FACTORS INFLUENCING IMPLEMENTATION OF COST
SHARING PROGRAM IN PUBLIC HEALTH FACILITIES IN
MACHAKOS COUNTY, KENYA.

BY

MARY NJERI KIALA

RESEARCH PROJECT REPORT SUBMITTED IN PARTIAL
FULFILLMENT OF THE REQUIREMENT FOR THE AWARD
OF DEGREE OF MASTER OF ARTS IN PROJECT PLANNING

AND MANAGEMENT OF THE UNIVERSITY OF NAIROBI.

2014



DECLARATION

This research project report is my original worlddras not been submitted to any

other university or institution for any academicaaw

SIGNATURE.......co i, DATE
MARY NJERI KIALA
L50/83834/2012

This research report has been submitted for exdimmavith my approval as the
university supervisor

SIGNATURE....cc oo, DATE......coiiii

DR. JOHN MBUGUA

LECTURE, DEPARTMENT OFEXTRA MURAL STUDIES

UNIVERSITY OF NAIROBI



DEDICATION

| sincerely dedicate this work to my loving famifgr their unwavering support

throughout this course.



ACKNOWLEDGEMENT

| wish to express my gratitude to the University Ndirobi for granting me this
opportunity to pursue this course.

To my supervisor Dr. John Mbugua, thank you forrypatience and guidance. To
the course lectures at Thika campus, this jouroeiaswould not have been possible
without your support.

To my fellow classmates and colleagues at work | grnateful for your
encouragement and support.

| highly appreciate all the respondents who parétad in this research for their
cooperation and unwavering support.

Finally am grateful to God Almighty for seeing ninedugh this journey.



TABLE OF CONTENTS

] O I N = I [ ] PR il
D3 1 (@ AN I [ ] RO il
ACKNOWLEDGEMENT ....ootiiiiiiiiiiiee ettt e e e e e s snnaeeee e e e s ennees iv
TABLE OF CONTENTS ..ot eeeeann s v
LIST OF TABLES ... sttt et e e et e e e aeeeaaa s Vil
LIST OF FIGURES ......ooiiiiiieiiteiiie e eeeeee ettt e ettt e e e e s enneeee s e nneees X
ABBREVIATIONS AND ACRONYMS .....iiiiiiie et e et iineee e Xi
AB S T R A C T ettt et e e e n— i aan Xii
CHAPTER ONE ..o eremmmr ettt e e et e e e e e e e en e e enna e e e eanns 1
INTRODUCTION ....oiiiiiiiie et eeeme ettt e e e e s s ee e e e e s anbbeeeeennnneeeaeeeas 1
1.1 Background t0 the STUAY ........cccooee e s e e e e e e e e e e e et ereeee e 1
1.2 Statement of the problem. ... 4
1.3 PUrpP0SE Of the StUAY . .....uueiiiee e 5
1.4 Objectives Of the StUY............uuiiiimce e 5
1.5 RESEAICN QUESTHIONS. ......cciiiiieeeeee s s s e e e e e e e e et e e ettt s s e e e e e e eaaaaaaaeaeeeaeees 6
1.6 Significance of the StUdY...........cooiiiiiiiiii e 6
1.7 Limitations Of the STUAY. ........uiuiiiiii e 7
1.8 Delimitations Of the StUAY. .......coiei i eee e e e e e e e e 7
1.9 Basic Assumptions of the Study. .........ccceeeereriiiiic e 8
1.10 Definition of Significant TEIMS. ..o 8
1.11 Organization of the StUdY. ... 9
CHAPTER TWO ...ttt sttt e e e e et e e e e s nmnneeeeeans 11
LITERATURE REVIEW ...cooiiiiiiiiiiiee ettt 11
P20 R 1 0T [V Tox 1 o] o [N 11
2.2 Implementation of Cost Sharing..........c oo 11
2.3 Review of Related Literature ...........oouueeeiiiiiiiiiiiiieeeeeeeeeee e 12
2.4 Influence of Competence of Employees and dwsirsg program ..................... 12
2.5 Influence of Internal Control Systems and sbstring program..............ccceeeene.. 15
2.6 Attitude of employees and cost sharing program................eevvvciiiiiinneeeeeeennn. 18



2.7. Public awareness and cost sharing program...........cccccvvvvvvvvvvvvvnnninnenneenns 19

2.8 Conceptual frame WOTK..........ooovviiiieeeeeee e r e e 23
2.9 Summary of Literature REVIEW............uuuiiiiiiiieeieeeeeeeeeeeeeeii e 24
CHAPTER THREE ..ottt et e e e ea e s renan e e ees 25
RESEARCH METHODOLOGY ......uuiiiiiiiiiiiiiiiiieneeeeee e e seiiieee e e e s sssaaeeeeesesnnnnseeeens 25
G0 A [ o (oo (U Tod 1 o] o H PR 25
3.2 RESEAICH DESIGN.. ..o iiiiiiiiiiiiiii ettt 25
3.3 Target POPUIALION ..ot s 25
3.4. Sample Size and Sampling ProCedures.....uuuuiiiiiiiiiiiie e 26
3.5 Data colleCtion INSITUMENTS. ........ciii et ee e 27
3.5.1. Piloting the INStrUMENTS ........cooiiiiiiieeeee e 27
3.5.2. Validity of the INStruments. ... 28
3.5.3 Reliability of the INStrUMEeNt ...........ceiiiiii e, 28
3.6 Data ColleCtion ProCeAUIE ............oitcemae ettt 28
3.7 Data AnalysiS TECNNIQUE ........uuuu v 29
.8 ELhICAI ISSUES ...ttt e e e e e e e e e e e e e e e eeeeeeeseees 29
3.9 Operationalization of Variables. .........ccccuvriiiiiiiiiiiiiiiiii e, 30
CHAPTER FOUR ... ..ottt st e ettt e e e e e et e e e e eennneeeeaans 32
DATA ANALYSIS, PRESENTATION AND INTERPRETATION OF NDINGS
........................................................................................................................... 32
0 I [ (o o 18 ox 1o o 1R OO P PPPPPPPPPPPPPP 32
4.2 QUESLIONNAIIE FELUIM FALE... ... iiiiiitceeeeee e e e e e e e eneaaaa s 32
4.3. Characteristics of the respondents ... 33

4.3.1. Experience in COSt SNArNG PrOgram. . eeeeeeeareeeeeeeeaeeeeeeeeeeeeenneee 33

4.3.2. Level of education of respondents. .....cccccceeeeiiiieeiiiiiecccec s 34

4.3.3. Role one plays in cost sharing program. . ...covvveeeeeeiiiiiiiiiieneeeeeeean 4.3
4.4. Influence of competence of employees and impfgation of cost sharing...... 35
4.5: Influence of Internal Controls Systems andlengentation of cost sharing....... 39
4.6. Influence of attitude of employees and impletaton of cost sharing ............. 42
4.7. Influence of public awareness and implememadif cost sharing .................... 45
CHAPTER FIVE .. e ettem et et e e 52



SUMMARY OF FINDINGS, DISCUSSIONS, CONCLUSION AND

RECOMMENDATIONS. ..ottt st e et e e e e e et e e e e e s nnnes 52
0 R 70T [V Tox 1 o] o [N 52
5.2 Summary of fINdiNgG .....cooooiiiii e 52
5.3 DIiSCUSSION Of fINAINGS.....ccoeeeeeee et e ettt e e e e e e e e e e e e eeaes 55
5.4 Conclusion Of the STUAY ...........oeeiiiimemeeeieiiiier e e e e ennnaeeeeaee 57
5.5. Recommendations Of the StUAY ... eeeeeeiiiiiiiiiiiiiii e 58
5.6 Suggestions for further research ... oo, 59
REFERENGCES .....coiiiiiiiiiiiie ettt et a e e e e et ae e e e nnsnaee e s 60
APPENDICES ... ..ttt e e e ettt e e e e e s ettt e e e e e s annbeeeeeanneeeeeas 63
Appendix 1: Letter of transmital.............oooooiiiiiiiiiiiii e 63
Appendix 2: Respondent qUESTIONNAIIE ... oo eeeerrrnnnmmniiaaeaeaeaeeeeeeeeeeeeeneeend 64
Appendix 3: Key Informant Interview Schedule (Pat#Clients) ............c.cccceuveees 67
Appendix 4: Determining Sample Size from a Givepiation.............................. 69
APPENAIX 5.ttt bt r b 70
Y o] o 1= T [ PP PPP 71

Vii



LIST OF TABLES

Page
Table 1.1 Utilization of funds generated througbtaharing...........cccoeeeevviiiieiiiiiinnnns 4
Table 3.1 Target Populations of 380 PartiCipaniSa.......cccceeeveeiieeeeeeeeieeeeennnnns 26
Table 3.2-sample size of 263 partiCipantS...ccccceeeceeeee e e e 26
Table 4.1: Return rate by reSpondents ......ccooceeei i 32
Table 4.2: Distribution of level of experience eEpondents.............cceevvvviviiiiiinnnns 33
Table 4.3: Distribution of level of education ospwndents...........ccoovvvvviiiiiiiieeeennn. 34
Table 4.4: Role one plays in cost sharing Program.............ccccovvvvvvvvvivvvnnnennnn. 53
Table 4.5; Distribution of knowledge of respondemrtscost sharing program......... 36
Table 4.6: Motivation levels of respondents in GIsring program.............ceeeee.... 36
Table 4.7: Staff trainings and updates.......ccccccccveiiiieiiii e 37
Table 4.8: Involvement in the achievement of thagpam ...............ccccoevveevevveiiiinnnns 38
Table 4.9. Competence of the respondents ..o 38
Table 4.10: State of working environMeNt ....ccccccoooooeeeeeeiiiiieiiee e 39
Table 4.11: Respondents awareness of internala@entr.............cccccceeeeeeevveveeeeennns 40
Table 4.12: Rating of effectiveness of internaltcolnsystems by respondents........ 40
Table 4.13: Rating the effectiveness of managetmgnespondents..........ccccceeeennn. 41
Table 4.14: Respondents rating of the effectivenéssternal controls in fraud
(0 =] (=T ot 1o ] o TP PPPPPPPPPR 41
Table 4.15: Rating the importance of cost sharing............cccceeeeeiiiiiiiieeeennnnn. 42
Table 4.16: Respondents’ understanding of costrghprogram..............ccccceeeeennn. 43
Table 4.17: Rating motivation of @MPIOYEES .. ceeciieiieeeeieiiiiiiieiiiii e 44
Table 4.18: Rating collection and utilization ostsharing funds. .............ccccccenn. 45
Table 4.19: Return rate by resSpondents ........ueeeeceiiiiiieiee e 46
Table 4.20: Gender of the reSPONAeNtsS ...........cceiiiiiiie i 46
Table 4.21: Name of the hospital attended. ... cceveeeeeeeiiiiiiiiiiiiieeeeeeeeeeeen 46
Table 4.22:Perception of cost sharing by resporsdent..............cccceeeveviiiviviiivnnnnns a7
Table 4.23: Respondents’ knowledge on cost shamogram ..............ccceevvvvvveennnnns 47
Table 4.24: Source of INfOrmMation. ..........ccoiiiiiiiiiiii s 48
Table 4.25: Charges Of SEIVICES. ... e 48

viii



Table 4.26: WaItiNg tIME ........cooviiieiiiiieemmmre e e e 49

Table 4.27: Perceived state of cleanliness of étected health facilities.................
Table 4.28: Attitude of the hospital Staff. ..., 50
Table 4.29: Assessment of level of satisfactiogarvice delivery ............ccccceeeeennnn.



LIST OF FIGURE
Figure 1. A conceptual framework of influencing ieypentation of cost



DHMB-
FIF —
GOK-
HCFD-
HRIO-
KEPH -
KHPF-
MOH -
NHSSP
OJT-
OOP -
P/PHC-
SAPS
SPSS-
THE -

UNICEF-

ABBREVIATIONS AND ACRONYMS

District Health Management Board
Faculty Improvement Fund
Government of Kenya

Health Care Financing Division
Health Records Information Officer
Kenya Essential Package of Health
Kenya Health Policy Framework
Ministry of Health

National Health Sector Strategic Plan
On Job Training

Out of Pocket

Primary/ Preventive Health Care

Structural Adjustment Programs

Statistical Package for the Social Sciences

Total Health Expenditure
United Nations Children’s Fund

Xi



ABSTRACT

Provision of affordable and quality health care agm an issue of concern in Kenya
just like in any other third world countries. Impientation of cost sharing program in
Kenya then aimed at providing equitable and affolelehealthcare at the highest
possible standards for all citizens. Thus, the psepof this study was to identify the
factors influencing implementation of cost sharprggram in public health facilities
in Machakos County, Kenya. The study sought tak#sth how competence of
employees, assess how internal controls, asses&xtiemt to which attitude of
employees and establish how public awareness imfki¢he implementation of cost
sharing program. The researcher used a descrimiivey research design to enable
her capture attitudes of the respondents, whichhin@herwise be difficult to
measure using observation method. Main instrumeatl dor data collection was a
guestionnaire due to its practicability in reachantarge number of respondents. The
study had a sample size of 263. This included mensadpealth care workers, clients
and patients as program users and 2 key inform&msple random sampling was
used as a representation of the whole populatibe. data collected was analyzed
using SPSS and was presented in tables and figtlmedindings of the study showed
that most of employees were not competent in iseelated to cost sharing program.
In fact a good number of the implementers did maivk what the program entails as
they had not been trained or updated. Their ralethe program were not clear.
Internal control measures put in place-influenaaglementation of the program in
that most of them were ineffective, supervision wating and there capacity to
detect fraud and corruption was quite low. Staifude, which was more of negative
than positive was found to influence the implemgoteof the program. Most of the
employees did not appreciate the importance of slating and felt that collection
and utilization of the funds was inappropriate. lRubwareness about cost sharing
was scarce, as the public knew little or nothingudtihe program thus influencing its
implementation. The study recommended that theesssi staff incompetence need
to be urgently addressed by ensuring proper trgintemmunication and updates.
Accountability and transparency are key issues nieatd to be checked through the
financial control measures used. There is needlfamoncerned parties to address the
need to change the negative attitude of the emptoylerough communication and
ensuring favorable working environment. Public aemass and involvement is key in
implementation and sustainability of projects. Eher urgent need for national and
county governments to put in place measures tlanamodate long-term awareness
raising campaigns that become part and parcel whaldife of the public.
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CHAPTER ONE

INTRODUCTION
1.1Background to the study
Many countries in sub Saharan Africa are unabl@rtavide adequate quality and
coverage of health care services due to poor econperformance and dwindling
resources. The sector is also largely under fun@ies. prompted many countries to
advocate to the implementation of health sectarne$ with a view to maximize the
use of available resources, improving access,ieffty and quality of health care

services provided.

Cost sharing which is also known as user fees/esaigpst recovery, direct payment
matching, or Facility Improvement Fund (FIF) is ttip@rtion of project or program
costs not borne by the funding agency. It incluaiégontribution, cash and in kind
that a patient makes to an award. (Ministry of ltea2008). User fee is a financing
mechanism that has two characteristics, that igmeat is made at point of services
and entails combination of drugs, other medicalemait costs and entrance fees that

are paid for each visits to the health facility.

According to Robert Lowe, (2008), the combined @8eof increasing demand for
health services and declining real public resounsese recently led by health
facilities in the developing world to explore varhealth financing alternatives. One
of the ways that health sector has put in placeaise funds to cater for medical
expenses is by patients contributions towards naédservices received. The
economic debt crisis of the late 1980's formed Haekground for Structural
Adjustment Programs (SAPS) in the health sectoe. iitroduction of SAPS brought
about reforms in the health sector, which were diatetrying to correct system wide
problems that hinder the delivery of quality hea#vices. The economic debt crisis
led to the diminishing financial abilities of gowenents to provide social services
such as health and education. African governmeetg faced with the challenge of
sourcing funds in order to continue financing sbekrvice provision. One of the

ways of sourcing funds therefore was located inpbtential to pay by users hence
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the introduction of cost sharing (MOH,2006). Thissvmeant to ensure adequate
standardized health care services are receivedghrpurchasing benefit package and
provision of good quality care at the lowest passibost through the provided
payment mechanisms. However a challenge remainedre®rned the very poor and
those unable to raise the funds for their mediea¢.cThis led to the introduction of

the waiver and exemption facilities.

In Kenya cost-sharing program was mooted in 19888idevelopmentplans and

implemented in December 1989 through a cabinetrpdje® main objectives of the

policy was to encourage increased cost recoverny fisers of public health facilities

to generate additional revenue and augment theding of the under funded non-

wage recurrent expenditure items, reduce excesase® of services, improve

functioning of referral systems and improve aceaess quality of care by the poor to
health services. The rationale was to charge thdgemake most use of the curative
care and those most able to pay and channel thetdsed to those least able to pay
(Mwabu, 2008).

The extra revenue generated from the FIF is indetstéhe health sector to better the
services and increase demand for services anceipribcess offsetting the negative
price effect. According Klitzin, Cashin and JakdB010), effectiveness of cost

sharing in the health facilities should be directediards management for better
quality of life. As noted by Wamai, (2008), Out Pbcket (OOP) where user fee is
included, remains the largest source of heath fundsenya contributing to about

51.1% of Total Health Expenditure (THE) in the &kgear 2008/2009. However the
government has never reached the Abuja target%f dfits budget allocation to the

health sector. The target has been between 7.92006/2007 financial year and

6.9%in 2009/2010.

This does not however mean that the governmenigmsed the health sector as
over time the former has had increased expenditaredealth. For example in
2010/2011 pumped US $ 614 million and US $ 86739r2011/2012 in the health
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sector (GOK2009). Despite the attempted remediespoove the quality of health
status of all Kenyans through deliberate restrumtuof health sector so as to make
health services more effective, accessible andadfie, the sector has continued to
experience a steady decline in resources, detenigrdacilities, poor maintained
medical equipment, lack of vital medical inputselilkessential drugs, laboratory
reagents, increase in disease burden and inadecpdeities to effectively respond

to existing and emerging health challenges.(GOK020

Besides cost sharing, health facilities also bérdedm the government, donors like
United Nations Children's Funds (UNICEF) and NagioHospital Insurance Fund

(NHIF) which has also been part of cost sharinggmm since 1993. However these
funds have not been effectively utilized to cater &ll patients’ health expenses.
Congressional Budget Office (2007) notes that imy€epatients have been faced
with low quality and unaffordable services. Capadievelopment in relation to

utilization of the funds has not been seriously ipt consideration. Health workers
have negative attitude towards the program thu4 dopport it as expected.

That not withstanding, measures put in place by dbgernment in collection,
utilization and accounting of the funds are nottgwlear to all. Accountability and
transparency of the use of cost sharing has beentar of controversy with rampant
cases of misuse being reported.(controller andt aegdort,2007/2008).Cases of fraud
from health facilities has also been reported éorttinistry of health (MOH)
Communities do not own the cost-sharing prograrhey feel they serve the interest
of the health workers.



Table 1.1 Utilization of funds generated through cst sharing

Activities Percentage (%)
Maintenance of buildings and equipme 37
Drugs and dressing 20
Primary health care 9
Fuel, electricity and water 9
Transport 11
Cleansing materials 5
Patients food, oxygen and other expen 9

An analysis of the use of cost sharing revenue¢hemperiod 1989-1993 by Quick and
Musau, (1994) shows the activities and percentagestilization of the funds

collected. Most of the revenue went to maintenawfcbuildings and equipment as
opposed to 5% for cleansing materials. Table lviegiclear illustration in the

utilization of the funds.

In fact various studies carried out express thatesil994 the use of cost sharing
funds is being shifted more towards such non-gyi@reas as transport and food.
More than 2 decades after its implementation tret-sbaring program has not fully
addressed the problems of the vulnerable and pexhaitcess to modern health care.
Implementation problems and institutional weakngssar the program and there has
not been corresponding improvement in quality odltiecare despite increase in

revenue collection.

1.2 Statement of the problem.

According to MOH (2008), cost sharing, which iscalgeferred to as user fees co-

financing, cost recovering recovery or facility impement fund (FIF) is that portion

of project or program cost not borne by the fundiggncy.

The economic debt crisis experienced in Kenya e 1880's led to introduction of

health sector reforms under the umbrella of stmattadjustment programs (SAPS).

Various studies that have been undertaken to ashessmpact of user fee on

utilization and efficiency of health services inbsi®ahara Africa has shown

conflicting results. These include demand on quaiiprovement, tendency of
4



patients to migrate to private sector facilitieeduction in utilization of public
services, drop in outpatient attendance for basiative services as a result of lack of
essential supplies, equipment and bribery (Mwalil\&ang'ombe, 2005).

Bruce and Christopher, (1999) highlight corrupties major issue indicated in the

National Corruption Perception Survey of June 2007.

Cost sharing fund is not effectively managed rigbin its collection, budgeting and
expenditure. Most of the clients seeking for sersic in the public health sector do
not get value for their money. Policy guidelinegate&nforcement. Usage of funds is
highly misappropriated; structure put in place hagpholes, and efficiency in

collection and use of the funds raise audit queries

As noted by Huskamp, (2003), most of the healtliifies in the third world where
Kenya belongs are faced with challenges of incompetpersonnel who are
unaccountable for the cost-sharing funds. Isshasintended to be solved through
cost sharing are still prevailing. This then raiflee big question of whether there is
need for implementation of cost sharing prografyes, then what needs to be done

to have its goals achieved?

Hence, there was need to carry out this study whalght to identify the factors
influencing implementation of cost sharing programpublic health facilities in

Machakos County.

1.3Purpose of the study.
The purpose of this study was to identify the festmfluencing implementation of

cost sharing program in public health facilitiesMachakos County.

1.4 Objectives of the study
The study was guided by the following objectives;
1. To establish how competence of employees’ influsniogplementation of

cost sharing program in public health facilitiesMachakos County.
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To assess how internal controls influence implemt@m of cost sharing
program in public health facilities in Machakos @bu

To assess the extent to which attitude of employdgasence implementation
of cost sharing program in public health facilitisgVlachakos County.

To establish how public awareness influences imphaation of cost sharing

program in public health facilities in Machakos @btu

1.5 Research questions.

The study sought to answer the following questions.

1.

How does the competence of employees influenceemghtation of cost
sharing program in public health facilities in Ma&bs County?

How do internal controls influence implementatmincost sharing program
in public health facilities in Machakos County?

To what extent does employees’ attitude influemoplémentation of cost
sharing program in public health facilities in Ma&bs County?

How does public awareness influence implementagfarost sharing program

in public health facilities in Machakos County?

1.6 Significance of the study.

The study was aimed atgenerating both quantitatind qualitative data and to

critically examine why cost-sharing program has efb¢ctively peaked to meet the

expected goals. Presently there is limited datalbaspects of cost sharing thus this

study attempts to fill the gaps. Further more thdihgs of this study may enable the

stakeholders in the health sector in the governn@riormulate polices useful in

improving the efficiency of cost sharing program.

Other beneficiaries of the study are the managetsa health facilities in Machakos

County, as the information gathered will hopefulbdvance knowledge and

understanding of key issues in cost sharing. O¢hgployees will also benefit as the

information is not only restricted to the managers.

With the use of the findings of the research, imprbefficient, quality health care
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and effective use of the cost-shared revenues mayghieved.

Future researchers may use the information indfudy to find out more about cost
sharing in health facilities.

Technocrats in other fields can as well use thdysfindings to improve in their

fields of specialization.

The community members may be better informed abost sharing. Information is

power thus empowerment of the society and so ingm&ant in decision-making.

1.7 Limitations of the study.
The following were some of the limitations of thady.

1. The researcher had limited funding and was faceshbytage of finances.
Financial cost was incurred in traveling as thelthefacilities are far apart
from each other. Poor road networks characterizehslleos County.

2. Communication barrier was an issue as majority loé trespondents
communicates in their mother tongue.

3. The sample size was small considering the studycaaged out in three sub-

county hospitals and not everyone was interviewed timited information.

1.8 Delimitations of the study.

The researcher using the public health facilitie$ so far apart from each other
resolved the limitations explained above. She stdwited for funds from
Well-wishers, friends and donors.

The research study aimed at identifying the rigértspnnel to avoid any issues with
communication thus collect as much information essgble.

The research personnel were from Machakos Countgravlihe research was
conducted to ensure that they have the basic knig@leembrace culture and know
the geography of the area of study. The researehsured non-bias selection of
respondents through random sampling.



1.9 Basic Assumptions of the Study.
The basic assumptions of this study were:-
1. Data collection method chosen was the mostogpiate for the study.

2. Respondents answered questions correctly atiduty.

1.10 Definition of Significant Terms.
Accounting Records.
These are the documents and books of account oéynorming into and going out

of the charity and record of assets and liabilikiept by the organization.

Budget

This is a plan drawn up by the owners, which setstlee planned income for future
financial period, often a year and the planned gdpenfor that financial year. The
budget estimates the amount and source of futwemmg funds, the amount and

nature of planned expenditure for a particularfeitaiccounting period.

Cost sharing Program.
This is a planned series of events where the cliepatient pays a subsidized amount

of money for the services offered.

Effective Cost Sharing.
This refers to the funds being used in the intendetivities as stipulated by the

governing document.

External Audit.

This is a regulated activity and refers to thewtay audit of the accounts. An
eligible person under charities Act 2011 who isedigory auditor for a Law company
undertakes an audit. The auditor expresses hipfbéessional opinion as to whether
the accounts are true and fair and undertakes gwoes necessary to form that

opinion in accordance with international auditing.



Governing Document.
This is any document that sets out organizatiop@aes and usually how it is to be
administered. It may be articles of associatioanstitution, circulars, policy

guidelines just to mention but a few

Internal Audit.

This is part of the internal control arrangemeifibe internal auditor usually reports
directly to the trustee or an audit committee getby the organization. Internal
auditors look at all risks facing an organizatiom aneasures taken to manage those

risks. These risks include reputation risk, operat risks or strategic risk.

Program.

A planned series of future events, activities aedgrmances.

Quality Health Services.

Quality health care is hooked upon certain indicatiike availability of essential and
emergency drugs, basic laboratory reagents, rebkomaaiting time, conducive
environment, affordable charges, friendly clientigat- employee relationship and

many more.

1.11 Organization of the Study.

The study is organized in three chapters. Chaptergives the background of the
study, statement of the problem, purpose of theystwbjectives of the study,
research questions and research hypothesis. thefugoes on to describe the
significance of the study, limitation and delimitais of the study, basic assumptions
and finally definition of significant terms.

Chapter two deals with the review of literaturedzhen the objectives of the study.
A theoretical framework is discussed in relation ttee study. A conceptual
framework used to show the variables of the samtytheir indicators.

The chapter is concluded with a summary of theditee review.

Chapter three is about research methodology, whagtures, the design, target

9



population, sample size and sampling techniqueares instruments, data collection
procedure, data analysis technique, ethical coratides and operationalization of
variables.

Chapter four includes data analysis, presentatoni@erpretation, while chapter five

concludes with summary of findings, discussionsicasion and recommendations.
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CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

The chapter reviews the literature on factors mrileing implementation of cost

sharing program in health sector. These factachid® competence of employees,
Internal control systems, attitude of employeesai@s the program and government
regulatory policy framework. It further seeks tighiight the gaps, theoretical and

conceptual frame works within which the studyoide carried out.

2.2 Implementation of Cost sharing

Access to basic health services of acceptable tgualistill denied to many of the

world's poorest people. Against a backdrop of sdyainder funded health systems,
governments are faced with dilemma. Payment faltheervices in the form of user
charges is likely to present a barrier to acce€n the other hand, shortage of
resources at the facility level contributes touesl to deliver quality services and this

too represents a barrier to access (MOH, 2009).

According to Sealy, Stephanie and Rosbath, (20ddntify the impact of poverty on
people’s health as related to cost-sharing poli&ystudy carried out in 2007 showed
that 38% of sick Kenyans did not seek health carthay lacked money, while one
third resorted to self-medication, and 15.3% sellspnal assets to offset health care.
The rich are able to access better services iebetuipped facilities while the poor
get low-quality services from cheap health carevigiers with poorly equipped
facilities.

The essence of introducing user fees was to cothbeg aspects within health sector
which include:

Improve efficiency by moderating demand, containtogt and mobilize more funds
for health care other than the existing sourcesigeal (Ministry of medical services
2008)

Proponents of the user fees relate it to improvpdty, quality care and efficiency.
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Opponents of the program on the other hand argateuer charges do not improve
the Qualities of care and cause medical servicebetgriced higher than those

charged by private health care providers.

This view relies on studies indicating drastic austained decreases in health care
service utilization following the introduction ofser fees in Zambia, Cambodia,
Rwanda and Uganda in the early 1990s. (Shaw arftinG1i995).

Although current revenue from user fee chargestaling to 35% in China, the
negative effects on service utilization and quatitycare do not rule in favor of cost
sharing.

As a conclusion therefore, user fees are foundtoadbe the perfect solution to
inadequate funding for health care sector. Segondler fees have proven to be
ineffective as a stand-alone policy, and lastlyithprovement in quality of care as a

result of implementation of cost sharing is yebéorealized. (GOK, 2010).

2.3 Review of Related Literature
A review of related literature on factors influemgicost sharing program that is
competence of employees, internal controls, emg®yattitude, and government

regulatory framework are discussed below.

2.4 Influence of Competence of Employees and cosiasing program

Competence refers to the ability of an individuadb a certain job or task properly.
It is a combination of practical and theoreticablWhedge, cognitive skills, behavior
and values used to improve performance. It canceiged through training, grow
through experience and extent of an individualetarh and adopt and willingness to
undertake work activities in accordance with agrsteehdards, rules and procedures.
(Robinson 2010). According to Robinson, (200jgh performing, effective health
care system is important for the viability of commties and improvement in human
health around the world. The World Bank's 199%itter Health for Africa “report
suggested that poor management of the alreadyirexistsources mostly inhibits

progress in some countries. The need for heakltesy strengthening especially in
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developing countries is urgent and demanding ofctma solutions and
interventions.  Organization and their employeesehto meet the worldwide
requirements and standards so as to gain compgetitivantage in the global market.
(Noe, 2006). In any society, work activity beconmesre complicated as knowledge
rapidly gets out dated and the requirements forleyeps’ competence constantly
increase. Thus there is need for organizatiorsdate conducive conditions for their

employees that motivate them to be involved in lbfegearning process.

Benefits of competencies as highlighted by Roweth &tephenson, (2006) include
aligning initiatives of the organization to the oa# business strategy. Organizations
can better recruit and select the right employee$his makes performance
management, succession planning and carrier dewvelap quite easy. MOMS
(2008) clearly identify the key staff and their pessibilities for the cost sharing
activities in the public health facilities. The#tincludes the medical superintendent,
hospital matron, heath administrative officer, agdant, cashier/revenue clerk,
nurses’ in-charge of wards and outpatient departmiiiF clerk, health records and
information officers (HRIO) and heads of any getiagadepartments. For the above
team to work effectively there is need for refreshinof initial training to ensure
workers remain competent. In cases of changes ik aquipment, system of work or
introduction of new equipment additional trainingyrbe required. (GOK, 2010).

Employee training is the responsibility of the orgation while employee
development remains a shared responsibility ofnla@agement and the individual.
The management provides right resources and emagnhthat supports growth and
development needs of the individual employee. 8sgdor training according to
(MOH, 2009) entails a well crafted job descriptiorequired training, good
understanding, knowledge, skills and abilities, inireg opportunities and
encouragement of staff to develop individual depeient plans. Training on the
other hand can be achieved through certain costtefé methods like; On job
training (OJT) or experience, Relationships anddii@eks and lastly classroom

training.
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Robinson, (2010) stresses on how competence arldiegh@mployees can be got
through competence management criteria. Competepiogee should undergo some
recruitment phase where he is assessed for the gigdlification and competence
through an interview. Once selected, he is givenespb experience or trained as per
need. While on job, he is assessed after theingito ensure he is doing the right
things in the right way as expected. He continieebe assessed, updated, retained

and develops capacity throughout.

According to Devos and Soens, (2008), new caredempa make it increasingly
important for employees to continuously invest ime tdevelopment of their
competencies. Different scholars have come up thigbretical models of developing
employees’ competency. Among them is Dess and &ak2003). The model

consists of the following steps.

The first step is the formation of positive orgaatian’s attitudes towards learning.
This connects non-formal training and informal keag. This should be made as one
of the organizations core values. For exampleakest should be taken as learning
sources and not subject for punishment. Innovatanm$ changes demand learning

and opinion differences are valuable learning sesirc

Another step of concern is evaluation of employeestivation factors. Managers
need to design a learning supportive environmerter aidentifying different

motivators that may influence employees’ decisiomlévelop competence. Reward
systems inform of recognition, promotions, bonusas] compensation are good
motivators to employees. The last but quite impurtstep is identification and
classification of the gaps related to training reeedrhe individual as well as the

management identify the required training as pisiray need.

In conclusion, competency development is makinegritisy into a lot of organizations
nowadays and is becoming a crucial strategic manege tool in today’'s work

environment, (Wallace, 2009). Successful and wetbspering institutions/
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organization ensure that their employees are veglipped with current information,
required skills and knowledge, supportive supeovisiare well appreciated and

recognized.

2.5 Influence of Internal Control Systems and costharing program

An internal control system in any organization refeo the processes by which the
organization maintains environments that encouragesorruptibility and deter
fraudulent activities by management and employeSsme of the measures taken
into account especially in this study will includ&ancial controls, records
maintenance competent personnel, management iytegeigregation of duties and
safeguards. An organization's component of intecaatrol is evaluated during the
planning phase of an independent financial statésught.

According to Sharon, Teresa and Jannifer, (2008grmal financial controls are
essential checks and procedures that help heaitityfananagement meet their legal
duties to safeguard assets, administer financesagearisks and ensure the quality of
financial reporting. This can be achieved throdgieping adequate accounting
records, and preparing timely and relevant findnicibormation. Health facilities
will achieve their aims in effective utilization obst sharing funds if the management

ensures proper use of assets and funds.

Internal financial controls reduce, but do not @fiate the risk of losses through theft
and fraud, bad decisions, human error, breachesrifols, management override of
controls and unforeseeable circumstances. Sontbeofmeasures put in place to
ensure financial controls include use of informatiechnology controls in accounting

and miscellaneous receipt books among others.

To provide reasonable assurance that internal @sntivolved in financial reporting
process are effective. The internal/ external tausliwho scrutinize the internal
controls of the organization and the reliability itf financial reporting test them.

(Anderson, 2008) The auditors assess whether dh&ats are properly designed,
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implemented and working effectively, and make resmndations on how to

improve internal control.

Good management of internal controls is the backbfir effectiveness in the
utilization of cost sharing revenues in health faes. It is important that those
working in the health facilities whether sharehofdetaff or volunteers take the issue
of internal controls seriously. Making controls nlwshould be the responsibility of
all working in the institution. However the managent and Board of Directors
should be on the forefront and lead by examplerblgracing a culture of adhering to

internal controls put in place.

An internal control framework needs to be put iaggl. Management integrity is vital
as this sets the overall tune for the organizatidie internal control environment
should be that of high practice of integrity antliedl behavior. Human resource
policies and procedures should be followed. Ofceon is the risk assessment
whereby the likely risks are identified and measwemitigating them put in place.
Continuous monitoring and reviewing of the effeetiess of the internal controls is a
key aspect of ensuring that all is well. Assesstiwér controls are relevant and
appropriate for the health facility and not too oeeous or disproportionate.
(Mitchel,2009).

Communication plays an important role in any orgation. The management
ensures communication of the expectations, chaniggies and responsibilities of the
staff involved. Communication can be done throoggetings, use of policy manuals,
accounting manuals financial reporting manuals ang other relevant reading
materials.

Control activities cannot be ignored. The managemensures that errors/
irregularities are prevented from occurring by n@imng adequate systems of
internal controls.

Detective control measures, which identify whenearor/irregularity has occurred,

need to be put in place.
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Corrective control measures, which focus on redageirom, repairing the damage
from or minimizing cost of an error/irregularity &so put up. Competent personnel
also act as internal control whereby an organinatiability to recruit and retain
competent personnel indicates management intenproper record accounting

transactions.

Retention of employees increases the comparabilifinancial records from year to
year. Reliability of the personnel increases tbefidence of the auditors in the
underlying accounting records, thus reduction ef dladitor's assessment of the risk
of misstatement in the financial statements. Delegaf duties is critical to effective
internal control as it reduces the risk of mistake®l inappropriate actions. An
effective system separates authoritative, accogntand custodial functions.
Maintenance of appropriate records ensures existehproper documentation in the
organization. The records are well stored andgsefeled. Proper back up prevents
manipulation especially in accounting records. &Goecord management reduces
operating costs, improves efficiency and minimittesrisk of litigation (Sharon et al
2005)

To ensure security of assets and records, safegli&ed door locks and computer
software passwords need to be protected. Thesgusafls prevent unauthorized
personnel from accessing valuable company asdetsblank cheques, company
letterhead, signature and stamps among othersr @tings of ensuring that internal
controls are not misused or tampered with is byriaagement ensuring that the
computerized services of collecting cash is coretetd their computers so that they
can easily detect issues related to fraud. Cashiesld be reshuffled frequently and
without prior notice to curb getting used to thesteyns and possibilities of

manipulation of some services.
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2.6 Attitude of employees and cost sharing program

Emotions have a profound effect on almost evergthwe do in the work place.

Attitudes represent cluster of beliefs, assessetinfis and behavioral intentions
towards a person, object or event. Attitudes lgrgetermine how employees will

perceive their environment, commit themselves tended actions and ultimately
behave. Most organizations rely in product knogkdnd skills training to improve

performance and increase productivity. Althougkhkmprove competency, neither
addresses the need to develop positive employitedad. Unless people have the
right attitude, no amount of training will improyerformance. (Greg and Geoffrey,
2010)

Non-productive attitude in the work place may imguaziness, tiredness, rudeness
and rumor mongering among others which all-loweerall morale. Negative
altitudes could be due to personal problems, wddcep events like firing, pay
decrease, unethical behaviors like fraud, corrmpéind misuse of funds, at the work
place leading to discontent. Congressional bud@607) highlights that the health
workers have a negative attitude towards cost spaprogram and reluctantly
support it. Accountability and transparency of tcekBaring revenues has been a

center of concern and cases of misuse and frausttesp

A single person’s negative attitude can have a leftget on the operations of an
organization. Bad attitudes can also trickle fritta manager downwards. These
negative attitudes have detrimental effect on perémce causing employees become
apathetic, despondent and eventually slow outptiadpy customers as a result of
encounters with bad attitudes from employees makentiae former never come back
to the facilities. Monitoring the performance ohgloyees with negative attitudes
may be difficult but the more effective approactdéal with the underlying causes of

disconnect is to raise the morale of the entirekvpdace.

However, the negative attitude by the employeesbmimproved thorough certain
ways. Regular employee feedback helps a lot. miarager needs to be proactive
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and alert to act quickly and decisively to nip amggative attitude in the bud. This
may be difficult but well worth it in the long ruif it improves employee morale.
High morale has been shown to lead to better pedoce and happier customers
(Joseph, Joel and Crano, 2010). Constant updatéscammunication are key
principles, which can change the negative altitafieiorkers. According to Calson,
(2010), Motivating staff can also work miraclesorily managers can recognize and

appreciate the good work by all cadres of staff.

2.7. Public awareness and cost sharing program.

Public awareness is the public’s level of undeitagn about the importance and
implications of services offered to them. It invedv explaining issues and
disseminating knowledge to people so that theynsake their own decisions. It can
also be defined as knowledge that something earstsderstanding of a situation or
subject at the present time based on informatioexperience (Wyart and Tallon,
2009). High public awareness occurs when a santi proportion of the society
express that the issue at hand is of great impoetém all the citizens. Low public
awareness on the other hand occurs when a magdritye people does not know or

do not care about the issues at hand.

The major objectives of creating awareness aredmete broad public awareness as
an essential part of a global education effortttergyth attitudes, values and actions,
which are compatible with sustainable developméinis important to stress the
principle of developing authority, accountabilitynca resources to the most
appropriate level with preference given to locapa@nsibility over activities. Public
awareness makes people have a common understaodithg importance of the
issues at hand and how they relate to them. Thkcphdis to behave and share value,
that this is an important issue in the communityithiMpublic awareness, the

community is able to build sustainable communities.

According to Sayers, (2006), there is considerddatk of awareness of health issues

/activities due to inaccurate or insufficient infaation. Developing countries in
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particular lack relevant technologies and expertiSehere is need to involve the
public in solving their issues and foster a serfggecsonal responsibility and greater
motivation and commitment towards sustainable dgrekent. Some of the ways of
raising public awareness are public awareness dgngause of posters, websites,
documentaries, newspaper articles, schools, warkpland workplaces and any other
available public media. By taking difference apmittes at different times, awareness

can be raised all over.

Methodically sound approaches to raising awareneggether with sufficient

exposure have been shown through social scien@ands to have an effect on
knowledge attitude and behavior. It is usually meffective to create a coordinated
long-term awareness raising campaign than to ctagge, short-term campaign. This
is because when the Concept of cost sharing fanpbkais talked about overtime; its
importance becomes normalized that is it beconremaal part of people’s everyday
lives. On the other hand, if there is a single caigm people may forget about the
issues once the campaign is over. (Cummin,2007@sd fapproaches include Public
awareness campaign, which is a comprehensive effat includes multiple

components (messaging, grassroots, outreach, metiéions and government

affairs) to help reach a specific goal. Seoull@)0@) goes ahead to explain the
component of the campaign as follows: Messagingéof words or phrases that are

not persuasive to key audience based on specd#areh.

Public education is utilizing messaging to helpgatorely engage key audience in
your issue and asking them to respond to spec#icto action to help achieve a
certain goal, while Public Relation stands for aietgt of activities that help an
organization and its stakeholders adapt, learnuai@érstand more about one another.
A Public awareness toolbox is quite critical. Timgludes things like the right
software whereby the organization looks for a welkd data based platforms for
communication. This allows one to segment and peisme email communication
that gives the audience the ability to directly ampg with their organization and

provide technical support.
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Another component of the toolbox is grass root eathes. This is the proactive
gathering of support at the local level. It resuita network of supporters that can act
on behalf of the organization. Certain methods Wkéing letters and making calls
can be used. The desire is usually unpaid and tsvated by a desire for change.
Gathering the support of community leaders (grap¥ is part of the outreach. Other
supporters in form of grass tops include, supemohtats, business leaders, funders
and policy makers. Grass root supporters includeents, teachers and parent

organizations.

Developing champions is also another way of cregafoublic awareness. The
champions are individuals or groups that ensurg Hre active on behalf of the
campaign. The champions are selected from the gomts Strong champions are
critical to grass root success and cover all cagmpaiforts. Effective government
affairs work begins with relationship developmenithwlocal, state and public
officials. This should start by educating publifi@&l about the project or program to
be implemented. A comprehensive implementation pkeeds to be developed. The
document describes the goals and tactical acsvaitached to each component of

public awareness campaign.

The document helps one understand and track tleessiof each activity.

A strong media relation’s strategy should be cikaiéhis will help push forward
every campaign component. The most common usedanséditegies include social
hubs like Facebook, twitter and instagram. Otheysaat conveying information is by
use of Earned (these are articles placed in newietpuat no cost) and Paid
(advertisements and information is paid for.) Tipecific media strategies should
always fit the goals, target audience and resowawasable. It is advisable to create
collateral materials to ease communication. Devetwderials specifically for the
goals and tactics of the campaign. General maseailbut the organization will not
suffice, nor will they reflect the strategy and segng demands of the campaign.
Examples of these materials include: talking poifigst sheets, strategy specific

brochures and training materials.

21



Many researchers have gone an extra in searchtigitias that can assist nations in
improving public awareness. Mathew and Anwar, (30&8not be ignored as they
found that countries need to strengthen existingsady bodies or establish new ones
in development of information and coordinate atigg with non-governmental
organizations and media. There is need to encougag®ic participation in
discussions of health policies and assessmentser@ments should facilitate and
support nationally local networking of informatiothrough existing networks.
Systematic surveys of the impact of awareness pnogjr recognizing the needs and

contributions of specific community groups are rsseey.

Elder, (1997) identifies the need to avail educatioaterials of all kinds to all
audience on the best available scientific infororatilt is important if governments
promote a cooperative relationship with the mediatertainment and advertising
industries by initialing discussions to mobilizeeithexperience in shaping public
behavior and consumption patterns and making wgke af their methods. Such
cooperation would also increase active participatio the debate on health.
Governments need to employ modern communicatiohntdogies for effective
public outreach. National and local authorities egldvant agencies should expand as
appropriate the use of audio-visual methods, esafpgdn rural areas by producing
television and radio programs involving local pagation, employing interactive
multimedia methods and integrating advanced methadl folk media. The
government needs to encourage mobilization of bo#im and women in awareness

campaigns.
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2.8 Conceptual frame work

Independent variable

Competence of the workers
* Training
* Level of training

» Key staff trained and their 5

responsibilities

Internal control systems Dependent variable

* Internal audits

* External audits Implementation of cost sharing

» Accounting records program

e Communication S .
* Availability of essential
e Control activities
drugs

* Security L,

* Clean environment

Attitude of employees *  Minimal waiting time

« Communication + Affordable fees

Public awareness

* Information through meetings,
barazas, brochures and health
education sessions.

* Self confession

Figure 1. A conceptual framework of influencing ieypentation of cost
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The conceptual framework in figure 1 highlights tli&ctors that influence
implementation of cost-sharing program which arengetence of the workers,
internal control systems, attitude of the employees public awareness. If the
mentioned factors are well taken care of then thesibilities of successful/effective

implementation of the program will be guaranteed.

2.9 Summary of Literature Review

Good health services in health facilities dependest management of cost-sharing
funds whereby accountability from providers andegrdts should be well monitored
to improve results. Effectiveness in utilizatiohcost-sharing funds is an approach
that is necessary to bend the cost curve and inepgowlity of care, ensure continued
provision of services through supply of drugs, nemance and expansion of facilities
and ensure accessible, affordable and efficienlitheare services to all Kenyans
(Leighton and Matt, 2005). Cost effectiveness tiization of these funds will
enable good prioritization of health expenses amsue patients’ get timely and
guality services.

From the study certain gaps associated with impheatien of cost sharing program
were identified. They included incompetent workfrainreliable internal control
measures coupled with inadequate supervision, unatetl employee and ignorant

public due to lack of awareness.
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CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

The chapter outlines the research methodologywhatused in the research project.
This includes the study design, target populatisample size and sampling
techniques, data collection methods, validity aglthbility of research instruments,
data presentation and analysis, ethical issues lastly operationalization of

variables.

3.2 Research Design

The study employed a descriptive survey researdigde The design seeks to
establish the factors associated with certain geages, outcomes, conditions or
types of behavior. The design is a scientific rodtbf investigation in which data is
collected and analyzed in order to describe theeatircondition/gap (Alasuutari,
Bickman and Brahnen 2008). The design enables) atepth studies of the case,
requires minimal investment to develop and adnmenisind is relatively easy for

making generalizations.

3.3 Target Population

This refers to the entire set of units for whicle teurvey data used to make
inferences. In other words it is the eligible p@tidn that was included in the
research work. The target population of this stwdg 380. A total of 20 managers,
150 heath workers and 210 out patients constittitedarget population. The target
population was from the three sub-county hospitaldMachakos County namely
Matuu, Mwala and Kathiani hospitals as shown by tdigle below. The number
depended on staff establishment and outpatient leaxkin the selected health
facilities. The patients were those who attainghteien years of age and not mentally
challenged.

Table 3.1 Explains the distribution of the targepplation of the participants.
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Table 3.1 Target Populations of 380 Participants

Population Matuu Sub-  Mwala Sub-  Kathiani Sub- Totals
County County County Hospital
Hospital Hospital
Managers Health 10 3 17 20
Workers 51 45 54 150
Outpatients 80 50 80 210
Total 141 98 151 380

3.4. Sample Size and Sampling Procedures

Sampling is the process by which a relatively smathber of individuals, object or
event is selected and analyzed in order to find smarhething about the entire
population from which it will be selected (Saundémswis &Thorn hill ,2003).

The participants constituted of key informants whdne researcher felt would
provide the data required. The sample consistedp@ebple who possessed
characteristics relevant to the study.

Morgan and Krejcie, (1970) table was used to datesrthe sample size.

All departmental heads were considered to be theagexs. Stratified simple random
sampling was used to select the one hundred atydHialth Workers (HW) who
consisted of all trained medical personnel workimghe selected hospitals. On the
other hand, the researcher used systematic sampiinget a sample of the
outpatients. Every third patient was sampled. &&® shows sample size alongside
the target population.

Table 3.2-sample size of 263 participants

Categories Target Population Sample size
Managers 20 19

Health workers 150 108

Out Patients 210 136

Totals 380 263
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3.5 Data collection instruments

Questionnaires and interview schedules were the@ matruments of data collection.
A questionnaire is series of questions asked twichehls to obtain statistically useful
information about a given topic. When properly stoncted and responsibly
administered, questionnaire becomes a vital ingninby which statements can be
made about specific groups or people or entire ladipns. Questionnaires are
frequently used in quantitative marketing and domsearch. They are a valuable
method of collecting a wide range of informatioarfr a large number of respondents.
Adequate questionnaire construction is critical ttee success of a survey.
Inappropriate questions, incorrect ordering of ¢joes, incorrect scaling, or bad
guestionnaire format can make the survey valaeks it may not accurately reflect
the views and opinions of the respondents. A usehgthod of checking a
guestionnaire and making sure it is accuratelywapg the intended information is to
pretest among a smaller subset of the target popula Generally, interviews and
guestionnaires are considered to be appropriateadetbecause of their perceived
easiness to use and assessment. Further moreamterand questionnaires are seen
to be effective, low in terms of cost and obscurithe researcher and selected
enumerators administered the questionnaires. Bptn eended and closed ended
guestions were used. Open-ended questions allowed réspondents provide
sufficient details while closed ended questionsvedid easy quantification of the
results by use of SPSS computer software. With SBB&8ytic software, the
researcher was able to predict with confidence wiild happen next so that one

could make smarter decisions, solve problems apdowe outcomes.

3.5.1. Piloting the Instruments

A useful method of checking whether the informatiimthe questionnaire is accurate,
meaningful and relevant is by pretesting the qoastire. The pretest or piloting
was done in a smaller subset of the target respisdédjustments, corrections and
areas of concern were addressed accordingly. Theareher and the selected

enumerators administered the questionnaires.
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3.5.2. Validity of the Instruments.

Validity according to Mikantha (2007) is the quglihat a procedure, instrument or a
tool used in research is accurate, correct, truk mmeaningful. The research used
content validity as a measure of the degree to hwidata collected using the

guestionnaires represented the objectives of tidyst The instrument was given to

the group of lectures in the panel during the dedeof the research proposal. The
team assessed what the instrument tried to measdréheir views and opinions were

incorporated in the final questionnaire.

3.5.3 Reliability of the Instrument

Merril (2010) says that reliability is concernedhvestimates of the degree to which a
research instrument yields consistent results affeeated trails. For the purpose of
this research, reliability was determined by usehalf —split form of pilot study
whereby half of the respondents in the smaller subkthe target population had the
guestionnaires administered to them. The other Heafl the questionnaire
administered to them after two weeks. The halfit splethod was critical and
effective as it helped avoid issues related to aedpnt maturity and thus quite
reliable. Interviewers were instructed to cargfidentify ambiguous, inappropriate,
unclear or offending questions. Their valuablenams were used to modify the final

guestionnaire.

3.6 Data Collection Procedure

A tool kit comprising of a questionnaire and faoefdce interviews guide was used
as the best type that sought to establish therfaotuencing implementation of cost
sharing program in public hospitals in Machakos i@pu

The guestionnaire was presented based on exteresivev of the literature on cost
sharing program. Data collection tools were pilotégfore finalizing the
guestionnaire. A five point likert scale was usednswer most of the questions in
the survey. The study utilized a self administempeestionnaire and in-depth

interview techniques as well as access to secoruiday
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3.7 Data Analysis Technique

Data analysis is the process of packaging the atelfeinformation, evaluating it,
putting it in order and structuring its main compohin a way that findings can be
easily interpreted. Data collected was crosschiedke completeness, clarity and
consistency. Data was coded cleaned and validatedchieve a clean data set.
Quantitative data was presented using frequendgdaind percentages. Qualitative
data was categorized in themes as per researchtigbgeand reported in narrative
form alongside quantitative presentation and usaéinforce quantitative data. SPSS

16.0 computer software was used in analyzing thtéstital data.

3.8 Ethical Issues

All the government authorities were informed primr the study to avoid any

suspicious speculations from the community. Dueht® sensitivity of the study,

consent was sought from the respondents whosecipatton in the study was on

voluntary basis. Confidentiality of the identitf/tbe respondents and the information

they provide was guaranteed.

29



3.9 Operationalization of Variables.

Measure
ment
Scale

Objectives Types Indicators
/ Research of

Questions variable

Method Instrument Data

s of /data analysis
data collection technique
collectio tool

n
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public
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CHAPTER FOUR

DATA ANALYSIS, PRESENTATION AND INTERPRETATION OF
FINDINGS

4.1 Introduction

The chapter presents data analysis, presentatobimgerpretation of findings for this
study on factors influencing implementation of celsaring program in public health
facilities in Machakos County. The data collecteasveollated and reports produced
in form of descriptive tables.

4.2 Questionnaire return rate

An analysis of the rate at which questionnairedribisted were returned and

completed is discussed in this section.

Table 4.1: Return rate by respondents

Respondents Percentage %
Category Managers Health Managers  Health
workers workers
Response 16 96 84.2 88.9
Non Response 3 12 15.8 11.1
Total 19 108 100 100

The data was collected from a cross-section ofthdatility in charges and major
departmental heads. Out of the 19 questionnaiken gut to the respondents, 16
were submitted back to the researcher, givingamette of 84.2% and a non- return
rate of 3 (15.8%). The return rate was above 40% therefore a representative
sample of the population.

The research was conducted and data collected frarious cadres of health
personnel who work in the selected health facditieThat is Matuu, Mwala and

Kathiani Sub County Hospitals. Out of the 108 questaires given to the
32



respondents, 96 (88.9%) were submitted back wial€l1.1%) were not given back.

This was a good indication that the return rate guate adequate for the study.

4.3. Characteristics of the respondents
The population under study had characteristicscivinere vital to the study. These
include experience in cost sharing program, leve¢ducation, functional position

and the role one plays in relation to cost shapirggram.

4.3.1. Experience in cost sharing program
The researcher intended to find out whether thesyeae had been in a facility
determined expertise and adequate knowledge onstasing program. Table 4.2

below describes the outcome.

Table 4.2: Distribution of level of experience of @spondents

Respondents Percentage %
Category Managers  Health Managers Health workers
workers
Below one year 0 5 0 5.1
1-3 years 3 30 18.6 31.3
4-6 years 7 52 43.8 54.2
More than 6 years 6 9 37.6 9.4
Total 16 96 100 100

From Table 4.2, 7 (43.8%) of managers have workdtie facilities for between 4-6
years. There is no manager in the category ofvwbgtear. However, 6 (37%) had
worked for more than 6 years. 3 (18.6%) had beehe facility for between 1to 3
years. This shows that the managers have had huarde quite some good

experience to ensure implementation of cost shamiagram.

A high Percentage of 52 (54.2%) are employees wdne theen working in the

facilities for between 4-6 years. The group isextpd to have had good experience
with the existing systems thus quite effective. rywiew people 5 (5.1%) had been
working in the facilities for less than a year. f@ua good Percentage of the
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respondents 30 (31.3%) had been in the facilibedé&tween one to three years while
9 (9.4%) had been there for more than six yeamnRhe data, it can be noted that all

the staff had adequate experience.

4.3.2. Level of education of respondents.

Table 4.3 shows that more than half 9 (56.3%) & thanagers had undergone
university education while 7 (43.7%) had attainedllege (tertiary) level of
education.

Table 4.3: Distribution of level of education of repondents

Respondents Percentage %
Category Manager Health Manager Health workers
workers

University 9 18 56.3 18.8

Tertiary 7 78 43.7 71.2
Secondary 0 0 0 0

Primary 0 0 0 0

Total 16 96 100 100

From Table 4.3, 78 (71.2%) of health workers wenalifjed in their career as 18
(18.8%) had also either upgraded to university lleveattained university education
immediately after secondary education. The daten ftbe table reveals that all the

employees were qualified.
4.3.3. Role one plays in cost sharing program.

Data was collected to find out the role played g toncerned stakeholders in the

implementation of cost sharing program. Table 4@lans the findings
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Table 4.4: Role one plays in cost sharing Program.

Category Number of respondents Percentage %
Supervisor 11 9.8
Implementer 49 43.8

Both roles 23 20.5

Not sure 24 21.4

No response 5 4.5

Total 112 100.0

The data collected cut across all question andezth workers. From Table 4.4, it
is clear that a relatively small number of 11 (9)&%the hospital staff supervised the
implementation of cost sharing program while 49 .848) were implementers.
Surprisingly, 23(20.5%) played the role of both iewpenter and supervisor. 24
(21.4%) of the respondents were not sure of whetihey were implementers or
supervisors. To curb it all 5(4.5%) did not evemwrihe role they played so they did
not respond to the question. This data clearlyceugis that there is acute shortage of
staff to supervise the implementation of cost sttapgrogram. The double role played
by the 23 (20. 5%) is likely to compromise a sustisimplementation of the
program. Ambiguity also arose when 5 (4.5%) of rispondents did not know their

roles as shown by Table 4.4

4.4. Influence of competence of employees and impientation of cost sharing
Program

An analysis of the influence of the competence rapleyees in implementation of
cost sharing program is discussed in this seclitve. responses were distributed to
cover staff knowledge, motivation levels, trainingeds, involvement and state of

working environment. Table 4.5 shows distributidrkimowledge of respondents.
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Table 4.5; Distribution of knowledge of respondent®n cost sharing program

Respondents Percentage%
Category Manager Health Manager Health
workers worker

| know about cost To a small 2 80 12.5 83.3
sharing program degree

To a moderate 11 16 68.8 16.7

degree

To a great 1 0 6.2 0

degree

To avery great 2 0 12.5 0

degree

Total 16 96 100 100

Table 4.5 shows that 80 (83.3%) of the health warke a small degree knew about
cost sharing. On the contrary, 2 (12.5%) of the agans to a small degree knew
about the program. It is important to note thathsalth worker knew about the
program to a great or to a very great degree. Hite provides an indication that with
such a huge number 80 (83.3%) ignorant of the pragthen it may be hard to have
the program succeed in its implementation.

Motivation is key in implementation of any prograifhe researcher assessed the
levels of motivation amongst the employees anddahewing were the findings.

Table 4.6: Motivation levels of respondents in cosharing program

Respondents Percentage%
Category Manager Health Manager Health
worker workers
| strive to ensure To a small 1 42 6.3 43.8
cost sharingis  degree
successful To a moderate 2 37 12.5 38.5
degree
To a great 3 16 18.7 16.7
degree
To a very 10 1 62.5 1.0
great degree
Total 16 96 100 100
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The managers were out to ensure the program sueseshown by the figures 10
(62.5%) and 3 (18.7%). On the other hand, the heatirkers 42 (43.8%) and 37

(38.5%) told it all that there was no motivatiomerds the success of implementation
of cost sharing program.

Competence that goes along with trainings was alsoissue of concern. The

following findings were observed.

Table 4.7: Staff trainings and updates

Respondents Percentage%
Category Manager Health  Managers Health
worker workers

| have Not at all 0 82 0 85.1
undergone To a small 8 11 50 115
several degree
trainings and  To a moderate 6 3 37.5 3.1
updates on cost degree
sharing To a great 2 0 12.5 2.1
program degree

Total 16 96 100 100

With the 82 (85.1%) of the health workers not tegiror updated and 11 (11.5%)
trained to a small degree on cost sharing mattkes) it was difficult to implement

the program as they were the implementers. 8 (5fi%)e managers had trainings to
a small degree. The data implies that the staff m@swell prepared in terms of
knowledge and skills to enable them implement shating program.

Successful implementation of any program needsstakeholders involvement. In

this case the employee’s involvement was assessédfiadings were as shown
below.
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Table 4.8: Involvement in the achievement of the mgram

Respondents Percentage%
Category Manager Health Manager Health
worker worker
| feel partand Not at all 0 49 0 51
parcel of the To a small 3 27 18.6 28.1
people involved degree
in the To a moderate 10 18 62.5 18.8
achievement of degree
the program To a great degre 2 2 12.5 2.1
Toaverygreat 1 0 6.3 0
degree
Total 16 96 100 100

A small percentage of the health workers only 2%. accepted the program and
were ready to support its implementation and ulteélyathe achievement of its goals.
The managers too moderately 10 (62.5%) were indoluethe achievements of the
program. Table 4.9 shows the distribution of corape¢ of the respondents.

Table 4.9. Competence of the respondents

Respondents Percentage%
Category Manager Health managers Health
worker workers

I am Not at all 0 72 0 75
competent To a small 5 11 31.3 115
enough in degree
relation to cost To a moderate 6 10 37.5 10.4
sharing degree

To a great degre 2 3 12.4 3.1

Toaverygreat 3 0 18.8 0

degree

Total 16 96 100 100

Table 4.9 shows that 72 (75%) of the health workezse incompetent, 11 (11.5%)
were to a small degree competent, 10 (10.4%) todenate degree, 3 (3.1 %) to a
great degree and none to a very great degree. lltether6 (37.5%) of the managers
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were competent and relatively 5 (31.3%) were coergdb a small degree.

Conducive working environment is a motivator to anyrker. Table 4.10 shows the
status of the findings of the perception of the kEyges towards their working
environment.

Table 4.10: State of working environment

Respondents Percentage%
Category Managers Health Managers Health
workers Workers

The Not at all 0 8 0 8.3
environment To a small degree 3 39 18.8 40.6
in terms of To a moderate 10 28 62.5 29.2
availability of degree
recording To a great degree 3 10 18.8 10.4
tools, drugs, Toaverygreat O 11 0 115
laboratory degree
reagents and
motivation
among others
is conducive

Total 16 96 100 100

Most of the health workers felt that the environmgmrounding implementation of
cost sharing was to a small degree conducive. 3%6%) supported this. The
managers however felt that the environment was nfwderate degree conducive as
shown by 10 (62.5%).

4.5: Influence of Internal Controls Systems and im@gmentation of cost sharing
Internal control systems put in place are consui¢oeplay a role in implementation

of cost sharing programlTo answer research question number 2, that required
responses on influence of internal control systemmplementation of cost sharing
program, the sampled staff responded to questiongwveareness of the existing
control systems, effectiveness of the control systeeffectiveness of management

and fraud detection. The level of awareness okttisting internal control measures
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is stipulated in Table 4.11.

Table 4.11: Respondents awareness of internal coots

Respondents Percentage %
Category Managers  Health Managers Health workers
workers
Yes 16 90 100 93.8
No 0 6 0 6.2
Total 16 96 100 100

Table 4.11 shows that all 16 managers were awatbeofnternal control systems.

From the table, not all the employees were awa@0g93.8%) knew while 6 (6.2%)

did not know. The internal controls included retdipoks, computer services, steel
doors, locks and saves as indicated by the majofitlye respondents.

The respondents also assessed effectiveness wfahtentrol measures.

Table 4.12: Rating of effectiveness of internal carol systems by respondents

Respondents Percentage %
Category Managers Health Managers Health workers
workers
Very high 8 2 50 2.1
High 3 13 18.8 135
Fair 5 22 31.2 22.9
Low 0 59 0 61.5
Total 16 96 100 100

The managers rated the effectiveness of internatrals at very high 8 (50%), high 3
(18.8%), fair 5 (31.2%) and none at loWhe table shows that the internal control
systems put in place were not quite effective ilection and safeguarding of the
funds. This is supported by the fact that a vegy mumber 59 (61.5%) of the health
worker respondents felt that the control system®wélow effectiveness.

The employees wanted to find out how effective ni@nagement was as regards to

supervision of the control measures in place. Diewing were the results.
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Table 4.13: Rating the effectiveness of managemeny respondents

Respondents Percentage %
Category Managers  Health Managers Health workers
workers
Highly effective 2 10 12.5 10.4
Effective 10 15 62.5 15.6
Slightly 4 21 25 21.9
effective
Non effective 0 50 0 52.1
Total 16 96 100 100

The managers themselves also felt that they didladheir best in ensuring that the
control systems are well used. 2 (12.5%) felt they highly effective, 10 (62.5 %)
were effective and 4 (25%) were slightly effective.

Table 4.13 shows that the management teams hdzkantaggressive in ensuring that
the internal controls were well used. 50 (52.15%6}the health workers rated no
effectiveness by the management, 21 (21.9%) sligitective, 15 (15.6%) effective
and 10 (10.4%) highly effective. The laxity by tmanagement largely contributed to
ineffectiveness in use of available control measure

The control measures used were also rated for ¢ffeictiveness in fraud detection.

Table 4.14: Respondents rating of the effectiveness$ internal controls in fraud
detection

Respondents Percentage %
Category Managers  Health Managers Health workers
workers

Very high 3 0 18.8 0

High 10 3 62.4 3.1

Fair 3 29 18.8 30.2

Low 0 64 0 66.7
Total 16 96 100 100

Table 4.14 shows that a big number of manager respuas 10 (62.4%) supported
the internal control measures put in place. 3 @83.&It the internal controls were of
very high and of fair impact on fraud detectionpesxgtively. Most of the health
workers 64 (66.7%) found that the internal contymis in place were lowly effective
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in fraud detection 29 (30.2%) found the measuriby/fdetect fraud while 10 (3.1%)
feel control measures were high in fraud detectibms clearly showed that the

internal control measures did not effectively sehepurpose intended to.

4.6. Influence of attitude of employees and implenation of cost sharing

Attitude of employees is seen to be one of theofacthat influence implementation
of cost sharing program. In response to researelstiqun 3, the sampled population
rated the following concerns on a five-point lilsmale. These include: importance of
cost sharing, understanding of the program, matwmeadnd utilization of the funds.
Importance of cost sharing program is perceivethbyemployees was also rated and
the following findings were recorded.

Table 4.15: Rating the importance of cost sharing.

Respondents Percentage %
Category Managers Health Managers Health
workers worker
| feel cost Not at all 0 52 0 54.2
sharing is To a small 0 30 0 33.3
important degree
To a moderate 0 7 0 7.3
degree
To a great 4 7 25 7.3
degree
Toaverygreat 12 0 75 0
degree
Total 16 96 100 100

The Table clearly indicates that 52 (54.2%) of tleath workers felt cost sharing is

not important at all, 30 (33.3%) appreciate a srdeljree the importance of cost

sharing, 7 (7.3%) to a moderate degree, 7 (7.3%)dreat degree and none to a very

great degree. The managers felt that cost shasngery important. This was

supported by 12 (75%) while 4 (25%) supported sbsiring to a great and to a very

great degree respectively. The findings clearlysiimat the managers unlike other
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health workers were motivated to support the imgletation of cost sharing
program. This shows that the program did not h&eesupport of the implementers
who are the health workers thus may have challemgesplementation. Table 4.16
shows the respondents understanding of cost sharagyam.

Table 4.16: Respondents’ understanding of cost stiag program.

Respondents Percentage %
Category Managers Health Managers Health
workers Workers
Not at all 0 14 0 14.6
 understand  To a small 0 42 0 43.6
why cost degree
sharing is there To a moderate O 25 0 26
degree
To a great 15 8 93.8 8.4
degree
To a very 1 7 6.2 7.4
great degree
Total 16 96 100 100

From Table 4.16,15 (93.8%) of the managers undeasichy cost sharing is there to
a great degree, while 1 (6.2%) understood to a gyesgt degree. 14 (14.6%) of the
health workers did not understand why cost shasntgere, 42 (43.6%) understood
to a small degree, 25 (26%) to a moderate degrée4%o) to a great degree and least
7 (7.4%) to a very great degree. This again isndication that the huge bulk of the

implementers did not understand the program thu teamplement.
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The researcher was also eager to know more abdutation rates of the employees.

The rating was as shown below.

Table 4.17: Rating motivation of employees

Respondents Percentage %
Category Managers Health Managers Health
workers worker
| am motivated Not at all 0 49 0 51
to support costTo a small 4 31 25 32.3
sharing degree
program To a moderate 7 13 43.8 13.6
degree
To a great3 3 18.7 3.1
degree
To a very great 2 0 125 0
Degree
Total 16 96 100 100

Over a half of the health workers 49 (51%) were mativated at all, 25 (32.3%)

were at a small degree, 13 (13.6%) at a moderajeedeand 3 (3.1%) to a great
degree. The managers enjoyed motivation to a mtueddegree of 7 (43.8%), 4 (25%)
to a small degree, 3 (18.7%) to a great degree2aii®@.5%) to a very great degree,
which was enjoyed by none of the health workerselMvbnly a small number of

employees are motivated the implementation of thgrnam will be difficult.

Table 4.18 shows the rating of the collection atilization of cost sharing funds.
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Table 4.18: Rating collection and utilization of cet sharing funds.

Respondents Percentage %
Category Managers Health Managers Health
workers workers

| appreciate  Not at all 0 69 0 71.8
the way cost To a small 2 18 12.5 18.8
sharing funds degree
are collected To a moderate 5 9 31.3 9.4
and utilized degree

To a great 6 0 37.5 0

degree

To avery great 3 0 18.8 0

degree

Total 16 96 100 100

From Table 4.18,69 (71.8%) of the health workers it appreciate the use of the
funds at all,18 (18.8%) appreciate at a small degrel nil to a great and a very great
degree. 2 (12.5%) of the managers on the other ppekciate the use of the funds to
a small degree, 5 (31.3%) to a moderate degre@7.6%) to a great degree and 3 (
18.8% ) to a very great degree. When funds colleete not utilized as expected,
then this causes dissatisfaction and lack of testing to low or no morale to ensure

successful implementation and more so to the impigers.

4.7. Influence of public awareness and implementatth of cost sharing

The section deals with the influence of public aam@ss in implementation of cost
sharing. The responses were got from the clients sgught for various services

from the health facilities. Of concern were issteslo with perception about cost
sharing, respondents” knowledge, source of infoignatservice charges, waiting

time, state of cleanliness, staff attitude and llevesatisfaction with service delivery.

Therefore, to answer research question 4, thewollp data was analyzed as shown

in the tables below. The return rate of the quesidres is as shown by Table 4.19
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Table 4.19: Return rate by respondents

Number of respondents Percentage %
Response 107 78.7
Non 29 21.3
response
Total 13€ 100.(

Out of the 136 respondents, 107 (78.7%) gave blaek tjuestionnaires while 29
(21.3%) did not give back the questionnaires.

Gender distribution of the respondents was alssidered as shown.

Table 4.20: Gender of the respondents

Number of respondents Percentage %
Male 39 36.4
Female 68 63.6
Total 107 100.0

The distribution of males verses females who fillled question is as shown by the
table above. From Table 4.20,39 (36.4%) were naes68 (63.6%) were females.

The researcher classified the respondent in ortiéreofacilities they attended. The

following were the findings.

Table 4.21: Name of the hospital attended.

Category  Number of respondents Percentage %
Mwala 32 29.9

Kathiani 35 32.7

Matuu 40 37.4

Total 107 100.0
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Table 4.21 describes the distribution of patiergspar facilities with Mwala at 32
(29.9%), Kathiani at 35 (32.7%) and Matuu at 40.434@)

The respondents perception towards cost sharingrgmo was as shown by Table
4.22.

Table 4.22:Perception of cost sharing by respondest

Category Number of respondents Percentage %
Free services 55 51.4

Service fees partly paid by tt 29 27.1
government

All services fees are paid t 17 15.9

the patient

None of the above 6 5.6

Total 107 100.0

From Table 4.22, 55 (51.4%) did not know what thegpam entails, 29 (27.1%) of
them thought the payment is by the government wiiil¢15.9%) thought the patient
pays the fees. Surprisingly 6 (5.6%) were not sfirghat cost sharing is thus none of
the option was applicable.

Eej_pondents’ knowledge of the program was alssasdeand Table 4.23 shows the
indings.

Table 4.23: Respondents’ knowledge on cost sharipgogram

Category Number of respondents Percentage %
Yes 46 43.0

No 61 57.0

Total 107 100.0

Out of 107 respondents’ 46 (43%) had some infaomadbout cost sharing while 61
(57%) had no information about the same.

The researcher wanted to know the source of infoomabout the program.
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Table 4.24: Source of information.

Category Number of Percentage %
respondents

From the hospital staff 20 18.7

Chief's baraza 21 19.6

Medical brochures 13 12.1

Media 9 8.4

Newspapers 14 13.1

Others 30 28.0

Total 107 100.0

Those who were informed however got the informatiimm different sources. 20
(18.7%) got the information from hospital staff, @B.6%) from Chief’s barazas, 13
(12.1%) from medical brochures, 9 (8.4%) from medi& (13.1%) from newspapers
and 30 (28%) from other sources like friends andtikees. This tells a lot about
public awareness whereby most of the informatiomas official and could be
misleading.Service charges determine the leveltiization of any health facility.
Therefore the researcher found it necessary tsadke feelings of the respondents

as pertains to the charges.

Table 4.25: Charges of services.

Category Number of respondents Percentage %
Cheap 33 30.8
Reasonable 29 27.1
Expensive 45 42.1

Total 107 100.0

For the charges 45 (42.1%) found the charges wearensive,33 ( 30.8%) found the
charges cheap and 29 (27.1%) found the chargesomable
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The waiting time determines the level of attendatocéhe health facility. The shorter

the waiting time the higher the attendance by tdien

Table 4.26: Waiting time

Category Number of respondents Percentage %
Very long (more than 1 hour) 63 58.9

Long (30 min to 1 hour) 25 23.4

Short (10 to 30) 19 17.8

Total 107 100.0

From Table 4.26, big junk of the population 63 €88) found waiting time very long,
25 (23.4%) long and 19 (17.8%) short while nonentbthe waiting time to be short.
The very long waiting time is an indicator that @llnot all right as there could be
hidden causes behind the scene.

The ultimate aim of cost sharing program was tdifate a clean environment in the
government hospitals. The perceived status of tifegss was rated and the findings
shown in Table 4.27

Table 4.27: Perceived state of cleanliness of thelected health facilities

Category Number of respondents Percentage %
Very dirty 0 0

Dirty 11 10.3

Clean 70 65.4

Very clean 26 24.3

Total 107 100.0

From the observations, the health facilities wegaegally clean with 70 (65.4%), 26
(24.3%) very clean, 11 (10.3%) dirty and 0% vemyydi
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The respondents’ perceptions towards attitude ef tibspital workers are shown

below.

Table 4.28: Attitude of the hospital staff.

Category Number of respondents Percentage %
Not concerned 32 29.9

Rude 27 25.2

Helpful 27 25.2

Friendly 21 19.6

Total 107 100.0

Table 4.28 shows that 27 (25.2%) of the staff wermde, 32 (29.9%) showed no
concern to service seekers 27 (25.2%) quite helphile only 21 (19.6%) were
friendly.

Staff attitude is quite wanting and needs to lokéal into for better implementation
of the program. Table 4.29 shows the level of &atigon in service delivery in the

hospitals.

Table 4.29: Assessment of level of satisfaction service delivery

Category Number of respondents Percentage %
Below my expectations 54 50.5

Met my expectations 39 36.4

Beyond my expectations 14 13.1

Total 107 100.0

The observation by the respondents in relationevise delivery was not quite
pleasing as 54 (50.5%) of the respondents felt tinatservices were below their
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expectations 39 (36.4%) had their expectations amet 14 (13.1%) had services
offered beyond their expectations. This affirmst taspite the implementation of

cost sharing program, service delivery is yet tpriowve.

From the analysis of the above data, it is cleat tver half of the population 55
(51.4%) could not tell what cost sharing entails,(67%) had no information about
the program and those informed got the informafrom friends and relatives. The
expectations of the public as pertains to the @nogwere not met as the service
charges were expensive 45 (42.1%) waiting time ey 63 (58.9%), staff was rude
and less concerned 32 (29.9%) and customer sdisfamwards service delivery

was below expectation at 54 (50.5%).
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CHAPTER FIVE
SUMMARY OF FINDINGS, DISCUSSIONS, CONCLUSION AND
RECOMMENDATIONS
5.1 Introduction
This final chapter contains a presentation of theamary of findings, discussions,

conclusion, recommendations and suggestions ftrduresearch.

5.2 Summary of finding
The study sought to identify the factors influencimgplementation of cost sharing
program in public health facilities in Machakos @buand came up with the

following findings.

On the first objective, which sought to establistwhcompetence of the employees’
influences implementation of cost sharing Progrageedain indicators were used to
assess the employee’s competence. These indicattuged knowledge about cost
sharing, trainings and updates under taken, lelvelvmlvement, competence levels
and state of working environment just to mentiohdtew. In fact most surprising is
the high rate of no knowledge about the prograntivias at 80 out of 96 (83.3%),
82 (85.1%) of the employees had not undergone astysharing related trainings and
updates and 72 (75%) declared that they were mopetent enough.

The commodities that were needed to ensure thergroguns well were also a
challenge.39 (40.6%) and 28 (29.2%) of the healthkers appreciated the challenge
of commodities at a small degree and a moderateedagspectively. On the contrary
the managers who were just too few to have any étnpa the program seemed to be
competent with 11 (68.8%) having moderate knowlealgeut the program. 8 (50%)
of the managers however had no trainings or @sdan the same. 2 (12.4%) and 3
(18.8%) of the managers were competent enough tplement cost-sharing
Programme to a great and to a very great degreectdgely. This is unlike the case
of health workers who were at 3 (3.1%) rating great degree. The state of working

environment seemed to favor the managers at a @edgegree of 10 (62.5%). From
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the above findings, it is clear that for the impttation of cost sharing program to
be effective, both managers and health workers medse competent. The second
objective, which sought to assess how internalrotsinfluence implementation of
cost sharing program, gave the following results.

All the managers were aware of the internal cdntrteasures put in place but 90
(93.8%) of the health workers were not aware ofatetrol systems. 8 (50%) of the
managers rate the effectiveness of the internaralsnat very high and 5 (31.2%) at
fair. This is contrary to the health workers wlaterthe same at 22(22.9%) fair and
59 (61.5%) low effectiveness. Another indicator jetthwas of concern in the internal
controls, is the rating of effectiveness of managetrin ensuring that the control
measures work. The findings were quite patheti4 €5%) of the managers felt that
the management was slightly effective, 10 (62.5%gcdve and 2 (12.5%) were
highly effective. The health workers rating howewntradicted that of the
managers as 21 (21.9%) rated the managers adyskdtatctive and 50 (52.1%) non-
effective. Fraud and corruption mostly comes in miige existing internal control
measures are weak. In this particular study, g8sea of fraud detection was
considered and the findings were as follows. Tlamagers supported the controls
and rated fraud detection levels as at high ax5201¢0. The health workers on the
other hand had low effectiveness rating of as laght4 (66.7%). These findings
show that the above indicators related to intewitrol systems have a lot of

influence in the implementation of cost sharinggoemn.

According to this study, the third objective, whicftended to assess the extent to
which attitude for employees’ influences implemdiota of cost sharing gave the
following findings as per indicators, assessed.(8R2%) of the health workers did
not find cost sharing important and 30(33.3%) fouadmportance to a small degree.
On the other hand, 4 (25%) found the program ingparto a great degree and 12
(75%) to a very great degree. Without trainingoiniation or knowledge of cost
sharing, it was obvious that 25 (26%), 42 (43.6%) 42 (14.6%) of the health

workers understood why the program is there atléliels of moderate degree, to a
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small degree and not at all respectively. The marsagnderstood why the program
exists at a rate of 15 (93.8%) to a great degreel#b.2%) to a very great degree. It
is surprising to find that most of the health waoskeated motivation levels not at all
at 49 (51%), to a small degree 31(32.3%) and 136%Bto a moderate degree. 7
(43.8%) of the managers rated motivation levels ahoderate degree but with 3

(18.7%) and 2 (12.5%) at a great degree and agreat degree respectively.

Another indicator of attitude in this case was #ppreciation of how funds were
collected and utilized. 69 (71.8%) of the healthrikeos did not appreciate the vice at
all and 18(18.8%) to a small degree. In this caé&/66%) of the managers rated the
indicator to a great degree and 3 (18.8%) to a wreat degree. This indicator
however had mixed reactions among the managefi.2 %o) rated the indicator to a
small degree and 5 (31.3%) to a moderate degrezinthicators tell us that attitude
which can be as a result of certain unmet needsssatisfaction with the systems in

place can have a lot of influence in implementatbany program.

The fourth objective sought to establish how Puldivareness influences the
implementation of cost sharing program. The maformants in this objective were
the health care seekers. Several indicators wsad 10 assess what they knew about
the program and their expectations as relatedd@émeral outcomes or gains of the
cost-sharing program. 55 (51.4%) of the respondemésv cost sharing entails free
services and 6 (5.6%) had no idea about costsrgha$1(57% of the respondents
had no information on cost sharing and those withibformation 30 (28%) got the

information from friends and relatives.

The service charges that cut across the hospitate @xpensive at 45 (42.1%) and
reasonable rate at 29 (27.1%). 63 (58.9%) of thiemqa found the waiting time quite
long while the hospitals were clean at 70 (65.4Uf)at 11 (10.3%) dirty rating. 32
(29.9%) of the staff were not concerned with thdfave of the patients, while 27
(25.2%) were rude and 21 (19.6%) friendly. It ifartunate that 54 (50.5%) of the

respondents’ felt that service delivery was beldwirt expectations with only 14
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(13.1%) appreciating beyond my expectations ratimge findings show how public

awareness influences the implementation of costreha

5.3 Discussion of findings.

The study findings showed that competence of enag@syis quite key for
implementation of any project or program. Accogdio Robinson (2010), trainings,
theoretical knowledge, cognitive skills, experieraned willingness to work as per
agreed standards, rules and procedures contribubed’s competence. The study
showed that very few managers 6 (37.5%) had underg@inings related to cost
sharing. Some of departmental heads 82 (85.1%i) were considered to be

managers were also implementers but unfortunatadynot undergone any training.

Most of the implementers 80 (83.3%) did not evedarstand the program. Thus it is
quite difficult and challenging to implement whateodoes not know or understand.
Studies by Robinson (2007) have reported that la pegforming and effective health
care system is important for the viability of commties and improvement in human
health around the world. Organizations and theimpleyees have to meet the
worldwide requirements and standards so as to ganpetitive advantage in the
global market. Competency development has becoaonacial strategic management
tool in today’s work environment. Therefore as seadlier, for any project / program
to succeed all people involved need to be broughba@ard and be updated as need
arises. Wallace (2009) notes that successful anl pezforming institutions /
organizations ensure that their employees are weqllipped with information,

required skills, knowledge, appreciation and recgm

Good management of internal control systems inaggnization is the backbone of
efficiency and effectiveness in utilization of fusad Integrity, transparency and
accountability of finances are key in any instiati Control measures put in place
need to be realized and understood by all employmets be supervised for
effectiveness to avoid misuse and fraud. There daagdr when most of the

implementers 59 (61.5%) lowly rate the effectivenes the control systems put in
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place. The low effectiveness rating 64 (66.7%)am fraud detection is an issue of
concern. This shows that the internal controlsipyilace are weak and chances of
misuses and manipulation are high thus leavingeadg for corruption and other
fraud related activities. Kenyatta National Hodpitaternal audit reports NOs.
KNH/1A/57/51 and KNH/FIN/35 evidence cases wheraiae officers fraud the
hospital of 51 million Kenya shillings. However acding to Devos and Soens
(2008) internal control measures discourage coonpand also deter fraudulent
activities. Internal controls provide essential aitee and procedures that help
organizations meet their legal duties, manage Gesnrisks and ensure quality

financial reporting.

Greg and Geoffrey (2010) highlight the importandetle right attitude. Unless

people have the right attitude, no amount of tragnwill improve performance.

Attitude, which cannot be taught, is presented bijels, feelings and behavioral
intentions towards a person, object or event. Ritwarstudy findings, most the health
workers 52 (54.2%) did not value the importancecadt sharing, 42 (43.6%) to a
small degree understand why it is in place, 49 (bdéf't support it, and 69 (71.8%)
did not appreciate the way in which the funds aléected and utilized.

This shows a relatively negative attitude towatttls program. Greg and Geoffrey
(2010) recognize the need to develop employeestipesattitude, which can never

be substituted by any amount of training. Theradsd for managers to effectively
deal with the underlying causes of discontent amemgployees so as to raise the
morale of the entire work place. With this kindatfitude from the people who are
involved in the implementation of cost sharing peog, then nothing much is

expected even if the program stays in place forrteet one hundred years. A
positive attitude needs to be instilled in the esgpes. Attitudes determine how
employees will perceive their environment, comrhigrhselves to intended actions

and ultimately behave.
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Public awareness plays a crucial role in implentenaof any project. The users
need to know what is expected of them and what #gect from the program.
However in the case of this study it is quite cléeat the service users 61 (57%) are
not informed about cost sharing. 30 (28%) had m&drinformation through relatives
and friends. The information may not be true thusleading. This is an indication
that social sensitization is missing. Sayers, (2@pports lack of awareness due to
inaccurate or lack of sufficient information. Thwith this deficit they tend not to
support the program whole-heartedly. Wyart andoral(2009) describe high public
awareness occurring when a significant proportibrihe society express that the
issue at hand is of great importance to all. Onother hand, low public awareness is
found when majority of the people do not know abitnt issue at hand or they care
less about it. In-fact despite the relatively lowdrarges for services than in the
private facilities, the patients tend to seek fervices from the latter. Wyart et al,
(2009) express the advantages of public awaremdssh include strengthening of

attitudes, values and action, all aimed at prongagunstainable development.

5.4 Conclusion of the Study

Based on the results of this study, the researalzar able to draw the following
conclusions:-Implementation of programs to a gedent will require competent
employees. Competence entails the right persoth#®job and right qualifications.
In addition to the personal competence other eatefactors may hinder the

achievement of intended results.

These external factors include necessary trainingsdates, motivation, and
recognition and conducive working environment. Ehehould understanding and
appreciation together with provision of required rkog tools. Accountability,

integrity and transparency are vital in the prodgpesf any successful organization.
Corruption tends to de-motivate those who worktl@ good of the organization and
with time, the output is compromised. Implememtato f cost sharing program
achievements has been a dream as corruption ardpkito weak control systems put

in place. Managers at some time could not evémést much money was waived as
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the records were poorly kept. Managers are natce¥fe in ensuring control
measures put in place are used as expected andathieft the door wide open for

corrupt and fraudulent deals.

Altitude, which is as a result of visible or inbte feelings or perceptions, is a silent
killer in implementation of projects. Altitude caot be seen and thus hard to deal
with it. However, for the employees to have thdrigltitude towards implementation
of cost sharing, they need to be informed abouptbgram, know what it entails, be
motivated through appreciation, and have a stakeilimation of the funds especially

in making the working conditions favorable.

As the saying goes information is power a well-imded public will be empowered
thus able to make informed decisions and choicée. Jervice providers together
with the service seekers, (clients and patients) e general population need to
know about cost sharing program. With the riglbimation in place the chances of
a successful program are high as the people indalvesorting out their own issues
will be participate and support the program and thunigh probability of sustainable

development of the same.

5.5. Recommendations of the study

The researcher makes the following recommendatrons the study findings.

The issue of employee competence needs to be addrasgently in order to ensure
cost-sharing program is successfully implementad.stakeholders need to be well
informed to ensure sustainability. The employee$s, duties and responsibilities
need to be clearly defined. The issue of staff tsiger should also be looked into to

ensure the right people do the right job.
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Efforts need to be put in place to ensure that @t@bility is key in implementation
of cost sharing program. There is urgent needrengthen the existing financing
mechanisms and mobilize additional financial resesirto bridge the existing
financial gaps. Officers implicated with corrupti@nd fraud, need to be strictly

penalized or sacked.

Social, physical, emotional, environmental and ritial needs of the employees
should be considered when implementing programBusTcontinuous updates and
trainings should be carried out if and when neéskar This will keep the employees

at par with the changing times and technology.

The government needs to put in place measures abedmmodate long-term
awareness raising campaigns, which become parfparzkel of normal life of the

public. 1t is only through involving the public golving their own issues that there
will be fostering of personal responsibility, gratmotivation and commitment
towards sustainable development.

With the devolved government in place, the courdyegnments need to review the
policies on cost sharing program and amendmenteraad more so on matters of

service charges.

5.6 Suggestions for further research

The study recommends for further research on efiy in collection and use of cost
sharing funds.

Further research can also be carried out on tleeteféness and efficiency of waiver

and exemption systems used to ensure access th baad by vulnerable groups.
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APPENDICES
Appendix 1
LETTER OF TRANSMITAL

Mary Njeri Kiala
P O Box 482
MATUU

To the Participant

Dear Sir/ Madam

RE: ACADEMIC RESEARCH PROJECT FOR A MASTERS DEGREE
PROGRAM.

| am a student at the University of Nairobi (UONJrguing a master’'s degree course
in project planning and management. | am requiwecbnduct and submit a research
report on “Factors influencing cost sharing programpublic health facilities in
Machakos County,Kenya.

| am inviting you to participate in this researdiady by completing the attached
guestionnaire. Kindly note that these informatyon give is to be used in this study
for academic purposes only and such it well betéckavith utmost confidentiality
and will not be shared with unauthorized perso¥sur cooperation and honesty in
filling this questionnaire will be highly apprecéat.

Thank you for your time.

Yours faithfully,

MARY KIALA

CELL PHONE 0725972648
EMAIL: mary_kiala@yahoo.com
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Appendix 2

RESPONDENT QUESTIONNAIRE
Thank you for taking time to answer this questiorealt seeks to identify the
factors influencing cost sharing program in publkalth facilities in Machakos
County. The information gathered from the fieldidg this research is surely for
academic purposes and will not be shared with aaythorized persons. Although
your participation is voluntary, it is importantrfihe purpose of this study that all
guestions be answered. (Please tick in the boxstggour response to the options
provided. For questions without options, fill iayr answer on the space provided).

Section A: Back Ground Information

1. Gender
a) Male ()
b) Female ()

2. Name of the hospital..........cccooviiiiiiceeee e

3. Years worked in the hospital

a) Below one year ()
b) 1-3years ()
c) 4-6years ()
d) More than 6 years ()

4. What is your level of education?

a) University ()
b) Tertiary ()
c) Secondary ()
d) Primary ()
5. What is the functional position in the institut?
a) Manager ()
b) Health worker ()
6. What role do you play in cost sharing program?
a) Supervisor ()
b) Implementer ()

C) ANy other, SPECITY .....ooiii e



Section B: Competence of Employees
Please rate each item below and indicate your tsaheloy circling the appropriate
number that represent your reaction to the statemieere: 1 = No atall, 2=To a

small degree, 3 = To a moderate degree, 4 = Teat degree, 5 = To a very great

degree.

Statement 1 2|3 |4 5
1 | know about cost sharing program 12
2 | strive to ensure cost sharing is successful 12

| have undergone several trainings and updatem;ln:L

sharing program

| feel part and parcel of the people involved in

achievement of the program

| am competent enough in relation to cost sharing

program

The environment in terms of availability of recargi
6 [tools, drugs, laboratory reagents and motivatiooragpl | 2 34 |5

others is conducive

Section C: Internal Control systems.
1. Are you aware of the control measures uselarcost-sharing program?

a) Yes ()
b) No ()
c) Ifyes,

lISt tNEM OWN; ..
2.  How would you rate the influence of internahttols on the effectiveness in

collection and utilization of cost sharing fundgiwe facility?

a) Very high ()
b) High ()

c) Fair ()

d) Low ()
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3. How effective has the management in the hddpéan in ensuring that
internal controls are well implemented for propeltection and utilization of

cost sharing revenues?

a) Highly effective ()
b) Effective ()
c) Slightly effective ()
d) Non effective ()
4. How would you rate the impact of internal coigrin fraud detection?
a) Very high ()
b) High ()
c) Fair ()
d) Low ()

Section D: Attitude of employees.

Please rate each item on a scale from 1 to 5 where;
1 = Not at all

2 =To a small degree

3 = To a moderate degree

4 =To a great degree

5 =To a very great degree

Statement 1 2 3 4 5
1 | feel cost sharing is important
2 | understand why cost sharing is there
3 | am motivated to support cost sharing progrg

| appreciate the way cost sharing funds are

collected and utilized
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Appendix 3
KEY INFORMANT INTERVIEW SCHEDULE (PATIENTS/CLIENTS)

Thank you for taking your time to answer this qimstaire. It seeks to identity
factors influencing implementation of cost sharprggram in public health facilities
in Machakos County. The information gathered rsaimademic purpose thus will not
be shared with unauthorized persons and will betecbwith a lot of confidentiality.
Please tick against your response to the optiomaged.
For questions without options, fill in your ansvegr the space provided)
1. Gender

a) Male ()

b) Female ()

3.What do you think COSt Sharing iS?.......... e eeeeeeerrmmmmiiiiieeeeeeeeeeeseereeeeneeen
a) Free services
b) Service fees partly paid by the government
c) Allservice fees are paid by the patient
d) None of the above.
4. Have you ever been informed about cost sharingrprmo?
a)Yes
b) No
5. If yes where did you get the information from?
a ) From the hospital staff
b ) Chiefs baraza
¢ ) Medical brochure
d) Media
e ) News papers
6.How are the charges for the services offered?

a) Cheap ()
b) Reasonable ()
c) Expensive ()

67



7. How is waiting time in the departments attended?
a) Verylong (more than 1hour) ( )
b) Long (30 mins to 1 hour)
c) Short (10 to 30 mins)
d) Very short (0 to 10 mins)

8. How do you rate cleanliness in this hospital?

—~ ~  ~
~—_ ~ o

a) Verydirty ()
b) Dirty ()
c) Clean ()
d) Veryclean ()
9.What is your view of the staff altitude?
a) Not concerned ()
b) Rude ()
C) Helpful (
d) Friendly ()

10.Generally how are the services in the hospital?

a) Below my expectations ()
b) Met my expectations ()
C) Beyond my expectations ()
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Appendix 4

Determining Sample Size from a Given Population

N S N S

10 10 220 140
15 14 230 144
20 19 240 148
25 24 250 152
30 28 260 155
35 32 270 159
40 36 280 162
45 40 290 165
50 44 300 169
55 48 320 175
60 52 340 181
65 56 360 186
70 59 380 191
75 63 400 196
80 66 420 201
85 70 440 205
90 73 460 210
95 76 480 214
100 80 500 217
110 86 550 226
120 92 600 234
130 97 650 242
140 103 700 248
150 108 750 254
160 113 800 260
170 118 850 265
180 123 900 269
190 127 950 274
200 132 1000 278
210 136 1100 285

Author Daryle W. Morgan and Robert V. Krejcie
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Appendix 6
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NATIONAL COMMISSION FOR SCIENCE,
TECHNOLOGY AND INNOVATION

Telephone: +254-20-2213471, 9" Floor, Utalii House
2241349,310571,2219420 Uhuru Highway
Fax: +254-20-318245,318249 P.O. Box 30623-00100

Email: secretary@nacosti.goke NAIROBI-KENYA

Website: www.nacosti.go.ke
When replying please quote

Ref: No. Date:

4™ July, 2014
NACOSTL/P/14/8806/2220

Kiala Mary Njeri
University of Nairobi
P.O. Box 30197-00100
NAIROBI.

RE: RESEARCH AUTHORIZATION

Following your application for authority to carry out research on “Factors
influencing implementation of cost sharing program: A case of public
health facilities:-Machakes County-Kenya,” 1 am pleased to inform you that
you have been authorized to undertake research in Machakos County for a
period ending 31% August, 2014,

You are advised to report to the County Commissioner, the County
Director of Education and the County Coordinator of Health, Machakos
County before embarking on the research project.

On completion of the research, you are expected to submit two hard copies‘
and one soft copy in pdf of the research report/thesis to our office.

«

B ugl
SAID HUSSEIN

FOR: SECRETARY/CEQ i e

Copy to:

The County Commissioner

The County Director of Education
The County Coordinator of Health
Machakos County.

71



