FACTORS INFLUENCING THE IMPLEMENTATION OF HEALTHCAR E
PROJECTS: THE CASE OF MERU COUNTY, KENYA.

By
ZABERIO GITONGA

A RESEARCH PROJECT REPORT SUBMITTED IN PARTIAL FULF ILLMENT OF
THE REQUIREMENTS FOR THE AWARD OF THE DEGREE OF MAS TER OF ARTS
IN PROJECT PLANNING AND MANAGEMENT OF THE UNIVERSIT Y OF NAIROBI

2017



DECLARATION
| declare that this research project is my owninabwork and it has not been presented in this
or any other institution for any award.
Signature: .....ooveiv i, Date: ..o
Name: Zaberio Gitonga

L50/84586/2016

This research project has been presented for estionnwith my approval as the university
supervisor.

SIgNature; ..o Date: ..,
Dr. Peter Keiyoro
Senior Lecturer; School of open and Distance learni

Odel campus, University of Nairobi.



DEDICATION

This work is dedicated to my loving wife Catheri@onga and my children Agnes Nkirote,
Risper Gatwiri, Christine Kananu and Victor MutumBheir moral support during the period of

struggle for this degree and contribution towargssanccess is invaluable.



ACKNOWLEDGEMENT

The completion of this research project would reténbeen possible without the assistance and
cooperation of a couple of people to whom | am Inteld. My special thanks go to my supervisor
Dr. Peter Keiyoro who guided and encouraged meutiirout the period. To all the lecturers and
staff of the University of Nairobi Meru Extra Mur&entre for giving me an opportunity to
further my career.

| also wish to pass my gratitude to my fellow callaes in the Master of Arts degree in Project
Planning and Management class of 2015/2017 for thealuable discussions and sharing of

ideas and experiences, thereby making the leaatmgsphere most interesting.



TABLE OF CONTENTS

DECLARATION. ..ottt ettt ettt ee e e ettt e e e e ent e e e e e ass et eeeannsaneanseeeeeanssneeeesansnnneens i
DEDICATION . ..ot te ittt ettt e et e e e e et e e e ettt e e e e assteeee e e nseeeaansseeeeeanssseneesansseeeeaans iii
ACKNOWLEDGEMENT ....oiiiiiiiiiee ettt ee e st ee e e e s nsetee e e s snste e e e s sssseeeneneaesannsaeeaeans iv
TABLE OF CONTENTS ..oiiitiiii ettt ee et me et e e sttt e e e st e e e e snttee e e s anssaeennanneeeeannneeeaeeannees v
LIST OF TABLES ...ttt ettt ettt ettt e e ran e e e bbbt e e e e snnbe e e e e anees viii
LIST OF FIGURES ....ooii i ettt eeeet ettt e et e e et e e e et e e ante e e e e nnnsseeeesansneeeas iX
BBREVIATIONS AND ACRONYMS ... ..ottt ae e X
=S I A 3 PP Xi
CHAPTER ONE ...ttt ettt mmn ettt e st e e e e sttt e e e s bbbt e s sns e e e e s nnbbe e e e s abbbeeaeen 1
INTRODUGCTION. ... tttttes ittt mee ettt e e e et e e e e ekt e e e s sabbe e e e s saaneessnbbbeeeeessnbeeeeeannees 1
1.1 Background tO the StUY..........uuuuuuummmimmmmmmeiis s s s e s ssssssnnnennnnnes 1
1.2 Statement of the Problem ... 4
1.3 PUrpose Of the STUAY ........cooiiiiiiiiiie ettt nnrene e eeeeeeeeeeeeees 5
1.4  ReSearCh ODJECHVES .......cooi ittt e b nnreae e eeeeeeeeeeeeeees 5
1.5 ReSEarCh QUESTIONS ........uiii i iiiieeeee s s s e ettt e e e e e e e e e eea e e e e e e e eeeeeeeesesaaaaeaaeeens 6
1.6 HYPOINESIS oo 6
1.7  Significance of the StUAY .........cooo oo 6
1.8 Limitations of the StUAY........oooooi oo 7
1.9 Delimitation of the StUY ...........euuimiiiiiee e 7
1.10 Basic Assumptions Of the StUAY .............ceeeiiiiiiiiiii e 7
1.11 Definitions of Significant Terms used in tHeI@®y ..., 7
1.12 Organization Of the STUAY .........uuuimer e 9
CHAPTER TWO ... eiiiiieiiiiie ettt et e e e e st e e e e ettt e e e e as bt e e e e nmneeasnseeeeeesnnnneeaesannes 11
LITERATURE REVIEW ....ooiiiiiiiiiiie ettt senne et ee e e 11
Y2 R [ o1 (o To [N {ox 1o o IR PPPPPPPTRPPP 11
2.2 Devolved Governments and Provision of Healthcar®i®es ................ccccvveeieeennnne 11
2.3 Collaboration of Communities and ImplementatioiHe&lthcare Projects................. 12

2.4  Distribution of Human Resources for health and enpntation of Health care projects



2.5 Financing of Human Resources for Health and Infuatire and Implementation of
HEAILN CAre PrOJECES ....eiiiiiiiiiiiiiiiit s oot aaa e e e 18

2.6 Learning and Adoption of Best Practices and Implatatgon of Health care Projects 21

2.7 TheoretiCal FrameEWOIK ...... ..ottt eb b enemneeeeeeeeeeeeeeeeeeeees 23
2.8 Conceptual FrameWOIK ........ ..o i ettt e e e e e e e e e e e e e e e e e eeeeaees 26
CHAPTER THREE ... ttiie e ettt eee ettt e e te e e e sttt e e e s st e e enennee s e esnaeeeeeannnneeens 28
RESEARCH METHODOLOGY ...coiiiiiiiiiee ettt e see e ettt e e st ae e e annneeeeeaannsaeeaessnneeesnsneees 28
20 R 11 £ o [¥ox 1 o] o HA TP PP EPPPPP PO 28
3.2 RESEAICH DESIGN.. .ttt e e 28
ICTRC T = 1o 1= B =0 o 11 ] =1 o) o PN 28
3.4 Sample Size and Sampling Procedure ... 29
B N Y= 10 01 0] (=TS T . TP 29
I NS Y= 10 0] o] T o T md foTo=To (U] (= 2P 29
3.5 RESEAICH INSIIUMENTS ...ttt ettt e ettt e e e e s e e e e ee e e e e e e e e e s 30
TS A (o ] A I TSP PPPP P SPPPP 31
3.5.2Validity Research INSIIUMENTS .........couuernrmmnrnniiiiininian s ssassessnsnensnennnes 31
3.5.3 Reliability of Research INStruments .. oooeeeeeieiiiiieiiee e 32
3.6 Data ColleCtion ProCEAUIES........ .. e 32
.7 DAta ANAIYSIS ..o 32
3.8 EthiCal CONSIAEIALIONS ......uueiiiiiimm et 34
3.9 Operational Definition of Variables. ...ttt 34
CHAPTER FOUR: ..ottt ettt e et e e e et te e e e e st eaee e e e e e entnaeeeesnnnneeas 39
DATA ANALYSIS, INTERPRETATION AND PRESENTATION .... .oocoiiiiiiiiiiieee e 39
0t R [ 1 (0o [0 To{ 1T o HA PP UPPOPPPPPPPPPP 39
4.2 RESPONSE RALE ... .cciiiiiiiiiii it e ettt e ettt e et e e e e e e et eeeemns e b e e e e e e eeesnennn s 39
4.3 Demographic INfOrmMatioN...........ooeiiiceeeeei et 40
4.4Analysis by ReSEarch qUESTIONS.........cecmeeamuuieiitiiii s e aeeeaenenes 42
4.5 Distribution of HUMAN RESOUICES ... eeeiiiiiiiiiieiee e ae e e 44
4.6 FINANCING. ... o e ieeie ettt ettt ettt ettt sttt et m e e e et e et e e et e et eeeeeeseeeeeseennees 46
4.7 Learning and AdOPLION .......ooviiiiiie e 48
4.8 Measures of Provision of Health Care throughltheCare Projects .............ccuvvveeeeee 51.

Vi



4.9 Regression Results-Inferential StatiStiCS....cu..uuuruuieuiiiiiiiiiieie e 52

4.10 Multiple Regression ANAIYSIS ........cooooimiriiiiiiiii s e aenenenenes 53
4.11The RelationShip .....cooo i 54
CHAPTER FIVE: ..ottt mn ettt e et e e e e et e e e s et e e anenne e e e ansaeeaeeannnneeeeans 57
SUMMARY OF FINDINGS, DISCUSSIONS, CONCLUSIONS .......ccooieiiiiiiieee e 57
AND RECOMMENDATIONS ... .oiiiiii ittt ettt ee ettt et a e et e e e e s sntaee e e s s naneeasnsneeeeeas 57
ST N [ o1 (o o [ T i (o] o D TP PR P PP PP PPUPRPRP 57
5.2 SUMMArY Of FINAINGS ...t 57
5.2.1Measures on Provision of Health Care Servicesugh Implementation of Health care
[ 01201 ST 59
5.3 Discussion of the Findings as per the Objestive. ... 60
5.3.1 Collaboration of COMMUNILIES..........cceeeeiiiiiiie e 60
5.3.2 Distribution of Human Resource for Health................ccccooeeiiniiiiiecee 61
5.3.3 Financing of Health Infrastracture 62
5.3.4 Learning and Adoption of Best PractiCes...........coovvviiiiiiiiiiiiiiiiiiiiiieiiieeeeee e 63
5.4 CONCIUSIONS ...ttt ettt e e e e e e ek e e e e e s bbb e e e e e e e e e e e e snnnee e 63
5.5 RECOMMENUALIONS ... ..ttt e e e e e e e e e e e e e ann 64
5.6 Area for FUrther RESEAICN ..........ooi i e e e e e e e e e eeeeeees 65
REFERENCES.......ooiiiii ittt ettt ettt e e e sttt e e e et b e e eanbseee e e e bt be e e e s antaneaee s 66
APPENDICES ... .ooiii ittt e e e et e e e e sttt e e e e st e e e e e naneeeesbaeeeeeannteaeeeannneeeeas 78
Appendix I: Letter of TranSmIttal ............coceeiiiiiiiiiiiiiiiiiciiieeeeceeee e 78
APPENAIX Tl e s s ettt ettt e s e nennnnnnnes 79
Questionnaire for Medical Personnel....... oo e 79
Y o] o1 oo |1 | TP PPUPPPPTPPPPPRPPPN 84
Questionnaire for DOH Staff Meru County GOVErnment...............uveeveeeeeeeeeeemeneennenenen. 84
Y o] 01T a0 [ | | TP 89
Health CSOs’ Managers QUESLIONNAIIE ... couueennnnnnaaaaaae s e asaaa s e e e e s s eeeeesssnennnennnes 89

vii



LIST OF TABLES

Table 3.1 Target POPUIALION...............i e e e et 29
Table 3.2 Sampling Frame ... 30
Table 3.3 Operationalization Table of VariableS...........ccccooiiiiiiiiiiiiiiiii s 35
Table 4.1 RESPONSE RALE ... .. eee e e ettt ettt eeenee e e e e eeeeeeeeeeeeeeeaeeeeees 39
Table 4.1: Reliability ANAIYSIS .......uuuiriimmmmm e s 39
Table 4.3: Distribution of respondents in terms$hair age group ......cooeeeeeeiiiieiiie e, 40
Table 4.4: GeNAEr CAtEQOIY ... oot 41
Table 4.5: Level Of EQUCALION ...t ceeeee et 41
Table 4.6: Period Of SEIVICE.........ccuiiiieeeeei ittt e e e e e e e e e 42
Table 4.7: collaboration of communities on He&tre Projects ...........cccoooeeiiiiiiivieeeee 43
Table 4.8: Distribution of Human Resources anditHEERIe .................eevvveiiiiiiivinens e 45
Table 4.9: Financing and implementation of Heallhe projects ...........ccccvvvvvvivviniviiennnnne.. a7
Table 4.10: Learning and Adoption influence on lHe@are projects ...........cccceccvnieninnenns 49
Table 4.11: Learning and Adoption influence on Keahre projects ..............uuvvvvvveviviieennns 50
Table 4.12: Measures of provision of Health Careufgh Health Care projects.................. 51..
Table 4. 13: Correlation MALIIX .........ccoiieeeeiieieiiieiieiieiieiieeeeeeeaeeeae e eeenneeeeeeeeeeeseeseeseeseees 52
Table 4.14: Summary of Regression Model OULPUL . .....ueni e 53
Table 4. 16: Regression COEffICIENTS ......v e 55

viii



LIST OF FIGURES
Figure 1: Conceptual Framework: Implementationedlth care projects



BBREVIATIONS AND ACRONYMS

A.C Autonomous Communities

AIDS Acquired Immunodeficigr8yndrome
ATW Ambulatory Testing Workflow

CHSB Council Health Service Board

CHWs Community Health Workers

COPD Chronic Obstructive Pulmonary Disease
CSOs Civil Society Organizations

DHSC Departmental Health Social Councils
FBO Faith Based Organizations

HHR Human Resources for Health

HIV Human immunodeficiency virus

HRIS Human Resources Information Systems
LHC Local Health Committees

LTW Laboratory Testing Workflow

MCH Maternal and Child Health care

MCHI Maternal and Child Health Information
NGO Non-Governmental Organizations
OECD Organization for Economic Cooperation and Develapime
PA Performance Appraisals

PHC Primary Health Care

SWF Scheduled Workflow

TBAs Traditional Birth Attendants

T.B Tuberculosis

U.K United Kingdom

VHT Village Health Teams



ABSTRACT

The devolving of national government functions ienga especially the implementation of
health care is influenced by various factors ingkpedition process of these projects. This study
investigated the issues that influence the impleéatem of health care projects under the
devolved system of governance. It investigatedinfisence of: collaborations of communities,
distribution of human resources for health, finagcof human resources for health and health
infrastructure and learning and adoption of bestiixes. The study was hinged on four theories;
Empowerment Theory, Theory of Optimal Resource @dilmn, Theory of Fiscal
Decentralization and Organizational Learning Thednye study employed descriptive survey
research design. Target population of 703 respdad&he sample size was of 15 (n=15), Meru
County Government Department of Health Staff, 2842¢4) Medical personnel working at
public hospitals managed by the Department of Hadiru County and 10 (n=10) Health Civil
Societies’ Managers that were selected to parteipathe study. Stratified sampling and Simple
random sampling were used to pick the respond@usstionnaires were used to collect data in
the study locale. Data was analyzed qualitatively quantitatively using Statistical Package for
the Social Sciences (SPSS) version 22.0, was peskenFrequency and Percentage tables and
the regression model Y B0 + B1X1 + p2X2 + B3X3 + B4X4 + ¢ was applied. The study
established that collaboration of communities, rifigtion of human resources, financing,
learning and adoption all influenced the implemeataof health care projects under devolved
system of governance in Meru County, Kenya. Manthefrespondents as shown by a mean of
3.74 agreed that collaboration of communities dicgmtly influenced the implementation of
county funded health care projects’ sustainabiktygood number of the respondents as shown
by a Mean of 3.77 agreed that the successful imghation of county funded healthcare
projects was influenced by the distribution of hunm@sources for health in Meru County.
Further, the results of this research as shown tmgan of 3.87 have revealed that health grants
are not utilized due existing corruption adversaeRuencing the implementation of health care
projects at the devolved governance level. 65.6%egpondents agreed that there was need to
adopt performance appraisals and evaluations oricaiepersonnel to enhance provision of
health care services in the county under study. Stbdy concludes that benchmarking is an
important learning tool for medical personnel imancing of quality standards in health care
provision. It can also be concluded that, adegfiasscial resources disbursed in good time are
key drivers of the implementation of health car@jgets in Meru County. From the findings, the
study recommends that an enforcement of Kenya’dtiH&alicy 2011-2030 on distribution of
human resources for health in public health faegitThe study also recommends that the county
government should adopt an effective stakeholddpilmation strategy that would help build
working collaborations with other health sectorygels like Non-governmental Organizations,
community based organizations and private compafaeshe realization of health goals in
Kenya through devolved units. Studies could be dwnether counties in the country for
purposes of comparison and generalization.
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CHAPTER ONE
INTRODUCTION
1.1Background to the Study

According to Bremner (2011) health care servicesvigions in the devolved system of
governance refers to the various processes uneertbi sub-national governments through
which inputs like; finances, human resources, agaipt, medical drugs and other essential
supplies are amalgamated to facilitate the delieéfyealth interventions to the populace. White,
(2011) observes that it is the lack of one or sswafrthese inputs that influences the provision of
healthcare in the devolved even at lowest leveingry care. In Colombia, Faguet (2009)
reported that budget constraints did lead to thedhuction of local taxation measures to enhance
the financing of human resources for health (HRHid ehealth infrastructure by local
governments. Méndez and Torres, (2010) reportecctmilenges of distribution of human
resources for health that did adversely influeree implementation of health care projects by

regional governments for the provision of healttvises in Chile.

Loayza, Rigolini and Calvo-Gonzéalez (2014) reporthdt issues of financial planning and
inadequate local taxation systems coupled withfistafof hospitals did have a negative
influence on the implementation process of headite qrojects and the provision of health
services by municipal governments in Peru. In Baliviorri and Hollenber (2013) reported
failure to form partnerships between traditionadlees and biomedical staff (doctors and nurses)
did adversely influence the implementation of cosmensive health care projects that would
have enhanced the provision of health servicesapadmental governments. Challenges related
to financing emanating from low levels of disburgens from the central government that
contributed to bottlenecks of low staffing of HRidvarsely influenced the implementation of
health care projects that would have witnessedptiogision of health services by municipal

governments in Nicaragua (Mathauer, Cavagnero,sv&/&arrin, 2010).

Devolution of the health care function has brougtth it different results in Europe especially
in matters health care projects. In Uzbekistan, Atiov et la., (2014) reported that the un-even
distribution of human resources for health did asely influence the implementation of health
care projects by provincial governments derailiegess to health care services in the remote

areas of the country. Collins and Hayes (2010) ntedothat collaborative communities which



included partnerships with non-governmental orgations and other levels of government did
both positively influence the implementation of hieacare projects by municipal governments
and enhancing the provision of health care seniitd®ortugal. In Serbia, Milicevic,Vasic and
Edwards (2015) reported that bottlenecks relateddistribution of human resources and
financing did adversely influence both the impletagion of health care projects and provision
of health care services by municipal governmentgdignon and Turati, (2009) also reported
that issues of financing of human resources fortiheand health infrastructure adversely
influenced the implementation of health-care prigjdor provision of health care services by

regional governments in Italy.

Costa-Font, (2010) reported the existence of inggsin the distribution process for human
resources for health and the construction of bdtealth care facilities emanating from poor
intergovernmental relations and poor financial plag adversely influenced the provision of
healthcare services by regional governments inrSgiztestnutt, (2014) reported that effective
financing of human resources for health and heialtastructure did positively influence the
implementation of dentistry health care projectd #ire provision of these services in Wales. In
Denmark, Pedersen, Andersen & Sgndergaard (20@@jteel that the adoption of local taxation
did improve on the ability of regional governmetddinance the provision of human resources
for health and implementation health infrastructprejects. Cole, (2011) reported that the non-
existence of cordial intergovernmental relationssMeen the central government and regional
units arising mostly from performance managemertt trgets did adversely influence the
implementation of health care projects and prowvisibhealthcare services in France. Jelamschi,
(2011) also reported that challenges associatdd thvit migration of medical staff did adversely
influence the implementation of health care prgemd provision of health care services by

district governments in Moldova.

In China, Chen (2013) noted that challenges ofrienay of human resources for health (HRH)
and consequently distribution of HRH did negativieijuence the implementation of health-care
projects and provision of healthcare services bygvipcial governments. The unequal
expenditure on health care did negatively influetheedistribution of HRH and the provision of
facilities that enhance provision of health carevises to the populace in some prefectures in
Japan (Hayashi & Oyama, 2014). Orbista, (2012) aisported that larger provincial



governments were better placed to work in partigrslith Non-governmental organizations
than smaller provincial governments adversely gficing the implementation process of health
care projects and provision of health care by #terlin the Philippines. Heywood and Choi,
(2010) reported that issues related to limited fingdlid adversely influence the implementation
of health care infrastructure projects such asthealre innovations by provincial governments
at the district level resulting to high reliancepiavate sector providers in Indonesia. In Pakistan
Pervaiz, Shaikh and Mazhar (2015) reported thalurfai to integrate collaboration of
communities by provincial governments that wouldagrpartnerships with Non-governmental
Organizations (NGOs), Community Based Organizat{@B0s) and Faith Based Organizations
(FBOs) did derail the implementation of maternatl arild health care projects (MCH) and

provision of health care services related to thlssector.

Ascroft, et al., (2011)eported that there existed the need for collabh@@ommunities between
provincial governments and religious organizatitmsenhance the implementation process of
health care projects that would enhance provisidmealth care services in Papua New Guinea.
In New Zealand, Eppel (2013) reported that the Iverment of other stakeholders in the form
collaborative governance integrated in communitytip@ation did positively influence the
implementation of health care projects and consagpeovision of health care services by
regional governments in New Zealand. In the Solonstends, Whiting et al., (2016) reported
that the equitable distribution of human resoufoesiealth (HRH) as an important factor in the
implementation of public goods among them healtle gaiojects that enhanced the provision of

health care services by provincial governments.

Devolution of the health function for implementatiof healthcare projects to enhance provision
of this public service has had it fair share of l@mges in Africa (Wunsch, 2014). In South
Africa, Stuckler, Basu and McKee (2011) noted theewen allocation of finances and the
resultant imbalance in health care infrastructuepted with the consequent uneven distribution
of doctors and nurses did adversely influence thplementation of health care projects by
provincial governments. Frumence, Nyamhanga, Mwaagd Hurtig (2013) reported that
insufficient funding and inopportune disbursemehtfumds from the central government for
financing of human resources for health (HRH) cedplith poor and uneven distribution of

unqualified human resources and the non-existehcelaborative communities did adversely



influence the implementation of health care prgent Tanzania. Nannyonjo and Okot, (2013)
reported that poor distribution HRH and in partacutloctors who were fewer than nurses did
pose challenges to local governments in their quesiplement health care projects and provide
health care services especially in rural UgandaKémya, Mwamuye and Nyamu (2014)

underscored the importance of partnerships betwr@rsociety and county governments in the
implementation of health care projects. Okech, @lso reported that budgetary constraints
and unequal distribution of human resources forlthedad adversely influenced the

implementation of health care projects by countysgoments.

1.2 Statement of the Problem

The Constitution of Kenya 2010 brought with it desmn of power and the promise of better
delivery of public services, for low income earnikgnyans. Though several health facilities
have been built under devolution since 2014 andudamnloes services have also improved owing
to the purchase of new ambulance vehicles by seeerumty governments, health care still
remains a reserve of the privileged. This is evigeinby the fact that most health care facilities
are understaffed, are also ill-equipped, lack drargs other medical supplies, lack proper basic

amenities such as toilets and clean drinking w@tenanthi, 2015; Muchui, 2015).

In Meru County, despite The Meru County Governnfemting allocated Ksh. 1.7 billion in the
financial year 2015/2016, frequent strikes by Hewalorkers coupled by lack of medical supplies
have been reported to often paralyze operatioiseaMeru Level 5 hospital and other county
health facilities leading to poor delivery of sees$ to patients putting the lives of these patients
in danger. Further, despite recent alarming repafrtgsing cases of cancer, with 15% of those
referred to the Kenyatta coming from the study llecthe major county hospitals lacks proper
equipment for proper diagnosis and treatment (Kimar2015). According to a Ministry of
Health 2015 Oral report, Meru County has a deptgignt ratio of 1:14,286 adversely affecting
the provision of this health service to the popelat the county. Further, according to the
Ministry of Health 2015 report on Meru County: Hbaht a Glance, the situation is made worse
by the alarming doctor/patient and nurses/patiatibs which are currently estimated at 1:5,882
and 1:1,515 respectively. This leads to overworkifigthese sensitive human resources for
health care consequently leading to poor qualitglthecare services delivery especially in

subsectors such as maternal and child health (MC&hcer and oral health (Changalawa,
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2016). Changalwa, (2016) also noted that the Mexungy lacks a linear accelerator machine to
treat cancer a disease that is growing at an akarnaite in the county and that available dialysis

machines are

This study seeks therefore to investigate on tlotofa that influence the implementation of
health care projects in the devolved system of garece in Meru County. Specifically the study
will look at the influence of; collaborative commties, distribution of human resources for
health, financing of health human resources andthhéedrastructure, learning and adoption of
best practices. It recommends that issues sucHinasging of human resources for health and
health infrastructure and embracing of collaborai@f communities in the form of public
private partnerships for financing of medical eqgugmt should be adopted and policy strategies
should be formulated and implemented for the eblétalistribution of human resources for
health. County Medical staff and department of teabn-medical staff should also be exposed

to both international and national trainings farl@ng and adoption of best practices.

1.3Purpose of the Study

The purpose of the study was to investigate fadtwas influence the implementation of health

care projects by the Meru County government.
1.4Research Objectives
The objectives of the study were as follows;

1. To determine how collaboration of communities iefige the implementation of health
care projects.

2. To determine how the distribution of human resosirfice healthcare services influence
the implementation of health care projects

3. To establish how financing of human resources &alth and infrastructure influence the
implementation of health care projects in Meru Ggun

4. To assess how learning and adoption of best pesctidluence the implementation of

health care projects.



1.5Research Questions

The study answered the following research questions

1. How does the collaboration of communities influetive implementation of health care
projects?

2. How does distribution of human resources for healdite services influence the
implementation of health care projects?

3. How does financing of human resources for healtl mnfrastructure influence the
implementation of health care projects?

4. In what way does learning and adoption influence ithplementation of health care

projects?

1.6 Hypothesis

Ho: All the above factors combined do not have aimahip with implementation of healthcare
projects in the county.

Hi: All the above factors combined have a relationshith implementation of healthcare

projects in the county.

1.7 Significance of the Study

It is anticipated that this study provides usefallad which can be used by policy planners in the
national government’s Ministry of Devolution andaRhing and Ministry of Health and will also
be useful for the Meru County Department of Heaédtlboth evaluate and issue guidelines on
distribution of human resources and collaborationrcammunities in the implementation of
health care projects. It is also hoped the stualyiigs were useful in particular to planners in the
Ministry of Finance on issues related to fiscal edgralization for health care projects and
Ministry of Devolution and Planning on issues rethtto medical equipment and supplies
transfer to county governments in Kenya. The statdp contributed important literature on
factors influencing health care projects implemeérig devolved governments and by so doing
inform policy gaps in the measures so far undertakeaddress emanating challenges in the
realization of equitable access to health careoanty level. It is also hoped study findings
evoked other researchers to perform inquiry on ihguence of other factors on the

implementation of health care projects on devolusdiing.



1.8Limitations of the Study

The predominant limitation is that the topic ofdtus socio-political in nature and information

related to it may be considered sensitive by thenmed respondents resulting to their
unwillingness to discuss openly. To address thigestjonnaires were used to ensure
confidentiality and anonymity. The study was alsoited to four primary variables; financing,

distribution of human resources, collaboration ahemunities, learning and adoption; how these
influence the implementation of health care prgecinder devolved governance. The
implementation of health care projects under deawlgovernance could also be influenced by a

multiplicity of other factors not covered by theidy.
1.9 Delimitation of the Study

The scope of the study was public hospitals undernhanagement of county government of
Meru and Civil Society in Meru County. The respamdewere; Staff at the Department of
Health Meru County, Managers from Civil Society aviddical personnel in all public hospitals
in the study locale. The findings of the study cem also be generalized to other counties in

Kenya.
1.10 Basic Assumptions of the Study

It is assumed that the sample population is a septative of the general population; the
researcher assumed that the Staff at the Deparwhétealth Meru County would not be barred
by their contractual agreements to pragmaticabguss the topic of study; the researcher further
assumed that civil societies’ managers and Meglieedonnel in all public hospitals in the study
locale are aware of factors that influence the em@ntation of health care projects under the

devolved system of governance.

1.11 Definitions of Significant Terms used in the tBdy
Collaboration of Communities

This refers to the existence of working partnershyetween a county government with other

county governments, Non-governmental OrganizatiodGOs), Community Based



Organizations (CBOs), Faith Based Organizationgd§)B traditional healers and private sector

with the goal of implementing health care projects.

County governments

This refers to autonomous levels of political addnaistrative authority devolved from central
governments that are charged with the respongibdit performing functions that were
previously performed by national governments. la tontext of this study, the administrative

function these types of governments are chargddigithe provision of health care services.
Devolution

It refers to a political process that involves ttansfer of power from central governments to sub
national governments or regional administrationthwine aim delegating the responsibility of

performing some functions.

Devolved System of Governance

Refers to laid out political structures of rulingpin the local geographical areas commonly
referred to as sub-national level which are eittmunty, provincial, oblasts, prefectures,
regional and municipal governments. The constitutdd Kenya, 2010 creates a decentralized
system of government wherein two of the three ashgovernment, namely the Legislature, and
the Executive are devolved to the 47 political Adlininistrative Counties as provided for under

Article 6 and specified in the First schedule.
Healthcare services

It refers to services that relate to the wellbenfighe citizenry residing in a devolved unit of
governance. They include; dental or oral healtbyas to do with vision, child immunization,
fertility and maternal health, dialysis and cantreatment, transportation through the use of
ambulances and availability of human resourceshialth such as doctors, dentists, nurses,
pharmacists and clinical officers.

Implementation of Health care Projects

In the context of this study, this refers to a weiqundertaking actualized in the shortest time

possible by devolved units of governments (Countywé&nments) to provide better quality



health care services in terms of maternal and chadlth (MCH), cancer diagnosis and
treatment, HIV/AIDS management, dental care, dedand dialysis management either through
building of hospitals, health centers, provisionnoédical supplies and or providing medical

equipment.
Financing of Human Resources for Health and Healtthnfrastructure

This refers to funds that are transferred fromdaetral/national government whose goal is to
implement development projects at the sub-natideatilved level. In relation to this study it is

fiscal decentralization for health care projectsha County governments level for financing of
doctors, nurses, dentists, pharmacists and climffaders. In Kenya, the national government

devolves 45% of national revenue to the 47 counties
Distribution of Human Resources for Healthcare Serices

It refers to the procedures adopted by a particdéaolved unit that informs its allocation of

medical staff across the public hospitals and headnters across its geographical area. It is this
procedural allocation that determines the numbedaaftors, nurses, pharmacists, radiologist,
dentists and ophthalmologists present to providdtineare services in either district hospitals or

village health centres.
Learning and Adoption of Best Practices

In the context of this study, this refers to thentification by devolved units of opportunities to
assimilate through benchmarking of different effextprocesses in management of health care
implemented by their peers internationally and orally and implementing them in their own

governments.

1.12 Organization of the Study
This study is organized into five chapters. Chafee is introduction covering; background to

the study, statement of the problem, purpose okthdy which explains what the study intends
to accomplish, research objectives and researclstiqoe significance of the study. The
significance of the study justifies the reason fay study. This chapter also highlights

delimitation and limitation of the study, and asgtions of the study.



Chapter Two reviewed literature of the study. Tdtiapter brought out what previous researchers
have found out in the area of study. This chapteered how various independent variables:
Collaboration of Communities, Distribution of Humd®esources for Health, Financing of
human resources for Health and Health Infrastrectamd Learning and Adoption of best
practices and how these influences the implemematf health care projects from an
international perspective narrowing down to thealolevel. It also covered theoretical and

conceptual frameworks.

Chapter Three comprised of Research methodology ¢baered; research design, target
population, sampling procedure which discussedataid how the sample for this study was
selected. It also covered methods of data collecpdot study, validity and reliability of data

collection instruments and the choice of data aisly

Chapter four covered data analysis, presentatich iaterpretation of findings, based on
background information and on four variables ungerdy which include; Collaboration of
Communities, Distribution of Human Resources foaltte Financing of human resources for
Health and Health Infrastructure and Learning arabption of best practices. Chapter five
covers summary of findings, discussions of theifigd, conclusions and recommendations. It

will also present suggestions for further studies.
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CHAPTER TWO:

LITERATURE REVIEW
2.1Introduction

This chapter reviews literature related to the ptogised on thematic areas drawn from the study
objectives. It also discusses the theoretical fiaonk and the conceptual framework that guided
the study.

2.2 Devolved Governments and Provision of Healthcare 8dces

In South America, Faguet, (2014) identifies sevaralintries that have a devolved health
function including; Bolivia, Chile, Colombia, NicGgua and Peru, mainly provided through
municipalities and regional governments he repont€hallenges faced and successes achieved.
In Europe, several countries have also adoptedi¢helution of the health function including;
Denmark, Finland, France, Georgia, Greece, Itatyfugal, Serbia, Spain, Ukraine in which
health care is provided by municipalities, oblagpspvincial, regional governments and
autonomous communities while the United KingdomK(Uhas three devolved governments;
Ireland, Wales and Scotland providing health careises through local governments (Keating,
2009; Rodriguez-Pose & Kijgr, 2009).

In Asia, different forms of devolved governance amentioned as well: China, Indonesia,
Pakistan and South Korea are all ruled under pomslirgovernments, devolved governance in
Japan is ruled through prefectures while The Rbiligs and Myanmar are ruled through
regional and municipal governments respectivelyotllvhich are tasked with the responsibility
of providing healthcare services to their populédartinez-Vasquez, 2011; Shair-Rosenfield,
Marks & Hooghe, 2014).

In Africa, Canares and Shekhar (2016) mentionsraéwmuntries with a devolved system of
governance including; South Africa, Tanzania, Rvearall ruled under provincial governments
Uganda and Mali local governments and Kenya cogotsernments which are charged with the
responsibility of provision of healthcare services.
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2.3 Collaboration of Communities and Implementation ofHealthcare Projects

Mubyazi and Hutton, (2012) defines community pgvation through collaboration as process
that integrate different spheres of the societyaaiious stages of projects implementation such
as; priority setting, resource allocation, servineanagement and monitoring and evaluation.
According to Ramirez, Ruiz, Romero and Labonté {20dveak community participation
structures adversely influence the implementatibpronary health care projects by devolved
governance structures in South America. Howevertheir study Ruiz-Rodriguez, Acosta-
Ramirez, Villamizar, Uribe and Leon-Franco (201burfd evidence indicating that the
collaboration of communities in the form of integpa of community participation was
important in the successful implementation of prynaealth care (PHC) projects by
departmental governments in Colombia. Further, tbegtend that community participation
through the involvement of women’s groups was ingoarin the implementation of maternal
and child health (MCH) and family planning projeckyy departmental and municipal
governments (Ruiz-Rodriguez, et al., 2011). SidyijaBandoval and Caceres, (2013) found
evidence indicating that -collaborations of commiesit which integrated community
participation in the form of, Community representas in regional governments health
committees and partnerships with private sectorittheeompanies and Non-governmental
Organizations (NGOs) was important in the succégsiplementation of health care projects by
regional governments in Peru. They also noted tth&tpositive influence emanating from this
was more pronounced to access to health servidatedeto; HIV, Tuberculosis (T.B) and

Cancer in the regions of Peru (Sandoval & Cac@@k3).

Caruso, Stephenson and Leon (2016bserved that departmental governments and
municipalities in Bolivia had created Departmerttigalth Social Councils (DHSC) and Local
Health Committees (LHC) respectively which enhancedchmunity participation in both the
implementation and management of health projediss@ they contend played key roles in the
management of MCH and in particular projects relai® child diarrhea by these devolved
governance units (Caruso, et al., 2010). HoweSera-Gonza’'lez, Soza Gonza'lez and Soza-
Gonza'lez (2012) observed that both the DHSC an@ laldre not effective in preventive health

care projects as they were in curative ones. Fyrthey contend that preventative health care
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projects would have been more successful througimaamity participation such as those related

to dealing with cases of dental cavities and fls@¢Soza-Gonza’lez, et al., 2012).

In their study, Garcia-Gofii, Hernandez-Quevedo,dN8dlinis and Paolucci (2011) postulated
the need for collaboration of communities in tewhintegration of community participation for
the successful implementation of health care ptejgcthe autonomous communities (A.C) of
Spain. They also argued that to realize positia@theutcomes, autonomous communities (A.C)
could no longer work in isolation and in particuiarhealth care projects related to chronic
diseases such as cancer and diabetes (Garcia-&oidi., 2011). On their part, Santana,
Szczygiel and Redondo (2014) found evidence ingligahat collaborations of communities in
the form partnerships between municipalities and/apg non-profit organizations were
important in the successful implementation of Heatre projects by these devolved governance
units. Further, they contend the positive influerreanating from these partnerships led to
decreased rates of maternal and infant mortalith@se municipalities in Portugal (Santana, et
al., 2014).

Further, Ejaz, Shaikh and Rizvi (2011) observedt theed to embrace collaborations of
communities and in particular partnerships with NGIOr the successful implementation of
health care projects by provincial governments aki$tan. This they noted would assist in the
filling of gaps such as those related to; primaeglth care information, human resources for
healthcare (HRH) and medical supplies and new egemp technologies thereby positively
influencing the implementation of health care pctgeat these devolved governance units (Ejaz,
et al., 2011). In his study, Nobuya (2011) posadathe need for inter-prefectures partnerships
for the successful implementation of prenatal mtsjeby these devolved governance units in
Japan. He in particular observed that the positifftaence emanating from this would be more
pronounced in emergency responses to pregnant wonremnal prefectures (Nobuya, 2011). In
his study also, Ambaretnani (2012) found evidemeicating that partnerships between skilled
midwives and traditional birth attendants and aviprdal government was influential in the
implementation of health care projects whose taw@$ decreasing maternal mortality and
severe morbidity in Indonesia. He further contetigg this was because most women in the

rural areas believed more in being served by fadit birth attendants in their homes than
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going to provincial hospitals and therefore skillatiwives were integrated to provide medical

attention in complicated cases (Ambaretnani, 2012).

In their study, Meier, Pardue and Leslie Londonl@0had postulated the need to adopt policy
measures backed by legislation on the integratiosoonmunity participation in health care
projects implemented by provincial governments out8 Africa for better health outcomes.
Gibbs and Campbell, (2012) found evidence indicatitnat collaboration of different
communities through the integration of communityrtiggation played a vital role in the
implementation of health care projects related Eg/NIDS management in a province in South
Africa. Further, they argued it was the inclusioh community health workers (CHWS),
women’s groups, traditional healers, local politiemders, religious leaders and youth groups
that positively influenced HIV/AIDS management ttneerall goal of these projects (Gibbs &
Campbell, 2012). However, Parr (2014) found différeevidence noting that failure by
provincial government managers to integrate the mamty participation did negatively
influence the implementation of primary health cdRHC) projects by these devolved
governance units. He also contends that failurentegrate Non-governmental Organizations
(NGO) had a more pronounced adverse influence anapy health care projects related to
services such as; family planning, nutrition andematal care in district hospitals under

provincial governments (Parr, 2014).

Kamuzora, Maluka, Ndawi, Byskov and Hurtig, (2018)und evidence indicating that
community participation by way of collaboration dbgh the Council Health Service Board
(CHSB), Faith Based Organizations (FBOs) and NGi@sesult to prioritization of health needs
in a particular district positively influencing thenplementation of healthcare projects by a
regional government in Tanzania. Further, theyahdtend that this did enhance transparency
and accountability on how different resources waltecated in the implementation of these
projects especially those related to HIV/AIDS an@Mresulting to reduced numbers on new
HIV infections and both maternal and infant motta(Kamuzora, et al., 2013). In their study,
Turinawe et al., (2016) observed that the embraoingartnerships between Traditional Birth
Attendants (TBAs), Village Health Teams (VHT) arlaborations with NGOs on the training
of TBAs did positively influence the implementatioh emergency obstetric projects by Local

Governments in Uganda. They also contend thatdiuslead to the integration of males as
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important instruments in the preparedness of worf@an maternity which exhibited an
association with decreasing cases of maternal mityband prenatal mortality in hospitals

managed by these devolved governance levels (weied al., 2016).

2.4Distribution of Human Resources for health and Impementation of Health care

projects

According to Dieleman and Hilhors, (2011) the intpat role of equitable distribution of human
resources for health care for the realization @eas to health through health care projects can
not be overemphasized. Further, they noted thatutiequal allocation of doctors, nurses,
midwives and other human resources for health (HRH) global challenge emanating from
corruption and lack of transparency that adversdglyences access to maternal and child health
(MCH) and other health services especially in coestunder devolved governance (Dieleman
& Hilhorst, 2011). In their study, Silva and Ba#is{2010) found evidence which led them to
conclude that the uneven distribution of HRH to lpubhospitals and community clinics
managed by urban and rural departmental governnaewtsnunicipalities operating under them
did adversely influence the implementation of Healare projects related to MCH in the later.
They also noted that this did impede devolved guaece units’ efforts of reducing maternal and

infant mortality rates in Bolivia (Silva & Batis2010).

In their study, Groenewegen and Jurgutis, (2013gnked that lack of a reliable HRH allocation
coordinating body and procedures did result to uradities among regional governments having
a negative influence on the implementation of lhealire projects. They also argued that this
negative influence was more pronounced on MCH dumh-existence of nurses and mid-wives
in some regions of Greece (Groenewegen & Jurgis8 Polyzos, Karakolias, Mavridoglou,
Gkorezis and Zilidis (2015) also found evidencd thdicated that the overreliance for data from
the National Organization for Health Care Provis{@®PYY) had a direct relationship in the
mal-distribution of HRH in the regional governmemtsGreece. This they contend did adversely
influence the implementation of MCH projects duethe existence of low numbers among
nurses and mid-wives providing health care servinegublic hospitals managed by regional
governments (Polyzos et al., 2015). Further, SaMilicevic, Vasic and Marinkovic (2013)
found evidence indicating that there was an insigffit supply of HRH and in particular nurses

and physicians to public hospitals in rural Serbamicipalities. They also noted that this was
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due to the non-existence of reliable human resgumstrmation systems (HRIS) in these
devolved levels of governance (Santric-Milicevitak, 2013). On his part Bjegovic-Mikanovic,
(2016) observed that failure to engage qualifiech&m resources for health managers in the
distribution of HRH did greatly influence the implentation of health care projects that would
enhance the provision quality service health careSerbian municipalities. He therefore
contends that there is need to create reliablergawee structures that would integrate a HRIS
for effective distribution of HRH to public hospisan all devolved governance levels (Bjegovic-
Mikanovic, 2016).

Different scholars have found mixed results on ridationship between distribution of human
resources and the implementation of health cargeg@so by devolved governments in Asian
countries. Bossert and Mitchell, (2011) found ewitke that indicated that mal-distribution of
medical staff among provincial governments did tiggly influence the implementation of
health care projects in Pakistan. He also obsethed this negative influence was more
pronounced on maternal and child health (MCH) legdo increased cases of morbidity and
infant mortality in these devolved units (Bosser#chell, 2011).However, Heywood, Harahan
and Aryani (2011) observed different results notimaf policy measures that enhanced the equal
distribution of medical staff; doctors, nurses andiwives in district hospitals did positively
influence the implementation of health care prgday a provincial government in Indonesia.
Further, they argued that this did improve matemara child health (MCH) leading to both

reduced maternal and infant mortality rates ingtevince (Heywood, et al., 2011).

In their study, Kelekar and Llanto, (2013) obsentkdt the unequal allocation of financial
resources to did negatively influence the unifonistribution of medical human resources by
provincial governments in The Philippines. Thisytmeted did influence the implementation of
health care projects related to both communicabtke ron-communicable diseases (Kelekar &
Llanto, 2013). Similarly, Chen, Zhao, Du, Wu, Huaagd Guo (2014) found that the mal-
distribution of medical staff did adversely inflieenthe implementation of health care projects in
China. Further, they noted this did result to astéased maternal and infant mortality emanating
from human resources deficit undertaking respolisds related to maternal and child health

services projects (Chen, et al., 2014).
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Feng, Li and Wu (2014also observed an uneven distribution of HRH thad megatively
influenced the implementation of health care prisjdxy provincial governments in China. This
they noted resulted to allocation of more doctaerstses and health technicians to public
hospitals in urban areas as compared to very felnrasome cases none in rural public hospitals
managed by provincial governments (Feng, et all4P0In their study Tanihara, Kobayashi,
Une and Kawachi (2011) observed similar resultsngothat the mal-distribution of medical
staff did negatively influence the implementatidrhealth care projects by prefectures in Japan.
This they contend resulted to poor health outcomest importantly that which related to
maternal and child health (MCH) and dental hea#ipeeially among prefectures serving rural

populations (Tanihara, et al., 2011).

In their study, Lodenstein and Dao (2011) postdiaigat the uneven distribution of HRH
emanating from the unavailability of reliable humasources information systems (HRIS) did
adversely influence the implementation of healtte gaojects by municipalities in Mali. Further,
they contend that even with the adoption of an HRI&e was need to implement policy
measures that would address corruption and tra@spgiin allocation of HRH (Lodenstein &
Dao, 2011). Cooke, Couper and Versteeg (2011) alsserved that there existed a mal-
distribution of human resources for health (HRH)oag urban and rural provinces in South
Africa with the later receiving low numbers. Thisey also noted derailed the successful
implementation of projects related to decreasingemal and infant mortality rates, the
management of HIV/AIDs and Tuberculosis (T.B) esubcthose under the management of
provincial governments (Cooke et al., 2011). vam3$®erg, (2014) also found evidence on the
uneven distribution of HRH noting that this advéysefluenced the implementation of projects
related to the management of HIV/AIDS by provina@vernments in South Africa. He also
argued that the high number of doctors, nursestthshnicians in public hospitals managed by
provincial governments in urban areas comparedhasd in rural areas did result to increased

morbidity and infant mortality in rural provincegaf Rensburg, 2014).

In his study, Munga, (2011) found evidence indiogitthat the unequal distribution of human
resources characterized by misbalanced allocatfothe number doctors, clinical medicine
practitioners, nurses and pharmacists did adveis@ilyence the implementation of health care

projects by regional governments in Tanzania. Hthéun argued that the negative influence was

17



more pronounced on child health care most espgdiadmunization which resulted to high
infant mortality rates in some regional governmegiMsinga, 2011). Similarly, Lutwama, Roos
and Dolamo (2012) postulated that there existedremalistribution of human resources for
health (HRH) among urban local authorities compdoedural ones in Uganda. They however
noted that despite this, health care projectsaél&t reduction of maternal and infant mortality
were successfully implemented by both rural andiirduthorities due to the competence of the
HRH in these levels of governance (Lutwama, et 2012). Further, Wakaba et al., (2014)
postulated that the mal-distribution of nurses tffecent counties due to the existence of
unreliable human resources information systems @)Rhad negatively influenced the
implementation of health care projects relatecettuction of maternal and infant mortality rates
in these devolved levels of governance. They howewutd that it was difficult to establish the
exact impact of these as result of lack of coumgetfic data on both maternal and infant
mortality rates (Wakaba et al., 2014).

2.5Financing of Human Resources for Health and Infrastucture and Implementation of
Health care Projects

In their study, Crivelli, Leive and Stratmann, (B)lhad found evidence that showed that
budgetary constraints were directly correlatedhi® implementation of health care projects by
member countries from South America Europe and IS&ast Asia of the Organization for

Economic Cooperation and Development (OECD) witldeswolved system of governance.

Further, they contend that failure by devolved sitd raise enough local taxes coupled with
inadequate financial disbursements from centraleguwents in these countries did adversely
influence the implementation of health care prgd@rivelli, et al., 2010). However, Jiménez-

Rubio, (2011) found different evidence that indéchtfiscal decentralization had resulted to
reduced infant mortality rates in OECD countrieshwdevolved system of governance. This he
argues was as a result of effective local govertnferancing strategies that positively

influenced implementation of child immunization jats (Jiménez-Rubio, 2011).

Similarly in their study Soto, Farfan, and Lorag012) found evidence noting that the effective
central governmental fiscal disbursement prograsnredihance the implementation of health care
projects by departmental governments in ColombieyTfurther argued that this did reduce the

rate of infant mortality especially among low ina®mopulace in local municipalities but noted
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there was need to improve local tax capacity ofadepental governments for the realization of
greater gains in all health care subsectors (®ttal., 2012). Similarly, Faguet (2012) observed
that fiscal decentralization had mixed results oojgets related to different health care sub-
sectors implemented by municipal governments inviBol He however argued that there was
need to enhance the taxing capacity of most mualigpvernments operating under department
care to reduce their overreliance on disbursenfeonts central government for implementation

of health care projects (Faguet, 2012). FurthentiMez-Vazquez (2013) found evidence which

indicated that insufficient central government fingl disbursements adversely influenced the
implementation of health care projects by regiogavernments in Peru. He however noted
regional disparities in financial disbursementswitma municipality enjoying a higher amount

of disbursed funds for implementation of her headite projects (Martinez-Vazquez, 2013).

Tediosi, Gabriele and Longo (2008bserved budgetary constraints had an existingcagson
with the implementation of health care projectsrégional governments in lItaly. Further, they
argued that occurrences that witnessed regionatrgawents experiencing insufficient funds
either that raised from local taxes or that disedrdrom the central government, their
implementation of health care projects was dergflestiosi, et al., 2009). Similarly, Ferrario
and Zanardi (2010) found evidence that showed xistesce of a correlation between both the
amount of local taxes raised by regional governsiantd that disbursed from the central
government and the implementation of health caogepts by the regional governments in Italy.
They also argued there was need to address hea#thbadgetary constraints by increasing the
number of local taxes at regional level which woelthance the implementation process of

health care projects (Ferrario & Zanardi, 2010).

In their study, Gené-Badia, Gallo, Hernandez-Quevadd Garcia-Armesto (2012) observed
that reductions in central government’s fiscal disements to autonomous communities had
adversely influenced the implementation of headtte @rojects by these devolved units in Spain.
These they contend did have a pronounced negatilkeemnce on health care projects related to
non-communicable diseases such as; cancer, chnmspiratory diseases and diabetes
implemented by the autonomous communities (GenéaBad al., 2012). Further, Galloa and

Gené-Badia (2013) found evidence that reductionsfiscal disbursements did adversely

influence the implementation of health care prgdmt autonomous communities in Spain. They
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also argued that this had negatively influenced ioadnsurance schemes especially those
related to management of non-communicable disessels as; cancer and diabetes (Gallo &
Gené-Badia 2013). In a separate study, AvlijaS Badtlett (2011) found that budgetary
constraints did negatively influence the implemgata of health care projects by municipal
governments in Serbia. They however note that thesanated from insufficient fiscal
decentralization from the central government to mipalities adversely influencing the
acquisition of medical equipment that would ledb&tter primary health care (Avlijas & Bartlett
2011).

In their study Jin and Sun, (2011) found evidere# tndicated that fiscal decentralization did
enhance provincial government efforts in undertgkshild immunization in China. This they
contend did positively influence the reduction biil@ mortality rates (Jin & Sun, 2011). On their
part Brixi, Mu, Targa and Hipgrave, (2013) obsertbdt budgetary constraints did adversely
influence the realization of equal access to headtle provided through financing by provincial
governments. They also contend these constraimtsritae pronounced negative influence on
the implementation of maternal and child health f)@rojects resulting to increased maternal
morbidity and infant mortality (Brixi et al., 2013MHartwig et al., (2015) found evidence that
decentralized financing had positively influencé tmplementation of maternal health care
projects by provincial governments in Indonesiaeylalso argued that this was indicated by
increased central government financial disbursesnédt had led to increased construction of
provincial hospitals offering maternal health caervices (Hartwig et al., 2015). However,
Sparrow (2016) found different evidence noting ttertugh decentralized financing had led to
the introduction of medical insurance schemes byipcial governments in Indonesia these was
only catering for outpatient. Further, he contetindd this did aid the continued limited access to
devolved health care services such as; dialysitggnma and child health care and dental care by

low income populace (Sparrow, 2016).

In their study, Boex and Selemani (2013) observed the unequal disbursement of financial
resources negatively influenced the implementatain health care projects by regional

governments in Tanzania. This they did contend Ipaiffected regional governments that had
received monetary resources that didn’t match thedlth care needs (Boex & Selemani, 2013).

Nangoli, Ngoma, Kimbugwe and Kituyi (2015) foundidance that budgetary constraints
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created by high cases of corruption at devolvedsutherail the implementation of health care
projects in Uganda. They also argued that thishdide adverse effects on the amount of fiscal
disbursements from the central government equallyiny a negative influence on the

implementation process of health care projects gahnet al., 2015). Further, Gachie and Iravo
(2016) found evidence that established that insieffit and inconsistent fiscal decentralization
adversely influenced the implementation of healdinecprojects by county governments in
Kenya. They also contends that delayed central rgovent fiscal disbursements did influence
the acquisition of medical equipment that would éndead to better management of non-

communicable diseases by county governments (G&chevo, 2016).

2.6Learning and Adoption of Best Practices and Implemetation of Health care Projects

According to Lovaglio, (2012) the concept of leagniand adoption relates to carrying out
research on various health care innovations sudbeashmarking and E-health applications and
thereafter embracing them in your locale for bettsults in the implementation process of your
health care projects. In their study, Curioso, RonRerez-Lu, Castagnetto and Garcia, (2010)
found evidence that the adoption of E-health apgibcmn in mobile phones by a regional
government did improve access to maternal and diddlth information (MCHI) for low-
income pregnant women in Peru. This they arguedled to reduced cases of maternal
mortality in this particular area governed by tHevolved unit (Curioso, et al., 2010). Further,
Zolfo et al., (2010) found evidence that a regiag@ternment in Peru adopted the use of mobile
phones for the training of HIV/AIDS health workensremote areas. They also contend that this
enhanced the management of HIV/AIDS and reduceatharrence of new infections in these
areas by governed by this particular devolved (#difo et al., 2010). Similarly, Ceron Reyes
(2010) found evidence indicating that the adoptioh E-health was influential in the
implementation of a pharmaceuticals and medicaplsep stock management project by a
regional government in Chile. He also observed that did enhance the implementation of
health care projects related to; management aratniemt of diabetes and dental care in

municipal hospitals managed by this particular dleaeh governance unit (Ceron Reyes, 2010).

In his study, Vainieri (2010) found evidence thatlicated that the adoption of performance
management by regional governments in Italy didrowp their implementation of health care

projects. Further, he notes that benchmarking éslbe@among regional governments was
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important in the learning process which led to #umption of more improved process that
resulted to better allocation of resources esdgdialited funds which positively influenced the
implementation of health care projects at theseolded governance levels (Vainieri, 2010).
Similarly, Barbarito et al., (2012) observed tha¢ effective learning and eventual adoption of
E-health applications did positively influence tineplementation of health care projects by a
regional government in Italy. Further, they notattthe E-health applications in particular
enhanced the implementation of; Scheduled Work{lsWF) which improved the availability of
doctors, physicians and nurses for patients, thdwatory Testing Workflow (ATW) which
enhances ambulance orders and the Laboratory @edtorkflow (LTW) manages laboratory

exams (Barbarito et al., 2012).

Garcia Martinez, (2011 found evidence indicating that the learning psscen the effects of
electronics on health care was influential in thdomion of E-health technologies which
positively influenced the implementation of varidusalth care projects by several autonomous
communities in Spain. This he contends did enhdaheeimplementation of various projects
namely; electronic prescription, image digitizatiomobile phone monitoring for chronic
obstructive pulmonary disease (COPD) patients agaltiin channel all of which had positive
results on the management of chronic respiratosgaties (Garcia Martinez, 2011). In their
study, Ettorchi-Tardy, Levif and Michel, (2012) epged that benchmarking as a health care
innovation significantly improved project managemeh health care projects implemented by
regional governments in France. This they arguetl ehhance; stakeholder mobilization,
monitoring and evaluation, financial management addption of costs reduction processes
resulting to the implementation of health care gctg that improved on quality (Ettorchi-Tardy,
et al., 2012).

In his study, Halamka (2011) found evidence indiigathat failure by Prefectures to adopt e-
health had adversely influenced the implementatibhealth care projects in Japan. He further
noted that this had a more pronounced negativeiegnfie on the management of diseases
affecting the elderly in rural prefectures resytito high deaths reported as a result of;
hypertension and heart attack (Halamka, 2011) hegrti and Dong (2015) found evidence that
a provincial government had not adopted benchmgr&ga measure for the technical efficiency

of public hospitals under its management in Chirias they observed had adversely influenced
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the adoption of performance improvement activitiggich had negative influence on the
implementation of healthcare projects in this deedl governance unit (Li & Dong, 2015). In
their study, Cheng et al., (2016) also observed fdilure to adopt benchmarking by another
provincial government for its health care projectthers had resulted to decreasing levels of
productivity and technical efficiency (TE) in th@atnship hospitals it managed. This they noted
had adversely influenced resources allocation, @mowf performance improvement activities
and the implementation of healthcare projects edldb chronic diseases management and in-
patient care (Cheng et al., 2016).

In their study, Roberts et al., (2015) found eviskemdicating that the benchmarking of health
systems among different regions at local governmlemels did positively influence the
implementation of healthcare projects related tdaenm@al and child health (MCH) in Uganda.
This they note did lead to decreased cases of natarorbidity and infant mortality in areas
governed by these devolved units as it led to betsource allocation and an improved
decision-space on project management (Roberts.et2@15). Similarly, Noor (2015) also
observed that benchmarking of health systems al gavernment levels positively influenced
the decision-space leading to better allocationboth financial and human resources to
healthcare projects. He further contends thathhis resulted to decreased maternal and infant
mortality rates (Noor, 2015). However, Musyoka, Adoand Oluoch, (2015) observed that
failure to adopt performance appraisals (PA) byltheservice managers working in public
hospitals managed by county governments did adyerstuence motivation levels of health
workers. Further, they contend that this transla@dquality of service provided in these
hospitals adversely influencing different healtlecaprojects implemented by county

governments in public hospitals (Musyoka, et &13).

2.7 Theoretical Framework
The study will be hinged on four theories; EmpoweninTheory, Theory of Optimal Resource

Allocation, Theory of Fiscal Decentralization ancg@nizational Learning Theory.

Fawcett, et al., (1995proponents of the empowerment theory in the pirorisf health care
advance that, there exist complementary influertb@s guide partnerships among different
stakeholders in this public services sector. Irs thein, they contend that for effective
implementation of health care projects there masab interactive empowerment process that

incorporates; collaborative planning, governingmaaunity action, capacity building and
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community change (Fawcett, et al., 1995). On his, erkins and Zimmerman (1995) argued
that collaborative empowerment is a responsivege®that engages civil society organizations
and other grant making organizations to bring alsmgietal change that addresses community
concerns such as health care. This takes the fornollaborative partnerships which borrow the
principle of community participation through whigartners with a common goal implement

projects that affect the lives of local populati¢Rerkins & Zimmerman, 1995).

In adopting this theory, this study contends thaltaborative partnerships are essential for
effective implementation of health care projectsit{Brfoss, Goodman & Wandersman 1993).
This theory relates to study variable collaboratioh communities which advance the argument
that collaborative partnerships initiated by deeolwnits in the health care sector with the civil
society, traditional healers and the private septitively influence the implementation process
of health care projects.

Developed byLaska, Meisner and Siegel (197®e theory of Optimal Resource Allocation is
based on the premise that tasks possessing a hnowsgdistribution of service times are risk of
collapsing when resources are not uniformly alledatin advancing the theory, they contend
that the resource is required to perform a numibeasks by the source and that the source is
glamorized with the assumption that it does poss¢sany given time capacity to randomly
allocate fractional proportions of its service @®@s to one or more of its projects (Laska, et al.
1972). It is however required of the source to adsipategies that will ensure that the
apportionment of the resource is done in an optweay that would enhance task completion
time and decrease chances of project collapse @.atkal., 1972). In the same vein Keshtkar,
Salimifard and Faghih (2015) contend that in allmraof human resources for health (HRH),
there is need to adopt procedures such as; analydiforecasting the demand for health services
and HRH roster and scheduling that would enhand¢enap allocation of HRH which in turn

improves health care projects implementation.

In adopting this theory, this study contends that dffective implementation of health care
projects the existence of reliable strategies Waild enhance an optimal allocation of human
resources for health (HRH) is a requirement (Kemhté&t al., 2015). This theory relates to study

variable distribution of human resources which axdes that without proportionate allocation of
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HRH that is; doctors, physicians, nurses and midgjithe process of implementation of health

care projects would be adversely influenced.

Formulated byOates (1972}he theory of fiscal decentralization is basedagoremise that the
decentralization of funds from national governmetatssub-national governments meant for
development would bring services closer to locdilzen levels. Oates, (1972) notes fiscal
decentralization hinges heavily on the two congegftgcient and effective allocation of financial
resources for enhanced service delivery in theipweictor. In this vein, Oates (2006) advances
the arguments on the theory of fiscal decentratimatvhich presupposes that sub-national
governments are in a position to adapt outputaubfip services to the preferences and particular
circumstances of their constituencies, as comptrea central solution that presumes one size

fits all.

In adopting this theory therefore, this study codtethat unlike the monopolistic environment
enjoyed by national governments, devolved govergnencouter stiff competition from their
peers. It is such competion that necessitates reomist in budgetary growth and contributes the
pressure for the efficient provision of services ttee public for example through the
implementation of responsive health care projeCatés, 2006 ; Tiebout, 1956). Through the
theory, this research also holds that fiscal deabpation can act as a critical vehicle to
achieving sustainable development in the healtle sactor especially the implementation of
projects if it is used to provide a logical frametwdor mobilizing local support and resources,
and promoting participation among beneficiarieshafse public service development programs
(Porcelli, 2009).

Through the theory, the researcher also arguedisicat decentralization should not be taken as
the panacea for the implementation of public sewiprojects such as health care projects. Its
existence may not even necessarily produce positiieomes if there is no fair and clearly
defined mechanism for resource allocation andilligion. In fact, as it has been argued, fiscal
decentralization could lead to Allocative inefficgtes, as well as poor accountability and
governance (Seabright, 1996). This has been fautichit innovations in the provision of public
sector services by devolved units of governances teory relates to study variable financing
which advances that without proper allocation official resources raised either through local

taxation, funding disbursed from national governtseand possibly grants from international
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development partners, the process of implementatidrealth care projects would be adversely
influenced.

Developed byArgyris and Schon (1978he organizational learning theory is based oa th

premise that organizations need to create an emwvieat that would enhance the acquisition of
knowledge which would foster better processes theeiproduct manufacturing or service

delivery. Vera and Crossan, (2004) proponents gamzational learning theory also advance
that the theory is based on the premise that azgdons can always learn new things and
acquire capabilities that would enhance their parémce. In the same vein, Kalling (2007)

another proponent of organizational learning thewtes that learning for modern organizations
has become a necessity as it leads to improveeggses and the introduction of new and better
services.

In adopting this theory, this study contends that dffective implementation of health care

projects devolved governments need to create atdithat would enhance institutional learning

for all its HRH (Miovic, Tesfu & G6ok 2010). Thikeory relates to study variable learning and
adoption which advances that devolved governmentghtoto create learning environments

either from their peers nationally or internatidpahrough benchmarking a process that would
lead to better implementation of health care ptsjedue to the adoption of management
processes such as; performance appraisal and seakjae-health applications and medical

informatics.

2.8 Conceptual Framework
Orodho, (2009 defines a conceptual framework as a model ofgmtasion where a researcher

represents the relationship between variables & $tudy and shows the relationship
diagrammatically. Implementation of health carejgets by county governments is influenced
by a multiplicity of factors such as: Collaboratioi Communities, Distribution of Human
Resources for health services, Financing of hureaaurces for health and health infrastructure
and Learning and Adoption of best practices. Theyss independent variables form either the
positive or adverse influence brought about bydHastors and their correlation with the study’s
dependent variable (Implementation of health capgepts) is as illustrated in Figure: 1
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Figure 1: Conceptual Framework: Implementation of health care projects
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CHAPTER THREE:
RESEARCH METHODOLOGY

3.1 Introduction

This chapter includes: the research design to éeé imsthe study, the target population, sampling
procedure and sample size and methods of datactiotie pilot test, validity and reliability of
research instruments which will be used for datdection. It also contains data analysis
technigues and the operationalization table ofaldes and objectives under study plus ethical
considerations.

3.2 Research Design

Vogt, Gradner and Haeffele, (2018efine research design as the plan adopted eares
studies which enables a researcher to carry oubusaresearch operations, hence creating a
favorable environment to access sufficient infoioratwith very little expenditure on effort,
time and financial resources. This study will adtp descriptive survey research design to
investigate on factors that influence the impleragoh of health care projects by devolved
governance units in Kenya with reference to thoswlemented by the Meru County
government. Descriptive survey research desigrstessthe researcher to gather both qualitative
and quantitative data from Staff at the Departnodriiealth Meru County, Managers from Civil
Society and Medical personnel in all public hodpita the study locale on the relationship
between study variables such as; collaboratiom®wimunities, distribution of human resources,
financing and learning and adoption and implemématf health care projects by Meru County.
Further, this design is more specific and accupaeause it involves description of events in a
conscientiously outlined way (Vogt, Gradner & Ha##f 2012).This research design also

illustrates the characteristics of a populatiomyfgFram, 2014).

3.3  Target Population

According to the Department of Health (DOH) Meruu@ty Government, the study locale has 9
public hospitals under its management. The depattim@s 23 non-medical staff and there are
670 medical personnel (doctors, nurses, clinicallioiee officers and pharmacists) in the public
hospitals in Meru County. 10 Managers from regexdlehealth Civil Society Organizations

(CSOs) operating in the study locale will also fopart of the study respondents. This study
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concentrated on these respondents to collect tpgreel data for this study because they are
familiar with the variables under study and theirséng relationship in respect to the topic
under study.

This is summarized in Table: 3.1 on target popartat

Table 3.1 Target Population

Respondents Target Population
Department of Health (DOH) Staff - non medical 23

Medical Personnel (Doctors, Nurses, Pharmacists, i@Glcal ) 670

Health CSOs Managers 10

Total 703

3.4  Sample Size and Sampling Procedure

Lohr, (2010) defines sampling as the procedure hichvunits of a population are selected as
representation of the total population. Probabiigmpling techniques; Stratified and Simple

Random sampling were used in this research study.

3.4.1 Sample Size
This sample size was obtained by applying the féamu

Ns= (Np)(p)(1-p)
(Np-1)(B/C) 2 + (p)(1-p)
n=( Z*.PQ/a? by Dillman, (2007) as shown in 3.4.2 samplinggeure.
249 respondents drawn from a targeted populatiatddfwill form the sample size for the study.

3.4.2 Sampling Procedure
The adjusted sample sizg=A+384/ (1+384/703) =249

The sample size was computed as follows:
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At 95% confidence level or probability of 0.05, gaensize n can be calculated as:

Desired sample n=(’ZPQ/a?)

Where Z= Critical value of Z at 0.05 which is eqtell.96

P=Accessible proportion of the target populatio805

Q= In accessible proportion of the target poputatia0%

The acceptance error estimate.=

Using the above formula, the maximum sample sizgg required from a large population of
10,000 or more units would be 384 units. The sarajzle can be adjusted with respect to target
population as:

The adjusted sample sizeiny/ (1+n/N). Where N is the size of the target populatiothe area
of study

The adjusted sample sizg=A+384/ (1+384/703) =249

The sample size is as shown in Table 3.2 on Sampliame

Table 3.2 Sampling Frame

Respondents Target Population Sample Size
Department of Health Non-Medical Staff 23 15

Medical Personnel (Nurses, Doctors) 670 224

Health CSOs Managers 10 10

Total 703 249

3.5 Research Instruments
Primary data for this study was collected through wse of questionnaires. According to Leedy

and Ormrod, (2010) a questionnaire is a well calesdd research tool that enables researchers to
acquire information from respondents on their ctirdstics, present and past behavior, code of
conduct or attitudes and their beliefs and or reador action with respect to the topic under
investigation. The choice of this instrument idiime with its advantages such as; it is free from

the bias of the interviewee and respondents willehample time to give well thought out
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answers. The questionnaires also provide the r@serawith an opportunity to analyze data more
objectively than any other forms of research (GhatrGrgnhaug, 2010). The questionnaire

consisted of both closed and open ended questitinsed questions consisted of a fixed set of
guestions that were answered by; Non-Medical Stathe Department of Health Meru County,

Managers from Civil Society and Medical personmehll public hospitals in the study locale in

a specified sequence and with a pre-designatedmsspptions. Open ended questions will not
be prohibitive to the respondents. Open ended igmssprovided respondents with chance to
disclose information in a realistic way. The quastiaire was divided in 5 sections. Section one
requested the respondent to fill in his or her gaoknd information, whereas the remaining 4
sections consisted of variables which the researcheearched on. The sections were;
Collaborations of Communities, Distribution of Humeesources, Financing and Learning and
Adoption.

3.5.1 Pilot Test
A pilot study was conducted to address any uncéar or ambiguous items in the research

instruments. By conducting a pilot study, the resiear examined the feasibility of the intended
approach that the researcher will use in the maidys Fisher, (2010) argued that, the accuracy
of data to be collected is largely dependent ordtita collection instruments in terms of validity
and reliability which can only be established tlglowa pilot test. The first step in conducting the
pilot study involved selection and recruitment drticipants by employing convenience
sampling. The researcher then used 10-20% of tle sample size for conducting this study’s
pilot study (Neuman, 2011). The next step was toniagter the research instrument
(questionnaire) to the 50 pilot participants. Datdry and analysis was then conducted, results
discussed with supervisor for ironing of errors apbtting of weaknesses in the research

instruments.

3.5.2Validity Research Instruments
According toKothari (20129 the validity of a research instrument refershie tlegree to which

the instrument measures what it is expected to mnea3his study adopted; content, construct
and face validity. The researcher looked into caintalidity of the research instruments through
constant consultations with supervisors from Ursitgrof Nairobi with respect to variables and
tests. This helped the researcher in establishimgtlver the chosen measurement tools include a

sufficient and indicative set of items to cover thencept under study (Drost, 2011).
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Consultations will also assist the researcher ikingamodifications to the structure of research
tools as advised by experts. Construct was achi¢hremmligh checking on adequacy of the
operational definition of variables by checking darity, vagueness and quality of instructions
in the questionnaires. Face validity was establishg skimming through the surface of the
research instruments; it involved the applicatibra mbjective and subjective overview of the

guestionnaire by the researcher’s supervisor.

3.5.3 Reliability of Research Instruments
Reliability of a research instrument is definedtlas consistency of the instrument to produce

similar results with the same units of measureniBnost, 2011). The study adopted internal
consistency procedure, through which the researcisedd Cronbach Alpha to check the
reliability of instruments to be used in the stu@lg.check reliability of the research instruments,
the researcher also undertook a pilot study orntad ¢ 50 respondents from different strata in
main sample size. The results of the pilot studseveiiscussed with experts and supervisors from
University of Nairobi to come to a conclusion ore tteliability of the research instruments.
Alpha values range from scores below 0.5 being idensd unreliable, 0.5 adequate and a
coefficient of 0.7 is acceptable and while 0.8 amdchigher demonstrating good reliability of
study instruments (Trochim, 2006). This study wascsessful because it produce Alpha values
ranging between 0.793 — 0.915.

3.6 Data Collection Procedures
Primary data was collected through the use of gquastires and this will be administered in

person through the use of the drop and pick latthaod to the sampled respondents. Structured
guestionnaires were used because they were beeasyninister as each item is accompanied
by choice answers and they will also be economicérms of time and money (Saris, 2007).

To ensure a good response rate is realized, aeegsthe questionnaires was developed that

assisting in tracking of this research collectiostiument.

3.7 Data Analysis
Tabachnick and Fidell, (20)3lefine data analysis as the technique that imgthe packaging

of collected information, formulating and arrangitgymain components to such a degree that it
can be easily and effectively conveyed. The researdid sort, edit, code and analyze primary

data that was collected so as to ensure that earatgoints of contradiction were eliminated.
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Quantitative data for each research question wss tabulated for purposes of providing the
researcher with a comprehensive picture of howdae looked like and also assisting the
researcher in identifying patterns. For reliablalgsis, SPSS version 22.0 was used to analyze
collected data and this was presented using déserigtatistic such as frequencies, mean,
variance and standard deviation. Results of théysisamade it easy for the researcher to make

valid conclusions on the topic of study.

Content analysis was used to analyze data from epdad questions and the results from this
analysis presented in themes as per the studyecigs. Frequencies and percentages were

used to summarize information.

A multivariate regression model was used to deteenthe relationship between the four
variables and their relationship to the topic unskeidy. This is an adjustable method of data
analysis that is appropriate in the occasion thatresearcher seeks to examine the relationship
between the dependent variable and other factdrs.cbrrelation may be lineavhich means
that the degree to which the change in the depéndeiable is related to thehange in the
independent variables (Mertler & Vannatta, 2010).

Functions for the regression model are presented as

Y = B0 +p1X1+e
Y = B0 +p2X2+¢
Y = B0 +B3X3+¢
Y = B0 +PpaX4 +¢

The regression model is presented as:
Y = B0 +B1X1 +B2X2 +B3X3 +P4X4 +¢

Where:

Y = Health-Care Projects Implementation under De®dlSystem of Governance
B0 = Constant Term

B1, B2, p3 andp4 = Beta coefficients
X1= Collaborations of Communities
X2= Distribution of Human Resources
X3= Financing

X4= Learning and Adoption

33



¢ = Error term

3.8 Ethical Considerations

To conduct this study, the researcher sought aipéom the National Commission for Science,
Technology and Innovation (NACOSTI). The researchlso acknowledged secondary data
from all literatures collected for the purpose liststudy in the reference list. Permission was
also sought from intended research participantsdacate their willingness to participate; the
researcher also ensured anonymity when it camenswexing the study questionnaire. The
researcher also ensured that data collected icdimese of the study is used for research purposes

only.

3.9 Operational Definition of Variables

The variables are defined as shown on Table 3.3
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Table 3.3 Operationalization Table of Variables

organizations

organizations and the influence of this
implementation of health care projects.

on

Objectives Variable Indicators Measurement Measrement Data Tools of
Scale Analysis Analysis
To examine how Independent | Partnerships Number of DOH staff and health CSQsOrdinal Scale Descriptive and Regression
collaborations  off Variable with civil | managers reporting on the existence | of Inferential
communities _ society . partnerships. and the influence of_ this on the Statistics
influence the Collaboration | organizations | implementation of health care projects. o _
implementation of of N _ Descrlppve and Regression
L:ZZIth care ro'ectscommunmes Partnerships | Number of DOH staff and medical personnéprdinal Scale Inferential
: proj with  private| reporting on the existence of partnerships Statistics
in Meru County sector with the private sector and the influence|of
this on implementation of health care
projects.
Regression
Partnerships DOH staff and medical personnel reportininterval Scale Descriptive and
with other| on the existence of partnerships with other Inferential
devolved devolved governments on implementation| of Statistics
governments health care projects.
Regression
Partnerships Number of DOH staff, health CSO's an®rdinal Scale Descriptive and
with traditional | medical staff reporting the existence |of Inferential
healers partnerships with traditional healers and the Statistics
influence of this on implementation of health
care projects.
Partnershi Number of DOH staff, health CSOs'Ordinal Scale Descriptive and Regression
ps . . .
with  religious managers and medical pe;rsonr)el reporfing Inferer_mal
the existence of partnerships with religiqus Statistics
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To determine how Independent | Number of| Number of DOH staff, health CSOgs'Ordinal Scale Descriptive and Coefficient
distribution of | Variable Doctors per| managers and medical personnel reporting on Inferential
human resourcek Distribution | Sub-county the number of doctors per Sub-counmty Statistics
influence the of Human| hospital hospital and the influence of this on the
. . Resources implementation of health care projects.
implementation of Descriptive and
health care projects Number of | DOH staff, health CSOs' managers anflio. o gcqle Inferential Coefficient
in Meru Count Nurses per Subt medical personnel reporting on the number L
y : . Statistics
county hospital | of nurses per Sub-county hospital and the
influence of this on the implementation [of
Number of health care projects. Descriptive and Coefficient
linical DOH staff and medical personnel reportinghterval Scale Inferential
CII’I&(?Q- on the number of clinical-medicine officers Statistics
”;]?. Icine per Sub-county hospital and the influence| of
otticers PeT| this on the implementation of health care
Sub-county :
; projects.
hospital Descriptive and Coefficient
Number of DOH staff, health CSO§’ dinal Scal Inf 'p_'vl ict
Number of| managers and medical personnel reportin Qdinal Scale Sn erentia
pharmacists pefthe number of doctors per Sub-county tatistics
Sub-county hospital and the influence of this on the
hospital implementation of health care projects.
Number of mid-| Number of DOH staff, health CSOS'Ordinal Scale Descriptive and Regression
wives per Sub{ Mmanagers and medical personnel reporting on Inferential
county hospital the number of doctors per Sub-coumty Statistics
hospital and the influence of this on the
implementation of health care projects.
To establish how Independent| Local taxations| Number of DOH staff, health CSOg'Ordinal scale Descriptive Regression
financing influencel Variable by devolved| managers and medical personnel reporting statistics
the implementation units that local taxations are enough for financing
of health card Financing implementation of health care projects.
projects in Meru .Grants. from| Number of DOH .staff, health CSOS.OrdinaI Scale Descriptive Regression
Count international managers and medical personnel reporfing o
y : . : Statistics
governments that there exist grants from international
governments and the influence of this on the
_ implementation of health care projects. Descriptive and Coefficient
Funding

disbursed from

DOH staff, health CSOs’ managers a

nthterval Scale

Inferential
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central medical personnel reporting that funding Statistics
government disbursed from central government is enouigh
and the influence of this on the
implementation of health care projects.
Number of DOH staff and medical personnép rdinal Scale Des_crl_ptlve Coefficient
Budgetz_:lry reporting that there exist budgetary Statistics
constraints constraints and the influence of this on the
implementation of health care projects.
Ehnnﬁgﬁmg ofl DOH staff and medical personnel_reporting Descrip;ive and Regression
resources  fo that Fhe county government does finance |thgterval Scale Inferential
provision of human resources for maternal Statistics
ma_lternal ang and child health and the influence of this |on
child health the implementation of health care projects.
To assess how Independent| Number of| Number of DOH staff and medical personnéDrdinal Scale Descriptive and Regression
learning and Variable benchmarking | reporting on the number of benchmarking Inferential
adoption influence trips trips either to their peer devolved units |or Statistics
the implementation Learning and internationally and the influence of this on
of health carg Adoption the implementation of health care projects.
projects in  Meru E-health Number of DOH staff and medical personnel Descriptive and Regression
County Applications reporting on the number of E-healtfordinal Scale Inferential
adopted applications adopted and the influence of this Statistics
on the implementation of health care
projects. o o
Number of| DOH staff and medical personnel reportinﬁﬂ | Scal P?SC“F:F'Vle anq Coefficient
Performance on the Number of Performance Evaluatigng - V& S¢&€ nierentia
Evaluations and and appraisals conducted and the influence of Statistics
appraisals these on the implementation of health cpre
conducted projects.
Medical Number of DOH. staff, health CSO 3 . DescripFive and Regression
Informatics managers and med|pal personne_l reporting @rdinal Scale Inferentlal
the number of Medical Informatics adopted Statistics
adopted and the influence of these on the
implementation of health care projects.
Mobile Clinics | Number of DOH staff, health CSOs' Descriptive and Regression
managers and medical personnel reportigdinal Scale Inferential
the existence of mobile clinics and the Statistics
influence of these on the implementation| of

health care projects.
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Medical DOH staff, health CSOs’ managers anthterval Scale Descriptive andRegression
Insurance medical personnel reporting the existenceg of Inferential
Schemes medical insurance schemes and the influgnce Statistics
of these on the implementation of health care
projects.
Implementation of Dependent Community Number of DOH staff, health CSOs'Ordinal Scale Descriptive and Regression
health care projects Variable disability health| managers and medical staff reporting the Inferential
centres existence of community disability health Statistics
centres and their influence an
implementation of health care projects.
. DOH staff, health CSOs’ managers and Descrlppve and Coefficient
C‘?”.‘mun'ty medical personnel reporting the existence B?terval Scale '“feFef_‘“a'
Clinics community clinics and the influence of this Statistics
on implementation of health care projects. o .
Descriptive and Regression
Human Number of DOH staff and medical personn&hrdinal Scale Inferential
resources for reporting on the number of doctors and Statistics
dialysis units nurses for dialysis units and the influence| of
this on the implementation of health care
projects.
Financing  of| DOH staff and medical personnel reporting Descriptive and Regression
Cancer that the county government is financinghterval Scale Inferential
diagnosis and cancer diagnosis and treat units and [the Statistics
treat units influence of this on implementation of health
care projects. o )
On-job training| Number of DOH staff and medical personneh,dinal Scale :?,?gg:ﬁge and Regression
for medical| renorting that the county government |is Statistics
human ; i ini i
undertaking on-job training for medical
resources personnel and the influence of this on the
E-health implementation of health care projects.
Phaer?naceutical Number of DOH staff and medical personnel Descriptive and Regression
and Medicall reporting that there exists E-hea tirdinal Scale Inferentlal
Supplies  Stock Pharmaceutical and Medical Supplies Stock Statistics
Management Management in the county government and

the influence of this on the implementation
health care projects.

of
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CHAPTER FOUR:

DATA ANALYSIS, INTERPRETATION AND PRESENTATION

4.1 Introduction
This chapter discusses the interpretation and ptaten of the findings obtained from the field.

The chapter presents the background informatiothefrespondents, findings of the analysis
based on the objectives of the study. Descriptive iferential statistics have been used to

discuss the findings of the study.

4.2 Response Rate
The study targeted a sample size of 249 respondi@mswhich 181 filled in and returned the

guestionnaires making a response rate of 72.7 %6. rEsponse rate was satisfactory to make
inferences as it worked as a suitable representatfvthe general population. According to
Fincham (2008a response rate of 50 % is acceptable for anayslgeporting, a rate of 60% is

good and a response rate of 70% and over is ertellbis is as presented in Table 4.1

Table 4.1 Response Rate

Clusters Targeted Response Percentage
Sample Size

Health CSO’s Managers 10 10 100

Medical Personnel 224 156 69.6

Department of Health Non-medical 15 15 100

staff

Total 249 181

Table 4.1: Reliability Analysis

Variable Cronbach Alpha  No. Of Items
coefficient score

Collaboration of communities 0.793 4

Distribution of Human Resources 0.840 5

Financing 0.848 5

Learning and Adoption 0.915 7
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A pilot study on sample respondents was carried tutdetermine reliability of the
guestionnaires. Reliability analysis was subsedyeéane using Cronbach’s Alpha, Tavakol and
Dennick (2011) which measured the internal conscstdy establishing if certain item within a
scale measures the same construct. The Alpha vhieshold at 0.7, Tavakol and Dennick
(2011) thus forming the study’s benchmark. Cronbagha was established for every objective
which formed a scale. The table shows that learaimdyadoption had the highest reliability(
0.915), followed by Financingu£0.848), Distribution of human resources0.840) and finally
Collaboration of communitiesn€0.793) this illustrates that all the variables eveeliable as

their reliability values exceeded the prescribedghold of 0.7.

4.3 Demographic Information
The results were analyzed as per; age distribugiengler category, education level and period of

service in their different public and private orgations. Different study respondents were
requested to indicate their ages. This was in #leefothat different age groups hold varying
viewpoints on divergent topics that this study ddug unravel.

Results are presented in Table 4.3

Table 4.3: Distribution of respondents in terms otheir age group
Age group Medical Personnel Department of  Health Civil Society

Health Staff organization’s Managers

Frequency  Percentage Frequency Percerfrequency Percentage

age
20-29 years 27 16.6 2 18.2 1 14.3
30-39 years 41 25.1 5 45.5 3 42.9
40-49 years 65 40.0 3 27.3 2 28.6
50 and above 30 18.3 1 9.1 1 14.3
Total 163 100.0 11 100.0 7 100.0

As per the above analyzes, it's imperative that iglEdersonnel category is dominated by those
in middle age of 40-49, accounting for 40%. The &apent of Health is mostly controlled by
youthful employees who are within the age bracke&0s39, as indicated by a 45.5%. likewise,
most of the managers working within the health @ecf Civil Society Organizations were

energetic since they fall within the age range®B3 as shown by a 42.9% in the above table.
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The results are further analyzed and presenteérath@ respondents’ gender category. This was
necessary with the view of understanding issuesddowith gender equity amongst the

respondents. Results are as presented in Table 4.4

Table 4.4: Gender category

Gender Medical Personnel DOH Staff Health CSO’s Managers
Frequency Percentage Frequency Percentage FrgqueRercentage
Male 76 46.6 4 36.4 3 42.9
Female 87 53.4 7 63.6 4 57.1
Total 163 100.0 11 100.0 7 100.0

As per the three categories, the study findinggakad that female employees controlled the
health sector in Meru county. In the Medical Persncategory, female stood at 53.4%,
Department of Health staff, 63.6%, whereas, in I|tHea&Civil Society organization’s

management, they were 57.1%. This essentially méatsthe health sector is making great

gains in terms of gender equity.

The study sought to determine the highest leveldofcation attained by respondents. Results on

level of education are presented in Table 4.5

Table 4.5: Level of Education

Level of Education  Medical Personnel Department of Health Civil Society’s
Health Staff Organization
managers
Frequency Percentage Frequency Percentage Frequency Percentage

Certificate 20 12.3

Diploma 66 40.5 3 28.3 2 28.6
Bachelor's Degree 64 39.2 5 45.5 3 42.9
Masters and Above 13 8 3 26.2 2 28.6
Total 163 100 11 100.0 7 100.0
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From results on education levels showed above,%8®2 Medical Personnel held Bachelor’s
Degree. 40.5% had a Diploma. At least 45.5% ofmewlical staff in the Department of Health
had attained degree level, while a large numbetezith Civil Society organization’s managers
totaling to 42.9% also held Bachelor's degree. Fthese study findings, it can be deduced that
a good number of the respondents were literatelwimplies that they were in a position to both

comprehend and give credible information relateth&topic under study.

Respondents were requested to indicate the periodhwithey had worked in their respective

public health institutions and private organizatioResults are presented in Table 4.6

Table 4.6: Period of Service

Period of Service Medical Personnel DOH Staff Hedth CSO’s
Managers
Frequency Percentage Frequency Percentage Frequency Percentage

Below 3 Years 27 16.6 - - 1 14.3
3to5 Years 15 9.2 2 18.2 2 28.6
5t0 10 Years 56 34.4 9 81.8 3 42.9
More than 10 Years 65 39.8 - - 1 14.3
Total 163 100 11 100.0 7 100.0

Results obtained showed that 39.8%o0f Medical Perddmad served in public health sector for
more than 10 years, while majority of DOH Staff stsown by 81.8% and Health CSOs’
Managers as shown by 42.9% had served betweed®years. These study findings imply that
most of the participants in this study were in aifpon to provide credible information based on

the experience in their respective service terms.

4.4Analysis by Research questions
The researcher sought to find out how differentdiecunder study influence the implementation

of healthcare projects in Meru County. This wasiliftated through the distribution of
guestionnaires that aimed at determining the extenwhich respondents agreed with the
following statements on the influence of Collabmmatof Communities on the Implementation of
Healthcare projects in Meru County. Results aregmeed in Table 4.7
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Table 4.7: collaboration of corgmunities on HealtlCare Projects
(O]

Statement

% o c
2 ) 9o
a < &
= 0 — > S
S > g o S = &
= [¢)]

S |2 |3 |5 |8 g |z
n &) =z < n = n

Existence of partnerships

between county government

and civil society 42.9% 14.3% 0% 26.6% 14.3%

organizations that do not

influence health care projects 2.57 1.72

Existence of partnerships
between county government
and religious organizations
27.0% 36.8% 8.0% 12.9% 15.3% 2.53

however these do not
influence implementation of
health care projects
Partnerships between county
government and private sector
do not exist and this does7.4% 9.8% 10.4%46.0% 26.4% 3.74
influence the implementation
of health care projects.
Partnerships between county
government and other county
governments however this
_ 41.1% 26.4% 4.9% 7.4% 20.2% 2.39
does not influence
implementation of health care
projects.
Non-existence of partnerships
between county government

. 6.7% 10.4% 11.0% 40.5% 31.3% 3.79
and Herbal Medicine

practitioners does influence
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the implementation of health
care projects.

Average Mean 3.0 1.8

From study findings, large number of the resporslastrepresented by a 46.0% (mean=3.74 std
dev =1.17) agreed that partnerships between cagmigrnment and the private sector do not
exists influencing implementation of health carejgcts, 41.1% of respondents (Mean =2.39, std
dev =1.56) felt that partnerships between countyeguments influence implementation of
health care projects, 40.5% (Mean =3.79, std deM3)lagreed that the non-existence of
partnerships between county government and traditibealers influenced implementation of
health care projects in the study locale while #2(®lean =2.57, std dev =1.72) of respondents
disagreed that there exist partnerships betweemtgogovernment and civil society
organizations that do not influence health cargegte. This essentially means that a vast
majority of respondents 46.0% attached greater itapoe to the building of partnerships
between the county government and the private septrtnerships that would positively
influence implementation of health care projectestrof respondents 42.9% also recognized the
need to appreciate the existence of partnershipgeba county government and civil society
organizations that influence implementation of treahkre projects, while a significant number
of respondents 41.1% acknowledged the need teaiape the influence on health care projects
brought about by partnerships between county govents and a minimal number 40.5% placed

the importance of having partnerships between gogovernment and traditional healers.

4.5 Distribution of Human Resources
Further research questions were formulated to dutdto what extent the respondents agreed

with the following statements assessing on infl@eatDistribution of Human resources on the

implementation of healthcare projects. Resultaesented in Table 4.8
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Table 4.8: Distribution of Humag Resources and Hdéh care
()

Existence of low number of

doctors in every public sub

county hospital and these doed’-4% 30.1%
not influence implementation

of health care projects.

The number of nurses in

every public sub-county

hospital is good enough and8-2% 42.3%
this does not influence health

care projects.

Existence of a low number of

clinical medical officers in

every public  sub-county 80% 14.7%
hospital influences the
implementation of health care

projects.

Existence of a good number

of pharmacists in every sub-

county hospital and this does9-3% 25.8%
not influence healthcare

projects.

Existence of a low number of

mid-wives in every public

sub-county  hospital that4-9% 16.6%
influences the implementation

of health care projects.

> o 5

8 5 .S

(a) < S

(@) = — 2

s § s & 5 § 2

5 3 2 = = 3} S

& a pd < %) = @
3.7% 10.4% 184% 545 150
6.1% 92% 14.1% 5239 136
52% 42.3% 29.4% 402 4.3
43% 135% 17.2% o944 153
3.1% 47.2% 28.2% 3.77 1.17
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Average mean 3.0 1.97

Based on the study findings majority of the resontsl as represented by a 47.2% (mean=3.77
std dev =1.17) agreed that there exists a low nurmabenid-wives in every public sub-county
hospital influencing implementation of health cprejects, 42.3% of respondents (Mean = 4.02,
std dev =4.3) felt that the existence of a low namdif clinical medical officers in every public
sub-county hospital influences the implementatibheslth care projects, 42.3% (Mean =2.39,
std dev =1.36) of respondents disagreed that test a good number of nurses and that this
does not influence health care projects, 39.3% (Mea44, std dev =1.53) disagreed that there
exists a good number of pharmacists in every pulle-county hospital and that this does not
influence health care projects while 37.4% (Mean422std dev =1.52) disagreed that the
existence of a low number of doctors did not inficee implementation of health care projects in
the study locale. This essentially means that d wegority of respondents 47.2% attached
greater importance to how low mid-wives numberpublic hospitals influence healthcare, most
of respondents 42.3% also placed greater importancthe influence of the low numbers of
clinical medical officers and nurses on implemeatabf health care projects, while a significant
number of respondents 39.3% acknowledged the needppreciate the influence of low
pharmacists’ numbers in public hospitals on headtte projects and a minimal number 37.4%

attached the importance of addressing low doctarsibers in health care projects.

4.6 Financing
The study sought to determine the extent to whe$pondents agreed with the following

statements assessing on influence of financinghenmplementation of healthcare projects for

provision of health services at devolved units.UResare presented in Table 4.9

46



Table 4.9: Financing and implementagjon of Healtlcare projects
Statement =

Disagree
Neutral

Agree

Strongly Agree
Mean

Std Deviation

—|Strongly Disagr

Revenue raised through Iloca
taxation is enough and this does n(gj% 19.6% 2.5% 44.8% 26.4% 365 195
influence implementation of health

care projects.

Health Grants received by county

government  from international6'7% 11.7% 3.7% 43.6% 34.4% 387 120
government and this does not

influence health care projects.

Funding disbursed from the central

government is good enough and thig'l% 202% 3.7% 43.6% 29 4%
does influence implementation of

3.76  1.17

health care projects.

County government faces budgetary

constraints however these do nd0->% 35.0% 3.1% 6.7% 14.7% 220 142
influence healthcare projects.

County government finances the

provision of human resources for
the 12.3% 16.6% 4.3% 41.1% 258% 350 136

MCH influencing

implementation of health care

projects.

Average mean 3.39 1.3

A sizeable number of the respondents as represdiyted 44.8% (mean=3.62 std dev =1.25)
agreed that revenue raised through local taxat®renough and this did not influence
implementation of health care projects, 43.6% spondents (Mean =3.87, std dev =1.20) felt

that health Grants received by county governmeamfrinternational government do not
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influence implementation of health care project3,6% of respondents (Mean =3.76, std dev
=1.17) agreed that funding disbursed from the e¢érgovernment is good enough and this
influenced implementation of health care projectsthe study locale, 41.1% of respondents
(Mean =3.52, std dev =1.36) agreed that county morwent finances the provision of human
resources for MCH which influenced health care gutyg, while 40.5% of respondents (Mean
=2.20, std dev =1.42). This essentially means thatast majority of respondents 44.8%
recognized that revenue raised through local taras enough however this did not influence
implementation of health care projects possibly matiag from high levels of corruption in

county governments;most of respondents 43.6% alsmgnized the county government receives
health grants from international governments tlwahdt influence implementation of health care
projects possibly due to high levels of corruptiand political interference, most of the

respondents 43.6% also appreciated that funding the central government was enough and
did influence the implementation of health care jguts, while a significant number of

respondents 41.1% acknowledged that the countyrgment finances the provision of human
resources for MCH may be because majority of tlspoedents were female and a minimal
number 40.5% noted that the county government dudsface budgetary constraints that

influence implementation of health care projects.

4.7 Learning and Adoption
The study sought to determine the extent to whe$pondents agreed with the following

statements assessing on influence of learning dogti@n on the implementation of healthcare

projects for provision of health services at deedlwunits. Results are presented in Table 4.10
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Table 4.10: Learning and Adoption influence on Heléh care projects
Statement

Std Deviatiol

Strongly Disagre
Mean

Disagre!
Neutra

Agree
Strongly Agre

Medical personnel attendance

of Benchmarking trips and 1, 500 17504 4,99  40.50% 24.5% 3.47 1.38
these has no influence on

health care projects.

Medical personnel do not

attend international

benchmarking trips and this 8.0% 11.7% 2.5% 35.6% 42.3% 3.93 1.28
influences health care

projects.

County Government through

the department of health has

adopted e-health applications 21.5% 44.8% 5.5% 9.8% 18.4% 2.6 1.41
and these do not influence

health care projects.

Performance evaluations and

appraisals conducted on
medical personnel influencing3.1% 55% 7.8% 65.6%18.0% 3.8 1.18

implementation of health care
projects.

Average mean 3.5 1.31

Based on the study findings majority of the resmonsl as represented by a 65.6% (mean=3.8
std dev =1.18) agreed that performance evaluatem$ appraisals conducted on medical
personnel influenced implementation of health gaogects, 44.8% of respondents (Mean = 2.6,
std dev =1.41) felt that e-health adopted by theaintgp government influenced the
implementation of health care projects, 42.3% (Me&03, std dev =1.28) of respondents
agreed that medical personnel do not attend beméimgainternational trips which influenced
health care projects, while 40.5% (Mean =3.47 detd =1.38) felt that medical personnel attend
benchmarking trips in peer counties however fattedfluence implementation of health care

projects in the study locale. This essentially nsetirat a vast majority of respondents 65.6%
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attached greater importance on the influence offopeance evaluations and appraisals
conducted on medical personnel to healthcare, mibstspondents 44.8% acknowledged the
need to appreciate the influence of e-health apiplins on health care projects, while a
significant number of respondents 42.3% attacheshtgr importance to the influence of
international benchmarking trips on implementatbhealthcare projects and a minimal number
40.5% of respondents recognized that benchmarkipg to peer counties failed to influence

implementation of health care projects probably ttugre-existing attitudes among medical

personnel.

Table 4.11: Learning and Adoption influgnce on Hedh care projects
Statement =

Strongly Disagr
Disagree
Neutral

Agree

Strongly Agree
Mean

Std Deviation

Medical informatics adopted however

these do not influence implementatioiliz-g% 11.0% 3.7% 44.2% 282% 364 1.34

of health care projects.

County government has introduced
mobile clinics and these do influencd-7% 8.0% 3.1% 47.2%35.0% 396 1.15
implementation of health care projects.

County Government has not introduced

medical insurance schemes influencirf'gl-O% 5.5% 4.9% 32.5%46.2% 310 1.32
implementation of health care projects.

Average mean 3 123

From the research findings, majority of the respons as represented by a 47.2% (Mean = 3.96,
std dev =1.15), agreed that the introduction of ieoblinics by the county government had
influenced implementation of health care projed&2% of respondents (Mean =3.10, std dev
=1.32) felt that failure by the county governmeatibtroduce medical insurance schemes
influenced implementation of health care projedts2% (Mean = 3.64, std dev =1.34) observed
that the adoption of medical informatics by themgihad not influenced the implementation of
health care projects. This essentially means thatsa majority of respondents 47.2% attached
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greater importance on the influence of communitgic$ in the implementation of health care

projects, most of respondents 46.2% also recogrizecheed to introduce medical insurance

schemes to address shortcomings in health careegsojand a minimal number 44.2%

acknowledged there was need to address the louemtk of medical informatics on health care

projects.

4.8 Measures of Provision of Health Care through Hdth Care Projects
Respondents were requested to highlight on indisaibprovision of health care through health

care projects. Results are presented in Table 4.12

Table 4.12: Measures of provision of Health Care tlough Health Care projects

Statement =

c g

QO x

1> — L c

w = o [ 2

= g 2 = o 8

S © L O 3

- = 3 s > T o

o ) = = (5 Qo 2

> 3 = Qo > = »n
Community Disability Health Centers 5.5%3.1% 5.5% 47.9% 38.0% 190 1.03
Community Clinics 3.7% 3.1% 6.1% 423% 448% 179 0096
Financing of Cancer diagnosis and

: 0% 9.2% 3.7% 48.5% 38.7% 183 0.88

Treatment Units
Existence of a good number of Human
resources for dialysis units 18% 6.1% 6.1% 46.6% 3930 1950 092
On-job training for medical human

31% 55% 13.5% 43.6% 34.4% 199 0.99
resources
E-health Pharmaceuticals and supplies

8.6% 20.2% 6.7% 30.1% 34.4% 239 136

stock management

From the study findings, majority of the respondead shown by 48.5% agreed that financing of

cancer diagnosis and treat units was to a greanexsn indicator of provision of health care

through implementation of health care projects @ainty level. This is essentially because of

reports of high cancer cases in the study localeé9% of respondents agreed that community
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disability health centres are to a great extentnadicator of provision of health care through

implementation of health care projects at countyelle 46.6% of respondents agreed that
existence of a good number of human resourcesidtysis units to a great extent is an indicator
of provision of health care at county level. 44.8%4espondents agreed that community clinics
were to very great extent indicators of provisidmealth care through implementation of health
care projects at county level and 34.4% agreed Hihealth Pharmaceuticals and medical
supplies stock management is to a very great extenndicator of provision of health care at

county level.

4.9 Regression Results-Inferential Statistics
The data presented before on financing of humaouress, distribution of human resources,

collaboration of communities, learning and adoptainbest practices and implementation of
healthcare projects in the county were computeu sitigle variables per factor by obtaining the
averages of each factor. Correlations analysis =udtiple regression analysis were then
conducted at 95% confidence interval and 5% confidelevel 2-tailed to establish the

relationship between the variables. The resear@u $atistical package for social sciences
(SPSS V 22.0) to code, enter and compute the me=asmts of the Pearson’s Product Moment
Correlation and multiple regression.

Pearson’s Product Moment Correlation

A Pearson’s Product Moment Correlation was condldte establish the strength of the

relationship between the variables. The findingspesented in Table 4.13.

Table 4. 13: Correlation Matrix

of
of

healthcare projects
Financing of human
resources

Distribution of human
resources
Collaboration
communities

Learning and adoption
of best practices

" Implementation

Implementation of Pearson Correlation
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healthcare projects Sig. (2-tailed)

Financing Pearson Correlation .806 1
Sig. (2-tailed) .029
Distribution of humar Pearson Correlation .603 522 1
resources Sig. (2-tailed) .016 017
Collaboration of Pearson Correlation .606 742 587 1
communities Sig. (2-tailed) .028 .013 .018
Learning and adoption ¢ Pearson Correlation .881 543 723 521 1
best practices Sig. (2-tailed) .056 .008 .003 .016

Results in Table 4.21 reveal that there is a strpogitive and significant correlation between
financing of human resources and implementatiohezlthcare projects in the county. (r =
0.806, p value= 0.029). In addition, the study eds¢hat the correlation between distribution of
human resources and implementation of healthcangeqis in the county is positive and
significant (r=0.603, p value=0.016). Further, stady reveals that the correlation between
collaboration of communities and implementation hefalthcare projects in the county is
positive and significant (r=0. 606, p value=0.0Z8pally the study establishes that there was a
very strong, positive and significant correlatiatvween learning and adoption of best practices
and implementation of healthcare projects in thentp (r=0.881, p value=0.056). This
implies that all the variables had a positive amgghiicant correlation with implementation of

healthcare projects in the County.

4.10 Multiple Regression Analysis
In this study, a multiple regression analysis wasducted to test the effect among predictor

variables. The summary of regression model outpptésented in Table 4.14.

Table 4.14: Summary of Regression Model Output

Model R R Square Adjusted R Std. Error
Square of the

Estimate
1 0.926 0.857 0.854 1.287

Community Collaborations, Financing
Predicators: (constant) Distribution of human resources and
Learning and Adoption
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Dependent: Variable. Implementation of Healthcare Project

The study found that independent variables selefitedhe study (i.e. financing of human
resources, distribution of human resources, cofkthm of communities and learning and
adoption of best practices accounted for 85.4%efvariations in implementation of healthcare
projects in the county. According to the test mpdel.6% percent of the variation in the
implementation of healthcare projects in the couctyld not be explained by the model.
Therefore, further studies should be done to astatihe other factors that contributed the

unexplained (14.6%) of the variation in the implenagion of healthcare projects in the county.

The analysis of variance results for the relatignfletween the four independent variables and

the implementation of healthcare projects in thentp is shown in Table 4. 3.

4.11The Relationship
Ho: there is no relationship between the combinedofacand implementation of Healthcare

projects.

The study further tested the null hypothesis agdicance of the model through the application
of ANOVA procedure. Results are presented in Tddl®

Table 4.15: Summary of One-Way ANOVA results

Model Sum of Squares  df Mean Square F Sig.
Regression 1724.82 4 431.205 177.250 0.000
1 Residual 416 171 2.433
Total 2012.82 175

Dependent Variable: Implementation of Health Canggdets

Source: Research data, 2017

The study used ANOVA to establish the significanEehe regression model from which an f-
significance value of p less than 0.05 was estadtigp= 0.00 <0.05). The probability value of

0.000 indicated that the regression relationshis wagnificant in predicting the effects of
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financing of healthcare, distribution of human mases, collaboration of communities and
learning and adoption of best practices on impldatem of healthcare projects in the county.
The calculated F (177.250) was significantly largean the critical value of F= 2.4344. This
again shows that the overall test model was sicpnifi. Therefore, the null hypothesis; All the
above factors combined do not have a relationsitip immplementation of health care projects in
the county is rejected.

The Regression coefficients for the relationshipwieen the four independent variables and

implementation of healthcare projects in the coangyshown in Table 4.16.

Table 4. 16: Regression coefficients

Model Unstandardized Standardized t Sig.
Coefficients Coefficients
B Std. Error Beta
(Constant) 0.684 0.123 5.561 0.000
Collaboration of communities 0.604 0.187 0.443 368.2 0.002
Distribution of human resources 0.601 0.276 0.645 2.178 0.035
Financing of health infrastructure ~ 0.796 0.342 06.67 2.327 0.025
Learning and adoption 0.861 0.156 0.792 5.519 ®.00

The established multiple regression equation fedigting factors influencing implementation of

healthcare projects in the county variables was:
Y = 0.684+ 0.604X+0.601% +0.796X% +0.861%

Where, Y= Implementation of healthcare projectthacounty.
Bo=constant

B1, B2, Psandps = regression coefficients

X41= Collaboration of communities

X2= Distribution of human resources

Xs= Financing of Health Infrastructure

X4= Learning and adoption of best practices
e=Error Term
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The regression equation above has establishedatkiag all factors into account (collaboration
of communities, distribution of human resourcesaficing of health infrastructure and learning
and adoption of best practices) constant at zenplementation of healthcare projects in the
county was 0.684. The findings presented also ghawtaking all other independent variables at
zero, a unit increase in the financing of humamueses would lead to a 0.796 increase in the
scores of implementation of healthcare projecth@&county and a unit increase in the scores of
distribution of human resources would lead to @0.i&crease in the scores of implementation
of healthcare projects in the county.

Further, the findings shows that a unit increasethe scores of collaboration of communities
would lead to a 0.604 increase in the scores olamentation of healthcare projects in the
county. The study also found that a unit increasthé scores of learning and adoption of best
practices would lead to a 0.861 increase in theesoof implementation of healthcare projects in
the county. Overall, learning and adoption of besictices had the greatest effect on the
implementation of healthcare projects in the countyllowed by financing of health
infrastructure, then collaboration of communitieliley distribution of human resources had the
least effect to the implementation of healthcargjgamts in the county. All the variables were

significant (p-values < 0.05).
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CHAPTER FIVE:

SUMMARY OF FINDINGS, DISCUSSIONS, CONCLUSIONS
AND RECOMMENDATIONS

5.1 Introduction
This chapter presents the summary of the findingsg¢lusions, recommendations and ends with

suggestions for further study.

5.2 Summary of Findings as per the four objectives:
The study targeted a sample size of 249 respond@mswhich 181 filled in and returned the

guestionnaires making a response rate of 72.7 %6. rEsponse rate was satisfactory to make
inferences as it worked as a suitable representatfvthe general population. According to

Fincham (2008) a response rate of 50 % is acceptabhnalysis and reporting, a rate of 60% is
good and a response rate of 70% and over is erteResulted obtained showed that majority
of respondents 45.5% were aged 30-39 years. Fremetiearch findings, the study revealed that

majority of respondents 42.9% also held Bacheldegree.

The study revealed that collaboration of commusitieimplementation of health care projects
funded by county government generates invalualpeat during the implementation of project

activities. Based on research findings, greaterhasig was placed on importance to the building
of partnerships between the county government laagbtivate sector at 46.0% as important and
invaluable relationships in the provision of heatdre through health care projects at county
levels. Respondents at 42.9% largely appreciatedgartnerships between county government
and civil society organizations positively influemt the provision of health care services.
Respondents at 41.1% largely acknowledged partipsrshetween county governments

influenced the provision of health care servicesoainty level.
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The study revealed that distribution of human reses for health played a key role in the
successful implementation of health care projeB@sed on research findings, majority of
respondents at 47.2% placed greater emphasis on Itvwwmid-wives numbers in public
hospitals influenced the provision of healthcameises at county level. Respondents largely at
42.3% also placed greater importance on the infleesf the low numbers of clinical medical
officers and nurses on the provision of health c@ices at county levels. About 39.3% of
respondents agreed that low number of pharmairifiteenced the provision of health care
services at county level. Another 37.4% of respaigle agreed that low doctors’ numbers
influenced the provision of health care servicexa@inty levels through implementation of
health care projects.

The research revealed that the funds disbursed ftben central government for the
implementation of health care projects in Meru Qguare sufficient; the county government
raises enough revenue from taxation however thes dwt positively influence provision of
health care services and health Grants receiveccdunty government from international
government do not influence implementation of Healre projects. Based on research findings,
majority of respondents at 44.8% agreed to a greateent that revenue raised through local
taxation is enough however this failed to posivaifluence the provision of health care
services through implementation of these typesrojepts. Respondents agreed to a great extent
at 43.6% that health Grants received by county gowent from international government have
not influenced provision of health care serviced &mat funding disbursed from the central
government is good enough and influenced provisibhealth care services at county level.
Respondents largely at 41.1% agreed that countgrgavent finances the provision of human
resources for MCH which influenced provision of lieaare services through implementation
of health care projects. A sizeable number of redpots at 40.5% noted that the county
government does not face budgetary constraints wimfluenced provision of health care

services through implementation of health careqatsjat county level.

58



The research revealed that performance evaluatzms appraisals conducted on medical
personnel, e-health adopted by the county goverhinéimenced the provision of healthcare
services through implementation of health careqmtsj Based on research findings, 65.6% of
the respondents agreed to a great extent thatrperfewe evaluations and appraisals conducted
on medical personnel influenced provision of healine services through implementation of
health care projects at county level. About 47.2%ihe respondents agreed that the introduction
of mobile clinics had influenced the provision @alfth care services through implementation of
health care projects at county level. Respondemgely at 46.2% felt that failure by the county
government to introduce medical insurance schenfesgenced provision of health care services
while a significant number of respondents at 44a&8%eed that e-health adopted by the county
government influenced the implementation of healdre projects. A sizeable number of
respondents at 44.2% and 42.3% respectively alssedghat medical informatics adopted by
the county had not influenced provision of healtecaervices and that failure by medical
personnel to attend international trips benchmarkimfluenced the provision of healthcare

services through implementation of health carequtsj

5.2.1Measures on Provision of Health Care Servicéisrough Implementation of Health
care Projects
The study also revealed that financing of cancagmibsis and treatment units was an important

indicator to the provision of health care servite®ugh implementation of health care projects.
Based on the study findings, majority of the resjants at 48.5% agreed to a great extent that
financing of cancer diagnosis and treat units wasdicator of provision of health care through
implementation of health care projects at countglleRespondents largely at 47.9% agreed that
community disability health centres are an indicaib the provision of health care services
through implementation of health care projects atinty level. A significant number of
respondents at 46.6% agreed that existence of d gomber of human resources for dialysis
units to a great extent is an indicator of provismf health care services at county level. A
sizeable number of respondents at 44.8% and 34e4jectively also agreed that community
clinics and E-health Pharmaceuticals and medigaplses stock management are to a very great

extent indicators of provision of health care segsgiat county level.
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5.3 Discussion of the Findings as per the four obgtives;

This section focuses on the discussion of the figslirelative to what previous researchers have
found on the study variables. It correlates théifigs with those of the previous literature and
establishes where they are in agreement or thelyacboted.

5.3.1 Objective 1
In line with the first objective, the study notdtht the need to cultivate working collaborations

between county governments’ departments of healkthpaivate companies in the health sector.
The research revealed that these types of collabnsawould enhance the provision of health
care services in terms of enhancing E-health Phaeutals and medical supplies stock
management, the provision of opportunities for roadipersonnel to attend international
benchmarking trips and the financing of cancer mioasgs and treatment units. The findings are in
line with finding by Sandoval and Céaceres, (2018pwontend collabotations between regional
governments and private sector health compani€ein led to the financing of cancer fighting
intiatives. However, the findings are in contraoystudy by Garcia-Goiii, et al., (2011) argued
Autonomous communities worked in isolation adversefluencing the provision of health care

services.

Further, the research revealed that collaboratimie/een county governments were important
for the realization of health care goals. The studyes that partnerships between county
governments addressed challenges associated vetprdvision of maternal and child health
care (MCH) services to rural populations. This fing$ concur with the study by Nobuya (2011)
argued that inter-prefectures partnerships ledh duccessful implementation of prenatal
projects by these devolved governance units innlaplae research revealed that there was an
imminent need to build strong collaborations betweeunty governments’ departments of
health and civil society organizations such as; ®§owernmental Organizations (NGOs) and
Community Based Organizations (CBOs). These typeamnerships would assist in addressing
already existing challenges related to human ressufor health (HRH) gaps; enhance the
provision of equipment and technologies. The figdiare in line with the study by Ejaz, Shaikh
and Rizvi (2011) argued that provincial governmeints Pakistan needed to strengthen
collaborations with NGOs to address challengescatsal with human resources for healthcare

(HRH) and medical supplies. The findings are alsoline with the research by Santana,
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Szczygiel and Redondo (2014) who found evidenceicatiehg that collaborations of
communities in the form partnerships between mpaidies and private non-profit
organizations resulted to the financing of HRH MCH leading to decreased maternal and

infant mortality.

5.3.2 Objective 2
The research revealed that failure by the countyegonent to both hire more and evenly

distribute midwives did lead to increased casesnaternal morbidity and infant mortality in
remote areas of the county. This was also duectoddhuman resources for health management
information systems leading to the untimely ideagfion of emergence of low numbers of HRH
and in particular midwives. The findings are ineliwith the research by Groenewegen and
Jurgutis, (2013) who argued that the lack of aabd HRH allocation management system

resulted to low midwives numbers adversely influegdVICH in the regions of Greece.

The study also revealed that the county governinadthad failed to address the low number of
clinical medical officers and doctors in public pials in every sub-county. This adversely
influenced support health services provided bycthrecal medical officers to doctors such as the
provision of; dialysis services and addressingldigg issues. It also negatively influenced the
provision of major medical services provided bytdog such as cancer diagnosis and treatment
and treatment of chronic diseases such as Tubeisy[B.B). It was reported that this emanated
from the existence of an unreliable human resourdesmation systems (HRIS) that distributed
more clinical medical officers to urban sub-couptilic hospitals than those in rural sub-county
public hospitals. The findings are in line with thtedy by Feng, Li and Wu (2014) contend that
more doctors and clinical medical officers wereoedted to urban hospitals than in rural
hospitals by provincial governments in China. Thedg also revealed that the county
government had failed to address the low numbenun§es in public hospitals in every sub-
county. This leads to high numbers of maternal iafeht mortality and also leads to high adult
patient deaths due to chronic diseases such ascllbss (T.B). It also adversely influenced
the provision of health care services through neotlihics. The findings are in line with those of
the study by Wakaba et al., (2014) argued thatetkistence of unreliable human resources
information systems (HRIS) leads to uneven distidsuof nurses to county public hospitals in

Kenya adversely influencing of MCH services. Thaldfngs are however in contrary to the study
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by Heywood, Harahan and Aryani (2011) who contdrad the existence of a reliable HRIS did
enhance the even distribution of nurses by prosingovernments leading to both reduced

maternal and infant mortality rates in the proveoéIndonesia.

5.3.3 Objective 3
The research revealed that revenue raised thraagh tiaxation is enough however this failed to

positively influence the provision of health casrsces through implementation of these types
of projects. This emanated from high cases of @biwn and political interference that led to
fraudulent misuse public financial resources mefant the implementation of health care
projects. The findings are contrary to the studyFbyrario and Zanardi (2010) who contend that
regional governments raised low amounts of findn@aources from local taxation for the

implementation of health care projects in Italy.

The study also revealed that funding disbursed ftieencentral government was good enough
and positively influenced provision of health cassvices at county level. This could be because
the national government takes the health of iteeasits seriously. The funds disbursed also
influenced provision of health care services ag there used to finance the provision of human
resource for maternal and child health. The findiage in line with the research by Soto, Farfan,
and Lorant (2012) who argued that effective cergmlernmental fiscal disbursement program
departmental governments assisted the financimgiwfan resource for maternal and child health
consequently reducing the rate of infant mortaégpecially among low income populace in
Colombia. The findings are however contrary torigearch by Gené-Badia, et al., (2012) who
argued that reductions on funds disbursed by tidralegovernment in Spain had negatively
influenced the provision of health care servicesAoyonomous Communities. The study also
revealed that the county government does not fawdgdiary constraints which adversely
influenced provision of health care services. Tikibecause the county received enough funds
from the central government, raised enough taxdsreceived health grants from international
governments. The findings are contrary to the mebelay Avlijas and Bartlett (2011) argued that
municipal governments in Serbia faced budgetarysitaimts due to low central government
disbursements, low revenue from local taxes andnthre-existence of health grants which

negatively influenced provision of health care g9
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5.3.4 Objective 4
The study also revealed that the county governrhadtfailed to adopt performance appraisals

and evaluations for medical personnel. This leamldotv motivation levels among HRH
adversely influencing the provision of health caeevices. It also led to low HRH participation
levels in county level implemented health care goty such as; community and mobile clinics
and community disability health centres. The figdirare in line with the research by Musyoka,
Adoyo and Oluoch, (2015) argued that failure topdeerformance appraisals (PA) by county
health service managers adversely influenced thévation of HRH in the sub-county public
hospitals resulting to poor quality health caresees. The county government had failed to fully
utilize the benefits of benchmarking trips by itedical personnel to peer counties. This leads
weak quality stakeholder mobilization strategiesnitoring and evaluation processes, financial
management and low adoption of costs reduction gusEs adversely influencing
implementation of health care projects. The findiage contrary to the study by Ettorchi-Tardy,
Levif and Michel, (2012) contend that benchmarkings positively influenced implementation

of health care projects by regional governmentrance.

The research revealed that e-health adopted by ctheity government influenced the
implementation of health care projects. This wasthe form of e-health mobile phone
applications that enhanced the provision of hezdtie services especially those related to MCH.
The findings are in line with the study by Curiosbal., (2010) argued that adoption of E-health
application in mobile phones by a regional govemine Peru did improve access to maternal
and child health information (MCHI) leading to regd cases of maternal mortality. It further
revealed that medical informatics adopted by theantp had not influenced provision of
healthcare services. This leads to weak Scheduleckfldv (SWF) adversely influencing the
availability of doctors, clinical medical officeesxd nurses for patients and negatively influenced
ambulance orders due to the existence of a weakukatdsy Testing Workflow (ATW). The
finding is contrary to Barbarito et al., (2012) aeg that the adoption of medical informatics by a

regional government in Italy positively influenctae provision of health care services.

5.4 Conclusions
The study concludes that collaborations of comnemithad a direct influence on

implementation of health care projects in Meru Gguparticipation by other stakeholders in

devolved units’ implementation of healthcare prtgdacilitated the access to financial resources
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and supplementary human resources for health ndadide implementation of these projects
and that collaborations of communities helped tibdben local strengths, creativity for example
the provision of mobile clinic and that collaboaais of communities helped to align project
needs to community specific needs that outsidenglencannot.Collaborations of communities

promoted the sustainability of community clinicslamommunity disability health centres.

The study concludes that distribution of human uweses for health influenced the
implementation of health care projects in Meru Qgurthe uneven distribution and the
consistent existence of human resources for h@dR) numbers had negative influence on the
implementation process of health care projects tuad lack of a reliable human resources

information system (HRIS) crippled down the proweispf health care services in Meru County.

The study concludes that adequate financial resguace key drivers in implementation of
health care projects in Meru County, the rate oWflof health care projects’ funds especially
those disbursed from the central government to lededounits influences the implementation of
these projects, health care projects and the caeségrovision of health services should have
sound financial base arising from reliable sounfesinding such as local taxation initiatives and
that funds must be clearly designated and committietthe project so as to ensure successful

implementation of activities without the possilyildf stalling and subsequent abandonment.

The study concludes that learning and adoptionahditect influence on the implementation of
health care projects in Meru County; implementatadnhealth care projects under devolved
governments in the country did rely on performaappraisals and evaluations, the adoption of
e-health applications and medical informatics. Therichmarking is an important learning tool
for medical personnel in terms of quality standardproving processes for the provision of
health care services through health care projecfdemented under the devolved system of

governance.
5.5 Recommendations

On collaboration of communities, the study recomdsethat the county government should
adopt an effective stakeholder mobilization stratdgat help build collaborations with other

health sector players like NGO’s, CBOs and privatapanies for the realization of health goals
in Kenya through devolved units.
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Based on the present findings and analysis, thatysttcommends an enforcement of Kenya'’s
Health Policy 2011-2030 and the 2010 ConstitutidnKenya both of which require an
appropriate and equitable distribution of healthrki@rce in public health facilities and their
subsequent training and development, enhancing th&ntion packages and incentives and

upgrading of institutional and health worker proility and performance.

It further recommends that the county governmerth wihe help other central government
agencies and the ministry of health should puti@&e measures that would ensure health grants
from international governments are utilized for timeplementation of intended health care
projects. Further, the county government with tblp lof anti-corruption agencies should combat
corruption to ensure revenue from local taxatiompgropriately utilized to implement health

care projects for the provision of health care isesvat the county level.

The county government should also encourage ber&imgarips amongst the implementers of
the healh care project and further enhance perfacemavaluations and appraisals to motivate its

employees .

5.6 Area for Further Research
The current study investigated the factors thalu@rfce the implementation of health care

projects by the Meru County government, Kenya. Retecould be done on similar topic on in
all county governments in Kenya including: Nairolbipmbasa, Kisumu, Nakuru and possibly
neighboring counties such as: Isiolo, Tharaka Négéhd Embu County for comparison and

generalization purposes.
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APPENDICES

Appendix I: Letter of Transmittal

Zaberio Gitonga
P.O BOX - 60200,

Meru- Kenya.

Dear Respondent,

FACTORS INFLUENCING THE IMPLEMENTATION OF HEALTH CA RE
PROJECTS UNDER THE DEVOLVED SYSTEM OF GOVERNANCE: SURVEY OF
MERU COUNTY, KENYA.

| am a student at the University of Nairobi andrently pursuing a course of study for the
degree in Master of Arts in Project Planning andnBtgement. Pursuant to the pre-requisite
course work, | am currently carrying out a studyfactors influencing the implementation of
health care projects under the devolved systemookmance in Kenya. The focus of my
research will be health care projects in Meru Cgpuamd this will involve use of questionnaires
administered to Staff at the Department of HealthriMCounty, Medical Personnel in public
hospitals and Managers from Civil Society. There mao correct and wrong answers to these
statements and they are intended just to obtainiays, views feelings. Kindly provide data
which | require for this study through the providgddy instruments. The data you provide will
be used for research purpose only and your identityoe held confidential.

Thank you for your cooperation.

Yours Faithfully,

Zaberio Gitonga
L50/84586/2016
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Appendix I
Questionnaire for Medical Personnel

This questionnaire is to collect data for purelpdemic purposes. You are kindly requested to

answer the questions as sincerely as possibleinférenation you will give will only be used for

research purposes and your identity will be treatih confidentiality.

Fill the questionnaire by putting a tickin the appropriate box or by writing your responséhis

provided spaces.
PART A: PERSONAL INFORMATION

1.

Please indicate your age?
2029 [ 30-39[] 40-49]  50andabov[]
Indicate your Gender.

Male [ Female[]

What is your level of education?

Certificate[C] ~ Diploma[T] Degre[] Masters and Ab[_E
Any other please specify

How long have you worked as medical personnel ilipinospitals in Meru County? Please

write down in the space provided?

PART B: COLLABORATIONS OF COMMUNITIES

5.

To what extent do you agree with the following staénts? Use a scale of 1-5 where 1=

strongly disagree, 2= disagree, 3= neutral, 4=eagrel 5 = strongly agree

Statement 1 2 3 4 5

Partnerships between the county government andotivate
sector do not exist and this does influence thdampntation

of health care projects.

There exist partnerships between the county govemhrand

other county governments that do not influence enm@ntation
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of health care projects.

Partnerships between the county government andtitrzeal
healers do not exist and this does influence thementation

of health care projects.

There exist partnerships between the county govemhrand
religious organizations that do not influence inmpémtation of

health care projects.

6. Suggest measures that the Department of Health eunty Government would put in
place to enhance collaborations of communitie©éimplementation of health care projects
and what would be the influence of this?

PART C: DISTRIBUTION OF HUMAN RESOURCES
7. To what extent do you agree with the following staénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagrnel 5 = strongly agree

Statement 1 2 3 |14 |5

The low number of doctors in every public sub-cgumbspital

does not influence implementation of health cacgeuts.

The number of nurses in every public sub-countyphakis
good enough that it does not influence the impleatem of

health care projects.

The low numbers of clinical medicine officers ineey public
sub-county hospital influence the implementatiormedlth care

projects.

The number of pharmacists in every public sub-cptospital
does not influence implementation of health cacgeuts.

The low number of mid-wives in every public sub-otu

hospital influences the implementation of healtteqarojects.
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8. Suggest measures that the Department of Health @eunty Government would put in
place to enhance the distribution of human ressuetel what would be the influence of

these in the implementation of health care profects

PART D: FINANCING
9. To what extent do you agree with the following staénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagrnel 5 = strongly agree

Statement 1 2 3 |4 |5

Revenue raised through local taxation by the county
government is enough and this does not influence

implementation of health care projects.

The county government receives health grants from
international governments however these do notuénite the

implementation of health care projects.

Funding disbursed from the central government ® dbunty,
government is good enough and this does influgnce

implementation of health care projects.

The county government faces budgetary constraintgeter
these do not influence the implementation of healtre

projects.

The county government finances the provision of &om
resources for maternal and child health and thesdofluence

the implementation of health care projects.

10.Suggest measures that the Meru County Governmeuntdwaut in place to enhance the
financing of health care projects and what would the influence of this in their
implementation?
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PART E: LEARNING AND ADOPTION
11.To what extent do you agree with the following estaénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree

Statement 1 2 3 |14 |5

Medical personnel attend several benchmarking timppeer
counties however these do not influence the impiegat®n of

health care projects.

Medical personnel do not attended several benchngatkips
internationally and this influences the implemeiotaibof health

care projects.

The county government through the department oftlihdeas
adopted several e-health applications however tlugsenot
influence the implementation of health care prgect

The county government through the department ofttihdeas
conducted several performance evaluations and ispfgaon
medical personnel and this does influence impleatsmt of

health care projects.

12.To what extent do you agree with the following etaénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree
Statement 1 2 3 4 5

The county government through the department oftthdeas
adopted medical informatics however these do rfatence the

implementation of health care projects.

The county government through the department oftlihdeas
introduced mobile clinics and these do influencee |th

implementation of health care projects.

The county government through the department oftlihdeas

not introduced medical insurance schemes and tiflisences

the implementation of health care projects.
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13.Suggest measures that the Meru County Governmeuldvwt in place that would ensure
learning and adoption is enhanced in the departroéritealth and what would be the

influence of this on the implementation of healdinecprojects?

PART F: IMPLEMENTATION OF HEALTH CARE PROJECTS
14.To what extent do you think these variables as oreasof implementation of health care
projects by county government?

Statement 1 2 3 4 5

Community disability health centres

Community clinics

Financing cancer diagnosis and treatment units

Existence of a good number of human resources itdysis

units

On-job Training for Medical Human Resources

E-health Pharmaceutical and Medical Supplies stock

management
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Appendix Il
Questionnaire for DOH Staff Meru County Government

This questionnaire is to collect data for purelpdemic purposes. You are kindly requested to

answer the questions as sincerely as possibleinférenation you will give will only be used for

research purposes and your identity will be treatigd confidentiality.

Fill the questionnaire by putting a tickin the appropriate box or by writing your respoirsthe

provided spaces.
PART A: PERSONAL INFORMATION

1.

Please indicate your age?
2029 [ 30-39[] 40-49]  50andabov]
Indicate your Gender.

Male [ Female[]

What is your level of education?

Certificate[] ~ Diploma[T] Degre[] Masters and Ab[_F
Any other please specify

How long have you worked as medical personnel islipinospitals in Meru County? Please

write down in the space provided?

PART B: COLLABORATIONS OF COMMUNITIES

5.

To what extent do you agree with the following staénts? Use a scale of 1-5 where 1=

strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree

Statement 1 2 3 4 5

Partnerships between the county government andotiivate
sector do not exist and this does influence thdampntation

of health care projects.

There exist partnerships between the county govenhrand
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other county governments that do not influence enm@ntation

of health care projects.

Partnerships between the county government andtitraal
healers do not exist and this does influence thEementation

of health care projects.

There exist partnerships between the county govemhrand
religious organizations that do not influence inmpémtation of

health care projects.

6. Suggest measures that the Department of Health @eunty Government would put in
place to enhance collaborations of communitie©éimplementation of health care projects
and what would be the influence of this?

PART C: DISTRIBUTION OF HUMAN RESOURCES
7. To what extent do you agree with the following staénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree

Statement 1 2 3 4 5

The low number of doctors in every public sub-cgumbspital

influences implementation of health care projects.

The number of nurses in every public sub-countyphakis
good enough that it does not influence the impleatem of

health care projects.

The low numbers of clinical medicine officers ineey public
sub-county hospital influence the implementatiormedlth care

projects.

The number of pharmacists in every public sub-cptaspital
is good enough that it does not influence impleraigom of
health care projects.
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The low number of mid-wives in every public sub-otu

hospital influences the implementation of healtteqarojects.

8. Suggest measures that the Department of Health @eunty Government would put in
place to enhance the distribution of human ressuetel what would be the influence of

these in the implementation of health care profects

PART D: FINANCING
9. To what extent do you agree with the following staénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagrel 5 = strongly agree

Statement 1 2 3 4 5

Revenue raised through local taxation by the county

government is enough and this does influence impiegation

of health care projects.

The county government receives health grants from
international governments however these do noti@nite the

implementation of health care projects.

Funding disbursed from the central government ® dbunty,
government is good enough and this does influgnce

implementation of health care projects.

The county government faces budgetary constraiotgeter
these do not influence the implementation of healtre

projects.

The county government finances the provision of &om

resources for maternal and child health and thesdofluence

the implementation of health care projects.
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10.Suggest measures that the Meru County Governmeuntdwaut in place to enhance the
financing of health care projects and what would the influence of this in their

implementation?

PART E: LEARNING AND ADOPTION
11.To what extent do you agree with the following etaénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree

Statement 1 2 3 |4 |5

Department of Health Staff attend several benchimgrkips in

peer counties however these do not influence |the

implementation of health care projects.

Department of Health Staff do not attended several
benchmarking trips internationally and this infleea the

implementation of health care projects.

The county government through the department oftthdeas
adopted several e-health applications however tlugsenot

influence the implementation of health care prgect

The county government through the department oftthdeas
conducted several performance evaluations and ispfgaon
medical personnel and this does influence impleatsmt of

health care projects.

12.To what extent do you agree with the following etaénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagrel 5 = strongly agree
Statement 1 2 3 4 5

The county government through the department ofttihdeas
adopted medical informatics however these do rfbience the

implementation of health care projects.
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The county government through the department oftlihdeas
introduced mobile clinics and these do influencee |th

implementation of health care projects.

The county government through the department oftthdeas
not introduced medical insurance schemes and niflisences

the implementation of health care projects.

13.Suggest measures that the Meru County Governmeulidwut in place that would ensure
learning and adoption is enhanced in the departroéritealth and what would be the

influence of this on the implementation of healdinecprojects?

PART F: IMPLEMENTATION OF HEALTH CARE PROJECTS
14.To what extent do you think these variables as oreasof implementation of health care
projects by county government for provision of lieabre?

Statement 1 2 3 |14 |5

Community disability health centres

Community clinics

Financing cancer diagnosis and treatment units

Existence of a good number of human resources itdysis

units

On-job Training for Medical Human Resources

E-health Pharmaceutical and Medical Supplies stock

management
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Appendix Il
Health CSOs’ Managers Questionnaire

This questionnaire is to collect data for purelpdemic purposes. You are kindly requested to

answer the questions as sincerely as possibleinférenation you will give will only be used for

research purposes and your identity will be treatigd confidentiality.

Fill the questionnaire by putting a tickin the appropriate box or by writing your respoirsthe

provided spaces.
PART A: PERSONAL INFORMATION

1.

Please indicate your age?
20-29 [ 30-39[]  40-49] 50 and abov{_]
Indicate your Gender.

Male [ Female[]

What is your level of education?

Certificate[] ~ Diploma[T] Degre[] Masters and Ab[F
Any other please specify

How long have you worked as a manager in a hed#h society organization in Meru

County? Please write down in the space provided?
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PART B: COLLABORATIONS OF COMMUNITIES
5. To what extent do you agree with the following etaénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree

Statement 1 2 3 |14 |5

There exist partnerships between the county govemhrand

civil society organizations however these do ndiuence

implementation of health care projects.

Partnerships between the county government andjioe$
organizations do not exist and this does influertbe

implementation of health care projects.

There exists community clinics established by trwinty

government influencing implementation of healthecarojects.

Partnerships between the county government andtitraal
healers do not exist and this does influence thEementation

of health care projects.

6. Suggest measures that the Department of Health @eunty Government would put in
place to enhance collaborations of communitiehéimplementation of health care projects

and what would be the influence of this?
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PART C: DISTRIBUTION OF HUMAN RESOURCES
7. To what extent do you agree with the following staénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree

Statement 1 2 3 |14 |5

There exist a good number of doctors in every publib-
county hospital and these do not influence implaaten of
health care projects.

The number of nurses in every public sub-countyphakis
good enough and this does influence the implementaif

health care projects.

There exist a good number of pharmacists in evablip sub-
county hospital and these do not influence implaaten of
health care projects.

The number of mid-wives in every public sub-coulndgpital is
good enough and this does influence the implemientatf
health care projects.

8. Suggest measures that the Department of Health I@eunty Government would put in
place to enhance the distribution of human ressuetel what would be the influence of

these in the implementation of health care profects
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PART D: FINANCING
9. To what extent do you agree with the following staénts? Use a scale of 1-5 where 1=
strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree

Statement 1 2 3 |14 |5

Revenue raised through local taxation by the county
government is enough and this does influence impieation
of health care projects.

The county government receives health grants from
international governments however these do notuénite the

implementation of health care projects.

Funding disbursed from the central government ® dbunty,
government is good enough and this does influgnce
implementation of health care projects.

10.Suggest measures that the Meru County Governmeuntdwaut in place to enhance the
financing of health care projects and what would the influence of this in their

implementation?
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PART E: LEARNING AND ADOPTION
11.To what extent do you agree with the following estaénts? Use a scale of 1-5 where 1=

strongly disagree, 2= disagree, 3= neutral, 4=eagnel 5 = strongly agree

Statement 1 2 3 4 5

The county government through the department oftlihdeas
adopted medical informatics however these do rfatence the

implementation of health care projects.

The county government through the department oftlihdeas

introduced mobile clinics and these do influencee |th

implementation of health care projects.

The county government through the department oftlihdeas
introduced medical insurance schemes however tthesg not
influence the implementation of health care prgect

12.Suggest measures that the Meru County Governmeuldvwt in place that would ensure
learning and adoption is enhanced in the departroéritealth and what would be the

influence of this on the implementation of healdinecprojects?

PART F: IMPLEMENTATION OF HEALTH CARE PROJECTS

13.To what extent do you think these variables as oreasof implementation of health care
projects by county government?

Parameter Very great | Great | Moderate | Low Very low
extent extent | extent extent | extent
1 2 3 4 5
Community disability health 0 0 0 0 0
Centres
Community Clinics 0 0 0 0 0
Financing of Cancer diagnosis 0 0 0 O O
and treatment units
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