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Abstract - Through quantitative and qualitative account 

(mixed explanatory method), this empirical investigation 

portrayed a pragmatic perspective of the primary health 

care services in Mbale District, Uganda under the fiscal 

decentralization with revenue autonomy in particular. The 

evidence based data were elicited from the respondents 

selected through purposive sampling utilizing a researcher 

devised research tool tested scientifically for its validity 

and reliability. Quantitative measurements consisted of 

means and standard deviations elucidated by qualitative 

data from observations and interviews. The constructs of 

primary health care services under study were as follows: 

public education, maternal and child health care, proper 

nutrition, provision of accessible treatment and drugs, 

clean water and sanitation, immunization and local 

diseases control, accountability in service delivery. The 

general findings revealed existing challenges and gaps in 

these indicators. Therefore, this study advocated the need 

for improvement of health services delivery outcomes in 

rural and remote communities through improved access to 

health services while this study also recommended that 

progress can be made by reflecting on enhancing service 

access through the wider implementation of innovative 

options proposed in this study. 

Keywords: Innovative options, primary health care services 

delivery, revenue autonomy. 

I. INTRODUCTION 

This empirical investigation embarked on the prevailing 

scenario in Mbale District Uganda related to the primary 

health care services under revenue autonomy. Based on the 

findings, innovative options for generating own source 

revenue was underscored to address the challenging issues 

derived from the evidence-based data. 

The autonomy of sub-national governments and division 

of functions by level cannot be sustained not unless there is 

empowerment for appropriate primary health care services 

delivery. The health sector was expected to report 

improvement in the form of increased utilization of health 

services, better access to health services, more coverage of the 

population with basic services, better quality of healthcare and 

ultimately, a decline in the rate of illnesses and deaths 

(Jeppson, 2000). In order to meet those expectations, major 

investments have been made in physical infrastructures such 

as the construction of health centers and the introduction of a 

general increment in the level of financing for the sector 

(Ministry of Health, 2013). Despite these efforts and 

expectations,(1) recurrent budgets under the primary health 

care grants have gaps; (2) the health sector in all the districts 

health center have performance challenges with conspicuous 

issues in the aspects of staffing, availability of drugs and 

equipment, absenteeism of health workers and accountability 

mechanisms (ACODE, 2014). 

Okidi and Guloba (2006) spelled out that Uganda‟s fiscal 

decentralization system empowers local governments to 

access revenues for adequate financing for devolved 

responsibilities. The local governments execute their functions 

using resources transferred from the center, mobilized locally, 

and directly received from donors. Fiscal decentralization 

comes in these forms of grants (conditional, unconditional and 

equalization grants). The conditional grants (about 80 percent 

of transfers from the center) largely comprise the Poverty 

Action Fund, which is to be spent on centrally determined 

priorities (Kamugisha, 2014). 

Fiscal decentralization is an issue of considerable practical 

importance facing many developing economies and has been 

championed by international bodies such as the World Bank 

and the Organization for Economic Cooperation and 
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Development (World Bank, 2003). Some writers describe the 

term fiscal decentralization as central-local (or inter-

governmental), fiscal relations by European writers and fiscal 

federation by American writers. Intergovernmental fiscal 

relations focus on the fundamental problem of allocating 

expenditure and revenue responsibilities among levels of 

government (Ebel &Yilmaz, 2002). 

Under Uganda‟s decentralization, local governments are 

expected to finance 10 percent of their budget and to fulfill 

their obligations; they exercise devolved powers to raise 

revenue locally from cities, municipalities, town councils and 

rural areas. In the rural areas, local government revenue is 

collected by sub-county officials, who retain 65 percent of the 

revenue (for local administrative expenditures) and remit the 

rest to their local government headquarters (Okidi and Guloba, 

2006).  

The allocation of income sources refers to the distribution 

of fiscal resources among the different levels of government. 

It ensures sub-national autonomy, promotes accountability and 

ownership, realizes decentralization efficiency gains and 

facilitates cash flow management (Ebel & Yilmaz, 2002). The 

revenue potential economic efficiency (revenue instruments 

structured to minimize economic distortions in investments, 

production, consumption and local decisions) is a basic 

principle in allocating revenue sources (Ebel & Yilmaz, 2002). 

A weak revenue administration, is a primary obstacle to 

successful sub-national revenue mobilization (Boex and 

Martinez, 2005) where the problems range from lack of citizen 

credibility, lack of political will, enforcement is practically 

non-existent, and the revenue base information is lacking, 

incomplete or outdated (Ebel & Yilmaz, 2002). 

In order to generate more local resources, sub-national 

governments should discover more potential sources of 

revenue. Hence the central government should devolve more 

tax levying powers to lower tier governments in order to 

increase their sources of revenues, which later will relieve the 

central government in the form of grants transfers. 

Restructuring of resource allocation and establishment of 

resource sharing mechanisms should be reintroduced. 

Primary Health Care Services Delivery under Revenue 

Autonomy 

A study carried out by Advocates for Coalition and 

Environment (ACODE) in 2015 revealed that one of the main 

factors affecting the public service delivery of Mbale District 

was budgetary constraints. The district only raised 2 percent of 

its total budget in 2013/2014 fiscal year far from the 

government-set target of 10 percent. Currently, in order to 

deliver primary health care services among others, the district 

administration generates revenue from the levy of property 

taxes, licenses, fines and user fees. The local governments 

cannot levy taxes from acceptable sources and get non-tax 

revenue. Kamugisha (2012) argues that despite some fiscal 

autonomy being given to local districts to levy taxes, many of 

these sources have been cut off. 

People living in small rural and remote communities of 

Mbale face significant health disadvantage. Generally, 

mortality and illness levels increase with distance from major 

sites (Kamugisha 2012).  

Moreover, these communities are characterized by higher 

hospitalization rates and higher prevalence of health risk 

factors compared with metropolitan areas. These rural and 

remote communities are further underprivileged by condensed 

access to primary health care (PHC) services, leading, in turn, 

to lower utilization rates than in urban areas and consequent 

poorer health status for rural residents. 

II. MATERIALS AND METHODS 

Location of the Study area 

This study was confined to Mbale district, The District 

boasts of 48 health facilities of which 43 are government-

owned while the rest are private not for profit (PNFPs). OPD 

utilization in Health facilities in Mbale District in Government 

and PNFP facilities was 0.9 visits per person per year during 

2010/11. In addition, 50% of mothers still delivered without 

supervision of qualified health professional which put the lives 

of both the mothers and babies at risk. 

The study covered the local government health units, the 

district health team, and office of the District Director of 

Health Services (DDHS), the selected health centers are but 

not limited to; Kaplelko health center II, Mukuju health center 

IV, Chemnet dispensary, immaculate nursing home, Katung 

child development center, Bison Health center II, Kasoli 

health center II, and Kwoti health center II. 

The research strategy employed in this study was the 

mixed explanatory method to elicit both quantitative and 

qualitative data relevant to the constructs of primary health 

care services. From a 170 target population, 
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Sketch Map of Uganda Showing the Location of Mbale District 

(Study Area) 

 

 

Sampling 

The stratified sampling method was executed to decipher 

the sample from various types of respondents (health workers, 

community members, and local district health officials) and 

arrive at 120 qualified respondents based on non-probability 

sampling (purposive sampling) and unbiased selection through 

simple random sampling. Derivative elements of purposive 

sampling technique utilized inclusion criteria on demographics 

(civil status, age, gender, education and number of year‟s 

experience). Data quality control was ascertained through 

construct validity and reliability testing with results that 

indicated acceptability of the researcher devised 4 point scaled 

questionnaire matched with interview questions within the 

context of the following: construct validity=.697/acceptable 

(Hutcheson & Sofroniou,1999); and Cronbach‟s alpha 

reliability coefficient=.968/good (George & Mallery, 2003). 

Item analyses in means and standard deviations elicited 

quantitative data on the indicators of primary health care 

services delivery in logical order based on the highest means 

(public education, maternal and child health care, proper 

nutrition, provision of accessible treatment and drugs, clean 

water and sanitation, immunization and local diseases control, 

accountability in service delivery). Further, the qualitative data 

were collected through follow-up interviews. 

Table 3.6.1 Validity of the data analysis 

 Items Valid Items Total Items Validity 

 Fiscal Decentralization 20 20 100% 

Primary Health Care Services Delivery 35 35 100% 

The results in table 3.6.1 indicate that 20 items were used (Fiscal Decentralization) and 35 items were used on the Fiscal 

Decentralization and Health Service Delivery valid based on the contents of the instrument. 

Content Validity Index (CVI) = The number of relevant questions 

                   The total number of questions 

Table 3.6.2 Cronbach’s alpha of coefficients for reliability instrument 

Items Cronbach’s Alpha Number of items 

Primary Health Care Services Delivery 0.810 35 

 

Guide: Item-Total statistics 

Cronbach‟s alphas of 0.8110, which indicates a high level 

of Primary Health Care Services Delivery for our scale with 

this specific sample. 

 

 

III. DATA ANALYSIS 

All the information from the questionnaires was entered 

into Microsoft excel spreadsheets and SPSS. The SPSS and 

the Microsoft excel program was used to generate descriptive 

statistics, graphics, tables and charts. The interpretation of the 

descriptive statistics made it possible to formulate appropriate 

inferences in terms of determining the influence of fiscal 
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decentralisation to the district‟s health service delivery 

performance. The qualitative data was analyzed into themes 

and concepts. Based on the grounded theory plausible 

relationships among themes and concepts were identified 

(Strauss & Carbin, 1998). 

The following mean range was used to arrive at the mean 

of the individual indicators and interpretation: 

Mean Range Response Interpretation 

3.26 - 4.0 Strongly Agree Very High 

2.51 - 3.25 Agree High 

1.76 - 2.5 Disagree Moderate 

1.0 - 1.75  Strongly disagree Low 

Pearson‟s linear correlation coefficient and regression 

analysis was used to establish whether there was a significant 

relationship between Fiscal Decentralization and Primary 

Health Care Services Delivery. 

IV. RESULTS 

The demographics of the 120 respondents highlighted in 

this study were in terms of (1) civil status: married (47.5%), 

single (43.3%), divorced (7.5%) and the separated at 1.7%; (2) 

age and gender: majority were between 21-29 years (39.2%); 

70.0% were male and 30.0% were female; (3) level of 

education: certificate (16.7%); diploma (26.7%); bachelors 

degree (36.7%); masters degree (15.8%) and doctoral (4.2%); 

(4) number of years experience with the health sector: less 

than 6 months (8.3%), 6 months-1year (13.3%),1-2years 

(24.2%), 3-5years (26.7%) more than 5 years (27.5%). 

Primary Health Care Services Delivery under Revenue 

Autonomy 

Figure 1 summarized the primary health care services 

delivery determined in this study based on 7 constructs and 

were arranged from the highest to the lowest average means 

and all were interpreted as high in terms of gaps: public 

education (2.84); maternal and child health care (2.74); proper 

nutrition (2.74); provision of accessible treatment and drugs 

(2.72); clean water and sanitation (2.69); immunization and 

local disease control (2.69); and accountability in service 

delivery (2.60). These specific indices under each construct 

were found among other indices reflecting some gaps and 

challenges in the primary health care services delivery:1) 

public education (assessing individual and community needs 

for health education=2.73); 2) maternal & child healthcare 

(importance of hand washing as hygienic measure most 

especially for the children=2.68); 3) proper nutrition 

(emphasis on healthy diet=2.68); 4) provision of accessible 

treatment & drugs (easy road for the patients to move=2.68); 

5) clean water and sanitation (unsafe water from rainfall 

reaching drinking waterways=2.61); 6) immunization and 

local diseases control (treatment of animals to control spread 

of  disease=2.61); 7) accountability in service delivery 

(signing for drugs taken in and out of the health center=2.14). 

 

 

Figure 1: Primary Health Care Services Delivery under Revenue Autonomy Legend for interpretation of the means 

V. DISCUSSIONS 

People living in small rural and remote communities of 

Mbale face significant health disadvantage. Generally, 

mortality and illness levels increase with distance from major 

cities. Moreover, these communities are characterised by 

higher hospitalization rates and higher prevalence of health 

risk factors compared with metropolitan areas. These rural and 

remote communities are further disadvantaged by reduced 

access to primary health care (PHC) providers and health 

services (in part a function of health and medical workforce 

shortages), leading in turn to lower utilisation rates than in 

urban areas and consequent poorer health status for rural 

residents. 
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A dynamic health system that is able to monitor and 

respond to unforeseen challenges, including demographic 

transitions and changing health needs, is required. At the 

macro and meso level of health care delivery, it is important 

that health system development be coordinated with areas of 

development, such as social, economic and environmental 

development. Thus re-engineering of primary health care and 

the implementation of the National Health Insurance System 

could provide a mechanism to redress current health 

inequalities in Mbale. However Sanders et al (2011) argue that 

the impact of neoliberal economic policies and the broader 

impact of economic forces on primary health care delivery 

must be considered. Regulation of the market is required if 

revitalisation of primary health care and progress towards 

health equity is to be realized. 

Primary health care requires structural re-organisation, 

multidisciplinary team approach with clear lines of 

accountability, clear referral patterns in a two-way direction, 

improved access to health insurance to improve health 

coverage, and developing effective public-private 

partnerships. The universal core packages of health care 

should be evidence-based, cost-effective and appropriate to 

local needs. 

Policy development on integrated health care generally 

fails to guide the translation of policy rhetoric into health 

action. The delays in health integration are largely due to the 

current lack of clear direction and accountability at district and 

institutional levels. Effective leadership is required in terms of 

policy formulation and translation into practice, development 

of monitoring tools for assessment of the health system 

including the burden of disease, utilization of health services, 

and effectiveness of health interventions. There is a need for 

renewed political and policy commitments toward quality 

primary health care delivery, re-orientation of health care 

workers, integration of primary health care activities into other 

community-based development, improved management skills 

and effective coordination at all levels of the health system. 

There should also be optimal capacity building, and skills 

development in problem-solving, communication, networking 

and partnership formation. Apart from capacity building, there 

should be incentives to motivate health personnel and support 

career development. 

Often these isolated rural and remote communities are too 

small to support traditional models of health delivery locally, 

so residents must access care from larger urban centres. 

Unfortunately, access to health services provided in larger 

centres remains a problem for many residents of isolated 

settlements. In many cases, their inability to access health 

services when required results in health needs not being 

adequately met, lack of continuity of care and an absence of 

monitoring of the effectiveness of services in terms of health 

outcomes. It is clear that 'models of care in rural and remote 

areas must differ from those in metropolitan communities, 

incorporating strategies to account for these problems'. 

Drawing on information about model type, location and 

service population size, it was evident that in general the 

different categories of models relate to different geographical 

contexts, with a notable association with population size and 

remoteness. While larger rural communities are generally able 

to support a greater variety of local, discrete, more specialised 

health care services, increasing remoteness and diminishing 

population size and density constrain service model options 

and increase the impetus for the development of more 

integrated and comprehensive primary health services in order 

to maximise the economies of scale and use of existing health 

workforce. 

Disease prevention and health promotion 

These factors outlined have important implications for the 

delivery of district health services. Inconsistencies and poor 

understanding of primary care and primary health care raises 

unrealistic expectations in service delivery and health 

outcomes, and blame is apportioned when expectations are not 

met. At the micro level of health delivery, it is important for 

all health practitioners to consider the contextual influences on 

health and ill-health and to recognise the role of the 

underlying determinants of ill-health, namely, social, 

economic and environmental influences. Comprehensive 

primary care using strategies of the primary health care 

approach could focus on integrated health care delivery, where 

individuals and communities are managed holistically. This 

includes the recognition that chronic diseases as a result of 

lifestyle practices, will result in a number of disease 

presentations for example unhealthy dietary practices are 

linked to obesity, dental caries, cardiac complications, 

diabetes, etc. Thus strategies to address the risks to unhealthy 

lifestyle practices must recognise the role of optimal oral 

health and nutritional status in improving overall health 

outcomes. These would include the need to create supportive 

environments to promote the selection of healthier choices. 

The primary health care approach provides a strong 

framework for this delivery but it is not widely applied. The 

primary health care framework also allows for assessment of 

the quality, appropriateness and impact of service delivery, the 

identification of gaps, and research development. Healthy 

living and family self care initiatives will make significant 

contributions to foster individual and community 

empowerment if there is coordinated effort to focus on disease 

prevention and health promotion. 
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The World Health Assembly resolution on primary health 

care (2009) reiterates „the importance to reorganize disease- or 

health problem-specific (vertical) actions through 

comprehensive (horizontal) primary health care. The focus of 

this resolution is „to train and retain adequate numbers of 

health workers, with appropriate skill mix, including primary 

health care nurses, midwives, allied health professionals and 

family physicians, able to work in a multidisciplinary context, 

in cooperation with non-professional community health 

workers in order to respond effectively to people‟s health 

needs. 

Public Education: Public education is the first, and one of the 

most essential components of primary health care. By 

educating the public on the prevention and control of health 

problems, and encouraging participation, the World Health 

Organization works to keep disease from spreading on a 

personal level (McKenzie, Neiger, Thackeray 2009). 

Education for health begins with people (Donatelle, 2009) and 

further impresses that, 

“It hopes to motivate them with whatever interests they 

may have in improving their living conditions. Its aim is to 

develop in them a sense of responsibility for health conditions 

for themselves as individuals, as members of families, and as 

communities. In communicable disease control, health 

education commonly includes an appraisal of what is known 

by a population about a disease, an assessment of habits and 

attitudes of the people as they relate to spread and frequency 

of the disease, and the presentation of specific means to 

remedy observed deficiencies” Donatelle, 2009. 

Health education does not only teach prevention and basic 

health knowledge but also conditions ideas that re-shape 

everyday habits of people with unhealthy lifestyles in 

developing countries. This type of conditioning not only 

affects the immediate recipients but the future generations will 

benefit from improved and properly cultivated ideas about 

health education (Donatelle, 2009). 

Maternal and Child Health Care: Ensuring comprehensive 

and adequate health care to children and to mothers is another 

essential element of primary health care according to 

Ikeanyionwu (2000). By caring for those who are at the 

greatest risk of health problems, WHO helps future 

generations have a chance to thrive and contribute globally. 

Every parent would surely wish to nourish their children in a 

loving, caring and secured atmosphere. The parents would 

want to give proper care and attention to the little ones, 

especially during their initial stages of development. 

Proper Nutrition: Eating a proper, nutritious diet offers 

numerous health benefits that keep individuals mentally and 

physically well. Proper nutrition does not mean starving 

oneself, but instead, proper nutrition means eating a diet 

balanced in lean proteins, carbohydrates and fats. Mayo 

Clinic, which is among the top 10 best health organisations in 

the USA  recommends in its 2012 annual report getting 

between 45 and 65 percent of daily calories from 

carbohydrates, between 10 and 35 percent of daily calories 

from proteins and between 20 and 35 percent of daily calories 

from fats. 

Provision of accessible treatment and drugs: By treating 

disease and injury at once, caregivers can help avoid 

complications and the expenses for more extensive medical 

treatment. According to Kann (2001) by providing essential 

drugs to those who need them, such as antibiotics to those 

with infections, caregivers can help prevent disease from 

escalating, This makes the community safer, as there is less 

chance for diseases to spread widely. 

Clean water and sanitation: A supply of clean, safe drinking 

water and basic sanitation measures regarding trash, sewage 

and water cleanliness can significantly improve the health of a 

population, reducing and even eliminating many preventable 

diseases (Pariyo et al., 2009). Nowhere is the relationship 

between healthy ecosystems and healthy people more apparent 

than in the global water system. Clean water is the single most 

important building block of ecosystems around the world, says 

the Centers for Disease Control and Prevention (Hagopian  et 

al., 2009). 

Immunization and Local Diseases Control: Prevention and 

control of local diseases is critical to promoting primary health 

care in a population. Many diseases vary based on location 

(Inanga & Osei-Wusu, 2004). Taking these diseases into 

account and initiating measures to prevent them are key 

factors in efforts to reduce infection rates. 

Accountability for Services Delivery: The delivery of health 

services is one of the primary objectives of any government. 

Particularly under the local government act of Uganda, 

medical and health service delivery are generally considered 

decentralized services. 

VI. CONCLUSIONS 

Insights and new meanings: (a) Responsiveness and 

accountability of local government is  important to note in 

favor of fiscal decentralization; (b) Diversity, education and 

leadership development are aspects for consideration in 

revenue autonomy;(3) Primary health care services delivery is 

a constituted effort of both central and local government, 

therefore, centralization and decentralization should have 

appropriate balance essential to effective and efficient 



International Research Journal of Innovations in Engineering and Technology (IRJIET) 

ISSN (online): 2581-3048 

Volume 6, Issue 6, pp 126-134, June-2022 

https://doi.org/10.47001/IRJIET/2022.606016  

© 2022-2017 IRJIET All Rights Reserved                   www.irjiet.com                                        132                                                                    
 

functioning; (4) Not all functions can or should be financed 

and managed in a decentralized fashion. Even when national 

governments decentralize responsibilities, they often retain 

important policy and supervisory roles.  

Pragmatic Perspective of the Primary Health Care 

Services Delivery under Revenue 

Autonomy: With due justice to the true meaning of 

pragmatic view (reasonable and logical way of dealing with an 

existing problem in a specific situation), in this study then, 

creating or maintaining enabling conditions that allow local 

units of administration or non-government organizations to 

take on more responsibilities as in the case of primary health 

care services delivery should not be underestimated. 

Proposed Innovative Options Within Own Source Revenue 

Rationale: In order to generate more local resources sub-

national governments should discover more potential sources 

of revenue for the district administration. Thus, the central 

government should devolve more tax levying powers to lower 

tier governments to increase their own sources of revenues, 

which later will relieve the central government in the form of 

grants transfers. Restructuring of resource allocation and 

establishment of resource sharing mechanisms need to be re-

introduced. 

Objective: To realize expectations of the community for 

better delivery of primary health services with local 

government officials being result-oriented. 

Proposed Courses of Action and Implementation 

Strategies 

(1) Personalized sensitization projects for a focused 

understanding of health information (prevention of diseases, 

first aid, sanitary measures, safe water and sanitation, healthy 

diet, treatment of animals) through free clinics and health fares 

in collaboration with health oriented and health directed non-

government organizations. 

(2) Integrated approach to primary health care 

services delivery: Rural communities require revitalization 

and rehabilitation regarding access, equipment, and workforce. 

(3) Provision of services in primary health care from 

close range for better chances of recovery and social 

integrations.: At the time of this research, some of the sub-

counties like Bukyiende and Bumasikye did not have health 

centers and most people in other sub-counties in the district 

are treated far from their homes because of the distances to the 

health facilities this disrupted normal daily life, employment 

and family life. It removed individuals from their normal 

supports, essential to recovery, and it imposed more burden on 

families and caregivers. 

(4) Partnership with private sector organizations/PSO 

with impacts on the health system such as linking health 

insurance, laboratory services, medical supplies, safe water 

installations, food supplies, electronic recordkeeping for 

proper tracking and delivery of health records to the clients, 

research and evaluation methods to highlight health issues 

challenges, work efficiencies and effectiveness of health care 

delivery as bases for improvement and policy development. 

(5) Vigilant monitoring of accountability through 

internal and external audit interventions. 

Target Periods and Persons Responsible: These are 

recommendations referring to the implementation time span of 

the proposed courses of action and individuals responsible (in 

brackets) 

Personalized sensitization projects: Every three months 

(health officials and health   providers); Integrated approach to 

primary health care services delivery: Year round (local and 

health authorities); Provision of services in primary health 

care from close range for better chances of recovery and social 

integrations: Year round ( local and health officials, health 

providers); Partnership with private sector organizations/PSO 

with impacts on the health system: Year round (local and 

health authorities, PSO) 

E.  Vigilant monitoring of accountability: Quarterly (local 

and health authorities). 

Expected Outcome Indicators: Within six months, the 

proposed courses of action must have reached obvious 

implementation at least above 50%. In the context of full 

implementation, by the end of the year, a 100% achievement 

status is underscored. 
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