Deveinpmg ]3! iiige]
Repmducf' ?‘i =fe .' Services:
Emdeflnes for. __ Gy -Ma k%s

¥ e




Authors

Charles Collins, Honorary Senior Lecturer, Nuffi€ldntre for International Health and Development,
University of Leeds

Nancy Gerein, Nuffield Centre for International Heand Development, University of Leeds
Wendy Hall, Health Systems Trust, Durban, Southcafr

Jaine Roberts, Health Systems Trust, Durban, Sifuibe

Olico Okui, Institute of Public Health, Makerere i\dersity

Dr. Sarah Ssali, Gender, Makerere University

Mamadou Sanon, Centre de Recherche en Santé deaNewrkina Faso

Professeur Laurent Ouédraogo, Direction de la FanMinistére de la Santé, Burkina Faso

Fred Wabwire-Mangennstitute of Public Health, Makerere University

Dr. Ellie Rutebemberwadnstitute of Public HealthMakerere University

Dr. Elizabeth Ekirapdnstitute of Public HealthMakerere University

Diana Seralnstitute of Public HealthMakerere University

Aupal K. Wilfred, Institute of Public HealthMakerere University

Dr Bicaba Abel, Consultant

Daniel Coulibaly, Consultant

Florent Somé, Consultant indépendant, Burkina Faso

Jean-De-Dieu Sermé, Consultant indépendant, BuFdsa

Ky Salimata, Direction des Etudes et de la Plaaiian, Ministére de la Santé, Burkina Faso
Aboubakary Sanou, Centre de Recherche en SantéuleaNBurkina Faso

Dr Bocar Amadou Kouyaté, Centre de Recherche etéSknNouna, Burkina Faso

Adjima Gbangou, Centre de Recherche en Santé dea\8urkina Faso

Dr Akory Ag Iknane, Département Santé Communautéistitut National de Recherche en Santé
Publique, Mali

Modibo Kadjoke, Consultant

Nianguiry Kante, Département Santé Communautaistitlit National de Recherche en Santé
Publique , Mali

Tenin Sangare, Gestionnaire des services de dastiét National de Recherche en Santé Publique,
Mali

Aoua Thiero, Gestionnaire des services de sargétunNational de Recherche en Santé Publique,
Mali

Issa Traore, President of Association Santé Comntaita de Banconi, Mali

Sadio Sissoko, Consultant

Dr Kalifa Traore, Division Santé de la Reproductidnection Nationale de la Santé Publique,
Ministere de la Santé Publique et des Affaires &esj Mali

Frances Den Borne, Evaplan GmbH, University of kidrg

Regina Gorgen, Evaplan GmbH, University of Heideibe

Darcey Terris, University of Heidelberg

Reinhard Huss, University of Heidelberg (to 2008yffield Centre for International Health and
Development, University of Leeds

Ute Sunderbrink, University of Heidelberg

Contribution of authors

The inputs of the above to the production of thisuinent is as follows. The document was drafted
by Charles Collins and commented upon by the faligwseven authors listed. The document draws
on the research carried out by all authors in tmumtries, led by colleagues in South Africa, Uganda,
Burkina Faso and Mali, and on comparative anal{ses.

! Hall, W and Roberts J (2006) Understanding theaichpf decentralisation on Reproductive Health and
services: South Africa Country Report

Okui O and Ssali, S (2006) Understanding the impadecentralisation on Reproductive Health andises:
Uganda Country Report



Acknowledgements

The research team responsible for this work woildel to acknowledge the contributions of various
people and institutions. Firstly it thanks the muous respondents in the four countries studied, fo
their time in engaging in the research. Secordippreciates the support of the ministries of theal
in these countries in the conduct of the resedtirtally, it acknowledges the financial support loé t
European Commission, DG Research, Internationap@&aion programme to this project (CA4-CT-
2002-10028

It should, as is normal, be pointed out that th@lvement of the above does not imply endorsement
of the contents of this document.

Contact

For further information on this project please eatthe research coordinator, Dr Nancy Gerein at:

Nuffield Centre for International Health and Devmtrent
University of Leeds

71 Clarendon Road

Leeds LS2 9PL

E-mail: n.gerein@leeds.ac.uk
Tel : 00 44 113 343 4858
Fax : 00 44 113 343 6997

Sanon M (2006) Compréhension de I'impact de l@d#alisation sur les services de santé de ladégtion
en Afrique: cas de Burkina Faso

Ag Iknane A, Kadjoke M, Kante N, Thiero S, Traoré&issoko S, Traore K (2006) Comprendre I'impaclade
décentralisation sur les services de la santé @épaoduction au Mali

2 Collins C (2006) Comparative analysis of Deceigegion and Reproductive Health Services in Souftica
and Uganda

Den Borne F and Gorgen R (2006) Comparative arsbfdDecentralisation and Reproductive Health Sewi
in Burkina Faso and Mali

Collins C (2007) Comparative analysis of Decenselon and Reproductive Health Services in Burkiaso,
Mali, South Africa and Uganda



Contents

1 goTo [FTox 1 o o [PPSR 4
Developing the POlICY PrOCESS........cooiiii e e s e e e e e e e e e e e e eeeeneeeeeeerennnn s 6
Understanding the National CONEXT..........cooiiiiiiiiiiiieee s 6
Understanding LOCal CONIEXL ..........cuvuiiiimmmmmmeeeeeieieceieeiiies s s e e e e e e e e e e e e aeeeeeeaseeeeeeeeeennnnne 8
Service Organisation and DElIVEIY ...... .o e e 8
10 F= L (o T PP PPPPPPPPPPPPPP 10
HUMEAN RESOUITES ... ittt e e e et e e e e e e e e nmr e e e en e e e eaa e eennns 11
Planning, Monitoring and EValUatioN ..........ccceeeeeeeeiiieieiiiiiiiiiiss e e e e e e e e eeeeeeeeeeeeeeeeeaanens 12
HEAIth GOVEINANCE.......oiii i oottt s s e e e e e e e e e aaaaaeeeaeeeaaeeeeeeenrennnnn 12
[0 T ] o= 13
Roles of the Centre and the DISIICL........ e eeeeeeieeiiiiiiiaa e eeeeeee e eeeeaaeeeeaaans 14
(@ o L= Tod| AV B T=3Y =1 (o] o 1 1= o 15
[T 1T T P PSS RRRPPPPRR 15

A checklist for developing effective decentralisatfor SRHS

Acronyms

HR Human Resources

ICPD International Conference on Population anddl@pment
MoH Ministry of Health

NGO Non Governmental Organisation

SRHS Sexual and Reproductive Health Services



Introduction

Why is this document important?

Both decentralisation and sexual and reproducteadth services (SRHS) are priority issues
occupying national governments and particularlyistifes of health, international, national
and local NGOs, multilateral and bilateral interoaél agencies, health user and community
groups, and professional and occupational assongti

This booklet looks at these two areas of governnpatity - decentralisation and SRHS.
Health sector decentralisation is a common ingredé policies on health sector reform. It
has many claimed benefits ranging from improvedviser delivery, better equity and
improved community involvement. Yet it has manyics claiming that it can lead to quite
the opposite to the above. SRHS are a priorityafy governments in the world. This is not
surprising given the poor indicators of mother ahdd health and the HIV/AIDS pandemic.
Many governments and both national and internatiorganisations have adopted the rights
based agenda, as represented in the ICPD conferehGairo and Beijing.

Decentralisation can have a major impact on thenrphg, financing, management,

organisation and delivery of all health services|uding SRHS. It is therefore important that
policy-makers pay attention to making the introtuctof decentralisation as effective as
possible for the development of reproductive heséditvices. How then do these two policies
relate to each other? Can decentralisation legubsitive results for SRHS? What can be
done to make decentralisation work for SRHS?

What does this document contain?

This document provides a number of guidelines faicg-makers intent on introducing both
decentralisation and effective SRHS. The guidelimes/ide a series of factors for policy-
makers to consider and be mindful of.

Who is it meant for?

The guidelines should be of relevance to all thgesups and institutions who may be

considered as stakeholders of both health sectendialisation and SRHS. It should include
national governments and particularly ministrieieélth, ministries of finance, international,
national and local NGOs, multilateral and bilatergkernational agencies, health user and
community groups, professional and occupational@asons and academic institutions.

How was it developed?

Between 2003 -2007 a groups of researchers frorsaintries asked the question: What is
the impact of decentralisation on SRHS? Reseasshasnducted in four African countries:

Burkina Faso, Mali, South Africa and Uganda. Basedhe background of the researchers,
discussions within the research group and the teefia@m the research, this booklet sets out
guidelines for policy-makers seeking to developoaitive relation between decentralisation
and SRHS.



How to use the guidelines

The guidelines should be the object of discuss®noatheir relevance to specific country
situations. They are not a list of universal resipf how to do things but a set of key
considerations to work on during policy-making.

Why we would value your reaction

We are all learning in how to achieve health systatevelopment for better and more
equitable health and health care. We would valoer yeaction to these guidelines by
contactingN.Gerein@Ieeds.ac.uk

How are the guidelines structured?

The first section deals with the policy process ,amd particular, relating policies of
decentralisation and SRHS. The guidelines thenemmv to consider the importance of
national and local context. There is then a caraiibn of the key functional areas of
service organisation and delivery, financing, hunrasources, planning / monitoring /
evaluation, health governance and logistics.



Developing the Policy Process

The policy process used in the formulation and enmntation of policies such as
decentralisation and SRHS is important in detemgjrthe impact one policy has on the other.
Particular attention needs to be paid to:
* The extent to which the rationale for policies dheir basic contents are similar
and compatible;
» The degree to which policies on decentralisatiocsh @RHS change over time and
how this affects the relationship between the two;
* The institutional and individual linking betweenals¢holders from different
policies and the degree to which broader consahias developed,;
» The timing of policies needs to be taken into aot@nd the extent to which they
are implemented together or separately;
 The impact of decentralisation on SRHS needs tambeitored using agreed
indicators and both qualitative and quantitativeada

Assessing the impact of one policy, such as deaksdtion, on another, such as SRH policy,
is a complex process. Quantitative data may be wkich shows that since decentralisation,
indicators on SRH and SRHS have changed. Quuabtdtata showing the perceptions of key
stakeholders may also be used. It is importanhtierstand:
» the relationship under analysis takes place inom@uic, political and social context
and this will have an important bearing on it;
* the policies on decentralisation and SRHS may rotéfined in time with a clear
starting point;
* there are important issues of attribution to wouk and these include (in addition to
the broad contextual factors mentioned above)rtextivined operation of the levels
of government which makes it difficult to isolatestrole of the decentralised level.

Understanding the National Context

Policy-makers need to understand how policiesift the bigger picture of social, economic,
political and international changes. By doing is@llows them to understand why policies

are on the agenda, why they take such a form, ey tan relate to each other and their
chances of implementation. All these factors an@drtant in having an impact on the

interrelationship between policies such as decksataon and SRH.

The context refers to all those features in theirenment tha
have a significant impact on what we are tryingutmerstand
In this case, we are interested in the relationdhgpwee
decentralisation and SRHS. It is important thad tontextua
understanding be more than an embroidery to thiysiadut b
used in the explanation of the relationship.




A useful way of understanding the context is shanvfigure 1. Firstly, how the policiesn
decentralisation and SRHS fit into the processistohical changeneed to be understood.
This means the broad economic, political and sdeietiors that affect decentralisation and
SRHS. The_policy proceswas referred to above. The structure and orgaomsabf
decentralisation and SRHfeed to be understood in terms of form, compleitg definition.
The form of decentralisation may be characterisedo@ing to organisation, resource
generation and allocation, planning, resource mamagt and governance. The SRH policy
may also be characterised according to interndtipolcy trends, such as how it relates to
the principles of ICPD.

Figure 1: Understanding the context
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Understanding Local Context

The impact of decentralisation on SRHS varies atogrto local context. Decentralisation
might work very well in one district while in an@hit might not. This clearly affects SRHS.

There are two factors of importance here. Firgtlg, reasons whipcal context affects the

impact of decentralisation needs to be understdbdse could be local contextual factors,
such as social and political historical backgroutite location of referral and district

hospitals, geographical location, local leadersbgajal and political conflict.

Secondly, it is important to understand htmgal context has an impact on decentralisation
and its effectiveness. This could include theidlfty the district has in generating its own
resources due to underdevelopment, which can dtfeat funding and therefore the quality
and quality of services provided. At the same time,may find that the social relations in
the district affect social and political cohesiofhe history of social relations may be
conflictive or there might be a high degree of aband political cohesion. We need to see
how this cohesion / conflict affects governancei@ss such as community participation and
its impact on developing SRHS in the district.

In interpreting the local context, there are thaidditional features to be taken into account.

* Local contextual factors do not exist in a sepasaig isolated manner. Rather, they
are highly intertwined. The local contextual fastthave an impact on one another
and form parts of an interrelated explanation.

» The description of local context needs to use ljotimtitative and qualitative data. In
using this data, an historical approach to inteénmpgethat data needs to be used. The
context does not look like a cross sectional cttbecof quantitative data but appears
as a set of historical processes.

» Lastly, the local contextual factors do not presdaar negative, benign or positive
impacts on the management and planning processeSRHS. Contextual factors
can represent both positive and negative effectSRIAS.

Service Organisation and Delivery

Many countries have adopted centrally determinedice packages to be implemented by
district health systems. These packages, of WBRRRIS often form an important part, may
be backed up by central funding. This arrangenhast the advantage of ensuring service
coverage across all the districts in a country.e Thteria used in the resource allocation
formula may be selected and weighted in such a agmyo move towards greater equity
between the districts. Service guidelines devaldpethe centre may also be used to ensure
greater social equity within the districts. To i@sfe this, the supply of resources needs to be
sustainable and backed up by the appropriate ieritgood information systems and political
support in favour of the redistribution process.



Merely declaring and funding a package of caredsgoarantee that it is actually being
delivered. Despite central funding, resource stamay be a problem. Central resources
may be insufficient for most if not all district®ue to problems such as geographical terrain,
the delivery in some districts may be more costntin others. A lot will depend on the size
of the allocations, the criteria used in allocatiand also the capacity of the districts to
implement the package. Poor districts may be @enabhttract staff to work there. In such
circumstances, it is important that the centre thascapacity to monitor service delivery in
the districts and a way of feedback such datathelanning system.

How this fits in with decentralisation needs todscussed. Central packages and funding
mean a restriction on the autonomy and space ofifyrsetting by decentralised entities. On
the other hand, decentralised districts may be lueeb in the national decision-making
process of the service package and the developoh@tibcation formula. They may also be
given the authority to adapt the package to meetllbealth needs and / or add to the
package to meet local needs. This does, howeaise the issue of whether they actually
possess the resources to do this.

How decentralisation relates to service integraisoanother issue. Decentralisation may be
seen as overcoming the vertical forms of centrditgcted service delivery through vertical
programmes and introducing more horizontal formsseifvice delivery. On this basis,
service integration can be developed. Nationalegunents may adopt country-wide
policies of service integration and require it ®itmplemented in districts. Ensuring service
integration is, however, no easy matter. Natiggragrammes may still exist and can exert
pressure on decentralised districts to prioritlsgirtown specific disease control measures.
Lack of qualified staff to implement service intaion is another issue, together with
practical difficulties in organising specific clog and attending patients.

Standards in the provision of health care by thsridt system can be set by national
governments. In countries suffering from resowcacity, the meeting of these standards by
the district health service is a problem. Therg i@ severe shortages in staff, supervision
and supplies.

A key issue on service delivery and organisatioimas of the referral system. Typical issues
to be faced here are patients by-passing healttreseand clinics and going directly to
hospitals, lack of transport, lack of coordinatibetween the levels of care and the long
distances patients are required to travel. The |[dpueent of decentralised health systems
will clearly be important in meeting these challeag For example, the decentralised system
will need to strengthen primary care to reduce aasgary patient contact with higher level
hospitals, develop innovative ways in improvingi@att mobility and ensure coordination
with higher levels of government responsible faroselary and tertiary hospitals. These are
important challenges for a decentralised healttegys



Finances

Financing concerns the generation, allocation as®lai adequate financial resources for the
decentralised district to be effective in the pstom of SRHS. In this respect, there are a
number of important issues to deal with.

The overall funding for the district needs to bepped out. The principal forms of funding
are usually central government allocations throloigtin conditional and unconditional grants,
local government allocations to the health sectser fees and contributions from donors and
NGOs. There may also be payments made by socéthh@surance agencies for services
provided by government health facilities. Thesersesineed to be reviewed in terms of:

* The extent to which SRHS funding is part of the egah district financing, or is
separated as specific to SRHS through funding alarsuch as Family Planning and
HIV/AIDS disease control;

* The adequacy of decentralised funding in generdlraare specifically the extent to
which the sums allocated to SRHS are adequate ¢ 8HS needs;

* The extent to which the different sources of fugdame predictable (not too volatile
as may be the case, for example, with donor funditgis facilitating planning and
programming of sustainable services;

* The capacity of the district to coordinate the @as forms of funding.

Given the use of consolidated budgets and the psookservice integration, it is often not
possible to identify how much is being spent on SRH et this is important for monitoring
and evaluating district health plans and priorggrsding.

An important issue in decentralised financing &t thf equity. This needs to be reviewed in
terms of the impact of district funding and expéme decisions on:
* Equity between districts with different economicvel®pment, e.g. the extent to
which districts with the greatest need get addéldanding;
* Social equity between different groups within treme district, e.g. the extent to
which district expenditure on SRHS expresses tieesef the poor;
* The equity implications of the funding, e.g. retaron user fees can lead to the poor
being excluded from care.

How financing fits in with decentralisation alsoshi@ be reviewed. As suggested above, too
much district generation of funding (through useed and local taxes) can lead to inequity,
just as poorly devised systems of central allocatiGentral government allocations based on
centrally determined service packages may well ésgted to ensure coverage, equity and
quality of care, but also have to be set agairestithitations these represent on decentralised
and local decision-making. This area of finanaiegds to be carefully reviewed to achieve a
balance between central planning, resource allmtand expenditure controls, and the need
for a degree of decentralised and local decisiaking

Experience suggests that districts and healthitiasilneed to be strengthened in the systems
and staff skills of financial management.

Budget formulation and implementation offers a nembf opportunities for community

involvement. For example, the community may hagpresentatives on the institution
responsible for approving the local and distriotidpet.
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Human Resources

Decentralisation can have important implicationsHealth human resources (HR) which, in
turn, can have an impact on SRHS. Particular tttertherefore needs to be paid to how
human resources are managed and planned at batattbeal and district levels.

Countries operate different institutional structufer determining how the HR function is
managed. At the national level there may be HR @@sions and Departments of Public
Service, while the form of decentralisation adopseds out a range of functions to be
maintained at the centre and others to be decesiialCentral functions often include setting
and monitoring staffing norms, conditions of seeyiand national guidelines, standards and
salaries, while the district may have functionshinng and firing of staff, supervising,
training, performance management, and assigninff &taspecific responsibilities and
locations. This mix of institutional responsibiéisi can lead to tension over issues such as the
distribution of staff between districts. Thereaisneed to invest time and resources in the
collaboration of the range of institutions involviedHR management and planning.

Many countries face major problems of HR scarcitg ataff retention, particularly in the
poorer districts. This can have an important immeacthe capacity of the district in providing
SRHS.

Developing supervision is an important challengh. balance may be required between
general supervision from the district and more shsed supervision through national health
programmes. Resources, particularly time and pamsare needed to facilitate supervision.
Two words of caution: the effectiveness of supeéovisan vary greatly between districts and,
when questioned, supervisors may reflect a mordtipy@smage of supervision than the
supervisees.

Training is an important area with potential gaing some pitfalls if poorly managed. In
addition to improving staff knowledge and skills,can also be important in contributing
significantly to staff motivation. However, favatism and discriminatory practices in staff
selection for training and donor-led priorities faaining can lead to distorted priorities.

HR management can be an area in which significéferences can be found between
districts. These differences need to be monitamedl extra support and strengthening needs
to be given to the weaker districts. Capacity depelent is clearly required in the area of HR.
Staff skills and systems are required in key arsash as recruitment and selection,
supervision, training, and performance management.
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Planning, Monitoring and Evaluation

Many countries operate health strategic planninghlgycentre and operational planning by
lower levels. It is important to develop means lbyick the district can play a significant role
in setting priorities within the context of bothtimaal planning / resource allocation and the
existence of minimum care packages for implemeoaty all districts.

Effective district health requires constructive tter- periphery planning relations, including
relations with the national health programmes aratencomprehensive district planning
done by the local government. This also opens aptssibility of intersectoral collaboration.
Attention also needs to be paid to relations witt tommunity and their participation in
health planning, the development of a district plag cycle, and linking between the district
plan and the district budget.

The development of district health planning alsguiees attention to be paid to the
development of an effective information system thaivides an input into planning. This
will require central initiative in the incorporaticof the district information system into the
national health information systems.

Different forms of monitoring and evaluation of st effectiveness are possible — periodic
management meetings in the hierarchy of governmienglvement of the information
system, and participation of the district goverrastructures, including local councillors.

Health Governance

Governance plays a vital role in the developmentedentralisation and SRHS and these
guidelines refer to four of the key issues: insimoal decision-making, community
participation, public-private relations and inteteeal collaboration.

Decentralised management can involve a complexar&tof interrelations between, on the
one hand, the centre and the periphery and, ootllee hand, among institutions at the
decentralised level. A network of district publexcsor institutions can include general
administrative representatives of the state (asfrick commissioners, prefets), district based
MoH managers, health facilities with varying degreé semi-autonomy, community
representatives and political municipalities. Imgocountries this has led to confusion
among stakeholders as to how decisions are malere Tan also be tension between them
as different interests within the health systemdiaagree. There is also a trend in many
countries for political municipalities (local govenent) to take on a more prominent role in
service provision. All this really puts the onusrmaanagers to clarify how the decentralised
system is organisationally structured. It also nsethat managers have to work at
collaboration and finding innovative and constreetimeans for health systems development.
There will be variations between districts in tharmagerial capacity to work together and the
context in which they are working. Once againtipatar support will be required in those
districts experiencing difficulties in institutioheollaboration.

12



Attention has to be paid to the impact of commumgyticipation on SRHS and health
services in general. In addition to playing a rotedecision-making on planning and
budgeting, it can help in resolving problems sustslaortage of drugs, health centre repair,
staff shortages and health centre/clinic opening$iorhe complexity of different forms and
mixtures of decentralisation is reflected in th&edent forms of community participation.
This may be organised through, for example, locditipal councils, health unit management
committees, and community representatives on Igoakrnance bodies. Care needs to be
taken in evaluating participation as different astwill have different approaches and views
on its effectiveness. It will also vary a greaalddepending on the social, economic and
political context of the district.

Districts can play an important role in initiatimpntacts with NGOs and developing, for
example, joint planning, sharing resources andessing coverage. In order to do this, the
districts need to work within a national policy aretjulatory framework. The districts also

need the authority and capacity to move ahead effédttive and innovative public — private

relations. This is of clear importance to SRHS @&ndne of the reasons for decentralising
authority to the districts. A potentially importaarea to consider developing is that of an
increased role of the district in relation to reggurg the private sector.

Intersectoral collaboration is of great relevancetlie development of SRH. This is
particularly clear in areas such as HIV/AIDS. Logalvernance bodies concerned with
decision-making and community participation canetdkad roles in this area. Planning
processes can also have an intersectoral compaddentever, there is a real challenge in
making intersectoral work a priority and ensuringtrict and health facility workers are
allowed the space to be creative in an interselctashion.

Logistics

Drug supply, transport, laboratory services andastfucture are important but potentially

problematic and controversial areas. There canttbe doubt that in key areas such as drug
supply and regulation together with transport arfdastructure development, the centre has
an important role to play. However, it is importawat to ignore the special role decentralised
management can play.

In drug and other supplies, the introduction ofall’ system may be an effective way of
improving access and availability. Decentralised participative management can also be
useful in fixing some drug prices and developingowvative systems of district and
community based distribution.

Decentralised management can also play a rolevelolging innovative schemes of health

worker and patient mobility together with takingrale in infrastructure and vehicle
maintenance.

13



Roles of the Centre and the District

Decentralisation sees the district, or its equivgléake on important roles in the planning,
management and delivery of SRHS.

Formulating and implementing a district health pléncluding SRHS, health
information system and priority setting);

Service delivery of SRHS through community healtbgpammes and government
health units such as the district hospital, headthitres and health posts;

Managing and developing health human resourcesightofor example, supervision,
and in-service training;

Managing financial resources through central atlona, local resource generation and
budget management;

Managing logistics for the government health system

Developing working links with the private sectorofnand for profit organisations)
through support, supervision, regulation and collation;

Promoting intersectoral collaboration;

Working with the community.

At the same time, the centre has a vital role &y j:

Taking the lead in policy-development by emphagigiolicy values, such as equity
and reproductive health as a right, in additiopriamoting key policy areas of SRHS;
Undertaking national strategic health planning #n#ling this to the budget and
resource allocation;

Establishing the overall framework of the healtkteyn;

Providing policy, managerial, technical and poétisupport to the district level,;
Regulating the decentralised system to ensure @pkewithin national norms and
standards and quality is maintained.

14



Capacity Development

Whether the centre and the district are able toycart these roles in an effective manner will,
to a large extent, depend on its capacity. We reéee to the availability of resources, the
aptitude and skills of the staff, the structure aelkhtions of authority, and the systems for
management, planning and policy-making.

This requires major adaptations and capacity stneming for the centre. For example:

® Management, planning and policy-making structusgdl]s and systems need to be
developed;

® Organisational links relating decisions in the MoRl health systems and SRHS need
to be developed,;

® Systems for stakeholder consultation should beemphted;

® There needs to be collaborative work between thddNod other governmental
bodies, such as the Ministry of Finance, the Migistf Planning and the Civil
Service Commission or Department.

For the district, there needs to be a similar ersjghan capacity development. For example,
districts can lack capacity in key areas suchremftial and HR management. They may also
be poorly informed about recent technical and gatievelopments in SRHS. Technical and
policy support from the centre may well be required

Linking

An important feature in the effectiveness of a thedistrict in developing SRHS is that of its
capacity to link up with other organisations andkeholders. This has been a theme
throughout this text and needs to be emphasiseslcapacity of the district to link up with a
wide range of organisations and stakeholders & totthe development of its effectiveness.
Figure 2 provides an idea of the extent to whidfealth district has to operate a network of
interrelations with a wide variety of organisationsCentre — periphery relations are
fundamental to effective management, planning asidyzmaking. These may be even more
complex with the roles of intermediate levels sashstates, provinces and regions. More
horizontal relations need to be developed for tivafe sector, other functional sectors (such
as education), the community and other stakehaldensimportant feature of the district
capacity is that of the skills, values, structused systems that allow for the development of
collaborative relations within this network.
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Figure 2: The health district and interrelations

Commission y
7’
\\ . // <~ R R \
7 rd
S <o _- . // \ , \\
=== ’ \ ’ \
\ \
4 Health \ 4 Local 1
} facilities - government ]
\ 1 \ 1
\ ! \ ]
\ ! \ 1
\ ’ \ ’
\ ’ N 7,
N 4 N ’
N - 7 4 N R y ’

’
S s
~o Phd
/
I
1
[
[}
\
\
\
_ _ \
,z‘ ~o L =
~ v
R ’

7 \
4 MoH centre Y\
LetT T T TN | and national 1 LT T T T
- . . N \ health " - AN
,/  Relations with programmes ; y \\\
y other E Y ;o] Other sectors 1
| ministries — ] b o ! for ]
- L .
' education, A See____--7 ' intersectoral 1
b finance... / b collaboration y
\\ / \\ 4
e ,’ ‘o ,'
S - g o
/”’ \\\ //” \\\\
> ’ ~
\ 7 \
\ ’ N
. R - - 4 . A
Local, national o T y Private sector ',
and \ p . § — profit and '.
international 1 y’ s \ non-profit 1
donors ' 4 \ M p /
' Health 1
v \ . . ! \\ v
!
v District |
- \ ; - -
AN
N 4
- ’ > \\ - ’ > \\
/

7 \
Department of Community Y
Public Service R and other
/ Civil Service 1

stakeholders

16



A checklist for developing effective decentralisation for SRHS

Is there an agreed national policy-making processof developing the relation betweer
decentralisation and SRHS?
« Are the rationale and contents of the two polisiesilar and compatible?
* Are the policies changing over time and how doesdffect the relationship?
* Are there good institutional and individual linkettveen the stakeholders associated
the two policies?
* What is the timing of the two policies and how ddas affect the relationship?
* Is the impact of decentralisation on SRHS beingitooed? If so, what methods are bel
used and how is the issue of attribution beingtdeisth?

Is there an understanding of the national context?
* How do the policies on decentralisation and SRH$fo the broad process of historig
change?
« Is there an agreed national policy making proca@ssioted above?
« What is the structure and organisation of decdas@itbn and SRHS in the country?

Is there an understanding of the local context?
* Why do local contexts differ?
* How does this impact on decentralisation and SRHS?

What is the impact of decentralisation on the serge organisation and delivery of SRHS?
* What is the impact on priority setting?
* What is the impact on service integration?
* What is the impact on regulating norms and stargfard
* What is the impact on the referral process?

What is the impact of decentralisation on SRHS finacing?
« What are the sources of district financing andtlhey coordinated?
* Are funds predictable and adequate to meet SRHsfeed
* What is the impact of district financing on equity?
* What is the financial management capacity of tis¢rigt?

What is the impact of decentralisation on SRHS humaresources?
e How do district responsibilities fit into the natial HR framework?
* What is the impact on key areas such as staffuqgersision and training?

What is the impact of decentralisation on planningmonitoring and evaluation?

vith

ng

al

e How does district planning fit into the overall wgtture of health and developmental

planning?
» Is there an effective decentralised planning afarination system?

What is the impact of decentralisation on health geernance for SRHS?
» district decision-making
e community participation
* public-private relations
* intersectoral collaboration
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