In a few cases, it has been an intentional and well-
considered aspect of health-sector reform, but usually its implemen-
tation in the health sector follows political changes, and health
services organizations have had to adapt to the new decentralized
structures as best they could. The commitment to the new policies
on reproductive health, undertaken at the International Conference
on Population and Development (ICPD) in Cairo in 1994, also
involves significant changes in and reorganization of health services.
For many people around the world, some of these policies are con-
troversial. Their implementation involves the introduction of new
programs, the integration of previously separate activities, and the
acquisition of new skills by many health professionals. The purpose
of this chapter is to consider both the process and the goals of the
changes required by the implementation of reproductive health ser-
vices and to assess the extent to which they are compatible or in con-
flict with those of decentralization.
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Reproductive Health

In its 1993 World Development Report, (1) the World Bank estimated
that 34 percent of the burden of disease for women of reproductive
age in developing countries is due to reproductive health problems,
and 19 percent of the burden of disease for children under five years
of age is from perinatal causes. Reproductive health problems
account for 28 percent of the burden of disease for women in Asia
but 60 percent of the burden of disease for women in Africa. It is
hardly surprising, therefore, that prenatal and delivery care, treatment
of sexually transmitted diseases (STDs), and family planning are all
included in the minimum essential package of clinical services rec-
ommended in the World Development Report.

The Programme of Action adopted by 184 member states attend-
ing the ICPD in Cairo endorsed a new strategy for addressing
population issues. This strategy is intended to meet the individual
needs of women and men rather than to achieve the demographic
targets that characterized the approach of the previous 20 years. (2)
Adapting the World Health Organization (WHO) definition of
health, the Cairo program defines reproductive health as (2)

a state of complete physical, mental and social well-being and . . . not
merely the absence of disease or infirmity, in all matters relating to the
reproductive system and to its functions and processes. Reproductive
health therefore implies that people are able to have a satisfying and
safe sex life and that they have the capability to reproduce and the
freedom to decide if, when and how often to do so. Implicit in this last
condition are the right of men and women to be informed about and
to have access to safe, effective, affordable and acceptable methods of
family planning of their choice, as well as other methods of their
choice for regulation of fertility which are not against the law, and the
right of access to appropriate health-care services that will enable
women to go safely through pregnancy and childbirth and provide
couples with the best chance of having a healthy infant. (para. 7.2)

In adopting this program, governments undertook to reduce 1990

maternal mortality levels by one-half by the year 2000 and by a fur-
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ther one-half by the year 2015. The program also recognizes unsafe
abortion as a leading cause of maternal mortality and as a major
public health concern. It commits to the prevention of STDs—
including the human immune deficiency virus (HIV) and acquired
immune deficiency syndrome (AIDS)—and to the provision of ser-
vices to treat and counsel those who are infected. Under the pro-
gram, states agree to

take steps to meet family planning needs of their populations as soon
as possible and should, in all cases by the year 2015, seek to provide
universal access to a full range of safe and reliable family planning
methods and to related reproductive health services which are not

against the law. (para. 7.16)

In addition to these activities and targets for the health sector, the
program commits itself to the eradication of female genital mutila-
tion, universal primary school education by the year 2015, and the
introduction of appropriate sex education in schools.

A comparison of these targets with only a few of the statistics on
the current state of women’s reproductive health makes it clear that
this is an ambitious program. Each year approximately 600,000
women die during pregnancy or in association with childbirth.
Almost 99 percent of these women live in developing countries,
where the lifetime chance of maternal death is 1 in 20, compared
with 1 in 4,000 in industrialized countries. (3) In part this reflects
marginal states of nutrition and general health; 56 percent of
women in the developing world are anemic during pregnancy. (4)
Although the means for correcting this situation are available, only
65 percent of these women receive any antenatal care, and many of
those who do are seen only once or twice, so that minimal effective
benefit is gained. (5) The main reason, however, that women die in
association with pregnancy and childbirth is that when complica-
tions do arise, women have inadequate access to lifesaving care.
Only 53 percent of women in developing countries have a skilled
attendant at delivery, and only 40 percent actually deliver in a health
facility. (5) Although more emergency obstetric skills could be del-
egated to health center staff, (6) their skills and facilities are limited,
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and most women requiring emergency attention need referral to a
district hospital. It is the failure of this referral system, for a variety
of reasons, that accounts for the high maternal mortality rates. (7)
The failure to care for women during pregnancy and childbirth also
accounts for the continuing high perinatal mortality rates. These
cases constitute the resistant portion of infant mortality, which has
been largely untouched by the otherwise effective child survival
interventions of the past 20 years.

Each year, there are about 55 million induced abortions world-
wide. About half of these are done under unsafe conditions, lead-
ing to an estimated 60,000 to 100,000 deaths. (8) As with other
causes of maternal death, the fatalities result from delayed or no
access to the appropriate level of care. Many of the deaths could be
avoided by access to health workers and facilities capable of per-
forming safe abortions, but even in countries such as India, where
abortion is legal, the same barriers and delays apply that limit the
effectiveness of emergency obstetric care. Many abortions and
many high-risk pregnancies could have been avoided by the use of
effective contraception, but many couples are prevented from using
effective modern methods by lack of information or access or by
socioeconomic barriers. In developing countries (excluding China),
only 36 percent of women of reproductive age are using modern
methods of contraception. In Africa, the proportion is only 18
percent. (9)

STDs are becoming increasingly prevalent worldwide. WHO
estimates an annual incidence of STDs of more than 250 million
and expects the incidence of HIV to be more than 26 million by
the year 2000. (10) Women bear the greatest burden of disease
from STDs, both because of the greater efficiency of male-to-
female transmission and because the majority of these infections in
women are asymptomatic and therefore remain untreated. In many
parts of Africa, the complications of STDs and other reproductive
tract infections account for about 85 percent of all female causes of
infertility. (11) Infertility always has personal costs, but in many
parts of the world it also carries the high social costs of stigma and
divorce.
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Decentralization

Decentralization is being implemented in an increasing number of
countries at this time and takes a number of different forms. In
Nicaragua, this meant deconcentration, the transfer of authority and
responsibility to the integrated local health systems, lower levels
within the government health system. In the Philippines, power over
the health services has been devolved to provincial, city, and munici-
pal governments that are separate from the central Ministry of
Health. In other countries there is a mixed form of decentralization.
In Nigeria, responsibility for hospitals was deconcentrated to the
states, and power over primary health care and family planning was
devolved to the local government authorities. In Chile, both hospi-
tals and public health programs were deconcentrated to autonomous
health service areas, and basic health services were devolved to
municipalities. Decentralization may thus affect the health sector
alone, several ministries, or most aspects of government. The key ele-
ments of government power that are transferred in this way include
decisions about budgets and human resources.

The advantages of decentralization include:

m local “ownership” of and accountability for government
programs

m responsiveness to local needs

m efficient management of resources

® management information systems and supervision linked to
local planning and management of programs

B easier interagency coordination (12)

Many of these benefits have been realized equally well in situa-
tions of deconcentration as in those of devolution of power.

These two sets of policies, reproductive health and decentraliza-
tion, appear to be compatible when attempts are made to adopt and
implement them. Both involve notions of human rights and democ-
ratization and share the goal of improving human development in
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efficient and acceptable ways. There is little documentation of the
implementation of either decentralization of health services or repro-
ductive health policies to date, and even less of the two together.
Experience from a number of countries, however, suggests that the
implementation of these two policies is complex and that decentral-
ization may not always facilitate realization of the Cairo reproduc-

tive health agenda.

Reproductive Health Policy-Making and Decentralization

Policies in support of women’s health and women’s rights have been
adopted at the country level and at the international level because of
the work of feminists and feminist organizations. In most situations,
these have met with considerable opposition from conservative reli-
gious and political bodies. Decentralization increases the number of
people and institutions involved in policy formulation, and repro-
ductive health policies have been promoted and opposed at both cen-
tral and peripheral levels of government. The problem inherent to
decentralization for those promoting a reproductive health agenda
may be in the large number of local government bodies that need to
be persuaded in some countries.

In 1983, feminists in Sdo Paulo, Brazil, brought about the for-
mation of a State Council for Women’s Rights under the state gov-
ernment. Two years later that led to the formation of a National
Council for Women’s Rights by congtessional law under the
Ministry of Justice. Its mandate was broad and included reproduc-
tive health, domestic violence, labor, the status of rural women, and
women’s education. By 1989, there were 34 councils at the state or
municipal levels. Also in 1983, a group of women’s health activists
initiated discussions in the Ministry of Health that led to the cre-
ation of the Program of Integral Assistance to Women'’s Health. Its
aims were to increase the coverage and quality of prenatal and
delivery care, expand services for the control of breast and cervical
cancer, promote family planning, and diagnose and treat STDs and
infertility. This represented the first true involvement of the state
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in women’s health and encouraged expansion of collaboration
between the family planning association, BEMFAM, and the
municipalities until over 25 percent of the 4,450 municipalities
were involved. (13), (14)

In Mexico, the big women’s health issue has been abortion. In
1976, the Coalition of Feminist Women was formed at the national
level to pursue liberalization of the law against abortion. There were
no results until 1990, when the congress of the state of Chiapas
passed a law decriminalizing abortions done in the first 90 days of
gestation for family planning reasons. The responses from Pro Vida,
the Catholic Church, and the conservative National Action Party
(PAN) were immediate, and the state congress revoked the law. (15)
Since then, PAN has won several state governorships, and in states
such as Chihuahua, where they held a majority in the congress, they
even managed to change the local constitution to include “the right
to life from the moment of conception,” even though it contravened
the federal constitution and state penal codes. (16)

National policies may fail to be implemented at the local govern-
ment level for a number of reasons. In the Philippines, a newly
appointed provincial governor stopped the implementation of a US
Agency for International Development (USAID)-funded health
project in his province because he opposed the family planning com-
ponent. (17) In Colombia, a National Women’s Health Policy was
passed in 1992 under a sympathetic minister, but three years later
there was still no action because no funds had been budgeted at the
state level. (18) More recently, as part of the Colombian health-
sector reform, new agencies called Empresas Promotoras de Salud
(EPSs) have been made responsible for the purchase of health ser-
vices for individuals. Because the law did not specify which family
planning services were to be covered by the new health plan, the
EPSs decided that contraceptives were not preventive health mea-
sures and have been unwilling to cover them. (19)

The most resistant barriers to the successful initiation of new
reproductive health programs are likely to be the innate conservatism
and resistance to change of the health workers and health systems
themselves. For example, there may be a culture-based reluctance to
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provide services to adolescents or women with incomplete abortions.
For similar reasons there may be unwillingness to acknowledge the
possibility of STDs among one population of women while har-
boring a judgmental attitude toward its evident prevalence among
women of another socioeconomic group. Aside from attitudinal
problems, the extra work and redesign of programs alone may be
enough to create resistance.

Implementation of Reproductive Health Programs

The goals of reproductive and sexual health services in most coun-
tries are to expand access to and enhance the quality of family
planning services, STD and HIV prevention and control, safe
motherhood and postabortion care, and, in some countries, legal and
safe induced abortion services. There are three main complementary
approaches to achieving these goals: improving the client-provider
interface, developing functioning health systems, and integrating
reproductive health services.

Improving the Client-Provider Interface

Accessibility and quality of care in reproductive health services have
received a lot of attention in recent years. (20), (21) The low utiliza-
tion rates of family planning and maternity services and the inade-
quacy of many STD services relate to combinations of the following
factors: low health worker density, deficient technical skills, poor
human relations skills and attitudes, and inadequate or faulty equip-
ment and supplies. (22), (23) Satisfactory progress in improving
access and quality will depend on improving performance in all four
aspects of the delivery system. These, in turn, depend on the amount
and control of other resources and government functions, all of
which may be adversely affected by the process and existence of
decentralization.

FINANCIAL ALLOCATIONS AND RESOURCES. Equity is a fre-
quent casualty of the process of decentralization. Most countries
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have regions with more resources and a better local tax base than
others. These regions can usually attract the more able professionals
and managers into their governments, who in turn are able to attract
or generate more resources and run a more efficient organization.
Health services in poorer areas are at the mercy of the resources
available to the central government and the priorities of the local
government or administration. In Nigeria, for example, less than 20
percent of public health facilities had family planning supplies in
1994, and the oral pills that were the most commonly used method
were usually purchased from private sources. (24)

In many countries, financial allocations to local governments from
the central government are made on a strict per capita basis. In oth-
ers, allocations are weighted in favor of less well developed regions,
which can ameliorate but usually not remove the inequities. Weighting
needs to take into account a number of issues, balancing short-term
and long-term needs. For example, in Bolivia, where the municipal-
ities are small, the initial simple per capita formula that was used
failed to take into account the nature of the health services that were
already established in the local government regions. As a conse-
quence, those with the more expensive tertiary referral hospitals
found themselves short of funds. Weighting in favor of less well
developed regions is generally required not for immediate running
costs but for infrastructure and program development.

Nongovernmental organizations (NGOs) may become vulnerable
in a decentralized situation if they are dependent on government
subsidies. In Papua New Guinea, about 50 percent of rural health
services are provided by church-related health facilities. In the mid-
1970s, both government and church health services were rationalized
to maximize coverage of the population. Church institutions received
government subsidies based on the size of population they served.
Following decentralization, new contracts had to be made between
the provincial governments and the church health authorities. In the
late 1980s, there was a series of budget cuts for the health sector, as
a result of which several provincial governments reduced or stopped
their payments to the churches. Several churches were forced to
withdraw from operating health services. (25)
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HUMAN RESOURCES FOR HEALTH. Human resources are the
key to any health program, and salaries and benefits constitute the
bulk of most health care budgets. A key decision in the process of
decentralization is therefore whether to retain or decentralize a
national public service system. Retention maintains a core stability
in the health system but may restrict the ability of local governments
to innovate. In practice, however, wealthier local governments can
usually get more positions created by the public service commission
and develop their programs the way they want. This may not create
problems when the supply of health workers is adequate. But when
there are scarce supplies, as in Papua New Guinea, a wealthy local
government may be able to add local salary bonuses or other
perquisites to attract good people for the positions, and thus bias the
national distribution of specialized human resources required for
improving reproductive health services.

Transfer of staff from a central public service to local governments
has been associated with a loss of benefits for the health workers in
both the Philippines and Zambia. (17) Changes in salary levels, inad-
equate funding of local health programs, and politicization of local
appointments have increased the level of uncertainty and adversely
affected health staff morale, resulting in deterioration in the quality
of care.

An adequate supply of the right kinds of reproductive health
workers depends on basic information about their demand, supply,
and loss from the workforce. It also requires sufficiently funded
training programs. When a national public service is disbanded and
all employment becomes the prerogative of local governments, the
information systems may rapidly break down. If responsibility for
training programs has also been turned over to local governments,
inadequate funding can quickly lead to the closing of training
schools. (26)

Continuing education programs have also suffered from both a
lack of funds and, where local government units are small, a lack of
professional technical capacity to provide such continuing education.
Sometimes, as happened in the Philippines, local managers may be
unwilling to release health workers to attend courses that are arranged




Reproductive Health Services in a Decentralized System 121

through a national or regional administration. Such constraints are
obviously significant when job revision and development are required
to meet the needs of a new reproductive health program. Complaints
about uncoordinated training from the periphery are sometimes
legitimate; in Papua New Guinea, the provincial health officers
insisted on having more input into the scheduling and coordination
of centrally organized courses so that their workers would have time
to do some work.

PROCUREMENT OF DRUGS AND SUPPLIES. The purchasing of
drugs and supplies may be decentralized, or the central government
may retain its central drug purchasing and distribution agency.
When procurement has been decentralized, shortages of medical
supplies may occur. The local government may have inadequate
funds to buy the quantities required, as occurred in some municipal-
ities in the Philippines, or there may be delays in the disbursement
of funds by the local government, as happened in Bolivia. Costs of
drugs, contraceptives, equipment, and supplies are sensitive to
economies of scale, which may make all the difference in the afford-
ability and therefore sustainability of a family planning program
designed to reach poor people. This issue depends to a large extent
on the size of the populations of the decentralized political entities
and argues for more centralized procurement. Quality control and
the registration of drugs are other areas that are better managed by a
central government agency. The central government or professional
associations can also be the means for developing a consensus about
standard management regimens and essential drug lists and can pro-
vide appropriate guidance to those responsible for procurement,
whether at the central or local government level.

Developing Functioning Health Systems

The advantages of decentralization ought to be seen in the develop-
ment of more effective and efficient health systems. The freedom to
respond to the particularities of a local situation and to develop
appropriate health systems is one of the main arguments for decen-
tralization. The reality, however, may prove to be very different,
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depending on how decentralization is designed and implemented
and the maturity of the health systems involved.

VERTICAL INTEGRATION OF HEALTH PROGRAMS. Under decen-
tralization, there is a great potential for improving vertical integra-
tion within health programs, integrating hospital, health center, and
community-level services as well as referral and transport systems.
Achievement of this integration is necessary for the implementation
of an adequate safe motherhood program. (27) It is also necessary for
the provision of effective choice between nonclinical contraceptives,
provided at the community level, and the clinical methods that are
usually available only at health centers or hospitals.

Many of the gains inherent in the principle of integration were
obtained through the promotion of district health systems, prior to
the implementation of full decentralization. (28) In Papua New
Guinea, as part of the 1974-78 Health Plan, each province main-
tained one provincial hospital as the referral hospital for all govern-
ment and nongovernment health centers and village aid posts.
During the 1980s, many provinces installed radios at health centers
to facilitate consultation and referral. The impact on maternal health
was limited by the levels of institutional deliveries and the usual
problems of transportation, but in general, the referral and supervi-
sion system worked. (29) The introduction of decentralization made
little difference to the overall structure and functioning of the health
system in Papua New Guinea, and subsequent changes in outputs
and impacts of the system were more the result of changes in admin-
istration and resource fluctuations. (30)

Urban areas often have the opposite problems from rural areas;
major hospitals tend to be overused by patients who do not require
such sophisticated facilities. An excellent example is provided by the
Lusaka Urban Maternity Project in Zambia. There, the pressure on
an overcrowded university maternity hospital and an overworked
staff was relieved by the creation of a number of low-risk maternity
centers in the urban health centers of the city, all managed as part of
a unitary system of referral and supervision. (31)

In reality, the decentralized district health system does not always
work out as hoped. After decentralization in Papua New Guinea,
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conflicts arose between some provincial health officers and the med-
ical superintendents of their provincial hospitals because the medical
superintendents perceived themselves to be more highly qualified.
The same situation in Nicaragua actually led to withdrawal of the
five main hospitals into independent jurisdictions. In the Philippines,
Zambia, and Bolivia, previously well-developed systems of integrated
regional and district health administrations were broken up by
decentralization, so that referral hospitals are often in different local
government areas from primary care services. In Bolivia, a recently
introduced health insurance program provides coverage for normal
and complicated deliveries as well as some child health services.
There is, however, no mechanism for transferring funds between
municipalities to reimburse referral hospitals for services provided to
women from other municipalities.

HEALTH PROGRAM MANAGEMENT. Management breakdowns
and inadequacies have been among the most visible problems result-
ing from decentralization, but they are neither ubiquitous nor
inevitable. There is evidence that decentralized population and fam-
ily planning programs in Anglophone Africa and elsewhere have
benefited from the additional freedom to respond to local cultural
needs, mobilize local resources, and thereby expand into previously
underserved communities. (32) In Malaysia, since the early 1990s,
budget allocation has been decentralized and a program of manage-
ment training provided for district health teams. In this already well-
developed and well-funded health system, the results have included
redistribution of health staff to areas of need, pooling of resources,
improved collection and utilization of health information in planning
and monitoring, strengthening of health promotion in collaboration
with NGOs, and greater involvement of communities in health ser-
vices. (33)

Many management problems arise when authority is transferred
to government levels that have previously had little or no manage-
ment responsibility for technical activities such as health or educa-
tion, or when decentralization happens with little or no preparation.
New organizational and management structures, systems, and pro-
cedures need to be designed and implemented, and people need to
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be trained for their new management roles. Success or failure largely
depends on how quickly the process of decentralization is imple-
mented. In Ghana, decentralization is being phased in over several
years, allowing for the development and trial of new systems and the
training of staff for new roles. In Papua New Guinea, an immediate
crisis was averted because government was decentralized to the
provincial secretariats and health offices, which had previously exer-
cised considerable administrative powers. Problems emerged later as
provincial health staff grappled with larger management issues in
increasingly political environments. (29) In the Philippines, Zambia,
and Bolivia, many of the more rural municipalities had little or no
experience of local government or management and had to create
new secretariats. Some of the Bolivian municipalities were so small
that they had to merge with adjacent municipalities to create a viable
entity. Health planning requires people’s time and skills. In Brazil,
many of the smaller municipalities lacked not only training programs
in planning and management but also sufficient money to start a
planning process. (34)

Where resources are scarce, new health problems and challenges,
such as reproductive health, are particularly threatened under a
decentralized system. Technical and management skills that have
been developed to maintain familiar programs may be inadequate to
deal with these new public health issues. In many parts of Africa,
district health authorities that have succeeded in taking advantage of
decentralization to improve family planning and maternal and child
health services have faced considerable difficulties in responding to
the HIV/AIDS epidemic. Lack of access to up-to-date scientific
information and inadequate training budgets prevent program and
professional development; lack of a relevant information system con-
strains intelligent management of the program; and unstable donor
aid leads to inconsistent government funding priorities and, there-
fore, unpredictable funding for the program. (35) Similar problems
occurred in the 1980s in Papua New Guinea at the time of decen-
tralization. Increasing mobility of the population was leading to
rapid spread of STDs and tuberculosis from urban areas to rural and
remote communities; these diseases were taking on epidemic pro-
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portions in the cities. The emergence of nongonococcal urethritis
and drug resistance required considerably more complicated approaches
to diagnosis and management. Many of the provincial health author-
ities were neither technically nor managerially prepared for these
changes. Furthermore, declining health budgets made it almost
impossible to invest resources in expanded training and control pro-
grams. (29) It is precisely in situations like this that local government
officials rely on technical support and guidance from the central gov-
ernment or from aid project personnel. When one central ministry
makes decisions on policy and program design, the dissemination of
technical standards and advice is not too complicated. When several
hundred local government units have to be informed and persuaded
about new policies and programs or wish to contribute to the for-
mulation of policy, the situation becomes both complex and expen-
sive because of all the travel and communications required.

Most management systems need change or modification under
decentralization. One that frequently needs radical reconceptualiz-
ing is the health management information system. Health informa-
tion systems are frequently designed to provide information to
central program managers, whose management and planning time
frame is usually measured in years. Decentralization demands the
adaptation of these information systems to meet the management
needs of those at the local level who are responsible for supervising
and managing the various reproductive health services. Such data
become the necessary basis for strategic planning and budgeting at
the local level. But they should also provide the means for monitor-
ing, month by month, the progress of programs in different commu-
nities so that problems can be identified and solved. (36)

COMMUNITY PARTICIPATION. Finally, decentralization can cre-
ate opportunities for more direct involvement of constituents and
communities. A good example is the Local Initiatives Program,
which has been helping to improve the performance of the
Bangladesh Family Planning Program at the community level. The
Local Initiatives Program works with 36,000 women volunteers who
supply pills and condoms in their communities and refer clients for
clinical services. The key strategy is the creation of management
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teams at the subdistrict level, consisting of family planning, health,
development, and local government officers and community-level
management teams with community participants. The program cov-
ers a quarter of the country’s population and has raised the contra-
ceptive prevalence rate for modern methods to 65 percent, compared
with 41.5 percent in other areas. (37)

Integrating Reproductive Health Services

The concept of reproductive health requires a perspective that not
only includes safe motherhood, STD control, and population and
family planning programs but also envisions them as being much
more organically integrated. The idea of integration has been around
for a long time, but up to now, the motivation has clearly been the
promotion of family planning. (38, 39) Now that the primary goal is
the reproductive health of women and men, the objectives and
methods of integration need to be reconsidered. Three more appro-
priate objectives are safety, synergy between programs, and social
convenience for clients. The relative importance of these three objec-
tives, as well as the ways of achieving them, will vary from place to place.

MOTIVES AND METHODS FOR SERVICE INTEGRATION. The
HIV pandemic has created an awareness of the concurrent problems
of other STDs such as syphilis, gonorrhea, and Chlamydia trachoma-
tis. Pregnancy and childbirth are associated with vertical transmis-
sion of these diseases from mother to child. Pregnancy, childbirth,
abortion, and the use of certain contraceptives may all lead to an
increased incidence of pelvic inflammatory disease and infertility.
The first goal of integration of reproductive health services must
therefore be safety. The goal of safety is served by integrating into
prenatal care clinics screening for syphilis, (40) possibly gonorrhea
and chlamydia, (41) and HIV where resources for treatment are ade-
quate. (42) The insertion of intrauterine devices (IUDs) is associated
with an increased risk of pelvic inflammatory disease, particularly in
the presence of gonorrhea and chlamydial infections. (43) When
IUDs are among the contraceptives offered in a family planning
clinic, laboratory tests or the “syndromic” approach (44) should be
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used to screen for these infections, or prophylactic treatment should
be given.

The integration of two different reproductive health services can
increase the coverage or effectiveness of either one or both of those
services. The goal here is synergy. There is clearly an overlap of safety
concerns when primary prevention of STDs, including HIV, is inte-
grated with family planning services. This would promote a greater
awareness of STDs and their prevention as well as the use of con-
doms. MEXFAM and PROFAMILIA, private family planning
organizations in Mexico and Colombia, both successfully incorpo-
rated AIDS prevention messages into their community marketing
and media programs without negatively impacting the family plan-
ning programs. (45, 46) Family planning can also be promoted
through counseling during prenatal care and the provision of contra-
ceptives in association with postnatal care or child health clinics, as
demonstrated in Tunisia (47) and Mexico. (48) Another example of
horizontal integration of services at the same level, often by the same
health worker, is the provision of contraceptive services after preg-
nancy termination. Studies in India and Bangladesh have found that
women are receptive to family planning after an abortion and have
demonstrated that it is highly cost-effective to provide contraception
at that time. (49, 50)

Safety and synergy are goals that arise primarily from the public
health concerns of providers. Integration that creates greater social
convenience for community members contributes to the other goal
identified at the Cairo ICPD—women’s empowerment. (51) In
many countries, women have to go to different facilities or even dif-
ferent organizations for prenatal care and family planning, or they
may go to the same clinic building for prenatal care and health care
for their children but on different days of the week. (23) Locating
the different services in one facility and making them available at the
same time reinforce the goals of safety and synergy and create the
convenience of “one-stop shopping” for services. It also increases the
possibility of privacy, such as when a woman may not want others to
know what services she is seeking by obviously going to the family
planning clinic or the prenatal clinic.
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Safety, synergy, and social convenience, the three objectives of
integrating reproductive health services, all imply organizational
changes in the way health care is delivered. Some may have profound
institutional and interinstitutional implications, which are discussed
later. The first issue is what these three goals imply for the organiza-
tion of service delivery. Do they require expanded roles for health
workers, the creation of teams of workers performing different tasks
or functions in the same facility, or referral systems between facili-
ties? In most situations, the incorporation of screening for STDs into
prenatal care and family planning clinics requires expansion of the
roles of the health workers. The need for safety in pregnancy and
contraception implies that information gained from screening be
used in the immediate provision of appropriate prenatal and contra-
ceptive care. As important as this is, implementation is not necessar-
ily easy.

Nurses and midwives working in prenatal care and family plan-
ning clinics are usually not used to dealing with STDs. Therefore,
new skills have to be learned and new activities incorporated into the
clinic timetable. This will probably increase the time spent with each
client. Perhaps most importantly, the health workers have to over-
come their reluctance to talk with their clients about genital symp-
toms and sexual behaviors. Special training programs were designed
by NGOs in Bangladesh to help clinic workers overcome their feel-
ings of shame and develop confidence about speaking of such things.

The benefits of synergy can be achieved both by expanded health
worker roles and by team building. Horizontal integration between
family planning and STD prevention, and the promotion of family
planning during and after pregnancy, can best be achieved by includ-
ing these tasks in the same health worker’s activities. However, a lot
can still be achieved when one person promotes family planning in
the context of a child health clinic but the actual counseling and pro-
vision of contraceptives are done by a different health worker on the
same day in another room in the same facility. This is also a good
example of reaching the goal of social convenience, allowing a
woman to attend to her child’s immunization needs and her contra-
ceptive needs during the same clinic visit.
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The advantages of expanding the roles of health workers have to
be offset against the problems of job overload. Sometimes there may
be too many clients to serve, or the number and diversity of tasks and
activities mean that some tasks get done and others receive much less
or no attention. (52) In a decentralized system, it is possible for local
health authorities to use human resources to their best advantage,
depending on the availability of different types of health workers and
the local pattern of health problems.

ADMINISTRATIVE INTEGRATION. Integration of reproductive health
programs at the administrative level introduces issues that are much
less clear than those of service integration. In the past, population and
family planning programs were sometimes set in their own govern-
ment ministry, separate from the health ministry. Attempts at subse-
quent reintegration have met with differing degrees of success. In
Malaysia, the integration of two institutions that were already well
managed was accomplished over several years. (53) In Bangladesh, the
family planning program originally functioned under an interminis-
terial board but was later integrated into the Ministry of Health.
Because of difficulties encountered in the process of integration, the
family planning program still operates with its own budget, person-
nel system, and chain of command within the health ministry.
However, there has been an attempt to achieve some real integration
at the subdistrict level by placing a health administrator from the
health division in charge of all curative, preventive, and family plan-
ning services in the area. This achieves reasonable functional integra-
tion between family planning and maternal and child health services
most of the time but does little to ameliorate the entrenched interests
of two otherwise independent administrations. (39) In the Philip-
pines, family planning services that had previously come under the
Population Commission were transferred to the Ministry of Health.
As such, they have now been decentralized to local governments. The
Population Commission retained all promotional activities for popu-
lation concerns but remained a centralized body, making integration
of promotion and service delivery more difficult. (17)

In Kenya in 1983, the government adopted its District Focus for
Rural Development Policy, which has led to increasingly deconcentrated
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administration of many government functions. In 1982, the National
Council for Population and Development was created to oversee all pop-
ulation-related activities and currently comes under the Ministry of
Planning and National Development. Under the decentralized system,
the District Population Officer (DPO) is supposed to coordinate all
family planning and other population activities at the district level. In
practice, there were delays in filling the positions. In those districts where
there was'a DPO, the relationship with the district health officer was
often strained because the health officer was responsible for all the gov-
ernment health workers who were providing family planning services.
As a consequence, a tacit division of responsibilities developed, and the
DPOs spent most of their time working with NGOs that were pro-
moting family planning. This resulted in overlapping and competing
community-based contraceptive delivery systems in many areas and a
total lack of coordination with the government health staff providing
clinical contraceptive methods at health centers. (24)

BEMFAM in Brazil is a good example of successful administra-
tive integration of decentralized local governments and an NGO.
The municipality provides facilities, staff, and some money, and
BEMFAM provides training, contraceptive supplies, supervision,
and technical support. Planning for local expansion and development
of the program is a joint activity. This model has been successfully
adopted by more than a thousand municipalities in Brazil. (14)

There is still too little information about attempts to accomplish
integration of reproductive health services at the same time as or fol-
lowing decentralization. In theory, decentralization should provide
an organizational structure that supports attempts to integrate ser-
vices, but in practice, individuals in the system may not be support-
ive of either decentralization or integration. An attempt by the King
of Nepal to integrate family planning into the health ministry and
later to decentralize the health services package met with consider-
able resistance from senior staff of the family planning program.
Objections were primarily due to the lack of permanent posts, the
failure of a number of skilled employees to qualify for permanent
posts, and the consequent loss of status and authority they suffered. (54)
Success therefore depends on the willingness and ability of the pro-
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fessionals and functionaries within the central administration to fully
and competently change from their original roles of managers to
national policy makers and technical advisers to local governments.
This change is very difficult. In Papua New Guinea, because of the
resistance of senior officers in the Ministry of Health, it took four
years and the replacement of the chief executive in the ministry
before the changes mandated by the Organic Law on Provincial
Government were even begun to be implemented. (55) Even after
the complete replacement of senior officers, the new people in these
posts did not always find the technical adviser role easy to assume.
They had been promoted from managerial positions and did not
necessarily have much more technical expertise than their provincial
counterparts.

Conclusions

The Programme of Action of the Cairo ICPD, which promotes a
reproductive health approach to population and development, is a
challenge to all the countries that adopted it. Many of those coun-
tries are also embarked on some version of health-sector reform that
includes the decentralization of government or health services admi-
nistration. Decentralization has both advantages and disadvantages
for the achievement of the Programme of Action. One main advan-
tage is the possibility of the application and further development of
the district health system approach. This encourages community par-
ticipation as well as vertical integration between primary care services
and the district hospital. It allows flexibility in the integration of the
different components of reproductive health in a way that best suits
local needs and resources. It provides the stimulus for the develop-
ment of management systems appropriate to the needs of an admin-
istration at that level.

Decentralization can also hinder implementation of the repro-
ductive health approach. Problems can arise from the way in which
decentralization is designed and implemented. First, because it is
usually politically motivated, the design of decentralization does not
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necessarily take note of the consequences for complex ministries,
such as the health ministry. The local government units in many
countries are much too small for the development of a district health
system, making referrals difficult, health financing complex, and the
coordination of health promotion and disease control programs inef-
fective. Other problems include the changing roles of health admin-
istrators at the center and periphery, requiring both changed
attitudes and considerable training inputs; possible policy conflicts
between the center and periphery; increasing inequities among dif-
ferent parts of the country; and breakdowns in both the supply and
the motivation of health staff through mismanagement of training
programs and conditions of service. The haste and the lack of due
consideration given to the process of planning and implementation
in many countries are perhaps the main reasons why many of these
problems have occurred. Countries that succeed in developing good-
quality reproductive health programs are noteworthy both for their
commitment to the values expressed in the Cairo Programme of
Action and for the time and care taken to design and implement
processes of integration and decentralization.
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%“@%@bn Hospitals
William Newbrander

DECENTRALIZATION OF THE HEALTH SECTOR is a prevalent
theme in international health policy discussions. Yet decentralization
has rarely been discussed in terms of its effects on hospitals, despite
their critical role in all health systems. Hospitals are the largest, most
visible, and most costly operational units of a country’s health sys-
tem, and they account for a large portion of the health sector’s finan-
cial, human, and capital resources. In aggregate terms, hospitals in
most countries account for nearly half of the total national expendi-
ture for the health sector, consume 50 to 80 percent of recurrent
governmental health-sector expenditures, and use a large proportion
of the most highly trained health personnel.

This chapter provides a synopsis of how different countries have
decentralized their hospital sectors and reviews the key areas where
hospitals have been affected by decentralization of the health sector.
It also presents a case study of hospital autonomy.

Forms of Decentralized Hospitals

Decentralization involves much more than a simple declaration of
“bottom-up” decision making or the reorganization of a govern-
ment’s administrative structure. As governments decentralize their
health systems, they are immediately faced with decisions about how
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resources should be managed and which resources should be man-
aged by local government units and which nationally. Given the large
resources that hospitals consume and their high visibility in a nation’s
health system, these decisions become particularly demanding in the
hospital sector. A few examples illustrate the diverse ways that hos-
pitals have been decentralized.

Chile effectively established two discrete systems for hospitals and
basic health services in the way it finances and organizes these ser-
vices. Hospitals and public health services are deconcentrated to 27
autonomous health service areas, funded from the National Health
Fund. The basic health services, in turn, are devolved to 325 munic-
ipalities, whose recurrent costs are reimbursed based on a preestab-
lished fee system.

Nicaragua initially deconcentrated the management of all hospitals
to their respective SILAIS (integrated local health systems). How-
ever, this decision was revised fairly quickly. Now the five largest hos-
pitals are each considered the equivalent of a SILAIS in the way they
are managed, and they are no longer subordinate to the SILAIS in
whose geographic area they are located. The rest of the hospitals
continue to be managed by the SILAIS they belong to but maintain
a separate budget allocation from the central government.

The Philippines has undergone a far-reaching devo/ution of health
services to over 1,600 Local Government Units, ranging from provinces
to cities and municipalities. Effective January 1, 1993, nearly all
health programs in the Philippines, including 400 of the 440
national government hospitals, were transferred to the 78 provinces
and 1,543 municipalities. This transfer included all personnel, facil-
ities, equipment, and other assets of the Department of Health
except those specifically designated to remain part of the national
government. The Local Government Code totally removed hospital
and public health services from central financial and managerial con-
trol. By assigning basic outpatient and disease control services to
municipalities and hospital services to provinces, the previous inte-
gration of these complementary services was destroyed. Furthermore,
the new decentralized responsibilities do not correspond to previ-
ously developed management capacities.
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Papua New Guinea, which has about 15 years’ experience with
decentralization, initially decentralized hospital services to provincial
governments through their Assistant Secretaries of Health. The
national teaching hospital in the capital city was kept as a national
Department of Health responsibility. Within about five years, the
second largest hospital was also returned to national control after fre-
quent problems with the provincial government. Hospital budgets
are formulated at the provincial level and thus compete with the
funding of basic health services and public health activities. Over
time, all the other hospitals experienced substantial resource con-
straints and management problems. This finally led to a policy deci-
sion to recentralize all hospitals over time, starting with the referral
hospitals (base hospitals). Recently, hospital boards were adopted as
a new management mode, but it is too early to say how this will
affect the decentralization decision.

In Gambia, hospitals have been decentralized by putting them
under the authority of hospital boards. They receive budgets from
the government and have the authority to spend the money as
deemed necessary for the operation of the hospital.

These examples show the choices that countries can make in
decentralizing hospitals. Some countries, such as the Philippines,
have devolved authority to local governments; others, such as Papua
New Guinea, have delegated authority to local governments. Author-
ity over hospital operations has been deconcentrated to lower admin-
istrative levels of the health system in Nicaragua, or given to hospital
boards that are substantially outside the control of both the health
sector and the government in Gambia.

Key Issues

Five main issues arise when evaluating a country’s experience in
decentralizing the hospital sector:

1. Role: integration of hospital services with other health services
2. Operations: management of hospitals
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3. Finances: financing and financial control of hospitals
4. Human resources: planning and management of hospital staff
5. Logistics: supplies and equipment in hospitals

Role

When hospital services are integrated with other levels and health
services within the health system, the roles of hospitals relative to
other decentralized units may not be clearly defined. Linkages for
coordination, control, and support are rarely explicitly specified, leav-
ing the relationship between hospital management and the manage-
ment of other complementary health services ambiguous. How could
a hospital, its staff, and facilities support rural health staff? What
should its role be in in-service training, maintenance of clinical stan-
dards, supervision? What should the role of a hospital board be vis-a-vis
a district health board in planning health services? Are there special
hospital characteristics (size, patient load, type of cases treated, teach-
ing responsibilities) that dictate a larger degree of differentiation in
the way hospitals and basic health services are decentralized?

Operations

Some of the key issues for the management of hospitals include con-
trol of hospital operations, maintenance of clinical standards, ade-
quacy of managerial capabilities, and development and maintenance
of appropriate management information systems.

In some countries, where decentralization has vested powers in
local government, politicians have attempted to exert strong local
control over the substantial hospital resources. An example is the
issuance of noncompetitive contracts for such hospital services as
housekeeping, catering, and provision of supplies. To what extent do
the decentralization arrangements leave a hospital open to such
political influence?

Where decentralization of hospitals has occurred through a col-
lective grouping, such as a hospital board, board of trustees, or board
of directors, the effectiveness of such a board in articulating the
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hospital’s mission and values and in protecting its assets is dependent
on the autonomy the board has been given to execute its functions
and on the commitment and management capacity of the board
members. Some countries, such as Ghana, have found that educa-
tional programs are necessary to orient and train board members for
their new roles.

The managerial relationship between hospitals and basic health
services is frequently complicated by the dissimilar levels of qualifi-
cations of their managers. Commonly, hospitals are managed by
respected, senior clinicians, whereas basic health services are run by
more junior public health staff. When hospitals have been made sub-
ordinate to local health systems whose top managers are seen as less
qualified, problems have occurred.

Decentralization may fracture an existing management informa-
tion system by severing previous reporting linkages, information
flows, and system support for the health facilities. Who should
decide what information is to be collected and how the data should
flow? How can those responsible for disease control at the national
level be assured of up-to-date communicable disease information
from autonomous or semiautonomous hospitals? When hospital
boards are in charge of budgets that are made up of locally raised
revenue and national budget resources, what incentives do the hos-
pitals have to submit such data to national health planners?

Finances

There is an inherent conflict between maintaining high-cost hospi-
tal services and expending money to extend and improve primary
health services. With financial control delegated or devolved to local
authorities, the central health ministry loses any influence it had in
protecting certain programs or appropriations. In Papua New
Guinea, for instance, negotiations for provincial budgets and staffing
were conducted between the individual provinces and the central
Departments of Finance and Planning and of Personnel Manage-
ment. As a result, serious problems were encountered in ensuring
adequate budgetary resources for such essential services as transport
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of hospital doctors on supervisory visits to rural health facilities and
maintenance of capital stock. With decentralization there is often a
delegation of financial control and revenue-generating capabilities to
the local authorities, which may lack the capacity to take on those
functions. The case in the Philippines is a dramatic example.

The financial sustainability of hospitals in most countries requires
the introduction or expansion of cost-sharing, the retention of a large
proportion of fees collected at the local level, and improvements in
the management of the hospital and its resources. In Gambia, hos-
pitals have the authority to set their own user charges and retain the
revenue collected. In Kenya, fees are set centrally, and 25 percent of
the revenue is given to district health authorities. Will the decen-
tralized hospitals have the authority to set their own fee levels and
retain the collected revenue? How will the proper financial control of
these and other financial resources be ensured? How will increased
local decision making and priority setting and the various revenue
collection efforts affect the equity of service provision in different
regions of the country? Are there any mechanisms to address such
national questions after decentralization?

In Kenya, in addition to developing the systems and procedures for
collecting and spending funds locally, a local decision-making process
was established at the district level, initially to oversee the cost-
sharing program. Community-based groups, called District Health
Management Boards, were established to oversee the cost-sharing
program, which included developing local budgets, developing docu-
ments to initiate the spending of these funds, and reviewing district
hospitals. On the administrative side, District Health Management
Teams were formed to assist in coordination among the health pro-
fessionals within the district. Links to the local government, particu-
larly the district treasury and district accountant, were established as
part of the control procedures for cost-sharing funds.

Since the first district boards were formed five years ago, many
boards have performed well and are expected to receive additional
responsibilities under the various decentralization options being con-~
sidered by the Ministry of Health (MOH). Other boards have

received mixed or poor reviews. Overall, the experience has provided
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models for increased decentralization. The systems and procedures
for managing cost-sharing funds can become the basis for expanded
systems if the current proposals for block grants to selected districts
are implemented. Although the cost-sharing program was initiated
without having an explicit decentralization policy in place, the pro-
gram has encouraged and facilitated the promulgation of such a
policy in Kenya. The process has been evolutionary, rather than
revolutionary, in terms of the speed of change.

Human Resources

Decentralization may result in variations in remuneration and in the
terms and conditions of employment of health staff. This, in turn,
will affect the distribution of health staff among hospitals and
between hospitals and basic health services. It is in the interest of
hospitals to stay within budget when staffing vacant slots. In some
countries, however, this may result in a scarcity of essential staff for
basic health services, either in the same geographic area or elsewhere
in the country. What mechanisms are in place to correlate the
staffing needs of hospitals and basic health services with the outputs
of training programs in the short term and with national human
resources planning efforts in the long term? How are national equity
concerns being addressed if each hospital is allowed to compete for
staff by setting its own salary scales and terms and conditions of ser-
vice? Is each hospital free to set its own system of staff discipline and
performance incentives?

Logistics

Difficulty in procuring drugs and medical supplies is often one of the
first problems to be manifested under decentralization. Hospitals
have little control over procurement, storage, supply, and transporta-
tion of such commodities. In the Philippines, for instance, no provi-
sion was made to modify provincial government supply systems after
decentralization. As a result, provinces were forced to use their stan-
dard pre-decentralization procurement systems, which were not
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equipped for medical supplies. As a result, provincial hospitals expe-
rienced long stockouts of basic supplies and drugs.

The maintenance of health facilities and their equipment is usu-
ally transferred to decentralized units, but seldom with the corre-
sponding financial resources and expertise. Local governments are
frequently unwilling to budget adequate resources for the repair and
maintenance of capital equipment. When medical equipment main-
tenance is decentralized to the works department of the local gov-
ernment, problems are almost inevitable. Most works departments
have little capacity to maintain highly specialized hospital equipment
such as x-ray machines, ultrasound scanners, or centrifuges. In Papua

New Guinea, this was a frequent cause of frustration for hospital
managers.

Hospital Autonomy: A Form of Decentralization

One form of decentralization is hospital autonomy. (1) A public hos-
pital that has moved from being part of the public-sector health sys-
tem, with all its bureaucratic management constraints, to having a
greater degree of freedom in determining how the hospital is gov-
erned and managed can be described as autonomous. Faced with dif-
ficulties in funding health services, some governments have granted
greater autonomy to hospitals to facilitate management improve-
ments, which are expected to lead to improved efficiency in opera-
tions, better quality of care, increased revenue generation and
financial sustainability, increased public accountability, and expanded
choice for consumers. Kenya’s conversion of Kenyatta National
Hospital (KNH), the government’s large national referral and teach-
ing hospital, to a state corporation in 1987 is an example of an exper-
iment with hospital autonomy. The information presented here is
current as of 1996, when the study was done.

For some years, KINH had experienced problems with overcrowd-
ing; poor quality of care; and shortages of equipment, supplies, and
committed, well-trained staff. This was attributed mainly to man-
agement weaknesses, both in structure and in staffing; to the absence
of good management systems and controls; and to the fact that
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decision making was centralized in the MOH. With the change to
a state corporation, overall ownership of the hospital was retained by
the government through the Minister of Health, but a hospital board
was delegated responsibility for the assets, liabilities, and develop-
ment and management of the hospital. The government continued
to provide annual development and recurrent funding and retained
control over board appointments, funding levels, fee structures, and
staff remuneration levels. The board was given the authority to gen-
erate revenue through cost-sharing; to procure goods and services,
including the hiring and firing of staff; and to use available resources
to accomplish the mission of KNH. The specific areas of change are
shown in Table 8.1.

Although the new board took legal responsibility and authority in
April 1987, a lack of preparation for the change to a state corpora-
tion meant that it was some months before the board was opera-
tional. Longer delays occurred in strengthening KNH management,
due to the reluctance of some managers to accept change and to
salary limitations that made it difficult to attract experienced man-
agers from outside the MOH. Thus the hospital continued to be run
by the MOH and the hospital director for some time.

With increasing government concern about the slow progress in
achieving the desired improvements, a management contract was
awarded to a European hospital management firm in late 1991 to
speed up the implementation of change. There was considerable
internal resistance to the management firm, partly because the board
and senior management had been excluded from participating in
development of the contract, and partly because of the inexperience
of some members of the contracted management team. The contract
was rescinded in August 1992. The impact of KNH’s becoming an
autonomous hospital is reviewed in the following sections.

Operations

Until 1992, the board had little involvement in management, with
the hospital director, in conjunction with the MOH, making most of
the decisions. In mid-1992, however, a new director was appointed,
and he involved the board in the decision-making process. The
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Table 8.1  Distribution of Authority Before and After KNH Became a
State Corporation

Before State After State
Area Corporation Corporation
Ownership Government Government
Management MOH Hospital board composed

of civil servants and per-
sons appointed by the

government
Hospital policy MOH Hospital board
Allocation of government Treasury and MOH  Treasury and MOH
resources to hospital (line-item budget) (block grant)
Allocation of resources ~ MOH Hospital board
within hospital
Use of cost-sharing Treasury (excess over Hospital board
revenue budgeted amount)
Setting user fees MOH Hospital board with
approval of MOH
Hiring and firing staff MOCH Hospital board
Salary and benefits Government Government
Procurement MOH Hospital board
Maintenance Ministry of Works Hospital board

board, with its blend of experienced private-sector representatives
and senior civil servants, began to help with internal issues, such as
personnel, and with external issues, such as government funding. A
number of management improvements resulted. Senior administra-
tive management was strengthened with the transfer of qualified per-
sonnel from other government departments. Clinical management
was also improved with greater involvement of medical specialists
from the College of Health Sciences, a more clearly defined depart-
mental structure, and more delegation of authority to department
heads. KNH specialists were no longer subject to transfer by the
MOH, and their salaries were commensurate with those of their
public university colleagues.

Evidence of improvements in hospital efficiency due to better
management is circumstantial: the overall bed occupancy rate
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increased slightly but varied considerably among hospital depart-
ments, with the pediatrics occupancy rate rising most significantly.
The overall average length of stay remained fairly constant after
autonomy, although the Medicine Department and Private Wing
showed a clear reduction. Productivity may have improved as the
overall number of staff declined in relation to the quantity of services
provided. Allocation of staff also improved,; staffing imbalances were
addressed to some degree, with increases in nursing and decreases in
subordinate staff.

Staff

Although some staff elected to leave KNH in order to remain MOH
employees, the majority elected to become KNH employees and
remain at the hospital. Those government staff who elected to
become KNH employees retained the right to their government pen-
sions but also joined the new KNH contributory pension scheme in
1991. Later increases in government salary grades meant that KNH
could begin to attract nurses away from the private sector, although
it still could not compete with the private sector for skilled staff in
areas such as computers, finance, and information management.
Most of the administrative managers and staff are still from the pub-
lic sector, in part because even the upgraded government salaries are
too low to attract people from the private sector.

Many of the delays in implementing autonomy were a result of
the hospital staff’s inability to take on more responsible roles. In
addition, there was a lack of preparation in the critical management
areas to be taken over by KNH, such as planning, personnel, finance
and accounting, procurement, and benefits management. This was
compounded by the lack of information provided to staff about the
changes and the resulting unease about job security, pensions, and
pending promotions.

Logistics

The supplies situation improved, primarily due to increased financial
resources, speedier payment of bills, freedom to procure directly, and
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some internal decentralization of supplies management. Neverthe-
less, problems with slow, inappropriate, and irregular procurement
and with internal leakages persisted for quite a while because some
staff continued to resist change. Additionally, there was insufficient
capacity building among the staff to undertake their new positions,
which required handling more sophisticated, computerized logistics
systems.

Finances

Expenditures on staff have risen in local currency terms but fallen as
a percentage of total recurrent expenses and appear to consume a
much smaller share of the total budget than the equivalent figure for
the MOH. Operating costs appear to have fallen in real terms, but it
is not clear to what degree that is related to increased efficiencies,
funding shortages, or other reasons, and financial and service data are
not always reliable or consistently collected and reported by KNH.

Government funding to KNH changed to a block grant, which
increased budgetary flexibility; this, along with greater control,
resulted in more effective internal use of funds. Financial manage-
ment improvements resulted in more timely, detailed, and accurate
financial statements. Financial accountability improved, as demon-
strated by a satisfactory audit by a major donor, the US Agency for
International Development (USAID). As a state corporation, KNH
gained the ability to prosecute staff for fraud, and several people were
prosecuted, which served as a deterrent to others. Further improve-
ments, such as computerizing the accounting system and decentral-
izing financial responsibility, are constrained by the limited ability of
existing staff and the difficulty of attracting experienced new staff
because of low government pay scales.

KNH’s share of MOH development and recurrent funding allo-
cations has risen significantly since it became a state corporation.
This may have helped KNH to improve the quality of care but gave
rise to concerns about the impact on funding for other MOH ser-
vices, such as primary and preventive care. The main problem seems

to be that the allocation of funds to KNH and to other MOH ser-
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vices is made in somewhat of a vacuum. There is no clear definition
of the range, level, and volume of services for each type of facility
that could be used as a basis for determining the most cost-effective
distribution of resources.

Since it became a state corporation, KNH has been able to retain
all its cost-sharing revenue. This has become an important additional
source of funding, increasing from 1 percent of KNH’s recurrent
income in 1986—87 to approximately 10 percent in 1993-94. A
wider, more complex, and higher schedule of fees has since been
introduced by the board.

Increased autonomy at KNH has improved its ability to negotiate,
plan, implement, and be accountable for donor assistance projects
and to report on its performance against certain benchmarks. At the
same time, the increased managerial flexibility and skills developed
as a result of autonomy have helped KNH to appreciate and apply
lessons learned under such donor projects. The increased autonomy
has also allowed KNH to deal directly with public relations issues;
this has enabled the hospital to achieve a more balanced press cover-
age, with fewer disaster stories and more positive ones being
reported.

Role

The role of KNH in the national health care system has been
strengthened somewhat by its increased autonomy. Reductions in
outpatient attendance and in the size of the hospital freed hospital
resources and increased KNH’s ability to serve as the national refer-
ral hospital. Although a shift of primary health care patients to other
facilities in Nairobi was planned, it is not clear whether the reduc-
tion in use was a result of decreased utilization by the poor or other
vulnerable groups or where those patients actually went for services.
Staff believe that the improvements in technical efficiency and qual-
ity of care occurred mainly because of the increased availability of
supplies, improvements in building and equipment maintenance, and
the beneficial impact of those factors on staff productivity. An
example is the restoration of respiratory support to the neonatal unit.
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Donor assistance has been an important factor in the changes.
Agreed-upon conditions placed on grant and loan assistance have
encouraged the government and MOH to adhere to funding agree-
ments and the board and management to focus on both long-term
structural and system needs and capacity building. In addition,
whereas increased autonomy has provided a foundation for manage-
ment improvement, donor-funded technical assistance has con-
tributed to improvements in system development and capacity. This
technical assistance includes early help in developing management
options and priorities, the support of management consultants
engaged under the World Bank project, and aid with cost-sharing,
financial management, efficiency, management, and training pro-
vided through USAID’s Kenya Health Care Financing Project,
which includes the development of KNH’s own management train-
ing unit.

Lessons Learned

Decentralization of hospitals is often the result of conflict among the
national, central, and peripheral levels rather than a carefully planned
and rational evolution of a decentralized management system for the
health sector. The effects on hospital operations and services pro-
vided to the community are less than optimal when decentralization
occurs in such an unplanned manner. Some of the key issues that
should be anticipated when decentralizing power to hospitals within
a health system are as follows.

Capacity Issues

Peripheral or provincial politicians, administrators, and local hospi-
tal boards often are not equipped to make complex decisions. For
instance, they want the technology and services of the hospital but
are unwilling to fund the maintenance necessary for buildings and
equipment, the expensive drugs needed, and the salaries to retain
clinical staff. Thus, dealing with the complexity of hospitals, staff,
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operations, and technology requires that politicians, hospital man-
agers, and hospital board members at the peripheral level be edu-
cated about the hospital’s role, organization, functions, and financing,.

The Extent of Decentralization

Many countries may want to reflect on the experiences of others and
consider whether hospitals should be decentralized and, if so, to what
extent. Some believe that it is politically expedient to decentralize to
the district level; others have found that decentralizing only to the
regional level is more prudent. The issue of resources is a major con-
cern when considering the appropriate extent of decentralization for
hospitals. For hospitals, which are resource-intensive, an intermedi-
ate approach of extending decentralization to only the regional level
may be the best means of ensuring adequate financing. Financing for
hospitals from the national level may be advantageous if it ensures a
stable base of resources. The authority to retain fees at the local level
is another important element of decentralized hospital administra-
tion. The capacity of decentralized hospitals to be effectively man-
aged is another key concern, since lack of adequate capacity may lead
to deterioration of the quality of care at a decentralized district hos-
pital. If a decision is made to decentralize hospitals, the administra-
tion of these hospitals should rely on a mix of local and national
capacities: local-level staff are responsible for day-to-day manage-
ment, and the more difficult standard setting, monitoring, and super-
vision are provided by the national level. This mixed decentralized
approach ensures support of the referral system as well as improved
coordination and supervision of primary health care facilities and
services. :

Hospital Autonomy

Although many hospitals have derived significant benefits from
increased autonomy, a number of steps can be taken to further the
goals of improving quality of care, efficiency, revenue generation, and
accountability. First, government control may need to be further
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relaxed to allow a hospital to pursue external funding and to hire
better-qualified staff. Second, given the type and level of services
provided at hospitals (especially in large referral hospitals) and the
difficulty most patients have in paying for these services through
fees, the government must ensure that as much of the cost as possi-
ble is covered by social insurance, leaving the balance to be covered
through targeted government funding. Third, the role of the hospi-
tal board remains critical, and the government must maintain a good
balance of skilled, experienced private-sector representatives and civil
servants and avoid appointments resulting from patronage. Fourth,
hospitals need stronger midlevel management capacity and better
systems, especially in the areas of finance and supplies, so that effi-
ciency and quality can be maximized. Fifth, hospitals’ role in the
national system, and their desired type, range, and volume of services
and expected client profile, must be defined so that there is a sound
basis for determining donor inputs and government capital and
recurrent funding levels. Finally, the government should establish
and monitor coverage, efficiency, quality of care, and financial per-
formance targets for the hospitals.

These are some of the lessons learned from the challenge of decen-
tralizing power to hospitals. It is anticipated that with increased expe-
riences with decentralization and hospital autonomy, these lessons will

be expanded and refined so as to benefit many other countries as they
seek to decentralize.
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ecentralization in Indonesia:
An Evolutionary Process

Robert §. Northrup

DECENTRALIZATION IS CURRENTLY an important priority and
objective in the Indonesian health system, as evidenced by the nature
of recent World Bank~financed loan projects—Health Project IV
(HP-1V) and Community Health and Nutrition ITI (CHN-III)—
whose aim is to strengthen the capacity of district health depart-
ments to manage their health services effectively. Unlike in a number
of other countries, however, the process in Indonesia has been a slow
and incremental one, in contrast to the convulsive, nearly overnight
conversions driven largely by political forces that have disrupted the
health systems in countries such as the Philippines and Zambia.
Arriving in Indonesia to work in 1974, I experienced the central-
ized system as I taught medical students at Gadjah Mada University
how to manage the basic 13 health center programs. In the 1980s I
participated as a short-term consultant to the Comprehensive
Health Improvement Program—Province Specific (CHIPPS). This
US Agency for International Development (USAID)-supported
project helped three provinces improve their ability to plan and
manage health services based on the collection and analysis of local
data to identify and characterize health problems and the monitor-
ing and evaluation of interventions to control those problems. More

recently I helped develop the aforementioned HP-IV for the World
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Bank, assessed the current status of data gathering and use in dis-
tricts in two of the project’s five provinces, and assisted in the
workshops held for district health office staff to strengthen their
capacity to collect, analyze, and use local data for problem solving
and planning.

This chapter is my own personal perspective on the decentraliza-
tion process in Indonesia as experienced over the past 24 years,
enriched by interviews with some of the USAID staff and consul-
tants involved with CHIPPS (David Calder, Robert Pratt, and
Steven Solter), as well as a recent published summary and evaluation
of that project. (1) I subtitled the paper “An Evolutionary Process” to
emphasize the incremental nature of the decentralization process as
well as its slowness, but other subtitles would have been appropriate
as well: “The Reluctant Suitor,” to emphasize what seemed to be the
central ministry’s hesitancy to commit itself to decentralization;
“Slow but Sure?” to note the possibility that the center may never be
willing to let go of the reins; or “The Chicken or the Egg?” to raise
the question whether changing the capacity and activities of periph-
eral staff, as in CHIPPS, led to decentralization or whether decen-
tralization led to changed staff activities and capacity. Each of the
subtitles captures an important aspect of the process.

I review certain aspects of the centralized system as it functioned
in the 1970s, describe CHIPPS and its accomplishments, character-
ize HP-1V as one formal step toward decentralization, and then
draw conclusions about lessons learned from this process that might
be of use in other countries on the road to decentralization.

1970s: A Highly Centralized System

As seen from the field level in the 1970s, Indonesia’s government
health system was almost entirely centrally planned and managed.
Health center staff carried out some dozen basic activities, ranging
from direct patient care to school health, immunization, water and
sanitation, and malaria control. Many of these areas were run as ver-
tical programs from a central ministry technical and management



Decentralization in Indonesia 159

unit down to a dedicated field-worker, with immunization and fam-
ily planning being the most visible examples of such vertical nonin-
tegrated structures. Certainly integration was not a high priority at

that time.

Implementation directives and targets were set centrally by the
divisions (directorates general), subdivisions (directorates), and sub-
directorates within the Ministry of Health (MOH) that ran these
various programs. Data consisting of reports of activities, although
they passed through the district and provincial offices, were collected
and analyzed largely by these central units. These reports were com-
pared with centrally set targets based on demographic data that were
passed back to the periphery, setting the number of children to be
immunized or the number of eligible couples to be convinced about
family planning, for example. Certainly there was no objection to
local analysis and use of data, but there was little expectation of such
use. In those years, graduates from medical schools had little or no
preparation in how to move through the sequence of problem defin-
ition, solution generation, implementation, monitoring, evaluation,
and replanning. Hence it was unusual to find a district that aggres-
sively managed its activities based on the data being collected.
Health centers that at least prepared graphs showing progress over
months and years and posted them on the health center walls were
unique and were recognized with special awards for excellence.
Locally based planning and resource allocation were almost absent,
which is to say that there was little or no variation in the activities
carried out from locality to locality, despite the substantial variation
in problems, environment, and local resources among the country’s
27 provinces.

The structure at both the provincial and district levels nominally
provided (and provides currently) for local decision making. At the
provincial level there was both a local office of the MOH responsible
for technical direction, planning, and standard setting (Kanwil) and
a branch of the provincial government (Dinas) responsible for the
implementation of programs. At the district level the head health
official was in fact on the staff of the local district government. Yet
during this period the heads of the Kanwil and the Dinas at the



160 MYTHS AND REALITIES ABOUT DECENTRALIZATION

provincial level were usually the same person, and the district health
officers I encountered in the 1970s seemed more directed by MOH
directives than by the district government head. Bossert notes that
the provincial and district government officials were themselves

under the separate vertical authority of the Ministry of Internal
Affairs and thus were centrally directed. (1)

Funds collected from health centers and hospitals were passed on
to district or provincial nonhealth government units. Because these
funds were said to be almost the only flexible funds available to dis-
trict officials, they were rarely returned to the facilities that collected
them. Thus there was little budgetary support for any locally planned
efforts beyond the national programs, and health facilities often had
no money to pay for simple physical repairs or minor supply or
equipment needs. Funds were allocated on the basis of formulas
determined by the planning unit within the central ministry, gener-
ally on a simple per capita basis, and applied uniformly across the
country. This led to some inappropriate allocations. For example,
Nusa Tenggara Timur, a largely Christian province, received the
same per capita allotment of funds for the provision of medical ser-
vices to persons going on pilgrimages to Mecca as did provinces that
were predominantly Muslim.

Mechanisms for obtaining support for locally determined needs
were present. The planning and budgeting process included (and
includes) annual submission of a list of local activities and other pro-
posed expenditures (DUP/DIP) and requests for special funds for
construction (INPRES). But these mechanisms were often used to
request funds for projects determined from above, not those gener-
ated from data-based analysis of local health problems or special
local health system needs. Human resources were handled similarly.
Doctors and some other staff were centrally hired, and their postings
were administered centrally, largely on the basis of the aforemen-
tioned planning unit formulas rather than in response to local needs.
And supervision was often carried out for single programs—for
example, for the diarrhea program alone—rather than as a tool for
improving the local management of activities or conditions deemed
important locally.
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1980s: CHIPPS

USAID initiated CHIPPS in the early 1980s with the intention of
making health development efforts much more locally determined—
province specific. In so doing, USAID was explicitly countering the
strong centrally oriented pressures in the MOH. One actor in the
effort commented, “The government did not allow use of the word
‘decentralization.’ They assumed everything was the same everywhere.”
It was only through the identification of a few “friends” in the plan-
ning section of the MOH that the project was able to move forward.

In deciding where to locate the project, USAID explicitly chose
provinces that had a history of resenting central authority for various
reasons: Aceh, Nusa Tenggara Timur, and West Sumatra. This sup-
ported the efforts of the project to use local data to make programs
province specific, thus challenging the central government wisdom
regarding program balance and strategies as expressed in the stan-
dard allocation formulas for resources and programs. The goal was
bidirectional—aiming centrally to empower provinces to negotiate
more effectively for their specific needs with the center, and aiming
peripherally to improve management and operational planning by
stimulating local responses to local needs based on local data.

The project provided, at the provincial level, technical assistance
in the form of a resident epidemiologist or health planner, funds to
support the collection and analysis of data such as surveys, and funds
to support actions determined on the basis of the local data analysis.
It also supported workshops and seminars among CHIPPS partici-
pants to allow the sharing of methods, findings, and solutions to
problems. These gatherings of participants were particularly impor-
tant in building sufficient self-esteem and confidence to maintain
momentum against continuing resistance from the center.

The local data surprised the central planners, showing that the
current system was not working. Studies demonstrated a high inci-
dence of neonatal tetanus, accompanied by a coverage rate for com-
pleted tetanus immunizations among pregnant women of only 3 to

4 percent, much lower than had been expected. This led to a significant
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change in policy, from one of seeking to administer two tetanus
immunizations during pregnancy to one of seeking to immunize all
women of childbearing age.

The CHIPPS studies demonstrated that the tuberculosis case-
finding strategies were picking up only a small proportion of the
active cases. Further exploration defined risk factors for tuberculosis.
These were used to formulate guidelines for case finding based on
seeking out high-risk populations and individuals, which was more
likely to succeed.

The training policy in place at the time was generic, that is, train-
ing was given to classes of workers regardless of their need for it.
Based on CHIPPS data, the policy was shifted to one based on
identification of a behavioral problem, clear definition of the
behaviors needed, and development of targeted training to
respond to that need.

CHIPPS did a number of studies in the area of inappropriate
drug prescribing, demonstrating the high prevalence of polyphar-
macy and incorrect prescribing and documenting the high cost of
these behaviors. This led to a variety of efforts to reduce this wastage
and the costs related to it.

In West Sumatra specifically, the CHIPPS efforts moved down-
ward from the provincial level to the puskesmas (health center), focus-
ing on the gathering, analysis, and use of data for management at
that much more peripheral level. Training, supervision, and other
activities were organized to facilitate this more expansive level of
decentralized decision making.

In both West Sumatra and Aceh, it was determined that inade-
quate preparation of health staff during their preservice education
was a significant problem, impeding appropriate organization and
delivery of services. This led to CHIPPS-supported efforts in both
those provinces to develop improved medical school and nursing cur-
ricula aimed at preparing undergraduate students to function more
effectively in community settings and health centers.

The project’s concern for the sustainability of its activities led to
proposals to the center, as part of annual budget submissions, to
obtain funds to carry out the kind of diagnostic studies CHIPPS was
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supporting. Since planning activities had been largely top-down,
there was no category in the DUP menu of items for problem diag-
nosis and assessment studies. Because of CHIPPS-related requests,
a new DUP category was created for that purpose.

Perhaps the most basic indicator of the project’s success was the
number of proposals made annually to change the normal DUP/DIP
allocations based on provincial and more local data. At its peak,
when provincial staff had been adequately prepared for this chal-
lenge, three to four such proposals were presented annually. Observers
also described a reduction in the feeling of elitism at the center as
well, although this is certainly not an objective measure.

From a longer-term perspective, the CHIPPS experience may be
seen as providing the critical base of experience in decentralized
planning and management that led to the current series of World
Bank-funded health projects, most recently HP-1V, aimed specifi-
cally at decentralization. It appeared to lead to a gradual recognition
by central leaders of the benefits and even the inevitability of some
degree of decentralization.

1994: Active Decentralization with HP-IV

With HP-1V, the center’s commitment to decentralization is clear,
and a variety of project components explicitly support that commit-
ment. Whereas CHIPPS aimed for increasingly independent provin-
cial decision making, HP-IV (and its predecessor HP-III) is directed
toward district (2abupaten)-level planning and management, with a
clear expectation of effective analysis and use of data at the even
more peripheral puskesmas (health center) level. (Kabupatens typically
serve 1 to 3 million people, and puskesmas serve 10,000 to 30,000.
Now in Project Year 3, HP-IV has had an observable impact on dis-
trict level planning and management, but the old pattern of waiting
for direction from above has not completely disappeared.

HP-1V is directed at five provinces representing a mixture of con-
ditions: East Java on the most populated island of Java, with head-
quarters in Surabaya, Indonesia’s second largest and most sophisticated
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city; Nusa Tenggara Barat on the islands east of Bali, and West
Sumatra, both of which are areas of moderate population and sophis-
tication; and East and West Kalimantan, both of which have isolated
areas of low population density and minimal infrastructure. The full
range of challenges to service delivery is thus represented.

The aim of HP-IV is to bring about measurable improvements in
the performance of the health services. The specific deficiencies tar-
geted by the project include underutilization of health services,
reflected in low coverage figures for critical services (antenatal care,
for example); poor quality of services relative to defined standards of
care; inadequate access by the poor and remote; and inefficient and
inequitable resource use.

The mechanisms by which these deficiencies are being addressed
through the project include: :

m At the health facility level, changes through quality assurance
activities to bring about increased responsiveness to client needs
through improved analytical and problem-solving efforts.

m At the district and provincial levels, decentralization, charac-
terized as planning and active management based on data, to
reduce the rigidities and inefficiencies associated with cen-
tralized direction and resource allocation.

m Improved mobilization of resources from both local and cen-
tral/provincial levels.

m Attention to the private sector as a recognized component of
health services that must be included in efforts to improve
performance.

In addition to hearsay information, access to documents, and
observation of planning activities by district teams at national plan-
ning sessions, I had the opportunity early in the project to visit 5 of
the first 11 districts to receive project inputs and guidance. From
these observations and other evidence, it was clear that districts’
capacities to carry out the activities and responsibilities envisioned by
the project varied extensively.

Some districts, and even some puskesmas, had designed and car-
ried out surveys, analyzed the results, and based problem-solving
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activities on them. Others had one or two staff members who had
participated in surveys organized by provincial or central levels but
had not conceived of or developed such data-gathering efforts on
their own. Others had no experience with this fundamental tech-
nique.

Although provinces invariably had numerous staff members with
master’s degrees in public health, presumably accompanied by skills
in data gathering and use of data in planning, districts often had only
one or two persons with that level of education, frequently the dis-
trict health officer himself. Such officers were often caught up in a
frenzy of bureaucratic tasks and found it difficult to devote the time
needed to identify problems from lengthy lists of figures in reports or
to develop prospective data-gathering activities such as surveys to
clarify the nature of such problems or diagnose their causes.

Data were abundant. Each program produced a flood of monthly
data that was assembled and passed on to the provincial level. But
the level of computerization varied, with some districts having no
computers at all. Thus staff members’ time was occupied by tedious
transfer and hand calculating of the data, making further manipula-
tion and analysis of the data to bring out failures to achieve coverage
or utilization targets difficult.

The immunization program was a clear exception to these gener-
alities. Part of routine practice at the district level was the activity of
“local area monitoring.” From the routinely reported numbers of
injections given, reports were produced that identified units with
activity or coverage failures relative to targets. This automatic analy-
sis made use of the data to bring about corrective action. Certainly
immunization is unique in having an effective response to shortfalls
in coverage—sending out the troops to find the unimmunized—that
can be implemented with only an administrative decision. Such is
not the case with diarrhea, in contrast; mothers cannot be com-
manded to bring their sick children to the clinic for care, and even
targets cannot be easily set and will vary from month to month. Yet
it was clear that the built-in analytical process used by the immu-
nization program made a significant difference in the use of the data
to manage services so that performance targets were reached.

Since initiation of the project, introductory training workshops
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conducted for successive batches of district teams (11 districts in the
first batch, 15 in the second) have introduced new performance indi-
cators and defined analytical processes such as those used by the
immunization program to identify service performance problems.
The workshops have reviewed the typical cycle of problem identifi-
cation and solution and have provided practice in brainstorming to
generate possible causes of problems and in planning actions to over-
come them and their causes. The most recent workshop—round two
for the first batch of districts—stressed the need to go beyond brain-
storming as the only “diagnostic” activity, the pattern of reaction in
the recent past. Districts were encouraged to carry out active data
gathering through rapid surveys or focus group discussions in addi-
tion to more detailed analyses of existing data. These steps would
provide more objective evidence of the causes of problems identified
by the initial data analysis, so that corrective actions could be based on
more accurate diagnoses of causes and thereby be more cost-effective.
In this second round, there was also a genuine recognition of the
importance of private providers and the need to document the quan-
titative dimensions of their role and improve the quality and effec-
tiveness of services being provided. Based on experience using
methods to assess and improve private provider case management
practices developed by Basic Support for Institutionalizing Child
Survival (BASICS) and tested in India and in Central Java,
Indonesia, (2) 11 districts are launching pilot efforts to document
and improve private services. This private-sector effort is organized
and directed at the level of the district and puskesmas, although it uses
standard methods for both assessment and intervention efforts.
One senses that, relative to decentralized planning and manage-
ment, a revolution in action or even in thinking has not yet taken
place. The extra funds made available to health centers and districts
to support locally determined responses to problems have often been
used to support increased numbers of supervisory or community vis-
its, not to respond to specific problems identified proactively from
local data. Budgetary process changes have only recently provided
true block grants to the district level, and at the recent workshop,
most district staff members were unfamiliar or seemingly uncom-
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fortable with methods that set allocation levels on the basis of specific
program or location needs or problems, rather than uniformly by
simpler criteria such as population. On the central side, specific pro-
grams have been reluctant to give up control of how funds are
expended and, until this most recent shift to block grants, have
requested that peripheral budgets specify a range of action categories
for their programs. Districts have been overwhelmed by the demands
of preparing such detailed budgets; lacking the logistical capacity to
do so, they have retreated to standard formulas based on the action
categories. The result has been central control through the budget,
despite the appearance of decentralized management. The reaction
at the district level seems to have been, Why should we push to have
our desires met when the higher-ups have already decided what they
will let us have? With the new shift to a true block grant, this resid-
ual central planning mechanism has been dissipated, and the poten-
tial to achieve real decentralization of decision making has been
substantially increased. As new batches of districts proceed through
the training and action sequence of the project, we will be able to
observe whether acceptance of responsibility for problem identifica-
tion and solution at the district level, combined with proactive data
gathering and attention to the private sector, will actually take place.

Conclusions

Over my 24 years of intermittent observation, a clear but gradual
shift has occurred in Indonesia, from a strongly centralized system to
one that is on the brink of true decentralization, at least in a few
provinces. During the 1970s, although mechanisms that could have
allowed peripheral priorities to emerge were present (the DUP/DIP
and INPRES budgetary mechanisms, as well as the five-year plan-
ning process), both the strong vertical program structure and the
commanding central planning unit ensured that decisions and
resource allocations were determined from above, often in a uniform
manner inconsistent with variation in conditions across the country.

CHIPPS began a process of capacity development at the provincial
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level, showing how data gathering at lower levels could more effectively
identify both health and service problems, define the causes and
appropriate responses to correct them, and demonstrate when solu-
tion had taken place. Pressures on the central level based on such
data might well have been the beginning of the more rapid evolution
toward decentralization. This accelerating process was fortified by a
continuing influx of staff to the provincial and district levels who had
had formal public health training and were capable of using data
effectively and leading such decentralized planning and management
processes. The result can be seen in the current HP-IV, in which the
skills needed for data-based assessment of performance and response
to identified deficiencies are being explicitly transferred to the dis-
trict and even puskesmas levels. The major change in government
funding methods, with the shift to a block grant approach, signifies
how far this process has advanced during this relatively short time.

So the process has moved forward, and decentralization is indeed
taking place. One might ask at this point, what made it happen?
Donors appear to have had some influence on the process. Certainly
USAID deserves credit for supporting early activities that demon-
strated the importance of data and allowed both the center and the
periphery to learn new roles and responsibilities. The World Bank
has been a major influence in recent years, as evidenced by the char-
acteristics of the health projects it has funded and the government
support of them.

The center has actively supported the shift to decentralized deci-
sion making. Initially, most of the support came from the planning
unit at the center, but specific programs are now being pulled along
as their last budgetary hooks on the periphery have been eliminated.
The primary control mechanism now available to the center seems
to be the setting of programmatic targets for the periphery and its
ability to respond—at least verbally, if not by the issuance of strict
commands—to reports on the achievement of those targets. With
increased access to good data, even the targets can be challenged by
the periphery when they are found to be inconsistent with reality.

Unlike in Zambia and other countries, there has not been a strong
political push from the periphery demanding that the center hand
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over control. This may have helped the decentralization process by
allowing it to proceed slowly and incrementally, with gradual acqui-
sition of skills and capacity at the provincial and district levels and
gradual letting go of the various mechanisms of control by the cen-
tral planning and program units.

Certainly there are numerous aspects of planning and manage-
ment, numerous processes, experiments, and other experiences, that
I have skipped over. Yet one might reasonably conclude on the basis
of this admittedly superficial and personal review that developing the
bottom—peripheral capacity development; pilot efforts in improved
data collection, analysis, and use; and gradual accretion of experience
at both ends of the top-bottom spectrum—is the approach most
likely to result in successful decentralization without a chaotic tran-
sition period. Donors can help in this process by supporting contrib-
utory activities at the periphery and the center and by not pushing
for rapid change. Persistence is a necessary ingredient to ensure that
the slow evolutionary process toward decentralization goes forward
while avoiding the uproar of rapid change. Finally, the Indonesian
experience is convincing evidence that more than the usual donor-
funded five-year project length is necessary when effective and
responsible decentralization is the goal.
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Management Sciences for Health, Inc. (MSH), is a private, nonprofit orga-
nization, dedicated to closing the gap between what is known about pub-
lic health problems and what is done to solve them. Since 1971, MSH has
collaborated with health decision-makers throughout the world to improve
the quality, availability, and affordability of health and population services.

MSH has assisted public and private health and population programs in
over 100 countries by providing technical assistance, conducting training,
carrying out applied research, and developing systems for health program
management. MSH maintains a staff of over 300 in its Boston, Massachu-
setts headquarters, offices in Washington, DC, and field offices through-
out the world.

We provide long- and short-term technical assistance in six areas of
expertise: '

primary health care and maternal/child health
population and reproductive health
health reform and financing

information for management

management training

drug management

Recent and ongoing major efforts by MSH to address problems in pub-
lic health include the following:

m MSH currently manages two multinational projects funded by the
US Agency for International Development (Family Planning
Management Development and Rational Pharmaceutical Manage-
ment).

m MSH is also carrying out several national projects, including three
in Africa (Guinea, Kenya, and South Africa), one in Haiti, and
one in the Philippines.
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m We recently concluded successful work on the Madagascar
APPROPOP/Family Planning and Senegal Child Survival and
Family Planning projects.

m MSH is one of three members of the Partnership for Child Health
Care, Inc., which implements USAID’s flagship child survival pro-
ject, Basic Support for Institutionalizing Child Survival (BASICS).

m We have also been awarded a contract to carry out global techni-

cal assistance under the Maternal Child Health Technical Assis-
tance (TASC) activity.





