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ABSTRACT 

This thesis focused on communit) pnrti ipntion in health priority setting in Magarini division, 

Coastal Kenya. The main bj ti c \ ~ t , pi rc community participation in health priority 

setting in Magarini livi i )1\ in talindi di 'trict of Kilifi County. The study examined health 

priority s~tting pr) 't..: • • • in ' ri u institutions at the community level, community participation 

in h~nlth priority · tling and fact rs that influence health priority setting at the community level 

in Magnrini clivi i n. 

The tud de ign was a descriptive cross-sectional which utilized qualitative methods of data 

collection. Focus group discussions were conducted with twenty (20) participants from the 

arious groups representing the community while key informant interviews were done with 

t~ enty nine (29) people comprising of health professionals, opinion leaders, health committees 

and program managers. The study participants were selected through convenient sampling. 

Data from ke informant interviews and focus group discussions record were tran cribed 

tran lated typed and exported to NVIV software er ion 7 for proce sing and anal i u ing 

tree n d and ub n de w re d el p d a d on the th matic are id ntified fr m 

tht: re r h ut: ti n . 

nm ni 

th t h lth pri rit.. ttin 

r 1 ti\ 

mmunit 

h i n m t ntu 1 

Ill\ h d mple. n dit i ult 

n 

rti i ti n. mmunit h n 



power to influence the outcome of an process indicating that the community is not actively 

involved in health priority setting and th rail decision making processes in the study area. 

Where the community i im l ~.:d, th' f involvement and participation is vague. 

omparativcly, communi! · p·1rti i1 <.ltion 111 the activities of health development partners 

including priori! s ·ttin' in th ·tud area was found to be high. 

llealth priority ·etting in the tud area is characterized by passive involvement and participation 

of all th gr up in the community as seen in the composition of the health committees from the 

district to the village le el. Thus, the current health priority concerns do not carry the wishes and 

feeling of the majority of groups in the community. This is against the spirit and the overall goal 

of decentralization approach of incorporating community participation in determining own health 

priorities as stipulated in the health sector reforms introduced in 2005. 

The stud findings further showed that the health providers attitudes and practices together with 

the ocio-cultural issues, illiteracy prevalence and burden of disease such as HIV I AI 

malaria. tub rculo i ar the main factor influencing health priority etting and th gener 1 

pro vi ion and utilization of health rvtce m agarini. p ific p r nal attitude and pr tice 

f indh idu l h lth \ · rker and ther taff ar larg ly t blam fi r p r uti liz ti n f health 

rvi m man health fa ilitie . 

hi th t th mmunit · i m r in h lth p i rit) ttin it 

I 
t . 

n amum r h lth . riti r r nin , tl 



results and impact positively in the pro i ion of health services, the government and other 

stakeholders in health provision hould r gniz the contribution of the majority of the groups 

at the community level by givin, tht.:m pportunitics to participate in issues that they find most 

important to addrc . th ir h lith th; •. 'I h Ace untability for Reasonableness (AFR) is a useful 

framework for pri()fily · ·ttin 111 fairness, trust and equity should be embraced to enhance 

communit pnrti ·il ali n in health priority setting and thereby improved utilization of health 

ervice ·. 



1.1 Background to the tud 

Priority ctting i consid r t1 kt: 

cconorTtics cspe ·i,lll • in tl HI 1 m 

CHAPTER ONE 

INTRODU TION 

th ustainability of any health system. Due to weak 

untrie , sy terns in each country ends up making its 

own set or pri )riti · r ar in hat it will provide (Martin, et al., 2003). And because of the 

ver clumging pati nt need and the demands for health services outstrips available resources, 

pri rit etting i one of the most difficult issues faced not only by health institutions and 

communitie but al o health policy makers (Bell, et al., 2004; Kapiriri, et al., 2004). The 

ocio-economic, political and technological changes occurring in the world have resulted in 

impro ed quality of life, population increase and lifestyle diseases, among other things, which 

ha e outstripped diminishing resources in many countries. In providing health services, most 

developing countries have had to grapple with issues of accessibility, affordability, 

availability and overall, the quality of services. Governments have ended up creating 

inequalities in communities as they put into consideration issues such as class, gender, race, 

ethnicit , age or religious affiliation. These social divisions engender potential conflict, 

ho tility, alienation and untold human suffering, as differing group confront the effect of 

inequalitie in political power, ocial tatu /pre tige and economic re\ ard . 

udy by H m ( 1995) hO\\ ~ that und r tanding pri rity tting in h alth rvic 111 man 

d 'elopin untrie important fi r l\\ main ir t, ther i an in rc.: rn 

• pen iture hi h i main! • und d fr m pu li n.: ur c and. t\\ th pr ur thi h 

n ' mm nt ' hi h ntr hi ,h 

t h m t the m \ . ln m m 
ntt t l hi lu m limit 



Priority setting is a more or less systematic approach to distributing the available resources 

among demands to fashion the b t he lth ar y tern possible, given the constraints. The 

criteria used in many dev loping untril!. i far away from the burden of diseases and even 

frequency of the dis a lkin 1 ri( riti ' · pertaining to allocation of resources in health in 

many dcvcl pin • · Hlntri m in\ ba ·cd n political and I or tribal affi liations and is not 

cvidcnc ·d bu · ·d ( if"'1 n ham er , I 993; Wi eman, et al., 2003). It therefore continues to 

b' u p liticully charg d t pic in many developing countries. The underlying problem is that 

n the choice of health interventions have been considered as complex and 

multifaceted (Kapiriri, et a/., 2006). Unfortunately, decision-makers in developing country 

health care institutions lack guidance with regard to priority setting and as a result priority 

setting occurs b chance and not by choice (Bryant and White, 1982; Steen, et a/., 200 I). 

Due to limited resources, the leadership in health care has to make hard choices about what 

ser ices to fund and what not to fund. This process of priority setting has traditionally been 

shaped by organizational cultures where nonns and incentives have implicitly supported 

historicall -based resource allocation processes (Mitton and Donaldson, 2003). That i , in 

mo t health care organizations, the proces underlying priority etting i ba ed on the pre iou 

year' e. p nditure b ing rolled o er to the current year, " ith orne political and/ r 

d mographi adju tm nt . hi can lead to allo ation ba d on 

n blin 

0 

to dire tl 

ro ountri ha c . ·pre 

m . pli it 'id n b d 

problem i that d 

ti ti n " ith th 

rit) ttin . 

ret riteria and thu 

n mak r in ari u 

d iring 



In Kenya, priority setting in health u ed to adopt the top-down approach with the Ministry of 

Health headquarters taking leader hip in h alth care provision and policy making. Under 

health reforms such a ati n I fh:. lth l: t r tratcgic Plan 1999-2003, the ministry has 

embraced decentralinti n pr 'f<lllltnl: am ng other programs. This has seen the 

e tabli. hmcnt of th · I i tri ·t II alth Management Boards and Health Management Teams to 

ov~o;rscc thl! d 1 -t HI ' mun gement of the government health facilities at the district and 

heulth ccntr I v I . The aim v as to make priorities that reflect the needs and wishes of the 

c mmunity by im lYing them (Maina, 2004). In essence, this type of approach views the 

mmunit · a the eneficiary. The ministry realized that allocating scarce re ource with a 

ie' to re ponding to e er increasing demands from the population especially at the 

community ' as a huge task, especially the demand for health care under conditions of 

e ·treme po erty and health needs (Stefanini, 1999). Because of the demand for health 

services that outstrips available resources, some form of priority setting must occur. This is 

one of the difficult tasks faced by health leadership (Gibson, et al., 2005; Kapiriri et al., 

2009). 

Though the decentralization program aimed at making many takeholder at the community 

le,el participate in deci ion making proce e " ith a ie' to arri ing , t an incr a d 

a c ptan e nd u tainable outcom as \\'ell to encourag al initiati e it Ia k th 

n itization cl m nt that i c entia! in bringing out health c n rn f th p pulati n. In 

mh r 1 1ini tl) He lth intr du d a gr mme 

hi h n int lm \ ·ith th mmunity far rda ilit 
nd '' 

m . l m di 

t im hh r in mili nd th mmuniti . 



because few resources exist especial! in rural areas to provide emotional and educational 

support during the process of making diffi ult h alth decisions. 

Following the failure in u 1.1inin ~ pr )ram within the community under the top-down 

initiative, att ·mpt · h·1' l ·n mad t in olve the community and make them participate in 

uctivitic~ uml·r th · tt m·up appr ach. In this effort, participatory approaches aimed at 

making ~.:ommuniti '' n and manage programs have therefore been advanced, though 

vnr ing tr m d 'el pment agency to the other. Community participation means that there is 

me t1 rm f invol ement of the people, at the grass-root level, with common needs and 

goal in decisions affecting their lives. The assumption in this perspective is that communities 

in rural area are ah: ays organized and cohesive. 

Community participation in any rural development has been recognized as a basic operational 

principle of rural development (Chifamba, 2013). Studies (such as Daniels and Sabin, 2002 

and Goldman, 2004) have supported the idea of involving the community in setting health 

care priorities. As far as public funds are concerned, the community i the most important 

takeholder of the healthcare sy tern . Ba ed on that, legitimacy and fairne demand that they 

b at the priorit '- etting table; that thi i a v a of keeping\ ith the principle of d m crac) · 

that emp \\ering p pie to pro ide input in de i ion that affect their \i 

II r th de i ion . ' hich in tum impro e the mmunit ' tru t and 

m I rau l n nd lrn r·d ttir, 2 

rnmuni t .. p ni n t pi th rm 

In iti 

th mmunit hi h h ul I r t 

en ourag upp rt 

n td n in th h lth 

n ·Ill ' Ill 

lu 



priority-setting decisions (Ham, 1993). While community participation may eventually bring 

many lasting benefits to all group f pe pi it an be an opportunity to take over power and 

control of issue with a vi '' t rdi. trit utitP p w r that enables especially the vulnerable 

groups to delibcrat ly b in lul' i in prit ritic'. 

th ·r studic · h 1v · h "n that making the public to participate at the community level in 

iall) health and health care priorities) is a constant challenge for health 

tem deci i n maker at all levels as other competing issues struggle for attention (Abelson, 

et a/., ~00 : Penelope 1999), on the one hand, and leadership issues, powerlessness and 

po ert), among others, on the other hand (Chambers, 1983). 

1.2 Problem Statement 

All health care systems in developing countries like Kenya face problems of justice and 

efficienc related to setting priorities for allocating a limited pool of resources to a population. 

This makes it difficult to provide everyone with the required services. carcity rai es 

que tions of justice and efficiency mainly on how limited health care re ource may be 

allo ated to the community. E en the meagre re ource available are embezzled or 

mi managed b) leader and polic maker \ ho e kno\ ledge and under tanding on pri rity 

tting i low. 

t bli hm nt the i tri t Health ard nnd H lth 1 nag mcnt 'I m 

I m nt t cncral mnn lcm nt o th g vcmmcnt 

h lth t th di tri t nd nt 

tin th 

m ni ith rti ip tin in h lth pri rit 



giving the community an opportunity to contribute local initiatives which will be acceptable 

and sustainable, the health team c mmitt e are implementing government priorities 

ignoring the community' 1 " nd pri riti"' which are the pillars in any health care system. 

There is a huge demand ~ r h , lth . r ~l:r icc at the community level that exceeds available 

resources ut th tt I v ·1 . I h ric riti ·~ of the community concentrate around the effects of 

poverty. hung ·r. d1 )U 1 hl nd di e· e such as cancer, tuberculosis, malaria and HIV/AIDS. 

The · p 't! ri u · 'hallenge both to community resources and leadership. 

Re ource allocation and other priorities in health done at the national level have depended on 

hi torical or political affiliations and are not based on the burden of disease or other relevant 

criteria or alues. Several reforms that have been proposed and/or implemented at the 

community le el have failed to yield the anticipated results largely because the community 

has not been in olved at all the stages for their values and feelings as primary consumers of 

services. Community participation and involvement in all aspects of priority setting is never 

meant to out-rightly replace formal decision-making but to enhance the same. The whole 

concept is basicall to recognize, consider and use the input of the community to make better 

and more su tainable decisions. Hm: ever, the leader hip ha taken advantage of ignorance, 

limited organi ational and managerial kill and pO\ erie ne that exi t at the c mmunit 

level to app int p ople of their own choice to repre nt the communit . Thi make 

com mitt mmunit · I I uln ra le and can il m nipulat d t repr nt 

p intin and n t th mmunit hi f quit '. 

nd im 



Due to lack of mechanisms of communicating health priorities of the community to the health 

committees and lack of appeal me hani m , r pr entation in the committees is to take care of 

the interest of individual , thu th 'i " , f the mmunity are not necessarily represented. 

This ha resulted in pri riti that ar n t relevant to the felt needs and wishes of the 

community. lh · '. i tc..·n • I in qualiti • · in health is an indication that the existing priorities 

wcr · n t d lll • ln d 11 mmunity priorities. A big proportion of the population at the 

communit ' I v I in luding people with disabilities, women, men, youth, old and elderly are 

otlen left ut and their needs not taken care of whenever health priorities are determined, 

making the prioritie unfair to them. Health priorities have therefore ignored fairness by not 

gi ing the community a chance to participate and contribute, which is one of the goals of 

priorit etting in as far as the distribution of resources is concerned. Fairness ensures that 

health priority setting at the community level is relevant to users (community). The 

community need to be informed of the process of priority setting through publicity 

mechanisms and need to be able to amend I appeal if they are not satisfied.This study sought 

to investigate community participation in health priority setting in Magarini divi ion by 

answering the following research questions: 

I. What are the proce e in olved in health priority etting at the communit le el in 

1agarini di i ion? 

') What i th I of ommunity parti ipati n in pri rit tting in h lth pri rit 

ttin in 

that influ n h alth pri rit · ttin at th mmunit I vel in 

'ni dhi i n? 



1.3.0 Study Objectives 

1.3.1 General Objective 

To explore community parti ip ti n in h lth priority etting in Magarini division, Kenya 

1.3.2 Specific.• Objc ·th l'" 

I . To U'> · • ., · h alth ri rit ·tting processes at the community level in Magarini division 

r d t rmin the le el of community participation in health priority setting in 

Mugarini divi ion 

To e tabli h factors that influence health priority setting at the community level in 

Magarini di ision 

1.4 Justification 

Demand for health care services in developing countries like Kenya threaten healthcare 

systems if priorities between competing needs and demands are not agreed with the 

population especially at the community level. Decision makers at the national levels struggle 

to ensure that priority setting in set-ups within the community are made with a vie\i to 

en uring that the limited re ource available at the community level are di tributed equally 

and fairly ba ed on the demand of each category of the population. or u tainabilit 

health programm at the lev I, deci ion maker ha e had t d el p and impl m nt p li ie 

that r g red tO\\ rd in rp rating all th takeholder in h alth int ntributin t health 

t th mmunit) le el. n ppr a h fund r tandin' h \' pri rit ttin, i 

t th mmunity I el \\ t c. ·plor mmunity p rti ip ti n in h lth pri rit cttin 



Non participation ofthe community in health priority setting is a threat to health policies and 

priorities because the communit ar th utright con umers of services and the many health 

policies developed by th rdc · nt st k h ldcr and thus have detrimental effects on 

sustainable devclopm nt if n t ,i, n th~: attention it de erve. In spite of that, community 

participation •-;pc ·i Ill in 1 r r ur ctting where the majority of the populations reside 

hus not bl:l.'ll ·•d ·quut ·I) r • · arched on, yet it is the strength of these that policies and 

pr gr lllllll . ar r nnulated. 

The finding of thi stud)' will provide a better understanding of health priority setting 

proce e . the circumstances under which priorities are arrived at in difficult situations where 

re ource are not a ailable and the general factors that influence priority setting at the 

community level. The study findings will go a long way in informing policy makers of the 

need and importance of developing feasible programmes that incorporate views, needs and 

wishes of the community. Health providers will eventually be able to better contextualize 

issues facing the populations at the community level. 

There is need for a rational, all inclusive and transparent approach to health priority etting 

that guide policy maker and other takeholder in their choice of health intervention that 

ma:imize ial \\elfare. In tead of concentrating on ingle criteria poli mak r n d t 

t king into unt multiple rit ria imultan u ly. akin, th mmunit · 

in pri rit • s in he lth' ill go a ion tn rc tin, w rkablc and 

u t in I impl m nt ti n prnro"'"""" 



It is anticipated that the findings and conclusions that have emanated from this study will be 

useful in enhancing and empowering mmunity participation in health priority setting at the 

community level. hi \\ill r ult in pr rnm which are geared towards alleviating the 

suffering of the communit . 

1.5 'cope und l.imit:tti n of th tudy 

gical in approach as it emphasis was on the field of cultural I social 

tud focused on community participation and the factors influencing 

health pri rit) etting in social and health structures within the community from Malindi 

di trict through Magarini division up-to the village level as a way of understating how health 

priorit settings are done and how priorities in each ofthe levels draw its priorities from each 

other. The stud further focused on the participation and overall contribution of the various 

groups in the community on the one hand, such as women, people with disabilities, youth and 

the old and the elderly and the small communities under the Giriama like the Waata and 

Kauma. There " as no attempt to push this study to other domains where there was a direct 

link to other domains. For instance, no political investigations were carried out to determine 

the selection/appointment of certain people to the health committee at the variou level in 

the ommunity. 

Parti ip nt " r a ur d of onfid ntialit of th infi rmati n th w r gi ing parti ularl · 



requirements/requirements (publicity, appeal/revision, relevance and enforcement/leadership) 

for the organizational structure of priorit etting in health care settings. The framework 

provides limited guidanc on " in " hi h the conditions of the framework should be 

implemented o a to t hi 'Y I 1ir .1nd I li1imatc priority etting. 

II 



2.1 Introduction 

CHAPTER TWO 

LIT RA TURE REVIEW 

In thi haptcr, litcrutur p •rt.tinin 1 It th' tudy topic i reviewed with a view to providing an 

under tanding >f h ·11th 1 ri nt 

the conununity in h ·1Ith pri rit 

tting at the community level, especially the participation of 

etting. The theoretical framework and the conceptual model 

that guided th -tud/ are at o described including the operational definitions of variables 

used. 

2.2 Health Priority Setting 

E. isting literature in health priority setting describes priority setting in various health care 

contexts both at the national and community levels. According to Cookson and Dolan (2000) 

and Kapiriri, et a/., (2003) there are decision-making principles and approaches that are 

nonnally used in setting priorities. But most developing countries face high demands on their 

health care systems and limited budgets that go a long way in meeting the demands. The 

demand for health services together with the ever changing patient need have been ho-v n to 

overstretch a ailable resource thu making priority etting in de eloping countrie one ofth 

bigge t halleng fa d b · health in titution . communitie and health p Ji maker· 11. 

et a/., 20 4: ib n, et a/., 2005 . ri ing from that c untrie fa ing I t 1 
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As a result of limited resources, the criteria used in many developing countries as far as 

priority setting is concerned have b n h ' n t be far away from the burden of diseases and 

even frequency of the am . Pri rit) dtin ha ~ been argued to involve value-laden choices, 

which are more techni · I. l ' ntll,\11 , 1h a1 proachc ends up not providing the necessary 

skill t dccisi m-•ntk ·r \\ ith 1 i t enabling them address a broader range of relevant 

vulu ·s ·tu.:h ts tru ·t. quit . a untability and fairness (Byskov, eta/., 2009). 

But th variati n bet\ een the levels of priority setting may not be surprising, given that 

different le el in ol e different actors with different roles and concerns. The actors at the 

different le els also make different kinds of priorities, which may affect their perception of 

faime s. Ho~ e er since actors at the different levels have varying roles and concerns and are 

influenced b the political culture and institutional framework within their organizations it 

can be deduced that the different actors' perceptions of fairness in priority setting would vary 

according to their level of decision making and their political and institutional contexts 

(Kapiriri and Martin, 2007). 

The health inequalitie een in many de eloping countrie could be a con equence of ub­

optimal u of th limited r ource in the communit as far a equit and a rda ilit • are 

on mcd. Inde d. on ofth goal of priorit tting and de i ion making i fi irne . in t m1 

th ributi n of r ur n id red a k y lm nt ' hen he lth s arc 
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Making priorities pertaining to allocation of resources in health in many developing countries 

are mainly based on political and r tribal affiliations and not evidenced based (Birch and 

Chambers, 1993; Wi eman. et I. _ . ). lt ntinue to be a politically charged topic in many 

developing countrie . nd r tan lin th~.: m aning and art of deciding is considered to be the 

m st important t·t k )I I .tun and thcr ~ rc paramount (Garvin and Michael, 2001). The 

undcrlying pr )bl ·m i thut de i i n on the choice of health interventions are complex and 

multiltlcctcd Ku iriri and orheim, 2004) and the process is therefore ad-hoc or history­

btl ed. Unforlunutel). deci ion-makers in health care institutions lack guidance with regard to 

pri rit etting and as a result priority setting occurs by chance and not by choice (Steen, et 

a/., 2001). 

Priority setting prioritizes provision of basic necessary health care, doing the best within the 

gi en resources and prospective planning. Setting priorities in health care means allocating 

limited resources so that some programs are supported and others are not. Indeed, distribution 

of resources among competing programs or people occurs a all levels of health care y tern 

and has been identified as the main important issue in health care management (Martin and 

inger. 2003; Mckneall , eta!., 1997). Health expenditure in many developing countrie are 

oft n fo u ed on ervice for richer areas or group at the e pen of th p r. n ' her the 

latter offer gr ater cope for o t-effecti e h alth are. AI • poli · m k r · rna fi 11 w 
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a system that has been embraced by many governments as an aspect of leadership, is a 

deliberate effort to making prioriti and d i ion that carries the needs and wishes of the 

local people by involving th m. he . st ~m ha been to strengthen the capacity of the 

branches at the lower I v I t kli l'r s~r icc · to it population. Thus, priority setting is the 

ability to make u · ·i ·illll · md t ric ritic · and , at the same time, how to share responsibilities 

between the · ·utr · md I " r-le el of an organization. 

2.2.1 Decentralization of Health ervices 

The World Health Organization proposed decentralization as a way to empower communities 

to take owner hip and control of their own health in 1978. The approach has therefore been 

adopted b man developing countries as a key management approach on the belief that it 

enhances efficiency in public sector performance. 

Decentralization, an aspect of leadership that has been adopted by many governments in all 

ectors, is a deliberate effort to make policies and programs reflect the needs and wishe of 

the local people b} involving them, thus making development plans realistic and ea y for 

adoption. According to the v orld Bank, decentralized deli ery i ba ed on the imple concept 

of getting re ource to\ here the are needed (World Bank 2000). A tud b Maina 2004) 

ha hown that the main aim of the decentralization h been to trength n the capa it of 
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powers involved covers fiscal allocation, public planning, service delivery and systems 

management. 

In Kenya, health priorit uin • lhh fc r a I ng time adopted the top-down approach. Priority 

setting processes r ·stc l "ith th fini tr of I lealth headquarters taking leadership in health 

cnn.: pnwisi m 111d 1 1li •• ma in . F llowing the publishing of the National Guidelines for the 

Jmph·melltatwfl o Pnma Health are in Kenya in the year 2000 the stage was set for the 

tart r impr \ed health care delivery with the emphasis on 'decentralization, community 

participation and inter- ectoral collaboration. In order to enhance provision of quality health 

care which i acceptable affordable and accessible to all the populations some policies such 

a The Ken a Health Policy Framework Policy Paper (1994-2010), the National Health Sector 

trategic Plan (NHSSP) 1999-2004 I and II 2005-2010 were introduced (GoK, 1999). 

Folio\ ing the Kenya's Ministry ofHealth's commitment to decentralization of the health care 

deli er) through redistribution of health services to rural areas as reiterated in the policy 

documents. the health sector has evidenced many changes in the restructuring proce s. The 

policie ha\e mandated Di trict Health Management Board (DHMB) and Health 

anagement Team (DHMT) to o er ee the day-to-day management of the go ernmcnt 

health fa iliti at th di trict and di pen ary le el . 
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credible commitment and in tum strengthen the desire to promote efficiency and equity as 

health service principles for priorit etting (Mo ncy, 2005). 

In trying to provid en i · •s, 't '~.:rnm nt: hav ended up creating inequalities in communities 

a they put into c ll1 ilkr IIi n i u ' uch a· clas , gender, race ethnicity, age or religious 

uniliution. 'I hcs • engender potential conflict, hostility, alienation and untold 

humun suiT ring. · difTering groups confront the effects of inequalities in political power, 

ocinl "tutu pre tige and economic rewards. This may explain the fact, for instance, that the 

di tribution of illne s in society is seen to follow closely the distribution of income and wealth 

(that the Je el of income determines to a great extent standards of housing, type of local 

en ironment and other factors such as diet, clothing and overall quality of life). This has 

' itnessed socially marginalized communities that have continued to face constraints m 

accessing and affording health services. These are the core elements in any system of 

stratification, dramatically affecting the well-being and development of communities. 

According to Blane (1985) health inequalities influence social mobility, the healthy tending to 

be up,,ardl) mobile, ' hile the unhealthy drift dowm ards. The material explanation 

empha ize the importance of difference in material con traint , uch a li ing and , orking 

ndition throughout ommuniti . Blan furth r ugge t that thi i · th onl , a to 
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Arising from the above, decentralization is seen as the redistribution of decision-making and 

priority setting responsibility betwe n th entr and lower-levels of an organization 

(Chweya, 2006). In gov rn n . it in r'di tribution of decision making power and 

authority that goc with it b t\\ en 1h h ·adquarter and the field units such as districts, 

pr vinccs, r •gion ·or I -.tl un il . 

2.2.2 cc ·ssin • ·wd I' in· n in Healthcare ervices 

ln tr 'i ng t pr 'id health ervices most of the developing countries have had to grapple with 

1 ue f acce ibilit). affordability, availability and, overall, the quality of services (World 

Bank. 1987). 

Health ector reforms \ ere introduced under the umbrella of Structural Adjustment 

Programmes (SAPs) implemented in the 1980s, necessitated by the debt crisis. The economic 

crisis " as e ident in the diminishing financial abilities of government to provide social 

ervices such as health and education. With or without SAPs, African governments were 

faced with the challenge of sourcing funds in order to continue financing ocial ervice 

provi ioning. One of the " a s of ourcing funds " as located in the potential to pay by u er , 

hence the introduction of co t haring. 
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The Government of Kenya committed to providing free health services for all citizens in 1963 

as part of its development trat g t ' nrd improving the welfare and productivity of its 

population. The governm nt full range of heavily subsidized health and 

education erviccs will b \\ il.\ll t( all 1hc citizen (Owino and Abagi, 2000). Kenyans, 

though. continue I I() b '1.:rl unkn d by the out-of-pocket health financing which has been 

idcntili ·d 1 • 1 m 1j )f t Jni ·r t ' ard accc sing health care (MoH, 2006). The onset of socio­

economic ·ris · "itn · ed in the late 1980s proved to be a major blow to the government 

commitmt!nt t pr 'iding free health services. 

Ari ing from lack of sufficient resources, the Government of Kenya has been struggling to 

deal , ith the dilemma of combating a growing burden of disease, regulating quality and 

improving equity in health care distribution within the context of declining public financing 

that is forcing rationalization of health service delivery. The government, as reflected in the 

arious reforms such as ational Health Sector Strategic Plan 1999-2003, has shown its 

commitment to creating an enabling environment for the provision of sustainable quality 

health care v hich is acceptable, affordable and accessible to all Kenyans. 
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Removing user fees in primary health care services is considered one of the critical policy 

issues being considered in many d veloping untrie (Chuma, et al., 2009). Proponents of 

user fees noted that fee w 

equity and eflicicn y; th·u 

car services rath ·r th m 

dditi nat revenue, which could be used to improve 

' w uld encourage use of low cost primary health 

r f rral facilities; and that they would improve targeting of 

resources by r ·du ·in 1 unn · ·s · r demand (World Bank, 1987). A study on user fees has 

furth~r ·h wn that u · r fee impact negatively on the demand for health care, contribute 

tm nrd h u eh ld po\ ert , promote inequalities and generate little revenue (Mbugua, et al., 

1995: lwabu. eta!., 1995). 

The main dilemma in health care finance has been allocation according to need and defining 

the ·need' of the population has been a major bottleneck in many developing countries. 

Indeed these are the methods used to distribute national funds to regions and other 

geographical areas (Rice and Smith, 2001) which, should entail di stributing funds on the basis 

of existing national average expenditure, given certain socio-demographic characteri tic of 

indi iduals (such as age, gender, and disability status, among other factors). This not only 

rai e i ue relating to faime s but also equity. Culyer and Wag taff (1993) qualif that 

equalizing the di tribution of health i not to be achie ed b} deliberately reducing the health 

of orne memb r of iet} but b an incr a e in e. ·p nditure. 

2.3 mmunit) Parti ipati n in H ltb Pri rit) ttin 
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the benefits of development programmes and their participation in efforts to evaluate such 

programmes (Collins, eta/., 1996; akl and Mardsen, 1984). 

Involving the c mmunit · in s t:1r .l 1 riorit ctting processes are concerned has not been 

mploycd by leaders. Majority of the communities are 

poor. illit ·rut· w · ·mi-lit rate and have been termed as being not well organized with no 

p liticul mu "'Ito!. ham e (1983) noted: 

P r people are rarely met (consulted). When they are met, they often do not 
peak. \ hen they do speak, they are often cautious and deferential, and what 

the a is often either not listened or brushed aside, or interpreted in a bad 
light (p 18). 

Bergdall ( 1993) noted that there is an atmosphere of passivity and dependence prevailing in 

rural communities. In that sense, people have become accustomed to petitioning those in 

authority, or donors with outside resources to do something on their behalf. This, therefore, 

reinforce a self-perceptiOn of themselves as submissive objects of development rather than 

active pia ers. 

According to Abel on eta!., (2003) and Penelope (1999) in olving and making the public or 

community parti ipate in tting prioriti e p ially health and h alth car pri riti are a 

on t nt hall n for h alth } tern d mak r at all I I (I al, r gi n I and 
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service principles for priority setting (A ineri and de-shalit, 1992).The underlying factor has 

been to take the community to O\ •n and entually have a say in making priorities and 

subsequently have the overall ntr I f th pr ce c . uch a move is intended to provide the 

community influcn co cr pri rit · sd tin) hich will go a long way in reducing the problems 

of lack of cr ·dibl· ·omnlitm nt and in turn trcngthen the desire to promote efficiency and 

cquit us hcullh s ·r\'i · • rin iplc fi r priority setting (Mooney, 2005). 

While e. plaining the bottom-up development approach, Bhatnagar and Williams (1992), 

de cribe participation as a process by which people, especially disadvantaged, influence 

decisions that affect them. Participation is viewed not simply to mean involvement but also to 

mean influence on development decisions in as far as the processes of priority setting and 

decision making are concerned. The group referred to as disadvantaged are people who are 

materially poor people with no access to social amenities such as education and health, 

minority ethnic groups and victims of gender discrimination. With this, participation is 

viev ed as incomplete without the dimension of empowetment which is an objective of 

popular participation. 
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Daniels, et al., (2002) and Goldman (2004) have rooted for the idea of involving the 

community in setting health car pri riti . Thi i mainly because citizens are the most 

important stakeholder of th h lth r . • t m. ln that regard, legitimacy and fairness 

demand that the communit) l \1 th' 1 ri rit - dting table as a way of keeping with the basic 

principles of d ·m > ·r 1 • • I mp " rin people to provide input in decisions that affect their 

lives cncour 1g • · ·u1 p r (I r th c decisions, which in turn improves the public's trust and 

confidt:n · in th h alth care y tern (Traulsen and Almarsdottir, 2005). In addition, the 

c mmunit , im 1\ement and participation provides a crucial perspective about the values and 

prioritie of the community. which should lead to higher quality, or at least greater acceptance 

of, priority- etting decisions. 

2.4 Barriers to Community Participation 

According to Knox and McAlister (1995) the community is not informed well enough about 

the complicated scientific, clinical and administrative aspects of health care to contribute 

meaningfull to priority setting. However many members of the community have real-life 

experience a user of the health care system and other public service ( uch a education) and 

can offer in ight into the value and belief: of the public at large. In genuine communit 

engagement, memb r are not exp ted to be ientific exp rt , but rather to pro id th ir 

per p tive ( ani I and abin, 2002). 
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who have been "consulted" about policy choices later find that their views have been ignored~ 

which leads them to conclude that th ir input was not valued, thus causing anger and 

cynicism. 

Members of th • · )Jillllllllit fl n perceive an intimidating power imbalance between them 

und cliniciun · tmd r li ) -making expert , which can undermine the legitimacy and fairness of 

the pri rity- t!tting pr ce . fforts have not been made with regard to minimizing the 

difference b etting an appropriate time during deliberations and including a sufficient 

number of repre entati es of the community on decision-making bodies so that they do not 

feel that their membership is viewed as a token (Gibson, et al., 2005). In circumstances where 

there is a commitment to meaningful community involvement, very few members are 

involved. This may be too few for a critical mass and reduces the probability of reflecting the 

broad vie\ s ofthe public (Martin and Singer, 2003). 

Another barrier to community engagement is the concern that tho e cho en will not be 

representati e of the public. A small number of community repre entative on a deci ion­

making committee cannot po ibl) repre ent all legitimate public iew . Ho\ e er, th am 

can be aid of the abilit of a mall number of clinician or he lth care manag r · t reprc nt 
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People's right to participate in community affairs is hampered by high levels of poverty, 

illiteracy levels, lack or untapped r ur s and other developments (Chambers, 1983). 

People wielding socio-economi und p liti . I p wcr have their ideas largely forming part of 

priorities. 

hnully. involving th mmunit will make the decision-making process too protracted 

(Lenughun. 1 me methods of community involvement, such as having members on 

deci i n-making committees, typically have little impact on the time required to make a 

de i ion. The other method, such as consulting with the community through public forums, is 

vie' ed as an extension of the time required. 

2.5 Leadership in Priority Setting at the Community Level 

In the traditional African communities, leadership emerged on the basis of a popular 

consensus and ' as not imposed. People used to make their upport known through open and 

tacit appro a! of the way the leaders conducted the affairs of the people. In the instances 

' here people disappro ed of the leadership or certain decisions, they tended to vote with their 

fe t and mo ed to other areas and communitie ' here they could e tabli h an ac eptabl [I rm 

of I ader hip. The colonial rule di rupted the traditional form of go ernan and h k th 

foundation on "hi h Afri an nation had n b d for th u nd of e r intr ducing its 
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2001). The belief is that many people treat priority setting as an event, a discrete choice that 

takes place in a single moment. Lead r hip involves identifying priorities and being able to 

make decisions. 

Leader, hip involve · un l r t:mdin l th need ·, intere t , values and aspirations of others which 

make · it u deli· 1! · t alun in act ith elf-interest, values and aspirations. Leadership requires 

·ob r mind · 1· th pr e of deciding involves making alternatives with a view to getting the 

"b C or "righC. the fear of making wrong decisions and fear of judgment by others 

(D' ouza. ~007 . This means that caution should prevail throughout leadership as often 

alternati es that rna be better may be eliminated in the process and also requires a 

considerable amount of data analysis, listening and reflection. Arising from this has been the 

general belief and difficulty in life of many people in making the choice and treating decision 

making as an event a discrete choice that takes place in a single moment. 

Invol ing people, stakeholders and community is not a sign of weakness but a foresight and a 

en e of direction \ hich is an important milestone in leader hip. It gives them the influence 

over decision making \ hich decreases the problem of lack of credible commitment and in 

tum trengthen the desire to promote efficiency (Mooney, 2005). More-oft n p pular 

participation in d velopment, a pro b \ hich p ople iall di ad antag d influen e 
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public and private sectors. Knowing hm to forge consensus for policy development and 

implementation is critical to ucc ful mnnng m nt and leadership. 

Leadership in health ar i tb ut fa ilituting evidence-based practice and improving patient 

outcome· thr ugh Jll tlil\ ·ar . 1 her ti rc, if leadership is defined as a largely remote 

I ing deci ion-making and influence from a distance, and/or 

i · invt: ·t d with a Jut and all-embracing power and authority then it is clear that egos 

rather than i ue rna come into play (Millward, 2005). Leadership in health care is not about 

ego , it i about etfecti e delivery of health care at the front line. 

In addition, leadership is seen in the ability of the headquarters as far as the redistribution of 

decision-making and priority setting responsibility between the centre and lower-levels of an 

organization is concerned. It also involves redistribution of decision making power and 

authority that goes with it between the headquarters and the field units such as di trict , 

provinces, regions or local councils. 

Though uccessful priorit) setting is a desirable goal for deci ion maker , priority tting ha 

b orne one of the bigge t challenge faced by health deci ion-maker v orld\ ide. H pita! 

admini trator . on trained b budg t re triction and c nfr nt d b incr a ing demand. find 

it a p rti ul rly diffi ult hall ng to maintain rv1 and qualit • ' hil ntr lling t ; 
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According to Mitton and Donaldson (2002) decision makers were "frustrated with the lack of 

an explicit priority setting frame\\ ork" nd qu tioned "the credibility of resource allocation 

decision-making". everal tudi h '~.: r~.:p rt d that leaders desire an explicit framework to 

guide priority setting ( itt n 111 I I rc ut 2004; Teng, et al., 2007) and acknowledged 

leader hip us u k · tr \t "h r impr emcnt can make the most difference (Reeleder, eta!., 

2005).Th · ·u ·t tinubilit\ fhealthcarc ystems worldwide is threatened by a growing demand 

for · 'rvicc · and e pen i\ e innovative technologies. Decision makers struggle in this 

envir nm nt t et prioritie appropriately, particularly because they lack consensus about 

' hich alue hould guide their decisions (Holm, 1998). 

According to Lomas, et a!., ( 1997) and Mitton and Donaldson (2002) priority setting within 

health institutions may require assistance on how to make and deal with priority setting. 

Indeed it is clear that, at least in some jurisdictions, measuring the 'return on investment' and 

planning for hm: resources should best be spent are not always very far advanced. But local 

people's knO\' ledge in the form of beliefs and practices on all issues touching on their live 

ha e been underrated and therefore seen to be backwardness to out ider - though thi i 

ometime harmful according to the alues ofthe local people them elve ( hamber , 1983). 
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facilities. This may be due to differences in the overall level of health care funding or to 

differences in the way these fund are all at d among competing uses or both. 

While recognizing thut th icw are important in health priority setting, the 

literature rcvi ·w ·h)\\ · that ri rit ctting i complex, difficult and contentious (Wiseman, et 

a/ .. 200 ). nd in g 'lling pn ritie · from the community, the approach for getting the health 

prioritie · large! 'depend on the issues at hand but there is no standard methodology for the 

arne. me appr ache can be very technical in nature that the relevance of the community is 

lo t. In the face of this complexity, there are increasing demands from governments and 

healthcare funders for more formalized, workable and transparent approaches to health 

priority setting. 

2.6 Theoretical Framework 

This study used the accountability for reasonableness (AFR) as its theoretical framework. It is 

a frame\ ork v hich has been used as an analytical lens to facilitate social learning in a far a 

priority setting is concerned and also connect priority setting to broader more fundamental 

demo ratic, delib rati e proce e that have an impact on o ial ju tic (Martin and ing r, 

2003). It i a frame\\Ork for legitimate and fair priorit etting that i ground d in ju ti e 

the n that empha ize demo ratic deli ration ( oh n, 1994· I en. 1 7; 1 en nd 
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resource-constrained health systems (Daniels and Sabin, 2002; Martin, et al., 2003;Kapiriri 

and Martin, 2007; Maluka, eta/., 2009 and Bukachi, eta/., 2013). 

According to th fram work. ht.:alth nr s tcm engaged in priority setting have a claim to 

fairnc , . u comm m r ri 1rit) ·ttin al in every healthcare system, if they satisfy four 

conditi ns: rch.:v ·m·-. ubli it . appeal and enforcement/leadership which are grounded in the 

theorie · fju ·ti ( aniel and abin, 2002; 2008). 

Fir tl . rele ance is ' here priorities are arrived at on the basis of reason like evidence or 

principle and that the priorities reflect the wishes and the feelings of the community. This 

study found that most of the health priorities identified at the community-based organizations 

and the structures in the public health sector were all relevant to the needs and wishes of the 

community. The worry which was found by this study was on actualization of the priorities 

identified. Resources for the realizations of the priorities identified were noted to be with the 

government and the community-based organizations themselves and not by the community 

,.,hich were found to be the last to decide on which priorities to be implemented. 

econdl . the prioritie and their rationale hould be tran parent and mad publi 1 

acce ible to all the tak.eholder ' . Thi aft r delib ratin n th ari u 

option pri ritie id ntified ju tift ati n fl r ' hi h er opti n grc d up n h uld lear 

nd rccablc t the mmunit . In man ' in tan~.: thi tudy und th. t the m nn r in ,, hi h 

h hh pri in the \ ri u h th th • nd, 

m' mmunit) r hi hc\Cr pri riti 

rri in th ru tu 
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pushing their agenda and therefore decided not to divulge their rationales for choice of 

priorities. 

Thirdly, rcvi ion m , n th r th rl; sh uld b pportunities and or avenues to revisit and revise 

prioritic in light >f furth ·r '\'id n r arguments, and there should be a mechanism for 

chnllcng · und di'>J ul ~ r · luti n. A · discussed in Chapter Four, this study found that the 

c mmunit ' wu · g tling pportunities to revise their health priorities mainly in the Non­

governmental rganizations unlike in the public facility levels. 

La tl . the leadership/enforcement ensures that the first three conditions are actualized. This 

study found that the community through their representatives either at the NGO or at the 

various committee levels did not have mechanisms of ensuring that their priorities are 

implemented. It is the NGOs and the leadership of the committees that were found to be 

involved in the ranking and final decision on the priorities to be implemented. Ranking allows 

positioning the selected priority issues in 'ascending' or 'descending' order of importance in 

relation to specific (predefined) criteria. While ranking the identified health prioritie , 

transparenc and inclusi eness need to be ensured. 

A R ha b n applied in a numb r of tudie in anzania, anada, nited Kingd m 

nd I \\ h r . th r ult of' hi h ha dcm n trat d that d i i n-maker • health 
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APR provides structure to the process of priority setting that helps leaders to establish 

priorities within their specific context , ' hit taking into account the available resources and 

regulatory condition . Th rc u It 111 pri rit i C> therefore have better chance of gaining 

acceptance and upport, I 1 in • 1 :su:stuinabl' health action and improved health outcomes 

(Martin, et al.. 00 ). \1 I t J d impr cment of priority setting can be accommodated in 

uny plunnin• 111d manu • m ·nt pr ccdures from strategic level to facility operations. The 

· · f pri rit etting rather than on the priorities as such is an innovation 

thut re p nd · t the long tanding calls for increased focus on process and context to enhance 

the deli er of quality service. AFR provides a framework for such focus, hence it becomes 

an important reference for priority setting (Gruskin and Daniels, 2008) and has been assessed 

and in arious degrees and forms been incorporated in health services settings in several 

countries including Canada, United Kingdom, New Zealand, Sweden and the USA as well as 

in more resource poor settings such as Mexico (Daniels and Sabin, 2008), Zimbabwe (Mielke 

2003) Uganda (Kapiriri, et a!., 2009) and Tanzania (Maluka, et a!. , 2009; Mshana, et a!., 

2007). 

2.7 ReleYance of the Framework to the tudy 

AFR help to operationalize the concept of faime 111 different conte t . raditi nail , 

pati nt and member of th publi , and in particular memb r of marginaliz d gr up , ha e 

b n e. · luded fr m imp rtant pri rity etting d i ion making, . n in nt . t wher th 

d n h 'ea . igniti nt imp t on the e gr up \\ell- in g. Rm t th nditi 
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process smoother. The AFR demonstrate that the four conditions are recognizable and 

applicable across health care y tern and I fpriority setting (Kapiriri, et al., 2009). 

Accountability for rea n bl n -. f r id a framework by which the fairness of priority 

ctting in health · tr tn t C\ ,tluat d (I lam, 2003). One of the goals of priority setting is 

fltirncss. M uty · llllltri h:n articulated fairnes as a goal of their resource allocation 

dcci ·i lll ·• t ut th ') • ntinue t truggle with articulating what fairness means (Cookson and 

D Inn. _000). Thi frame\ ark was developed on these premises and has been used to 

evnluutt:. imprO\e priority setting in various contexts and ensure that priority setting decisions 

are made tran parent! so that stakeholders, including the public, can discuss and influence 

the process (Daniels and Sabin, 2002). 

The relevance of this framework is based on the application of its four conditions stated 

earlier. The frame\ ork brought out an understanding of how priorities in health are arrived at 

the community level, how relevant the health priorities are to community needs, the existing 

mechanisms of communication between the community and the tructure for channeling 

health priorities and ho\ the community dri e its health priorities. Of intere t al o \ a the 

rationale that guide. inform the community in identifying their health prioritie . or prioriti 

to be adopted they hould be agreed upon fair! by all the takeholder in the c mmunit and 

in thi regard th hannel within th exi ting tru tur in harmonizing di ergent i " nd 

e ibility of the priori tie main I) b the c n urn r am ut. 
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2.8 Assumptions 

1. There is no clear-cut health priorit tting m chani m at the community level in Magarini 

division. 

2. There i limited mmunit. .trti i1 ati n in health priority setting in Magarini division. 

3. Ois as· burd ·u i · lh · k ') l t r influencing health priority setting at the community level 

in Mug trirti divi ·i 111 . 



2.9 Definition of Terms 

Priority setting: Refers to the di tributi n/id nt i fication of resources/tasks among competing 

programs. 

Fairncs, : R fer · to ju ti 't: llld t:quit in distribution of resources 

Priority Scttiu • Pr • : Thi i defined as how a team arrives at a decision. This includes 

defining th pr blem. gathering information, building alternatives, evaluating alternatives, and 

ch ing an alternati e. 

Decentralization: This is the delegation/transfer of services/roles to lower levels of 

administration. 

Inputs: These are defined as the members of the team, including the team leader. Each team 

member brings with him or her set of values. morals, skills attributes, preference , 

kno\ ledge, experiences, and expectations. 

Output: Thi 

pro 

defined a the priority etting deci ion made ba d on th d i ion making 

ut m : J c lth tivitic carri d ut a rdin to d n m d and th ir sh rt nd I n, 
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3.1 Introduction 

CHAPTER THREE 

METHODOLOGY 

This chapter is divided in1 f ur s ti ns, namely; description of the research site, sampling 

design, methods lf d 11 lh: ti nand data analysis. 

3.2 Rc ·carch "' it 

This tudy wa carried out in Magarini division in Malindi District ofKilifi County. Towards 

the completion of this study Magarini division had just been elevated to a district status with 

Marafa as its headquarters. 

3.2.1 Profile of Magarini Division 

Magarini division was one of the three divisions under Malindi district. The other divisions 

included Malindi and Marafa. Magarini division had two health centres namely, Marafa and 

Gongoni. There were four dispensaries spread out within the division situated in the following 

centres Adu, Marereni, Ngomeni and Shomela. There were other disp nsaries which had be n 

built through the support of the Constituency Development Fund at Merikebuni and Baricho. 

Magarini di\ ision had eight locations name! , Adu, Bungale, Dagamra undi a, ara hi, 

Gongoni. 1agarini and Marafa. 

Kilifi ounty i ountie fi rmin th I rger t pr in ther unti 

in lu Ill K\\alc I n· Ri\ r. l mu nd I it \Ct ' ith a t 
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In 2009, Kilifi County had a population of I, 109,735 with male and female constituting 48% 

and 52% respectively. It cover an area f L, 9 kilometre square and is located in the Coast 

province along the Indian ' an h. I1 , 20 I O).Thc ounty has four topographic features 

namely oa tal Plain , F t pl.H .Ill, a:;tal Range and Nyika plateau. The Nyika plateau 

covers the I trgt·st tr · 1 )r th listri t. Ma ,arini di trict has a high human settlement found in 

a tal Range area of ongoni, Mambrui, Marereni and Magarini. 

The rt: •i 111 i · ·par· I p pulated and covered by thin vegetation, shallow depression and 

g ntle undulating terrain . 

The climate in the county is considered tropical, with 2 distinct rainy seasons, yielding 75 mm 

to 1200 mm of rain per year and an average relative humidity of 65%. The altitude ranges 

from sea Je el to 50m. The main economic activities in the county include tourism, fishing, 

manufacturing and agriculture - cashew nuts, pineapples, water melons, coconut palm and 

mangoes. These are associated mainly with large companies operating in the county (GoK, 

200 l ). 

The majority of the local people in the hinterland (about 68%) are con idered to e in ab olut 

po erty defined as per on unable to meet b ic food and non-food requirement . IIIV/A I 

i a! o on of them in hall nge in rural parti ip tion in th di tri t" ith pr f 

b t\\ e n 1- - 17% mainly cau d b pr mi uit ·• pr titution, drug addi ti n nd al h li m, 
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Hypertension, anaemia, pheumonia, tubercula i and diabetes are the main causes of mortality 

amongst the population over five , ar in Malindi di trict, including Magarini in 2009. By 

mid-201 0, accident and HIV AI v r the main causes of mortality amongst the 

population over fiv y' rs in th di~lri t. Among t the under five years old, pneumonia, 

prematurity and <Hht ·mi,t " ·• th t pleading cau e of mortality in the district in the years 

2009 und _Q I 0. 1olana. diarrhea and di eases of the skin were also reported to be the main 

cnu ·cs r utpati nt m rbidit amongst the under and over fives in the district (MOHR, 

200 . 

Another challenge in the district is the high number of landless people (11.3% of the 

households) rendering many of them squatters in private lands in the district (GoK, 2002-08). 

In the 2009/2010 financial year, Magarini as a constituency received 59,379,248 shillings 

towards assisting in establishing projects that are geared towards improving the general 

quality of life of the community (CDF, 2010). 

3.3 tudy Design 

Thi stud was a de cripti e cro s- ectional tud that utilized qualitative meth d " her key 

informant intervie\ and fo u group di cu ion (FGD ) \ ere conducted. 

c ndu t d to e. ·plore group on n u while ke inti rmant int rvi ' were c ndu ted , ith. 

ie\\ to ctting indi idu I p r p tive . Th ndu t d in a p ri d f ut j ( ) 

month . 



3.4 Study Population 

Malindi district had a populati n f _ 1, ·52 (KNB , 1999). Administratively, Malindi district 

had three divi ion , n, m ·I l.l 1,1rini, Malindi and Marafa. Magarini division, where this 

tudy wu · condu ·t i. w 1 dl\ id d int three divisions, Gongoni, Magarini and Marafa. The 

populnti m · in th · di' i i n mpri ·c people mainly from the Giriama, one of the Mijikenda 

mmunilie ·. Th p pulation in Magarini comprised groups based on socio-economic (such 

a uth and \\Omen groups) and religious backgrounds. The study population was drawn 

from the three administrati e divisions and residing in Magarini division and who ordinarily 

utilizes health services. 

3.5 Sample Population 

A sample population of men and women was drawn from the population in the three divisions 

in Magarini division. The unit of analysis for the focus group discussions was the group from 

the registered social groups whereas the individual member of the community who were aged 

18 years and abo e and lived in the division was the unit of the analysis for the key informant 

interviews. 

3.6 amplin Pr cedur 
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Table 3.1 Distribution of the registered groups in Magarini division (2008) 

Divisions 

w Youth Herbalists 

Marafa 2 

Gongoni 2 

Magarini 3 0 

T tal 7 2 

Sourc~: Malindi 

Convenient ampling technique was used in selecting three (3) women groups, two (2) groups 

for the outh and one for herbalists. This study found that majority of the groups were either 

dormant, briefcase or could not be traced as there were no contacts or physical address. The 

same technique was also used to select twenty nine (29) respondents for key informant 

interviews and one hundred and sixty eight (168) participants for focus group discussion . 

Emphasis was made to ensure that the groups I participants selected were equally distributed 

into the three divisions, namely Marafa, Gongoni and Magarini based on sexand age. 

3.7 Method ofData Collection 

3.7.1 Key Informant Interview 

The e \\ere conduct d among t re ourc per n " here a total of h enty ntn (2 ) 

participant w r interviewed in that gr up. he in lud d h lth p rs nn I ne istri t 
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Governmental Organization and one from faith-based organization. A guide (Appendix 1) 

was developed and used in the intervi ' ' h r the main themes included priority setting 

processes within the communit in g n r lnnd priority etting processes in relation to health 

issues. The intervi w w rt: ndu t d b th rc carcher with the assistance of a trained field 

ns istnnt who p 1rti ·ip•lt ·d iu ta • r rding di ·cussions and taking notes as a back-up system 

during th ·inter i '\\ ·. Ta I .2 how the age and sex distribution of key informants. 

Table 3.2: geand e. di tribution of key informants 

Age category Sex Total 

Male Female 

24-28 2 2 

29-33 1 2 3 

34-38 2 3 

39-43 2 3 5 

44-48 6 3 9 

49+ 6 7 

Total 19 10 29 

3.7.2 Focu Group Di cu ion 

A total of t\'Yent (20) FGD in ol ing benveen 7-11 p ople from th gr up repr senting th 

communit · were conducted. The GO were con titut d from each f the fl II , ing gr up 

that repre ent the mmunity; one (I) "ith th i tri t Health II 1'1), 

i. (6 I "ith th outpatient in the t\\0 h alth fa ilitic (t'' (1) with mal 1 { ) - . \\ -
\\ith fem nd t' o {2) mi. ·cd tim: ( ) '' ith " m n r up nd '' ith th uth 'r up one 

h \ith m n nd' men mmitte 
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one (1) each with the village headmen and at the household level. An FGD guide (Appendix 

2) was developed and used and it included i ues such as how priority setting in health was 

arrived at between the tructur in th' mmunity and vice versa as regards existing 

mechanisms for app al I r 'vi i n, publi ity, leadership/enforcement and relevance. 

Discu ion wcr mod 'rut d th re earcher with the field assistant assisting in taking notes 

and tape re rding. Ta I the age and sex distribution ofFGD participants. 

Table 3.3: Age and sex distribution of FGD participants 

Age category Sex Total 

Male Female 

19-23 7 15 22 

24-28 16 12 28 

29-33 14 17 31 

34-38 10 10 20 

39-43 14 18 32 

44-48 15 6 21 

49-54 II 3 14 

Total 87 81 168 

3.7.3 Secondary Data 

U e of econdar data wa utilized in as far a reviewing relevant literature i concerned on 

variou i ue related to the tud . In addition, internet wa u ed to earch for rele ant and 

late t information to upplement e. i ting one . Thi \! a a method that\! a continu u I u ed 

throughout the duration of the tud . The other aspect included getting information n th 
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3.8 Data Processing and Analysis 

Each set of data from the ke infi rmant interviews and focus group discussions were 

transcribed, typed into a comput r u in Mi r oft Word and translated into English (where 

applicable). Thi wu c p rt d t NVIV ofiware version 7. Under the sources, the two set 

of data wcr nvcd u · d ument . ach dataset carried all the proceedings or files saved 

r r c ding, tree nodes (and the sub nodes) which were based on the thematic 

area of the tud objecti es v ere created. Coding was done after going through all the files in 

each of the h o data sources by selecting and placing certain parts ofthe statements/responses 

in the sources under the nodes. Thematic analysis (each code) was applied and eventually 

described separately. Data is presented in the form of excerpts and quotes. 

3.9 Ethical Issues 

The study was presented to the Kenya Medical Research Institute and National Ethical 

Review Committee for scientific and ethical approvals, respectively, under the REACT 

project. A written consent form (Appendix 3) was used to obtain informed consent prior to 

commencement of data collection from informants and I or participants who agreed to 

participate in the study. Permission for use of tape recorder during data collection was sought 

from informants and participants before the interviews/discussions. Informants and 

participants " ere assured that their contributions in form of respon es together with their 

name hall be kept in confidential and that no name were to be u ed in any report. 



CHAPTER FOUR 

HEALTH PRIORITY SETTING PRO ESSES AT THE COMMUNITY LEVEL 

4.1 Introduction 

Thi chapter pr' · •nt und d ribe health priority setting processes, how priorities are made 1 

arrived at, wh th r pri ritie reflect the wishes ofthe community and existing mechanisms to 

challeng /rev i the et priorities at the community level, if any. In trying to ascertain and 

describe health priorit setting processes and subsequently community participation in the 

same, this chapter looks at the processes involved in health priority settings in structures in 

the community. 

This study found three stages of processes where health priority setting is done in the 

following levels; at the health centers, social institutions and the Non-Governmental 

Organizations operating in Magarini but differ on the details in the three levels which the 

study assessed. In all the levels, the community appears to be in the last (third) stage either 

being invited through community or village elders or allowing the community to deliberate 

and agree, through consensus, on the best priority concerns often based on the already 

itemized health priority areas of the institutions in the community. The fir t stage in all the 

levels sho" s that health priorities are identified and agreed upon either by the top organ like 

DHMBtr for the health facilitie or program manager or international agend for the 



4.2 Health Priority Setting Processes at the Health Facility Level 

In this level, this study found that ther ar three stages where health priority setting is done. 

Stage one is where DHMB in it m ting identify, discuss and agree on health priorities 

found in their ·tud that pri rit etting in the entire Malindi district involves two major 

managcm nt team · H 1B and the DHMT). In the second stage, the in-charges of the health 

center organize meetings based on the agenda and the health priorities of the DHMB/T as 

noted by a re pendent: 

It is within the health policy that discussions with colleagues in staff meetings 
are initiated as a priority before discussions at the community level which is 
done monthly (KI, male, 37 years). 

Priorities and decisions are not based on prevalence of anything other than the views of the 

Chair. But decisions on priorities regarding technical issues such as availability of drugs, 

modifications I construction I upgrading of facilities, procurement were noted to be decided 

upon by the DHMB/T as recommended in the MOH guidelines (MoH, 2009).This was where 

the community was assumed not to understand specific details pertaining to the technical 

elements in as far as health is concerned and therefore unable to offer any meaningful option 

or even having the capacity to deliberate on the priorities. 

The community" hich is involved at thi level through it repre entative in the board has not 

rai ed an concern demanding to know the real ju tification( ) for re er ing or " ithholding 

logi tical, t hnical and admini trati e prioritie to th central go ernment. ne of the 

, e tabli hed in Ma 2, " a to repr nt c mmunit int re t in 11 

i uc relating t health planning pr c f th di tri t nd n p rti ip t in i ntif in, 

impl m nt ti n pr bl rn nd rrc ti c ti n th t r pr nt th c lin • nd, · i~hc 1 th 

mmunity. 



Stage three is where monthly discussions with the community under the outreach programs. 

These are supported by feedba k fr m monthly meetings with the community 

representatives, as observed b ' n r p ndent: 

W t II th '11\ "hat ha been di cussed and endorsed. For transparency, the 
linanc.: • trcu ·ur r me from the community (KI, male, 37 years). 

ln me health centre , thi tudy found that the community is increasingly becoming aware 

of the ervice offered. This could be informed by, among other factors, the advocacy efforts 

of both the government and private agencies through the various partnerships between them 

on the one hand, and with the community on the other hand. This has seen communities like 

the ones in Magarini demanding for all the health services especially in the public facilities.To 

some extent, through continuous sensitization or education, the community can even improve 

the ability of individuals to produce health themselves through better lifestyles rather than 

relying on health services. There is also evidence that better basic education can, through 

general improvements in literacy and specific health studies, increase desired and actual use 

of health services. Studies in Tanzania (Leonard, et al., 2002) suggest that, far from being 

passive consumers, patients in the community actively seek out not only the best-known 

provider but the best facility for a particular illness. This study found, for instance, that the 

community demanded for 24-hour service provision and adequate supply of drug in one of 

the health facilitie v ithin the tudy area. Thi was an opportunity v hen the c 

felt to be in need of ervices, as noted by one re pondent: 

he p pie that go out for outrea h got the idea fr m th mmunit that 
the need er i all th time in luding during th ntght Kl. mal , 9 . ar . 

I hi tud ound out th t th d flcr rvi up-t and in ludin , durin , th ni ,ht 

r pre rnmunit . It first ' t m 
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mainly in the night. But after lengthy deliberations citing the pros and cons of the new 

development, it was agreed, through oting, that all services be offered within the 24 hours in 

all public health facilitie . Thi tud n t d that the main reason advanced by the health 

personnel pccially tho · · livin) in urban area was the issue of working during the weekends 

which did n t g ' ·II with man f them arguing that they needed time to be with their 

familic . Thi tud ' h we er noted that many health providers were providing services either 

in their pri ate clinic or v ere employed in private health facilities during the night and over 

the weekends. This study noted that providing services even at nights had greatly improved 

the level of trust between the health management team and the community as services have 

been availed. One respondent observed: 

People never used to like this facility ... but after getting out sensitizing the community 
through barazas that the services will be provided at all times including the nights and 
weekends, patients came within no time ... We therefore had to make some allocation 
for essential drugs. With that most of the problems facing them have been solved in 
our facilities and many of them are now happy (KI, male, 45years). 

4.3 Health Priority Setting Processes at the Village Health Committee Level 

Asproposed in the MOH guideliness, the village health committee are supposed to be the 

overall overseer of services provided at the community level, in the village and therefore to 

erve as the link bet\ een the village and the household. Thr ugh th mmittee, the hair 

will mobilize community resources and undertake social mobilization for implementation, 

reporting to the Di pensary Committee in matter of ervice at the level one and upported 

with the te hnical upport of the HW M H, 2007). 

In dditi n. th illagc he lth c mmitt i ag d to \ rk in p rtn r hip ' ith di r~nt 

nnm ' r dcp. rtm nt nd 1cthc.:r 
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and commitment based on a common stronger voice for change and strengthening the 

economic capacity of hou ehold thr ugh professionally managed initiatives to expand 

options, among other ta k . 

For the ab v t b' r ulized. thi tudy noted that the functions of the village health 

cornrn ittcc · ecm · t er enormou and overwhelming to existing ordinary committees 

which doe not ha e the basic knowledge, expertise and better understanding of health 

management in the illage level. Specifically, issues to do with planning, implementing and 

evaluating activities at the village level are tall orders for committees which are appointed or 

elected based on their socio-political backgrounds which, in most situations, have no 

relevance to health management. 

Further, through the community health workers who work as volunteers, this study found out 

that some village health committees had attempted to sensitize the community against 

diseases which were disturbing people in the area. This study noted that some of the 

committee members were not aware of their mandates. Some members of the committees 

pointed out that they had not been recognized either by the community and the local 

provincial administration as noted by one participant: 

To ay the truth, v e have not been recognized ... we have not gone there to 
identify our el es as a village health committee. Therefore v e have not been 
recognized a uch... en the committee itself lack the commitment to hold a 
meeting v ith a ie\ to trategizing on the b t v a of en itizing th 
communit . We areju there at the ommunit ( D male, 46 )ear). 



As a result, this study observed that there were no linkages between many village health 

committees and the facility committee . Tn that regard, many members of the village health 

committee in the focus group di u i n n t d that they had not seen any activity or initiative 

undertaken by the health fn ilit ' mn1ittce at the village level. 

4.4 llenlth Priority etting Proces e in Social Institutions 

ocial in titution uch as \ omen and youth groups are structures which are largely formed 

by individuals who get together based on common interests. Other than participating in self­

help activities that are geared towards improving their social welfare, this study found out that 

the social groups (such as women and youth) also participate in sensitizing the community on 

health issues such as HIV I AIDs through drama and health talks. At this level, there are three 

stages where health priorities are identified. In stage one are meetings that the leadership lead 

in identifying health related ideas to be discussed leaving members with no options other than 

to either discuss and approve or simply endorse the same. It is in second stage that the 

modalities of carrying out an agreed action(s) are also discussed amongst members and 

approved through consensus. 

In carrying out their activities, this tudy also found that the youth in their groups chao e, 

through on en u , to ollaborat " ith the health tafT from local facilitic and N uch a 

World Vi ion and th Kenya Red Cro in visiting other youth in chool upon invitation b 

ue that are al o agre d upon in their meeting . ne 

r p nd nt ob erved: 



Both women and the youth, in collaboration with the local provincial administration, also 

have activities, agreed in their meeting through consensus, to sensitize the general 

community within village on i u h a alcohol and drug abuse, among other issues. 

Many youth and worn n be r th urden of poor health owing to the effects of economic 

hard hip , war. uncmpl ' 111 nt and p verty or poorly distributed wealth. Diseases such as 

liJV/AlD , tub r ul and malaria, among others, are subjecting women and youth into 

more mi er . Poor h giene persistent behavioural risks, poor basic sanitation and new and 

emerging diseases are contributing to a deadly mix that is changing the classic picture of 

healthy youth and women. 

In the youth and women meetings, this study found out that the agenda is drawn by the chair-

persons. In such situations members were noted to be having no objections in the way their 

leaders were proposing and presenting issues during the meetings. It is in the third stage that 

the community is later given the opportunity to just raise their feelings or views on what is 

being presented to them in any forum decided upon, through consensus, by the groups. One 

respondent noted: 

We have not encountered a situation where the community has rebuked us on 
what we are conveying across. We mingle with the audiences and they get to 
air or pass their comments to us. Mostly teachers have forwarded their 
comments shortly after we have performed in their school (KI, 37 year , 
female). 

At the illage le el, the hief con ene leader meeting to deliberate on anou ue 

(including health) " hich in man in tance from guideline or dire ti e from higher 1 el . 

In u h mectin ' , the hicf n ult th leader n h ' b t to undcrtak th guideline r 

hi tudy found th t th h ut r 

th m U rit · th sob r\l:U b 

n rc nd nt: 



General consultations are made on issues before decisions are made, ... we 
discuss and look for an wer , what do we do? ... and if decisions have to be 
made then we look for the mo t beneficial ... and you comply with the choice of 
the majority. en in hur h, th decisions have to be deliberated upon and an 
agreement rea h d ( 1, mal , 5 years). 

In any itting. th hi 'flist 'ns t all pini n and proposes decisions but if he/she cannot then 

he/ he will huv · t c J... th pinion and views of the members to reach the best decisions 

from all th -ugge ti n options. Decisions are not taken based on who initiates the issue but 

generally tho e that are thought to be beneficial to the whole community carry the day, no 

matter who gives them. Specifically, this study found out that there are no individuals whose 

opinions are valued most in some structures due to his I her age, wealth or knowledge, as 

noted by one respondent: 

It does not matter who gives suggestions. We don't bother who you are ... we 
bother about the weight of the issues (KI, female, 29 years). 

Health priority setting and the processes involved are difficult tasks and complex issues 

especially at the community level in as far as balancing between the health needs and 

demands of all the groups, on the one hand, from other competing issues like poverty and 

illiteracy, on the other hand. The processes are tedious ranging from determining the health 

needs and their rationale to setting explicit criteria and formal process for priority etting and 

\ ho hould or not participate in priority setting. etting priorities involve making deci ion 

about identif) ing and recognizing important health need of the majority group and ho\ the 

priori tie will be addr ed. The election of priori tie can be dri en b fa tor ran in fr m 

mo t igorou I , or' hich takeholder ha e mor influenc and r 

ime . But th ttin ttin id n 

h lth i fTc tin nd n b h If o the mmunit) fr m th r c mp tin, 11 nd th 

m th ttin t th pri riti t. 



4.5 Health Priority Setting processes in the Non-Governmental Organizations 

With a view to improving health care delivery and the overall performance in health sector 

performance, the government f K n n intr duced series of reforms which have been 

discussed in hnpt r T' . s n tratr..::g towards addressing the challenge of providing 

accc , fficicnc , md 1ualit f er ice to the ever growing population, the Government of 

Kenya intr due d th · n a Health Policy Framework Paper and NHSSP II as an intentional 

effort wh aim ' as to create room and encourage the provision of essential and 

di cretionar health ser ices by involving the participation of the private sector and NGOs in 

underserved areas. 

Through the Decentralization Action Plan (DAP) that was jointly developed between NGOs 

and the Ministry of Health, the District Health Stakeholder Forum (DHSF) was established to 

bring together all health actors in the districts to address health concerns and to act as a forum 

for participatory planning (Wamai, 2008). There are several stakeholders in the health sector 

in Magarini division and the larger Kilifi County, which have mounted various intervention 

programs based on their priorities. World Vision, the Kenya Red Cross, Christiano 

Internazionale Sviluppo Dei Popoli (CISP), DANIDA, USAID and the Ministries of 

Agriculture Public Health and anitation and Medical ervices are the major stakeholders in 

the health ector that implement activitie singly or in partner hip in the ounty. 

p cifically, th H P recommended that the go emment engage takehold r e pe iall 

th pri ate h alth pro id r fi r them t tak up more di 

''hi h re m inly urati e (R K. I 9 ). hi a\\ the pri t 

·ith the ' rnmcnt t K n) in rt 

up rtcd b ' th findin ' t tht 



study that through an elaborate partnership many of the stakeholders operating in Magarini 

have and still continue to collaborate in man a pects e pecially in the health sector. 

This study found fr m th 1.. infl nnant that the Kenya Red Cross, for example, joined 

effort with thcr ·t 1!-..ch ld r· ·uch a the World Vision, World Food Program (WFP) and the 

Mini try of Health and anitation in providing priority services such as supplementary 

feeding and general h giene and sanitation, jigger advocacy and in screening people for 

bilharzias e pecially amongst children, pregnant and lactating women. The priorities were 

noted to be mainly from the donor point of view. One participant noted: 

Water-borne diseases have not been given priority it deserve by the relevant 
stakeholders but from our screenings from a small population we have realized 
that about 65% of people screened for bilharzias was positive. It is from this 
that we advise the community on the need to visit health facilities for check­
ups and screening (KI, male, 52 years). 

More often, the stakeholders especially the international NGOs, as this study found, take lead 

in identifying broad priority concerns either based on their national or international agendas, 

own assessment or recommendations of reports from the government ministries and or 

departments such as Public Health and Sanitation, Medical Services, Agriculture and KEMRI 

among others. For instance, The Kenya Red Cross and U AID through Aphia Plu project, on 

the one hand, has a common priority of distributing water purifier e peciall after report of 

outbrea · of diarrhoeal di ea e from the Mini try of Health and anitation are noted and 

offering training to traditional birth attendant and linking them to health fa ilitie . AI o, the 

n ed to train BA on th imp rtanc of encouraging and a mpan ing pregn nt , 111 n t 

h lth f iliti to deli fr m m nt th t pr gnunt w 111 n 

birth t th ir h m th iti \\cr r 

d n th ir pri rit) • rc \\hi h 111 n t 



necessarily emanated from the concerns ofthe community. The community had not seen any 

issue in pregnant women giving birth at th ir home , a practice that has been going on since 

time immemorial. 

Thi study ul o f und th t pri rit ·etting in orne NGOs begin by getting information from 

the c mmuniti n fr m the beginning of their respective programs through public 

baraza organized at the community level in conjunction with the local provincial 

admini tration up-to the implementation of specific activities from those programs. One 

informant observed: 

We sell the idea to the local provincial administration so that they understand 
and if they agree we tell them that we need to talk to the gatekeepers like the 
assistant chiefs, village elders, women and youth groups, area councilors and 
other influential people. We bring them to a meeting because the concept needs 
everyone' involvement. Every village elder is given the opportunity to call a 
baraza in the presence of the chief or assistant chief. They will discuss with the 
people. Our task is to clarify the process where necessary and if they accept the 
concept they call us to say they are ready to embrace it(KI, male, 46 years). 

This is followed by assessing the benefits and overall determination of cost-effectiveness of 

health interventions based on the priorities identified up-to resource allocation done by the 

managers of the NGO . For other NGOs, invitation and involvement of the community into 

their priority areas ranges from ensitization prevention, manag ment, treatment and control 

of di ea e uch a malaria and t phoid. Thi tud found that in itation to participate in 

priorit · etting , a geared to\ ard the realization of the t trategie of the takehold r 

and not n aril a prioritie f th communit uch a in iting th 

mmitt 

itu tion when th ommunity " nunit 
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After getting a long list of ideas, we ask them to prioritize and ask them to rank 
them starting with the most pressing priority and on how best to assist them 
(KI, female, 44 year). 

Towards establi hing a mutu I p1rtncr hip with the community, the local provincial 

administration wa found t pia ing an important role in providing the needed linkage 

between the c mmunit ' and the takeholders. The local provincial administration was noted 

to be en uring that health priorities identified and agreed upon by all the stakeholders, 

including the community, are implemented. Moreover, it also create forums through which 

dialogue that are geared towards exchange of ideas/concepts between the stakeholders 

including the community are organized and calls for meetings and even take part in some of 

the development and or implementation of identified priorities such as sensitizing the 

community on HIV/AIDS, nutrition, immunization and malaria, among other activities. 

In conclusion, the fmdings in this chapter has shown that health priority setting processes at 

the community level are tedious and vigorous ranging from striking a balance between 

determining the health needs of the stakeholders and their rationale and demands of the 

majority of all the groups in the community. The study found out that there are three stages of 

processes where health priority setting is done but differ on the details. In the three levels, the 

community appears to be in the last (third) stage through invitation. 



CHAPTER FIVE 

COMMUNITY PARTI IP A TION IN HEALTH PRIORTY SETTING 

5.1 Introduction 

This chapter pre· ·nts und d ~s ri e community participation and or involvement in health 

priority etting. In d ribing community participation, this chapter looks at some of the social 

tructur where the community through its representatives is involved and subsequently 

participate in health priority setting at the community level. 

5.2 Community Participation in Health Priority Setting 

The idea of making the community participate in the general operations of health activities 

was fonnulated and recommended by the WHO in 1983 under the district health system and 

many countries including Kenya have adopted the approach in support of Primary Health 

Care. The underlying aim of the approach was to take health services closer to the people at 

the community level and provide them with opportunities to have their own health concerns 

factored in the health priority settings and decisions at that level. While supporting the 

approach, a key infonnant observed: 

This community ha been ignored for a long time in making health prioritie 
and other decision on is ues affecting their pre ent and future live KI 
female, 45 year ). ' 

'I h di tri t health t m \ ho d ftnition ha formed th ba i for deli er of health 

rvice in lude all in titution and indi idual pro iding health are in th di tri t, ,, h ther 

•ov mm ntal, ial curit , r trnditi nat. In that dcftniti n, 

di tri t h lth ) tern v ri ty of intcrrel ted lemcnt th t ntribut 1 

h tlth in h m nd mmuniti thr u •h h lth nd th r 1 ttlid 

. Prim lth m he lth re 



who are just there to be given health care, rather than active participants with choices to make 

about the health outcomes to which the a pir . In tead of creating opportunities and avenues 

for the consumers (th communit full participate right from the inception of their 

products, the di trict health · l m em to have ignored this essential contribution. 

llowcvcr, the implcrn nt 1ti n f th~ approach has been influenced by national health care 

priori tie ' [I und ut b thi tud from a key informant who stated: 

We are e tra careful when it comes to making priorities at the facility level as 
national guidelines, at times in form of directives, supersede local priorities. ln 
those scenarios our hands are tied, you have no choice but to obey the order 
otherwise some form of penalty may be meted against you if you disobey (KI, 
male, 46 years). 

This study found that community participation, which encompasses groups of people sharing 

common needs, goals and interest, is an important approach for realizing meaningful 

development at the grass-root level. This finding concurs with findings from other studies that 

add that community participation is one of the factors in the community capacity building 

process that allows involvement of people in the various stages of decision making {Aref and 

Ma'rof 2008; Bozlul, 1994). It is one of the ways of empowering people at the community 

level to take part in community development and especially in decisions affecting their lives. 

Another study by Daniels and Sabin, (2002) also emphasize that it i through community 

participation that real-life expectations based on their e perience are nurtured. In thi tudy, 

one informant observed: 

aking th ommunit com togeth r enable th m to ha e tt r rgainin 
p ,,er in ariou matter , in luding health lm am umoja ni ngu\'!1 w ngano ni 
udlwifu (tog th r '' tand di ided ' fi 11) ( I. fcmal r ). 
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Data from key informants shows that the importance of having the community participation in 

decision making and priority etting le el i t promote some sense of ownership and control 

among the people and eventual! r nt on pp rtunity for the community to achieve the 

capacity to resolve communit matt rs. h ugh thi is a finding shared in a study by Lasker, 

et al., (200 I), n stud b) '•rn a I 2) warn that participation in itself does not adequately 

olve the i u f wn r hip of local initiatives. Ashley and Roe (1996) have described 

community participati n as a pectrum from passive to active involvement to full local 

participation where there is active participation and venture ownership. In this study a 

respondent stated: 

The overall essence of involving the community is to improve health care 
provision in two-fold; first, to facilitate the views and feelings of the 
community; and secondly, to relay feedback on health concerns from the 
ministry through the facility to the community and vice versa. People will see a 
window of being the wenyeji (owners) of priorities and decisions and therefore 
an opportunity to advance their perspectives (KI, male, 47 years). 

In community engagement, mutual learning adapting and responding to new knowledge are 

some of the characteristics involved in community engagement. The goal is to be able to meet 

and understand the needs of the community and advance feasible solutions to olving 

problems for the community (Gibbons, 2008). 

5.3 ommunity Participation in the Health Facility ommittee 

In ord r to re ol e con traint in the health ector in Kenya e era! re orm ha e en 

initiated in the tor. Th reform m ofthe 

r form ''a . among other i u . th e tabli hm nt 

lth t. na •cmcnt rt ' • s t llow 

th 

nt ti n ti iti 



by this study, were to provide management and supervisory support to rural health facilities 

which include sub-district hospital , health ent r and dispensaries. 

To be able to en ure ffc ti 1nd u ' ful delivery of services, the Ministry of Health 

through K · PII 1 r )gr un h 1 ut up proposals to establi sh structures and defined their 

functi n in a bid t rt er ice at level one facilities. At level one, the governing 

tructure i e:pected to be based on location, sub-location and village. These are supposed to 

be linked to local health facilities within them so that each structure is responsible for a 

geographically discrete unit based on an administrative division. The implementation of 

services at the level one facilities, which is yet to be completely operationalized, requires the 

formation of linkage committees at these levels that would have the specific responsibilities 

based on the respective levels. 

KEPH through its National Health Sector Strategic Plan 2005 recognizes communities as the 

foundation of affordable, equitable and effective healthcare. On this regard it has advanced 

some approaches towards the realization of the community as a strategy whose goal is to 

enhance community access to healthcare with a view to reducing poverty hunger and child 

and maternal deaths. This approach could have been informed by wor ening trend in the 

health tatu of the people a reported in variou report uch a the Kenya Demographic and 

Health urvey . For instance, infant mortality rate in 1998, 2000 and 2 03 \ er 72 74 and 

77 p r I 000 li e birth , re p cti el M H. 2006). 

I hi tudy fi und th t th health r reform nd th prim r he lth ar em r d 

rnmunity-b d he lth r ( Bll nt fl nn lizc p 

P rti ip ti n nd ntri uti n in d t m1inin th ir n h lth pri riti Ill r ur c 



mobilization, allocation and control. It was envisaged that reversing the mortality trends 

through the CBHC approach will b r nlized. Th approach was planned as the mechanism 

through which hou ehold and mmuniti take an active role in health-related development 

issues. Specifically, the 1ppr) 1 h pr p d that the hou eholds and the communities were to 

be actively nnd cl1c ·ti 'I) in I cd and enabled to increase their control over their 

envir nmcnt in rder t impr e their own health status. To be able to achieve this, this study 

noted that the trateg \\hich en isaged building capacities of communities to assess, analyze, 

plan, implement and manage health and health related development issues had not been 

implemented. Under the same approach, the community was to be empowered to demand 

their rights and seek accountability from the formal system for the efficiency and 

effectiveness of health and other services. However, this study found that the strategy was 

silent on the specific measures, methodologies and the guidelines of implementing its 

proposals and specifically on how to involve the community. 

In this regard, the intention of the decentralization policy was to enable the community to 

participate effectively in decision making processes related to matters of health at the 

community level as well as at the interface between level one and levels two and three. The 

lower levels of care (levels two and three) were more or le s consi tent " ith the 

admini trati e and de elopment node although ometime their catchment p pulation rna 

not corr pond to admini trati e boundarie , \ ithin the communit and can th r fi r 

robu t and u tainable. I I alth committe at di i ional. I ational, ub-I ti nal nd ill g 

le el wer exp ted to pr id communitie with ufficient r pre ntati n nd in 11 

uc nt c ting er i pr i ion at I vel nc. 



Health facility management committee , made up of community representatives and the 

facility incharges are required by the guid line to meet at least monthly to review progress 

from the indicator and ba lin infl rm ti n generated through the community-based 

information y tern and fn ·ilit -l ' d in[! rmation system and to make decisions for 

continu d acti n · fw h ·ulth. at fa ility community, household, political and administrative 

level (M lt, 200 , But thi tud found that such meetings areonly held in most facilities 

whenever the in-charge of the facilities together with the Chair persons of the management 

committee feel that the have a message mainly from the Ministry of Health headquarters in 

Nairobi or whenever there is an outbreak of an epidemic. 

According to the MOH guidelines, the coordinator of the CHWs at the facility level is 

supposed to collate the data obtained from the CHWs and the health facility in-charge 

together with own information and share the information with the other sectors by displaying 

it on notice-boards, among others. In addition, the organization and management of services 

in facilities at level one are to be integrated into the health sector and local government reform 

frameworks. This study found that the information posted on the notice-baords were those 

generated by the facility in-charges from patients who visited the facilities and not from data 

collected b) the CHWs from the community. Further, the DHMB and DHMT were to pro ide 

governance and technical support, re pectively to le el one activitie '> hich " ere to include 

planning, implementation, monitoring and up rvi ion. hi tud found that the guid lin 

ha e not b n full implement d. 

t th divi i n 1 1 vel and lev I thn.: health ·a ilitic , th 
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centre. Specifically, the health centre committee was supposed to, among other roles, oversee 

the functioning of the health centr in upport of level one service provision and mobilize 

resources for development of th h nlth fa ility n well as supporting outreach andreferral 

activities. Tho c r I n . pr d th' guidelines were found by this study to be too 

technical t be rcalilcd y a h ·alth ce;;ntre committee as membership of the committee was 

found t • mad up f a c nglomeration of individuals selected or picked from diverse 

ocial, ultural, religou and political backgrounds merely to sit in the committees. But in that 

arrangement as stpulated in the guidelines, each village was given the opportunity to elect 

individuals based on their own criteria to the committee in public meetings held by village 

elders and supervised by the Chiefs. This study found that guidelines were not clear on the 

criteria used in choosing membership to the various health committees. A key informant 

stated: 

The administration normally organizes that in cahoot with some friendly 
individuals and just selects from them (KI, male, 47 years). 

This study found from focus group discussions that of the many participants who were aware 

of the existence of the health committees, most of them were not aware of the mandates or 

composition of the committees. A few of them noted that certain individual obtained 

appointment letters straight from some Chairmen ofthe health committees without con ulting 

or involving the entire committee or the community. ne participant noted: 

v e onl hear that o and o ha b en appointed b the hairman. orne ne 
even hO\: ed me a letter .to that effect.. The ha!rman ju t app int p pte 
whom he lik.e to w rk \ rth b d on hr 1ft h rnter t ( , , men, 4 
· ar . 

m t ke) informant p intcd ut th t th mmunit) ' ully im 1\ cd in th 

h alth c mm itt nd in i ntil in th ir pri riti 
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information on the need to have elections had not been communicated to them in good time. 

That practice contradicts the i ue of r I an e, one of the four conditions identified by 

"Accountability for Reasonabl n " nppr a h which emphasize that priorities should be 

made on the ba i of r n n. th 11 th prioritic hould be relevant to the needs and wishes of 

the community, that d • ·i ·i n · and their rationales be transparent and made publicly accessible 

pp rtunities to revisit and revise decisions in light of further 

evidence or argument and there should be a mechanism for challenge and dispute resolution 

(Gib on, et al., 2005). 

Regarding the functions ofthe health committees, this study found from most key informants 

that some of the health committees often go out to collect and collate views, needs and or 

wishes of the community on the services offered at their facilities or their general health 

concerns. One respondent observed: 

We occasionally get to the community to enquire about what their health 

concerns are especially in regard to the services provided in our health center 

(KI male, 45 years) 

Although the MOH guideline that set-up the committees does not detail the methodologie of 

performing their task , the deci ion by the committee to get to the communit in an effort t 

get their iew on an acti ity " as noted to be the dut of the chair per n. hi tud n t d 

that chair per on ne er con ulted their mem r r garding p cific acti n p int ut r t t 

I u b d on their O\ n judgment. 

On m d t ha\e divided me r ift 

n mpl , .. s th i uc o "h t nt:: 
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staff houses did not exist in many health centers, many committee members noted that 

allocating resources to construction of taff quarters was not a priority to them and to the 

community at large but a priorit fth mmittce chair persons. 

Worse till, th, c mmunit had n t been consulted on the need to have housing units 

of maternit , ard ' hich \ as a priority of the health committee was not a concern of the 

communit though the v ere involved at the negotiation level at the district level when 

money for various projects in the district were being allocated to projects. That was where 

some people from the community had been invited by the health committee to travel to 

Marafa division to bolster their negotiations for allocations for their projects. One respondent 

maintained: 

The new staff houses will house staff to serve the community at all the times. 
When you are sick in the night, as the Giriama say, the problem somehow 
increases than in the day as you rest in the night. The mdudu (virus) is 
activated when you are resting (KI, male, 49 years). 

Participants in the FGDs noted that the health committee did not consult or involve the 

community in health priority settings in their meetings mainly because majority of the 

committee members were found to be appointed or proposed by opinion leader and not 

elected. The tudy noted that the opinion leader pas ed their priority concern and other 

agenda through member , ho had been appoint d to the committee no wonder man of the 

prioritie of th committee did not therefore reflect the ne d and \ i he of th communit . 

Thi made mo t participant to c mplain that th ' w r n t ati fi d \ ith th pri riti en 

thr u h rvcd: 



We have not seen the committee moving around getting views of the 

community. My neighbor i even a committee member but he has not even 

informed me of any r i e r tried to get my views on certain services or 

issues touching th fn ility. We need to be called upon to participate fully 

because we have th p it nd knowledge to engage on issues that affect us 

(F 0, fcmal • 4 

Opinion lender ·on ·u · •.· full pr mote the adoption of evidence-based practices. The 

electi n f pini n I ader to promote evidence-based care does not imply the use of 

ophi ticated technolog or processes, and it should be possible to implement the intervention 

even in the most under-resourced settings. According to Rogers (1995) opinion leadership is 

the degree to v hich an individual is able to influence other individuals' attitudes or overt 

behaviour informally, in a desired way with relative frequency. This informal leadership is not 

a function of the individual's formal position or status in the system; it is earned and 

maintained by the individual's technical competence, social accessibility, and conformity to 

the system's norms. When compared to their peers, opinion leaders tend to be more exposed 

to all forms of external communication, have somewhat higher social status, and to be more 

innovative. However, the most striking feature of opinion leaders is their unique and 

influential position in their system's communication structure; they are at the centre of 

interpersonal communication networks - interconnected individuals who are linked by 

patterned flov s of information. 

A to the tep taken b the community with a ie" to rai ing or addre ing their nc rn , 

thi tud found from man participant that though the c mmunity had a t d 11 m 

rvice d Ji cry like d manding th rem val of ad t r • th wcr till un war 

rc.:p rt L uc to d '' ith th ttitud f th he.: lth l fl .. , ht.: 
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space or where to do so arguing that the relationships amongst staff in some health facilities 

was personal and therefore complaints nr di mi ed. One participant noted: 

There wa n w m n ' h br ught in a complaint on the delay in getting 

crvic n J \\ h n I infl nnt:d the hairman he told me that he was going to 

rai c th tt mllt r "ith the committee. Instead, he went back and rebuked 

patients md ·h utcd at her! We find him impossible to listen to complaints 

(F . f't!mak. 4 ear ). 

It i evid nt that majority of the people in the community may be aware of the existence of 

health committee but not their mandates. Indeed, even the majority of the committee officials 

were not aware of their own expectations as stipulated in the MOH guideline and that the 

basis of what they were pursuing was not informed by the wishes and or feelings of the 

community but their own individual or group plans. This could be attributed to a failure by the 

MOH guidelines and the community criteria to set the minimum level of education as a 

prerequisite to getting elected to the committee in order to prepare them, at least, to interpret 

the management guidelines. 

5.4 Community Participation at the Village Health Committees 

Asproposed in the MOH guidelines (2007), the village health committee is suppo ed to be the 

overall overseer of services provided in Level one, in the village, and therefore to erve a a 

link bet\ een the illage and the hou ehold. Through the committee, the hair i to mobilize 

community re ource and undertake ocial mobilization for implementation and r p rte to th 

ommittee in matter of ervice at the le el one, among other ta k . In dditi n 

the viii g h lth mmitt e wa en i ag d to w rk in p rtn r hip ' ith di erent 

'' rkin in th ornmunit • in pi nning fi r dcpartm nt nd rk t ' th r \\ ith 



through professionally managed initiatives to expand options, among other tasks. This study 

found that the guidelines on this a pe thad not be implemented as proposed. 

For the guideline t b r ali1 d, thi tudy found that the functions and expectations of the 

committee nt th villu ' I' I ~:emed to be very enormous and overwhelming to existing 

ordinary c mmitt e which do not have basic knowledge, expertise and better understanding 

of health management at the village level. Specifically, issues to do with planning, 

implementing and evaluating activities at the village level are tall orders for committees 

which are appointed or elected based on their socio-political backgrounds which, in most 

situations have no relevance to health management. Some of the committees were found to 

be unaware of their mandates while others had not even gotten any communication from the 

appointing authority that they exist as committee members. Moreover, some of the 

committees claimed that they had not been recognized either by the community and the local 

provincial administration, as remarked by one respondent: 

To say the truth, we have not been recognized .. . we have not gone there to identify ourselves as a village health committee. Therefore we have not been recognized as such ... Even the committee itself lacks the commitment to hold a meeting with a view to strategizing on the best ways of sensitizing the community (FGD, male, 46 years). 

Linkages between committees both at the village and facility levels help in identifying 

common approache of addre sing health concerns of the community in order to minimize 

uffi ring . 

7 



5.5 Community Participation in the Non-Governmental Organizations 

According to Chifamba (2013), community participation in rural development is a basic 

operational principle of rural d cl pm nt becau e the community, as the beneficiaries of the 

projects, ha b en . n s n 'umcr of ervices. There are several organizations 

implementing vori us ram in Magarini division as health development partners in 

provi i n of ci - c n mic and health services. This study found out that organizations such 

a the Kenya Red r s , World Vision, CISP and USAID, among others, have been in the 

division for var ing periods but their priority areas are directly or indirectly geared towards 

complementing priorities of the line ministries of Public Health and Sanitation and Medical 

Services. The priorities range from implementation of interventions such as provision of basic 

health services, advocacy on various health issues such as HIV I AIDS, tuberculosis, malaria, 

water and sanitation and training of TBAs and or volunteers/community health workers to 

operate community health units. 

In delivering their services to the community, this study found that the level of involving the 

community and how it is involved in their priority areas vary from one organization to the 

other. Overall this study found that majority of the organizations offer an opportunity to the 

community to participate in making their priorities as noted by one participant: 

We gi e the community an opportunity to participate in choosing volunteer to i it home and chools giving medicine and en uring that medicine are taken on time and at time feed babie or at lea ten ure that they are fed (Kl, female 46 year ). 

'I h K n} R d ha b en in th di trict inc 2005. It priority are h n n 

v riou pr r m a ri ulturc (thr ugh pr input nd m tcrials h m 

m nt fm I up rt ji r r-.1 t. l hi tud) 

und m th in rm n th t r in ut I I Ullt b th 



community to work in each village and trained on various skills, the organization involve the 

community in many of its acti itie ranging from sensitization, prevention, management, 

treatment and control of di en u h n malaria and typhoid. The Kenya Red Cross partner 

of llcalth and unituti n in pr iding ervices such as supplementary feeding and general 

hygiene and 'tmitnti n, jigger advocacy and in screening people for bilharzias especially 

children, pregnant and lactating women. 

When the Kenya Red Cross was carrying out what it referred to as re-targeting of programs 

and or activities, the community was invited (including the local provincial administration) to 

attend to their planning meetings as a way of making the community own the activities and 

not necessarily to give them an opportunity to add the priority concerns of the community. 

That practice was noted to be the same after the organization had identified its health 

priorities. In situations where the organization intended to support the vulnerable members, as 

their priority, public meetings were held just to give the community an opportunity to 

participate in identifying people who, according to their interpretations and understanding, 

were considered most vulnerable. One respondent observed: 

A ecretary is chosen from amongst them to write down name of the mo t ulnerable people. We take the list and read it out aloud again to everyone. To" ard the end, they may amend the list that they have forgotten o and 0 or 
o and o ha been left out and yet his/her tatus i even " or e (KI female, 48 
ear ). 

ha realiz d the rot pia d · th traditi nat h alcr and traditi nat birth 

ttend nt in the tudy ommunity. nd to cr tt r ervi 

trained , ith vic\ • t a i tin • in d' an in nd lin •-up he.: m 

u h t kin pre.: n nt " men to delhcr · t th h lth f ciliti the . I hi tud 



also found that the APHIA Plus is holding monthly meetings with the Community Health 

Workers and the TBAs under the Communit Health Units at every health facility with a view 

to getting feedback from the ommunit and vice versa on various issues touching on their 

project. But, even with th tr·tinin) I ~.:r"d there i a challenge, as observed by a respondent: 

m, TB till go back and do the same old ways of doing things. Women 
will argu ut that they have been doing that - giving birth at home - for all 

th r children for a long time. They ask questions like 'Why go to the facility 
, here ' e are made to suffer by paying a lot of money, where customer 
er ice are\ anting?'(KI, female, 46 years). 

The role played by TBAs has been demonstrated in other findings such as a study in Nigeria 

that show that respondents believe that traditional healers and the TBAs can play meaningful 

roles especially amongst the rural dwellers in family planning, screening of high-risk pregnant 

mothers, fertility/infertility treatment and maternal and child care services (Imogie, et al., 

2002). The main reasons for the preference included their availability, accessibility and cheap 

services which has enhanced the faith ofthe population in the efficacy of their services. 

Open forums held at the community level with relevant stakeholders such as TBAs and 

CHWs and the project managers were aimed at, if handled fairly, defining common grounds 

and feasible approaches of realizing full benefits of the intended program especially those 

targeting \ omen and children. This was a deliberate milestone which wa geared toward 

capturing and incorporating feeling and wi he of the communit into the ariou 

comp nent of the project. ne re pondent tated: 

ting with H\ and 
th 
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Based on the mortality and morbidity rates the health concerns of women and children have 

not been adequately addressed in man rural communities especially in regions with high 

illiteracy levels such as in th K n · n , t. Alth ugh there are concerted efforts to address 

those issue through th M II 1 iliti ' a envi aged in various policy documents, the pace at 

which the rv• IVJil d at th community level continue to be one of the challenges 

influen ing pri rit · tting at the community level. 

Aphia Plu project funded by USAID was another NGO operating in the Coast region. This 

study noted that the project has been involving the community in many of its activities 

ranging from sensitization, prevention, management, treatment and control of diseases such as 

malaria and typhoid. In their arrangements, the community was being invited to attend to 

meetings which were reported to be organized within the community. It was noted that the 

project managers were the ones that determined the objectives and the agenda of meetings 

derived from the overall goals of the project and not necessarily from the needs of the 

community. But many a times, this study found that the project managers were making 

assessments on the needs of the community through informal consultations and ensitization 

forums which did not include representatives of the community. To be able to offer ervice 

to the community and as a way of ensuring that the project was een as driven by the 

community, the project manager noted that there ~ as need to ha e volunteer from th 

communit . In that regard, the community \ a in ited to m ting ~ h r the c uld 

participate in choo ing volunteer to i it hom and I gi ing m di in and n uring 

that m di in are tak n on tim , am ng ther . p tation . 



At the NGO level, community participation in priority settings and decision making was 

partial. The community is only in ol ed in ho ing priorities from a prepared menu of health 

priorities already identifi d nd i n pr minence by the overall set-out goals. The 

implementation wa don l) th mmunirie in con ultation with NGOs which were noted to 

be providing tc hnit.:ul iriJ ul thr u h it· ·taff at the district levels such as financial expert to 

help in c tobli hing plan . hi tudy found that the community was not involved at the 

technical evaluation of the project activities. 

The bottom-line of any participatory approach like the one adopted by the institutions 

mentioned above was to provide the community, who were the consumers and general 

beneficiaries of the outcomes of meetings, with an opportunity to identify, contribute and 

share priorities and advance methodologies that does not injure the feelings and wishes ofthe 

majority of all the categories of people at the community level. When the members of the 

community are involved and given the opportunity to participate in priority setting and 

general the decision making processes, they develop a sense of acceptance and ownership 

towards the project (Rogers et al., 2008) and therefore drive the main aspects in project 

implementation and general management. After all the essence of participation i to involve 

all the relevant stakeholders in the community, especially the voicele s ( uch as children • 

women di abled, old and elderly farmer ), in increasing the capacit of the p ople to chart 

the cour e of their de tinie in collaboration \Vith other . he ne d to in ol ed in all the 

and parti ipate in formulating th output and outc m f the intend d initiati 

\\ith a vi , to n uring that th de ired re ult ar r liz d. hi all ' th mmunit. t 

r influ n c and have mon: ntrol O\cr th nd in tituti n th t c t 

lh ir li\c . 



Communities are sensitive and cautious to any form of change depending on the issues, 

agents/proponents of change and th tn ti u ed to propagate the change(s). This behaviour 

may be construed to mean that th mmunit i low and probably not receptive to change. 

Moreover, uch an nppr n h. if n t handled with caution, may be interpreted as a way of 

exerting it elf into th · · )fllfnunit b creating an opportunity for people friendly and loyal to 

it y tern. 

The participator approach in community development has been described as more effective 

when it utilizes the principles of self-help, felt needs and participation and are therefore 

valuable in mobilizing communities to achieve their goals (Bhattacharyya, 1995). While 

doing that, the approaches can unintentionally give more power to already empowered groups 

in the community. In any society, there are groups which have less power because of under 

representation and exclusion due to socio-economic, cultural and political backgrounds. In 

this regard, participatory approaches may give more power to powerful groups if unchecked. 

Increasing the participation of the people could cause deep conflicts within the community 

when not all groups are represented in the processes and when the number of participants are 

increased sharing could get ambiguous and troublesome (Rogers, et al., 2008). 

The level of participation are summarized by ariou tudie as 'A Ladder of itizen 

Participation' or typo log of participation (Arn tein, 1969). Hm: e er, all r ognize that there 

are ariou dimen ion , pace . degree and le el of participation. he t) p log of 

parti ipati n ( hown in the tab! 5.1 b low) p ition particip ti n on a nd 

giv to the nature of parti ip tion nd h w the id P• rti ipd r · 

r n in • fr m manipul ti n t 



Table 5.1: Typology of participation (Arnstein, 1969) 

Level 
1. Passive 
participation 

2. Participation 
in information 
giving 

3. Participoti n 
by con ultoti n 

4. Participation 
for material 
incentives 
5. Functional 
participation 

6. Interactive 
participation 

7. Self-
mobilisation 

haracteristics of each e 
b ing t ld what is going to happen or has already happened. 

It is a unilat r I nn un mcnt by leaders or project management without listening 
to co I ' r . p n '. r ' ' 11 a king their o inion 

~~--~--~~----~----~ 
People p trti ·ipot l an wering questions posed by extractive researches using 
qu sti l!111lir' ur ' r imilar approaches. People do not have the opportunity to 
intlucn · · r ding , a the findings of the research are neither shared or checked 
r r u • ura 
Pe pi participate by being consulted, and external people listen to views. These 
e. ternal profe sionals define both problems and solutions and may modify these in 
light of people s responses. Such a consultative process does not concede any share 
in decision-making and professionals are under no obligation to take on board 
eo Je's iews 

People participate by providing resources, for example labour, in return for food, 
cash or other material incentives. It is very common to see this called participation, 
et eo Je have no stake in rolon in activities when the incentives end 

People participate by forming groups to meet predetermined objectives related to 
the project which can involve the development of promotion of externally initiated 
social organizations. Such involvement does not tend to occur at the early stages of 
project cycles or planning but rather after major decisions have been made. These 
institutions tend to be dependent or external initiators and facilitators but may 
become self-de endent 
People participate in joint analysis which leads to action plans and the formation of 
new local institutions or the strengthening of existing ones. It tends to involve 
interdisciplinary methodologies that seek multiple perspectives and make use of 
systematic and structured learning processes. These groups take control over local 
decisions and so eo Je have a stake in maintainin structures or ractices 
People participate by taking initiatives independent of external institutions to 
change systems. They develop contacts with external institutions for resources and 
technical advice they need but retain control over how resources are u ed. uch 
self-initiated mobilisation and collective action may or may not challenge existing 
ine uitable distributions of wealth and ower 

The table shm: s some gradient of shifting control o er information, deci ion making analy i 

and implementation a"V arene from a central, e ternal agent to"V ard tho e group that ha 

tradit ionally b en marginalized and e. eluded from a ti participation in th d pm nt 

pr , un nthr p loTi nl on em. Th high li 1ht th hit\ in 

p \\ r over th pr c of de\ clopmcnt \\h h \ C tr diti n, II • d fined the 

n turc th pr bl m and h \\ it rna. ' b ddr th b; 

th i u . ( n t p f th bl. d p rti ip ti n in h m1 ti n the 
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traditional development approach towards the enhancement of the capabilities of the local 

people and communities to define and addr their own needs and aspirations. Participation 

recognizes the importance of inv I in II takeh lder . How effective participatory processes 

are in bringing the v i . inl d '\' I pment proce ses and whether doing so is an effective 

and urc wny f in ·r • 1. in th capacity of the people to define their future in collaboration 

with tak h ld I". 

Community invol ement in health priority setting is an approach utilized by the private sector 

and the government which is increasingly focusing on the partnerships between the 

community and the government seen in the move from centralised to regionalised models 

including community-based grass root service delivery. The importance of engaging the 

community in fair priority setting is described as the four conditions in the "Accountability 

for Reasonableness" approach, used as a theoretical framework by this study, demonstrated in 

various studies (Gibson, et a/., 2005 and Martin, et a!., 2002) and discussed in Chapter Two. 

The conditions include relevance, transparency/publicity, appeals/revision and 

leadership/enforcement. 

Firstly, relevance is where priorities are arrived at on the basis of rea on like evidence or 

principle and that the prioritie reflect the v i he and the feeling of the community. Thi 

tud found that mo t of the health prioritie identified at the communit -b ed organization 

and th tructur in the publi h alth ector ' er all r I ant to the need and v i he of the 

c mmunit ·. h worr ' hich wa found b thi tudy v a on actualization f th 

identifi d. R of th pri ritie id ntifi d wcr n ted 1 ,, ith the 

\ mm nt and th 

hi h re und t 

mmunity-b d r niz ti n them 

n 'hi h pri riti 

nd n t ) th 

implement :d. 

mmunit 



Secondly, the priorities and their rationales should be transparent and made publicly 

accessible to all the stakeholder . Thi where after deliberating on the various 

options/priorities identified, ju tift ti n fi r whichever option agreed upon should be clear 

and agreeable to the communi! . In man in lances, this study found that the manner in which 

health priori tic · wcr • mtd • in th ari u heath committees was not transparent as the agenda 

in vari u tog ' h r th c mmunity was involved. Justifications for whichever priorities 

arrived at ' ere not clear either as community representatives in the various structures were 

not able (not empm: ered) to demand for the same and or that the leaders were deliberately 

pushing their agenda and therefore decided not to divulge their rationales for choice of 

priorities. 

Thirdly, revision means that there should be opportunities and or avenues to revisit and revise 

priorities in light of further evidence or arguments, and there should be a mechanism for 

challenge and dispute resolution. As discussed in Chapter Four, this study found that the 

community was getting opportunities to revise their health priorities mainly in the Non­

governmental organizations unlike in the public health facilities. 

Last! , the leadership/enforcement ensures that the fir t three condition are actualized. hi 

tudy found that the communit through their repre entati e either at the the ariou 

committee le el did not ha e mechani m of en uring that their priori tie ar imp! ment d. It 

i th and the leader ~hip of the committe that w r found to b in ol d in th 

ranking and fin 1 de i i n on th prioritie to 

I d pri rit in · nding' or 'd 

r nkin th 

implcm nted. R nking II , 

ndin · order nn 

p iti nin th 

in r I ti n t 



Although there is no universally agreed set of decision-making rules for setting health 

priorities some studies (Reeves, et a!., 84; Hanlon, et al., 1984) have summarized the 

ranking techniques often u ed in pri rit tting a follow : 

Compari on in 1>11ir ·: 'I hi - t ·hniquc allows focusing on two priority issues at a time. Each 

i uc i weigh d ugain l an ther i ue. In weighing the issues the person doing the ranking is 

rcque ted to decide '"hich i ue of the two is the most important. 

Anchored rating scale: This technique uses a continuous lineal scale from 0 to 1. Each scale 

value is associated to a level of importance, such as extremely important, very important, 

important, not very important and to be ignored. Rating of each priority issue is done by 

means of the scale. 

Hanlon method: Under this method the rating of priority issues is calculated through the 

formula (A + B)C x D, which integrates the magnitude of the problem, severity of the 

problem and effectiveness ofthe solution. 

• A: Magnitude of the problem. This is the number of people affected by the problem, in 

relation to the total population. 

• B: verity of the probl m. Thi take into on id ration th mortalit , m rbidit and 

in apa it · rat , a well a there ulting fin n i I 

th nc fth I uti n. I hi ddr 

hn I y r bl to im 
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This study found that whereas many NGOs were using many of the described techniques 

especially passive participation, parti ipation consultation, participation for material 

incentives and interactive parti ip •. ti n crnm nt health facilities were mainly adopting 

passive participation and p rti ip lli n b c n ultation and in some situations interactive 

participati n wns nl ) us ·d . fhi · \ a becau e managers and staff in primary health care 

partner hip in I ul catchmen , particularly in regional areas, are periodically required to 

work collab rati el to et health priorities. 

This chapter concludes that health priority setting in the study area is characterized by passive 

involvement and participation of all the groups in the community as seen in the composition 

of the health committees from the district to the village level. Thus, current health priority 

concerns do not carry the wishes and feelings of the majority of groups in the community. 

This is against the spirit and the overall goal of decentralization approach of incorporating 

community participation in determining own health priorities as stipulated in the health sector 

reforms introduced in 2005. The chapter has also indicated that the various stakeholders 

operating in the study area adopt their health priority concerns/agendas and only have the 

community to endorse them thus denying the community an opportunity to identify and dri e 

their O\ n health priority concern . Chapter de cribe the factor influencing health 

priority etting at the communit level in the tud area. 



CHAPTER SIX 

FACTORS INFLUENCING HE LTH PRIORITY SETTING AT THE COMMUNITY 

L VEL 

6.1 Introduction 

Thi haptcr d ·s ri · · fu t r · that v ere found to influence health priority setting at the 

community level in Magarini di i ion. The factors emanate from within and outside the health 

facilitie them el e . Thi tud results showed that HIV/AIDS, TB, malaria and diarrheal 

di ease were the main health concerns in the area of study. Indeed, the four diseases are the 

leading causes of morbidity and mortality in Kenya. The diseases have serious impact on the 

general population especially women and children mainly due to underlying socio-cultural 

issues. The government of Kenya like other developing nations has stepped up measures 

towards combating the three diseases, among other diseases, as laid down in the millennium 

development goal number six. 

6.2 Socio - Cultural Beliefs and Practices 

Every community has its own beliefs and practices concerning health and di ease but each 

has peculiar ways of doing things. The practices and beliefs embedded in culture ha e orne 

influence in people s perception, attitude and the o erall management of di e e and other 

health related i ue . HO\ ever, orne of the practice ha e continued to r main tatic de pit 

numerou change a a re ult of ocio-economic, p litical and te hnologi al d an , am ng 

oth r i ue . 



This study found that illiteracy and cultural practices are the main challenges faced by the 

NGOs in their attempts to deli er health ervice in the district as observed by one 

respondent: 

Th main i su s nf • ·rin 1 ur dTort in attempting to deliver health services to 

pc pi in the ' mmunit i cultural i sues and a high number of people who do 

not kn )W h " t read and write (KJ, male, 45 years). 

Indeed, the ultural backgr und and, by extension, the practices of a people has an important 

influence on man aspect of people's lives, including their beliefs, behaviour, perceptions, 

emotions religion. rituals, diet and attitudes to illness, all of which may have important 

implications for health and health care (Helman, 2007). It is worth noting that not all cultural 

practices and beliefs are harmful, there are others that promote health as well as those that are 

harmful to human health. Arising from this, a lot of time and resources were noted from the 

interviews to be wasted in trying to explain issues to the community because of what was 

considered as low awareness and knowledge of new approaches. This has some effect on the 

community belief system. For instance, this study found that many people in the community 

do not belief in condom use, as noted by one informant: 

Our great parents never used any protection and yet they lived well and happily 

even with many wives (KI female 38 year ). 

This tud found that men in Magarini are allowed b the iriama tradition t marr up-t 

four\ i e depending on one' 'capability a ob erved by on r p ndent: 

ict I 
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education young married girls are not in a position to negotiate to have or not to have sex, use 

condom to protect themselve again t pr gnan i , to decide on when to get pregnant or 

decide between fulfilling th t the expen c of health. Such practices may be 

respon iblc for health c mpli lti ns am n) t young girls who become mothers immediately 

and perpetuating th • ·pr ·od r inti ctiou · di eases uch as HJV/AIDS and other sexually 

tran mitted di · u , am ng ther con equences. One participant added: 

Traditional beliefs are still strong. People still belief on herbs or traditional 

medicine. Initially, they used to associate HIV I AIDS with witchcraft and it has 

been reall difficult to convince a population like that unless you first sensitize 

them thoroughly. Overall, culture is still a bottleneck in these areas due largely 

to illiteracy (KI, male, 47 years). 

The cultural beliefs and practices coupled with high levels of illiteracy are some ofthe aspects 

in society influencing health priority setting in Magarini division. This finding was supported 

by another study which identified traditions and local cultures as issues influencing the 

process of priority setting in the entire district (Bukachi, et al., 20 13). For instance, in as much 

as various NGOs were trying to sensitize the community on the importance of having good 

sanitation facilities like latrines they were reported to be encountering problems because the 

community finds it difficult to share the arne between children, old memb r and even 

together \ ith the in-laws. The community has not een any need to con truct latrine . he 

problem could be becau e the need to ha e latrine did not come from th c mmunit . but 

from the · per p cti e \ ho e goal wa not ne arily h n:d b th rnmunit . · r 

en itization program like tho e to b ar fruit · th mmunit ' an b 

that th . an mak their pri rity con em kn wn t th rc 

p rti ip t in dvan in r fe ible ppr 



Further, this study found that religion is an important attribute of the individual which may 

have tremendous bearing on the health of the people. Cases of certain individuals being 

followers of sect like Imani moj n faith) which do not believe in seeking medical 

service in health fn iliti w r m nti ned by many participants. Other members of the 

community w rc r' rt d t ha c their health priorities catered for by waganga wa kienyeji 

(traditi nul d ct r and traditional birth attendants who were noted to be visited by many 

peopl in the communit because they believe in them. Religion has a bearing on the socio­

cultural patterns of li ing involving age old habits, customs and traditions affecting 

cleanliness, eating, clothing, childcare and almost every detail of daily living. 

Religious fundamentalism expressed through policy and funding decisions undermine 

progress towards achieving universal access to sexual reproductive health services. 

Conservative Christian attitudes towards sexuality in the United States, for instance, have led 

to government funding restrictions on services for sex workers, and the promotion of narrow 

sex education programmes for young people which focus only on abstinence as a means of 

STI prevention. The policies limit access to and information about contraceptives and safe 

abortions. 

This tud found that the existing priority structures at the community level do not carry the 

wi he of the community. It i from that lack of a priority concern that e en man pregnant 

\\Omen were noted to b gi ing birth at their home \ hile other ' ere rep rt d t b d ing 

fr m c mplication a iated \ ith pr gnanc). Women die a a r ult of c mplicati n during 

nd II and hildbirth. t o ti n d durin 

th r mpli ti n m but ur durin • 

m ~ r th t unt r 0% II m t rn I d th in ludc 



severe bleeding (mostly bleeding after childbirth) and high blood pressure during pregnancy 
(pre-eclampsia and eclampsia), among th r .This finding concurs with those from a study 
that noted that maternal mortnlit rat ar ignificantly higher among vulnerable groups, 
particularly among th ind ig n u . thnic or other minorities groups (Islam, et al. , 2010). 

In addition, Wll finding hows that globally, approximately 800 women die from 
preventable cau e related to pregnancy and childbirth every day with half of them occurring 
in low-resource ettings. Improving maternal health is one of the eight Millennium 
Development Goals adopted by the international community in 2000. Many developing 
countries were not consulted in prioritizing their health concerns as development goals but 
taking advantage of its position globally, WHO had those countries committing to reducing 
maternal mortality by three quarters between 1990 and 2015 contained under MDG five. 
Although since 1990 maternal deaths worldwide have dropped by 47% a lot could have been 
achieved if the WHO member countries in the world participated and supported in developing 
and implementing specific strategies of reducing the deaths. In sub-Saharan Africa, a number 
of countries have halved their levels of maternal mortality since 1990 (WHO, 20 12). The high 
number of maternal deaths reflects inequities in many countries in access ing health services. 
Women in developing countries have, on average, many more pregnancies than women in 
de eloped countries, and their lifetime risk of death due to pregnancy is higher. 

he belief > tern i a factor \ hich \ a found to be influencing health priorit etting 
m ng t c mmuniti li ing in rural ar a . In fa t, a tud how th t the 

of mmunity n.:lating t ill health re central fe tur of th ultur H lm n. 2 7 . ·y hi 
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community on socio-cultural issues through various forums such as public barazas, drama 
and workshops organized in man pia e v ithin the community.Social and cultural factors 
influence health by affecting ' P ur nd ulncrability to disease, risk-taking behaviors, the 
effectivene of h alth pr m ti n ·ffi rt , and acce s to, availability of, and qua\ity of health 
car . p\a a role in shaping perceptions of and responses to 
health pr b\em and th impact of poor health on individuals' lives and well-being. In 
addition, u h factor contribute to understanding societal and population processes such as 
current and changing rates of morbidity, survival, and mortality (Islam, et al., 2010). 

The findings of this study also concur with that of a study conducted in Nigeria that found out 
that cultural belief and practices of a people not only affect their health priority setting but 
also affect all their affairs including health and disease (Onyeabochukwu, 2007). Cultural 
practices like the ones described may eventually help in perpetuating and increasing the 
prevalence of some diseases as the community struggle to make their health priorities. Culture 
and religion can also affect communication, adherence to medication and family support. 

6.3 Acce sibility and Cost of Health Services 

Many de eloping countries have had to struggle with is ues such a acces ibility, 
affordability, a ailability and, o erall, the quality of ervice in an attempt to provide health 
ervice to their populations (World Bank, 1987; 2000 . What exacerbate ituation i an 

incre e in xp nditure that i main!)' funded from public re ource and the pre ure " hich 
thi h . ert d on go ernm nt " hich ar tr ·ing to c ntr I public pending. 



Committing to provide free health services for all citizens in 1963 the Government of Kenya 

envisaged that a full range of hea il ub idized health services will be available to all the 

citizens (Owino and Abagi, 2 0 . Th 

acknowledged that K n n · ntinu t 

government, through the Ministry of Health, 

be overburdened by the out-of-pocket health 

financing whit· ntlcmptin 1 t deal with the dilemma of combating a growing burden of 

di ca c, regulating quali and improving equity in health care distribution within the context 

of declining public financing (KNHA, 2005). The government, as reflected in the various 

reforms uch as National Health Sector Strategic Plan 1999-2003, has shown its commitment 

to creating an enabling environment for the provision of sustainable quality health care which 

is acceptable, affordable and accessible to all Kenyans. The government arrived at that 

commitment based on its findings and recommendations that seemed not to have factored in 

the participation of the various groups at the community level. 

Following health reforms in the Kenyan health sector, whose goal was to provide accessible, 
affordable and efficient health care services, the government introduced a way of sourcing 

funds from users, through the introduction of cost sharing. The overall goal of cost sharing in 

public health facilities was to improve the provision of quality health care services. It wa 

envisaged that funds generated from user fees would supplement government's dimini hing 

expenditure allocated to health care ervices and therefore, " ould en ure continued provi ion 

of health care ervice . Though the approach " as argued to have re ulted in qualit 
impro ement uch as more re pon i e emergenc ervice better a ailability of medicine 

increa d \eanline , friendlier tafT, incre d moti ation among t ta 

ount bility, thi tud ob n: d that the itu ti n in m n · ilitic m garini h n t 
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government and left out the feelings, values and the wishes of the diverse groups at the 

community level in as far as the i ue put aero s was concerned. 

The cost a ociatcd with th n i ' pr vided in the facilities were of particular interest to 

the maj rity or thl.! m 'Ill er · in th c mmunity. This study found that though the cost sharing 
program wu ·t pp d. th ame i not true with certain services such as those in the maternity. 

One parti ipant noted: 

You have to pay 1,000 and 800 shillings in the night and in the day, respectively. The only receipt given there is for the 20 shillings for the book or card but not for the 1,000 or 800 shillings. If you buy even drips to be given to patients, drugs and even injections then it is better to close down the facility (FGD, female, 47 years). 

Specifically, participants from FGDs mentioned that the services offered in the majority of the 
health facilities were charged ranging from drips, sleeping nets, cloves, cotton to drugs with 
no receipts in many health facilities. Through the health committees especially at the 

dispensary level, charges on services provided by government facilities was one of the 
sensitive issues which required realistic and practical approaches that take the feelings of the 

majority of the people at the community level into consideration. In such situations where 
money is involved, it is evident that the community was not and continued to be ignored in 

realizing their health priorities and decisions. Cases of patients being referred to pecific 

chemi t \\here drug bearing government label were old ~ ere reported by many 

participant in the GD . Thi may mean that drug meant for deli er to patient at the 
g v rnm nt fa ilitie are either di ert d ju t b fi r th get t th fa iliti r tak n ut th r 

fr m the f: cility tor . 



The issue of charging services negates the overall goal of the health sector reforms in Kenya 

of providing accessible, affordable and fficient health care services to all Kenyans. The goal 

overlooked the fact that maj rit) f th p pie living in rural areas in Kenya, including those 

living along the on. t r gi n. 1r' li in l below the poverty line. High levels of poverty and 

high co t of life hu mud· mun p" pie at the community level unable to make and meet their 

health pri ritie n ther pect of life compete for the meager resources. This has seen many 

group at the community le el such as Waata marginalized and vulnerable in accessing 

health care. 

Some of the practices described may amount to corruption, breach of ethics and is therefore 

against government regulations. In this regard and with a view to eradicating the practices, 

service provision in the facilities is spelt out in the Service Chatter that emphasize, among 

other things, that official receipts should be provided for any transaction where money is 

involved. This finding is similar to what Gibbons (2008) and Reis, et al., (2005) found in their 

respective studies. This could further be attributed to the declining health sector expenditure, 

inadequate management skills at the district level, over centralized decision making, 

worsening poverty levels and increased burden of diseases as reported by the Kenya ervice 

Provision Assessment Report of2004. 

cce ibility of health facilitie in Magarini " as found to be one of the area v hich had not 

been gi en the prominence it de erve in the priority area at the communit 1 el. ne 

re p ndcnt noted: 

ry fi \\ he lth f ilitic . i tin in thi p rt 
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The facilities were found to be too far from each other. An attempt has been made, as a matter 

of a political priority, by deci ion t n truct di pensaries within the community using 

funds from the CDF in area lik h mnri , Mtor ni and Gongoni. The idea of constructing the 

facilities was con ludcd b I· t1i ial without consulting the community or its 

reprc cntativc u · 1 way f r~' arding communities in areas which were considered loyal to 

current p liticnl I nd r hip. er time, orne constructions which had been completed and 

earmarked t perate a di pensaries had not been equipped as agreed in a gentleman 

agreement ben een representatives of both the CDF and the Ministry of Health where the 

former would construct structures while the government would provide equipment, personnel 

and drugs. 

Another element influencing accessibility of health services is the road network which was 

found and identified by participants and respondents as generally poor. One participant 

observed: 

The state of our roads in this area is seriously unbearable during all the seasons 
(FGD, male, 48 years). 

The roads v hich pass through bushy hills and mainly earthen and poorly maintained were 

problematic to pass during rainy seasons as bridge and some sections of the road were 

reported to be , a hed av a . Again, political con ideration are con idered in prioritizing 

road for repair and maintenance. Thi tud)' found that the people in charge of road did not 

con ult r k the ie' and opinion of the c mmunit in id ntif ·ing r ad t b r pair d. 

he publi tran port that erve th tud ' ar a and link th hint rland t lindi di tri t 

h pit 1 ,, n tc;d t b char in ' bet\ c;en hundred nd ft hill in nd t\\ 

hund hillin (200 durin dl) and r in) b ut 

h r many pi in th n tim in ' t th t d n. 



This has subjected many people especially the sick to untold pain and suffering and death. 

This in itself was found to have limited the c mmunity to some priority options. 

Another way of enabling th' mmunit to acces the health facilities in some areas was the 

dcci i n by the arcu 1 m r f Parliament to donate a reconditioned vehicle with private 

regi trntion numb ~r · a an ambulance without giving priority to the people in the community 

to decide n the i ue. In that arrangement, this study found that the community was made to 

pay 3,000 hillings for that service per use to any destination within the division. That service 

was abandoned by the community because majority of the people could not afford to pay for 

the service. 

Arising from the inaccessibility of health facilities, this study found that many pregnant 

women, children, disabled, the old and the elderly were reported to be the most affected 

population in trying to access the facilities and by extension the health services provided 

thereon. In many instances many groups, for instance, pregnant and lactating women were 

reported not to be attending to the ante-natal clinics and or the maternal child health services. 

A respondent noted: 

From the bad roads in this region, many people especially pregnant v omen 
children and wazee have difficultie in acce ing service in our health cent r 
Pregnant v omen have had to deli er anY" here (Kl, male 49 ear ). · 

a con equence, thi tud found that ca e of\ omen gi ing birth at home, in the bu he or 

along th road . among oth r place , \ ith th a i tance of community health w rk r 

traditi nat birth att ndant or oth r worn n wer r P rt d t b high. 1 hi , a 
11 1 
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well with the goal of The Vision 2030 of providing equitable and affordable quality health 

services to all Kenyans and reducing health inequalities (KV, 2030). 

Economic foetor nnd . I im:qunlit are ome of the most important causes of ill health 

ince poverty mu r •suit in p r nutrition, overcrowded living conditions, inadequate 

clothing, 1 w 1 v I f education housing as well as exposure to physical and psychological 

violence and tre . drug and alcohol abuse (Helman, 2007). The unequal distribution of 

wealth and re ources and of access to health care facilities can also lead to this situation. The 

disparities in the distribution of health facilities in the entire Coast region are not informed by 

disease burden but economic and political considerations. 

6.4 Attitude and Practices of the Health Workers 

This study found that services provided in many health facilities were far below the 

expectations, feelings and wishes of the community in many aspects mainly as a result of the 

attitude and practices of the health providers. Focus group discussions showed that the 

services provided at the health facilities were not good due to the unavailability of drugs, 

shortage of staff and the general attitude of the health personnel. One participant observed: 

It is not a joke that things are terribly bad there. omebody is bu y with tories 
and et patients are there in the queue awaiting for the treatment (FGD men, 
54 year ). 

The i u of hm: and \ hen the communit hould b erved b the health p r onn 1 i a 

c n em to health priorit tting at the communit le el. · he n ern f th c mmunit 

reg rding th ttitude and th g neral b haviour f th h lth pr 
rs " c p ted t 
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opportunity for the community to participate in identifying and addressing bottlenecks such as 

the attitude of health provider ' hi h an intimidate the community or patients from 

The reported en· th l rd ·r 11 th~;; attitude of the health providers is an indication that the 

community hn n t 11 h \ n that it is within their basic right to receive better health 

ervice including information on various health issues and has not participated in making 

informed priorities. But \ here attempts to participate in raising their concerns and by making 

priorities had been made, most participants reported that they had not been listened to by the 

relevant committees, as stated by one participant: 

Watu duni kama sisi hatuwezi kwenda pale kwao tusikizwe! Hutasikizwi na 
mtu (poor people like us cannot just go there and be listened to. You will not 
be listened to by anyone) (FGD, women, 44 years). 

The following descriptions were examples which illustrate that patients/community have not 

been informed of what they should do about the attitude of the health providers whenever they 

visit health facilities. A doctor was reported to have a habit of 'coming and reading 

newspapers instead of treating patients until a patient died at the facility'. The same was also 

noted of another doctor who was giving prescriptions to patients without thorough 

in estigation : 

E en before you at down to e ·plain \ hat took you there, he could pre crib 
mbili a. a, mbili jioni h o no' , hvo in the e ening) till he , a ni knamed 
mbili . aw, m~ilijionil ~~f~r ~ou at do' n toe plain your Ifh , a thr ugh 
with you mbifl ·a a, mbi/1 pom! ( , ' omen, 38 ar . 
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suffering and pain in the queues. In the absence of the health personnel, instances where 

support staff (cleaners, ground -men/\ om n and or watchmen)were attending to patients 

when the nurses were out for lun h, in th" vcning or in the nights in certain facilities were 

reported. One participant ~~ t d: 

y u · " all • eryone in white coat dakitari (doctor/nurse). If the real 
dakitari h· not come or is not coming, we will not know but you will not miss 

to g t er ice . Prescriptions will be done by anyone there including getting 
drug (FGD, female, 52 years). 

As a re ult of the unfriendly attitude, practices and even the language used by health 

providers the study found that women in the community did not take their children to the 

health facilities. In addition, cases of nurses disclosing medical conditions of their patients 

especially in the Voluntary Counseling and Testing and maternity clinics were also reported 

by majority of the participants in the FGDs. It was stated: 

If you are found to be HIV positive, that information will be given out by the 
nurses. They say, mwone fulani, amepatikana yule! (look at so and so, he/she 

has been infected), there is a lot of fear at the hospital. Even when you go to the 

maternity, the nurses will announce how you look like ... aaah usimwone yule 

anavyovaa, hata hanyoi! (do not look at how that one is dressed, she does not 
shave) (FGD, female, 49 years). 

Comparatively the study found that there are differences between the ervice provided at the 

District Ho pita! in Malindi on the one hand and the health centersldi pen arie on the other 

hand. A vailabilit of drug , the general attitude of the taff per onnel management and car 

of patient ar orne of the attribute of the di tri t facility. ne parti ipant tated: 



The consequence of the situations like those described has seen most people in the community 

having their priorities missed to b re ognized and addressed and even losing faith and 

confidence in both th p r nn I and th fa ilitic and are instead suffering from various 

ailments which could oth m i ·l: l · tr ·ated ca ily and freely at the government facilities and 

only vi it them wh ·n th •ir · nditi n · deteriorate, as a last option. That finding is similar to 

what have b n rep rt d (2006) and Gibbons (2008) who identified the attitudes of 

health pr fe ional a a barrier to utilization of health services and therefore emphasize on 

adherence of ethics and by extension the general code of conduct. 

Trust, non-judgmental and respect are the main ethical principles that play a crucial role in as 

far as the nurse/doctor-patient relationship is concerned and which also influence utilization 

of health services. These are very important in self-regulated professions in order that both 

those who practice the professions and those whom they seek to serve have no doubts what 

represents proper practice and where the boundaries between proper and improper behaviour. 

The mere fact that the health staffs are employees of the government is not a guarantee that 

they offer better and good services to the community. Their practices depict them as 

incompetent, corrupt, lazy or simply officers who are disinterested with their work. 

This finding is also imilar to another stud done in igeriathat hm; ed that de pite the lack 

of re ource • di criminatol) behavior and attitude toward patient utTering from certain 

ailment uch as HIV AID e. i t among a ignificant proportion of health- ar profe ional 

Rei , et a/., 2005). It i fr m thi that th rvice of tradition I birth att ndant her ali t 

nd oth r takeholder in th h lth c tor u h the W rid i i n nd Ken . R d 

mmunit . 



From the attitudes and practices of the health care providers described, it is evident that the 

consumers of services in health fa iliti at th community level have either not had their 

priority concerns, in a far a cr icc needed and the customer relations is 

concerned, communi t d 1c lh h nlth manager or that the managers have continued to 

ignore inv lving th ·rn in ht:·llth priorit ettings processes. There are various groups at the 

community I v ·J ' h rdinaril utilize services at the health facilities that are distributed 

within the c mmunit). The groups that include the young, adolescents, women, old and 

elderly, among other members of the community, have not had an opportunity to participate 

in forums \ ith the health managers to raise their priority areas and how the priorities could 

best be communicated using strategies that are friendly, easy and practical to the majority. 

The attitudes of the health providers influence the decisions of the community to accept or not 

accept service(s) from the facilities, a practice which can subsequently make the consumers to 

make other decisions like seeking services elsewhere. Many members of the community who 

were either illiterate or semi-literate were reported to be feeling less empowered in terms of 

knowing their basic rights and therefore feared to push or communicate grievances. People 

with low-level reading skills may suffer from health problems because of their inability to 

read medical directions, health-related literature or pre cription label . hronic health 

conditions rna go improperly monitored b} patient ' ho are functionall illiterate and their 

overall , ell-being rna , or en o ertime cau ing frequent do tor or em rgen room i it , 

ho pitalization, ore en death. 
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of living. Indeed health is fundamental to enjoyment of the right to life, and the right to a 

healthy life is fundamental to all oth r n tituti nal guarantees. 

Data from FGD h w 'd lh I p. rti ipant ' had lot of re ervations and were very reluctant to 

discus crvicc · pr) id ·d at th • h ·alth facility. In many instances they were seen checking 

side t c nfirm that n d from the staff working there was listening to what they were 

conveying. Thi ' a clear indication that all was not good in as far as provision of health 

services there , as concerned. Whenever participants were given a clue of some of the 

services not provided well, they could laugh their hearts out while nodding. In most instances, 

many participants who believed that the researcher was an official sent by the headquarters of 

the ministry concerned and were heard remarking that the staff had been caught unawares 

especially in occasions where services were offered very late and poorly. 

6.5 Priorities of Non-Governmental Organizations 

The Government of Kenya, through the Ministries of Medical Services and Public Health and 

Sanitation has been the main provider of biomedical health care in Kenya for a long time. 

However, its service delivery system has been boosted by donors international aid and faith­

based organization among others. According to Bukachi, et a!., (20 13) agenda of uch 

agencie influence priority setting proce e in the then Malindi di trict in general. 

Thi tud found that there are man international organizati n and in tituti n 
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Overall, they all partner in developing and running health priority concerns such as 

HIV/AIDS, malaria, tuberculosi • hom -bn d care for PLWHA, water, sanitation and 

We u cd t d mmunit m bilization supporting MOH efforts and linking 

it · strudur • · "ith ther development partners, health facilities and facilitate 

r ·f·rrol·. r 'id lceping net and water pipes (Kl, male, 44 years). 

From the ear -008 to 20 10 AID, through the Aphia II program, gave small grants of 

between 10,000 and 20,000 shillings to groups like women, village health committees and 

Community Health Workers for either goat or poultry keeping or water projects and for small 

scale farming for some income as a way of building their capacity. This was a development 

priority reached out based on own assessment on the community needs which did not 

necessarily reflect the immediate priority concern of the community. At the expiry of the 

Aphia II program, Aphia Plus program was introduced with interests in livelihood programs 

under what it called Criteria four. This was also based on reports from the previous program 

but which missed to incorporate the community at the onset Under the program, this study 

found that representatives ofthe program identified the following priority areas, on their own, 

sensitizing the community on various health programs such as HIV/AID malaria, nutrition 

farming, food distribution, " ater, immunization and livelihood program , among other , a 

noted b) one informant: 

\ e en itize them in man o ion through ''omen nd 

ha e t\\O barcca p r month and h alth m ag ha to 

cc rding to our rvi e chart r. it i mu t t 

t th mmunit; (KI. femal . 46 )ea ). 
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women and ensure that all deliveries are done at the facilities and in reducing child mortality) 

and link them to health facilitie . Thi finding i in line with the Ministry of Health 

recommendation that re our h uld be elected from the community structures to be 

al o IJW wh were 11 t ·d l · i ·ting the community in many aspects, as one informant 

added: 

We have community health workers in every village who normally volunteer 

and , hene er there are outbreaks of diseases they really assist in distributing 

drug to the community and if some drugs are need to be taken to boreholes 

they also take them (KI, female, 40 years). 

In as much as the organizations and institutions would wish to involve the community in most 

of the stages in making priorities and decision making, the major share in power is vested in 

them and they have a say in the processes and more-often, their opinion was always 

influential especially at the implementation stage. The organizations were also well versed in 

the project and have a high level of understanding of all the components and the expected 

outcomes. Implementation is based on collaboration which is built on relationships with 

various groups of beneficiaries. However, the challenge in such collaborations is that every 

group or player in collaboration is holding different levels of power which ha varying level 

of influence on the priority settings. This was a per pective of the variou and 

institution , hich ha e had to come up o tensibl to re cue communitie from the ja\ f 

misery and po erty. In it place. communit ' per pecti e of health ' a relegat d to th 

p ripher ·. 



As communities respond to the multiple factors involved in various health issues, all parties 

will have to sort out their role and r pon ibilities hence after-all improving health is a 

shared responsibility of health r pr id r , public health officials and a variety of other 

actors in the communit ' h ntribute t the well-being of individuals and populations. 

Illiteracy and cultur \I pru ·ti ' ar the main challenges faced by the organizations working in 

the tudy nr a in their attempts to deliver services in the district. In such contexts, 

participati n i a concept that is not easily accepted or practiced. Participation in such a 

community does not necessarily fascinate people especially in the rural areas where the 

practices are deep rooted. This has made some people to be either slow, reluctant or totally 

loose interests in participating in any activity. Participation therefore may seem to be 

irrelevant to their issues. 

Participation of people in rural communities where illiteracy levels are high may be associated 

with low levels of awareness of issues. Taking advantage of this are leaders or other groups 

whose aim is to monopolize and assert their ways in as far as priority setting and decision 

making processes are concerned. Majority of the populations in the rural areas like Magarini 

lack resources that include adequate information, appropriate contacts, money and often time 

for effective participation. In addition, the norms and expectations of women restrict their 

ability to participate in any meaningful activity including priority etting and decision making 

0 er communit)' re ource . Therefore, " omen suffer at the hand of their 0 ef\i helming 

re pon ibility for hou ehold and child bearing ta k . 



6.6 Prevalence and Burden of Diseases 

This study found that there are man di en s affecting the community in Magarini and Coast 
region in general which in lud lllV/AlD , Tuberculosis, malaria and other disease 
conditions a indicated in h lJ t r '1 hrl;e. The Ministry of Health has put forward several 
priority area· bus ·d n it · '' n indicator c tablished from databases obtained from health 
facilitie , utput · fr m partner and ystems which do not reflect the wishes and the concerns 
of the communit . he priorit areas emanate from the prevalence and burden of diseases 

affecting people. This has resulted in health systems and programs that have been 
implemented at the community level. The community which is the main consumer of the 
systems and programs has not been involved in developing best approaches towards the 
realization of the priority areas. The opportunity to involve and make the community 
participate and contribute in identifying priority concerns which carry their felt needs, wishes, 

values and the feasible methodologies of mounting the same may have been missed out. 

Despite the various efforts by the Ministry of Health and other development partners both 
malaria and HIV have been noted to be killer diseases in the Coast region. In particular, 
HIV/AIDs is common especially among adults aged between 15 and 64 years in the rural and 
urban population, affecting 5.4% and 11.1 %, respectively in 2009 (NA COP 2009). This 
puts the disea e a both community and public health concern in the region in general. 
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fr m out ide a t regi n and e en fr m neigh ring countri 

nd rn r ti R public of ngo fl k to th Ken)an • t 

u h taur nt b 

uch a anzania ganda 

I and thcr 

m arc. s lik 

W tnmu/ ar r ni urin' hi •h t uri L 



residents, especially young girls and men of ages between 15 and 24 years who have had to 
work as tour guides have had to enter ither into prostitution and or male sex work (locally 

referred to as ushoga) with m f th m abandoning their families in search of livelihood 

from touri t . 

ln earch r m I m nt pp rtunities or as a result of poor pay from the salt factories that 

are pread al ng the 1alindi-Lamu coastline, this study found that there are many people 
living in co mopolitan urban slums mushrooming around the factories who have had to 

engage themselves in prostitution neither to survive or just to top-up on poor pay. This has 
mainly exposed the youth to serious health risks. This finding concurs with evidence that 

Zulu, eta/., (2002) is showing in his study that the extreme deprivation that is associated with 

high unemployment and low wages of slums traps residents into engaging in risky sexual 

behaviour for economic survival. Studies by Gutymachern (1998), Ulin (1992), Carael and 
Allen (1995) and Zulu, eta/., (2002) and KDHS reports (1998; 2003) also found that the 

youth in slums report high sexual activity, have more sexual partners and low condom use 

which puts them at increased risk of infection with sexually transmitted infections including 
HIV and as well as unplanned pregnancies amongst girls, among other consequences. 

Malaria also remains one of the public health concern till affecting children and women in 

the Coa t region including Magarini division. This finding \ a confirmed by the health 

record from the di trict facilit ho\ ing that malaria \ a one of th leading cau e of 

outpatient mor idity among all the p pulati n in the ·ear 2 0 K B , 2 10. h 

g rnrncnt and thcr kc partner ha e n rd mg nth high pre of nurn r f 
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disease, one of the very important components in effective community based malaria control 
programs (Mwenesi, et a/., 1995) and the practical community-based methodologies of 
approaching malaria in totalit . hi \\ n r f1 ted in the recurrent outbreaks of malaria in the 

Coast region. 

Thi tudy r und that man pe pie respect traditional healers because of their powers to treat 
multiple ailment e peciall fe ers blamed on spirits, witchcraft and or sorcery. This has 
made man of them to trust that their priority concerns can best be addressed by the 

traditional healers. One respondent observed: 

Waganga kutoka mbali kama Tanga wako huku na wanatibu kila ugonjwa hata malaria. Watu wanawaamini kwa kuwa wanatoa dawa za kutibu kila aina ya magonjwa (Herbalists from far places like Tanga are here and are treating every disease. People trust them because they give treatment for every ailment) (KI, male, 46 years). 

In few situations where malaria is endemic, some form of self-treatment is usually common 
either the use of traditional hvme remedies or of pharmaceutical drugs bought from a retail 
outlet. The strategy is partly as a result of high costs of medically prescribed drugs but also 
from cultural beliefs regarding the origin and nature of the disease itself. Whichever the 
belief, sick people may be treated first at home (Mwenesi, et a/., 1995) or taken straight to a 
ho pi tal or at time to a traditional healer (Winch, eta/., 1996). 

At the mmunit te el, thi tudy found that none ofthe man group in th communit ha e 
rat d into participating in r aching out to priorit area that ar g ar d t \ ard 

ontr llin r aile iating th pr d and eff t th di 

l l 



6.7 The Role of Health Committee and Community Leadership 

The establishment of the District H alth Management Boards and the District Health 

Management Teams, which h t h lth mmittee , was a deliberate effort to allow greater 

participation of the c mmunit) in th management of health service delivery and to strengthen 

the implementation )r 1 ·tiviti · at th e level (MOl I, 2006). Together, the DHMB/T provide 

management and ·up n i i n upport to rural health facilities (sub-district hospitals, health 

center and di pen arie ). 

In constituting the teams to the health facilities, this study found from majority of the 

participants in the focus group discussions that politics is a key determinant to the 

appointment of members of the community to the health committees. This was pointed out as 

a way of rewarding Joyal friends of politicians or other people in authority like the chairmen 

ofhealth committees or doctors in-charge of hospitals. One respondent observed: 

The local administration usually organizes for those appointments in cahoot 
with few friendly individuals and just select themselves (KI, female, 50 years). 

This was supported by responses from many participants in a different way by arguments that 

if the community could have been involved in the selection/appointment proce s, problem 

associated" ith service provision and utilization of the arne could not have been there. In that 

regard, this stud found that the ervice provided in many facilitie do not repre ent the 

\ i he of the communit hat line of thought wa di puted by orne re pondent pointing out 

that th mmunit · \a in ol d in the ele tion and app intment of it mm r t h alth 

a matt r of p li . he mmuni itic nd 

pri ritie thr u h hicf bara:a \\hen er th _. it d n t d nd nt: 
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We have leaders meetings organized by the Chief for all activities done within 
his location. That is where ' e air our programs and we try to solve where there 
is a problem and try tore ol e it (KI, male, 54 years). 

The scenario depict a lear I "- d m rati practices in the processes described. In areas 

and communitic where parti ipat r approaches have been attempted and seen to work, 

though 1 wly. mcm r · under tand that they have some role to play in priority setting and 

deci i n making pr e e in choosing their own representatives and even further know that 

their opinion( ) can influence change. It is very rare in communities mainly in rural areas (like 

in the study area ' here general awareness on the basic rights is minimal) to vote for 

individuals based on their own conscience but more-often influenced by leaders or social 

groups. The general lack of democratic practices detach members of a community from 

participating in their rights and in the process assists in creating an environment that Jacks the 

basic values in democracy such as trust, credibility and accountability. 

While decision makers struggle to set priorities appropriately, this study found that 

community leadership does not lay emphasis on priorities of the all the groups in the 

community often taking advantage of ignorance and or levels in understanding issue . One 

participant observed: 

Majority of the community leader ha e no vision or action point whenever 
the} eek for vote . In mo t ituation their mind are pre-occupied , ith 
planning for acquiring material for them el e or bu pretending to kno\ the 
i ue facing the community (FGD male, 56 year . 

Thi tud , found tr m ke informant that I d r hip uongo=J to th majorit of th 

mcmb r of the ommunit · i ccn the engine th t guid . pr vid dire ti n nd n 

mb In th r tudi with imil. r hndin, . 

hip h n ibilit • ''h r pri rit\ cttin, i 



one of the reasons making leadership a major challenge and one of the easiest to get wrong 

(D'Souza, 2007). Decision maker a leader are ometimes at a crossroad because they do 

not have explicit framework fi r pri rit etting and are thus 'frustrated ' (Mitton and 

Donaldson, 2003). 

The muin r 1, r c mmunit leader hip is to provide overall guidance and influence regarding 

priority etting and making decisions that may lead to enhancement of social and health 

development in the community. The leaders also act as agents of communication between the 

community and the local provincial administration representing the central government. In 

choosing leaders at the community level, specific characteristics such as the level of 

education, among others are considered as a benchmark to developing negotiation skills and 

subsequently trigger social and health development. Level of education is viewed at the 

community as an important aspect in leadership which is associated with successes, as stated 

by a respondent: 

We elected our Member of Parliament based on education among other 

characteristics because an educated person will be able to express himself in 

parliament and be able to drive the agenda ofthe community well. In the eyes 

of the people he can deliver. .. lfyou are not highly educated, you may not have 

the competence to make decisions and therefore people can decide to ignore 

" hat you have said (KI female, 32 years). 

But orne of the ocio-demographic characteri tic uch as age, religion and ethnicit gender 

are a p c of leader hip in the communit · " hich were found not to matter. hough gender 

wa not found a a major i ue in communit · leader hip, thi tud found that , omen 

involvem nt and p rticip tion in health pri rit · etting and de i i n m king i 1 rg 1 , limited 

by ial is uc su h 

n midwife!") hild du bi r I in hild h tlth nd th 

I up rin in 



The Provincial administration is another position that was found to be playing a pivotal role in 

providing the necessary linkage bet\ e n the ommunity and all the stakeholders in the health 

sector, among other activiti . It i mobilizing the community for the various 

stakeholder in an attempt t m Kl th m participate in advocacy programs such as HIV/AIDS, 

nutrition, immunitllion und mularia in en uring that better healthcare services are taken closer 

to the c mmunit , ithin their area of jurisdictions, as observed by one respondent: 

We en ure that proper working relations between the community and 
de elopment partners are given the right forum. We bring everyone on board 
even at the onset of activities such as sensitization against killer diseases after 
consultations with representatives ofthe line ministries (KI, male, 51 years). 

The Provincial administration partner with maJor stakeholders in health sector at the 

community level such as government of Kenya line ministries, community-based 

organizations and individuals in ensuring that better health services are taken closer to the 

community within their areas of jurisdictions. Through such initiatives and partnership with 

APHIA Plus and Lishe Bora from the Ministry of Health, this study found that provincial 

administration calls for public meetings and participate in sensitizing the community on 

HIV/AIDS, nutrition, immunization and malaria, at times through women and youth groups. 

As part of the Rapid Re ponse lnitiati e program thi tudy found that the local provincial 

admini tration al 0 pro ide forums for monthly meetings at the location level with local 

leader • repre entati e of go emment mini trie , G and religiou leader TBA , ch ol 

head , herbali t , youth and worn n, traditional circumci er and illag headmen. Th 

tmp rt n of u h forum wa not d to b m inl ' t id ntif nd r mmuni te h lth 

prioriti uth riti t higher I tcm of 

tt in 1 r ivin th one m o th p pi thr u h \\ h t i r ft rrcd t mpl int 



boxes which are always carried to public meetings and well placed in the gatherings. One 

respondent observed: 

We have th new h 1r 1= 1 m d I f running the barazas where our speech does 

not mark th end f th me •ting . We don't close meetings without giving an 

opp rtunit t • ntribute r ay omething they may be having. We want to 

know th ·ir inv I cment in those issues and more-often they get time to say 

how th · ' want certain i ues be done (KJ, male, 49 years). 

The approach of inY I ing the community directly used by the provincial administration, 

unlike the approaches employed by NGOs that uses CHWs and TBAs, was a step whose aim 

was to intentionall create open forums where interactions between them and the 

communities over certain issues occur. Dealing directly with the community present an 

opportunity to the provincial administration to either exchange outcomes of meetings realized 

from other levels above and convey other communications in form of policies, guidelines and 

emerging issues from government departments and other stakeholders. 

In conclusion, the findings in this chapter shows that several factors such as socio-cultural 

beliefs and practices, accessibility and cost of health services, attitude and practices of health 

workers, priorities of Non-governmental organizations, prevalence and burden of diseases and 

the role of health committees and community leadership influence health priority etting in 

the tud) area. The study has al o hown that illiteracy and poverty are other factor that 

influence health priority etting in the community. Member of the communit " ho " er 

illiterate, mi-lit rate or p or were noted to b pow rle and not kn " 1 dgeable 

b i right thu making th m unabl ly pu h r r i th ir h Jth pri rit . 

n rn C\en ifthcy re giv n n opp rtunity. 



CHAPTER SEVEN 

CONCLU 10 AND RECOMMENDATIONS 

7.1 Introduction 

The main objective of thi · tud "<L t ~xplore community participation in health priority 

etting. pcci licully. th • tud • >t ut to a ess the health priority setting processes at the 

community 1 v l. d tcrmin the le el of community participation in health priority setting and 

to establi h factor that influence health priority setting at the community level in Magarini 

division. Thi chapter presents conclusions and recommendations ofthe study. 

7.2 Summary and Conclusions 

From the findings, the study has showed that there are three processes of health priority 

setting depending on the various institutions existing at the community level. The study found 

out that health priority setting processes include priorities identified by institutions and 

organizations, invitation of the community by those institutions to deliberate and reach an 

agreement often through consensus based on the priority concerns of the institutions. The 

study has further shown that the processes are tedious and vigorous that range from making a 

balance between determining the health needs, giving their justifications, on the one hand, and 

demands of the majority of all the groups in the community, on the other hand in the conte ' t 

of competing interests. 

The tudy finding ha e de ribed the many approa he u d b th variou tak h lder in 

the communit in their attempt to make prioriti viabl and rei ant t th n 

f the rn · rit of th gr up \\ ithin the communit;. 

th n to pr vid 111 rum t th rnmunit ' in rd r t 

p vidin \\ n id hi h rr ' th It n th mt' rit 
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the members. In involving the community in health priority setting and generally decision 

making and resource allocation, a emphn ized in the KNHSSP II, the contribution of all 

groups in the community wn d em d n' l; ary a a way of reducing existing health 

inequalitic (Mugn. et al., . I hi~ i · al a way of improving the legitimacy and fairness 

of health pri rity ·ettirP pr · · • · Bukachi, et al., 2013). 

The tudy finding ha al o hown that there is a relatively low degree of community 

influence or control o er organizations in which the community members participate and 

what the community members go through is an empty ritual of participation with no real 

power needed to influence the outcome of any process. The community is still not actively 

involved in health priority setting and the overall decision making processes in the study area. 

But where the community is involved, the level of involvement and participation in 

community structures is vague compared to their participation in the various activities of 

health development partners operating within the community, which is very high. 

In government related structures such as the DHMT and both the health center and village 

health committees, community involvement and participation in health priority etting wa 

found to be ambiguous. As far as the composition or formation of health committee i 

concerned the tudy ha further shm ed that the criteria for electing repre entati e of th 

communit . i not clear to the communit and therefore the communit d not und r tand 

the moti e and the e enc of the committe . The tud ' al h w d that the mmunit i 

n ith r invol ed n it participate in the mmitt m m r . Intlu nti 1 

H. un ill r r th I I pr in i I dmini trati n " r ~ und t 

pi k pi \ h I to them. 



The study findings have also demonstrated that there is a disconnect between the MOH 

guidelines and the actual reality at the ommunit level where poverty and illiteracy levels are 

high and where election t th mmittc i ba ed on socio-economic and political 

background and not n :pcrtis~; . Th~; ·tudy ha al o shown that there is a disconnect 

between the nation tl li ·i • · and actualizing the arne at the community level. The 

government did n t hU\ ullicient re ources to support the full implementation of policies 

and in orne a e the policie \ ere too unique and unrealistic to be achieved. In addition 
' 

some policie do not carr the feelings and wishes of the community, a reflection that the 

communities were not involved in the development and realization of the same. The study 

found that many of the government documents do not conform to the conditions of the AFR 

framework. 

The study findings further showed that the health providers' attitudes and practices together 

with the socio-cultural issues are the main factors influencing health priority setting and the 

general provision and utilization of health services in Magarini. Though lack of essential 

services such as drugs and staff houses was found as some of the issues influencing and 

affecting the health service delivery, specific personal attitudes and practices of individual 

health workers and other taff \ orking in the facilitie ( uch a rudene , unqualified, 

untrustworthy, maliciou uncaring, corruption practice , among other ) ar large! to blam 

for poor utilization of health ervice in many health facilitie . hi h mad th ommunit 

tore ort to alternati e \ ay of eking health rvi . h r le of traditional birth tt nd nt 

nd herb li t hav c m up to fill the void left by formal h alth crvi 



It was also found that there are numerous challenges uch as poverty, illiteracy and prevalence 

and burden of diseases such as HIV/ATD • malaria, tuberculosis and anaemia which influence 

health priority setting. Poor r ad n n' rk. ' n n und to be another challenge affecting health 

priority setting in th tudy nr a. I h rnun patient who would be transferred to the district 

facility at Molindi f>r ft.ll'th •r 111 di al attention and care are left in great pains and suffering 

(including d uth) u u r · ·ult f complications associated with their ailments as most facilities 

in the hinterland rei on ne ambulance vehicle available and stationed at Malindi district 

hospital. pecificall , man pregnant and lactating women, children, disabled, the old and the 

elderly were found to ha e been unable to get their respective health needs met. 

7.3 Recommendations 

This study has touched on various core issues that are relevant to policy and programs and 

which are geared towards the realization of maximum involvement in all the stages in health 

priority setting processes and participation of the community in health priority settings at the 

community level. Arising from the study fmdings and discussion, the following 

recommendations can be made which will go a long way in enhancing community 

participation in health priority setting in general. 

1. This tud has hown that i ue like pub licit} rei vance leader hip ar e entia! 

component that need to be factored in to en ure fair health pri rit tting at th 

communit · level. The outcom of u h attribut faim quit , tru t nd 

a untabilit · in h alth pri rit ' ttin and u equ ntl · impr d d li\er • he lth 

t all the gr up in the comrnunit. •. lh cd 

rm 
t th mmunit lc\ I ' h r ll h ttribut n 
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enhance community participation and subsequently lead to an improved utilization of 

services. 

2. The government h •tlth s_ st rn h uld rl!c gnize and incorporate the contribution of all 

group fp ·)pi· tlh mmunit I ·vel in health priority setting by giving them more 

opp rtunili l participate. Thi will make the groups move away from being passive 

parti ipant l acli e participants and contribute to issues that are touching on their 

health tatus thus making issues relevant. This will eventually see an empowered 

community ~ hich will be able to demand for its space and other rights in health 

priority setting in all its processes up-to and including the implementation. 

3. With the aim of reducing mortality cases amongst the population, the line Ministries 

of Public Health and Sanitation and Medical Services in partnership with NGOs 

should continue combining efforts in advancing practical means for timely detection 

and response, prevent and control epidemics and by extension deaths. This partner hip 

which should be strengthened to create friendly avenues that will pull the feelings and 

aspirations of the community into participating in on-going ensitization program , 

among other health activities. There is need for the religiou institution and oth r 

de elopment partner to en itize the community on their ba ic right and pr ide 

leader hip in reaching out to community-ba ed per p cti e I al i u . 1 hi 

hould continuou 1 in ol e the youth, \\Om n and oth r uln rabl p pulati n 

,., ithin the communit a a wa of cmp \\cring th m with th n l)' kill nd 

kn wlcdg that \ ill m kc them p rti ip te in identif~ in • nd nf r ·in , 

h lth pri riti . 

Ill 



4. To address issues of accessing health services there is need for the government and 

other stakeholders to impro e th 

offer first aid service 

al intra tructure. In addition, mobile services to 

tnbli hed under health facilities with a view to 

reaching out t p pi "h ar' " ithin area where roads are inaccessible during 

certain r ri >d'l. 

5. F r U1 healili p li maker , health practitioners and the NGOs operating in the study 

area, there i need for more feasible policies and I or programs that take into account 

consideration community health priorities. This will go a long way in empowering the 

community to realize its full potential. In addition, the policy makers, health 

practitioners and the NGOs should intentionally establish friendly appeal and publicity 

mechanisms that will integrate and incorporate both national health priorities and the 

aspirations and priorities of all populations including the marginalized groups and 

communities. 

6. Further, there is need for a more accessible working and friendly communication 

strategy between the health committees at various levels and the community where 

ideas, priorities and other health concerns are communicated. This will al 0 be an 

avenue for communicating the same from the Ministry of Health headquarter to the 

facilitie le els at the community level and vice ver a. 

7. urther re earch hould be conducted on m chani m of fair pri rit tting and 

c mmunit , participation. Th fo u hould on .x:i ting appeal m hani m , ithin 

th ial tru tun.:. in the ommunit ' (a p rt o d tennining full 

nditi n ) with a \'icw t rn kin h lth pri riti m rc 'i bl • nd 

m u rit) o th 

h lth pri riti 

n .. 

th utri 1t th 



It is worth noting that the interventions arising from the above recommendations would be 

more relevant, fair and meaningful to th mmunity if there is community participation in 

health priority setting proce c a d in the AFR framework. 
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APPENDIXES 

Appendix 1: KEY INFORMANT INTERVIEW GUIDE 

1. Age of informant ___ _ 

2. Gender of informant __ _ 

3. Position f informnnt in th • mmunit 

4. llow I ng hn th infl rmant held the position? 

5. Describe the function of our position and how the position affects priority setting in 

general 

6. What are the health priority setting structures that exist in your community? 

7. How are general priorities made in your community? (Probe for priorities regarding health) 

8. Describe health priority setting processes in your community 

9. Who is/are involved in health priority setting processes? (Probe for criteria used to be 

involved in the processes and the degree of involvement; participation of women, men and 

youth) 

10. Who I what influences health priority setting processes in your community? 

11. How are priorities in the health structures within the community made (such as 

dispensaries health centres, hospitals)? 

12. How do your priorities get communicated to the consumers (the community)? 

13. Are your prioritie relevant to the wishes of the community? 

14. Who i in ol ed in the implementation of the priorities? (Probe for communit 

in ol ement) 

15. r there m hani m put in p1ac to challenge re\ i e th t prioritie ? 

16. ~ hat r fl r 



Appendix 2: FOCUS GROUP DISCUSSION GUIDE 

The following themes were explored in th fi u gr up discussions; 

1. Community pnrticipution in h alth priority setting processes 

n) Whut ur th pri rit etting processes in health at the community level? 

b) What ar the health priorities ofthe community? 

c) What informs health priority settings in the community? 

d) Who I What influence health priority settings? 

e) Who participate in health priority setting processes? 

f) Criteria for participation in health priority setting processes 

g) Existing mechanisms for receiving priority settings and they are verified if 

they reflect the needs, wishes and I or feelings of the community 

2. How does the community ensure that what it is getting I receiving is a true reflection of the 

decisions in priority settings? 

3. How does the community ensure that its needs are reflected in health priority settings? 



Appendix 3: CONSENT FORM 

Title of the study: Community Participation in Health Priority Setting in Magarini 

Division, Coastal Kenya 

Purpose of the study 

The purpo e f thi tud i to explore community participation in health priority setting 

processes in Magarini di ision in Coast Province ofKenya. 

Confidentiality 

Please note that no names will be used in the report or made public for any reason. In this 

regard, your name will not be mentioned anywhere in any report. All responses will strictly be 

kept confidential. Confidentiality will be maintained by using codes for identification of the 

persons interviewed and the interview transcripts. Only research team members will have 

access to the list of codes and the original data. 

Participation and withdrawal 

Your participation in this study is voluntary. Feel free to participate or withdraw from this 

tud;. 

Procedure 

If you agree to participate in thi tud , ou \ ill b r que ted to tum up fi r an inter i , 

dur tion ''ill be ut n h ur. fh main t u ' ill b r lat d t mmunit 

p rti ip ti n in h lth pri rity ttin ,, u ar en ur g d t r m kc 

I I 



comments at any time during the interview. The interview I discussion will be taped and or 

notes taken. 

Potential discomforts 

The interview I di cussi( n will tak place according to your preferred normal working hours 

and will involv tw re earcher . You are required to give an appropriate time for the 

interview I di cu ion in order not to disturb your normal routine. 

Potential benefits 

There will be no direct benefits to you for your participation. But your contribution will help 

us to get a better understanding of community participation in making priority setting as far as 

health issues are concerned. The same will eventually go along way in improving quality, 

equity, accessibility and affordability of health care at community level. 

Contact persons 

Should you have any queries or concerns about this study, please feel free to contact the 

following; 

Director, 

In titute of Anthropolog , Gender and African tudie 

Uni er it of airobi 

8 .. 301 7 



Signature I thumb print of the participant 

I understand the information provided abo e and that any questions or concerns I had have 

been answered to my satisfaction, and 1 ngr t participate in this study. 

Name ofpurticiptmt (u · ne name or initials) 

Position of participant 

Signature I thumb print of participant Date 

Name I signature of Researcher Date 


