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ABSTRACT

This research project investigates the influenceangible resources on the performance
of county health services in Kenya using resouragetl view approach. The research
collects secondary data of all counties from migistf health records and reports
regarding current tangible resources, owned by tyohealth services departments, and
performance indicator achievements (over the laseet years) then analyzes the
relationship between the two variables to ident#fiygible resources associated and most
useful to performance. The findings of this studpfam that there is tangible resource
heterogeneity across Kenya’'s county health depatsné¢hat explain performance
indicator achievement differentials. Not all resmg contribute to superior performance.
It's just some specific resources that are respbm$or superior performance. These are
the critical strategic resources that the studygests may be currently needed for
improved performance in given health indicatorse $tudy makes a recommendation for
an improved approach that uses a composite perfmenandex, a single measure of
overall health performance, upon which resourceseaaluated. This study that relates
health resources with performance has the potestiativancing resource based theory
from being a mere theoretical framework to beingractical framework for practicing
managers, policy makers and planners in the heatttor.
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CHAPTER ONE: INTRODUCTION

1.1 Background of the Study

One of the major objectives of strategic managemnisnto provide scholars and
practitioners with management thoughts, approadrestools to enable firms formulate
and implement strategies that generate competdteantage in the environment in
which they operate. According to Grant (2005), tnitical requirement for a firm’s

success is its ability to establish competitive aadage. Barney (2007) defines
competitive advantage as the ability of an orgdimato design, produce, and market
products or services that are superior to thoseoafpeting firms in the same industry
based on price and non price qualities. Grant (R0@&ed that a firm possesses
competitive advantage over its rivals in the sanaket when it earns a persistently
higher rate of profit. Perhaps because competdidreantage is difficult to measure, a

series of studies have sought to link strategiousses and performance.

Understanding why some organizations outperfornersths a central goal of strategic
management research. Resource based theory (RRITDgnamic capability theory
(DCT) have emerged as key perspectives guidinginpgato the determinants of
organizational performance (Crook, Ketchen, Combhd @ood, 2008; Barney, 2007).
RBT asserts that an organization achieves comyetitdlvantage over others because it
either has resources and capabilities that othensodl have or others have difficulty in
obtaining (Johnson et al, 2008). Penrose (195%vsierganizations as bundles of
productive resources and capabilities which canubed to generate competitive

advantage and superior performance. DCT, an oftsiiomm RBT (Crook et al, 2008)
1



emphasizes resource development and renewal asreesof sustainable competitive
advantage. It posits that for firms to succeed tinegt have the ability to integrate, build
and reconfigure internal and external competend®saddress rapidly changing
environment (Teece, 2000).The two theories prothéeknowledge base for studying the

relationship between resources ,strategy developarehchoice, and performance.

There are marked differences across Kenya'’s cauintieerms of resource endowment in
the county health service body, an agency or orgéion mandated to provide health
services to the county population. These orgamnatpossess a wide range of resources
that may have direct or indirect impact on theirfg@nance depending on how they are
utilized to generate value. County health serviggganizations just like other
organizations are heterogeneous and cannot be deoedi identical in terms of

strategically relevant resources.

Collis and Montgomery (1995) have argued that no twganizations have the same
assets, skills, organization culture or same coatlmn of resources in the same
competitive environment at one point in time to dae to perform their activities
perfectly in the same manner. There will alwaysdiéerences in terms of quality,
guantity, combination and utilization of resourcgsross these health organizations.
Several contextual factors directly or indirectl§feat the competitive strength of
individual organizations and this poses a challengéeentifying specific resources that
are relevant to strategic objectives and the exienthich resources can translate into

superior performance.



1.1.1 Tangible Resour ces

The concept of tangible resources is associated RBT (Grant, 2005). Organizations
are viewed as bundles of productive resources dhattangible and intangible and
capabilities which can be used through an admatise framework to generate
competitive advantage and superior performancer@Ben1959). Resources are inputs
into productive processes (Grant, 2005). Barne®{2@nd Grant (2005) are agreed that
not all resources can lead to superior performarut that advantage lie in selected
resources that are superior to those of competiidrey argue that for resources to be
strategic they must be valuable, rare, difficultépy and non substitutable and only then

can they be able to create and sustain competitivantage.

Tangible resources are the physical assets of ganmation such as plant, labor and
finance (Johnson et al, 2008). Physical resouroestlze number of machines, buildings
or the production capacity of the organization. Tlaéure of these resources such as; the
age, condition, capacity and location of each resguwill determine the usefulness of
such resources. The tangible aspects of finanesdurces include capital, cash, debtors
and creditors, and suppliers of money. The tangalgects of human resources include
the number and other quantifiable people charatiesi of the organization. Tangible
resources, unlike intangible resources, are easiitated by rival firms and can only
make firms achieve average outcome, a competiwigypat threshold level or temporary

advantage at superior level (Barney, 2007).



The argument is that organizations with superi@oueces or that can identify and
efficiently and effectively manage these specifuperior resources in line with their
missions and visions and strategic objectives eadpesform others in the same industry
with either resources poorly matched with strategectives or ill managed (Adero,
2012). The quantity of resources and or the capamitthose resources to generate
superior services in organizations are relevardganie issues in strategic management in
as far as the search to the answer to the questiarhy some organizations are more
successful than others is concerned (Newbert, 20@nygible resources and performance

are the two constructs used in this RBT based study

1.1.2 Organizational Performance

Organization performance refers to the extent thvhn organization meets its strategic
objectives and other results as disaggregated é diganization result hierarchy
including input, output, outcome and impact. Itthe actual result measured against
intended goals and objectives. Organizational perémce is an outcome achieved when
an organization successfully formulates and implasia value creating strategy which
enable customers receive a service or productlakwgreater than what they are willing

to pay for (Barney, 2007).

Stakeholders view value creation in terms of meterns compared with an alternative
investment of similar risk, the benefit of forgoirg alternative investment of similar
risk. Performance indicator refers to numericabinfation that quantifies input, output

and dimension of process and outcome. The measuoteglates to performance but may
4



not be an exclusive measure of such performancexample the number of complaints
is an indicator of dissatisfaction but is not arclegive indicator of it. Some of the
Performance indicators used include growth in nmaskare, profitability, quality product
or service, innovation (Porter, 1985), effectivends meeting set objectives and

efficiency in terms of cost reductions (Johnsoal &008).

The use of balanced scorecards (Kaplan and No2@®l) by organizations has gained
ground .The balanced scorecards combine both gtraditand quantitative measures and
acknowledge the expectation of different stakelrsldend relate an assessment of
performance to choice of strategy. This approachldeen recognized by many scholars
because of its comprehensiveness and suitabilitythm increasingly competitive
environment. Contemporary thinking includes perfance in areas of social and
environmental responsibilities as part of results be considered when measuring
organizational performance (March and Sutton, 19$¥)wever, management being
sensitive to contexts in which it is practiced, amgations use different approaches in
measuring their performance. For the health sepenformance can mean the extent to
which county health services contribute to spedifalth sector strategic objective. In
this case, Performance measurements of defineg grbautputs are used as indicators
or monitors of performance of a given strategicltheabjective according to Health

sector strategic plan (KHSSP, 2012-2017).

Performance of health systems has been a majoregoro policy makers for many

years. Many countries have recently introducedrre$oin the health sector with the

5



explicit aim of improving performance (Collins, @reand Hunter, 1999). There exists
an extensive literature on health sector refornd, i@ecent debates have emerged on how
best to measure performance so that the impaafofms can be assessed (Goldstein&
Spiegelhalter, 2005). Measurement of performanapires an explicit framework
defining the goals of a health system against whocicomes can be judged and

performance quantified.

Evans et al. (2000) describe how the performanceoahtries in terms of meeting one
important goal — that of maximizing population hkal can be measured. In addition to
considering health, attainments of other healtHggaee included in terms of four other

indicators linked to the intrinsic goals of a haaystem.

The analytical framework used for characterizing gioals of a health system is derived
from Murray and Frenk (1999). The first is improvamh in the health of the population
(both in terms of levels attained and distributiofi)e second is enhanced responsiveness
of the health system to the legitimate expectatiohshe population. As with health
outcomes, both the level of responsiveness andistsibution are important. The third
intrinsic goal is fairness in financing and finaalciisk protection. The aim is to ensure
that poor households should not pay a higher shiatieeir discretionary expenditure on
health than richer households, and all househdldsld be protected against catastrophic
financial losses related to ill health. Howeverstlsitudy used selected performance

indicators provided by KHSSP (2012-2017).



1.1.3 Health Sector in Kenya

Health services in Kenya fall under public and atés sector organizations that are
directly under the control of the government thiotige ministry of health. The sector is

subdivided into medical services, public health saditation, and research subsectors.

Kenya health sector policy (KHSP, 2012-2030) offdwes overall direction for the health
sector. It orientates the sector to Kenya visioBR0esides recognizing international
obligations such as millennium development goaldD@®). It is grounded on the
constitution that provides for among others thétrtgp the highest attainable standard of
healthcare to the citizens. The document providesrection on the organization of
service delivery system and recognizes devolutibseovices to counties as a way of

enhancing service delivery.

To achieve the policy goal and broad objectives,SRH(2012-2030) through Kenya

essential package for health (KEPH) identifies defines four tiers and five cohorts

around which health care service delivery is orgahi The four tiers are the community
as tier one, dispensaries and health centersrasvtie county hospitals as tier three and
national referral hospitals and research instihgias tier four. The services are delivered
taking into account the human life cycle (cohomslique needs. Cohort one is the
pregnancy and newborn of up to 28 days, cohortisvtbe age bracket between 29 days
and 59 months, cohort three is between 60 monttisl@nyears, cohort four is between
20 and 59years and cohort five applies to thosevet 60 years. Investments in the

health sector takes into consideration diseasecgrioh the cohorts.
7



The constitution has defined the role and scopgehational state for health and county
health services. Under schedule 4 of Kenya’s ctuigtn (Constitution of Kenya, 2010),
health services are devolved except for regulaind standardization that fall under
national state for health. The national state fealth remained with regulatory,
standards, State autonomous government agenci€sSpand residual functions. There
are 8018 health facilities distributed across Keagaper the ministry of health record
(Health at a glance, 2012). Health financing corfnesh government of Kenya grants,
donors (based on programmatic areas), Cost shéfiiy and national health insurance
fund (NHIF). Results are expected to be met throumylestments in service delivery
system, leadership and governance, infrastructum@® equipments, commodity and
technology, information, workforce and health fioeng. The governments and
stakeholders are expected to observe the coreiggacof equity, involvement and

participation, right based approach in resouraecation and service delivery.

1.1.4 County Health Services

County health services is a county department cegrgut devolved functions under
schedule 4 of the current constitution and incluegponsibilities such as overseeing
clinical services, preventive and promotion of kieaind health planning (Constitution of
Kenya, 2010). These counties not only compete ¢arce resources from the national
and county governments, donor agencies and otliargpa such as NHIF but also from
paying patients as the main sources of funding thedefore need to meet acceptable

standards of performance in order to attract, mardnd improve stakeholders support.



Resources owned by the county health services dacline health facilities, other
physical facilities, and the health work force amarthers. Planning and acquisition of
resources is determined more by political legislatihan market conditions. Since there
are marked differences in resource endowment acmssty health services in Kenya
their success depends largely on the ability ofirtimeanagers to identify specific
resources that impact on performance and how efédgtthey deploy and manage scarce
resources available to them to be able to deliceeptable performance standards that
meet expectations of their stakeholders. Countytinesrvice stakeholders include the
national and county governments, the county comipupiatients, health employees,
donor organizations, creditors and suppliers anaihgrs. Because stakeholders provide
resources, they have interest in how those resspuare utilized to achieve their

expectations.

For county health services in Kenya, competitiveyasmtiage means providing better
quality health care and services that lead to lighé&come than competing services from
other counties thus attracting support and morelifighfrom the two governments and
other stakeholders. The growing concern among lheadtnagers and planners is how to
identify specific resources that are currentlyicaitto performance and the best way to
allocate and productively use available scarceuregs to achieve quality performance.
Most county health services in Kenya have regidtgsgying levels of performance over
some past years with some recording fluctuatingfop@@ance while some have

consistently indicated an upward trend. Since tlmeemarked differences in resource

endowment across counties in terms of quantitylityuend how they are used, it is not

9



clear whether there is any link between resources @erformance in county health

services in Kenya.

1.2 The Research Problem

According to Barney (2007), most strategic manageémesearchers agree that internal
resources owned by an organization may provideitih & more appropriate strategic
choice on how to compete in the external envirortnaewl provide an indication of the
level of performance expected (Barney, 2007). Ttierg to which internal resources can
translate into superior performance in specificanrgations is still not well understood,
especially under deprived conditions. Organizatidiffer in terms of amount and quality
of strategically relevant resources and how theyuilized but it is still not clear how

these differences can lead to competitive advardagesuperior performance.

County health services can only attract payingegodsi and support from stakeholders if
they meet acceptable standards of performance. tZd@alth managers are faced with
challenges such as which area they currently negddritize and invest in so as to have
superior impact on performance in areas of natiandl county concerns. Employees in
the health sector have always attributed hea&ithos woos to inadequate infrastructure,
equipments and key workforce shortages among otiegible inadequacies. This

complaint raised curiosity that triggered this stud

As much as existing literature has reported clages Ibetween tangible and intangible

resources and performance in organizations, moshefresearches have focused on

10



business organizations and even so, business aagi@m outside Africa. There are very

few literatures focusing on local organizationsfasas resources and performance is
concerned. Liu, Timothy and Gao (2010) reviewed Ripproaches as used in banking
industry and observed that the relationship betwesaurces, strategy and performance
when explored further could be a useful analysi tbrecommended that further studies
be done to establish the role of tangible and mitde resources in industries such as

banking in which sustainable competitive advantagerare.

Tuan and Takayashi (2009) investigated the linkwbenh resources, organizational
capabilities and performance of Viethams supporimdustries and reported positive
links between groups of resources, capabilities padormance. Gruber, Heinmann,
Bretel and Hangeling (2010) examined configuratmiresources, capabilities and
performance in technology ventures and recommenfigther research on the

contribution of tangible and intangible resourcas performance of organizations
operating in specific industries. Adero (2012) sddthe influence of tangible and

intangible resources on performance of public sdaon schools in Bondo district,

Kenya, and reported close links. According to teeiegwed literature, no known study
had been done on the influence of tangible ressuocethe performance of counties in
terms of health services in Kenya. What is theumfice of tangible resources on the

performance of county health services in Kenya?

11



1.3 Research Objective

The objective of the research was to establishrith@ence of tangible resources on the

performance of county health services in Kenya.

1.4 Value of the Study

The findings in this study are expected to contebio theory building since the study
assessed those findings against other empiricalostifor what is argued to be one of the
most important widely accepted theories of strateganagement, the RBT (Newbert,
2007). It assessed resource heterogeneity in tefrtangible levels and types in county
health departments across Kenya and performanteratifials in various performance
indicators. Using resource heterogeneity to expbarformance differentials is a central
tenet in RBT. This study has advanced knowledgethim area of resources and
performance within the confines of RBT and in tlwntext of health and provided a

conversion from the theoretical framework to a pcat framework.

The findings of this study can improve the underdilag of policy makers, planners and
health managers in the ministry of health and cpgatvernments regarding the role of
tangible resources on health performance. Polickemsamay be forced to review and
craft policies that enhance equity in the allocatad strategic resources, resources that
impact significantly on performance as demonstratethis study. The policies should
take into account each performance area as eaciishasn specific strategic resource

requirements.

12



This study can help health planners and health gesapractice evidence based
planning. Investing in resources which do not poedeesults is considered wastage of
scarce resources. This study can help in projecénaglts thus helping in setting realistic
targets in performance areas. Managers can ussttiilg to identify critical resources in

various performance areas and prioritize them girthealth investments plans. The
study may also influence health planners in formmogaplans that enhance equity in

resource allocation and deployment hence help coresource disparities in and across

counties.

Health facility managers may benefit through disgvof critical resources that have
direct impact on facility and county health perfamee. This may also help them
embrace evidence based performance planning in itieitutions. Health management
teams will be encouraged to improve performancdobysing more on acquisition and
effective use of resources found to be crucial éofggmance and the need to match
resources strength with target objectives. Findingsy also be important in laying

emphasis on the need to monitor future trends sto agpdate strategically relevant
resources to cope with changes if superior outasne be achieved. It is hoped that this
was the very first research to utilize RBT to imigste the influence of tangible

resources on the performance of county health ssvn Kenya.

13



CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

This chapter reviews literature on the resourcedabkeory, dynamic capability theory,
tangible resources, organizational performancegilée resources and organizational

performance, conceptual framework, methodologindl @mpirical evidence.

2.2 Theoretical Foundations of the Study

Recent years have witnessed strategic managembaotasc increase their focus on
internal resources and capabilities owned by omgditins as a foundation for developing
strategies that lead to competitive advantage apdrgr performance. This thinking and
approach draws from two theories; the resourcedotis®ry of the firm and the dynamic

capability theory (Newbert, 2007).

Resource based theory asserts that firms can epra-sormal returns if and only if they
have superior resources and those resources arecteeh by some form of isolating

mechanism(Rumelt, 1984 as cited in Barney,19912@pJreventing their diffusion

throughout industry(Grant, 2005). RBT views orgatians as bundles of productive
resources that are tangible and intangible andbilipes which they can use to generate
competitive advantage and superior outcome (Pend®@s9, Barney, 2007).The theory
suggests that there can be heterogeneity or fivel @ifferences among firms that allow

some of them to sustain competitive advantage. é8arf1991) made it clear that

14



abnormal rents can be earned from resources textemt that they are valuable, rare,

imperfectly imitable and non substitutable.

DCT is considered an offshoot from RBT and addie$ise issue of resource origin that
eludes RBT (Crook et al, 2008). It emphasizes nessudevelopment and renewal by
firms having the ability to integrate, build andcoefigure internal and external
competencies to address rapidly changing envirohnieeece, 2008). The dynamic
capability has extended RBT to the realm of eva@wapabilities. When a firm develops
its capabilities along path dependent learningaim stay ahead of its imitators and

continue to earn superior returns (Dierikx and C&6B1, Teece, 1997).

Each organization exercises control over its ovaoueces and capabilities and integrates
and utilizes them in unique ways from competitorsorder to take advantage of their
potential to achieve competitive advantage and rsupperformance (Grant, 2002 and
Penrose, 1995). Mere possession of superior resgualoes not guarantee attainment of
competitive advantage and superior performancs, iow resources are integrated and
utilized that translate into superior performand®hpison et al, 2008, Tuan et al,
2009).They argue further that where organizationghe same industry have similar
resources but differing performance levels, thesoaacould be that they vary to the
extent to which they utilize their resources. Oshkave maintained that organizations
should select strategies that enable them besobiexpeir resource strengths relative to

opportunities in the external environment (Pratald Hamel, 1995, as cited in Johnson
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et al, 2008pp.97-99).They added that through gfi@tstretch, organizations with big

ambition and little resources can post greaterudutpough effective management.

Very interesting concepts regarding imitation hameerged from RBT such as isolating
mechanisms (Rumelt, 1984), time compression disgoes, asset mass efficiencies,
and casual ambiguities (Dierickx and Cool, 198%céhtly much resource based work
has focused on intangible assets which includernmétion (Sampler, 1998), Knowledge

(Spender, 1996), and dynamic capabilities (Teeisan® and Shuen, 1997).

Many empirical findings support the relationshiptveeen resources and performance
within the framework of RBT and DCT. Discordantdings however few, have been
reported in empirical studies. Galbreath and Ca(2@04) discovered that while RBT
largely associates firm performance with intangitdeources, the association may not
always hold true empirically. But this is explain@diay by the fact that the strength of
some resources may be dependent upon interacti@wriinations with other resources
and therefore no single resource becomes the mmpeiriant to firm performance. This
problem may be brought about by the unit of anal{Barney, 2007). Most contributions
within the RBT take the individual resource as thkevant unit of analysis to study
competitive advantage and performance (Foss, 1%98nores the complimentarity and
co-specialization nature of resources (Foss, 1998%t researchers have recognized the
role of firm based tangible and intangible resosirae sources of competitive advantage

and superior performance in organizations.
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2.3 Tangible Resour ces

Resources are the basic primary inputs into orgaioizal processes used to develop
products or services of value to customers (Graff)5). Penrose (1959) describes
resources as the components that constitute the fghe sees firms as bundles of
productive resources whose destiny (decline, sahand success) is determined by the
administrative framework (interpreted here as ozgtional design, general management
capability and institutional leadership). Resoutwrefore is a construct. The implication
of Penrose observation is that resources can oalyraerstood through unbundling.
Unfortunately, this provides scholars with unresétl space for plethora of definitions
and examples that often lead to confusion. Bar@897) defines resources as all assets,
capabilities, competencies, organizational proces$em attributes and knowledge
among others that are controlled and used by aanaagtion to conceive and implement

strategies that enhance efficiency and effectivemea competitive environment.

According to Pearce and Robinson(2010) resourcesodyanizational assets that form
the basic building blocks for organizational pemi@nce, that include physical assets
such as plant, equipment, location, human asse&nms of number of people, skills and
experience and organizational assets that inclullere and reputation. Resources can be
categorized into tangible(physical and financialhda intangible human and
organizational( Grant, 2005).Tangible resourcesezmily be imitated by the competition
and according to Barney(2007) can only lead to caiipe parity(average performance)
at threshold level or temporary advantage at sapével. For a physical resource to be

strategic it should be able to create competitareaatage, it must have the potential or
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capacity to create services. Physical resourcgswalely across organizations in terms
of quality, quantity and how they are utilized at@refore may explain performance
differentials among firms. Still it remains unceéntavhich physical resources are critical
to performance and the extent to which possessiosulestantial amount of physical

resources can translate into superior performance.

Financial resources are the monetary resourcesrganiaation controls and include
loans, grants, cash balances, debtors, retainedngay internal financial generating
projects and others. Twan et al (2009) observedfittencial resources are in most cases
limited, expensive, difficult to acquire and manadeccess to reliable sources of funding
and ability to generate acceptable returns on tedesioney will determine ability of an
organization to attract more funding from its stakders (Barney, 2007). Johnson et al
(2008) noted that finance and the manner in whichsimanaged can be a key
determinant of strategic success in organizatidhs. main issue is to deliver services to
the stakeholders that matches or out matches tred ¢t investment. It still remains
uncertain however whether substantial amount adnfomal resources can translate into

superior performance.

2.4 Organizational Performance

Firm performance is conceptualized by comparingwiiengness of a firm’s customers
to pay and a firms cost of developing and sellitgy products or services (Barney,
2007).This difference is known as economic valuem§ that create more economic

value than competitors gain competitive advantage lzetter performance. Those that
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create the same economic value are said to bexgietdive parity. It is the actual result

measured against intended goals and objectives.

Organizational performance is an outcome achievedmnan organization successfully
formulates and implements a value creating stratelgizch enable customers receive a
service or product of value greater than what they willing to pay for (Barney,

2007).Stakeholders view value creation in termsmafre returns compared with an
alternative investment of similar risk, the benefiforgoing an alternative investment of
similar risk (Barney, 1991). Superior performanseachieved when the actual outcome
achieved exceeds what is expected based on resounested for the same purpose.
This means that the actual value created is gréaaer expected value, and that it could

be a sign of well managed resources.

According to Dessler (2008, as cited in Adero, 204216), Performance is a collection
of work activities, operational efficiencies, eff@eness, their measurements and
subsequent outcome attained. Most studies in arghonal performance have used both
financial and non financial indicators that inclugi®fit, turnover, return on investment,
return on capital employed, inventory turnover(Bort1985).Benchmarking is a
performance tool used to determine how an orgapizatompares with the competition
in the same industry(Johnson et al, 2008).Benchimgrknvolves comparing own
performance against industry best practices ingefiguality, operational efficiency and
effectiveness, time and cost in order to learn howdo things better ,faster and

cheaper(Adero, 2012).
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A trend has emerged whereby the use of balancedcd (Kaplan and Norton, 2001)
IS increasing as a contemporary method in measup@gormance. The balanced
scorecard analyses both financial and non finarmigétomes. It tries to accommodate
diverse stakeholder interests and relate perforeamith strategic objectives. It uses
financial measurements that reveal the resultstodrzs already taken and complements
this with operational measures such as customeisfaaton, internal process
effectiveness and ability to learn and improve #oévities that drive future financial
outcome. The business process dimension enablegeané evaluate how well the
business is running and whether its day to dayiéies including tasks performed by the

workforce support its strategic objectives, basedheir mission and vision.

According to Kaplan et al (1992), measuring orgatimal performance against the
needs of its customers can be a pointer towardsefyierformance excellence. As such
organizations that are able to derive the bestiteefom this area are likely to achieve
future financial benefits and stay ahead of contipeti while failure in this area would

lead to financial decline. The balanced scorecatnly links performance to short term
outcome but also the way in which processes areageah) involving innovation and

learning which are perceived to be crucial to ldegn success. Organizations that
achieve continuous success are those that evaloeaite performance with respect to
formulated goals that match their resource strengtimg performance indicators that suit
their context (Adero, 2012).Many scholars contelnalt torganizational performance is
closely related to amount and quality of tangibkel antangible resources within its

command.
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2.5 Tangible Resour ces and Organizational Performance

Most scholars believe that profit differentials amgdirms in the same industry can be
explained in terms of their resource heterogendihe acquisition and development of
superior organization resources is the most imporeason that some organizations are
more successful than others (Wernerfelt, 1984; &@ort991). Johnson et al (2008)
observed that varying levels of performances inanizations can be explained by
differences in amount and quality of resources fh@ssess and the extent to which they
use the resources to generate value to customiffieredces in resource endowment may
form the basis for superior outcome in organizaibnt this is not an adequate reason
since not all resources owned by organizationsstiegegically relevant to performance

(Peteraf, 1993; Barney 2007).

Barney (2007) states that for a resource to leaduperior performance, it must be
valuable to customers, rare, difficult to accessmitable and non- substitutable for
advantage to last. Organizations that stay aheadtlwdrs are those that are able to
identify specific resources that are critical toattgic goals, acquire or develop and

maintain them to generate more value than compgtito

According to Newbert (2007), resource heterogeneatganizing level, and dynamic
capabilities are important in explaining organiaatl performance. Resource
heterogeneity proposes that differences in speo#sources and capabilities possessed
by organizations can have the greatest impact oforpgance. Organizing approach

indicates that firm level conditions that enhanffeative exploitation of resources and
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capabilities would be more important in generatsugtainable competitive advantage.
Barney (1991, 2007) argued that attributes of athgencreating resources such as value,
rareness, inimitability and non substitutabilityncee used to explain organizations

performance.

From the dynamic capability school of thought, teses strengths need to be improved
continually to sustain competition; this is to aVvoinstances where organizational
routines could become core rigidities in the esnging business environment (Grant,
2005). Organizations that stay ahead of the packtrbe able to identify specific

resources that are relevant to strategic objectigeguire or develop and effectively

utilize them to meet the needs of the custometsibitan their rival.

Most RBT empirical literature observe that thougithtangible and intangible resources
contribute and are important for firm performanités the intangible resource that could
be the main reason for sustained competitive adganbecause competitors cannot
easily replicate their use (Lui et al, 2010). Newk{@007) observes that in most RBT
studies, the level of empirical support for the ottye varies considerably with the

independent variable. Where independent variableogsrationalized as a specific

resource, empirical support is found in only 37%tedts done as opposed to where

independent variable is operationalzed as valwehich empirical support is found in all.

According to Newbert (2007), four methodologicalpeyaches grounded on RBT are

used to test the relationship between independadt gependent variables. These
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approaches are the resource heterogeneity, theipirgg level, the conceptual level and

the dynamic capability.

Scholars employing resource heterogeneity appraegie on theoretical grounds that a
given resource, capability, or competence is va®jakare, inimitable, and/or non-
substitutable, quantify the amount of it possessed firm, and correlate this amount to

some measure of performance.

Organizing approach seek to identify those firmelesonditions that enable the effective
exploitation of the resources and capabilities umd@mination. They then test the effect
of the interaction between a firm’s resource arsddtganizing context (independent

variable) on its performance (dependent variable).

Conceptual-level approach seeks to test whetherattrdoutes prescribed by Barney
(2007) as essential for a resource to effectivalgtitbute to a firm’s advantage are
indeed significant predictors to this end. The papon is that a firm’s performance is a
function of how well managers build their firms andl resources that are valuable, rare,
inimitable, and lack substitutes and then procee@dt for example the effect of a given

isolating mechanism (a firm’s competencies) ompégormance.

The dynamic capability approach tests the degreavhicch specific resource-level
processes improve a firm’s competitive position dperationalizing the independent

variable as the interaction of a specific resowand a specific dynamic capability and
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testing its relationship with some measure of pemtonce. Majority of studies employ

only one of the approaches (Newbert, 2007).

Figure 1 Conceptual framework
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CHAPTER THREE: RESEARCH METHODOLOGY

3.1 Introduction

This chapter describes the research design useathi®ve objectives of the study
outlined in chapter one. It covers research deggpulation, sampling procedure, data

collection method, and data analysis procedures. use

3.2 Resear ch Design

The study used cross sectional, descriptive aneledion designs. Each design provided
the research with a different form and type of autpCross sectional design ensured that
information was gathered at one point in time. @escriptive design was employed to
present facts as they existed (Kombo and Tromp,6RQfhd correlation studies
undertaken to enable the researcher assess treedigelationship that existed between
health indicators (dependent variable) and ressur@edependent variable). Those
designs were considered appropriate to enable @¢kearcher achieve high level of

reliability (Kothari, 1997) in response to the rasd problem and objectives.

The resource heterogeneity approach (Newbert, 280RBT research approach adopted
from literature review, was the methodology of deosince the study sought to test the
relationship between specific resource quantitysspesed by county health services and

performance using correlation and regression tegtas.
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3.3 Population of Study

The population of the study were the 47 county thesérvices departments of the 47
county governments in Kenya as created by the itoish of Kenya (2010). All the 47

counties were included in the study, a census sty to the small population size thus
making it possible to get all the information negarore so from the readily available

secondary data from the ministry of health.

List of counties was obtained from the constitutmnKenya (2010) document. Each
county in the population had a standard documentnzarizing the levels of current

tangible resources (Appendix 1).

3.4 Data Collection

The study used secondary data from the resultggbmatory research earlier conducted
using ministry of health records (SARAM and Kenyalth at a glance, 2013) in relation
to tangible resources and performance of countitthearvices. Each of the 47 counties
had exploratory research summary findings on thantity of current tangible resources

and average county performance.

Tangible resource information collected includes lgtvels of health facilities in terms of
categories and capacities, equipment capacitievamous service areas, transport
capacities and human resource capacities for kejthhgersonnel. Information on
performance collected included performance indicaichievements in areas of fully

immunized child, TB completion, preventive ARV fbllV pregnant mothers, skilled
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deliveries, family planning coverage, mortality facilities, fresh still births, ante-natal

attendance, latrine coverage, outpatient utilizafiB cure rate and maternal audits.

3.5 Data Analysis

Quantitative data on tangible resources was anadlffreugh descriptive statistics such
as means, percentages and mean variation, stameldedion and frequencies. The
relationship between independent (resources) apendient (performance) variables was
established using correlation and regression appesa Correlations were considered
significant at (p = 0.05). Multiple linear regressianalysis was carried for each
performance indicator on all the eleven predictbrelependent variable).

Regression model took the form of: Y=a #xp+byX, . bi1X11, where Y represented

various performance indicator achievements (depgndaiable), x represented tangible
resources (independent variable), a representestartrand b the coefficients of various
resources. The regression outputs of concern iadlulde significance (p values) of the
whole model to determine its predictive value. @omnt (b) of each resource
(independent variable) in the model determined whanges in the performance resulted
in additional unit of resource. The model providee level of significance for each
resource coefficient and any resource with p >@v@S ignored. The Model correlation
values (r) indicated the degree and direction ti@nship between the resources and

performance while the coefficient of determinati@gf) evaluated the extent to which

resources in the regression model accounted fqueifermance.
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CHAPTER FOUR: DATA ANALYSIS, FINDINGSAND
DISCUSSION

4.1 Introduction

This chapter contains results obtained from anslg$ivarious resources, performance
and resources and performance as measured acedgsihdicators. The data is analyzed
from 47 counties. A discussion of the findings dals the analysis. Tables and figures

from SPSS outputs are used to provide reference.

4.2 Tangible Resources at County Health Services

Tangible resources owned by the county health sesvinave been classified as physical
infrastructure, equipments, transport, human ressuand financial resources. Table 4.1
summarizes the nature of resources and quantdicainits:

Table4.1: Tangible Resource at County Health Service

Resour ce type M easur ed in Number/10000per sons

Physical infrastructure Hospitals (HOSP), Primargalth care facilites (PCF),
community units (CU).

Medical Equipments Maternity(EMAT) ; MCH/FP(EMFPU)Laboratory(LAB),
Imaging(IMA), outpatient(OUTP)

Transport Ambulances(TAMB), Support/Utility vehis(@SV)

Human resources Doctors(MO), Clinical officers(RCO),Public  health
officers(PHO),Nurses(KRCHN), Staff trained in leestép and
management(tmgt)

Financial Resources Per capita allocation on preventive care(BSP),itaaglocation
on curative care(BSC)

The resources disparities across counties are atadicin the table 4.2 below. The
variables of the study were entered in a sequetaceng with dependent variables and
followed with the independent variables. The vdeabwvere defined on the SPSS data

Editor. The data was entered in the data view @eatiith the variables entered in the
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columns and the counties (cases) taking the rows.outputs for this table were found
by using the following procedure: from the datawigection: —» Analyze- descriptive
statistics- descriptive- enter the tangible resource variables in the dase box and

click OK. The table below was the output of theabprocedure.

Table 4.2: Descriptive Statistics (Tangible Resour ces)

N Minimum | Maximum | Mean Std. Deviation
Mo 47 .04 2.85 .5483 .56405
Tmgt 47 0.00 5.90 1.6511 1.78872
Rco 47 .09 4.72 1.2113 .79692
Krchn 47 1.30 11.52 3.6189 2.19174
Pho 47 .06 1.26 3774 .29276
Hosp 47 0.00 1.87 .2466 .39631
Pcf 47 1.00 5.00 1.7234 .82626
Cu 47 0.00 1.67 .4483 .38304
Emat 47 6.00 32.00 18.9574 6.89347
Emcfpu 47 13.00 42.00 29.3617 7.55394
Lab 47 1.00 17.00 5.5957 3.43042
Ima 47 6.00 64.00 33.7021 13.13461
Outp 47 8.00 70.00 29.2340 13.21431
Tamb 47 0.00 .50 .1340 .10483
Tsv 47 0.00 1.30 .3128 .24901
Bsp 47 256.00 1456.00 730.1915 245.77717
Bsc 47 132.00 1212.00 438.5745 233.51005
Valid N (listwise) | 47

The budget allocations are the most skewed wititatlon for preventive services being
the most followed by allocation for curative seesc Medical personnel resources
appear to be more equitably allocated comparedtheraesources with the doctors,
public health officers clinical officers and nursdkrecording standard deviations of less

than 0.8. Generally there is significant resourettogeneity across the counties and also

across resource type.
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4.3 Performance M easur ement of County Health Services

The county health services performance have be@suned using health indicators that
meet the various health objectives as per Kenydtthesector policy and strategy
document. Table 4.3 below summarizes the healfopeance measurements.

Table 4.2: Performance M easur e of County Health Services

Perfor manceindicator Health objective

%Fully immunized children Eliminate non communicabiseases
%TB patients completing treatment Eliminate non pamicable diseases
%HIV pregnant mothers on ARV Eliminate non communicable diseases
% of deliveries conducted by skilled personnel Rieessential service

% of women of reproductive age receiving familfProvide essential services
planning
Facility based maternal mortality per 100,000 lths | Provide essential services

% of pregnant women attending 4 ANC Provide esaksdirvices

% of households with latrines Collaboration withks&holders
Per capita outpatient Utilization rate Improvedessc

TB Cure rate Improved quality

Maternal audits

Table 4.4 below presents the analysis of performsiuoé 47 counties health departments
against the national averages for the performandeators used in this study. Several
counties performed poorly in maternal death auditsputting HIV positive pregnant
mothers on anti-retroviral drugs and in the dele®rconducted by skilled personnel.
Only in 5 out of 11 performance areas did more thalf of the counties record above
average performance.

Table 3.4: Performance of each County against National Average

Performance Indicator (independent Variables) %> average % < average
Maternal deaths Audit madr 11 89
TB Cure rate ther 62 38
Per Capita Outpatient Utilization pcou 49 51
Households with Latrines hswt 34 66
Pregnant Women (4ANC Visits) pwanc 51 49
Facility based Maternal mortality fomm 51 49
Women on Family Planning wrfp 49 51
Deliveries conducted with Skilled personnel dcsa 30 70
HIV Pregnant mothers on ARMivpm 28 72
TB Patients tbp 57 43
Fully Immunized children( fic) 55 45
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There are significant performance differentials oasr counties in almost all the
performance indicators. This is clearly capturedha table 5 with the high disparities
noted in households with latrines; facility basedtennal mortality and maternal audits
and deaths. These disparities are demonstratedghystandard deviation as shown in

table 5 below.

The variables of the study were entered in a sespustarting with dependent variables
and followed with the independent variables. Thaabdes were defined on the SPSS
data Editor. The data was entered in the data gestion with the variables entered in
the columns and the counties (cases) taking thes.r@Wwe outputs for this table were
the tadaview section: -

found by using the following procedure: from

Analyze- descriptive statistics descriptive- enter the performance indicator variables

in the descriptive box and click OK. The table belaas the output of the above

procedure.

Table 4.4: Descriptive Statistics (Performance I ndicator s)

N Minimum Maximum M ean Std. Dev.
Fic 47 41.90 103.60 74.9638 14.50788
Thp 47 72.00 95.00 87.6383 4.48876
Hivpm 47 40.00 138.50 83.8000 21.93018
Dcsa a7 15.80 96.20 38.5021 18.66475
Wrfp 47 3.00 97.70 39.7957 19.43377
Fbmm 47 0.00 436.00 171.3021 100.37170
Pwanc 47 14.00 94.10 46.6468 13.92743
Hswt a7 0.00 1791.00 123.4426 276.50992
Pcou a7 .20 3.50 1.0447 .50726
Ther 47 38.00 98.00 80.8872 9.08665
Madr 47 0.00 460.00 45.8596 90.11654
Valid N (listwise) 47
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4.4 Tangible Resour ces and Perfor mance of County Health Services

The relationship between tangible resources ( ieddent variables in the study) and
performance (dependent variable in the study) tebéished using correlation and
regression analysses.The correlation coefficiemtddtermines the degree and direction
of the relationships between each performance atolicand each tangible resource.
Regresion analysis provides the model equatiompfedicting the performance from a
given set of resource inputs.Each performance atdicis regressed on all tangible
resources and the coefficient of determinatiéhv@lues are used to provide explaination

for variations in performance as explained by #rgible resource inputs.

The tables on correlations are presented alongreglession for each performance and
captures correlation coefficients between resoumpets and various health indicators
used in the study. The significant correlations iadkcated by asterics (*) with single
asterics showing significance at 0.05 and doubléerigs indicating significant
correlations at 0.01.The negative correlationsaaigis an inverse relationship between
the resource and the performance indicator. Of ta# resources available for
immunisation of children, the most strategic tatgiesource is equipments for maternal
and child clinics. It is intersting that public Ia officers (PHO) is negatively
contributing to treatments completion rate amongetaulosis patients. Maternity,
maternal and child and Laboratory equipments ar@egic tangible resources in the

provision of AR\s to HIV positive mothers.
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Equipment for maternal and child clinics correlasg®ngly with performance in skilled
deliveries while family planning coverage is infheed strongly by the number of
doctors, primary health care facilities and materad child equipments. In facility
based maternal mortality performance a negatiaiogiship is observed. The more the
community units and equipment for maternal anddcleiinics the less the maternal

deaths.

Performance in 4 ANC visits by pregnant mothersedels on the number of hospitals
and funding although the correlations are only ifiggnt at 0.05. Households with

latrines are strongly related to community unitss however,confounding that there is a
strong relationship between household with latriméth equipments in maternity and

maternal and child health. Per capita outpatiéhisation is found to be strongly related
to the number of primary health care facilities @nterculosis cure rate is strangely
having a negative relationship with public healffficers. These findings are further
expounded on subsequently with regression analiysisssist in explanation and

interpretation.

4.4.1 Tangible Resources and Fully Immunized Child

Tangible resources were regressed on the Fullyuimimed child to ascertain their
influence. The outputs of these regressions angkledion are presented in tables 4.7a-
c(regressions) and 4.6(correlations). As can be seeh of the resources is correlated
with the creterion(FIC), but only maternal and dhihealth equipments(emcfpu) is

possitively and significantly(p<0.05) correllate@tmthe criterion.
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The multiple regression model with all the eleveedictors produced ®40.4 and p >

0.05. These resources can only explain 40.8%ofr changes in the performance. The
remaining 59.5 % can be explained by other fadtwekiding intangible resources and
possibly social determinants for health. But withher p values, it means that the model

is not reliable for predictive purposes.

Table on coefficients provides a detailed summaryeach resource contribution to

performance. The most important finding is the imgace (significance = 0.009) of

maternal and child equipments to the model. Howeteper 10000 persons(l unit)

maternal child equipment can potentially only realD.721 change in performance in
fully immunized child. The more available theseipments are in the counties the better
the performance. Investing in maternal and childigments(emcfpu) increases access to
child immunization more than investing in any othresource that is evidently not

contributing to this model due to the high p values

Table 4.6: Correlation of fully immunized child with resour ces

tmg
Mo t  Rco kechn |pho hosp pof [cu pmat emcfpu Jab  jma  putp  famb fsv  bsp  psc

Pearson 195 1187 [0R7 [125 {05 120 |77 |57 |20B |453° [IRE |28 |D43 IR0 lI22 |2B2 |245
Correlation a

Sig. (2-tailed) 130 (208 |aB1 401 700|420 |235 |233 |66 (001 (263 (380 |776 (227 |44 076 (097

N AT W1 AT W 4T &7 4T AT U1 W7 a7 @1 W1 4T W Wl W

Table4.7a: Model Summary
Model R R Squarg Adjusted R Square | Std. Error of the Estimate
1 636 404 .055 14.10421
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Table4.7b: ANOVA?

Model Sum of Squares df Mean F Sig.
Square
Regression 3913.077 17 230.181 | 1.157| .354
1 Residual 5768.932 29 198.929
Total 9682.009 46

Dependent Variable: fic
Predictors: (Constant), bsc, cu, outp, tmgt, plesphtsv, rco, ima, emat, tamb, lab, pcf,
bsp, emcfpu, krchn, mo

Table 4.7c: Coefficients?

Model Unstandardized Standardizeqt Sig.
Coefficients Coefficients
B Std. Error |Beta
(Constant) |38.983 14.625 2.665 [.012
Mo 13.684 9.662 532 1.416 |.167
Tmgt -.618 1.527 -.076 -.405 .689
Rco -6.798 7.021 -.373 -.968 341
krchn -2.414 2.467 -.365 -.979 .336
Pho 10.640 11.787 215 .903 374
Hosp -4.476 8.449 -.122 -.530 .600
Pcf 4.097 4.303 .233 .952 .349
1 Cu 3.182 8.670 .084 .367 716
Emat -.396 .614 -.188 -.644 524
emcfpu 1.385 493 721 2.808 |.009
Lab 402 .966 .095 AL17 .680
Ima .066 216 .060 .304 763
Outp -.157 .220 -.143 - 716 479
Tamb 36.368 32.091 .263 1.133 |.266
Tsv -2.810 13.689 -.048 -.205 .839
Bsp .007 .015 126 .500 621
Bsc -.017 .017 -.270 -.964 .343

a. Dependent Variable: fic
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4.4.2 Tangible Resources and TB Patients completing treatments

Tangible resources were regressed on the TB pateamhpleting treaments to ascertain
their influence. The outputs of these regressiath @rrelations are presented in tables
4.9a-c and 4.8 respectively. As can be seen eatheofesource is correlated with the
creterion(tbp), but only Public health officers(pi®negatively and significantly (-0.307,

p<0.05) correllated with the criterion. This ishat suprising as this relationship is

expected to be positive.

The multiple regression model with all the eleveeadictors produced &30.6 and p >

0.05. These resources can only explain 36°6 df changes in the performance. The
remaining 69.4% can be explained by other factoctuding intangible resources and
possibly social determinants for health. But withher p values, it means that the model

is not reliable for predictive purposes.

Table on coefficients provides a detailed summdrgazh resource contribution to the
model. Here Pho is rejected (p>0.05) and the ootgjpted resources (bsc and tamb) are
suppressor predictors with no significant correlasi

Table4.8: Correlation TB patients completing treatment and resour ces

Mo fmgt oo krechn pho fhosp  pof  pu pmat emcfpu Jab ima  [putp  famb fsv  psp  |osc
tbp | Pear-son 83 [048 [206 43 307 [is8  [262 138 [OOS [-080 [i2 098 18 [241  |264 97 |-198
Correlatio
n
Sig.  (2-|219 (749 |45 |337 |036 (288 (075|355 |975 |43 4a5 l4 (429 102|073 |IB:  |I82

tailed)

N

47

47 | 47 | 4T | 41 | 47 47 |47 | 41 | 4T T AT AT AT BT BT W
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Table4.9a:

Model Summary

Model |R |R Square|Adjusted R Square | Std. Error of the Estimate
.5

1 54 1.306 -.100 4.70817
a

Predictors: (Constant), bsc, cu, outp, tmgt, gtosp, tsv, rco,

ima, emat, tamb, lab, pcf, bsp, emcfpu, krchn, mo

Table 4.90:ANOVA?

Model Sum of{ df Mean Square F Sig.
Squares

Regression |284.011 17 16.707 754 728

Residual 642.840 29 22.167

Total 926.851 46

Dependent Variable: thp

ima, emat, tamb, lab, pcf, bsp, emcfpu, krchn, mo

Table 4.9¢c; Coefficients?

Predictors: (Cor3tdosc, cu, outp, tmgt, pho, hosp, tsv, rco,

Model Unstandardized Coefficients Standardized Coefficients t Sig.
B Std. Error Beta
(Constant) 89.595 4.882 18.352 .000
mo -1.802 3.225 -.226 -.559 .581
tmgt .244 .510 .097 479 .635
rco -2.297 2.344 -.408 -.980 .335
krchn 1.495 .824 .730 1.815 .080
pho -3.051 3.935 -.199 - 776 444
hosp -.631 2.820 -.056 -.224 .824
pcf -.765 1.436 -141 -.533 .598
cu 1.610 2.894 137 .556 .582
emat .109 .205 167 531 .600
emcfpu -.119 .165 -.201 -724 AT75
lab -179 .323 -137 -.554 .584
ima 142 .072 415 1.964 .059
outp -.066 .073 -.196 -.907 372
tamb -1.262 10.712 -.029 -.118 .907
tsv -5.174 4.569 -.287 -1.132 .267
bsp -.002 .005 -.102 =377 .709
bsc .002 .006 .078 .258 .798
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4.4.3 Tangible Resourcesand % of HIV Pregnant M other s Receiving

ARVs

Tangible resources were regressed on the perceotadl/ pregnant mothers receiving
ARVs to ascertain their influence. The outputs of thesggession and correlations are
presented in tables 5.1a-c and 5.0. As can beessdnof the resources is correlated with
the creterion(hivom). Maternal and child health ipqents(emcfpu), Maternity
equipments(emat) and laboratory equipments aretiyagi and significantly(p<0.05)
correllated with the criterion. Maternity, materreald child and Laboratory equipments
are strategic tangible resources in the provisibrARVs to HIV positive mothers.
Counties that perform better in this indicator #iese with superior numbers of the

respective equipments.

The multiple regression model with all the eleveedictors produced R55.6% and p <

0.05. These resources can only explain 55.6%ofr changes in the performance. The
remaining 44.4 % can be explained by other fadtahiding intangible resources and
possibly social determinants for health. But wilvér p(0.036) values, it means that the

model is reliable for predictive purposes.

Table on coefficients provides a detailed summadryeach resource contribution to
performance. The most important finding is the im@ace (significance,p = 0.018) of
only maternal and child equipments to the modeleicer, 1 per 10000 persons(1 unit)

maternal child equipment can potentially realizéllchange in performance indicator.
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The more available these equipments are in thetssuthe better the performance.
Investing in maternal and child equipments(emcfipgyeases access to ARV for HIV

pregnant mothers and preventing maternal to chalastnission.

Table5.0 :Correlation HIV Pregnant Mothers Recelving ARVs and Resour ces

Mo mgt Rco  kechn pho posp pof  pu o pmat pmcfpu jab jma putp famb [sv  Bsp  psc

hivpm

Pear-son 035 (224 |79 1239 L1572 (029 RO |27 4247|4617 |456° |!93 64 092 [0 (029 [I75

Correlation

Nig. (Z- 364 1130 (2729 |06 306 |847 |918 |DBS (003 OO 0ot 1193 1270|539 (941 |B4T |24
tailed)

N a1 AT T AT 4T BT T BT AT W a1 w1 AT 4T T AT W

Tableb5.1la: Model Summary

Model| R R Squarel Adjusted R Std. Error of the Estimate
Square
1 746 .556 .296 18.39541

a. Predictors:(Constant),bsc,cu,outp,tmgt,pho,hosp¢isyma,emat,tamb,
lab, pcf, bsp, emcfpu, krchn, mo

Table5.1b: ANOVA?

Model Sum of| df Mean Squareg F Sig.
Squares
Regression] 12309.555 |17 724.091 2.140(.03%
1 Residual [9813.345 29 338.391
Total 22122.900 |46

a. Dependent Variable: hivom b. Predictors: (Camt}tdbsc, cu, outp, tmg
pho, hosp, tsv, rco, ima, emat, tamb, lab, pcf, bamfpu, krchn, mo
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Tableb5.1c: coefficients®

Model Unstandardized Coefficients Standardized t Sig.
Coefficients
B Std. Error Beta
(Constant) 22.641 19.075 1.187 .245
Mo 428 12.601 .011 .034 973
Tmgt 3.654 1.992 .298 1.835 .077
Rco -7.082 9.157 -.257 -773 446
Krchn -3.413 3.218 -.341 -1.061 .298
pho 10.467 15.373 .140 .681 .501
hosp -9.733 11.020 -.176 -.883 .384
pcf 6.597 5.612 .249 1.176 .249
1 cu 5.475 11.307 .096 484 .632
emat -.593 .801 -.186 -.740 465
emcfpu 1.610 .643 .555 2.504 .018
lab 1.990 1.260 311 1.579 125
ima .248 .282 .148 .878 .387
outp -.023 .287 -.014 -.080 .937
tamb 40.962 41.854 .196 .979 .336
tsv -4.554 17.854 -.052 -.255 .800
bsp -.012 .019 -.136 -.628 .535
bsc .024 .023 .253 1.043 .306

Dependent Variable: hivpm

4.4.4 Tangible Resour ces and Deliveries Conducted by Skilled Personnel

Tangible resources were regressed on the percentgeries conducted by skilled
personeko ascertain their influence. The outputs of theggession and correlations are
presented in tables 5.3a-c and 5.2 repectivelycaks be seen each of the resources is
correlated with the creterion(dcsa). Only Materawadl child health equipments(emcfpu)

is positively and significantly(p<0.05) correllatedth the criterion. Maternity, maternal
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and child equipments are strategic tangible ressuirc having mothers deliver through
skilled hands. Counties that perform better in tmdicator are those with superior

numbers of the equipments.

The multiple regression model with all the eleverdictors produced 8% and p >

0.05. These resources can only explain 46.4%ofr changes in the performance. The
remaining 53.6 % can be explained by other fadtwekiding intangible resources and
possibly social determinants for health. But withher p(0.173) values, it means that the

model is unreliable for predictive purposes.

Table on coefficients provides a detailed summdrgazh resource contribution to the
model. The most important finding is the importargsgnificance, p = 0.039) of only
maternal and child equipments to the model. Howeteper 10000 persons(l unit)
maternal child equipment can potentially realizZ&%4 change in performance indicator.
The more available these equipments are in thetissuthe better the performance.
Investing in maternal and child equipments(emcfpajeases access skilled deliveries.

Table5.2: Correlations Deliveries attended by Skilled Workers

mo [mgt rco  kechn pho  posp pof  pu pmat emcfpu jab  ma  putp  famb [sv Bsp  psc
dcsé Pear-son  |204 |-IBI (250 [102 -5 |09 091 (189 |284 |44 |20 |-DB! |-133 |-0BB |-I173 [-075 |00
Correlation
Sig. (2- 170|278 |.090 (485 |441 |B4h |544 |204 |053 |002 |17 (B84 |37 |GGl |246 |BIE | 948
tailed)
N 41 |47 |47 (4T (4T (4T (4T |47 |41 (4T 41 |47 |47 47 47 |47 |47
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Table5.3a: Model Summary
Model [R R Square | Adjusted R Square Std. Error of the Estimate
1 687 464 .150 17.21183

Predictors: (Constant), bsc, cu, outp, tmgt, pho, hosp, tsv, rco, ima, emat, tamb, lab, pcf, bsp,
emcfpu, krchn, mo

Table 5.3b: ANOVA?

Model Sum of Squares | df Mean Square [ F Sig.
Regression 7433.985 17 437.293 1.476 173°
1 Residual 8591.165 29 296.247
Total 16025.150 46

Dependent Variable: dcsa

Predictors: (Constant), bsc, cu, outp, tmgt, pho, hosp, tsv, rco, ima, emat, tamb, lab, pcf, bsp, emcfpu,
krchn, mo

Table 5.3c: Coefficients®

Model Unstandardized Coefficients Standardized Coefficients t Sig.
B Std. Error Beta
(Constant) | 8.802 17.847 493 .626
mo 7.471 11.791 .226 .634 531
tmgt -2.884 1.864 -.276 -1.548 133
rco 3.857 8.568 .165 .450 .656
krchn -2.057 3.011 -.242 -.683 .500
pho -10.384 14.384 -.163 -.722 476
hosp 5.498 10.311 117 .533 .598
pcf 9.671 5.251 428 1.842 .076
cu -10.759 10.580 -.221 -1.017 318
emat 192 749 .071 .256 .800
emcfpu 1.304 .602 .528 2.167 .039
lab 734 1.179 135 .622 .539
ima -.211 .264 -.148 -.798 432
outp -.031 .268 -.022 -.114 .910
tamb 2.470 39.161 .014 .063 .950
tsv -23.830 16.705 -.318 -1.427 .164
bsp .012 .018 .159 .666 511
bsc -.036 .021 -.453 -1.703 .099

a. Dependent Variable: dcsa

4.4.5 Tangible Resour ces and Women of Reproductive Age Recelving

Family Planning

Tangible resources were regressed on the womeapobductive age receiving family

planning to ascertain their influence. The outmitthese regression and correlations are
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presented in tables 5.5a-c and 5.4 respectivelycaksbe seen each of the resources is
correlated with the creterion(wrfp). Maternal arfdla health equipments(emcfpu) and
per capita allocation on curative services are tpaety and significantly(p<0.05)
correllated with the criterion. Superiority of tleesesources resulted in superior

performance for those counties.

The multiple regression model with all the eleveedictors produced R54.7% and p <

0.05. These resources can only explain 54.7ofr changes in the performance. The
remaining 45.3 % can be explained by other fadtahiding intangible resources and
possibly social determinants for health. With loy€0.042) values, it means that the

model is reliable for predictive purposes.

Table on coefficients provides a detailed summdrgazh resource contribution to the

model. The most important finding is the importancke maternal and child equipments

and primary care facilities(P<0.01) to the modeh @dditional 1 per 10000 persons(1l

unit) maternal child equipment can potentiallyalize 1.624% change in performance

indicator while one unit change in primary caretsinésults in 14.37 % change in access
to family planing. The more available these resesirare in the counties the better the
performance indicator.

Table5.4: Correlations Women of Reproductive Age receiving Family Planning and

Resour ces
mo [mgt rco Krchn pho  posp  pof cu pmat  pmcfpu [ab  |jma putp  famb [sv  PBsp psc

wefp P Correlation (320 1193 |93 233 |00 (07 (396 |86 |248 |4B4" |206 |80 |I26 |092 125 (18I [323°

Sig. (2- 028 (194 194 |4 |383 (312 (006 |22 (092 OO0 |GG |227 (387 |54l |400 (222 |027
tailed)
N 47 | 47 | 47 | 4T | 47 47 ) 47 47 | 47 47 4T | 47 | 47 | 4T | 4T | 4T | 47
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Table5.5a: Model Summary

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

739 547 .281 16.47894

a. Predictors: (Constant), bsc, cu, outp, tmgt, phasph tsv, rco, ima, emat, tamb, lab, pcf, bsp,
emcfpu, krchn, mo

Table 5.5b: ANOVA?

Model Sum of Square] df Mean Square F Sig.
Regression 9497.775 17 558.693 2.057 042
Residual 7875.104 29 271.555

Total 17372.879 46

a. Dependent Variable: wrfp

Table5.5¢c: Coefficients?

Model Unstandardized Coefficients Standardized Coefficients |t Sig.
B Std. Error Beta

(Constant) -15.973 17.087 -.935 .358
mo 16.317 11.288 A74 1.445 .159
tmgt -.807 1.784 -.074 -.452 .655
rco -9.964 8.203 -.409 -1.215 .234
krchn -1.855 2.882 -.209 -.644 .525
pho 2.882 13.772 .043 .209 .836
hosp -7.945 9.872 -.162 -.805 428
pcf 14.370 5.027 611 2.859 .008
cu 3.492 10.129 .069 .345 .733
emat -.021 717 -.007 -.029 977
emcfpu 1.624 576 .631 2.819 .009
lab .076 1.129 .013 .068 .946
ima .097 .253 .066 .384 .703
outp -.079 .257 -.054 -.309 .759
tamb 20.028 37.494 .108 .534 .597
tsv -14.645 15.994 -.188 -.916 .367
bsp -.001 .017 -.016 -.071 .944
bsc -.010 .020 -.121 -.493 .625

b. Predictors: (Constant), bsc,cu,outp,tmgt ph@heg,rco ima,emat tamb,lab,pcf,bsp,
emcfpu krchn,mo
Dependent Variable: wrfp

4.4.6 Tangible Resourcesand Facility Based Maternal Mortality

Tangible resources were regressed on the faciigeth maternal mortality to ascertain

their influence. The outputs of these regressiath @nrelations are presented in tables
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5.7a-c and 5.6 respectively. As can be seen eatieafesources is correlated with the
creterion(fomm). There is an inverse and signifian0.05) correlation between the
criterion(fomm) with community units(cu) and mataknand child equipments..

Superiority of these resources resulted in feveatlus.

The multiple regression model with all the eleveedictors produced ®54.1% and p <
0.05. These resources can only explain 54.7%ofr changes in the performance. The
remaining 45.9 % can be explained by other fadtwehiding intangible resources and
possibly social determinants for health. With loy€0.048) values, it means that the
model is reliable for predictive purposes. Communinhits and maternal and child
equipmpments are not however predictors of the idbdke the utility vihicles and the

Rco which do not correlate significantly with théerion that are good predictors.

Table on coefficients provides a detailed summdrgazh resource contribution to the
model.For each additional 1:10000 clinical officérere is significant change in facility
based maternal deaths. Similarly, for each unihghkan utility vicle to population ratio

their may be 205% reduction in in the deaths, wtherother variables are held constant.

Table5.6: Correlations Facility Based Maternal Mortality and Resour ces

mo  [mgt  fco rchn pho  hosp  pof  u bmat  pmcfpu  |ab ma nutp amb [sv  psp  psc

thmm P Correlation [135 [-047 [07  |025 [-.089 [-206 [-081 [-318° |-277 |-354 |.080 [I75 - 067 -084 |13 |-0B4
19

Sig. (2-tailed) |366 |701  |[43b |BGB |00 |63 880 028 (DGO |00 |880  |238  |BGb aTh 443 |B70 |18

N &7 W4T 4T J4T 4T 4T 4T 4T [T |47 47 47 47 41 |41 |41 |47
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Table5.7a: Model Summary

Model| R R Square| Adjusted R Squar Std. Error of the Estimate
1 735 541 271 85.68909

a. Predictors: (Constant), bsc, cu, outp, tmgt, plesphtsv, rco, ima, emat, tamb, lab,
pcf, bsp, emcfpu, krchn, mo

Table5.7b : ANOVA?

Model Sum ofl df Mean F Sig.
Squares Square
Regression] 250490.011 |17 14734.707 |2.007 048
1 Residual ]212935.998 |29 7342.621
Total 463426.010 |46

a. Dependent Variable: fomm
b. Predictors: (Constant), bsc, cu, outp, tmgt, ptasph tsv, rco, ima, emat, tamb,
lab, pcf, bsp, emcfpu, krchn, mo

Table 5.7c: Coefficients?

Model Unstandardized Coefficients Standardized Coefficients |t Sig.
B Std. Error Beta

(Constant) 313.469 88.853 3.528 .001
mo -2.517 58.699 -.014 -.043 .966
tmgt -9.181 9.278 -.164 -.990 .331
rco 117.025 42.655 .929 2.744 .010
krchn -19.957 14.988 -.436 -1.331 193
pho -111.261 71.611 -.325 -1.554 131
hosp -41.682 51.333 -.165 -.812 423
pcf -50.539 26.140 -.416 -1.933 .063
cu -48.809 52.672 -.186 -.927 .362
emat -3.121 3.731 -.214 -.837 410
emcfpu -3.560 2.996 -.268 -1.188 244
lab 2.024 5.871 .069 .345 .733
ima .692 1.314 .091 .527 .602
outp .356 1.335 .047 .267 792
tamb -241.757 194.964 -.253 -1.240 .225
tsv 205.845 83.165 511 2.475 .019
bsp .159 .090 .389 1.760 .089
bsc -.144 .106 -.335 -1.361 .184

Dependent Variable: fomm
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4.4.7 Tangible Resour ces and Pregnant Women Attending 4 ANC

Tangible resources were regressed on pregnant wattestding 4 ANC to ascertain their
influence. The outputs of these regression ancelaions are presented in tables 5.9a-c
and 5.8 respectively. As can be seen each of #wirees is correlated with the creterion.
There is a positive and significant(p<0.05) corielabetween concentration of hospitals,
funds for both preventive and curative servicesc@etage of women completing 4
antenatal care visits. But the p values for thedehas higher making prediction

unreliable

The multiple regression model with all the eleveedictors produced ®37.6% and p >
0.05. These resources can only explain 37.6%ofr changes in the performance. The
remaining 62.4 % can be explained by other fadtwekiding intangible resources and
possibly social determinants for health. With leigip(0.048) values, it means that the
model is unreliable for predictive purposes.

Table5.8: Correlations4 ANC Attendants and Resour ces

mo (mgt rco  frchn pho posp pof pu pmat pmcfpu jab |ma putp jamb [sv psp  psc

pwanc  [Pear-son

197 L0786 |17 (200 137 |374" |I67 |36 rOIB |257 OIS |0ID [I90 |238 0I5 |288° |35

Correlation

Sig.  (2- [1B4 |BI2Z {208 (175 (358 |00 261 |364 (304 |08 977 (349 (2001 |I07 (321 (049 |01§
tailed)

N AT W W 4T W1 W W W1 W W W1 W1 W1 W1 W 4T 4T

Table5.9a: Model Summary

Model R R Square|Adjusted R Std. Error of the Estimate
Square
1 613 376 011 13.85390

a. Predictors: (Constant), bsc, cu, outp, tmgt, plsp, tsv, rco, ima, emat, tamb, lab, pcf, bagfpu,krchn, mo
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Table5.90: ANOVA?®

Model Sum of Squareq df Mean Square| F Sig.
Regression| 3356.789 17 |197.458 1.029 459
Residual |5565.988 29 |[191.931

Total 8922.777 46

Dependent Variable: pwanc
Predictors: (Constant), bsc, cu, outp, tmgt, plosphtsv, rco, ima, emat, tamb, lab, pcf, bsp, pmdfrchn, mo

Table5.9c: Coefficients?

Model Unstandardized Coefficients Standardized Coefficients |t Sig.
B Std. Error Beta
(Constant) | 30.262 14.365 2.107 .044
mo 3.618 9.490 147 381 .706
tmgt 1.000 1.500 .128 .667 .510
rco -6.989 6.896 -.400 -1.013 319
krchn .647 2.423 .102 .267 791
pho 9.779 11.578 .206 .845 .405
hosp 7.418 8.299 211 .894 .379
pcf 2.899 4.226 172 .686 .498
cu .909 8.516 .025 .107 916
emat =277 .603 -.137 -.459 .650
emcfpu .626 484 .340 1.293 .206
lab .003 .949 .001 .004 .997
ima 115 212 .109 .543 .592
outp -.416 .216 -.395 -1.927 .064
tamb 23.601 31.521 178 .749 .460
tsv -16.612 13.446 -.297 -1.235 .227
bsp 3.172E-005 .015 .001 .002 .998
bsc .012 .017 .194 .674 .506

a. Dependent Variable: pwanc

4.4.8 Tangible Resour ces and Households with Latrines

Tangible resources were regressed on the househalldslatrines to ascertain their
influence. The outputs of these regression ancelaions are presented in tables 6.1a-c
and 6.0 respectively. As can be seen each of theurees is correlated with the
creterion(hswt). There is a positive and signifi¢px0.05) correlation between

community units,maternity equipments and maternatl ahild equipments and
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percentage of households with latrines. While itcisar with community units this

relationship can not be directly with the equipnsent

The multiple regression model with all the eleveedictors produced R53.4% and p <

0.05. These resources can only explain 53.4%ofr changes in the performance. The
remaining 46.6 % can be explained by other fadtwckiding intangible resources and
possibly social determinants for health. With leigip(0.054) values, it means that the

model is reliable for predictive purposes.
Primary care facilities is a significant predictir the model(P<0.05).lt means that for
each unit change in the ratio of primary healthedacilities to 10000 persons there will

be 174% increase in house holdswith latrines.

Table 6.0 :Correations Households with L atrines and Resour ces

mo [mgt rco grchn pho  posp pof pw smat  pmcfpu |ab  |ma  putp [amb [sv  psp  psc

hswt  Pear-son  [.043 [122 (097 09 022 |OB7 |234 |42 [3B5 3000 |23 }.222 L023 |OSR 035 09 RO
Correlation
Sig.  (2- |742 |44 |5I6 465 (8Bl |BaB (M4 |0O1 |01Z |034 [408 |133 412 {709 |BI6 |B98 |84
tailed)
N AT W7 BT BT W7 BT W7 BT BT 4T AT BT W7 AT BT BT W

Table6.1a: Model Summary

Model R R Square| Adjusted R Std. Error of the Estimate
Square
1 73F 535 262 237.56962

Predictors: (Constant), bsc, cu, outp, tmgt, plosp, tsv, rco, ima, emat, tamb, lab, pcf,
bsp, emcfpu, krchn, mo
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Table6.1b: ANOVA?

Model Sum of| df Mean F Sig.
Squares Square
Regression| 1880315.420| 17 110606.789|1.960 054
1 Residual |]1636740.435 29 56439.325
Total 3517055.855| 46

Dependent Variable: hswt Predictors: (Constdis, cu, outp, tmgt, pho, hosp, tsv, rco, ima,tema
tamb, lab, pcf, bsp, emcfpu, krchn, mo

Table 6.1c; Coefficients?

Model Unstandardized Coefficients Standardized t Sig.
Coefficients
B Std. Error Beta
(Constant) -200.564 246.342 -.814 422
mo -80.159 162.741 -.164 -.493 .626
tmgt -42.398 25.722 -.274 -1.648 110
rco -66.243 118.260 -191 -.560 .580
krchn 21.379 41.555 .169 514 611
pho 49.420 198.538 .052 .249 .805
hosp 4.264 142.319 .006 .030 976
pcf 174.034 72.473 .520 2.401 .023
cu 236.190 146.030 .327 1.617 A17
emat 20.678 10.343 .516 1.999 .055
emcfpu .654 8.307 .018 .079 .938
lab -12.087 16.276 -.150 -.743 464
ima -1.631 3.644 -.077 -.448 .658
outp -2.858 3.700 -.137 -772 446
tamb 395.499 540.529 .150 732 470
tsv -127.160 230.572 -.115 -.551 .586
bsp -.201 .250 -179 -.805 427
bsc -.128 .294 -.108 -.434 .667

a. Dependent Variable: hswt

4.4.9 Tangible Resourcesand Per Capita Outpatient Utilization

Tangible resources were regressed on the peracagpatient utilization to ascertain their
influence. The outputs of these regression ancetaions are presented in tables 6.3a-c

and 6.2 respectively. As can be seen each of theurees is correlated with the
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creterion(pcou). There is a positive and signiftGaw0.05) correlation between primary
care facilities and outpatient utilization. Coustigith more primary health care facilities

to to have more patients.

The multiple regression model with all the eleveedictors produced ®47.7% and p >

0.05. These resources can only explain 47.7%ofr changes in the performance. The
remaining 52.3 % can be explained by other fadtwekiding intangible resources and
possibly social determinants for health. With leigip(0.14) values, it means that the

model is unreliable for predictive purposes

Table 6.2 : Correlations Out Patient Utilization and Resour ces
rchn pho

mo  [mgt fco nosp pef pu pmat pmcfpu jab  jma  putp famb [sv psp psc
pcou  Pear-son 200 F270 073 187|043 026 (404 |10 |07 |248 |DBI (091 [0SB |I38 |IOB |214 (257
Correlation
Sig.(2-tailed) {170 |067 |625 (308 (774 863 (000 [465 (BI0 (036 |BBE |942 |709 |354 |480 |48 |088
N aT a7 wT Wl Wl WT WT BT BT W AT w7 W1 BT BT BT BT
Table6.3a: Model Summary
Model R R Square| Adjusted R Square Std. Error of the Estimate
1 697 AT7 170 46203
Predictors: (Constant), bsc, cu, outp, tmgt, ghasp, tsv, rco, ima, emat, tamb, lab, pcf, bsp,fpmc
krchn, mo
Table6.3b: ANOVA?
Model Sum of Squares Df Mean Square F Sig.
Regression | 5.645 17 332 1.556 |.143
Residual |]6.191 29 213
Total 11.836 46

.Dependent Variable: pcou Predictors: (Constamg}, cu, outp, tmgt, pho, hosp, tsv, rco, ima, erzahb, lab, pcf, bsp,
emcfpu, krchn, mo
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Table6.3c: Coefficients

Model Unstandardized Coefficients | Standardized Coefficients t Sig.
B Std. Error Beta

(Constant) .315 479 .657 .516
mo .525 .317 .584 1.658 .108
tmgt -.053 .050 -.185 -1.050 .302
rco -.302 .230 -474 -1.312 .200
krchn -.139 .081 -.600 -1.717 .097
pho 449 .386 .259 1.162 .255
hosp -.096 277 -.075 -.347 731
pcf 462 141 .752 3.275 .003
cu .233 .284 176 .822 418
emat -.032 .020 -.430 -1.573 126
emcfpu .043 .016 .644 2.675 .012
lab .017 .032 117 .545 .590
ima .000 .007 -.009 -.050 .961
outp -.003 .007 -.088 -471 .641
tamb .067 1.051 .014 .064 .950
tsv -.180 448 -.088 -.401 .691
bsp 1'%%25 .000 .005 .022 .983
bsc -.001 .001 -277 -1.055 .300

4.4.10 Tangible Resourcesand TB Cure Rate

Tangible resources were regressed on TB cure catsdertain their influence. The
outputs of these regression and correlations aesepted in tables 6.5a-c and 6.4
respectively. As can be seen, each of the resois@srelated with the creterion(pcou).
There is a negative and significant(p<0.05) cotiahebetween cure rate and pho. This is

again unexpected and needs to be researched further

The multiple regression model with all the eleveedictors produced &®33.8% and p >
0.05. These resources can only explain 33.8%ofr changes in the performance. The
remaining 62.2 % can be explained by other fadtahiding intangible resources and
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possibly social determinants for health. With leigip(0.6) values, it means that the
model is unreliable for predictive purposes.

Table6.4: Correlations TB Cure Rate and Resour ces

mo mgt fco  frchn  pho hosp bef  [u pmat Bmcfpu fb |ma futp famb fsv  psp  Bsc

thcr  PCorrelation  [.229 [073 L073 [132 13037 [126 (026 (036 082 098 (005 (073 FI37 |087 (028 LGl FI24
Sig. (2-tailed) 121 |B28 {240 |37 (033|400 |BB4 |BOS [0B3 |12 320 1620 |360 |obl {Bal {273 |40%

N l U7 4T wl l AT W1 W1 W l AT 4T AT BT BT BT BT
Table 6.5a: Modde Summary
Model R R Square [Adjusted R Square Std. Error of the Estimate
1 587 .338 -.050 9.30995

Predictors: (Constant), bsc, cu, outp, tmgt, plosp, tsv, rco, ima, emat, tamb, lab, pcf, bsp,fpmdrchn, mo
Table 6.5b: ANOVA?®

Model Sum of Squares df Mean Square |F Sig.
Regression 1284.513 17 75.560 872 608
Residual 2513.579 29 86.675
Total 3798.092 46

Table 6.5c: Coefficients®
Model Unstandardized Coefficients Standardized Coefficients t Sig.
B Std. Error | Beta
(Constant) 85.027 9.654 8.808 |.000
mo -10.301 6.378 -.639 -1.615 |.117
tmgt -.091 1.008 -.018 -.090 .929
rco -1.698 4.634 -.149 -.366 |.717
krchn 1.759 1.628 424 1.080 |[.289
pho -8.828 7.780 -.284 -1.135 |.266
hosp 7.213 5.577 315 1.293 |.206
pcf 3.823 2.840 .348 1.346 |.189
cu -3.188 5.723 -.134 -.557 .582
emat .100 405 .076 247 .807
emcfpu -.189 .326 -.157 -.579 |.567
lab .238 .638 .090 374 711
ima .201 143 291 1.408 |.170
outp -172 .145 -.250 -1.186 |.245
tamb 2.651 21.182 .031 125 .901
tsv -3.528 9.036 -.097 -.390 .699
bsp -.008 .010 -.227 -.858 .398
bsc .003 .012 .070 .236 .815

Dependent Variable: tber

53



4.4.11 Tangible Resour ces and Maternal audits/Death audits

Tangible resources were regressed on maternalsaiediéiscertain their influence. The

outputs of these regression and correlations aesepted in tables 6.7a-c and 6.6

respectively. As can be seen each of the resoisasrelated with the creterion(madr).

There is no significant correlation.

The multiple regression model with all the eleveedictors produced &35.4% and p >

0.05. These resources can only explain 35.4%ofr changes in the performance. The

remaining 64.6 % can be explained by other fadtmhiding intangible resources and

possibly social determinants for health. With leigip(0.5) values, it means that the

model is unreliable for predictive purposes.

Community units and laboratory(p<0.05) are the aigyificant variables for predictive

purposes. For each unit change in laboratory egempsnthere can be 15% change of

audits. Similarly one unit change in community anitan generate 153% changes in

maternal audits.

Table6.6: Correations Maternal Death Audits and Resour ces

rch

oho

ocf

mo  [mgt fco nosp o pmat  pmcfpu ma putp famb [sv  psp psc
n
madr  Pear-son -176 (091 63 |36 |-003 096 043 140 L09 R 737 FI36 07 N3 [026 |0f5 089
Carrelation
Sig. (2-tailed) 238 040 (207 |3B3 904 023 |44 343 46T  |408 109 (361 (475|449 |BBa |972 |aal
N AT W1 W W1 W W1 W W1 W7 ul AT W1 W W1 W1 W W
Table6.7a: Model Summary
Model R R Squargq Adjusted R Square Std. Error of the Estimate
1 595 .354 -.024 91.19476

Predictors: (Constant), bsc, cu, outp, tmgt, plesphtsv, rco, ima, emat, tamb, lab, pcf, bsp, pmdfrchn, mo
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Table 6.7b: ANOVA?

Model Sum of Squares | df Mean Square| F Sig.
Regression |132387.588 17 7787.505 .936 548
Residual 241178.025 29 8316.484
Total 373565.613 46

Dependent Variable: madr  b. Predictors: (Camt3t bsc, cu, outp, tmgt, pho, hosp, tsv, rco, iemaat,
tamb, lab, pcf, bsp, emcfpu, krchn, mo

Table6.7c: Coefficients

Model Unstandardized Coefficients Standardized t Sig.
Coefficients
B Std. Error Beta
(Constant) 62.182 94.562 .658 516
mo -90.553 62.471 -.567 -1.450 .158
tmgt -7.159 9.874 -.142 -725 474
rco -2.567 45.396 -.023 -.057 .955
krchn 13.874 15.951 .337 .870 .392
pho -5.184 76.212 -.017 -.068 .946
hosp 81.556 54.631 .359 1.493 .146
pcf 31.872 27.820 .292 1.146 .261
cu -153.449 56.056 -.652 -2.737 .010
! emat 2.722 3.970 .208 .686 .498
emcfpu -2.702 3.189 -.226 -.847 404
lab 15.730 6.248 .599 2.518 .018
ima -1.218 1.399 -.178 -.871 391
outp -.506 1.420 -.074 -.356 724
tamb -254.920 207.490 -.297 -1.229 .229
tsv -35.152 88.509 -.097 -.397 .694
bsp .062 .096 .170 .648 522
bsc -.025 .113 -.065 -.221 .826

Dependent Variable: madr

4.5 Discussion of Findings

It is noted from the findings that there existsguigable distribution of tangible health
resources across counties in Kenya. The notabjgaudiies are found in the financial
resources and equipments. This inequality may $goresible for the county performance

differentials.
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It is not unusual for organizations to have differes in resource levels in terms of
qguantity and quality and this has been observetienliterature as a cornerstone of the
resource based theory (RBV). The resource heteemtyefactor or firm level difference
is one of the views used to explain performancédhces among firms in the same
industry. This study is in agreement with the thceatral tenets of the RBT logic. First,
it confirms that resource heterogeneity can be tgaxkplain performance differentials.
Secondly this study found that only specific resesr were responsible for superior
performance. It was these particular strategicuess that set counties apart in terms of
performance. Thirdly the RBT framework was sucadfsfused to identify resources
most useful to performance. For social serviceawizptions such as health, resource
deployment should not be left to market forces olitipal expediency. Indeed in the
WHO framework equity is recognized as a vehicle atthieving the health goals

(Maynard & Bloor, 1995).

The findings also revealed Performance differeram@eng counties. This is consistent
with the resource disparities observed earlieriarad pointer that resources do influence
performance. Wide performance disparities were Iypaabserved in TB cure rate,
households with latrines, facility based maternartality and maternal audits all of
which draw significant part of their financial resoes from preventive services

allocation.

Correlation analysis revealed that not all resocaimgere significant in achieving superior

performance. For example, there were weak coroglatbetween percentage of fully
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immunized children and doctors, registered clinioHicers and nurses while for the
same performance indicator, maternal and child pgents showed strong positive
correlations. This should be interpreted with cautas the same medical personnel
operated the equipments that produced the pogigviermance outcomes. According to
the resource based theory, the stronger the cboreldne more strategic the resource is.
It was however observed from the regression motes$ when all resources were
included in the model, the model correlation im@wvA possible explanation is that the
resources complemented each other and impacteceidarmpance better when tested
together rather than singly. In addition, some ueses seemed to be performing poorly
yet they are believed to be critical to the healifstem performance. A possible
explanation is that these resources were belowthteshold levels needed to make a
discernible change on performance indicators. Eamgple human resource personnel
levels have not reached the WHO recommended rainas therefore may not have

impacted as expected on the indicators.

Regression model, although useful, should be inééed with caution and used more as a
guide. In social science performance determinaatsi@at be held constant and there are
many variables at play that influence performanceinpredictive pattern. It has been
observed however that tangible resources can halieemce over performance. The
influence may be positive or negative. Howeverjsitthe specific resources which

explained superior performance.
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The findings corroborate the empirical findings fegearchers. Carmeli et al (2004) on
their study involving industrial enterprises indsl when investigating the influence of
organizational resources on variations in firm perfance found that intangible

resources and capabilities were more critical ton fiperformance than structural
resources. This may be a possible explanationwfdorrelations on hospitals and the
health indicators. Bellaterra (2006) on evaluateifjciency in textile and clothing

industry in the framework of resource based vieBVIRfound that tangible assets are
correlated with performance of firms in Poland &phin. Newbert (2007) on reviewing
RBT approaches observed that 50% of researchesus®ttangible resources and

performance as constructs show strong positiveetaiions between the two variables.

58



CHAPTER 5: SUMMARY, CONCLUSION AND
RECOMMENDATIONS

5.1 Introduction

This chapter provides a summary of the findings)ciesion and recommendations to
policy makers and practitioners. It additionallyemdifies the study limitations and

suggests areas for future research.

5.2 Summary of Findings

The study found that tangible resources have infltaeon performance of the county
health services which supports the resource bassatyt (RBV). In all the cases, the
tangible resources explained up to 56% of perfomeahis left some performance
levels to be explained by intangible resources amtkrnal environmental factors.

However, some specific resources have signifigaftuence on performance than others.

Medical equipments provided to maternal and chighltih was the only consistent
tangible resource with significant effects in evg@srformance indicator. The resource
correlated well with six of the performance indarat viz: % of fully immunized
children, HIV pregnant mothers, deliveries condddig skilled health personnel, women
of reproductive age receiving family planning, aadility based maternal mortality.
These could be a pointer that women and childrey lpeathe most significant users of

the public health facilities or that their dateessy to record and keep. Another possible
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explanation could be that these resources may e s6 the few resources that have

reached the resource threshold level to causecardible influence on performance.

Primary health care facilities were significantiyrrelated with women receiving family
planning and per capita outpatient utilization. &gpected these resources influence
performance positively and the same argument @fstiold levels may be advanced for
this performance. Contrary to the expectations]tiheaasources which are critical for
achievement of health objectives like doctors,icihofficers, public health officers and

nurses did not appear to be significantly correlatéh the performance indicators.

5.3 Conclusion

The purpose of this study was to establish theuémite of tangible resources on the
performance of county health services in Kenyahds been observed through the
findings that tangible resources indeed influenegggmance and that the degree and
direction of that influence depends on the perforoeaarea, resource type and resource
level. County health services departments justditkeer organizations are heterogeneous;
they have unique resource levels and types whidhypeplains performance variations.

Resources tend to influence performance more whey dre in combination than when

they are investigated separately

The study is in agreement with RBT logic. Countyallte services performance
differentials can be explained in terms of tangildsource heterogeneity, observations

that are consistent with RBT. RBT provides a madtat can be turned into a practical
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framework to guide the identification of currenttical resources that are important to

performance especially in resource scarce or céstriset ups like Kenya.

5.4 Recommendations for Policy and Practice

This study recommends a relook at how tangiblewess are distributed across counties
with a view to improvements on the resource aliocapolicy that eliminates the evident
resource disparities. The constitution of Kenyarsgty supports the principle of equity

in resource allocation.

For the practice, facility health managers, needdquire and deploy the respective
identified tangible resources in terms of types bawels that are currently critical for a
given performance area. They also need to mongsource trends in order to identify
those resources that can maximize performance.elfessurces may be identified using
the framework provided by this study. It is confadthby this study that the levels of

specific resource and types are important to peréoice.

The fact that there is still a large percentage ftits to explain performance in terms of
the tangible resources listed in this study, it lddae interesting to look at the influence
of intangible resources on the performance of gpdnatalth services. This is because
tangible resources cannot on their own produceopednce. The counties need to

support such a research so that investments ithhexa& based on evidence.
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5.5 Limitations of the Study

The first limitation of the study was the use ofexal measures of performance which
did not measure overall efficiency for comparatpegposes. Technical efficiency which
has been used by researchers to measure efficddi®alth performance systems should
be used to provide a composite index for healdiratient of goals. The composite index
is a weighted average of the component goals., Eiosinty attainment on all indicators
(i.,e., health inequality, responsiveness-level, poesiveness-distribution, and fair-
financing) are rescaled restricting them to thellOinterval. Then weights were used to
construct the overall composite measure: 25% falthe(DALE), 25% for health
inequality, 12.5% for the level of responsivened2.5% for the distribution of
responsiveness, and 25% for fairness in financiigs was beyond the scope of this

study.

Secondly, the accuracy of secondary data usedeirstildy could not be guaranteed.
Some of the interpretations must be taken with icauas the quality of the data

determines the reliability of the outputs. Thirdigsources had been evaluated singly yet
there could be complimentarity or co-specializatadrresources. This was beyond the

scope of this study but can affect the findings.

Still this research had used resource heterogenmigghodological approach. A
combination of organizing level, the conceptual,dathe dynamic capability
methodologies is recommended in RBT researchesiriialve testing the relationship

between resources and performance (Newbert, 2008.study had also used linear
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regression models in the analysis with its inheemstumptions which may not hold true
in the circumstances. Other advanced statisticalalsovere not tested for best fit to the

data.

5.6 Suggestions for Further Research

There are several elements not undertaken by tlelnppesented in this study. A very
important element missing in the model and empledsiy resource -based view are the
firms’ capabilities and their influence on perfomea. Moreover, RBV framework do not
explain the process through which some firms reaxrhpetitive advantage in situations
of change, attributed to dynamic environments.t8fpascholars tend to modify RBV by
emphasizing the importance of dynamic processdagyiise to an approach referred to
as dynamic resource-based view or dynamic capabilitThe dynamic capabilities

approach which was omitted in this study opensterarea for future research.

The data used did not contain information on gatiie performance issues of health
objectives and in order to research those issieeguhlitative study or quantitative study
incorporating questionnaire should be developed. the other hand, the dynamic
evolution of efficiency concept and the usage ofIMpist productivity index

(Malmquist, 1853) is an open area for further regeéoo.

This research had used resource heterogeneityoagpr It would be of interest to
conduct a further research under other RBT appesafdrganizing level, the conceptual,

and the dynamic capability) or combination of agmtues and compare the findings.
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1. Baringo County

2. Bomet County

3. Bung'oma County

4. Busia County

5. Elgeyo/Marakwet

County
6. Embu County

7. Garissa County

8. Homa Bay County

9. lIsiolo County

10.Kajiado County

11.Kakamega County

12.Kericho County
13. Kiambu County

14.Kilifi County

15.Kirinyaga County

16.Kisii County
17.Kisumu County
18. Kitui County
19.Kwale County

20. Laikipia County

21.Lamu County
22.Machakos County
23.Makueni County
24.Mandera County
25. Marsabit County
26.Meru County
27.Migori County
28.Mombasa County
29.Murang'a County
30. Nairobi City County
31.Nakuru County
32.Nandi County
33.Narok County
34.Nyamira County
35.Nyandarua County
36.Nyeri County
37.Samburu County
38. Siaya County
39.Taita Taveta County
40.Tana River County

41.Tharaka Nithi County
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42.Trans Nzoia County
43.Turkana County
44.Uasin Gishu County
45.Vihiga County
46.Wajir County

47. West Pokot County



