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Preface 

PREFACE 

“Decentralization programs across rich and poor countries are centrally motivated by a 

quest to improve governance” (Faguet, 2014, p. 3). Decentralization programs are launched 

with the objectives of enhancing good governance by empowering people at the grassroots 

level to make decisions on their own matters in order to ultimately ensure effective service 

delivery. Though tremendous efforts have been made to enhance good governance through 

decentralization in Ethiopia, there are still significant discrepancies and challenges that hinder 

the achievement of the desired result through ensuring good governance for effective health 

service delivery. Despite major progress that has been made to improve the health status of 

the population in the last one and a half decades, Ethiopia’s population still faces a high rate 

of morbidity and mortality, and its health status remains relatively poor.  

Although there have been improvements, the rapid increase of the population and inefficient 

health service delivery have left Ethiopia with major health concerns. Empirical studies 

suggest that the quality of health service delivery is at stake in public health institutions in 

Ethiopia. They show that the quality, accessibility, utilization and efficiency of health service 

delivery in the country are not satisfactory. Quantitative studies assert that health service 

delivery is far below average, as a result of which considerable numbers of citizens suffer 

from the consequences of low quality health service delivery at the local administration level. 

Over the last two decades, Ethiopia has gone through two stages of decentralization, with the 

first stage involving the decentralization of functions from the central government to the 

regions upon adopting the FDRE constitution of 1994. The second wave of decentralization 

began in July 2002, as public services have been undergoing a process of further 

decentralization, in which the primary responsibility for service delivery and management of 

government services has been further devolved to the districts (woredas), the lowest units of 

government. The primary objectives of the political, administrative and economic 

decentralization policy are to increase local participation aimed at strengthening ownership in 

the planning and management of government services, to improve efficiency in resource 

allocation and to improve accountability of government and public service to the population.  

This dissertation aims to demonstrate the practice of decentralized health governance, by 

using the specific case study of health centers in four woredas (see section 2.2) that are 

located in two sub-cities in the Addis Ababa city administration in Ethiopia. The research 

intends to find out the perceived level of decentralized health governance, based on the 
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experiences of woreda-level health bureaus and health centers’ exercise of administrative, 

financial and political decision-making power, and to explore the influence of 

decentralization on good governance and quality of health service delivery under the District-

level Decentralization Program (DLDP) in Ethiopia.  

Results in this case study suggest that decentralization has great potential to influence good 

governance and service delivery in the health sector and has significantly influenced the 

enhancement of good governance and health service delivery at the local (woreda) level in 

Ethiopia. However, the lack of government commitment to devolve powers of political, 

administrative and financial decision-making to local-level governments and health 

institutions has been identified as an impediment to the pervasiveness of decentralization 

aimed at bringing about optimum results in health service at the woreda level in the Addis 

Ababa city administration. 
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CHAPTER I: INTRODUCTION 

1.1 Background of the Study 
 

Health systems governance is currently a critical concern in many countries because of 

increasing demand to demonstrate results and accountability in the health sector, all at a time 

when increasing resources are being put into health systems where institutional contexts are 

changing rapidly (Siddiqi, Masud, Nishtar, Peters, Sabri, Bile, and Jama, 2009, p. 14). 

Decentralization has been at center stage of policy experiments over the last two decades and 

has been adopted as a means to enhance good governance and effective public service 

delivery in many countries in the world (Bardhan, 2002; FDRE, 2010; Junaid, Shantyanan, 

Stuti, & Shah, 2005). Decentralization is assumed to bring government closer to the 

community at the grassroots level. According to the World Bank report (1992), good 

governance is "the manner in which power is exercised in the management of a country’s 

economic and social resources for development." Good governance is also defined as the 

exercise of economic, political and administrative authority to manage a country’s affairs at 

all levels (UNDP, 1997). The UNDP identified transparency, responsibility, accountability, 

participation and responsiveness as key attributes of good governance (see section 3.3.2.1). 

Hence, decentralization allows communities to enjoy good governance by holding the 

government accountable for its performance and forcing it to be responsive. This study 

mainly focuses on examining the influence of decentralization on good governance, including 

the quality of service delivery. The study presupposes that indicators of service delivery are 

inextricably linked to the other components of good governance. Service delivery is therefore 

taken as a crucial part of good governance, for it has a very close link with the other 

components of good governance. It is therefore imperative to account for both good 

governance indicators, identified as institutional values, and service delivery indicators, 

identified as instrumental values, together when demonstrating the influence of 

decentralization on good governance.  

This consideration particularly helps us to understand the empirical realities on the ground 

in demonstrating the influence of decentralization on good governance and service delivery, 

because any progress made in the enhancement of good governance ultimately implicates 

enhancement of service delivery as well, as will be demonstrated in this case study. 
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 For instance, if accountability (holding service providers accountable for their service) or 

monitoring (of service delivery as a result of public participation) increases, obviously 

efficiency or effectiveness of the service delivery will also increase. Thus, the contributions 

of decentralization to service delivery should not be considered in isolation from its influence 

on good governance, which as a result implicates the service delivery. 

With this in mind, the study considers good governance as an intermediary aspect to 

enhancement of service delivery through decentralization. Ethiopia has undergone a health 

reform program in line with the health policy aspirations of the country, introducing and 

practicing health decentralization since 2001 (FDRE, 1993, 2010). Accordingly, Ethiopia has 

gone through two stages of decentralization, with the first stage involving the decentralization 

of functions from the central government to the regions upon the adoption of the FDRE 

constitution of 1994. The second wave of decentralization began in July 2002, and public 

services have been undergoing further decentralization, with the primary responsibility for 

service delivery and management of government services having been further devolved to the 

districts woredas (the lowest units of government). 

Though tremendous efforts have been made to enhance good governance through 

decentralization, there are still significant discrepancies and challenges that hinder the 

achievement of the desired result of ensuring good governance and ultimately bringing about 

satisfactory health service delivery. Despite the major progress that has been made to 

improve the health status of the population in the last one and a half decades, Ethiopia’s 

population still face a high rate of morbidity and mortality and the health status remains 

relatively poor (FDRE, 2010; Richard, 2009).  

Empirical studies suggest that the status of health service delivery is at stake in public 

health institutions in Ethiopia. They show that the quality, accessibility, utility and efficiency 

of health service delivery in the country is unsatisfactory (Richard, 2009) (see Appendix 3). 

The studies claim that the health service delivery at the level of local administration is far 

below average, as a result of which considerable numbers of citizens suffer (Richard, 2009). 

Even though there have been some improvements during the time of decentralization (see 

appendices), Chanie (2007) argues that the realities on the ground are not congruent with the 

country’s formal announcements on decentralization, as the central government has sustained 

a higher share in financial decision-making, which reflects the diminishing role of lower 

regional and lower-level states as well. This raises the question of what the perceived results 

are in terms of influences of decentralization on the identified aspects of good governance in 
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relation with the of aspirations of the government to ensure good governance through a 

decentralized health care system in Ethiopia.  

1.2 The Research Problem 
The transitional government of Ethiopia in its health policy statement (FDRE, 1993) 

emphasizes that it aspires to give all segments of the population access to a basic package of 

quality primary health care services using the decentralized state of governance. The policy 

statement emphasizes the need for a decentralized health system as an important requisite for 

achieving quality health care service. It states that “the health policy is founded on 

commitment to democracy and the rights and powers of the people that derive from it and to 

decentralization as the most appropriate system of government for the full exercise of these 

rights and powers in our pluralistic society.” The policy statement indicates that the 

government is committed to achieving of its policy goals designed as “a result of a critical 

examination of the nature, magnitude and root causes of the prevailing health problems of the 

country and awareness of newly emerging health problems” (FDRE, 1993). Hence the policy 

statement indicates that there is a quest by both the government and the people for good 

health governance through decentralization. 

With this in mind, this research examines the influence of decentralization on good 

governance, including health service delivery, which is considered as a close variable of good 

governance. In doing so, I investigate if there are unintended relations between 

decentralization and governance. The question of whether the district-level decentralization 

program has influenced local governments under the federal state structure and given them 

more possibilities to effectively exercise political, administrative and financial powers will be 

addressed. Hence, the constraints and opportunities of decentralization in developing 

countries under the federal state structure will also be demonstrated in the Ethiopian context. 

 1.2.1 Ethiopian district-level decentralization program (DLDP) 

 

The transitional government of Ethiopia (FDRE, 1993) issued its health policy, which 

emphasizes the importance of all segments of the population achieving access to a basic 

package of quality primary health care services using the decentralized state of governance. 

The health policy stipulates that the health services should include preventive, promotive and 

curative components. 

Ethiopia has gone through two stages of decentralization, with the first stage involving the 

decentralization of functions from the central government to the regions (FDRE, 1994), as 
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sharing of power has been constitutionally guaranteed between the federal and regional 

governments as a result of the establishment of a federal system in Ethiopia. The second stage 

has taken place since July 2002, with public services undergoing a deeper decentralization 

process in which the primary responsibility for service delivery and management of 

government services has been further devolved to the districts (woredas) (the lowest units of 

government) (T. Assefa, 2007). “The primary objectives of the political, administrative and 

economic decentralization policy are to increase local participation aimed at strengthening 

ownership in the planning and management of government services, to improve efficiency in 

resource allocation, and to improve accountability of government and public service to the 

population” among others (FDRE, 1993, p. 21).  

 Under the new structure, “kebeles1,” which used to be the lowest government units across 

the country, were eliminated from the structure of the Addis Ababa city administration and 

replaced by woredas (districts), which become the lowest units of government in the city 

administration. These districts are supposed to exercise responsibilities designated to them at 

the local level. Woredas receive block grants from regional governments and determine 

budget allocations at the local level, based on their plans within the framework of broad 

national policies. Woredas are responsible for their planning and implementation within the 

bounds of the resources available to them without seeking authorization from higher-level 

administration, and for exercising autonomy in planning and budgeting at the local level. For 

example, the woreda is responsible for construction of health centers and health posts and 

procurement of drugs and equipment. The woreda council comprises members who are 

directly elected by the people of the woreda with powers and duties to prepare determine and 

implement within its own areas plans concerning social services and economic development 

(Transitional Government of Ethiopia, 1992). The question in this study is how these newly 

achieved and decentralized responsibilities of the woreda administrators play out in practice. 

We suspect that this is still a precarious decentralization process and that the governing by 

the woreda still depends on regional and central levels for a number of health system 

functions, including the recruitment and allocation of health personnel and the procurement 

and distribution of supplies (T. Assefa, 2007).  Assefa indicated in his study that the capacity 

of woredas in recruitment and allocation of human resources and distribution of supplies in 

particular is not strong enough. By the same token, this study presupposes that such weak 

                                                
1 Kebele is the lowest government administrative unit which is currently functional in all regions of Ethiopia 

except in Addis Ababa City Administration, from which kebeles have been eliminated and replaced by woredas 
as the lowest administrative unit. 
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decentralization of the health system is persistent in relation with this case study in focus. 

Preceding studies on decentralization in Ethiopia such as Assefa (2007), Debebe (2012) and 

Chanie (2007) focused on practices of decentralization in Ethiopia in general. None of them 

examined the influence of decentralization on good governance in health centers, in which 

the relationship of decentralization and good governance, including service delivery, is 

practically demonstrated at a grassroots level.  

In contrast to the preceding studies, this study focuses on demonstrating what the relation 

between decentralization, good governance and the quality of health service delivery in the 

theory and practice of the decentralized health care system is.  

In addition, the research questions are not limited to answering questions related to the 

hierarchical relationships between lower and higher-level administrations. This study seeks 

answers as to whether decentralization has influenced good governance and has succeeded in 

all its dimensions, (administrative, financial and political) in improving the service delivery 

in the health sector in particular, in the context of the Addis Ababa city administration. 

Furthermore, the study seeks answers which determine whether decentralization has 

contributed to enhancing good governance in relation to all the identified norms of good 

governance.  

1.3  Relevance of the Study 
 

This study is an in-depth examination of the ways in which decentralization in the Ethiopian 

health system is interpreted and implemented locally. It describes and explains the 

relationship between decentralization (autonomy of local health service providers in health 

centers), health governance and quality (accessibility, utilization and efficiency) of health 

service delivery in contrast to the period of centralized administration, by comparing it to the 

practices in health governance before and after decentralization on the basis of the analysis of 

data from in-depth interviews.  

The Ethiopian context is considered ideal to demonstrate the influence of decentralization 

on good governance. That is because Ethiopia launched multiple levels of decentralization 

when the country adopted a federal government system and again when the government 

launched deeper decentralization at the lowest government unit level. As a result, it offers a 

wealth of experiences of the consequences of the process of decentralized governance. 

Ethiopia adopted a federal arrangement plan after 1991, viewing it as the only feasible 

remedy to contain social and political discontent in its ethnically divided society, which had 
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just emerged from authoritarianism and civil war. The government viewed decentralization 

implicit in ethnic federalism as the best way to demonstrate the regime’s commitment to 

social equity and democracy. Organizing regional states on the basis of their ethnic 

composition has rarely been attempted in sub-Saharan Africa. The Ethiopian experiment with 

ethnic federalism represents an unprecedented approach to power sharing. It introduced some 

unique characteristics in organizing regional states on the basis of their ethnicity and 

maintaining unity within diversity, as compared to experiences of other African states that 

have attempted to implement a federal system (Alemán & Treisman, 2005). 

Ethiopia has been acknowledged as a country where health has markedly improved in the 

last few decades, with government leadership playing a key role in mobilizing resources and 

ensuring that they are used effectively. Ethiopia has demonstrated that low-income 

countries can achieve improvements in health and access to services if policies, programs and 

strategies are underpinned by ingenuity, innovativeness, political will and sustained 

commitment at all levels (City, 2015). Hence, significant lessons can be drawn from 

Ethiopia’s experience in terms of decentralization’s influence on and contributions to good 

governance. Similarly, Addis Ababa, the capital city of Ethiopia, is a self-administered city 

that has experienced more extensive decentralized health service delivery than other cities of 

Ethiopia. It has experienced the two levels of decentralization launched since the adoption of 

decentralization in Ethiopia. Hence, decentralization has been more notably exercised in 

Addis Ababa than in the other cities of the country, which are accountable to their regional 

governments.  

Accordingly, this study aims to demonstrate the relationships between decentralization, 

good governance and health service delivery, using the specific case of selected woredas in 

the Addis Ababa city administration in Ethiopia. Health system reform has been put in place 

in line with the decentralization policy over the last two decades in Ethiopia. Following the 

health policy, considerable numbers of legal and institutional reforms were also implemented, 

with a view to ensuring enhanced public health service delivery by allowing good governance 

through decentralized exercise of power at lower levels of government in the country. In this 

thesis, we deal with the three major forms of decentralization in Ethiopia that characterize 

developing and transition economies. We focus on the devolution of political, administrative 

and financial decision-making power to local-level entities (woredas) in the country. With 

Ethiopia’s long history of centralized control in its old empire state administrators, 

https://en.wikipedia.org/wiki/Developing_country
https://en.wikipedia.org/wiki/Developing_country
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decentralization often means the dispersion of some responsibilities to provincial branch 

offices at the local level of implementation on a particular issue. 

     1.3.1 Societal relevance 

 

Examining the status and relationships of decentralization and good governance in the 

health system can serve as the gateway for promoting the instrumentality of decentralization 

in influencing good governance and health service delivery. Good governance influences the 

health system functions, thereby improving performance of the health system in terms of 

achieving better health for society. As mentioned earlier, quality of health service delivery is 

deemed as a close variable of good governance which should not be considered as a discrete 

element from the other elements of good governance (see section 1.1). 

The study presupposes that freedom from the center for local governments and health 

practitioners may not always facilitate freedom to innovate or be responsive to local needs 

because local practitioners may have not only been unable to exercise autonomy but also not 

always been in a position to exercise that autonomy.  

     1.3.2. Academic relevance 

 

 This study intends to examine the influence of decentralization on good governance in 

theory and practice in the Ethiopian context. The study will contribute to the academic 

research on decentralization and its effects, particularly in terms of its influences on good 

governance, including the quality and efficiency of health service delivery.  

The question of whether decentralization programs influence local governments under a 

federal state structure and give them more possibilities to effectively exercise political, 

administrative and fiscal powers will be demonstrated in the Ethiopian context. Furthermore, 

the constraints and opportunities of decentralization in developing countries under a federal 

state structure will also be addressed in the study. 

The status of decentralized health governance is illustrated by the prevalence of the exercise 

of administrative, economic and political power by local level government institutions and 

health service providers at the grassroots level and by the prevalence of the fundamental 

elements of good governance in terms of accountability, transparency, responsiveness, rule of 

law and participation, which in turn ensure quality, accessibility, utilization and efficiency 

(UNDP, 1997) in health service delivery in the public health sector (see section 3.3.2). 
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Some research has been conducted on the prospects of decentralization in Ethiopia in 

general. However, literature on decentralization and its effects, particularly in terms of its 

influences on good governance, including the quality and efficiency of health service delivery 

in local governments, is scarce (Assefa, 2007). By comparison, few studies have investigated 

the effects of decentralization on the quality of governance. For instance, Faguet (2014, p. 2) 

stated that this is because “(i) the data required to empirically examine decentralization’s 

effects on things like health investment or school enrollment are more commonly available 

than for governance-type issues like accountability, political competition and participation in 

public decision-making; and (ii) the multilateral organizations that sponsor much 

decentralization research are more interested in service outputs than governance outcomes.” 

Besides this, the influence of decentralization on good governance under a decentralized 

health service structure has never been researched in the Ethiopian context. This research will 

therefore fill this gap by focusing on these specific relationships of decentralization and good 

governance in public health services through exploring the influence of decentralization on 

the enhancement of good governance. “Measuring government performance effectively and 

communicating results are essential components of good governance” (Kathe, 2007, p. 105). 

Thus, the inquiry into the contribution of decentralization to enhancing good governance 

and health service delivery makes this study absolutely significant and unique in terms of 

assessing the effectiveness of decentralized health governance on the basis of the strategy of 

the Ethiopian government.  

Furthermore, this study is important for future researchers studying health relationships and 

seeking answers to various health problems. It provides the intellectual satisfaction of 

knowing the health care status in the Ethiopian context and also has practical utility for the 

government to know and be able to do something better or in a more efficient manner, as 

“research in social sciences is concerned both with knowledge for its own sake and with 

knowledge for what it can contribute to practical concerns” (Kothari, 2004, p. 6). 

Accordingly, the study fills, in part, the gaps in quantitative measurements as to how 

decentralization operates in the health sector. The study will explore whether public health 

institutions are effectively functioning to enhance good governance at local government 

levels in terms of quality, utilization and efficiency of health service delivery. Hence, this 

study will respond to the issue of whether decentralization is in a position to help the 

Ethiopian government achieve its health policy aspirations with respect to effective health 

service delivery. In addition, the conceptual model (analytical framework) that is used in this 

study can be applied to other cases studies in different contexts. The model (framework) is 
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therefore generalizable at a conceptual level, though the results of the analyses may vary 

depending on the context and specific nature of a case in question. 

1.4 Research Questions 

 

The following sub-sections lay out the overarching research question of the research and the 

specific questions derived from it. 

Main research question 

What is the relation between decentralization, good governance and the quality of health 

service delivery in the theory and practice of the decentralized health care system in Addis 

Ababa, Ethiopia?  

Sub-questions  

1. What are the perceptions/interpretations of the concerned health service authorities 

and health care providers about decentralization? 

2. What are the empirical realities in terms of implementing administrative, financial and 

political decentralization in public health service delivery in the Addis Ababa city 

administration? 

3. What are the empirical realities in terms of implementing good governance practices in 

public health service delivery in the Addis Ababa city administration? 

4. How does decentralization influence good governance, according to health authorities 

and health service providers?      

 5. How does good governance influence service delivery, according to health authorities 

and health service providers?       

6. What are the possible context-driven constraints and opportunities that affect good 

governance and health service delivery under decentralized governance?  

1.5 Objectives of the Study 
 

The purpose of this dissertation is to explore the achievements made in decentralized health 

governance in Ethiopia. If citizens as a result of decentralized governance meaningfully 

participate in setting public sector goals and objectives, standards of performance will be 

more relevant. There are assumed relationships between these concepts, and the assumptions 

are that good governance involving greater participation, accountability, transparency, 

responsiveness and rule of law, etc. leads to better performance and more effective and 

efficient service delivery (Harpham & Boateng, 1997).   
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Decentralization has been adopted as a fundamental policy in achieving Ethiopia’s 

aspirations to rapid development and transformation, as envisaged in the constitution of 

FDRE. Decentralization of health services is a fundamental issue as a strategy of the 

government to improve good governance and ultimately bring about effective and efficient 

health service delivery. The aspirations of the government stated in the health policy aim to 

ensure good governance through empowering the people to decide on their own affairs 

through the implementation of a decentralized system in the health sector. It is therefore 

essential to examine whether decentralization has been successful in Ethiopia, as its success 

or failure would have overwhelming implications on the health policy of the country. It will 

be instrumental to the government in seeking alternatives in case findings indicate gaps or in 

enhancing its performance in case findings suggest the strength of the system.  

  1.6 Scope of the Study 

 
As mentioned in the methodology part, Chapter 5, this study focuses on the influence of 

decentralization on good governance. The study focuses on assessing the achievements of the 

decentralization that has been conducted by the government of Ethiopia over the last two 

decades. It explores the influence of decentralization upon good governance and public health 

delivery by considering the case of four selected health centers in two woredas (at the lowest 

levels of government) within one city. 

Hence, the study is limited to demonstrating the influence and relationship of 

decentralization and good governance on the basis of the selected localities in the selected 

health centers in the Addis Ababa city administration. Other issues of decentralization in 

various other contexts are not the subject matter of this study. It would be of great interest if 

further research was conducted on other areas of decentralization in relation to good 

governance. 

 1.7 Roadmap to the remainder of the thesis     
 

This section is meant to enable readers to easily identify the sequence and flow of ideas in 

each chapter and to find chapters they may have interest in referring to.  

The second chapter is an overview of the geographic and historical features of the research 

location, Addis Ababa, thereby providing readers with general knowledge about the setting of 

the study. This part also outlines the Ethiopian governance structure and health care system.  
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Chapter 3 deals with the theoretical background of the study. It elucidates the conceptual 

framework of the study in light of decentralization, good governance and service delivery. 

It comprises the schematic expression of the influence of decentralization on good 

governance and service delivery. The system values referring to decentralization, 

institutional values referring to good governance and institutional values refering to service 

delivery are discussed in great detail. 

Chapter 4 explains the research methodology. Here, the process of the research is outlined, 

discussing the long path on which the researcher has traveled from the inception of the 

research work to its conclusion.  

Chapter 5 addresses the history and context of decentralization in Ethiopia. The institutional 

framework and the organization of the decentralized health system in Ethiopia in general and 

in the Addis Ababa city administration in particular are discussed.  

Chapters 6, 7 and 8 present the analysis. Here, the data collected are interpreted and 

analyzed. These chapters involve an interpretive analysis of the policy practice of 1) the 

decentralization program, which includes the three dimensions of decentralization, depicted 

as system values; 2) good governance, which includes indicators of good governance, 

depicted as institutional values; and 3) service delivery, which includes parameters of service 

delivery, depicted as instrumental values. 

Chapter 9 presents the results of the study. It involves the main findings, conclusion and 

recommendations based on the analysis of the data. 
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CHAPTER II: OVERVIEW OF HISTORICAL 

BACKGROUND OF RESEARCH LOCATION 

2.1 Introduction 
 

This chapter provides an overview of the research location. Here, the general picture of the 

governance structure and organization of the health care system in the country, as well as in 

the capital city and sub-cities where the research is conducted, is addressed.  

2.2 Ethiopia 
 

Ethiopia, with an area of 1.12 million square kilometers, is located in the eastern part of 

Africa. It is situated in the area known as the Horn of Africa. It is bordered by Eritrea to the 

north, Sudan to the west, Kenya to the south, Somalia to the east and Djibouti to the northeast 

(CIA Factbook, 2017). The country is designated as a land of extremes. It is a country of vast 

geographical differentiation, with active volcanoes, high mountain peaks still snow-covered 

and barren deserts. It also hosts fresh, saltwater and crater lakes. It has high, rugged 

mountains; flat-topped mountains; deep ravines; sharply cut river valleys; and wide plains 

(Milkias, 2011). 

Additionally, Ethiopia is one of the ancient countries of the world with a long history of 

independent statehood. The conventional history of Ethiopia is the history of a “great 

tradition” that can be presented on a par with that of other ancient civilizations such as China 

or Persia (Clapham, 2002, p. 39). Unlike other African states, the Ethiopian traditions possess 

all of the essential elements including notably some impressive archaeological remains, a 

monarchy to provide a line of heroic rulers, an ancient Christianity that links it with the 

civilizations of the Mediterranean basin and most important of all, writing (Clapham, 2002).  

Further, “Ethiopia has diverse historical, natural and cultural tourist attraction sites; 

monuments, churches, monasteries and mosques, among others; and it is also described as the 

cradle of mankind, based on the fact that the latest specimen found in the same area where 

preceding ones were found, adjoins a 4-million-year-old forebear to the human family tree” 

(Milkias, 2011, pp. 29-30). 

Politically, the central issue in Ethiopian politics in the past and present has been the 

struggle between regional and central forces. During the imperial era, the struggle was 
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expressed through continuous disputes between the central king or Emperor and the regional 

(Bahru, 1991). Ethiopia is home to more than 80 ethnic groups, similar 

many African nations. Unlike its sub-Saharan counterparts, however, Ethiopia was not quite a 

colonial artifact. Nor was it a mere geographical expression, prior to the advent of the forces 

of modernity that colonialism brought to Africa (Abbay, 2004). 

Today, Ethiopia is a federal state located in the horn of Africa, with a population of about 

100 million inhabitants. At present Ethiopia is one of the fastest growing economies in Africa 

as well as the world, with an average of more than 10% annual growth. Ethiopia has nine 

regional states and two special city administrations (Addis Ababa and Dire

the power to raise their own revenues. 

 

current federal structure of Ethiopia2 

The Ethiopian decentralized governance system now has five levels of government, i.e., 

federal, regional, zonal, woreda and kebele governments. The Addis Ababa city 

administration, however, has abandoned kebele governments, reducing the number of levels 

and making woredas the smallest administrative government unit, while

maintained in the other regions of the country (see Figure 2.2). Zones are government units 

subordinate to regional governments, operating between regional and woreda governments 

        

https://www.google.com.et/search?q=ethiopian+map+with+regions&site=webhp&tbm=isch&tbo=u&source=
univ&sa=x&ved=0ahukewjt3ycuu93tahuoz1akhcmkbgwqsaqija&biw=1094&bih=474#imgrc=aa8
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100 million inhabitants. At present Ethiopia is one of the fastest growing economies in Africa 

. Ethiopia has nine 

regional states and two special city administrations (Addis Ababa and Diredawa), which have 

The Ethiopian decentralized governance system now has five levels of government, i.e., 

federal, regional, zonal, woreda and kebele governments. The Addis Ababa city 

bele governments, reducing the number of levels 

while kebeles are 

igure 2.2). Zones are government units 

s, operating between regional and woreda governments 

https://www.google.com.et/search?q=ethiopian+map+with+regions&site=webhp&tbm=isch&tbo=u&source=
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with the function of overseeing the performance of kebeles and reporting their performance 

to regional governments. All levels of government, except some zones, have a tripartite 

structure: an elected council, an executive organ and judiciary. With the exception of the 

SNNP region and certain regions with more than one nationality, where they have elected 

cabinets, zones do not have a legislative organ. In regions with a strong majority nationality, 

zones are de-concentrated arms of the regional government, being responsible for 

coordinating and monitoring the activities of woredas (Zimmermann-Steinhart & Bekele, 

2012). 
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2.3 Addis Ababa City 
 

Addis Ababa was established in 1887 during the reign of Emperor Menelik the 2nd. As the 

capital city of Ethiopia, it is the largest city in the country, with a population of 3,384,569, 

according to the 2007 population census, and an annual growth rate of 3.8%. Addis Ababa 

has the status of both a city and a state. The city has been experiencing high population 

growth compared to other cities in the country. Furthermore, various studies have indicated 

that rural-urban migration accounts for the high increase in the population of the city. The 

capital city of one of the oldest nations in the world, Addis Ababa is also the focal point of a 

multicultural population with a large and growing international community. It is where 

the African Union is based, as was its predecessor the OAU. It also hosts the headquarters of 

the United Nations Economic Commission for Africa (ECA) and numerous other continental 

and international organizations. Addis Ababa is therefore often referred to as "the political 

capital of Africa" due to its historical, diplomatic and political significance for the continent. 

The city is situated almost at the center of the country.  

https://en.wikipedia.org/wiki/Ethiopia
https://en.wikipedia.org/wiki/Regions_of_Ethiopia
https://en.wikipedia.org/wiki/African_Union
https://en.wikipedia.org/wiki/Organisation_of_African_Unity
https://en.wikipedia.org/wiki/United_Nations_Economic_Commission_for_Africa
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Map 2.3: City map of Addis Ababa

Source:3 

      2.3.1 Bole sub-city 

Bole sub-city is located in the northwestern part of Addis Ababa city. The total area of the 

sub-city is 122.08 km2, and 4,284.9 people live in one square kilometer. Population density 

                                               
3 Source: 

https://www.google.nl/search?q=map+of+addis+ababa+city+pdf&tbm=isch&tbo=u&source=

univ&sa=x&ved=0ahukewjejpywtd3t

=tcp0-bo8pzuuum (retrieved on April 11, 2017)
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City map of Addis Ababa 
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per square meter is 2,694.1, and the population of the entire area is 328,900 inhabitants. 

There are 14 woredas within it. 

2.3.2 Yeka sub-city 

 

Yeka sub-city is located in the northeast part of Addis Ababa city. It is divided into 13 

woredas. The total area of the sub-city is 85.98 km2, and 4,284.9 people live in one square 

kilometer. The population of the entire area is 368,418 people.  

The following tables show the growth of basic identified National Health Service indicators 

with respect to health institutions including health centers. They are relevant for tracking the 

health conditions in the country in relation to these particular health services in the country in 

general and the growth of health centers in particular. They depict the growth achieved from 

1997/98 to 2009/10 in general and from 2000/2001 to 2009/2010 in particular, with respect to 

health coverage and infrastructure of health services. Health service coverage has steadily 

grown (as shown in the growth of availability of health centers) from 1:241,149 in 1997/98 to 

1:163,155 in 2000/2001 and 1:37,299 in 2009 and it also shows improvements in 

accessibility, efficiency and effectiveness after Ethiopia launched the district-level 

decentralization program (DLDP) in 2001. The infant mortality rate remained 112 per 1,000 

in the same year when decentralization was launched (2000/2001), indicating a slight decline 

from the upper limits of the ratio (128 per 1,000) in 1997 and to 69 per 1,000 in 2009/2010, 

indicating a sharp decline of the infant mortality rate a decade after the introduction of DLDP 

in the country. Similarly, under 5 mortality rates per 1,000 had worsened from 162 in 

1997/98 to 187.5 in 2000/01 on the threshold of decentralization, and then they significantly 

declined to 104 in 2009/10, a decade after the launch of decentralization. The rise of the 

under five mortality rate in 2000/2001 is to be expected, as the preceding situation could not 

be stopped at the earliest stage of decentralized health service delivery. The mortality rate 

did, however, clearly drop significantly after the system was in full swing. Maternal mortality 

per 100,000 live births had also been at its worst, growing from 500-700 in 1997/98 to 871 on 

the threshold of decentralization in 2000/01, and then it significantly declined, reaching 470 

in 2009/10. Life expectancy has also grown after decentralization from 52 in 1997/98 to 54 in 

2000/01 and to 55.5 in 2009/10 (see Table 2.1). 

Moreover, the population receiving health services per health center in Addis Ababa has 

declined as compared to the period before decentralization of health service from 457,089 in 
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1996/97 to 110,250 in 2006/07, despite rising to 112,093 in the years 2001/01 and 2009/10, 

respectively. The rise in the population per health center after decentralization confirms the 

data obtained in the interviews, where respondents explained that the flow of patients from 

neighboring regions of the Addis Ababa city administration is one of the constraints that has 

negatively affected the efficiency of health centers.4 Hence, it is not difficult to imagine that 

such an unintended result would not have ensued if the flow of patients from the neighboring 

regions had been regulated. Thus, these facts as a whole demonstrate that decentralization has 

generally positively influenced better health service delivery in terms of accessibility,   

efficiency and effectiveness, as claimed in the study (see Table 2.2). 

     Table 2.1 National basic health service indicators 

Source: Federal Democratic Republic of Ethiopia, Ministry of Health, 2003 and 2010

                                                
4See Appendix 4. 

Indicators 1997/98 2000/01 2009/10 
Life expectancy at 

birth (in years) 
 
52   

 
54 

 
55.4 

Infant mortality rate 
per 1,000 live births 

 
110 -128 

 
112.0 

 
69 

Under 5 mortality 
rate per 1,000 

 
162 

 
187.5 

 
104 

Maternal mortality 
rate per 100,000 live 
births 

 
 
500-700 

 
 
871 

 
 
470 

Potential health 
service coverage 

 
52% 

 
70.74% 

 
89.0% 

Hospitals per 
population 

 
1:1,186,061 

 
1:819,756 

 
1:688,748 

Health centers per 
population 

 
1:241,149 

 
1:163,155 

 
1:37,299 

Health posts per 
population 

 
1:764,697 

 
1:51,273 

 
1:5,630 



 

 

 

Table 2.2 Health service coverage 

     Source: Federal Democratic Republic of Ethiopia, Ministry of Health Report of the 

Final Evaluation, Report of HSDP I, Volume I (The Ministry of Health, Addis Ababa, 

March 2003): Federal Democratic Republic of Ethiopia, Ministry of Health 2010, Health 

and Health-related Indicators (The Ministry Addis Ababa 2010) 

     Remark: PHSC = Potential Health Service Coverage *2007/08 data  

     B/G = Benshangul Gumuz 

 

  
1996/97 

 
2006/07 

 
2009/2010 

 
 

 
 
 

Regions 

 
 

 
 

Pop. per 
hospital 

 
 
 
Pop. Per 
health 
center 

 
 
 
 
* 
PHSC 

 
 
 
 
Pop. Per 
hospital 

 
 
 
Pop. Per 
health 
center 

 
 
 
 
 
PHSC 

 
 
 

 
Pop. per 

hospital 

 
 
 
Pop. per 
health 
center 

 
 
 
 
* 
PHSC  

 
Tigray 

 
282, 302 

 
225,842 

 
59% 

 
325,083 

 
139, 321 

 
76% 

 
331,871 

 
27,331 

 
141% 

Afar 566, 500 283,250 52% 636,000 159,000 74% 376,572 53,796 101% 
 
Amhara 

 
1,359,546 

 
281,963 

 
46% 

  
1,147,000 

 
209,817 

 
53% 

 
1,082,761 

 
35,398 

 
99.1% 

 
Oromia 

 
10,226,997 

 
292,200 

 
51% 

  
1,185,200 

 
206,122 

 
57% 

 
704,534 

 
35,867 

 
74.6% 

 
Somali 

   
1,698,057 

 
305,738 

 
31% 

 
649,667 

 
229,294 

 
37% 

 
684,926 

 
135,985 

 
50% 

 
B/G 

  
246,553 

 
164,369 

 
151% 

 
282,500 

 
80,714 

 
197% 

 
366,527 

 
25,278 

 
140% 

 
SNNPR 

 
2,287,709 

 
184,493 

 
49% 

 
1,208,455 

 
116,605 

 
60% 

 
1,024,347 

 
35,399 

 
125% 

 
Gambella 

 
194,225 

 
97,113 

 
191% 

 
222,000 

 
27,750 

 
286% 

 
346,236 

 
15,054 

 
193% 

 
Harari 

 
48,399 

 
145,198 

 
72% 

 
57,333 

 
28,667 

 
157% 

 
99,010 

 
24,753 

 
81% 

Addis 
Ababa 

 
457, 089 

 
457,089 

 
 NA 

 
529,200 

 
110,250 

 
NA 

 
291,441 

 
112,093 

 
NA 

 
Diredawa 

 
 282,000 

 
141,000 

 
48% 

 
342,000 

 
114,000 

 
113% 

 
33,562 

 
24,612 

 
79% 

National 1,254,202 241,300 52% 861,795 163,155 61% 634,086 37,299 90% 
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2.4 Organization of Health Care System of Addis Ababa City Administration 

 

The health governance structure in the Addis Ababa city administration is a part and direct 

reflection of the Ethiopian health system. The city administration has a health bureau at the 

top as a regional health bureau to which health bureaus of the 10 sub-cities are accountable. 

Addis Ababa city is divided into 116 woredas, with each having health offices that are 

accountable to the respective sub-city health bureau. There are more than 67 health centers in 

the city that are managed by and are accountable to woreda health offices. Two sub-cities and 

four woredas are considered for the purpose of the case study from among the 10 sub-cities 

and 116 woredas in the Addis Ababa city administration. These are Bole Sub-city and Yeka 

Sub-city.  

 

  

 

 

 

 

 

 

Table 2.3 Health institutions in Bole Sub-City  

 

 

 

 

 

 

 

 

  

 Table 2.4 Health institutions in Yeka Sub-city  

Source: Addis Ababa city administration website, retrieved in April 2017 http://www.addisababa.gov.et/bole  

 

  
  
Health Centers 

Higher 
Clinic 

Junior      
Clinic 

Medium 
Clinic 

Hospital 

Governmental 3 --- --- --- --- 

Private --- 20 9 29 8 

NGO --- --- 8 2 --- 

Public --- --- --- --- --- 

  Health Centers 
Higher 
Clinic 

Junior 
Clinic 

Medium 
Clinic 

Hospital 

Governmental 4 ---- --- --- 2 

Private --- --- --- --- --- 

NGO --- 25 49 --- --- 

Public --- ---- 
 

--- --- 

http://www.addisababa.gov.et/bole
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As the above tables illustrate, the two sub-cities under scrutiny in this study comprise 7 

health centers out of the 67 health centers in the 10 sub-cities in the Addis Ababa city 

administration. The number of private and NGOs health institutions is far higher in each sub-

city than the number of public health institutions. These facts suggest that even though the 

study demonstrates that physical/geographical/ accessibility of health service has increased 

since decentralization, public health centers are apparently outnumbered and dominated by 

private health institutions, which are providing health service delivery at exorbitant prices to 

customers.  

Thus, the scarcity of health centers as compared with private health institutions makes 

public health service vulnerable to unfair competition. The progress made in health service in 

terms of efficiency and quality appears to be unsatisfactory, as indicated in the analysis in 

Chapter 8.
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CHAPTER III: THEORETICAL BACKGROUND: 

LITERATURE REVIEW OF DECENTRALIZATION, GOOD 

GOVERNANCE AND HEALTH SERVICE DELIVERY 

3.1 Introduction 
This chapter starts with a literature review of the concept of decentralization and good 

governance. Accordingly, we will describe the concepts of decentralization and good 

governance on the basis of the literature review. We will next deal with the types of 

decentralization. Then, the relationship of the two concepts will be addressed. Further, the 

influence of decentralization on the instrumental and institutional dimensions of good 

governance will be addressed in light of their respective theoretical and conceptual 

explanations. Finally, this chapter will illustrate the influence of good governance on service 

delivery. 

3.2 The Concept of Decentralization 
 

Decentralization, which means the transfer of authority and responsibility for public 

functions from the central government to subordinate or quasi-independent government 

organizations or the private sector, covers a broad range of concepts. Decentralization has 

numerous definitions and explanations, depending on the purpose and context of its 

application. The theoretical literature alerts us to diverse definitions of the concept. 

According to Schneider, “decentralized systems are those in which central entities play a 

lesser role in any or all of the several dimensions” (2003, p. 34). In such systems, “central 

governments possess a smaller share of fiscal resources, grant more administrative autonomy, 

and/or cede a higher degree of responsibility for political functions” (Schneider, 2003).  

3.2.1 Debates on decentralization   

 

In this section, we will describe decentralization in relation to debates on its benefits and 

disadvantages. Further, its relationship to good governance in the literature, for normative 

reasons (good governance, accountability) and for instrumental reasons (efficiency, 

effectiveness), will be addressed (Nyiri, 2006). 
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            3.2.1.1 Benefits of decentralization 

Decentralization is taken as a means of overcoming the limitations of centrally controlled 

national planning by delegating greater authority to officials working in the field, closer to 

the problems (De Vries, 2000, p. 224). “Decentralization tends to expand service deliveries as 

authority goes to those more responsive to user needs by shifting control rights from the 

central bureaucrat (who otherwise acts like an unregulated monopolist) to a local 

government” (Bardhan, 2002, p. 185). 

Decentralization is widely believed to promise a range of benefits. It is often suggested as a 

way of reducing the role of the state in general, by fragmenting central authority and 

introducing more intergovernmental competition and checks and balances. It is viewed as a 

way to make government more responsive and efficient (Bardhan, 2002). Once again, Faguet 

(2014, p. 2) argues that  

Many decentralizations aim to reconstitute government from a hierarchical, 

bureaucratic mechanism of top-down management to a system of nested self-

governments characterized by participation and cooperation, where transparency is 

high and accountability to the governed acts as a binding constraint on public 

servants’ behavior.  

At the local (urban) level, decentralization is seen to bring about good governance mainly 

through increasing popular decision-making and development (Harpham & Boateng, 1997, p. 

69). 

A few empirical studies illustrate some "best practices" related to decentralization for 

specific objectives in the health sector. “For instance, Chile and Colombia demonstrate an 

effective process of decentralization that achieved greater equity of allocation of both 

national and local health funding” (Bossert, 2003, p. 95). “Some empirical studies have also 

shown that decentralization increases governments’ responsiveness in developing countries” 

(Faguet, 2004, p. 867). However, decentralization has not proven to be a panacea in every 

context.  

3.2.1.2 Decentralization in context 

 

Decentralization can also be described in terms of its purposes depending on the nature and 

objectives of each state. Decentralization under different political systems does not always 

have the same objective. Decentralization has been practiced in different political systems, 

federal as well as unitary states in many countries of the world. However, the degrees of 
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autonomy local governments enjoy vary depending on the nature of the political system of 

each type of state. 

A decentralized unitary state aims to de-concentrate the power of the central government to 

its lower administrative units for the purpose of imposing its will on the periphery through its 

representatives, operating by delegated authority. Such delegated power can, however, be 

revoked by the delegating power any time on a whim. A state is deemed federal when its 

governmental structure can be characterized by multiple layers (generally, national, regional 

and local) (Mikhail, 2003). A federal state is therefore by definition a decentralized state. 

Hence, decentralization in a federal system is unique in its success in realizing genuine 

devolution of power to lower level governments as compared to a unitary system.   

Decentralization under a unitary state is distinct from that of federal states, as 

decentralization in federal states is an inherent feature of the states’ structure and guaranteed 

in the constitution (Osaghae, 1990). Federalism is even sometimes viewed as the strongest 

form of decentralization (Ekpo, 2007). However, the distinction between the two lies in that 

decentralization in a unitary state implies only a delegated power of the central government to 

lower tiers of government, which are subordinate to the central government and are not 

entitled to independently decide on political and financial matters of their territories. A 

unitary state implies centralization and decentralization of power within a central authority, a 

central government that can decentralize or recentralize if it so desires, whereas 

decentralization in a federal state is compulsory. We look into the meanings and significance 

of the basic indicators of good governance at an institutional level in the Ethiopian context 

that is considered in this study (see section 3.4). 

3.2.1. 3 Concerns about decentralization 

   

Opponents of decentralization argue that power should remain in the hands of central 

governments, since local authorities lack human, financial and technical resources, which 

would prevent them from providing appropriate public services in a decentralized scenario 

(Faguet, 2004). The argument against decentralization asserts that the benefits of 

decentralization are not as obvious as the standard theory of fiscal federalism suggests 

(Massey, 2011). Furthermore, “opponents of decentralization argue that the grappling with 

the difference in kinds and degrees of decentralization has produced a conceptual muddle” 

(Schneider, 2003, p. 34). Although there is disagreement about the meaning of 
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decentralization, Schneider further proposes that most would agree that transferring power 

and resources to national governments is not decentralization. This writer also notes that 

“nevertheless, all share the assumption that decentralization includes the transfer of power 

and resources away from the central government” (p. 34).  

Moreover, it is argued that there are further serious drawbacks in ensuring the benefits of 

decentralization that should be considered (Prud'hommes, 1995). The growth of local 

government is deemed to complicate accountability when the relationship between 

decentralization and accountability is considered (Carrington, DeBuse, & Lee, 2008), as 

decentralization causes blame shift as a result of the establishment of numerous actors at the 

local level. An important aspect of decentralization in the focus of the debate is that health 

reform in less developed countries needs to address improving poor service quality (Cassel, 

1995; Saltman, 2007). There are contentions that strengthening the public sector instead of 

the private sector providers will improve health services and health reform (Lawrence, 2000). 

 3.2.2 Types of decentralization 

 

In terms of organizational setup, decentralization refers to the choice of various institutions 

having different areas over which they practice their jurisdiction, the functions they are 

delegated for and the way decision-makers who work for the institutions are recruited (Smith, 

1997). 

“Decentralization has three major dimensions: political, administrative and financial, the 

effect of which is interrelated in one way or another” (Shahjahan, 2010; Schneider, 2003, p. 

34). These dimensions of decentralization may not lead to tenable conclusions in terms of 

demonstrating their effects, if they are considered separately, as the shift of political decision-

making power from the central government to the periphery, in most cases, entails a shift of 

power to local level governments to decide on all their affairs, including decision-making 

power on financial and administrative matters. This is because political decentralization 

encompasses the idea of providing greater autonomy to local communities, leading to 

exercise of power in the other dimensions of decentralization. Therefore, “the effects of 

decentralization should not be examined from only one of the three dimensions, as the effect 

of one of these dimensions influences the other on given phenomena, which if considered 

from a single perspective may result in wrong conclusions” (Schneider, 2003, p. 34). 

Accordingly, in this research, decentralization shall be conceptualized as a means of 
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governance that devolves political, administrative and financial powers from the center to 

local levels of government.  

According to Smith, decentralization may take many institutional arrangements, especially 

at sub-national levels, where the arrangements are created mainly by recruitment of office 

holders through election or bureaucratic or political appointment based on limited devolution 

of power when it comes to health service decentralization (1997).  

  Each type of decentralization may have diverse distinctiveness, policy implications and 

circumstances for success.  

All these factors need to be carefully considered before deciding whether projects or 

programs should support reorganization of financial, administrative or service 

delivery systems. Along with distinguishing among the different types of 

decentralization it is important to highlight its many dimensions and the need for 

coordination as these concepts overlap considerably because political, 

administrative, fiscal, and market decentralization can appear in different forms and 

combinations across countries, within countries, and even within sectors (Litvack, 

Seddon, & Ahmad, 1999, p. 9). 

The following sub-sections outline these three types of decentralization that involve 

devolution of administrative, financial and political powers (Rondinelli, 1983; Schneider, 

2003). 

            3.2.2.1 Administrative decentralization 

 

Administrative decentralization takes a number of forms: de-concentration of functions 

within the central bureaucracy, delegation of semi-autonomous or quasi-public corporations, 

devolution to local governments and the transfer of functions to nongovernment 

organizations (Cheema, Nellis, & Rondinelli, 1983). Cohen and Peterson (1997) note that 

administrative decentralization aims to address a number of critical governmental needs, 

mostly including strengthened governance, increased transparency and accountability and 

more effective and efficient production and delivery of public goods and services. It is about 

the transfer of responsibility for planning, financing and managing public functions from the 

central government to lower levels of government. According to Cohen and Peterson (1997, 

p.2) administrative decentralization strengthens local level governance and seeks to increase 

transparency and accountability, improve governmental performance, break the “monopoly 

of central control” and find innovative ways to allow local level associations and firms to 
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produce and deliver public goods and services. In connection, Litvack, Seddon and Ahmad 

(1999) state that administrative decentralization has three major forms: de-concentration, 

delegation and devolution, each with different characteristics. Further, Rodden (2004) 

explains the dangers of decentralization in transferring power to lower level governments, 

arguing: 

If decentralization actually resembled the clean transfer of authority envisioned in 

fiscal federalism theory, it might bring government closer to the people and enhance 

information, accountability and responsiveness to citizens. However, when 

decentralization amounts to adding layers of government and expanding areas of 

shared responsibility, it might facilitate blame shifting or credit claiming, thus 

reducing accountability. Even worse, in countries already suffering from corruption, 

it might lead to competitive rent-seeking and "overgrazing" of the bribe base (2004, p. 

494). 

            3.2.2.2 Financial decentralization 

 

According to Litvack, Seddon and Ahmad (1999, p. 3), financial responsibility is described 

as a core component of decentralization. In addition, Agrawal and Ribot (2006) mention that 

economic/financial decentralization implies giving local bodies a larger budget, greater 

powers of revenue raising and/or greater autonomy to expend the budget as they see fit. In 

other words, the higher levels of government should refrain from interfering in the decision-

making process of local governments and their institutions by prescribing what they must, 

must not or may do. The writers further assert that local governments and private 

organizations can carry out decentralized functions effectively only if they have adequate 

revenues, raised locally or transferred from the central government, as well as the authority to 

make expenditure decisions.  

 Local financial decision-making allows public services to be customized to local 

preferences and situations, and it offers households a set of choices of local outputs. 

Simultaneously, it can promote healthy competition among local jurisdictions and provide 

efficiency in the public sector. Moreover, decentralization can promote democratic processes 

through more direct involvement by the citizenry in public decisions. Hence, reforms 

involving decentralization have been widespread among the developing and transition 

countries (Oates, 2006). Nevertheless, it is also asserted that there are potential costs that 
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come along with fiscal decentralization mainly in terms of macroeconomic stability 

(Prud'hommes, 1995). 

Hence, one of the main challenges presented by decentralization is the maintenance 

of fiscal discipline in lower level governments. Fiscal discipline is obtained when 

their budget constraints are hard, which means that lower level governments have to 

face the full cost of their expenditure decisions (Sorribas, 2004, p. 3). 

In some federal systems, local governments are completely under the authority of state or 

provincial governments. In Ethiopia, which is also characterized by a federal system, the 

districts receive un-earmarked block grants from the central government, meaning that sector 

budgets (in our case budgets for health centers) can only be consolidated after approval by 

the regions and districts (Litvack, et al., 1999). 

            3.2.2.3 Political decentralization 

 

Political decentralization is defined as the reallocation of political and legislative powers 

over a set of policy areas from the central government at the national level to directly elected 

sub-national assemblies (Rodden, 2006). Political decentralization refers to either or both of 

the following:  

(i) transferring the power of selecting political leadership and representatives from 

central governments to local governments, and (ii) transferring the power and 

authority for making socio-politico-economic decisions from central governments to 

local governments and communities (Kauzya, 2007, p. 4). 

Political decentralization is the transfer of authority to a sub-national body. “It aims to give 

citizens or their elected representatives more power in public decision-making” (Hossain, 

2005). For Kundishora (2009, p. 33), “Political decentralization refers to attempts to devolve 

powers to democratically elected local governments. It is aimed at giving citizens or their 

elected representatives more power and autonomy in public decision-making.” 

   Advocates of political decentralization assume that decisions made with greater 

participation will be better informed and more relevant to diverse interests in society than 

those made only by national political authorities.  

The concept implies that the selection of representatives from local electoral 

constituency allows citizens to know better their political representatives and enables 

elected officials to know better the needs and desires of their constituencies. Political 

decentralization often requires constitutional and statutory reforms, creation of local 



Chapter III: Theoretical Background: Literature Review of Decentralization, Good Governance and Health Service Delivery 

 

30 
 

political units, and encouragement of effective public interest groups (Kundishora, 

2009, p. 33).  

In other words, a local benefit of decentralization is that it “may give voters increased 

electoral control over incumbents” (Barankay, 2007, p. 22). 

The health policy of the Transitional Government of Ethiopia (FDRE, 1993) describes the 

policy as founded on a commitment to democracy and the rights and powers of the people 

that derive from it, and it considers decentralization as the most appropriate system of 

government for the full exercise of these rights and powers in Ethiopia’s pluralistic society. 

This can, however, be ensured only if we distinguish decentralization in the sense of 

devolution of political decision-making power from the mere administrative delegation of 

functions of the central government to local branches, a situation in which the delegated 

power can be revoked by the delegator at any time. In this sense, participation of citizens, as 

the most significant element of good governance, can only be ensured if government is 

committed to realizing the devolution of political decision-making power to local level, 

small-scale entities without imposing limitations that undermine genuine decentralization of 

power to local governments.  

 According to Bardhan (2002, p. 187): 

The idea of decentralization must be protected against its own enthusiasts both who 

advocate free market considering it as an opportunity to cripple the state and from 

those anarcho-communitarians who ignore the "community failures" that may be as 

serious as the market failures or government failures that economists commonly 

analyze. 

Bardhan (2002) explains that the most dangerous phenomena that impede benefits of 

decentralization in a formally decentralized state structure, where power is devolved to lower 

levels of government, are: 

i.  Illegitimate extension of power of the central government to local governments in an 

informal way, which amounts to re-centralizing power, literally denying the exercise of 

decision-making powers of local people on their own affairs, 

ii. Endangering multi-party democracy through obstructing free and fair elections by 

restraining participation of opposition parties in elections on numerous unverifiable pretexts 

despite their constitutionally recognized rights and 

iii. The capture of local governments by elites, the extent of which depends on levels of social 

and economic inequality within communities, traditions of political participation and voter 
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awareness, fairness and regularity of elections, transparency in local decision-making 

processes and government accounts, media attention and other factors. 

There is an assumed relationship of interdependence between the concepts of 

decentralization, good governance and service delivery. The assumptions are that good 

governance involving greater accountability, transparency, responsiveness, rule of law, etc. 

leads to better performance and more effective and efficient service delivery, which can lead 

to the strengthening of government performance. These assumptions are intuitively 

appealing. If we hold people accountable for their performance, their performance will 

improve. If the governing process is open and transparent, it will be more accountable. This 

relationship implies that decentralization is not an end by itself. It can only be understood in a 

sense that it is practiced with a view towards ensuring good governance. 

Although decentralization reforms have been at the center of public sector reforms around 

the world, in each country they come in different types – political, administrative and 

financial/fiscal, and different forms – de-concentration, delegation and devolution. 

Furthermore, implementation of these reforms is always partial, based on the political context 

of a country; any illustration is therefore selective and incomplete (Yilmaz, Beris, & 

Serrano‐Berthet, 2010).  

Hence, in this study, decentralization is considered as a shift of power from the central 

government to local governments in all three of its dimensions: administrative, financial and 

political.  

3.3 The Concepts of Governance and Good Governance 
 

Governance and government are frequently used interchangeably, suggesting that to some 

groups these terms mean the same thing (Harpham & Boateng, 1997). However, Rhodes 

(1996) disclosed that the current use of governance signifies a change in the meaning of 

government, referring to a new process of governing, changing conditions of ordered rule or 

the new method by which society is governed (Stoker, 1998). Similarly, Paproski (1993) 

describes governance as a system of socio-cultural, political and economic interaction among 

the various actors of the public and private institutions of civil society. Likewise, Jun (2002) 

upholds that the system of governance requires the sharing of power in decision-making, 

encouraging citizen autonomy and independence and providing a process for developing the 

common good through civic engagement. 
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Governance has also come to mean a cooperative form of government by networks of 

public and private actors who participate in a negotiated decision and in implementation 

(Stame, 2006). According to Rhodes (1997), governance consists of inter-organizational 

networks shaped with the principles of self-organizing, mutual loyalty, exchange of 

resources, rules of the game and, significantly, autonomy from the state. 

“The concept of governance conveys, most importantly, a more diverse view of authority 

and its exercise” (Bevir, 2008, p. 29). “Broadly speaking, governance describes new forms of 

collective decision-making which cut across different spheres (i.e., the state, the market and 

civil society) and which are based on complex networks of interdependent actors belonging 

to the public, quasi-public, private, voluntary, and community sectors” (van den Dool, 

Hendriks, Gianoli, & Schaap, 2015, p. 12; Kooiman, 1993). These multitudes of actors who 

are participating on different levels and are engaged in decision-making depict the need to 

foster network-based governance approaches instead of the hierarchical government model 

(Harpham & Boateng, 1997).  

Governance is not a concept limited to a single space of social and political relations. 

According to Graham, Amos and Plumptre (2003, p. 2), 

There are four areas or zones where the concept of governance and good 

governance is particularly relevant: 

1. Governance/good governance in “global space” or global governance which 

deals with issues outside the purview of individual governments.  

2. Governance/good governance in “national space,” i.e. within a country: This 

is sometimes understood as the exclusive preserve of government, of which 

there may be several levels: national, provincial or state, indigenous, urban or 

local. However, governance is concerned with how other actors, such as civil 

society organizations, may play a role in making decisions on matters of 

public concern.  

3. Organizational governance (governance in “organization space”): This 

comprises the activities of organizations that are usually accountable to a 

board of directors. Some will be privately owned and operated, e.g. business 

corporations. Others may be publicly owned, e.g. hospitals, schools, 

government corporations, etc. 

Community governance (governance in “community space”) includes activities at a local 

level where the organizing body may not assume a legal form and where there may not be a 
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formally constituted governing board. This means good governance can be applied at the 

international, national, local and organizational levels and to manage many types of resources 

(Hossen & Anwar, 2011). The term governance is used in a variety of ways, with a variety of 

meanings (R. A. W. Rhodes, 1996; Stoker, 1998). 

There is, however, a baseline agreement that governance refers to the development 

of governing styles in which boundaries between and within public and private 

sectors have become blurred. The essence of governance is its focus on governing 

mechanisms which do not rest on recourse to the authority and sanctions of 

government (Stoker, 1998). 

The governance concept points to the creation of a structure or an order that cannot be 

externally imposed but is the result of the interaction of a multiplicity of actors who govern 

and influence each other (Kooiman & Van Vliet, 1993, p. 64). 

 Though Stoker uses different definitions for the concept of governance, he tries to make an 

explanation over five different points as to what the concept might be, and many of his 

definitions have a ground for consensus. The author tries to provide the determination of the 

limits as to how governance is defined in many of its aspects, rather than specifying whether 

expressions about the concept of governance are correct or wrong. 

(1) Governance is the structure containing the government and also the institutions and the 

actors beyond it.  

(2) Governance defines the fuzzy area between the responsibility and the limitations 

associated with economic and social matters.  

(3) Governance defines the authority dependence (non-existence of absolute power of actors 

that can be imposed on others), containing the relations among the institutions suitable for 

collective activities.  

(4) Governance is related to the self-governing autonomous networks among the actors.  

(5) Governance defines the capacity of making something without relying upon the 

commanding power and authority of the state; it is seen as the state’s use of tools and 

techniques for orienting and leading (Stoker, 1998, pp. 50). 

  The term governance is particularly used to describe changes in the nature and role of the 

state following the public sector reforms of the 1980s and 1990s. These reforms are believed 

to have led to a shift from a hierarchic bureaucracy towards a larger use of markets, quasi-

markets and networks, especially in the delivery of public services (Bevir, 2008, p. 3). In 

addition, Bevir explains that governance also can be used to describe any pattern of rule that 
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arises either when the state is dependent upon others or when the state plays little or no role. 

He further states that governance can more generally be used to refer to all patterns of rule, 

including the kind of hierarchic state that is often thought to have existed before the public 

sector reforms of the 1980s and 1990s. He argues, however, that considering governance in 

this general way requires describing the changes in the state since the 1980s as the “new 

governance.” Whether or not we use alternative phrases such as new governance, weak states 

or patterns of rule in general, the concept of governance raises issues about public policy and 

democracy.  

  According to Rhodes, governance consists of inter-organizational networks shaped with 

the principle of self-organizing, mutual loyalty, exchange of resources, rules of the game and 

significant autonomy from the state. This expression used as a definition in several studies 

mostly indicates what the concept of governance contains (1997). 

  In addition, Hyde defines governance as the management of political rules, either official 

or unofficial, including the arrangement of the rules associated with the exercise of power 

and the removal of confusion concerning these rules (Hyden, 1999; Joseph, 1999, p. s185). 

      3.3.1 Major theories of governance 

 

Current interests in governance owing to public sector reforms are linked to theories of 

governance. It is therefore imperative to look to major theories of governance to which the 

meaning of governance is tending and the varieties of definitions of governance, which 

provide us with multiple reasons and perspectives of their definitions, enabling us to better 

understand the descriptive nature of governance from which the norms of good governance 

are derived. 

            3.3.1.1 Rational choice theory 

  

Rational choice theory attempts to explain all social phenomena by reference to the micro 

level of rational individual activity. It elucidates social facts, institutions and patterns of rule 

entirely by analyses of individuals’ action. It explains that individuals adopt the course of 

action most in accordance with their preference. Rational theorists assume preferences to be 

complete and transitive. According to Bevir, rational theorists attempt to model human 

behavior in circumstances where people lack relevant information (2008). Bevir also states 

that the supremacy of the micro level in rational choice theory raises issues about the origins, 
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persistence and effects of the social norms, laws and institutions by which we are governed. 

The author further indicates that the concern in rational theory is the imagination of how to 

explain the rise and stability of a pattern of rule in the absence of any higher authority. 

Rational choice theorists usually conclude that the absence of any effective higher authority 

means that such institutions have to be conceived as self-enforcing (Bevir, 2008, pp. 16-17). 

  An additional subject in rational theory is a more particular interest in the effects of norms, 

laws and institutions on individuals’ actions. Further, rational choice theorists argue that 

institutions influence people’s strategic interactions with one another. They assert that stable 

institutions influence individuals’ actions by giving them sound expectations about the result 

of the diverse courses of action from which they might choose. Another, more specific 

problem is in kinds of inadequately institutionalized environments in which the absence of a 

higher authority leads people to break agreements and thus create instability. Examples of 

such weak institutions include the international system and nation-states in which the rule of 

law is weak (ibid). 

            3.3.1.2 The new institutionalism 

 

According to Bevir, an institutional approach dominated the study of the state, government, 

public administration and politics up until sometime around the 1940s, in which scholars 

focused on formal rules, procedures and organizations, including constitutions, electoral 

systems and political parties (2008). Although they at times emphasized the formal rules that 

governed such institutions, they also considered the behavior of actors within them. 

Institutionalists differ in their approach.  

1. Historical institutionalists tend to use metaphors such as path dependency and to 

emphasize the importance of macro level studies of institutions over time.  

2. Sociological institutionalists tend to argue that cognitive and symbolic schemes give 

people identities and roles. They focus on values, identities and the ways in which these 

shape actors’ perceptions of their interests. They argue that informal sets of ideas and values 

constitute policy paradigms that shape the ways in which organizations think about issues and 

conceive of political pressures. They concentrate on studies of the ways in which norms and 

values shape what are often competing policy agendas of welfare and administrative reform. 

3. Historical institutionalists focus on the way past institutional arrangements shape 

responses to political pressures. They argue that past outcomes have become embedded in 

national institutions, which prompt social groups to organize along particular lines and 
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thereby lock states into paths of development. Hence, they concentrate on comparative 

studies of welfare and administrative reform across states in which the variety of such 

reforms is explicable by path dependency (Bevir, 2008, pp. 17-18). 

  The new institutionalists retain a focus on rules, procedures and organizations: They assert 

that institutions are composed of two or more people, they serve some kind of social purpose 

and they exist over time in a way that transcends the intentions and actions of specific 

individuals. But the new institutionalists adopt a broader concept of institution that includes 

norms, habits and cultural customs alongside formal rules, procedures and organizations. It 

has become common to distinguish various species of new institutionalism (ibid). 

Such institutionalism remains firmly rooted in the type of microanalysis just discussed. 

Hence, we should focus now on other new institutionalists who eschew deductive models in 

which outcomes are explained by reference to rational actions. These institutionalists 

typically explain outcomes by comparing and contrasting institutional patterns. They offer 

two main accounts of how institutions shape behavior (ibid). 

            3.3.1.3 Systems theory 

 

 A system is the pattern of order that arises from the regular interactions of a series of 

interdependent elements. Systems theorists suggest that such patterns of order arise from the 

functional relations between, and interactions of, these elements. These relations and 

interactions involve a transfer of information. This transfer of information leads to the self-

production and self-organization of the system even in the absence of any center of control 

(Bevir, 2006, p. 374). 

Bevir further explains the concept of governance as a socio-cybernetic system that 

highlights the limits to governing by the state. It implies that there is no single sovereign 

authority. Instead, there is a self-organizing system composed of interdependent actors and 

institutions. Systems theorists often distinguish here between governing, which is goal-

directed interventions, and governance, which is the total effect of governing interventions 

and interactions. In this view, governance is a self-organizing system that emerges from the 

activities and exchanges of actors and institutions. Again, the new governance has arisen 

because we live in a centerless society, or at least a society with multiple centers. Order arises 

from the interactions of multiple centers or organizations. The role of the state is not to create 

order but to facilitate sociopolitical interactions, to encourage varied arrangements for coping 

with problems and to distribute services among numerous organizations (ibid). 
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            3.3.1.4 Regulation theory 

 

Just as sociological institutionalism sometimes draws on systems theory, so historical 

institutionalism sometimes draws on Marxist state theory. The main approach to governance 

derived from Marxism is, however, regulation theory. Karl Marx argued that capitalism was 

unstable because it led to over-accumulation of capital and to class struggle. Regulation 

theorists examine the ways in which different varieties of capitalism attempt to manage these 

instabilities. They study forms of governance in relation to changes in the way these 

instabilities are masked. Typically, regulation theorists locate the new governance in relation 

to a broader socio-economic shift from Fordism to post-Fordism. Fordism refers to a 

combination of “intensive accumulation” and “monopolistic regulation” – a combination 

associated with the mass production pioneered by Henry Ford in the 1920s (Bevir, 2006).  

            3.3.1.5 Interpretive theories 

 

Interpretive approaches to governance often emphasize contingency. They reject the idea 

that patterns of rule can be properly understood in terms of a historical or social logic 

attached to capitalist development, functional differentiation or even institutional settings. 

Instead, they emphasize the meaningful character of human actions and practices. In this 

view, because people act on beliefs, ideas or meanings, whether conscious or not, we can 

explain their actions properly only if we grasp the relevant meanings. Some of the older 

interpretive approaches suggest that beliefs, ideas or meanings are more or less uniform 

across a culture or society. Hence, they inspire studies of the distinctive patterns of 

governance associated with various cultures (Bevir, 2006). 

Other interpretive approaches place a greater emphasis on the contests and struggles over 

the meanings of human actions and practices constituting so much political activity. Hence, 

they inspire studies of the different traditions or discourses of governance that are found 

within any given society. Although interpretive theorists analyze governance in terms of 

meanings, there is little agreement among them about the nature of such meanings. The 

meanings of interest to them are variously described, for example, as intentions and beliefs, 

conscious or tacit knowledge, subconscious or unconscious assumptions, systems of signs 

and languages and discourses and ideologies (ibid). 
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            3.3.1.6 Public policy 

 

Public policy refers generally to the set of actions like plans, laws and behaviors that are 

adopted by a government. Concern with the new governance draws attention to the extent to 

which these actions are often performed now by agents of the state rather than directly by the 

state (Bevir, 2006). There are a vast number of studies of specific policy areas, and even of 

specific policy problems and governmental responses to them.  

  These studies offer detailed accounts of the impact of the new public management and the 

rise of the new governance within particular policy sectors, such as health care, social 

welfare, policing and public security. However, policy analysis often includes a prescriptive 

dimension as well as a descriptive one. Students of public policy attempt to devise solutions 

to policy problems as well as to study governmental responses to them. Of course, their 

solutions are sometimes specific proposals aimed at a particular policy problem. At other 

times, however, they concern themselves with the general question of how the state should 

seek to implement its policies.  

  The rise of the new governance raises the question: How should the state try to implement 

its policies given the proliferation of markets and networks within the public sector? Answers 

to this question typically seek to balance concerns over efficiency with ones over ethics. To 

some extent, the leading types of answers reflect the leading theories of governance (ibid). 

  Rational choice theory tends to promote market solutions; its proponents typically want to 

reduce the role of the state in implementing policies. In contrast, institutionalists tend to 

concentrate on strategies by which the state can manage and promote particular types of 

organizations; they typically offer advice about how the state can realize its policy agenda 

within a largely given institutional setting. Interpretive theory tends to promote dialogic and 

deliberative approaches to public policy; its proponents typically want to facilitate the flow of 

meanings and perhaps thereby the emergence of a consensus (ibid). 

            3.3.1.7 Democratic governance 

 

Salamon (2002, vii) defines the new governance as a framework recognizing "the 

collaborative nature of modern efforts to meet human needs, the widespread use of tools of 

action that engage complex networks of public and private actors, and the resulting need for a 

different style of public management, and a different type of public sector, emphasizing 

collaboration and enablement rather than hierarchy and control." The new governance raises 
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specific problems for democratic practices. Democracy is usually associated with elected 

officials making policies, which are implemented by public servants. The public servants are 

answerable to the elected politicians, who in turn are accountable to the voting public. 

However, the rise of markets and networks has disrupted these lines of accountability (Bevir, 

2008, p. 25). 

  In the new governance, policies are being implemented and even made by private sector 

and voluntary sector actors. There are often few lines of accountability tying these actors 

back to elected officials, and those few are too long to be effective. Besides, the complex 

webs of actors involved can make it almost impossible for the principal to hold any one agent 

responsible for a particular policy (ibid). 

  Similar problems arise for democracy at the international level. States have created 

regulatory institutions to oversee areas of domestic policy, and the officials from these 

institutions increasingly meet to set up international norms, agreements and policies 

governing domains such as the economy and the environment. There is no agreement about 

how to promote democracy in the new governance. To some extent, the different proposals 

again reflect different theories of governance in general. Rational choice theorists sometimes 

suggest markets are at least as effective as democratic institutions at ensuring popular control 

over outcomes. Institutionalists are more likely to concern themselves with the formal and 

informal lines of accountability needed to sustain representative and responsible government. 

These institutional issues merge gradually into a concern to promote diverse forums for 

dialogue – a concern that is common among interpretive theorists (ibid). 

In the definitions of governance given above, we have seen that there are varieties of 

perceptions of the concept of governance based on the views and purposes for which the 

definitions are given. Furthermore, one can clearly see that the concept of governance is 

related to several disciplines, like management, political science, law, history and sociology, 

which define the concept in view of the nature and philosophy of each discipline, though 

sometimes sharing and coming to consensus on the concept of governance.  

Among the theories described above, the theory of “democratic governance” is of particular 

interest to us in this study, as it shares the values of good governance like empowering the 

communities through participation of public as well as the private sectors in decision-making 

processes. Decentralization, which involves the transfer of a number of tasks and functions 

from central governments to lower levels of government with the aim of dispersing power, 

including devolution of power to local entities, is regarded as an essential element of 
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democratic governance (Bevir, 2006). This horizontal relationship involving the sharing of 

the essential tenets of democracy makes this theory relevant to this study with regard to the 

influence of decentralization on good governance.   

3.3.2 Good Governance 
 

 Governance is understood in its descriptive and normative approaches of its definition, 

where the descriptive concept refers to governance and its normative concept refers to good 

governance (Hendriks, 2013, p. 16). The concept of good governance is defined and 

developed in various ways by multiples of Institutions. These definitions are based on 

normative assumptions about how decisions should be made within organizations and the 

functioning of formal and informal structures for implementing such decisions.  

3.3.2.1 The elements of good governance:  

 

A number of multilateral organizations have reflected on the elements of good governance 

and on their relation to development. As the experience of these organizations varies, so, too, 

do their perceptions of what constitutes good governance. 

 The United Nations Development Program (UNDP) 

 

The United Nations Development Programme (UNDP, 1997) defines good governance in 

its policy document entitled “Governance for Sustainable Human Development” as the 

exercise of economic, political and administrative authority to manage a country’s affairs at 

all levels.   

It is explained that governance has three dimensions: economic, political and 

administrative. Economic governance includes the decision-making processes that affect a 

country’s economic activities and its relationships with other economies. Political governance 

is the process of decision-making to formulate policy. Administrative governance is the 

system of policy implementation. Encompassing all three, good governance defines the 

processes and structures that guide political and socio-economic relationships.  

Governance includes the state but transcends it by taking in the private sector and civil 

society, all of which are critical in sustaining human development. The institutions of 

governance in the state, civil society and the private sector must be designed to contribute to 

this sustainable human development by establishing the political, legal, economic and social 
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circumstances for poverty reduction, job creation, environmental protection and the 

advancement of women.  

Good governance comprises the existence of effective mechanisms, processes and 

institutions through which citizens and groups articulate their interests, exercise their legal 

rights, meet their obligations and mediate their differences. In its report, the UNDP 

acknowledges the following as core characteristics of good governance. These are:  

(a) Participation. All men and women should have a voice in decision-making, either 

directly or through legitimate intermediate institutions that represent their interests. Such 

broad participation is built on freedom of association and speech, as well as on the 

capacity to participate constructively.  

(b) Rule of law. Legal frameworks should be fair and enforced impartially, particularly the 

laws on human rights.  

(c) Transparency. This concept is built on the free flow of information. Processes, 

institutions and information should be directly accessible to those concerned, and enough 

information should be provided to render them understandable and monitorable.  

(d) Responsiveness. Institutions and processes should serve all stakeholders.  

(e) Consensus orientation. Good governance should mediate differing interests in order to 

reach broad consensus on the best interests of the group and, where possible, on policies and 

procedures. 

(f) Equity. All men and women should have equal opportunity to maintain or improve their 

well-being. 

(g) Effectiveness and efficiency. Processes and institutions should produce results that meet 

needs while making the best use of resources.  

(h) Accountability. Decision-makers in government, the private sector and civil-society 

organizations should be accountable to the public as well as to institutional stakeholders. 

This accountability differs depending on the organization and whether the decision is internal 

or external to an organization.  

(i) Strategic vision. Leaders and the public should have a broad and long-term perspective 

on good governance and human development, together with a sense of what is needed for 

such development. There should also be an understanding of the historical, cultural and social 

complexities in which that perspective is grounded.  
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The World Bank 

 

According to the World Bank report (1992), good governance is "the manner in which 

power is exercised in the management of a country’s economic and social resources for 

development." The United Nations’ Commission on Human Rights identifies transparency, 

responsibility, accountability, participation and responsiveness as key attributes of good 

governance. The report states that the World Bank’s interest in governance derives from its 

concern for the sustainability of the projects it helps finance. It concludes that sustainable 

development can only take place if a predictable and transparent framework of rules and 

institutions exists for the conduct of private and public business. The essence of good 

governance is described as predictable, open and enlightened policy, together with a 

bureaucracy imbued with a professional ethos and an executive arm of government 

accountable for its actions. All these elements are present in a strong civil society 

participating in public affairs, where all members of the society act under the rule of law. In 

analyzing governance, the World Bank draws a clear distinction between the concept’s 

political and economic dimensions. As the World Bank’s mandate is the promotion of 

sustainable development, its call for good governance exclusively concerns the contribution 

the concept makes generally to social and economic development and specifically to the 

World Bank’s fundamental objective of sustainable poverty reduction in the developing 

world. 

In the 1994 report entitled “Governance: The World Bank’s Experience,” the recent 

progress made by the Bank in this area is set out under four different aspects, which provide a 

template with elements against which its governance work can be assessed: 

(a) Public sector management. This is the most readily identified dimension of the World 

Bank’s governance work. The language of public sector management is predominantly 

technical, changing the organizational structure of a sector agency to reflect new 

objectives, making budgets work better, sharpening civil service objectives and placing 

public enterprise managers under performance contracts.  

(b) Accountability. Governments and their employees should be held responsible for their 

actions. 
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(c) Legal framework for development. Appropriate legal systems should be created that 

provide stability and predictability, which are the essential elements in creating an economic 

environment in which business risks may be rationally assessed.  

(d) Transparency and information. The themes of transparency and information pervade 

good governance and reinforce accountability. Access to information for the various players 

in the market is essential to a competitive market economy.  

 

International Development Association (IDA) 

 

IDA’s governance discussion has centered mainly on governance as an element to be taken 

into account in determining the size of the resource allocations to be allotted to any given 

country. This discussion arose in the context of the Additions to IDA Resources: Twelfth 

Replenishment (IDA12), dated 23 December 1998. On this occasion the delegates agreed on 

a series of specific operational and policy recommendations that would in the future 

determine the size of the particular programs sponsored and also influence their design 

(IFAD, 1999).  

 They emphasized that sustainable poverty reduction depends on sound policies, effective 

partnerships and systematic inclusion of the poor, affected groups and women in the 

development process. Good governance was seen as being critical to the development process 

and to the effectiveness of development assistance, and thus it merited specific inclusion in 

the institution’s performance assessment methodology. This assessment process has been 

officially renamed the Country Policy and Institutional Assessment, and it sets out the key 

factors affecting effective resource use in the pursuit of the ultimate goal of poverty 

reduction. There are four key factors within a beneficiary state: 

(a) macroeconomic policies;  

(b) structural policies;  

(c) policies for reducing inequalities; and  

(d) governance and public sector performance. 

The inclusion of good governance in these criteria reflects the consensus that good 

governance affects the growth and poverty reduction prospects of a country and is thus 

central to IDA’s objectives. The specific governance criteria employed are designed to ensure 

that the definitions of governance implicit in the assessment criteria are broad enough to 
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capture significant factors relevant to economic growth and poverty reduction. These criteria 

contain six elements. These are: 

(a) sustainability of structural reforms; 

(b) property rights and rule-based governance; 

(c) quality of budget and public investment process; 

(d) efficiency and equity of revenue mobilization; 

(e) efficiency and equity of public expenditures; and 

(f) accountability and transparency of the public service (IFAD, 1999). 

The four major pillars against which governance can be judged are stated to be:  

(a) Accountability. At the macro level this includes financial accountability, in terms of an 

effective, transparent and publicly accountable system for expenditure control and cash 

management, and an external audit system. It encompasses sound fiscal choices, made in 

a transparent manner, that give priority to productive social programs such as basic 

health services and primary education vital to improving the living standards of the poor and 

promoting economic development over non-productive expenditures, such as military 

spending. At the micro level it requires that managers of implementing and parastatal 

agencies be accountable for operational efficiency. Auditing systems should meet 

international standards and be open to public scrutiny.  

(b) Transparency. Private sector investment decisions depend on public knowledge of the 

government’s policies and confidence in its intentions, as well as in the information 

provided by the government on economic and market conditions. Transparency of 

decision-making, particularly in budget, regulatory and procurement processes, is also 

critical to the effectiveness of resource use and the reduction of corruption and waste. 

(c) The rule of law. A fair, predictable and stable legal framework is essential so that 

businesses and individuals may assess economic opportunities and act on them without 

fear of arbitrary interference or expropriation. This requires that the rules be known in 

advance, that they be actually in force and applied consistently and fairly, that conflicts 

be resolvable by an independent judicial system and that procedures for amending and 

repealing the rules exist and are publicly known.  

(d) Participation. Good governance requires that civil society has the opportunity to 

participate during the formulation of development strategies and that directly affected 

communities and groups should be able to participate in the design and implementation 

of programs and projects. Even where projects have a secondary impact on particular 
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localities or population groups, there should be a consultation process that takes their 

views into account. This aspect of governance is an essential element in securing 

commitment and support for projects and enhancing the quality of their implementation 

(ibid). By linking good governance specifically to human rights and sustainable human 

development, the UN explicitly recognizes that governance issues are global in nature and 

consequently require a more nuanced and integrated approach (Bevir, 2008). 

 

 The Canadian International Development Agency (CIDA) 

 

CIDA defines good governance as the exercise of power by an organization (or 

government) in an effective, equitable, honest, transparent and accountable way (IFAD, 

1999). This definition is consonant with a shift among member countries of the organization 

for Economic Co-operation and Development to respond to increasing pressure ushered in by 

fiscal crises, a globally coordinated economy and dissatisfied citizens. Some of the trends that 

flow from this changing governance context include downsizing public service, undertaking 

regulatory reforms, measuring performance, benchmarking progress and linking more 

explicitly actions and outcomes. This approach to governance focuses on how organizations 

are directed, controlled and shown to be acting responsibly (ibid).  

Good governance is increasingly seen as essential for ensuring national prosperity by 

increasing the accountability, reliability and predictability of decision-making in 

governments, corporations and nongovernmental organizations. Furthermore, this concept is 

being used in the development and management literature because “bad” governance is often 

identified as a root cause of social inequality, development failures and corporate scandals.  

Hossen and Anwar further assert that: 

In a general sense good governance means an ideal governing system that is inevitable 

for the political, economic, social and cultural development of a country. An ideal 

governing system means the ideal orientation of a state that works best to achieve self-

reliance, sustainable development and social justice and the ideal functioning of 

government that operates most efficiently. The true test of "good" governance is the 

degree to which it delivers on the promise of human rights: civil, cultural, economic, 

political and social rights (Hossen & Anwar, 2011, p. 12). 
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The Asian Development Bank (AsDB) 

 

  In an October 1995 policy paper called “Governance: Sound Development 

Management,” the AsDB (1995) outlined its policy on this topic. Good governance is 

defined as “the manner in which power is exercised in the management of a country’s 

economic and social resources for development.” Further, in a separate opinion issued by 

the AsDB General Counsel, it was explained that governance has at least two 

dimensions: (a) political (e.g., democracy, human rights) and (b) economic (e.g., efficient 

management of public resources). Given that the AsDB’s concept of good governance 

focuses essentially on the ingredients for effective management, the institution is 

concerned only with these aspects of governance. The AsDB has identified four basic 

elements of good governance:  

(a) Accountability. Public officials should be answerable for government behavior and 

responsive to the entity from which they derive authority. The accountability of public 

sector institutions is facilitated by evaluation of their economic performance. The 

suggested specific areas of action would be in the building of government capacity 

through, for example, public sector management, public enterprise management and 

reform, public financial management and civil service reform.  

(b) Participation. Government structures should be flexible enough to offer 

beneficiaries and others affected the opportunity to improve the design and 

implementation of public programs and projects. The specific areas of action would be in 

the development of participatory development processes through, for example, 

participation of beneficiaries, a public/private sector interface, 

decentralization/empowerment of local government and cooperation with 

nongovernmental organizations (NGOs).  

(c) Predictability. Laws and policies should exist that regulate society and that are 

applied fairly and consistently. Predictability requires the state and its subsidiary 

agencies to be bound by and answerable to the legal system in the same way as private 

enterprises and individuals. The specific area of action could be the development of 

predictable legal frameworks for private sector development.  

(d) Transparency. Information should be made available to the general public and there 

should be clarity as to rules and regulations. Access to timely information on the 
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economy can be vital to economic decision-making by the private sector and can also 

serve to inhibit corruption. 

 All the above elements are interlinked and are mutually supportive and reinforcing. 

Accountability is often related to participation and is also the ultimate safeguard of 

predictability. Transparency and predictability in the functioning of a legal framework 

would serve to ensure the accountability of public institutions. 

 

The African Development Bank (AfDB) 

 

The draft policy paper of AfDB, dated April 1999, defines governance as a process 

referring to the way in which power is exercised in the management affairs of a nation. 

It is stated that the AfDB has decided to give due recognition to good governance 

because, in its opinion, governance is central to creating and sustaining an enabling 

environment for development, and sound development (including good governance) is 

inextricably linked to the efficacy of the investment it helps finance. The AfDB’s 

development policy on good governance is in line with its vision for sustained African 

development into the 21st century. The main objective of the policy is to mainstream 

governance into the AfDB’s operations. The AfDB’s interventions in support of good 

governance focus on the following elements, which are translated into specific activities.  

(a) Accountability. Elected individuals and organizations charged with a public mandate 

should be held accountable for specific actions to the public from which they derive their 

authority. In a narrow sense, accountability focuses on the ability to account for the 

allocation, use and control of public assets in accordance with legally accepted standards. 

In a broader sense, it is also concerned with the establishment and enforcement of rules 

of corporate governance.  

(b) Transparency. The policies of the government should be publicly available and 

confidence developed in its intentions.  

(c) Combating corruption. Assistance should be provided to fight the abuse of public 

office for private gain.  

(d) Participation. Stakeholders should exercise influence over public policy decisions 

and share control of resources and institutions that affect their lives, thereby providing a 

check on the power of government. This process occurs at various levels: at the grass 
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roots, local government and regional and national levels through flexible and 

decentralized forms of government.  

(e) Legal and judicial reforms. A pro-governance and pro-development legal and 

judicial system should be created in which the laws are clear and are uniformly applied 

through an objective and independent judiciary.  

Similarly, Hossen (2011, p. 12) explains that “Good governance also includes these 

elements – participatory, consensus-oriented, accountable, transparent, responsive, effective 

and efficient, equitable and inclusive and follows the rule of law.” 

Figure 3.2: UNDP 1997: This figure depicts the governance elements adopted by the UN. 

In this study, governance is assumed to be a process of decision-making by multiple 

organizations including the government on the social, economic and political affairs of a 

country. In establishing indicators of good governance, elements identified by the UN as 

indicators of good governance are adopted in the framework, except the elements consensus-

oriented, equitable and inclusive. These are not deemed to be crucial in this study, as they are 

embedded in the other elements.  

 It is difficult to perceive inclusiveness and equitability as discrete concepts from public 

participation. Both elements evolve out of unfettered participation of the community in 

decision-making, as public participation implies inclusion of all persons and that makes 

inclusiveness and equitability redundant. Equitability can also be the result of the decision-

making power of all persons in the community who enjoy the opportunity to decide on their 

equitable economic and social benefits. Hence elements like consensus-oriented are too 

ambitious, idealistic, redundant and inconsistent with the ideals of democracy, which 

presupposes the rule of the majority over the minority. It is therefore questionable whether 
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consensus in the public decision-making process can be achieved except in extraordinary 

scenarios like when the issues under question are naturally inevitable. The element of 

consensus-oriented is therefore considered too general and thus difficult to achieve alongside 

the other basic elements that are adopted in the study.  

3.3.2.2 Conclusion 

 

Thus, for the purpose of this study, which involves governance at an organizational level, 

all elements of good governance identified by the UNDP except consensus-oriented, equity 

and inclusiveness are considered in this study. The following figure shows the fundamental 

elements considered to the organizational governance in the case under scrutiny. 

3.4 Influence of Decentralization on Good Governance 
 

In this section we will show the influence of decentralization on good governance in 

different perspectives by explaining normative and instrumental reasons of influence that 

relate decentralization to good governance and by describing the enabling components of 

decentralization that are adopted in this study as tools leading to the enhancement of good 

governance. Here, good governance is assumed to involve two dimensions: institutional and 

instrumental. Service delivery is considered as instrumental level of good governance having 

closely linked variables to good governance which should not stand discrete from the 

institutional components of good governance. 

 The service delivery indicators are deemed to have inextricable links to the other 

components of good governance. These indicators are therefore considered to be other 

dimensions of good governance, as they have very close links to the conventional 

components of good governance. It is therefore imperative to account for both good 

governance indicators identified as institutional values and the service delivery indicators 

identified as instrumental values for the purpose of demonstrating the influence of 

decentralization on good governance. 

 This consideration particularly helps to understand the empirical realities on the ground in 

demonstrating the influence of decentralization on good governance, because any progress 

made in the enhancement of good governance also implicates enhancement of service 

delivery, as demonstrated in the case analysis of this study.   
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3.4.1 Normative reasons 

 

“Decentralization, both as a process and as an end state in terms of organization and 

operations, is closely related to the quality of governance in countries at every level of 

development, but particularly in developing countries” (Vengroff & Salem, 1992, p. 474). 

The rationale for decentralization is manifold. One type of reasoning uses normative and 

inherent arguments to defend decentralization, the most important being the idea of citizen 

participation. In a decentralized political system citizens have more opportunities to 

participate in political decision-making since the whole process of policy-making is broken 

down into smaller units (Nyiri, 2006). The political distance between the governed and those 

who govern is relatively small in a federalist system (Rousseau & Zariski, 1987, p. 18). A 

decentralized state apparatus therefore provides more access and control over the bureaucracy 

to its citizens than a centralized one. Thus, it makes accountability and responsiveness as a 

result of public participation a reality, leading to better service delivery. 

  Another normative-inherent benefit of decentralization is that, instead of forcing a unified 

way of life, it recognizes the autonomy of the grassroots. The grassroots level of politics, that 

is the view and interest of the local people, is not regarded as a less important factor in 

decentralized systems. It is rather crucial to convince them to voluntarily accept central 

decisions and also to incorporate micro-level interests at the macro level of politics. 

      3.4.2 Instrumental reasons 

 

In addition to the normative-inherent ideas behind administrative decentralization, there 

exists an instrumental line of argumentation that concerns the organizational outcome of 

decentralization (Nyiri, 2006). “Decentralization facilitates the performance of specialized 

functional tasks by utilizing local resources and services (thus relieving the pressure on the 

central government) and by enlisting the cooperation and support of local authorities” 

(Rousseau & Zariski, 1987). 

  Fully centralized administrative systems are prone to system breakdowns. Speed and cost 

increase while quality of information decreases if decisions must go through the center all the 

time. In addition to this, a strong system of sub-national governments can prevent the abuse 

of power on behalf of the central government. Thomas Jefferson saw local governments as 

the bulwark against tyranny and corruption coming from the top. 
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  The relationship between governance and decentralization is a way of the state providing 

multiple centers of participation in decision-making that in turn assures better management, 

responsiveness and accountability, which are basic features of good governance (Charlick, 

1992, p. 16). Decentralization is also generally described as an important institutional setting 

to improve governance in developing nations (VanSant, 1997). According to VanSant, 

decentralization itself is no guarantee of good governance nor of access by citizens, 

especially the poor, to basic services. Good governance requires decentralization that goes 

beyond administrative and financial measures to a dimension of political power-sharing that 

enhances civil society. Powers of decision-making are distinguished as being crucial to 

understanding decentralization. These powers are a) political decentralization in health 

service delivery (the power to create rules or modify old ones), b) administrative 

decentralization in health service delivery (the power to make decisions about how a 

particular resource or opportunity is to be used), c) financial decentralization in health service 

delivery (the power to implement and ensure compliance with the new or altered rules) and d) 

the power to adjudicate disputes that arise in the effort to create rules and ensure compliance 

(Arun & Jesse, 1999). 

The conceptual framework of this study is designed to demonstrate the assumption that 

decentralization aims to enhance good governance. The purpose of decentralization can be 

demonstrated by examining influences of decentralization on good governance in relation to 

the progress made in the governance through implementing the values of the system and the 

experience arising out of practicing each of the dimensions of decentralization. 

Decentralization is deemed to be an essential condition and therefore an umbrella concept 

under which the progress of good governance and service delivery will be materialized. Since 

the influence of decentralization on good governance and service is the cornerstone of this 

research inquiry, it is imperative to designate decentralization in the conceptual framework as 

the point of departure from which good governance and quality health service delivery could 

successfully evolve. It is assumed in the research that decentralization may influence and 

create an environment in which differences are made if the system is implemented involving 

the genuine and committed will of government, non-intervention of government in decision-

making processes of local governments and guarantee of autonomy and freedom of local 

governments for political, administrative and financial decisions in their respective 

constituent localities. 
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The success of decentralization hinges on the realization of the devolution of power to local 

level governments and their institutions in all three dimensions (administrative, financial and 

political). Decentralization of power is assumed to be successful when it involves all three 

dimensions of decentralization. In addition, administrative decentralization is assumed to be 

genuine if it involves devolution of power instead of delegation or deconcentration, as it can 

guarantee the free and independent exercise of power by local government units and their 

institutions. This is because decentralization that limits the exercise of power is unlikely to 

achieve the objectives of decentralization in the sense of sustainably empowering local 

governments to independently exercise all decision-making powers on their own matters.  

  Thus, if government is committed to realizing genuine decentralization in the form of 

devolution coupled with available resources, then decentralization is more likely to be 

successful. If decentralization leads to a successful system in terms of empowering local 

governments, it results in improving the institutional values of good governance with respect 

to bringing about participation, accountability, transparency and rule of law, thereby 

improving the instrumental values of accessibility, efficiency, effectiveness and good 

incentives. 

The following diagram illustrates the presupposition of the study that good governance 

involves two dimensions, namely the institutional and instrumental values, and indicates that 

service delivery is assumed to have a close link to the other conventional components of good 

governance considered under organizational governance in the case under scrutiny (see 

sections 3.4, 3.5 and 3.6). 
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Figure 3.3: Components of good governance (Author’s own construct) 

3.5 System Values (Decentralization) 
 

As we saw, decentralization has three dimensions: political, administrative and financial 

(Schneider, 2003). Some research considers the effect of decentralization on service delivery 

from a single perspective of its dimensions. It is argued, however, that this will not elicit 

robust evidence on the relationship between decentralization and service delivery, as 

examining decentralization from the perspective of a single dimension reduces the reliability 

of findings, which may result in an incomplete inference in the conclusions (Saavedra, 2009). 

Hence, in this study, we consider decentralization in all three of its dimensions. 

3.6 Decentralization and Good Governance   
   

As we saw, there are strong assumptions that decentralization strengthens good governance. 

It is believed that it serves as a vehicle to empower people at grassroots levels, allowing the 

majority of citizens to enjoy the right to decide on their own affairs through their local 

government units. Decentralization allows citizens to participate in decision-making on their 

          

          Good Governance 

Participation    

Transparency 

Accountability 

Responsiveness                                                                                             

Rule of law 

 

       In
stitu

tio
n

al     

           V
alu

es 

Efficiency 

Effectiveness 

Accessibility 

Incentives 

 

     In
stru

m
en

tal     

        V
alu

es 



Chapter III: Theoretical Background: Literature Review of Decentralization, Good Governance and Health Service Delivery 

 

54 
 

political, economic and social matters. It is not confusing that such participation of the people 

strengthens accountability and transparency, enabling citizens to closely monitor activities of 

their elected representatives. 

   Faguet (2014, p. 3) mentions that “decentralization programs across rich and poor 

countries are centrally motivated by a quest to improve governance.” In addition, the author 

mentions that “in most cases decentralization has been adopted to improve accountability to 

the local population, efficiency in service provision, equity in access and resource distribution 

or to increase resource mobilization” (p. 2). Furthermore, the author mentions that the great 

majority of the empirical literature indicates that several federal states chose decentralization 

primarily as a means to improve the low level and quality of their public goods. 

Faguet (2014) explains in his article that decentralization in Ethiopia, where social diversity 

is striking, was aimed at giving political representation to different ethnic groups in order to 

help the state meet the needs and aspirations of a heterogeneous population. To this end, 

decentralization is taken as the most effective means of ensuring good governance, as it is 

instrumental in enhancing the capacity of making decisions without depending on another 

commanding power and authority of the central state, as a result of which service delivery is 

highly improved (Shahjahan, 2010). It is also believed that “Presumed benefits of 

decentralization become available to local populations only when empowered local actors are 

downwardly accountable” (Ribot, 1999, p. 1). 

   3.6.1 Good governance (Institutional values) 

      3.6.1.1 Accountability 

 

“Most justifications of decentralization are built around the assumption that greater 

participation in public decisions can improve efficiency, equity, development and resource 

management,” (Arun & Jesse, 1999, p. 473). It is also widely believed that decentralization 

brings government decisions closer to citizens, as a result of which public sector 

accountability and therefore effectiveness increase (Arun & Jesse, 1999). Besides, the 

problems related to providing and maintaining public services and infrastructure have caused 

increasing calls for decentralization and privatization, and a number of governments are now 

engaged in decentralizing responsibilities for service and infrastructure provision, financing 

and management (Rondinelli, 1983).  



Chapter III: Theoretical Background: Literature Review of Decentralization, Good Governance and Health Service Delivery 

 

55 
 

The purpose of decentralization is not only to bring government closer to the people; when 

it is properly implemented, it can also be a form of insurance for political commitment and 

accountability (Saleh, 2003). Romzek and Dubnick (1987) state that the literal meaning of 

accountability is answerability and responsibility. In practice, the concept of accountability 

reflects democratic values, social justice and moral ideals, ensuring that public administrators 

pursue publicly valued goals and satisfy the legitimate expectations of the people. 

In relation to the significance of accountability in decentralization, Saito (2001, p. 11) 

argues that accountability can be used as a tool for effective quality control for better public 

service delivery if both rewards and sanctions are used to establish any adequate standard of 

performance and to improve motivations of personnel. He further asserts that rewards and 

sanctions can be both monetary as well as non-monetary, if accountability has financial and 

political aspects, reiterating that it is essential to identify performers and non-performers. It is 

also crucial to examine on what basis performance can be judged. However, the effects can 

only be realized if freedom of speech and the press are put into practice, allowing more 

informed judgment to be reached (Saito, 2001).  

In addition, downward accountability is described as a key element of state legitimacy if 

vertical separation of power between elements of the state is put in place, as well as 

institutional arrangements at the local levels to separate power among the executive, 

legislative and judicial bodies (Edwards, Yilmaz, & Boex, 2015). The way accountability 

operates in decentralization is that if we hold people accountable for their performance, their 

performance will improve. If the process of governing is open and transparent, government 

will be more accountable. If citizens are meaningfully involved in preparing issues related to 

decision-making on public goals and objectives, standards of performance will be more 

significant (Kathe, 2007). 

      3.6.1.2 Public participation in decision-making 

 

Good governance involves equality of participation in decision-making. All citizens, 

irrespective of sex, class or race, should be heard and allowed to participate in deliberations 

that affect them directly or indirectly. Democracy demands participation of all citizens in 

various ways, ranging from voting to involvement in acts of civil disobedience (see Bevir, 

2006). 

Unfettered participation is key to good governance since it counterbalances 

dominant actors in society with checks and balances that expand the discursive space 
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in which societal debates can unfold. In many instances, participation must be 

informed and organized through civil society actors, who can often leverage 

resources more successfully (Bevir, 2006, p. 360). 

Public participation, in the context of this thesis, is not limited to elections by the people, 

but also includes the involvement of citizens in the administrative, financial and political 

decision-making of the state. 

Participatory governance can help to overcome the agency problem between voters 

(the principals) and their elected representative (agent) by contributing to the key 

elements of a favorable incentive structure for the agent: On the one hand, 

participatory governance mechanisms can improve information flows from citizens to 

governments about citizen preferences and from governments to citizens about 

government decisions and actions, as well as about service provision outcomes. On 

the other hand, citizens are included in the decision-making process in participatory 

governance forums, which can reduce the discretion of a local government in 

choosing, e.g., the location and quality of a new facility. Both effects are expected to 

increase government accountability and responsiveness, because governments know 

more about citizen needs and citizens can monitor the quality of services and demand 

corrective actions from their government (Speer, 2012, p. 2382). 

Deep democratic decentralization, which involves some components of good governance, is 

characterized by a process where the center acts to enable the articulation of voice by the 

local community; the functionaries of the state tend to respond positively to such local-level 

pressure, involving a three-way dynamic between the central government (or provincial 

government in a federal country), the local authority and civil society, which ensures 

effective service delivery. Basic social services closest to the needs of the poorest people, 

such as primary health centers, among others, are usually managed by bureaucrats and 

government employees who report to their superiors within vertical line ministries. Such 

government employees rarely feel a strong sense of accountability to the neighborhoods they 

administer. Mehrotra (2006) explains that making states accountable with respect to delivery 

of basic services requires: 

(i) A functioning state (not a weak, and certainly not a “failed” one), and effective state               

capacity, both at central and local levels; 

     (ii) Empowered local authority to which functions, functionaries and finance have been 

devolved by the central authorities; and 
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       (iii) “Voice” articulated on a collective basis by civil society, through institutions 

enabled by the state.  

Too often, what happens in realizing public participation is an empty exercise that 

reinforces the position of elites in the administrative structure and denies citizens a true voice 

in the process. The challenge in governance is finding the right balance between rational, 

responsive and efficient administration with open, deliberate and collaborative decision-

making.   

 3.6.1.3 Transparency of district-level governments 

 

The notion of transparency has yielded many varying definitions when examined from 

various perspectives. Transparency is generally defined as the open flow of information 

(Holzner & Holzner, 2006). In government operations, transparency is widely regarded as an 

important precondition for good governance (Kopits & Craig, 1998). Thus, for the purpose of 

this research, it would be appropriate to stick to the meaning of the concept as openness of 

government operations to the public. Transparency contributes to the enhancement of the 

other elements of good governance such as accountability, rule of law and responsiveness, as 

it provides an outlet to the public to regulate activities of the state. It enhances capacities of 

the community at the local level to monitor rent-seeking and corruptive behaviors of service 

providers. Public confidence is enhanced whenever remedial steps are taken in cases devoid 

of transparent decision-making. Transparency fosters trust between the government and the 

people, while secrecy yields distrust. Transparency makes government officials accountable 

and encourages responsible and ethical behavior (Pacek, 2011). 

Transparency strengthens the democratic position of citizens vis-à-vis the administrative or 

political decision-making bodies. Significantly, the current face of transparency is not only a 

bonus to representativeness in governance but an additional increase in the power of citizens 

(Otenyo & Lind, 2004). 

      3.6.1.4 Responsiveness in district-level governments 

 

Speer (2012) stated that participatory governance increases government responsiveness, 

improves public services and thus contributes to well-being. It promotes the implementation 

of participatory governance mechanisms in developing countries and it improves public 

service delivery by empowering citizens, plus it deepens democracy. More specifically, 
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responsiveness is increased in local governments through participatory governance (Speer, 

2012). 

      3.6.1.5 Rule of law in district-level governments 

 

Rightly constituted laws should be the final sovereign; and personal rule, whether it be 

exercised by a single person or a body of persons, should be sovereign only in those matters 

on which law is unable, owing to the difficulty of framing general rules for all contingencies, 

to make an exact pronouncement (Barker, 1946, p. 127). Rule of law makes it possible for 

people to predict the consequences of their actions and hence to plan their lives, and it 

enables individual autonomy. Rule of law curtails arbitrary power and secures a well ordered 

society subject to accountable and principled government.  

3.7 Good Governance (Instrumental Values) 
 

 “Decentralization shall be realized through transfer of the major parts of decision-making, 

health care organization, capacity building, planning, implementation and monitoring to the 

regions with clear definition of roles.” This reflects the idea that “effective decentralization 

needs local authorities to which finance, functions and functionaries have been devolved” 

(Mehrotra, 2006, p. 269). 

According to Mehrotra (2006), responsibilities for delivering social services have to be 

devolved to local authorities through legislative or constitutional means that transfer control 

over functions as well as functionaries. Local functionaries cannot perform their duties 

without adequate finance. He questions whether local authorities should only receive grants 

from the center or also have local tax-raising authority. He states that in either case, the 

adequacy of finance determines the success of local authorities. 

  The health policy of the transitional government of Ethiopia (FDRE, 1993) identifies the 

policy as founded on commitment to democracy and the rights and powers of the people that 

derive from it and to decentralization as the most appropriate system of government for the 

full exercise of these rights and powers in Ethiopia’s pluralistic society. Customer satisfaction 

is of great importance to public agencies that function as service providers to their citizens. 

When public services are provided to citizens on demand, governments, particularly local 

governments, devote considerable resources to meeting the needs of their citizens (Park & 

Blenkinsopp, 2011). 
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      3.7.1 Effectiveness 

 

Effectiveness is the degree to which objectives are achieved and the extent to which 

targeted problems are solved. In contrast to efficiency, effectiveness is determined without 

reference to costs; whereas efficiency means "doing the thing right," effectiveness means 

"doing the right thing" (Business Dictionary, 2010). Moreover, Cohen and Eimicke (1996) 

mention that effective governance is complex and multidimensional, and certain 

characteristics of effective governance are elements of effective organizations. Organizational 

effectiveness is related to managerial effectiveness, and public organizations are only as 

effective as the people who manage and lead them (Kathe, 2007, p. 214). 

      3.7.2 Accessibility 

 

Access has been taken as synonymous with the availability of financial and health system 

resources in an area (Aday & Andersen, 1974). "Access" may also mean that services are 

available whenever and wherever the patient needs them and that the point of entry to the 

system is well-defined (Bodenheimer, 1970). Health care policy makers, planners, 

administrators and medical care consumers are increasingly voicing their concern that access 

to the medical care system should be improved. Generally, 

Access is a complex concept and at least four aspects require evaluation. If services 

are available and there is an adequate supply of services, then the opportunity to 

obtain health care exists, and a population may “have access” to services. The 

extent to which a population “gains access” also depends on financial, 

organizational and social or cultural barriers that limit the utilization of services. 

Thus access measured in terms of utilization is dependent on the affordability, 

physical accessibility and acceptability of services and not merely adequacy of 

supply (Gulliford et al., 2002). 

      3.7.3 Efficiency 

 

A key issue that arises in efficiency is outputs, particularly in quality health services (e.g., 

availability of drugs, skilled manpower and infrastructure) and health outcomes (e.g. 

preventable deaths, functional status and clinical outcomes such as morbidity rates). 
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      3.7.4 Incentives 

 

Incentives contribute a lot to achieving quality service delivery. Understanding how to 

motivate employees to enhance their individual performance and ultimately the overall 

performance of the organization is essential (Rainey, 2009). It is assumed that employees will 

be motivated and that improving their performance through the implementation of good 

incentive mechanisms that can improve their lives in general and their working environment 

in particular will in turn contribute to increasing the quality of the service. Incentives are 

therefore instrumental in motivating the work force, as a result of which the quality of the 

service delivery will be enhanced. 

Thus, in this study the influence of decentralization on good governance will be analyzed in 

relation to all three dimensions of decentralization: administrative, financial and political. 

Each of these dimensions of decentralization will be tested on whether they have contributed 

to the achievements of each component of good governance identified in this study. The data 

in the study will be analyzed on the basis of achievements gained within the decentralized 

system of health service delivery, in relation to the corresponding components of good 

governance indicated in the figure above. In doing so, the question of whether 

decentralization has influenced good governance and the empirical relations of the two 

concepts are demonstrated by the findings derived from the data. 

Determinant factors (inputs) are crucial to the success of decentralization. That is, 
  

i. devolution of power,  

ii. commitment of central government and  

iii. availability of resources.  

These factors are assumed as determinant inputs or driving forces to bring about successful 

decentralization, the absence of which adversely affects the realization of genuine 

decentralization. Decentralization is assumed to be successful if it is implemented in all three 

of its forms. If decentralization is successfully implemented, then it will in turn positively 

influence the creation of good governance at institutional and instrumental levels. 

According to the illustrations shown in the following diagram, the relation of each concept 

with one another, the availability of the three determinant factors of successful 

decentralization and the implementation of the three dimensions of decentralization in health 

centers are examined to find out whether the decentralized system has made a difference in 

bringing about good governance in light of the above-mentioned components of good 
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governance, which include participation, accountability, transparency, responsiveness and 

rule of law. 

The following figure indicates inputs that are fundamental for successful decentralization 

that, if successful, leads to good governance. It portrays the logical relationship of each 

concept as identified in terms of the influence each concept exerts on the other. 
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Figure 3.4: Relationships of determinant factors (crucial inputs) to decentralization (system 

dimension) and good governance (institutional dimensions) (Author’s own construct) 

 

Good governance 

 

1. Institutional values     

 Participation 

 Transparency 

 Accountability 

 Responsiveness 

 Rule of law 

 2. Instrumental values 

 Efficiency 

 Effectiveness 

 Accessibility 

 Incentive 

 

Determinant factors 

for successful 

decentralization 

 

1. Level of 

autonomy 
(Devolution of power)          

2. Commitment of 

central 

government 
3. Available 

resources 
(financial and 
skilled human) 

 

 

 

Successful 

decentralization 

 

System values 

1. Political 

2. Administrative 

and 

3. Financial  

    decision-making     

           powers 

 

 



Chapter IV: Research Methodology 

 

62 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Chapter IV: Research Methodology 

 

63 
 

CHAPTER IV: RESEARCH METHODOLOGY 

4.1 Determining the Appropriate Methodology 
 

Determining the most appropriate methodology for a research project is not a simple task, 

as it requires a deeper assessment of the nature of the research and its objectives. As the title 

of the research indicates, this study is a case study of selected localities in the Addis Ababa 

city administration. Among other methods of research, case studies are often used to provide 

context to other data (such as outcome data), offering a more complete picture of what 

happened in the program and why. In conducting and writing a case study, care has been 

taken that systematic data collection is put in place to ensure the validity and reliability of the 

research. Case studies are appropriate when there is a unique or interesting story to be told in 

the study (Neale, Thapa, & Boyce, 2006).  

Qualitative research methodologists (Neale, et al., 2006; Strauss & Corbin, 1990; Thomson, 

2011) share that when the aim of the research is exploratory in nature and seeks to unearth an 

understanding about an area that little is known about, or if the research is attempting to find 

the meaning of or understand the experience of a given situation to a group of individuals or 

how an individual’s culture affects project management, then qualitative methodologies 

would be appropriate.  

“Qualitative research describes life worlds ‘from the inside out,’ from the point of view of 

the people who participate” (Uwe, Ernst, &Ines, 2004, p. 3). Hence, according to these 

authors, qualitative research contributes to a better understanding of social realities and draws 

attention to processes, such as patterns and structural features of decentralized governance in 

health service delivery in the context of Ethiopia. 

4.2 Case Selection 
 

A case is defined by Miles and Huberman (1994) as “a phenomenon of some sort occurring 

in a bounded context.” In our case, we are interested in looking at a single issue, but at 

different experiences of decentralized health service in different health centers within one city 

administration (Addis Ababa city administration).        

 A holistic case study with embedded units would be appropriate to explore the case while 

considering the influence of decentralization on good governance and health service delivery 
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at an institutional level. Looking at sub-units that are situated within a larger case makes the 

case powerful and tenable. Therefore, this study format is a single case with embedded units. 

 The analysis is made between different sub-units (between case analyses) of a single case 

within sub-units. I believe that engaging in such kind of analysis will serve to better 

illuminate the case and to demonstrate the bigger issue of decentralization and good 

governance. Addis Ababa is believed to be an appropriate location that could depict the 

optimal influence of decentralization on good governance due to the following facts: 

1)  Decentralization has been launched all over the country in various phases. Addis 

Ababa, the capital city of the country and the seat of many international organizations and 

diplomatic communities, enjoys relatively advanced health services compared to other 

parts of the country. 

2) The city possesses relatively higher financial and human resources than other regions 

of Ethiopia, which possess fewer inputs to realize the success of decentralized health 

service delivery. It is anticipated in the study that research exploration on the influence of 

decentralization would be most effective here, as the capital city has better conditions for 

achieving the goals of the program as compared with the other relatively underdeveloped 

regions of the country. Addis Ababa provides a more optimal level of decentralized health 

service delivery than other regions of the country. Thus, conducting the research in Addis 

Ababa should produce reliable and valid research. Here, it is assumed that data are 

relatively more accessible. 

3) Availability of a better environment to practice decentralized health service means 

assessments of the influence of decentralization on good governance could make the 

research more rigorous than studying it in worse scenarios in other parts of the country. 

For the purpose of showing the success of decentralized health governance in influencing 

good governance, it is imperative to conduct the research in a site where maximum efforts 

are made in an environment most conducive to implementing the program, as this would 

represent an assessment under a full-fledged district-level decentralized program (DLDP). 

(See appendices for reference of disparities in various aspects between Addis Ababa and 

other regions in Ethiopia.) 

Accordingly, four woredas have been selected on the basis that they encompass a large 

number of inhabitants in larger areas than the other woredas. Secondly, the health centers in 

these woredas are older than the others and, having served before and after decentralization 
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was launched, offer better possibilities for comparing health service during the two eras. The 

study is carried out in the context of Ethiopia, between the years 2013 and 2015. 

As this is a case study, it is primarily based on assessing the achievements of the 

decentralization that has been conducted by the government of Ethiopia over the last two 

decades. The study explores the influence of decentralization upon good governance and 

public health delivery by considering the case of four selected health centers in two woredas 

(at the lowest levels of government) within one city. Thus, the researcher anticipates that the 

study will reveal unique outcomes through this case study, which is based on the smallest 

government units with identical institutional and organizational structures existing under 

similar settings in the decentralized structure of public health governance in Ethiopia. 

The methodological approach of the study involves theoretical research; literature input; 

interviews with key decision-makers and clients; focused group discussions (FGDs); 

observations; and the collection and analysis of a number of documents across relevant study 

sites in the Addis Ababa city administration. These were considered appropriate instruments 

to be triangulated in order to reach reliable and valid conclusions.  

 4.2.1 Data gathering: Data sources, data collection and sampling 

 

The data sources include extensive literature input and research outputs as secondary data 

sources and interviews with durations of 50 to 90 minutes each as primary data sources. The 

data was collected from four selected health centers in two woredas as well as relevant public 

health institutions. Data sources include the Ministry of Health (MOH), Central Statistical 

Office of Ethiopia (CSA) and health centers and health bureaus at the woreda level, focusing 

on the practice in selected woredas that were under scrutiny in the research. A major 

instrument of the study was interviews conducted with decision-makers, health service 

providers and health service clients (patients) who experienced health service at the 

grassroots level of the city administration. 

The interviews involved medical directors in health centers, district health bureau officers 

and focused group discussions, in which representatives of every department in health centers 

participated. These included heads and coordinators of departments of human resources and 

finance, pharmacy, laboratory, emergency and disease prevention units and all business 

process sub-units working under each business process. The fourth category of interviewees, 

who were interviewed separately, involved customers who participated in exit interviews 
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conducted at each health center. Each category of interviewees was identified as follows: 

Medical Directors as (MD), Health Bureau Officers as (HBO), Focused group discussions as 

(FGD), health service providers who participated in the focused group discussions as (HSP), 

customers as (C) and observations as (O).  

The discussion with interviewees in FGDs in the health centers focused on the practice of 

decentralization, good governance and health service delivery in the respective health centers 

in general and the experience of each department of the health center in particular. Questions 

for FGDs were posed in the same pattern as for MDs and HBOs. Focused group discussions 

(FGDs) provided the opportunity to optimally enrich the information gained from each 

participant through complementing and supplementing each other’s ideas. The third 

instrument of the study is observation, which involved descriptions and explanations of the 

main researcher and photographs in some parts, taken during field work. 

 

Types of participants No. of districts X no. of 

participants 

No. of participants 

Health Bureau Officers 1 x 4 4 

Medical Directors of health 

centers or their representatives 

 

1 x 4 

4 

  FGDs 9 x 4 36 

Patients/clients for client 

satisfaction interviews 

7 x 4 28 

Total no. of participants  72 

 

Table 4.1: Total number of participants of interviews in all four woredas 

      4.2.2 Design of data collection 

            4.2.2.1 Selection of informants 

 

All data were collected from selected woredas by trained data collectors. First, data 

collectors were selected on the basis of their willingness and their background of research 

knowledge. The primary researcher organized a short training to introduce the methods and 

approaches of conducting interviews for the study so that research assistants were well 

informed on how to carry out the job. The primary researcher was also engaged in conducting 
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the interviews, moderating group focused discussions (FGDs) and supporting assistants with 

difficulties that arose before and during interviews. Data were collected and handed over to 

me, the primary researcher, after every interview. The recorded interviews were conducted in 

the indigenous language (Amharic) and interpreted and transcribed into the English language 

by professionals. The in-depth interviews were conducted with persons chosen as key 

informants believed to have the necessary information at their disposal, and the focused 

group discussions were conducted with representatives of every department in health centers. 

The number of participants in each health center varied from 8-12, depending on the 

availability of the informants. The purpose of the interview, why the stakeholder has been 

chosen, expected duration of the interview, whether and how the information would be kept 

confidential and the use of a note taker/tape recorder was explained to the interviewees prior 

to the interview sessions. The interviews were conducted with the informed consent of each 

respondent (documented orally). 

            4.2.2.2 Process of data collection 

 

a) A case with embedded units  

In collecting data, a structured survey was employed. Interviewees were provided with 

structured interview questions of the same nature and similar patterns. Formal lists of 

questions were used, so that all respondents were asked in the same way. A direct approach 

was employed in the questions, where respondents were asked direct questions about their 

perceptions and experiences.  

b) Information-oriented selection 

In the case study, the researcher determined what type of information was needed and who 

was most likely to have it. Accordingly, the interviews were done with different groups of 

informants focusing on decentralized decision-making powers and good governance 

components, which include quality, accessibility, efficiency and utilization of health service 

delivery to customers and service providers at district levels. For efficiency and the practice 

of decentralization, health experts working at the lowest government unit, the woreda, were 

taken as the most appropriate informants who could provide rich information that answered 

the inquiries in the research questions.  
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c) Size of units of study 

 The research was carried out in Addis Ababa city, which has 10 sub-cities that were 

recently divided into 116 woredas. There are more than 65 health centers in the city, four of 

which are the focus of the research, based on the following facts. 

1. The homogeneity of the institutional structure. All health centers are established on 

the basis of the same laws and regulations in which the settings, structure and 

functions are provided. This makes the nature, operations and challenges they face 

virtually identical. 

2. The number of patients they receive. These health centers are visited by a substantial 

number of low-income clients of the city and inhabitants of adjacent towns around the 

city administration, who frequently visit these health centers because of the proximity 

to their residences. 

3.  The long experience of the health centers, with many of the employees believed to 

have many years of experience and adequate information about health services before 

and after the introduction of decentralized health service delivery. However, one 

recently established health center was deliberately selected with the anticipation that 

they can provide rich data and information on the operation of service delivery after 

the introduction of decentralization.  

Sample customers were chosen to interview at random from the customers of the health 

centers studied, in order to understand customer satisfaction. Here, a simple random sample 

(probability sample) was used. (See also subsequent explanations in section 4.2.3.) In the 

case of interviews for health professionals, judgment sampling is used: The researcher 

selected some decision-makers and health service providers who were easier to reach and 

obtain information from, and who have sufficient information, and then used a snowball 

method to get informants who have rich knowledge of the subject matter. This helped the 

researcher greatly in exploring the status of decentralization, good governance and quality of 

service delivery in local administrations (non-probability sample). 

      4.2.3 Conducting the interviews 

 

Structured interviews were employed to ensure that all interviewees address the same 

questions and interviewees’ responses can thus be compared. Interviewers were instructed, 

assisted and checked by the researcher and trained assistants before and after the interviews 
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in order to ensure consistency of the interview and avoid irregularities. Structured interviews 

increase the likelihood that the findings of the research will be generalizable and/or can be 

used to test the specified hypotheses. Interviews for health officers were conducted at 

workplaces, and exit interviews were done with patients in the selected health centers 

depending on the availability of clients and informants. In the case of office-level interviews, 

the relevant officers were selected by taking information on their role in health centers using 

the snowball method in order to find more knowledgeable persons for the interview. 

In the case of exit interviews at health centers, interviews took place in the health centers 

immediately after customers (clients) completed their treatments there. In order to facilitate 

enrolling clients in the survey, notices were given in the waiting area informing clients that a 

survey was being conducted to assess satisfaction with their experience at the facility and that 

some clients were being asked to provide feedback on their experiences in order to help 

improve the services (see interview questions for a sample). Receptionists or health educators 

also informed clients upon completion of treatment that they may be asked to help with the 

anonymous survey, explaining to them that it was not compulsory and would not affect their 

service on the day of the interview. 

 In general, key informants and clients were approached in a friendly manner by the 

interviewer, who explained who they were, what their connection was to the clinic and why 

they approached the client. Then the “Client Information Sheet” (see appendix) was read out 

loud to the client, and a copy provided if requested, and they were told why the interview 

should be recorded. For each person asked, consent was requested, and the interview was 

recorded after securing the consent of the interviewee. A room was identified where clients 

could feel at ease to answer questions without anyone overhearing. 

 In approaching the interviewees, at the beginning of each interview, the interviewers took 

adequate time to explain the aims and objectives of the research to make interviewees feel 

free to respond to the questions during the interview sessions. Taking into account that some 

interviewees may be skeptical of the purpose of the interview and fear it could harm their 

safety, care was taken to avoid any sense of doubt when giving consent to the interview by 

explaining the integrity of the researcher, the pledge to keep their responses confidential and 

the commitment to ethical considerations in the research.  

Before beginning every interview, we informed our interviewees that the research was 

being carried out under the sponsorship of the government of The Netherlands at a university 

situated in The Netherlands. This helped us to obtain genuine information from our 
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interviewees after they realized that the research interview would be analyzed and interpreted 

abroad, which helped them to place more trust in the researcher and thus feel more at ease in 

responding.  

 The recorded interviews were transcribed by experienced transcribers who were well 

informed about the background and purpose of the study to help them understand the overall 

setting under which the interviews were conducted. The transcription of the recorded data 

was analyzed and interpreted carefully to come up with meaningful findings from the study. 

      4.2.4 Data analysis 

 

Data analysis of the content of codes followed generic transcriptions for analyzing 

qualitative data and involved various applications of sorting, organizing and coding data. This 

was done through the use of transcribed data of interviews and observations.  

     4.2.5 Coding 

 

The data collected in the field work consisted of interviews with various key informants for 

the study. The interviews were recorded and then transcribed by professionals, who also 

translated them into the English language, since the interviews were conducted in the 

indigenous language. 

The responses from the various respondents as well as the observations were analyzed in 

aggregate all the way through by referring to the corresponding coded responses on the 

relevant issues from each category of respondents. Similar patterns of analysis of the data 

were followed, as the questions provided to all respondents were structured in a similar 

fashion, focusing on the influence of district-level decentralization on good health 

governance and service delivery. The results in the respective sections illustrate the practices 

of decentralized governance and health service delivery in health centers, with reference to 

responses made by informants in each category of interviewees, which include health bureau 

officers (HBO), participants in focused group discussions (FGD), health service providers 

(HSP), customers (C) and observations of the main researcher (O). The data analysis 

addresses each theme under each chapter by triangulating the responses of interviewees in 

each category and observations. 
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However, measuring decentralization of health service delivery through quantitative 

research is challenging. Saltman et al. (2007, p. 11) describe the challenges of measuring 

decentralization like this: 

The lack of analytic criteria is a key reason for difficulty in determining the 

outcome of decentralization. The challenges involve identifying dependent 

and independent variables and then demonstrating the appropriate 

associations between them. It is difficult to quantify dimensions such as 

responsibility, autonomy, power and accountability. The process of 

identifying independent variables is equally complex. The most common 

independent variables for decentralization have been fiscal ones, such as 

local spending as a proportion of national spending. However, fiscal 

indicators can often be misleading measures of power and authority.  

Therefore, qualitative research was considered to be appropriate, as it has become 

increasingly popular, with the recognition that quantitative methods can seldom address 

questions concerning implementation. See, for example, Mays and Pope (1995). 

      4.2.6 Sample indicators in assessing health care quality 

 

Health care is said to be of high quality if it is effective, safe, centered on the patient's needs 

and given in a timely fashion, the realization of which depends on the perception of the 

implementers and health service providers. Accordingly, the above-mentioned components of 

service delivery, namely quality, accessibility, utilization and efficiency of health service 

delivery and their relation to the items that constitute them, which will be used in indicating 

the relations with decentralization, good governance and service delivery, are shown in the 

previous schema (see Figs. 3.1 and 3.2). 

(Components of quality health service are derived from data provided by the Ministry of 

Health (MoH) of Ethiopia.) The components of quality health service delivery chosen by the 

researcher are believed to demonstrate the progress towards agreed objectives and targets of 

the research. These are elements that are routinely available, frequently or on an annual basis.  

The study intends to find out whether the health service delivery is in line with the 

parameters of decentralized health service in terms of quality, efficiency, accessibility and 

utilization. In selecting these indicators, reference is made to Health Management 

Information System (HMIS) key indicators and various programmatic indicators designed by 
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the Ministry of Health (MoH) of Ethiopia. The accountability and quality service delivery of 

each institution has been analyzed on the basis of qualitative data gathered on health 

governance, namely, accountability performance evaluation of institutions, responsiveness 

and participation of citizens at each level of government.  

      4.2.7 The issues of validity and reliability 

 

Statistical generalization on the basis of the qualitative data obtained is not relevant for this 

case study. The study contributes by way of describing the relationship between the empirical 

findings and the existing literature on decentralized health governance in Ethiopia in 

particular. The conceptual claims made by the researcher show how the case study findings 

bear upon theory or theoretical construct. Hence, the same conceptual model used in this case 

study can be applied to situations in which similar events might occur, though the findings 

may vary depending on the specific context of the cases. The case study expands and 

generalizes theories (analytical generalization) without enumerating frequencies as in 

quantitative studies (statistical generalization) (Yin, 2009).  

The main approach to ensure validity is made using multiple source evidence by 

triangulation. Data obtained from multiple groups of informants, interviews of various 

informants in their respective categories, observations of the researcher and secondary 

documents like charts presented in this study are triangulated to strengthen the validity and 

reliability of the study.  

      4.2.8 Ethical considerations 

 

Respondents were clearly informed that the recorded interview was made only for academic 

purposes of a PhD thesis that is sponsored and done in The Netherlands. They were strongly 

assured that their responses would remain confidential, whereby they consented to conduct 

the recorded interview freely.  

      4.2.9 Scope of the study 

 

This study mainly addresses the influence of decentralization on good governance in the 

health sector in Ethiopia between 1992 and 2014, with the investigation centering on the 

practice in four health centers in two woredas in the Addis Ababa city administration. 

Accordingly, decentralized health governance is examined in relation to good governance 
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practices in health centers. Decentralization and governance in the diverse contexts of its 

implementation in Ethiopia is not within the purview of this study. It may, however, be 

assumed that some fundamental features of decentralized governance could be taken as 

analogous in other contexts. 

      4.2.10 Limitations 

 

Finding secondary data in woreda health bureaus and woreda health centers was extremely 

difficult as a result of weak data management and organization in the respective institutions. 

Finding interviewees in the scheduled times they proposed to be available was also not an 

easy job. Obtaining appropriate responses from respondents was also challenging, as it was a 

time-consuming task to explain to them about the nature and objectives of the research in 

order to alleviate skepticism about their safety and make them feel free during the interviews. 

Working with interviewers was also not easy, as it involved following up and checking their 

performance every time before and after an interview.  
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CHAPTER V: DECENTRALIZED GOVERNANCE OF 

HEALTH CARE SERVICE IN ETHIOPIA 

5.1 History and Context of Governance of Health Care System in Ethiopia 
 

In May 1991 the Derg, the Marxist regime that ruled Ethiopia for more than 17 years, fell 

and was replaced by the Ethiopian People’s Revolutionary Democratic Front (EPRDF), an 

umbrella organization comprising a number of ethnic-based opposition groups. The EPRDF 

decided to put in place a government that accommodates the national aspirations of 

Ethiopia’s ethnic groups. The Transitional Government of Ethiopia (TGE), which replaced 

the Derg, took a significant step towards democratization by installing a pluralist, multi-party 

democracy for the first time in the political history of the country (Keller & Smith, 2005), 

followed by the introduction of a federal state in 1995. The solution sought in federalism is a 

compromise between integration and diversification, decentralization and centralization, 

which should be based on a pact or a covenant, where each unit freely and voluntarily 

surrenders some degree of autonomy to the central government in exchange for some 

compensating advantage (Aalen, 2002).  

Since the EPRDF came to power in 1991, Ethiopia has been experimenting with a policy of 

ethnic federalism, which is aimed at devolving governmental power from the center to the 

periphery. The EPRDF viewed the decentralization implicit in ethnic federalism as the best 

way to demonstrate the regime’s commitment to social equity and democracy. In addition to 

the formulation of a constitution that includes the principles and institutions of democracy, it 

introduced public policies designed to devolve administrative authority from the center to 

regional states (Keller & Smith, 2005). The policy has created nine regional states and two 

autonomous administrative cities that together constitute the FDRE. All the regions are 

legally given a considerable degree of internal self-rule, including the authority to raise local 

revenue and administer their own budgets and development plans. Each region has a number 

of zonal, woreda and kebele tiers of administration, to which it must transfer responsibilities 

and resources to promote decentralized governance at all levels of government. In this thesis, 

the specific situations of implementing health decentralization effectively in the federal setup 

are explored by taking the context of Ethiopia into account.  

Decentralization has been practiced in several federal as well as unitary states in many 

countries of the world. However, the degree of autonomy local governments enjoy varies 
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depending on the nature of the political system of each type of state. A state is deemed 

federal when its governmental structure can be characterized by multiple layers (generally, 

national, regional and local) (Mikhail, 2003).  

 Decentralization under a unitary state is distinct from that of federal states, as 

decentralization in federalist states is an inherent feature of the federal state structure 

guaranteed in the constitution (Osaghae, 1990). Federalism is even sometimes viewed as the 

strongest form of decentralization (Ekpo, 2007). However, the distinction between the two 

lies in that decentralization in a unitary state implies only a delegated power of the central 

government to lower tiers of government, who are subordinate to the central government and 

are not entitled to independently decide on political and financial matters of their territories. 

A unitary state implies centralization and decentralization of power within a central authority, 

with a central government that can decentralize or recentralize if it so desires, whereas 

decentralization in a federal state is compulsory.  

In the broader meaning of the concept, a decentralized state structure cannot be perceived 

without the sharing of political, administrative and economic power among the central 

(federal) and local states (FDRE 1994). One can definitely infer that federal states are 

characterized by devolution of power to the states that constitute the federation. However, it 

is not always true that all federal states transfer equal amounts of power to their local 

governments. The devolution of such power can be limited to their local government entities 

at the grassroots level. In principle, decentralization is not an extraneous phenomenon in 

states with a federal structure, as local states are, as a result of devolution of power, entitled 

to exercise stronger autonomy than in unitary states (FDRE, 2010; Mikhail, 2003). Among 

power-sharing options available to the leaders of deeply divided societies, some form of 

federalism should ameliorate conflict between and among culturally defined groups 

(Horowitz, 1985).  

Ethiopia adopted a federal arrangement plan after 1991, viewing it as the only feasible 

remedy to contain discontent in the ethnically divided society that had just emerged from 

authoritarianism and civil war. According to Keller and Smith (2005), many in the general 

population of Ethiopia were concerned about the future of their nationality groups. They 

viewed the decentralization implicit in ethnic federalism as the best way to demonstrate the 

regime’s commitment to social equity and democracy. 

Organizing regional states on the basis of their ethnic composition has rarely been 

attempted in sub-Saharan Africa. The Ethiopian experiment with ethnic federalism represents 
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an unprecedented approach to power sharing. It introduced some unique characteristics in 

organizing regional states on the basis of their ethnicity and maintaining unity within 

diversity, as compared with experiences of other African states that have attempted to 

implement a federal system (Alemán & Treisman, 2005). 

Generally, federalism is considered to advocate the value of “unity in diversity” or “shared 

rule and self-rule” (Elazar, 1987, p. 12), giving regional interests some authority of their own 

inside the frame of a wider unity. It is important to understand the meaning of 

decentralization within unitary states and federal states. Federalism and decentralization share 

fundamental tenets of power-sharing, whereas decentralization under unitary states is limited 

to a different form of power-sharing.  

A federal state is more apt for de-concentration, since the administrative and 

political structures are already in place. Additionally, the center does not control 

member state officials in a federation, whereas sub-national governments in unitary 

states can operate only within the legislative powers that are assigned to them by the 

center. Therefore the workability of decentralization depends on the good will of the 

unitary central government, instead of relying on existing constitutional divisions of 

power (Work, 2002, p. 7).  

Conversely, federalism is characterized by the sharing of power between the two levels of 

government, either in a dual or cooperative form, allowing local governments to enjoy 

political and economic autonomy (Mikhail, 2003). One can best apply and understand 

decentralization as the sharing of power where its usage is restricted to the policy-making and 

administrative aspects rather than the legal and constitutional aspects of federalism (Osaghae, 

1990). Hence, Ethiopia, being a federal state, depicts some unique features of decentralization 

and a federalism involving power-sharing between the federal government and states that 

emphasizes cooperative federalism. 

5.2 Organization of Health Care System of Ethiopia 

 

The Ethiopian health service is structured into a three-tier system as follows. 

a.  The first, or lowest, level of a woreda health system is called a primary health care 

unit (PHCU). It comprises a primary hospital (PH) (with population coverage of 

60,000-100,000 people), health centers (HC) (each covering 15,000-25,000 people) 
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and their satellite health posts (HP) (each covering 3,000-5,000 people), which are 

connected to each other by a referral system (Health, 2010). 

 b. The second level in the tier is a general hospital with population coverage of 1-1.5 

million people (FDRE, 2010); and 

 c. The third level is a specialized hospital that covers a population of 3.5-5 million. 

The Ethiopian health care system is augmented by the rapid expansion of the private for-

profit and NGO sectors, which play a significant role in boosting health service coverage 

and utilization, thus enhancing the public/private/NGO partnership in the delivery of 

health care services in the country (FDRE, 2010). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5.1: Ethiopian health tier system (Source: Ministry of Health, Health Sector 

Development Program IV 2010/11 – 2014/15) 

5.3 Institutional Framework of Decentralization 
The decentralization of Ethiopian health service delivery assumes devolution of power from 

the central government to sub-national governments down to the district-level administration. 
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Figure 5.2: Scheme of the relationship between health institutions acting in health governance and 

their jurisdictional power of administration of health service institutions, in hierarchal order, in the 

Ethiopian health system. 

The roles and responsibilities of health bureaus at different levels and the health centers are 

identified by the Federal Ministry of Health of the country. Offices at different levels of the 

health sector from the Federal Ministry of Health to regional health bureaus and woreda 

health offices share decision-making processes, decision powers, duties and responsibilities. 

The Federal Ministry of Health (FMOH) and the regional health bureaus (RHBs) 

focus more on policy matters and technical support, while woreda health offices have 

basic roles of managing and coordinating the operation of a district health system 

under their jurisdiction. Regions and districts have RHB and woreda (district) health 

offices, respectively, for the management of public health services at their levels. The 

devolution of power to regional governments has resulted in the shifting of decision-

making for public service delivery from the center to largely under the authority of the 

regions and down to the district level (FDRE, 2010 p. 137). 

5.4 The Legal Framework 

      5.4.1 Constitutional foundation 

The legal framework for decentralization of power in Ethiopia expressly refers to the 

devolution of power through the three dimensions of decentralization from the central/federal 
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state to other levels of local government (FDRE, 1994). Ethiopia has a decentralized state 

structure as a result of its federal state structure (T. Assefa, 2007). 

Ethiopia’s current constitution under its Article 1 establishes a federal and democratic 

structure, which naturally involves the decentralization of power in many of its aspects. 

Article 50 of the constitution of Ethiopia provides that Ethiopia has a federal, decentralized 

state structure (FDRE, 1994). Since the nature of decentralization in the Ethiopian context is 

based on the federal structure of the country, it is imperative to consider decentralization 

from the center to the periphery.  

      5.4.2 Other laws and directives 

 

Proclamation no. 7/1992 was a milestone in the evolution of the Ethiopian state structure 

(Beken, 2012). The lowest level of government, the woreda administration in Ethiopia, was 

given the power necessary to prepare, determine and implement within its own areas plans 

concerning social services and economic development (Transitional Government of Ethiopia, 

1992).  

The Addis Ababa City Administration Health Bureau’s Directive no. 11/16 for Service 

Delivery and Health Institutions Administration (2009), which is also meant for health 

centers, gives the powers of managing health institutions to their respective boards. These 

include the power to lead and manage health institutions, to call public meetings to discuss 

quality and responsiveness in the health institution, to receive complaints from the public and 

to take measures to resolve problems related thereto.  

5.5 Constraints of Decentralization in Ethiopia 

      5.5.1 Demagogy of the ruling party 

 

There are several issues that affect the decentralization process in Ethiopia. The key 

institutional feature shaping Ethiopia’s decentralization is the structure of the leading political 

party, the Ethiopian People’s Revolutionary Democratic Front (EPRDF). Despite the features 

of the constitution that apparently empower the many nations of Ethiopia, several observers 

find that devolution of power has been significantly undermined by partisan realities (Chanie, 

2007; Keller, 2002). For several of these analysts, the near single-party dominance of the 

EPRDF has gutted the idea of democratic federalism (Lee, 1999, p. 6). 
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 Devolution of state powers has been on the political agenda of governments in Africa since 

the 1970s, when the failure of centralized regimes became increasingly apparent. However, 

no African government has seriously entertained the idea of devolving powers to ethnic-

based regions, much less explicitly granting their constituent elements the legal right to 

secede (Young, 1998). The EPRDF has established territorialized local government 

concerned with instituting a uniform leadership system and lines of communication that 

would allow for a more or less standard implementation of the stated objective of health 

service and subsequent government policies in each locality. 

The government of Ethiopia has designed and implemented a decentralized health 

governance structure in the health sector reform program over the last one and a half decades. 

The main objectives of decentralized health governance in Ethiopia are to bring government 

closer to the community and allow greater participation of the people in decision-making, to 

ensure greater accountability of elected officials and health service providers for their 

performance and to make them responsive to their voters and customers, respectively. The 

facts on the ground, however, prove the contrary. The practice is absolutely inconsistent with 

the policy aspirations of the government, in that the empowerment of the community in 

decision-making is still unrealistic. There should have been reciprocal relations between 

those who account and those who are accounted for, as currently the people have no effective 

instrument for holding government and service providers accountable. Here, civic societies 

could play a crucial role in offsetting such imbalances in their access to accountability tools.  

Because of the lack of any real competition at the local level, most council 

members in the local level belong to the ruling party. The role of the national 

party in the selection of the local government undermines the capacity of local 

actors to exercise accountability on local elected officials, as the citizens’ 

choices for selecting representatives are limited (Yilmaz & Venugopal, 2008, 

p. 10). 

5.5.2 Neopatrimonialism and clientelism within the Ethiopian decentralization 

 

The term clientelism refers to a complex chain of personal bonds between political patrons 

or bosses and their individual clients or followers. These bonds are founded on mutual 

material advantage; the patron furnishes excludable resources (money, jobs) to dependents 

and accomplices in return for their support and cooperation (votes, attendance at rallies), as 
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reflected in the contemporary Ethiopian political context. (See section 5.5.3.1 and appendices 

on exercise of administrative power). The patron has disproportionate power and thus enjoys 

wide latitude in how to distribute the assets under his control. In modern politics, most 

patrons are not independent actors, but are links within a larger grid of contacts, usually 

serving as middlemen who arrange exchanges between the local level and the national center 

(Kettering, 1988).  

All nations have both formal and informal governance systems, that is, systems 

within which citizens and government officials interact. Governance involves both 

public decision-making and public administration. The formal systems are 

embodied in constitutions, commercial codes, administrative regulations and laws, 

civil service procedures, judicial structures, and so on. Their features are readily 

observable through written documents, physical structures (e.g., ministry 

buildings, legislatures, courthouses), and public events (e.g., elections, 

parliamentary hearings, state-of-the-union addresses, city council meetings, legal 

proceedings). The informal systems, by contrast, are based on implicit and 

unwritten understandings. They reflect socio-cultural norms and routines, and 

underlying patterns of interactions among socioeconomic classes and ethnic 

groups. Their manifestations are less easily noticed and identified. Thus, 

governance systems have a dual character. Formal and informal elements exist 

side-by-side, and are intimately connected in diverse and not immediately obvious 

ways (Brinkerhoff & Goldsmith, 2002, p. 1). 

  Accordingly, patrimonialism and clientelism belong to the informal governance of a state. 

  Weber (1947) used the concept of patrimonialism to describe situations where the 

administrative apparatus is appointed by and responsible to the top leader. The concepts of 

clientelism and patrimonialism are hypothetical counterpoints to democratic governance and 

rational-legal bureaucratic systems. 

  “One of the challenges of development is figuring out how to separate the de facto 

governance institutions that serve, or at least do not contradict, the majority’s needs and well-

being, from similar-looking institutions that block or even reverse improvements in social 

welfare” (Brinkerhoff & Goldsmith, 2002, p. 2). Clientelism takes on a variety of forms in 

different cultural settings. According to Kaufman’s (1974, p. 285) definition, however, it is 

always characterized by the fact that: 

(a) The relationship occurs between actors of unequal power and status; 
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(b) It is based on the principle of reciprocity; that is, it is a self-regulating form of 

interpersonal exchange, the maintenance of which depends on the return that each actor 

expects to obtain by rendering goods and services to each other and which ceases once the 

expected rewards fail to materialize; 

(c) The relationship is particularistic and private, anchored only loosely in public law or 

community norms. 

      5.5.3 Frameworks of the state regulatory system 

            5.5.3.1 Party channels 

 

This section illustrates the overall frameworks of the state political regulatory system along 

with the status of public forums in the country.  

The EPRDF has used the decentralization of state power to political control of local 

governments to promote simultaneously two potentially contradictory, but equally important, 

objectives. One was providing the legal and political framework by which each local 

government could reconstitute itself as a self-governing entity in the new federal system. The 

other was identifying and recruiting local advocates of party politics who would govern these 

localities on terms acceptable to the EPRDF by minimizing (or even ruling out) alternative 

interpretations. While devolution is reflected in the actual emergence of new power centers, it 

has simultaneously led to the further extension of state control down to the villages through 

the instrumentality of EPRDF-appointed ethnic elites (see Adem, 2004; Crummey, 2004). 

  Good governance, anti-corruption measures and the fight against “rent seekers,” together 

with metropolization and urban redevelopment, are working their way into Ethiopia’s 

economy, revolutionizing a developmental grammar directly derived from Marxist-Leninist 

theories (Planel & Bridonneau, 2015). Accordingly, “the State has narrowed the space for the 

engagement of civil society, opposition parties and, to some extent, the private sector, and 

hence one may say the autonomy of the state is preserved – albeit under an authoritarian 

political order” (Ayenew, 2014, p. 8). 

  Yimaz and Venugopal (2008) state that:  

The party exercises control over local government employees, which is 

demonstrated by the fact that woreda cabinet members and the woreda administrator 

are selected from party lists. They reveal the political operation of EPRDF that local 

government officials should ideally provide information on grassroots political and 
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economic development to higher levels of the government but, in practice, the 

centralized character and ideological underpinnings of the party result in the 

accountability of local level party cadres to be upward and the flow of information to 

be downward. 

  This party chain of command has effectively replaced central state control over local 

states. Almost all decisions of the party are made and implemented using party structures, 

instead of the state structure, which depicts a fusion of state and party in the Ethiopian 

context.  

Procedurally, this system violates no laws; substantively, this party control does not 

encourage discourse and deliberative democracy. Its byproduct is also a weakened state 

institution and strong parties. While the federal constitution provides excellent formal 

institutional grounds for a peaceful Ethiopia and ownership of decision-making powers, 

including economic ones, by local people, the EPRDF’s party culture and structure inhibits 

the implementation of the constitutional provisions effectively. 

  Young (1998) emphasizes that “the model of devolution of power in Ethiopia must not be 

viewed independently of the organization that is carrying it out, the EPRDF.” He described 

the EPRDF as a Leninist-structured controlled party that not only oversees the public 

bureaucracy but also has a formative influence over regional parties, in spite of its 

endorsement of capitalism, pluralism and a realigned foreign policy. One of the most 

conspicuous features of woreda and kebele administration is the sheer number of personnel 

required to staff all positions. Requiring a large numbers of cadres is a systematic advantage 

for the EPRDF politically, as it is the only political force capable of fielding large numbers of 

personnel across the country (Aalen & Tronvoll, 2009, p. 116). 

  Local government is now especially mixed, with many institutions stemming from the 

civil society. The reform has consolidated a very strict and highly politicized system of social 

control, enforced through various interlocked committees and cells, the most hybrid of which 

are the “development groups” (Lefort, 2010). Planel and Bridonneau (2015) state that 

decentralization created a higher level of de-concentration in public administrations, as it 

brought about increased standardization and supervision of local government because it 

reinforced state/party collusion. 

 

http://hornaffairs.com/en/2015/06/18/paper-federalism-conflicts-ethiopia/
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          5.5.3.2 Public forums 

 

Among the several political strategies of the EPRDF, establishing various organizations 

politically affiliated with the ruling party (EPRDF) is a fundamental tool in implementing the 

policies of government and the party. Such organizations are known as public forums, youth 

forums, women’s forums, etc., despite consisting only of members loyal to the party. All 

social, political and economic decisions concerning the community are literally made with 

the participation of leaders of these forums, who are acting as representatives of the people in 

their respective constituent woredas. Adem (2004) stated that:  

EPRDF focused on building the capacity of local government for carrying out its 

administrative duties by granting it constitutional powers and government funds and 

by training local officials along its own political line. This emphasis was reflected in 

the unprecedented rapid growth of registered local party membership, to facilitate 

appointment of individual party members in every government organ. These 

individuals are tightly disciplined cadres who provided political leadership not only 

for local officials but also to all the other EPRDF members and registered supporters 

whom they have organized by gender, age and residence. 
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CHAPTER VI: ANALYSIS OF SYSTEM VALUES: 

DECENTRALIZATION (ADMINISTRATIVE, FINANCIAL 

AND POLITICAL) IN HEALTH CARE IN ETHIOPIA 

6.1 Introduction 
 

This study primarily employed in-depth interviews with key decision-makers, clients and 

focused group discussions. For the purpose of analysis of the data, key informants were 

identified by codes, as they should remain anonymous (see Chapter 3.2). Further detailed 

discussions on system values are available in the appendices. (See Appendix 2 for details in 

relation to this chapter.) 

Research question 1: What are the perceptions of the concerned health service authorities  

                                    and health care providers with regard to decentralization? 

Research question 2: What are the empirical realities in terms of implementing 

administrative, financial and political decentralization in public health 

service delivery in the Addis Ababa city administration? 

Interview question 1A: How would you explain decentralized health service delivery in 

general? 

6.2 Perception of Decentralization 
 

The data analysis in this section addresses the first research sub-question, which asks 

respondents how they would explain decentralized health service delivery in terms of their 

practice in implementing political, administrative and financial decentralization in public 

health service delivery in health centers. In this section, it is assumed that the way service 

providers understand the concept in its generality indicates whether their perception in this 

regard encompasses the conceptual and theoretical anticipations of decentralization. Thus, 

respondents were asked a basic question in order to gauge their understanding of 

decentralization.  
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The findings pertaining to decentralization revealed that: 

 The concept is understood by the respondents as sharing of decision-making power with 

lower tiers of government to enable the community to get health services at a closer distance. 

The respondents, which include health providers and their coordinators, understood 

decentralization as a phenomenon that brought the government closer to the people. 

Decentralization is also understood by them as a system that improved accessibility of the 

health service, as a result of which the society benefited economically by enjoying cheaper 

services. In this regard, some of the respondents stated, for example: 

"I think decentralized service delivery is the process in which services, 

including health services, which were accumulated and limited in a single or 

few centers, are dispersed and delivered at lower levels of government units” 

(HBO1). 

"I understand this concept as distribution of power from a higher to 

lower level of administration. Decentralized health service implies the 

sharing of power from higher to lower organs of administration. It allows 

the exercise of power not only by authorities at a center but also by 

hierarchically lower bodies to use their share of power” (HBO2). 

On the contrary, another respondent explained his dissenting position on his perception of 

decentralization, arguing that decentralization is a system that has negatively impacted health 

service delivery. He described decentralization as a phenomenon in which some services 

which were available in hospitals before decentralization are scarce as a result of a dearth in 

manpower and equipment in health centers, as government has failed to provide them in 

every health center. He said: 

“In the previous system all services were available in the same place despite 

a long waiting time to get the service. For instance, if an ultrasound 

examination is prescribed to a patient, he/she cannot find services in the 

health center, as a result of which customers must look for services 

somewhere” (FGD1-HSP1). 

The findings, according to responses by virtually all of the interviewees (90% of the 

respondents), imply that they understand decentralization in similar ways.  
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6.3 Decentralization of powers in health centers 
 

As mentioned earlier, decentralization is considered in its administrative, financial and 

political dimensions, on the basis of the experiences shared by respondents in this study. The 

analysis of data focuses on the exercise of these powers in district-level health 

administrations, and health providers and customers are used as key informants in the study.  

      6.3.1 Administrative Decentralization 

            6.3.1.1 Introduction 

The data analysis in this section addresses the first interview sub-question, which inquires 

how respondents describe their experience of administrative decision-making in their 

woredas (districts). It deals with interviewees on the basis of their experiences in 

administrative decision-making processes under decentralization in their respective health 

centers. 

Interview question 1.1A: How do you describe your experience in making administrative 

decisions? 

            6.3.1.2 Exercise of administrative decision-making power in health centers 

The Ethiopian decentralization assumes devolution of power, at least administratively, as it 

has been introduced alongside the establishment of the federal system in the country. This 

does not, however, prove the transfer of power from central government authorities to the 

lower level of governments as envisioned in the federal arrangement in the country’s 

constitution.  

The findings in this regard revealed that: 

1) The administrative decision-making process at the level of health centers is 

significantly tampered by the intervention of higher government authorities. This implies 

that health centers are not in a position to freely exercise their legitimate administrative 

decision-making power in their constituent districts. It indicates inconsistency of actual 

practice with the meaning of Article 50/4 of the federal constitution of the country, which 

provides that “…adequate power shall be granted to the lowest units of government to 

enable the people to participate directly in the administration of such units” (FDRE, 

1994). 



Chapter VI: Analysis of System Values: Decentralization (Administrative, Financial and Political) in Health Care in 

Ethiopia 

 

90 
 

2) Thus, administrative decision-making at local levels in Ethiopia depicts the above 

definition of delegation of power by the central government to local government, instead 

of devolving power from the center to the periphery, as is designated in the Ethiopian 

health policy (see FDRE, 1993). In relation to this, a respondent mentioned: 

“With regard to administrative decisions, we have limited power. We can’t 

make our own decisions without permission from higher authorities, and we 

cannot make decisions freely to make use of our funds” (MD3). 

Another respondent added: 

“The board of the district administration is not fully authorized to make 

every decision independently. When there are some cases that are designated 

in directives from higher government organs as cases to be decided only by 

higher authorities, such cases will be forwarded to these higher authorities for 

approval” (MD1). 

1) The findings also revealed that there is patronage by the government to 

individuals who have strong bonds with higher government and political 

authorities. The prevalence of informal over formal power has affected the 

free exercise of administrative decision-making power by local institutions. 

In this regard, one key respondent stated, 

"Sometimes decisions made by our authorities on some issues cannot be 

implemented due to the interference of some individuals who are affiliated 

with high-ranking government authorities. Sometimes decisions made by 

health officers here are reversed through interference in some way by higher 

authorities. I think such interferences amount to illegal acts” (HBO1). 

On the other hand, administrative decision power in health centers is described as being 

exercised effectively with respect to some areas of exercise of power. An interviewee said: 

“In terms of deciding on administrative issues, the health center has 

autonomy, like for hiring or firing workers. The health center operates on 

administrative issues on its own; I don’t see any serious incapacity of the 

health center in this regard” (FGD4-HSP1). 

The mere rhetoric of decentralization has not served as leverage to empower communities 

to exercise their power, unless political, administrative and economic decision-making 

powers are devolved to the lowest government units.  
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Thus, the practice of illegitimate interventions by higher authorities in the decision-making 

process in local governments in the Ethiopian context indicates significant limitations in 

realizing the aspirations of the government’s health decentralization policies. 

6.4 Financial Decentralization 

      6.4.1 Introduction 

The data analysis in this section addresses the interview sub-question asking respondents to 

describe their experience in making financial decisions in their respective health centers. In 

this section, it is assumed that the way service providers describe the practice of financial 

decision powers in their constituent districts suggests whether the practice with financial 

decision-making at the local level corresponds to the theoretical foundations of financial 

decentralization.  

      6.4.2 Exercise of financial decision-making power in health centers 

 The findings with regard to power of decision-making reveal that: 

Financial decision-making power is limited, meaning health centers could not rely on their 

financial decision-making powers as their decisions are always subject to approval by higher 

administrative bodies. Regarding the dependence of health centers on the will of higher 

government authorities, a respondent stated:  

 “The use of our internal income is always dependent on the approval of the 

sub-city administration. There is no possibility of using any finance based on 

our own decision” (MD2). 

Capital budgets are not allocated to lower levels of government units. Health 

centers remain powerless to fulfill some of their duties and essential needs as a result 

of a dearth of financial decision-making power. One respondent described this 

challenge by stating: 

“The capital budget is left to be decided by a higher level of government 

organs like regional and sub-cities” (HBO1). 

Thus, local governments in Ethiopia are significantly under the influence of state or 

regional governments and sub-cities.  
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6.5 Political Decentralization 

      6.5.1 Introduction 

The data analysis in this section focuses on the interview sub-question asking respondents 

to describe their experience in making political decisions in their respective health centers. It 

is anticipated that the responses interviewees make in relation to the practice of financial 

decision powers in their constituent districts suggest whether the practice with political 

decision-making at a local level matches the concept of financial decentralization in the 

literature. 

      6.5.2 Exercise of political decision-making power in health centers 

 

If the people do not exercise democratic control over the central apparatus of the state, it is 

unlikely that decentralization of the state will be accompanied by increased political power 

for the people (Nath, 1999, pp. 1-3). The selection of representatives from local electoral 

jurisdictions allows citizens to better know their political representatives and allows elected 

officials to better know the needs and desires of their constituents.  

In the Ethiopian context, most council members at the local level belong to the ruling party. 

Because of a lack of any real competition at the local level, political power remains in the 

hands of the ruling Ethiopian People’s Revolutionary Democratic Party (EPRDF). The 

uncontested role of the ruling party in selecting the local government representatives 

undermines the capacity of local actors to exercise accountability over local elected officials, 

as the citizens’ choices for selecting representatives are limited (Yilmaz & Venugopal, 2008, 

p. 10).  

The findings in this respect reveal that there is some progress now regarding political 

decision-making, compared to the period of centralization, as a result of which the 

community has benefited by influencing government policies. However, political decision-

making remains significantly in the hands of the ruling party, allowing the ruling party to 

ensure that political power is indirectly exercised by representatives of government. In 

connection to this, one respondent stated: 

“There is good progress now regarding decision-making, as compared with 

the previous situation, even though the question of whether the community 

has benefited from its decision-making powers remains blurred. However, 
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there are problems that limit us from exercising our power. I think it would 

be good if powers of authorities at different levels are controlled" (HBO1). 

Interviewees also designated elections as an important component of the concept of political 

participation. Other features of political decentralization were also suggested, like the 

necessity of further power of the community to make decisions on their sociopolitical issues 

and the fact that elections in the Ethiopian context are marked by the dominant power of the 

ruling party in the electoral process. Typical responses in this regard are as follows: 

“Whenever the medical director receives decisions through directives from 

higher authorities, he implements them as directed. We implement them as 

they are meant in the directives” (MD2). 

“Some issues are obligatory to be implemented as directed by higher 

administrative organs, through which higher authorities interfere” (MD1).  

“Our activities depend on the government and party programs. Sometimes 

there are politically driven directives that are inconsistent with the realities on 

the ground. We cannot, however, reject such directives. We have the 

obligation to work on the basis of the directives even though they are 

inconsistent with the realities in the community” (MD3). 

The fact that elections are only held every 5 years does not prove the pervasiveness of 

democratic elections and free exercise of political power by the people in the process of 

political decentralization. Thus, the findings demonstrate that there is inadequate room to 

exercise political power, which is consistent with the concepts in the literature relating to 

political decentralization, constitutional provisions and policy statements of the government 

of Ethiopia. 

      6.5.3 Conclusion 

 

The woreda level of administration is a legally recognized independent local government 

authority and has been given powers and functions guaranteed by the different regional 

constitutions. In practice, however, it does not exercise sufficient local autonomy on 

budgetary, economic and social affairs and is tightly controlled by higher government 

administrations in the city. 

 Inadequate administrative and financial power to carry out socio-economic functions and 

gross limitations on income-generating capacity are the main reasons for the continued 
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dependence of local governments on the higher-level governments. In addition, a lack of 

independent taxation authority and restrictions on raising local revenue or imposing tariffs 

without the approval of the regional government have limited effective self-government at the 

woreda level. 
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CHAPTER VII: ANALYSIS OF INSTITUTIONAL VALUES: 

GOOD GOVERNANCE UNDER THE DISTRICT-LEVEL 

DECENTRALIZATION 

7.1 Public Participation in District-level Health Centers 

      7.1.1 Introduction 

The data analysis in this section addresses the interview sub-question asking respondents to 

describe their experience in participation, which is, among others, a fundamental mode of 

political decentralization manifested in the decision-making power of the society in electing 

their political representatives in their respective health centers. In this section, it is assumed 

that the reported level of participation of service providers in their constituent districts 

suggests whether their practice of participatory decision-making at the local level 

corresponds to the theoretical legal and policy foundations of public participation in general 

and in Ethiopia in particular. Further detailed discussions on data related to institutional 

values are available in the appendices. (See Appendix 3 for the details for this chapter.) 

Research question 4: How does decentralization influence good governance? 

Interview question 2.1-A: How do you explain the relationship between decentralization and 

good governance in terms of ensuring participation? 

      7.1.2 Experience of participation of the community in decision-making 

 

 Democratic decentralization is characterized by a process where the local community is 

enabled to articulate their voice, as a result of which the functionaries of the state tend to 

respond positively to such local-level pressure on the local authorities, thus enabling the civil 

society to enjoy more effective service delivery. Furthermore, participation of the public 

leads to basic social services being delivered properly and in a way that is consistent with the 

needs of the poorest people. Participatory governance contributes to strengthening the 

capacity of local government and service providers to provide quality service based on 

customers’ preferences. Moreover, participatory governance mechanisms are key instruments 

to improve information flows from citizens to governments and from governments to citizens 

about government decisions and actions, as a result of which government accountability and 

responsiveness are increased. Community participation ensures citizens’ involvement in the 
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decision-making process through governance forums, which fosters the discretion of the 

community in influencing government to provide services to citizens, according to their 

choice. The assumption here is that government employees feel a strong sense of 

accountability to the neighborhoods if participation of the community in decision-making is 

strong enough.  

There are formal attempts to use mechanisms to allow citizen participation through 

collecting complaints from the so-called representatives of the community on discussion 

forums held every six months and from customers visiting health centers. The question is, 

however, whether the complaints are properly represented and effectively handled and 

whether decisions are freely made at local levels. The realities and purposes of participation 

through representatives have also been described as a maneuver by the government to limit 

majority participation, which leads to low motivation of the community to participate in 

decision-making processes. 

The following statements by respondents represent these assertions:  

“Representation is limited to allowing individuals coming from the 

organizations established by the government. One can assume that these 

persons coming from different organizations like leagues, associations, etc. 

represent the community. Whether they really reflect the interests of the 

community is questionable. The people invited from these organizations are 

the same persons coming from various so-called public organizations to 

participate in all affairs in the district and are supposed to participate 

representing different sections of the community, as they are organized in 

pre-determined government arrangements" (HBO1). 

The decision-making position of the community through participation is not as robust and 

tenable as it should be in the health center boards, the decision-making organ established at 

the district level. The health centers boards include only one representative of the community, 

which is not enough to efficiently influence the decision-making of the board on health 

matters. Hence, direct participation of the community is not experienced by many to decide 

on their health affairs in the respective districts. 

The following is representative of such statements: 

“I have never participated in any discussion forum because I have never 

been informed of any discussion calls. I could forward my ideas if they invite 
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me to participate in discussions with them. As I said, I have never been called 

to any discussions in the woreda so far” (BW8-C3). 

Nonetheless, participation is described as to have occurred through the health extension 

program, which provides house to house access to the community, in which the community 

gets an opportunity to take part in decisions relevant to health. Public participation under 

decentralized health service delivery is portrayed as dramatically different as compared with 

the period of the centralized system in the health service. Respondents describe it as follows:  

 “Unlike the previous centralized period, we are at present accomplishing 

our duties with the participation of the community. The woreda health office 

and the woreda administration organize discussion forums whereby women’s 

development team representatives, youth forum representatives and 

community forum representatives participate. I think this helps to improve 

transparency” (FGD3-HSP1). 

“The community participation is realized through organizing various 

community forums and health extension packages. These include one to five 

change army teams and other contact programs like coffee ceremonies 

organized by health extension workers, in which the community discusses in 

our catchment areas” (HBO4). 

The findings reveal that decision-making on health affairs of the community is mainly done 

by the government organs through boards of district councils at the local level. In the case of 

local governance in health centers in Addis Ababa, community participation is insignificant 

in decision-making on health affairs of the community. The mode of community participation 

follows a highly controlled pattern, in which the government facilitates discussion forums 

where only selected individual citizens from different state-organized forums throughout the 

city are involved. In addition, local government organs are not in a position to independently 

resolve problems sought by the community representatives at the local level. 

7.2 Transparency in District-level Health Centers 

      7.2.1 Introduction 

The data analysis in this section addresses the interview sub-question asking respondents to 

describe their experience regarding the transparency of health matters in their respective 

health centers. In this section, it is assumed that the reported level of transparency of service 

providers and customers in their districts suggests whether their practice with the prevalence 
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of transparency at a local level corresponds to the theoretical, legal and policy foundations of 

transparency in general and in Ethiopian health governance in particular.  

Interview question 2.2-B: How do you explain transparency of the service delivery? 

      7.2.2 Experiences of transparency 

 The study reveals that transparency is deemed to have been improved under 

decentralization as an important factor in ensuring good governance and contributing to the 

strengthening of accountability, rule of law and responsiveness. It can serve as an instrument 

to regulate activities of the state by allowing citizens to closely monitor government and 

service providers’ operations. It also helps to make government officials accountable for their 

acts and encourages responsible and ethical behavior.  

  Transparency could be effectively put in place if participation of the public was ensured 

through established mechanisms. In the context of Ethiopian health governance, participation 

of citizens is in its infancy (see section 7.1.1). This has negatively impacted the practice of 

transparency in operations of government and health service providers. Participation is 

crucial to realize transparency in the decision-making processes of the local health service, as 

things cannot be transparent unless citizens get the opportunities to participate and actively 

engage in monitoring the performance of the pertinent authorities. There are also assertions 

that there is a strong link between transparency and accountability. Transparency alone is not 

sufficient to bring the desired result. There must also be an efficient mechanism by which 

wrongdoers, as a result of a transparent way of performing duties, are brought to justice and 

workers are held accountable for their faults. A respondent stated: 

“I think there is improved transparency. We reveal to the community any 

measures that are taken against wrongdoers in our woreda health center. 

However, we are not in a position to perfectly avoid failures in becoming 

transparent and making wrongdoers accountable for their deeds in all cases” 

(HBO2). 

Nevertheless, transparency has improved in health service as compared to the previous 

period of centralized health service. For instance, transparency in the health centers is shown 

in the practice of complaint handling systems in health centers and in the health extension 

program, through which customers can present their opinions and obtain responses to 

inquiries. In this regard, respondents stated:  
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"The system of transparency was in place before decentralization too, but 

with limited practice. A lot of governance problems are solved in a 

decentralized system"(MD1).  

“Health extension workers provide us what they observed and what 

information they received from the community, upon which we make our 

decisions” (MD3). 

“We have a mechanism through which our customers can forward their 

grievances by using our suggestion boxes. The community also has the 

opportunity to be informed what we plan to do” (MD4). 

7.3 Accountability in District-level Health Centers       

7.3.1 Introduction 

The data analysis in this section addresses the interview sub-question asking respondents to 

explain their experience and practices relating to accountability under decentralized 

governance in their respective health centers. In this section, it is assumed that the practice of 

making service providers and administrators accountable for their acts would ensure good 

governance. It is anticipated that the explanations of interviewees about the practice of 

accountability in their constituent districts suggest whether their practice regarding 

accountability of the elected and service providers in their health centers corresponds to the 

theoretical, legal and policy foundations of accountability. 

Interview question 2.3(C): How do you explain decentralization and good governance in 

terms of ensuring accountability? 

      7.3.2 Explaining experiences of accountability 

      

Accountability is deemed as a tool for effective quality control over service providers for 

better public service delivery. It is used to establish an adequate standard of performance and 

to improve motivation of personnel. It is also a key element in checking state legitimacy. 

Performance of service providers or electorates will improve only if the people hold them 

accountable for their performance. Accountability cannot, however, be ensured unless the 

governing process is open and transparent. It is widely believed that accountability can be 

more relevant only if citizens are meaningfully involved in setting public sector goals and 

objectives. 
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  The study revealed that there are mechanisms through which the working staff members 

are evaluated and inefficient workers can get support from the concerned staff, so that they 

improve their efficiency. Accountability of health workers has improved as compared with 

the era of centralized health service. Good governance is also described as having improved 

after decentralization, in terms of establishing mechanisms of handling complaints within 

health centers. Regarding accountability, respondents asserted as follows: 

 “It was difficult to identify who did what in the period of centralized 

service delivery. This time it is easier to respond to any complaint from the 

community on our service” (FGD3-HSP3).  

“Many malpractices imposed on the community can be resolved here, 

without looking for other higher-level authorities” (FGD1-HSP6). 

“Each worker is evaluated in team discussions, in which five team members 

evaluate each other. Any worker who is negatively evaluated will be advised 

to correct his/her wrong attitudes. Secondly, if an employee commits a 

disciplinary wrong or offense, we take administrative measures ranging from 

warnings to dismissal from the workplace” (HBO4). 

“We have established case teams that work on monitoring every activity at 

different levels. So these case teams report the situations in every team and 

corrective measures will be taken on time” (MD1). 

Accountability of service providers is pursued in an organized and systematic manner, in 

which customers can easily complain about any unlawful acts committed by service 

providers. Accordingly, customers are now aware, and they are accustomed to claiming their 

rights, making health service providers accountable for their performances. This has been 

asserted as a practice that encouraged accountability. There are some instances where some 

workers were made accountable for committing criminal offenses.  

This assertion was made by a respondent: 

“We have experiences of service providers who are punished for 

committing different offenses, like unethical or some negligent criminal acts. 

Some cases are now pending in a court of law” (MD3). 

On the other hand, there are some challenges in practicing the right to hold service 

providers accountable for their performances. The worst scenario is the case where some 

workers are reluctant to disclose wrongdoers’ acts by pursuing legitimate procedures and 

helping to bring offenders to justice. Another factor that contributes to ineffectiveness of the 
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practice of accountability is the fact that citizens are not sufficiently aware of their legitimate 

rights to be assertive of those rights. Instead, the tradition of negotiating with service 

providers in illegal interactions has prevailed. Some key respondents and a customer stated as 

follows: 

“There are times where the concerned workers conceal wrongdoers and 

protect them from punishment” (HBO2). 

“Our customers did not yet develop the culture of asserting their rights in 

spite of the availability of mechanisms that allow them to do so. Customers 

prefer to persuade the same personnel who grieved them to change their mind 

through different corrupt ways” (HBO1). 

“I have never made any complaint about the service, because I don’t have 

any knowledge of existence of any mechanisms to complain” (YW5-C5). 

 Thus, in spite of the fact that accountability has strongly improved in comparison 

with the pre-decentralization period it has faced challenges due to failure of workers 

to properly assert their rights.    
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7.4 Responsiveness in District-level Health Centers 

      7.4.1 Introduction 

The data analysis in this section focuses on the interview sub-question asking respondents 

to describe their experience with regard to responsiveness in their respective health centers. It 

is anticipated that the responses interviewees make in relation to the practice of 

responsiveness in their constituent districts suggest whether the practice of responsiveness at 

a local level matches the concept of responsiveness in the literature. 

      7.4.2 Experience of responsiveness 

 

The study indicates that responsiveness is disrupted by multiple problems related to the 

administrative decision-making process and service delivery. A key respondent revealed that 

this happens during interventions of irrelevant committees assigned to work alongside the 

formally established offices. Responsiveness depends on availability of the necessary 

facilities and manpower in health centers, as well as availability of medicine and medical 

equipment. Responsiveness is also limited by a dearth of decision-making power in health 

service delivery and incapacity created due to an overload of duties in health centers as a 

result of receiving too many customers a day, which poses difficulties in accomplishing the 

task with existing capacities. Some clear instances mentioned by interviewees are: 

 “The problem is in the reception, where appropriate hospitality cannot be 

provided due to the high number of patients. You may sometimes see some 

weak patients like pregnant women and old people suffering a lot to get 

cards” (BW8-C2). 

“It is assumed that one health center is supposed to serve 40,000 people. In 

our context, however, there have been times when we have been giving 

service to a population of about 179,000. In such conditions, it is not likely to 

provide adequate medicine” (FGD3-HSP2). 

Health service has also been described as poor in responsiveness due to a lack of sufficient 

health service providers in health centers and poor hospitality and discrimination among 

customers. 

“I have observed that they make some discrimination in service delivery 

between customers depending on good relationships with health providers. 

Sometimes you see when the service providers nag patients” (BW8-C3). 
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Nonetheless, health centers are more responsive to customers now, as compared to the 

centralized system of health service delivery. Responsiveness has also been described as a 

phenomenon that could be improved through improvements in the accessibility of health 

service. On this point, respondents said the following: 

“Previously, we had only one health center in Bole sub-city, known as 

woreda 17 health center. Now we find 9 health centers in Bole sub-city 

alone” (FGD1-HSP3). 

“Previously you had to sometimes wait for days to get treatment. Now the 

waiting time has been reduced” (BW8-CI). 

To sum up, responsiveness is inadequate as a result of the poor decision-making 

power of health centers. However, it has relatively increased as compared with the 

centralized system as a result of the increase in the number of health centers in the 

city. 

7.5 Rule of Law in District-level Health Centers 

      7.5.1 Introduction 

The data analysis in this section addresses the research sub-question asking respondents to 

explain their experience and practices with rule of law under decentralized governance in 

their respective health centers. In this section, it is assumed that the practice of observance of 

rule of law in administrative acts of health providers and administrators would ensure good 

governance. It is anticipated that the explanations of interviewees about the practice of rule of 

law in their constituent districts suggests whether their practice with rule of law in the 

operations of electorates and service providers in their health centers corresponds to the 

theoretical, legal and policy foundations of accountability. 

      7.5.2 Experiences of rule of law 

 

The findings revealed that there are some mechanisms by which the activities of 

government authorities are regulated. The ruling party puts political assignees in each woreda 

who are expected to listen to grievances of citizens and take corrective measures. This, 

however, has not been effective in regulating some illegal acts by government authorities as 

well as citizens affiliated with high ranking government and party officials operating in client 

relations. 
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Rule of law is deemed to be evident when evaluated vis-à-vis the existence of laws and 

rules by which governments operate without any illegitimate interventions by government 

authorities. Problems related to illegitimate interventions of people affiliated with 

government authorities affect the prevalence of rule of law in decision-making processes. A 

key respondent illustrated: 

“In one case, we passed a decision against one of the disputing parties, and 

one of the parties accepted the decision and was acting accordingly. The other 

party, however, refused to accept and implement the decision. When I tried to 

investigate why this happened, I realized that the person who rejected the 

decision is a person whose positional power we cannot stand (HBO1). 

Respect for the law is affected by some orders that flow from higher government and party 

officials in the name of directives, in contravention of legislation. This has greatly 

disregarded rule of law, in the sense that rule of law presupposes respect and implementation 

of laws by everyone, including government officials. 

A key informant stated: 

“There are some directives that compel us to deliver services through 

committees that are designated to perform services externally. For instance, 

persons entitled to be treated here free of health service charges are 

recommended by a committee which evaluates their status. We have 

politically assigned persons at the district level who are authorized to carry 

out political decisions. Sometimes, decisions made by health officers here are 

reversed through interference in some way by higher authorities. I think such 

interferences amount to illegal acts” (HBO1). 

Hence, respect of rule of law has been unsatisfactory as it was challenged by 

disregard of the law by politicians and higher authorities.    

 

           7.5.3 Conclusion 

 

Generally, there are promising beginnings that imply that good governance values are at 

least being given some attention. The practice of implementing parameters of good 

governance indicates that institutionalizing good governance is in its early stage in the health 

sector in Ethiopia. Fundamental aspects of good governance have been sustainably 

materialized in such a way as to guarantee quality of health service. Some norms of good 
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governance are indicated in this research as having not been satisfactorily implemented in 

health service, because of reasons attributed to a lack of necessary inputs for successful 

decentralization. There are disparities between the theoretical foundations of decentralization 

and good governance in the operations of health service providers and government authorities 

with respect to rule of law. The facts on the ground are far from realizing the aspiration of the 

government policy to ensure good governance under the decentralized health system. Thus, 

realization of government health policy and the laws of the government with respect to 

ensuring good governance require more attention. 
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CHAPTER VIII: ANALYSIS OF QUALITY AND 

EFFICIENCY OF HEALTH SERVICE DELIVERY IN 

WOREDA HEALTH CENTERS: INSTRUMENTAL 

DIMENSIONS 

8.1 Introduction 
 

The data analysis in this chapter addresses the research sub-question inquiring whether good 

governance contributes to better health service delivery both in theory and practice, on the 

basis of experiences of health centers in decision-making. In this section, it is assumed that 

the reported level of participation of service providers in their constituent districts suggests 

whether their practice relating to participatory decision-making at the local level corresponds 

to the theoretical, legal and policy foundations of public participation in general and in 

Ethiopia in particular. Further detailed discussions on data related to institutional values are 

available in the appendices (see Appendix 4). 

8.2 Accessibility 

      8.2.1 Introduction 

Accessibility includes availability of financial and health system resources. "Access" may 

also mean that services are available whenever and wherever the patient needs them and that 

the point of entry to the system is well-defined. Accessibility refers to helping customers to 

make use of appropriate health care resources in order to preserve or improve their health. 

People will have the opportunity to obtain health care if services are available and there is an 

adequate supply of services, the extent of which mainly depends on financial, organizational 

and social barriers that limit the utilization of services. Hence, access does not merely depend 

on adequacy of supply when it is assessed in terms of utilization. It rather depends on the 

affordability, geographical accessibility and acceptability of services. Available services will 

be relevant and effective if the population gains access to satisfactory health outcomes. 

  

 



Chapter VIII: Analysis of the Quality and Efficiency of Health Service delivery in Woreda Health Centers: Instrumental 

Dimensions 

 

108 
 

      8.2.2 Experiences of accessibility 

 

Accessibility is mainly described in terms of proximity to health centers and 

obtaining treatment in a shorter time. Accessibility has improved after 

decentralization as compared to the previous period. Decentralization has been 

described as a phenomenon that has generally brought extraordinary achievements in 

terms of accessibility of health service. Customers are now benefiting from service 

delivery in health centers like family planning and health education, which used to be 

provided only in hospitals in the early days. Health centers play a vital role in 

making things more accessible for emergency patients to receive a quick response.  

 A key respondent and a customer mentioned the following:  

“In the past there were only a few health centers in the city administration. 

It is quite recently that many health centers are built in every woreda. I think 

such problems were alleviated through decentralized service delivery. As a 

result of centralized health service, customers of health services were exposed 

to unnecessary expenses of time, money and energy. I believe 

decentralization has contributed to enhancing some of the issues of good 

governance in this regard” (HBO1). 

“You can find health centers everywhere in each neighborhood now. Poor 

people who cannot pay are enjoying fee waiver service, which is a huge 

support to the community” (BW8-C6). 

Accessibility of health service is also described as having been achieved satisfactorily in 

terms of proximity of health centers to the community to reach them easily, though 

accessibility in terms of other factors like quality is still lagging behind. Accessibility is also 

described as a phenomenon that has contributed not only to the benefit of customers but also 

to that of health workers. Typical respondents in relation to these positions stated as follows: 

 “I believe that our customers have been enjoying better health service since 

the service was brought closer” (HBO4). 

“The second advantage of decentralization is reducing unemployment. It 

has created many job opportunities for health professionals” (FGD1-HSP2). 

 “The problem of delaying of the service, extra expenses for transportation 

and losing much time led to the question of good governance. For example, 
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the demands of the community for sewerage, sound pollution, disposal of 

garbage, etc., which are related to health issues of the community, were not 

treated until the recent past” (HBO1).

However, there are further challenges of accessibility that need to be addressed, like 

increasing customers’ satisfaction by improving the quality of hea

mentioned by one of the respondents, who noted:

“In fact, the improvement in decentralized health service is not a complete 

success” (MD3). 
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To sum up, though much remains to improve accessibility in terms of quality, 

health service delivery in the context of health centers in Addis Ababa city is evidently much 

improved in terms of the pervasiveness of health centers as well as resources and supplies. 
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8.3 Effectiveness 

      8.3.1 With respect to delivering health service 

Effectiveness of health service delivery depends on the capacity of health centers to 

independently make administrative and financial decisions on matters falling under their 

responsibilities. How effective are local governments and woreda health center authorities in 

making autonomous decisions when necessary? Effective decision-making power determines 

the effectiveness of their service delivery, as the latter underpins the former. The question 

here is whether the objectives of decentralization are met in achieving good governance and 

enhanced health service delivery. 

      8.3.2 Experiences of effectiveness in delivering health service 

 

1) More health centers have been built after decentralization of health service in Ethiopia. 

The availability of an increased number of health centers has definitely improved the 

geographical accessibility of health centers, allowing the community to reach the sites in less 

time. The effectiveness of the health service delivery, however, remains precarious.  

  Problems of effectiveness relating to the quality and efficiency of health service for the 

community have not been addressed sufficiently. The prevailing scarcity of equipment and 

skilled manpower in the health centers poses major challenges that hinder effective health 

service in health centers. In this regard, key respondents commented as follows: 

“The establishment of health centers in every district has improved the 

accessibility of the health service delivery. I can’t, however, say the quality is 

adequately achieved. For instance, physicians could get ample time to 

examine their patients if the number of physicians was increased and the 

workload was reduced for them” (MD3). 

“It is assumed that one health center is supposed to serve 40,000 people. In 

our context, however, there have been times when we have been giving 

service to a population of about 179,000. In such conditions, it is not likely to 

provide adequate medicine” (FGD3-HSP6). 
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      8.3.3 With respect to utilizing resources 

 

Decentralization also aims to allow the community to utilize resources provided for the 

health service when they are in need of them. There are times, however, where those 

customers are not in a position to benefit from the health service. This happens when health 

centers are working with restricted power to decide on the utilization of the resources already 

available in their respective health centers. Many health service officers and health providers 

disclosed that they cope with such challenges to alleviate their financial shortcomings by 

using their internally generated income.  

Failures in utilization of resources available in the health centers, arising out of unawareness 

on the part of customers, are also described as some of the challenges that contribute to 

ineffectiveness. Some respondents stated: 

“Our internal income is included in the annual budget that is granted by the 

government. Though we have internally collected funds in our account, we 

are not using it unless we get approval from the pertinent authorities” (MD3). 

 “I don’t think the community has effectively utilized our services because 

of a lack of awareness. I think the system is not yet perfectly entrenched in 

the society” (MD2). 

Ineffectiveness in utilization of resources also occurs when customers cannot afford to buy 

medicine that is not available in health centers or pay for medical examinations when such 

examination equipment is not available. Many respondents stated that they face problems 

with affording to pay for medical costs in spite of having been treated in health centers, 

which results from failures of the health centers to provide medical facilities. One customer 

said: 

“I sometimes cannot afford to buy medicine prescribed to me from private 

pharmacies when the medicine is not available in the health center. I get it 

only after suffering a lot to find the money to pay for the medicine” (BW8-

C2). 
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8.4 Efficiency of Health Service Delivery 

      8.4.1 Availability of medicine in health centers 

            8.4.1.1 Introduction 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices with regard to availability of medicine in health centers 

under decentralized governance in their respective health centers. In this section, it is 

assumed that the practice of making medicine available can ensure good governance and 

quality of health service delivery. It is anticipated that the explanations of interviewees about 

the availability of medicine in their constituent districts suggests whether their practice with 

obtaining prescribed medicine in their health centers corresponds to the theoretical, legal and 

policy foundations of efficiency of health service delivery. 

            8.4.1.2 Status of availability of medicine 

The government policy of the transitional government of Ethiopia (FDRE, 1993) describes 

increasing efficiency as one of the primary objectives of the political, administrative and 

economic decentralization policy. Its aim is to increase local participation in order to 

strengthen ownership in the planning and management of government services, to improve 

efficiency in resource allocation and to improve accountability of government and public 

service to the population. 

  Availability of medicine in health centers is attributed to be an important factor in ensuring 

efficiency of health service. The study reveals that the situation in health centers in relation to 

availability of medicine has been one of the major challenges in ensuring the quality of health 

service delivery at the health center level in the Addis Ababa city administration. Providing 

medicine for health service customers remains the most serious challenge in ensuring good 

governance and quality health service delivery, in that timely and efficient health service 

delivery sometimes becomes impossible in health centers as a result of a scarcity of medicine, 

which exposes customers to great risks in terms of their life and money. The dependence of 

health centers on a sole supplier of medicine has also become a source of the problem in 

obtaining high quality medicine, as the sole supplier provides them with low quality 

medicine. The inefficiency of this single government agency to supply all the required 

medicine is described as a major challenge from which customers suffer greatly. A key 

respondent said: 
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 “We purchase most of the medicine from a governmental enterprise known 

as PFSA (an agency which supplies medicine). The problem is that we cannot 

purchase any medicine other than from this agency even if we have the funds 

to buy from other suppliers, unless this enterprise declares that a medicine is 

out of stock. The second problem is that medicine from this enterprise that 

has monopolized the supply is of low quality” (MD1). 

As a consequence, according to another key respondent, 

“That exposes customers to problems, leaving them to suffer from their 

illness due to lack of timely treatment” (HBO1). 

“The problem arises out of the need to purchase equipment for very cheap 

prices with very low quality so as not to affect the small budget allocated for 

this purpose” (FGD1-HSP1). 

Scarcity of medicine is also described as a phenomenon attributed to the disparity between 

the amount of available medicine intended to be dispensed to patients of the woreda and the 

high number of customers visiting health centers. An interviewee stated: 

“We provide service for people coming from other woredas. We provide 

service to a huge number of patients for free/on a waiver basis who come to 

us from neighboring woredas inside and outside the Addis Ababa city 

administration, like from Oromia5 region. We need to limit the number of our 

customers and provide an effective health service” (FGD2-HSP1). 

Observations of the researcher also support the ideas of respondents that inefficiency of 

health centers in providing medicine is a real problem. 

“I observed many customers queuing up in front of windows of pharmacies 

to buy prescribed medicine and witnessed many of the customers leaving the 

pharmacies without getting some medicine to buy. Additionally, I and some 

of my family members have also been in a health center for treatment in the 

woreda where I live. I have experienced unavailability of medicine prescribed 

for me by the health center” (O). 

 

 

                                                
5Oromia, one of the nine regional states of the FDRE, is where the Addis Ababa city administration is situated.  
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quality and efficient health services in health centers, which mainly result from the scarcity of 

medicine. Therefore, one can clearly see that the system of decentralized health service has 

not been used as a means to resolve such problems related to ineffectiveness of management 

and leadership. The findings show that provision of sufficient medicine hinges not on the 

existence of the system of decentralized health service alone, but on the existence of 

complete autonomy of health centers to exercise their administrative and financial powers 

depending on their specific needs. 

health service delivery to the health center level alone has not yet been enou

objective stated in the government policy and to bring about the desired results of the health 

policy.  
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Queues in front of pharmacy at Woreda 17 health center
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8.5 Availability of Skilled Manpower 

      8.5.1 Introduction 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices with regard to the availability of skilled manpower in 

health centers under decentralized governance. In this section, it is assumed that the practice 

of providing skilled manpower is an important component to ensure good governance and 

quality of health service delivery. It is anticipated that the explanations of interviewees about 

the availability of skilled manpower in their constituent districts suggests whether their 

practice with obtaining treatments by skilled personnel in their health centers corresponds to 

the theoretical, legal and policy foundations of efficiency of health service delivery. 

      8.5.2 Status of skilled manpower 

The status of availability of skilled manpower in health centers was explained by all 

categories of interviewees, elaborating on the magnitude of the problem and assessing the 

root causes for the scarcity of skilled manpower in some medical departments.  

The study reveals that in comparison with the period of centralized health service delivery, 

the availability of skilled manpower has improved in health centers. The availability of 

skilled manpower in health centers has also improved in terms of employing more health 

professionals in health centers since decentralized health service delivery was put in place. 

Key respondents stated: 

"Earlier, health workers used to be employed by the city health bureau 

office. Currently, health centers are entitled to employ workers. Therefore, 

availability of health service providers is better under decentralization" 

(HBO2). 

“There is some improvement in manpower allocation compared to before. 

The government is also working to build capacity of health workers through 

training and education" (HBO4). 

“Service providers were not highly skilled before decentralization as 

compared with the current ones. There is an improvement in having skilled 

manpower. Many of them are upgrading their skill” (MD3). 

The gap in providing skilled manpower is a big challenge in health service at the health 

centers level due to a low commitment of the government to alleviate the situation. The 

problem arose as a result of the government’s failure to manage training properly. Key 
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informants said unavailability of skilled manpower in health centers occurred due to 

mismanagement in terms of training a proportionate number of trainees in alignment with the 

demand in the market. In this regard, respondents said: 

“This mistake has resulted in failures to cope with the needs of health 

institutions to provide good quality health service to the community. I believe 

the shortage of skilled manpower is mainly caused by the failure of the 

government to manage training of health service providers proportionate to 

the demands for each profession and produce the desired number of such 

service providers” (HBO1). 

“All training is determined by the health bureau of the sub-city. Instead, the 

health bureau should have decentralized the training budget down to woredas 

so that we could identify gaps existing in our heath bureau and give 

appropriate training to our staff. This could help to improve the quality of our 

service” (FGD1-HSP4). 

The weakness in the decentralized service is its failure to provide efficient, skilled 

manpower. Fresh graduates who join health centers do not have adequate skills to render the 

required service, which in turn affects the quality of health service delivery. Interviewees 

said: 

“Some employees may not have the necessary knowledge and experience to 

provide appropriate services” (MD4). 

“These are beginners who are not experienced. For instance, when the 

senior midwife leaves the delivery room for some reason, the junior 

midwives cannot handle mothers and perform their duties accurately. In such 

cases many mothers and their babies are exposed to serious health risks” 

(YW9-C2). 

Meanwhile, availability of skilled manpower is also described as having deteriorated after 

the decentralization of health service. One of the respondents stated: 

“During the period of centralized health service, the capacity of health 

professionals was much better that the present one. There were highly skilled 

medical personnel that could deliver quality health service. After 

decentralization, the skilled manpower has been dispersed to the district level. 

You can’t find specialized service delivery in health centers nowadays. I 
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believe this is a disadvantage of decentralized health service delivery” (FGD-

HSP1). 

Health centers are facing challenges of ineffectiveness in providing quality health service 

because of turnover resulting from the disinterest of health workers to serve in health centers. 

In addition, mismanagement in terms of assigning equal numbers of professionals for all 

health centers with different workloads has also contributed to ineffectiveness in health 

centers. Customers sometimes do not get treatment due to an absence of health workers in 

some departments. 

Health centers are suffering from a scarcity of cleaners due to having no power to employ 

the necessary personnel for the job. Instead they must submit their requests to higher 

authorities and wait for their approval. The problem of skilled manpower has worsened due 

to unattractive bids for the vacancies. 

“We face a shortage of skilled manpower due to turnover, as workers leave 

our health center looking for better payment in other institutions. Many 

workers, for instance, leave their job from the finance department looking for 

better payment in other institutions” (MD2). 

“We could not, however, find anyone interested to come and apply for jobs 

of supporting staff. This happens because of the unsatisfactory salary that we 

offer for the position” (FGD-HSP4). 

“We cannot employ even cleaning personnel without undergoing the long 

process. We have a huge problem with regard to cleanliness in our health 

center” (MD3). 

Hence, the findings in this section reveal that availability of skilled manpower in health 

centers has not been sufficiently ensured as envisaged in the government policy. This gap in 

skilled manpower has led to customers’ dissatisfaction in relation to several issues of quality 

and efficient health services in health centers. Therefore, one can see that the system of 

decentralized health service has been hindered by several contributing factors, such as, in this 

case, a lack of government commitment to avoid problems related with deficiency of skilled 

manpower, neglecting the alarming implications for ensuring good governance and quality 

health service delivery. The findings show that filling the gap in availability of skilled 

manpower depends not only on the existence of the system of decentralized health service, 
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but also on the existence of complete autonomy of health centers to exercise their 

administrative and financial powers depending on their specific needs.  

8.6 Availability of Equipment 

      8.6.1 Introduction 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices with regard to the availability of equipment in health 

centers under decentralized governance. In this section, it is assumed that the practice of 

providing equipment is also an important component to ensure good governance and quality 

of health service delivery. It is anticipated that the explanations of interviewees about 

availability of equipment in health centers in their constituent districts suggests whether their 

practice with obtaining treatment by using the necessary health equipment in their health 

centers corresponds to the theoretical, legal and policy foundations of efficiency of health 

service delivery. 

      8.6.2 Status of availability of equipment 

Scarcity of chemicals is a major challenge in obtaining the reagents with which equipment 

operates. A respondent indicated: 

“We sometimes lack health service facilities and health service equipment, 

like drugs, laboratories and reagents. The distribution of health facility 

equipment to health centers is also unfair” (FGD2-HSP1). 

There are also limitations to the repair of equipment in health centers. Essential inputs to 

laboratories and their scarcity in pharmacies have made it difficult to maintain satisfaction of 

customers in the required manner. Respondents pointed out: 

“We have relatively sufficient medical equipment, though we face 

difficulties to repair it in case it is out of order” (MD2).  

“I can say there is no significant shortage of equipment in our health center. 

Facilities are basically available except challenges related with repairing 

malfunctioning equipment” (MD1). 

“Health centers refer patients to other health institutions when there is no 

equipment to treat the patient at their level. This is due to unavailability of 

some equipment. For instance, they don’t provide ultrasound examinations” 

(BW8-C 6). 
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“The quality of equipment provided by the sole government agent is not 

reliable. Equipment is purchased every year, but we cannot use that 

equipment for more than two months due to its low quality” (FGD1-HSP3). 

Sometimes, ordinary laboratory examination services are affected by a lack of tap water and 

electric power. Interviewees described this as challenging to customers. One stated: 

“We must look for services outside the health center when there is an 

electric power failure. Sometimes they don’t have tap water, and mothers are 

referred to other clinics or hospitals for child delivery” (YW9-C2). 

Hence, availability of health equipment is unsatisfactory as a result of ineffective 

administrative and financial powers of the health centers. There are challenges in obtaining 

the required health equipment on time and with good quality, as the government has limited 

the supply of equipment to be provided by a single government agency. 

8.7 Availability of Infrastructure and Safety 

      8.7.1 Introduction 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices with regard to the availability of infrastructure in 

health centers under decentralized governance. In this section, it is assumed that the practice 

of providing infrastructure is an important component of good governance and quality of 

health service delivery. It is anticipated that the explanations of interviewees about 

availability of infrastructure in health centers in their constituent districts suggests whether 

their practice with obtaining treatment by using the necessary health infrastructure in their 

health centers corresponds to the theoretical, legal and policy foundations of efficiency of 

health service delivery. 

      8.7.2 Status of availability of infrastructure and safety 

 

Availability of infrastructure and safety in health centers has deteriorated in comparison 

with the period of centralized health service delivery, being less satisfactory in terms of 

achieving the desired result of decentralization. This is manifested in the poor structural 

design and construction of buildings, poor road facilities, electric power and running water 

and a lack of rooms. Respondents stated:  
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“There are tremendous problems in this regard, in particular in the newly 

built health centers away from the center of the city. Some of them are not 

easily accessible in winter time due to poor roads. Some of them are not built 

to the standards that conform with the standards of a health center. They lack 

electricity, tap water, cleanliness due to leakage of water pipes, properly 

functioning toilets, etc.” (HBO1). 

"The major problem we had was a shortage of working rooms, 

proportionate to the expanded services we offer to the community. Our health 

center has sufficient space” (HBO2). 

“We are supposed to treat people. Paradoxically, we have no place to wash 

our own hands after treating patients” (MD3). 

Challenges related to disorders in toilets are also attributed to misuse of the toilets by 

customers. Health centers could not resolve the problems on their own, as their financial 

administrative powers are limited. A client of health center pointed out: 

“The cleanliness of the premise is very poor. For instance, the toilets are full 

and there is no space to use the toilet. Patients can even contract other 

diseases from this place. It is a big mess there. The problem has persisted 

since long ago, but no solution has been provided for it” (BW8-C5). 

The fact that health centers are not in a position to repair and maintain their 

facilities, for instance, and fail to promptly make repairs when major disorders occur 

in their toilets, portrays an absence of exercise of administrative and financial 

decision-making powers for local institutions, which could be good leverage to 

achieve good quality health service delivery. 

“The most disturbing problem in the health center is the absence of a clean 

environment. Toilets are so dirty due to a lack of flushing water that we 

cannot use them at all” (BW17/4-C3). 

“We couldn’t solve the problem with our own capacity. Therefore, we try to 

avoid the problems temporarily by maintaining the toilets whenever they 

appear defective, and the problem remains as a permanent challenge” (FGD1-

HSP3). 
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“When major damages occur, they are reported to higher

administrative authorities, and we wait until they are maintained by them” 

(MD4). 

Tidiness of health center premises is in an alarming state, which was corroborated as well 

by the researcher’s observations:
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Picture 8.4: Water provided in plastic barrels outside toilets to use for flushing after using 

toilets 

Thus, in relation to improving infrastructure and providing quality health services to the 

community, health centers face challenges with respect to the lack of deci

powers, which remains an obstacle to enhancing the quality of health service delivery.
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8.8 Adequate Incentives 

      8.8.1 Introduction 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices as to the availability of incentives to employees in 

health centers under decentralized governance in their respective health centers. In this 

section, it is assumed that the practice of providing incentives is an important component of 

efficiency in good governance and quality of health service delivery. It is anticipated that the 

explanations of interviewees about availability of incentives in health centers in their 

constituent districts suggests whether their practice with health service delivery in relation to 

providing the necessary incentives to employees of their health centers corresponds to the 

theoretical, legal and policy foundations of efficiency of health service delivery in Ethiopia. 

      8.8.2 Status of availability of incentives 

 

The study indicates that availability of incentives is an important factor of efficiency in 

enhancing good governance and service delivery. However, health centers are not in a 

position to support their employees with appropriate incentives. As a result, the quality of the 

service is critically affected and has become precarious. Incentive mechanisms employed to 

motivate health workers are not effective enough to satisfy the needs of health workers, as 

they involve trivial inputs that cannot motivate workers. The incentive mechanisms in health 

institutions are not uniform, and they apply double standards for the same work and 

qualifications. Reasonable incrementing of salaries that could substantially improve the living 

standards of workers would result in motivating workers to deliver good quality service to 

customers and enhance good governance. Yet turnover is a major challenge for health service 

delivery in health centers. Customers cannot get quality service delivery, as senior workers 

leave health centers looking for higher payment. 

The government is not proactively following the situations of employees in health centers 

and providing them with the necessary incentives that they deserve. Health centers wish to 

alleviate the challenge. They are, however, powerless to resolve the challenge resulting from 

a lack of fair incentives. In this regard, respondents stated:  

“The decentralization program of health service delivery has neglected to 

decentralize the power of decision-making on human resources, ignoring the 

realities at the health center level. The power of the civil service agency is not 
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decentralized to the woreda level. It would be wise if the decision on 

handling of our workers was also decentralized to solve the problem of 

turnover of the staff” (FGD1-HSP2). 

“Many of the staff members in our institution are absolutely dissatisfied 

with their incomes. I think that most of them are workers that stay on their 

jobs until they get better alternatives to leave their current jobs in health 

centers. Therefore, I don’t believe the existing incentives alone can solve the 

problems” (HBO1). 

Nonetheless, government is trying to support health workers by upgrading their level of 

education with a view to also elevating their incomes. However, this approach has not met 

the needs of health workers on the ground. In addition, directives coming from the central 

government are not fair, in that they are discriminatory without any justifiable grounds in 

how they treat health professionals at health center levels. A respondent wondered:  

 “Why do government directives have a double standard for the same 

service? There is also discrimination between instructors in the health 

profession and practitioners here” (FGD1-HSP3). 

On top of that, 

“All training sessions are determined by the health bureau of the sub-city. 

Instead, the health bureau should have decentralized the training budget down 

to woredas so that we could identify gaps existing in our heath bureau and 

give appropriate training to our staff” (FGD1-HSP2). 

Health centers are also trying to tackle the challenge of turnover of workers as best as they 

can. Respondents pointed this out, stating: 

“There are some mechanisms by which outstanding workers are 

encouraged, like granting certificates of recognition, etc. Additional 

payments are given as an incentive for the low-income workers like security 

personnel, cleaning staff, etc.” (HBO1). 

However, attempts by the government to attract health workers have little effect on 

retention of workers. 

“I don’t, however, believe the existing incentives alone can solve the 

problems” (HBO1). 
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"We couldn’t solve the problem of turnover through such existing incentive 

mechanisms. You can’t exploit skills of health providers, depriving them of 

sufficient income to live on. Therefore, such things could only be improved 

through greater empowerment of health centers” (MD2).  

To sum up, the findings in this section revealed that availability of incentives in health 

centers is also a challenge in health service. It has been one of the factors contributing to the 

deterioration of good governance and service delivery, impeding achievement of the required 

objectives of decentralization. The deterioration of standard quality infrastructure in general 

and sub-standard service in health centers has resulted in part from disincentives for health 

workers. The major cause of weakness in alleviating the gap in poor incentives in health 

centers is, again, unavailability of decision-making powers of the health center. Hence, one 

can understand that the decentralized health service delivery is not a remedy to avoid 

problems related with poor incentives in health centers, which in turn has negative 

implications on ensuring good governance and quality health service delivery. The findings 

show that availability of effective incentives depends not on the existence of the system of 

decentralized health service alone, but on the existence of strong autonomy of health centers 

to exercise their administrative and financial powers depending on their specific needs. 
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CHAPTER IX: CONCLUSION AND DISCUSSION 

9.1 Introduction 
 

This chapter provides a brief discussion on the major findings of the study in light of the 

extant literature. Here, the findings will be reflected following the theories that the study 

drew on in developing the theoretical foundations. In doing so, the discussion will mainly 

reflect on the system values (types of decentralization), institutional values and instrumental 

values (good governance) and the practice of determining factors of successful 

decentralization that the study identified and that made up the theoretical foundations. In this 

chapter, we revisit the literature and come to grips with what the findings of this research 

mean in light of the literature. Accordingly, the first section highlights the contribution of this 

empirical study by discussing its role in response to calls for more decentralization and good 

governance studies in the literature.  

9.2 Summary of Findings 
 

The central research question of this dissertation was : 

What is the relation between decentralization, good governance and the quality of health 

service delivery in the theory and practice of the decentralized health care system in 

Ethiopia? This central question is translated into the following sub-questions.  

 
1. What are the perceptions of the concerned health service authorities and health care 

providers about decentralization?  

2. What are the empirical realities in terms of implementing administrative financial and 

political decentralization and public health service delivery in the Addis Ababa city 

administration? 

3. What are the empirical realities in terms of implementing good governance practices 

in public health service delivery in the Addis Ababa city administration? 

4. How does decentralization influence good governance? 

5. How does good governance influence service delivery? 

6. What are the possible context-driven constraints that affect good governance and   

            health service delivery under decentralized governance? 
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9.3 Gap Analysis in Light of the Extant Literature on Decentralization and 
Governance 

 

Decentralization and good governance are quite remarkable and relevant fields of study, as 

many of their aspects are related to public management, political science and other 

disciplines. There are, however, few empirical studies on the subject matter, particularly in 

relation to decentralization’s influence on good governance. Though a few studies have been 

conducted on the prospects of decentralization in Ethiopia in general, empirical studies on 

decentralization and its effects are scarce, particularly in terms of its influences on good 

governance, including the quality and efficiency of health service delivery in local 

governments (T. Assefa, 2007). Faguet (2014, p. 2) says that this is because:  

(i) the data required to empirically examine decentralization’s effects on things 

like health investment or school enrollment are more commonly available than 

for governance type issues like accountability, political competition, and 

participation in public decision-making; and  

(ii) the multilateral organizations that sponsor much decentralization research 

are more interested in service outputs than governance outcomes.  

Litvack et al. (1999, p. V) points to another issue: 

The division of power and responsibility between levels of government also raises 

issues of institutional capacity, as well as corruption and governance. Unfortunately, 

the far-reaching implications of decentralization are often overlooked, as the 

literature and specialists tend to focus on specific dimensions.  

Besides this, the influence of decentralization on good governance under a decentralized 

health service structure has never been adequately researched in the Ethiopian context. This 

research has therefore filled this gap by focusing on this specific relationship of 

decentralization and good governance in public health services and by exploring the influence 

of decentralization on enhancement of good governance. “Measuring government 

performance effectively and communicating results are essential components of good 

governance” (Kathe, 2007, p. 105). 

Thus, the inquiry into the contribution of decentralization to enhancing good governance 

and health service delivery allows this study to make a unique contribution to the existing 

literature in terms of assessing the effectiveness of decentralized health governance on the 
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basis of the strategy of the Ethiopian government. It provides knowledge of the health care 

status in the Ethiopian context, and it also has practical utility for the government to know 

and be able to do something better or in a more efficient manner, as “research in social 

sciences is concerned both with knowledge for its own sake and with knowledge for what it 

can contribute to practical concerns” (Kothari, 2004, p. 6). 

Though statistical generalization on the basis of this case study is not prudent, the case 

study contributes by way of describing the relationship between the empirical findings and 

the existing literature on decentralized health governance in developing countries in 

particular. First, a conceptual claim is made by the researcher showing how the case study 

findings bear upon theory or theoretical construct. Second, the theory is applied to implicate 

situations in which similar events might occur. Such a case study expands and generalizes 

theories (analytic generalization) without enumerating frequencies (statistical generalization) 

(Yin, 2009). 

Further, this study responds to calls of previous studies related to decentralization and good 

governance. The study has addressed the issue of whether decentralization is in a position to 

help the Ethiopian government achieve its health policy aspirations with respect to effective 

health service delivery under a decentralized health system. In doing so, the study contributes 

by demonstrating the influence of decentralization on good governance as realized in 

proportion to the power transferred under a scenario of delegated government power. 

Accordingly, the study fills, in part, the gaps in quantitative measurements regarding how 

decentralization operates in the health sector in the context of states under the federal setup. 

The study fills the gap in exploring whether public health institutions in metropolitan cities of 

developing countries are effectively functioning to enhance good governance at local 

government levels in terms of quality, efficiency, utilization and efficiency of health service 

delivery.  

  The link between decentralization and good governance is manifold, as the empirical 

findings and theoretical reflections in the preceding sections show. The study indicated that 

good governance has not succeeded in many instances in the health care system in the case of 

the Addis Ababa city administration. Its implementation does not match with the definitions 

of existing literature, and it is not as successful as the aspirations envisaged in the 

government policy and the constitution of the country as a result of the failure of the 

decentralized health system due to the challenges it has faced in its implementation (see 

section 9.4.5). 
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9.4 Reflections on the Major Findings of the Study in Relation to Extant 

Literature 

      9.4.1 The perception of the concept of decentralization by concerned health service 
authorities and health care providers 

 

Research question 1: What are the perceptions of the concerned health service authorities 

and health care providers about decentralization? 

The meaning of decentralization in the extant literature refers to the choice of various 

institutions having different areas over which they practice their jurisdiction, the functions 

they are delegated for and the way decision-makers who make up the institutions are 

recruited (Smith, 1997). According to Kauzya (2007), decentralization refers to either or both 

of the following:  

(i) Transferring the power of selecting political leadership and representatives from 

central governments to local governments and  

(ii) Transferring the power and authority for making socio-politico-economic decisions 

from central governments to local governments and communities. 

 Triangulation of responses of participants in this study indicates that respondents 

interviewed individually as well as in group discussions mainly perceived decentralization as 

a form of dispersion of power with the aim of making public health service better. They feel 

it has positively contributed to improving the accessibility of health service delivery to the 

community at large. Their responses imply that their experienced perception of the concept 

matches with the concept and definitions of mainstream literature on decentralization, with 

respect to bringing the service of government closer to the people. An exceptional 

understanding of the concept was indicated by one of the respondents, who explained 

decentralization as a system that caused weak performance in the exercise of administrative 

and financial powers. A closer look at this problem will be made in the subsequent sub-topic 

of this chapter.  

      9.4.2 Implementation of decision-making power in health centers 

Research question 2: What are the empirical realities in terms of implementing 

administrative, financial and political decentralization and public health service delivery in 

the Addis Ababa city administration? 
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                          9.4.2.1 Administrative decision-making power 

 

The health policy of the Transitional Government of Ethiopia (FDRE, 1993) describes the 

policy as the result of the commitment of the government to democracy and the rights and 

powers of the people that derive from it and to decentralization as the most appropriate 

system of government for the full exercise of these rights and powers in the pluralistic 

society. Article 50/4 of the federal constitution of the country provides that “…adequate 

power shall be granted to the lowest units of government to enable the People to participate 

directly in the administration of such units” (FDRE, 1994). In the existing literature, 

administrative decentralization is described as the transfer of responsibility for planning, 

financing and managing public functions from the central government to lower levels of 

government (Cohen & Peterson, 1997). 

  The study revealed that the level of administrative decentralization in health centers does 

not indicate the transfer of power from central government authorities to the lower level of 

governments as envisioned in the literature and in the federal arrangement set forth in the 

country’s constitution. The practice rather matches the definition of the concept of delegation 

of power given in the literature as a form of decentralization. This is described as a transfer of 

responsibility for decision-making and administration of public functions to semi-

autonomous organizations not wholly controlled by the central government, but ultimately 

accountable to it (Litvack, et al.1999). 

Thus, the findings in this study suggest that there is no variability of perception prevailing 

across districts regarding who has the real authority over administrative decision-making. 

This suggests that the system is highly formalized and uniform in its operation and that it 

does not allow considerable flexibility at the district level in exactly how organizational tasks 

are carried out. It depicts an absence of liberty for health centers at the local government level 

in independent decision-making on administrative matters, as a result of which poor 

performance in service delivery has surfaced due to informal recentralization of 

administrative decision-making power at higher levels of government. The capacity of health 

centers in administrative decision-making, which is limited to hiring and firing employees at 

their level, indicates that only limited administrative powers are exercised after 

decentralization in health centers. The study indicates that there is a strong discrepancy 

between the definitions of mainstream literature relating to the concept of devolution of 
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administrative power and its actual practice, and administrative decision-making power is not 

in full swing in health centers. Administrative decentralization takes a number of forms: de-

concentration of functions within the central bureaucracy, delegation of semi-autonomous or 

quasi-public corporations, devolution to local governments and the transfer of functions to 

nongovernment organizations (Cheema et al. 1983; Cohen and Peterson, 1997).  

Thus, the study shows that the practice of administrative decision-making power in the case 

of the health centers in the Addis Ababa city administration exists in the form of delegation 

of administrative power, which is identified in the literature as a weaker form of 

administrative decentralization (Rondinelli, 1990).    

                   9.4.2.2 Financial decision-making power 

 

Financial responsibility is described as a core component of decentralization (Litvack et al. 

1999). Decentralization implies allowing local bodies to have a larger budget or greater 

powers of revenue-raising and/or greater autonomy to expend the budget as they see fit 

without affecting the behavior of others by prescribing what they must, must not or may do. 

Besides, local governments and private organizations can carry out decentralized functions 

effectively only if they have adequate revenues, either raised locally or transferred from the 

central government, as well as the authority to make expenditure decisions. Local financial 

decision-making also allows public services to be customized to local preferences and 

situations, and it offers households a set of choices of local outputs. Simultaneously, it can 

promote healthy competition among local jurisdictions and provide efficiency in the public 

sector (Agrawal and Ribot, 2006; Oates, 2006). 

Nevertheless, the study implies that health centers are not in a position to freely exercise 

their legitimate administrative decision-making power in their constituent districts. It marks 

inconsistency of the practice with the existing literature on financial decentralization and with 

the meaning of Article 50/4 of the federal constitution of the country, which grants power to 

lower-level governments so that people can participate directly in its administration (FDRE, 

1994). 

 With respect to financial decentralization at the local government level, the findings 

indicate that independent decision-making powers of health centers are significantly 

hampered by higher-level authorities. Moreover, health centers are not in a position to enjoy 

financial decision-making power, in the sense of the power vested in the constitution of the 
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country and the health policy of the government. Evidently, regional authorities and sub-

cities have dominance over both budget and planning matters.  

Thus, the findings show that these realities on the ground are inconsistent with the concept 

of financial decentralization in the literature. The facts in the findings suggest that the 

financial decision-making dominance of higher-level administrative units, rather than of the 

district-level governments and health centers, negatively impacts the service delivery at local 

levels. Hence, financial decision-making power is not devolved, but rather it is apparently 

delegated to the district level. 

            9.4.2.3 Political decision-making power 

 

The study revealed that political decision-making power is reserved for individuals 

politically assigned by the ruling party, who are authorized to make political decisions with 

less transparency, thus leaving less room to the community to have a significant influence on 

the decision-making process. Political decentralization is described as the transfer of 

authority to a sub-national body, with the aim of giving “citizens or their elected 

representatives more power in public decision-making” (Hossain, 2005). “Political 

decentralization refers to attempts to devolve powers to democratically elected local 

governments. It is aimed at giving citizens or their elected representatives more power and 

autonomy in public decision-making” (Kundishora, 2009, p. 33). 

Political decentralization implies that the election of their representatives from the local 

electoral constituency enables citizens to identify their political representatives and allows 

elected officials to know better the needs and desires of their constituencies. The findings 

revealed that there is some progress in terms of exercising political power since 

decentralization. However, political decentralization is not fully operational, as the power of 

the community to decide on its socio-economic affairs is limited due to intervention by the 

central government. This has been evident in the fact that the majority of the political as well 

as administrative leadership and public service personnel are dominated and controlled by the 

ruling party, reflecting the suppressive and marginalizing behavior of the central government 

towards political dissidents across the country. In the literature, political decentralization is 

defined as the reallocation of political and legislative powers over a set of policy areas from 

the central government at the national level to directly elected sub-national assemblies 

(Rodden, 2006). 
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The situation on the ground however, depicts inefficiency of local governments to 

independently make decisions on political matters as a result of government interventions 

restricting the free exercise of political decision-making. The mechanism of the peoples’ 

participation, which does not involve the community at large but is narrowed down to 

representation through organizations known as forums, remains precarious to be considered 

as a real practice of political power by the people, as it may disregard the voices of the 

majority, who could influence political decision-making with dissenting ideas if they were 

involved. 

Advocates of political decentralization assume that decisions made with greater 

participation will be better informed and more relevant to diverse interests in society than 

those made only by national political authorities. “Political decentralization often requires 

constitutional and statutory reforms, creation of local political units and encouragement of 

effective public interest groups” (Kundishora, 2009, p. 33). Furthermore, “under political 

decentralization, it is argued that decentralization may give voters increased electoral control 

over incumbents” (Barankay, 2007, p. 22). Political decentralization refers to either or both of 

the following: “(i) transferring the power of selecting political leadership and representatives 

from central governments to local governments, and (ii) transferring the power and authority 

for making socio-politico-economic decisions from central governments to local governments 

and communities” (Kauzya, 2007, p. 4). Thus, the facts revealed in the study imply that 

political decision-making power remains inadequate, as it is in effect the power of the ruling 

party, which entertains ideas only when they are consistent with terms accepted by the ruling 

party. 

 To sum up, there is a good perception of decentralization by health service providers and 

health bureau officers. Exercises of administrative financial and political power in health 

centers which are crucial to carry out socio-economic functions are inadequate. In addition, 

the gross limitations on income-generating capacity contribute to the continued dependence 

of local governments on the higher-level governments. Moreover, a lack of independent 

revenue-collecting authority and restrictions on raising local revenue or imposing tariffs 

without the approval of the regional government have limited effective self-government at the 

woreda level.  

Thus, decentralization has not been effectively implemented as expected, because of serious 

challenges it has faced due to a lack of commitment by the government to genuine devolution 
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of power to local governments, which has been detrimental to enhancement of good 

governance.   

      9.4.3 Influence of decentralization on implementing good governance practices in 

health centers 

Research question 3: What are the empirical realities in terms of implementing good 

governance practices in public health service delivery in the Addis Ababa city 

administration?  

Research question 4: How does decentralization influence good governance?   

             9.4.3.1 Public participation 

 

The study’s findings with regard to public participation clearly illustrate that the community 

has limited opportunities to directly participate and express their opinions on health matters 

to the local government organs, as there is no mechanism that allows them to take part in 

participatory forums in their respective districts. Health matters are therefore virtually 

decided at higher and lower administrative offices, as there are no effective mechanisms 

through which opinions of the community can be entertained.  

The literature mentions that unfettered participation is key to good governance since it 

counterbalances dominant actors in society with checks and balances that expand the 

discursive space in which societal debates can unfold. In many instances, participation must 

be informed and organized through civil society actors, who can often leverage resources 

more successfully (Bevir, 2006, p. 360). 

 Governments at the woreda level have completely left public participation on the sideline 

of the decision-making process. They neither look for other feasible mechanisms that allow 

the communities to have their say on issues pertinent to their own health matters nor do they 

make use of existing forums effectively. Nevertheless, the findings also indicate that 

mechanisms of participation designed by government have provided the community better 

opportunities to have a say as compared with the previous era of centralization. 

In the majority of cases, structures such as Local Councils, Executive 

Committees, Local Government, Civil Service, etc., are established in the 

belief that as institutions controlled by the representatives of the people, and 

as institutions that are close to the people, they would suffice as instruments 

of participation. This is, however, only partly true. Such structures are 

supposed to represent what is known as vertical decentralization (i.e. the 
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transfer of power, authority, functions, responsibilities and resources from 

central government to local government). They promote participation by 

representation but not through direct participation. Here lies the major 

problem. There are instances where the same structures that are established 

through decentralization to promote democratic participation become 

instruments of elected local dictatorships. They become structures of highly 

centralized local governments or create “centralized decentralization” 

(United Nations Department of Economic and Social Affairs, 2005).  

This clearly explains that the experience of participation in decentralized 

governance in this case study has been undermined. 

The literature further states that making states accountable with respect to delivery of basic 

services requires a “voice” articulated on a collective basis by civil society through 

institutions enabled by the state (Mehrotra, 2006). All citizens, irrespective of sex, class or 

race, should be heard and allowed to participate in deliberations that affect them directly or 

indirectly. Democracy calls for participation of all citizens in various ways, ranging from 

voting to involvement in acts of civil disobedience (see Bevir, 2006). Citizens should be 

included in the decision-making process in participatory governance forums, which can 

reduce the discretion of a local government in choosing, for example, the location and quality 

of a new facility (Speer, 2012). 

Hence public participation is not exercised in consistency with the principles identified in 

the mainstream literature.  

    9.4.3.2 Accountability 

 

The findings reveal that accountability has notably grown since the decentralized system of 

health governance has been introduced in the respective woredas. The system has therefore 

positively influenced the enhancement of accountability of service deliverers for ineffective 

performance. When compared to the earlier centralized system of health governance, 

decentralization as a system of health governance has positively contributed to the prevalence 

of accountability, which is an important component of good governance. 

The meaning of accountability is not limited to its literal meaning as answerability and 

responsibility. It has a deep conceptual meaning that traces its roots to fundamental 

democratic values linked to social justice and moral ideals that oblige elected officials and 

public administrators to respect publicly valued goals and to satisfy the legitimate 
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expectations of the people. It is widely believed that decentralization brings government 

decisions closer to citizens, as a result of which public sector accountability and therefore 

effectiveness increase (Arun & Jesse, 1999). 

 In the case of Ethiopia, the system of assessing performances of health providers in health 

centers uses as an instrument known as evaluation, or Gimgema in the local language, for 

ensuring accountability. In this process, each department of health centers is evaluated by the 

responsible leader of the team, who reports its evaluation results to its immediate senior 

leader as established in a hierarchical order of the health center administration. In that way, 

responsible workers will be held accountable for their performance. There are also formal 

institutional setups in health centers that involve organs like discipline committees and case 

teams, which have the power to take measures against wrongdoers. The practice of holding 

health workers accountable is conducted in line with the rules and codes of ethics established 

in the health centers, which provide standards of health service performance. 

The study reveals that there are mechanisms through which the working staff is evaluated, 

and inefficient workers can get support from the concerned staff, so that they improve their 

efficiency. Accountability of health workers has improved compared to the era of centralized 

health service. Accountability of service providers is pursued in an organized and systematic 

manner, in which customers can easily complain about any unlawful acts committed by 

service providers. Accordingly, customers are now aware, and they are accustomed to 

claiming their rights and holding health service providers accountable for their performances. 

This has been asserted as a practice that encourages accountability. There are some instances 

where workers have been held accountable for committing criminal offenses. There are, 

however, some gaps in the practice of customers, in that they have less knowledge of 

mechanisms to use them when they encounter service deliverers who commit acts that 

undermine the interests of customers.  

Besides, the problems related to providing and maintaining public services and 

infrastructure have caused increasing calls for decentralization and privatization, and a 

number of governments are now engaged in decentralizing responsibilities for service and 

infrastructure provision, financing and management (Rondinelli, 1983).  

The purpose of decentralization is not only to bring government closer to the people; when 

it is properly implemented, it can also serve as insurance for political commitment and 

accountability (Saleh, 2003). Romzek and Dubnick (1987) stated that the literal meaning of 
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accountability is answerability and responsibility. As a concept, accountability has a 

historical meaning that reflects democratic values, social justice and moral ideals. 

 In relation to the significance of accountability in decentralization, Saito (2001, p. 11) 

argues that accountability can be used as a tool for effective quality control for better public 

service delivery if both rewards and sanctions are used to establish an adequate standard of 

performance and to improve motivations of personnel. Saito further asserts that rewards and 

sanctions can be both monetary as well as non-monetary if accountability has financial and 

political aspects, reiterating that it is essential to identify performers and non-performers. It is 

also crucial to examine on what basis performance can be judged. However, the effects can 

only be realized if freedom of speech and the press are put into practice, enabling more 

informed judgment to be reached (Saito, 2001).  

In addition, downward accountability is described as a key element of state legitimacy, as 

long as there is vertical separation of power between elements of the state and institutional 

arrangements have been put in place at the local levels to separate power among the 

executive, legislative and judicial bodies (Edwards, et al., 2015). The way accountability 

operates in decentralization is that if we hold people accountable for their performance, their 

performance will improve. If the process of governing is open and transparent, government 

will be more accountable. If citizens are meaningfully involved in setting issues related to 

decision-making on public goals and objectives, standards of performance will be more 

significant (Kathe, 2007). 

Thus, the practice has partially demonstrated that it corresponds to the theoretical 

assumption of the study that decentralization has considerably influenced an important aspect 

of good governance with respect to accountability. The study has also revealed that fully 

fledged accountability practices would have been a more effective instrument for making 

government work in the interest of the people. This gap has been attributed to the lack of 

awareness of citizens as to how to assert their rights in case of bad administrative practices by 

health service deliverers. 

            9.4.3.3 Transparency 

 

The study revealed that transparency is deemed to have been improved under 

decentralization as an important factor in ensuring good governance and contributing to the 

strengthening of accountability, rule of law and responsiveness. Transparency can serve as an 

instrument to regulate activities of the state by allowing citizens to closely monitor 
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government and service providers’ operations. It also helps to make government officials 

accountable for their acts and encourages responsible and ethical behavior. Transparency in 

the health centers is shown in the practice of complaint handling systems in health centers 

and the health extension program, through which customers can state their opinions and 

obtain responses to their inquiries. The findings imply that there has been improvement and 

progress with respect to transparent governance and service delivery compared to the 

situation in the previous period of centralized system. The community has better access to the 

service deliverers, as the system has provided relatively better mechanisms contributing to 

transparency, like complaint handling mechanisms. 

The notion of transparency has yielded many varying definitions when examined from 

various perspectives. Transparency is generally defined as the open flow of information 

(Holzner & Holzner, 2006). In government operations transparency is widely regarded as an 

important precondition for good governance (Kopits & Craig, 1998). 

However, transparency of the local level government is not satisfactory because 

participation of the community is poor in the process of decision-making and in monitoring 

the state apparatus. Participation could also bring about more transparency if the community 

was aware enough to make use of the existing opportunities or put pressure on the authorities 

to provide ways of being more transparent to the people. 

  Transparency fosters trust between the government and the people, while secrecy yields 

distrust. Transparency makes government officials accountable and encourages responsible 

and ethical behavior (Pacek, 2011). It strengthens the democratic position of citizens vis-à-vis 

the administrative or political decision-making bodies. Significantly, the current face of 

transparency is not only a bonus to representativeness in governance but an additional 

increase in the power of citizens (Otenyo & Lind, 2004). 

Hence, poor participation of the community in decision-making has worsened the 

transparency of operations at the local level of governance.  

            9.4.3.4 Responsiveness 

 

Ethiopia’s health service has been described by respondents as poor in responsiveness due 

to a lack of sufficient health service providers in health centers as well as poor hospitality and 

discrimination between customers (see sec. 7.4.2). However, health centers are more 

responsive to customers than during the time of the centralized system of health service 

delivery. Responsiveness has relatively increased with the increase in the number of health 
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centers in the city. This has been attributed to the dispersion of health service customers to 

newly built health centers. Responsiveness has also been described as a phenomenon that 

could be improved through improvements in accessibility of health service. 

Participatory governance increases government responsiveness, improves public services 

and, in turn, contributes to well-being. It promotes the implementation of participatory 

governance mechanisms in developing countries and improves public service delivery by 

empowering citizens and deepening democracy (Speer, 2012). More specifically, 

responsiveness is increased in local governments through participatory governance (Speer, 

2012). 

The findings reveal that in contrast with the previous centralized health service delivery, 

responsiveness has relatively improved in the sense of providing better attention to 

customers’ needs, as a result of an increase in accessibility of health services. However, the 

problem of responsiveness has not been substantially and sustainably alleviated, as a result of 

which customers are not satisfied with the responsiveness of health services in health centers, 

mainly due to problems attributed to disproportion between the number of service personnel 

and customers and a scarcity of medical facilities and medicine. 

Responsiveness is assumed to increase with participatory governance. When government is 

responsive, it improves public services that are important to the well-being of citizens. 

Participatory governance promotes the implementation mechanisms in health governance and 

improves public service delivery when citizens are empowered to decide on their own affairs. 

Responsiveness is increased specifically in local governments through implementing 

participatory governance. 

However, the findings indicate that responsiveness has been inadequate in health centers, 

again as a result of poor participation of the community in decision-making processes.  

Thus the introduction of decentralization has not been a remedy by itself for problems 

related to responsiveness. Responsive health service has not been ensured as a result of 

establishing decentralized health governance, as important inputs required to improve the 

quality of health service delivery have not been provided. 

            9.4.3.5 Rule of law 

 

The findings in this study reveal that respect for law is affected by some orders that flow 

from higher government and party officials in the name of directives in contravention of 
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legislations. This has greatly disregarded the rule of law, in the sense that rule of law 

presupposes respect and implementation of laws by everyone, including government officials. 

Rule of law is an important element of good governance that makes it possible for people to 

predict the consequences of their actions and hence to plan their lives, which in turn enables 

individual autonomy. Rule of law is an important instrument of ensuring good governance, as 

it avoids arbitrary power and establishes an accountable and principled government. Rightly 

constituted laws should be the final sovereign; and personal rule, whether it is exercised by a 

single person or a body of persons, should be sovereign only in those matters on which law is 

unable, owing to the difficulty of framing general rules for all contingencies, to make an 

exact pronouncement (Barker, 1946, p. 127).  

The findings also reveal that the concept of rule of law is understood in its meaning as 

commands that cannot be violated even by the law-making and law enforcement bodies. 

However, there are scenarios where the laws have been violated by unauthorized directives 

that undermine the enhancement of good governance in the context of health service in 

Ethiopia. 

Good governance in health service delivery is reliably ensured if laws are respected as 

sovereign in decision-making. Rule of law is described to be evident when evaluated vis-à-vis 

the existence of laws and rules by which governments operate without any illegitimate 

interventions by government authorities. The study has additionally revealed that problems 

related to illegitimate interventions in decision-making processes affect the prevalence of rule 

of law. 

Hence, in practice, rule of law has been inadequate as a result of disregard for the principles 

of rule of law. This practice does not match with the meaning of rule of law in the sense of 

the existing literature that presupposes respect and implementation of laws by everyone, 

including government officials.       

9.4.4 In view of the experience of influence of good governance on service delivery 

Research question 5: How does good governance influence service delivery?           

9.4.4.1 Effectiveness 

 

Availability in terms of increased number of health centers has significantly improved the 

physical (i.e., geographical) accessibility of health centers by allowing the community to 

reach the sites in shorter time (see Table 2.1). The findings in this section revealed that, 

according to interviewees, effectiveness of health service delivery has been relatively 
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improved in comparison with the previous centralized system, by way of having increased the 

number of health centers, as a result of which customers are able to save time in obtaining 

service. The problem is that the objectives of decentralization as enshrined in the government 

policy have not effectively materialized. This has resulted in customers’ dissatisfaction in 

relation to several issues of quality and efficient health services in the health centers, which 

are mainly reflected in the scarcity of service personnel, medical facilities and medicine.  

Effectiveness is the degree to which objectives are achieved and the extent to which 

targeted problems are solved. In contrast to efficiency, effectiveness is determined without 

reference to costs, and whereas efficiency means "doing the thing right," effectiveness means 

"doing the right thing" (Business Dictionary, 2010). Moreover, Cohen and Eimicke (1996) 

mention that effective governance is complex and multidimensional, and certain 

characteristics of effective governance are elements of effective organizations. Organizational 

effectiveness is related to managerial effectiveness, and public organizations are only as 

effective as the people who manage and lead them (Kathe, 2007, p. 214).  

  The effectiveness of health service delivery, however, remains precarious, as problems of 

effectiveness related to the quality and efficiency of health service to the community have not 

been addressed sufficiently. The prevailing scarcity of equipment and skilled manpower in 

the health centers poses major challenges that hinder effective health service in health 

centers. Failures in the utilization of resources available in the health centers, arising out of 

the unawareness of customers, are also described as one of the challenges that contribute to 

ineffectiveness. 

The findings show that effective health service cannot be achieved simply as a result of 

establishing decentralized health governance. Ensuring availability of essential inputs is also 

an important requirement for effective health service delivery. 

Thus, there is considerable discrepancy between the aspirations of the health policy of the 

government and the facts on the ground, which in some aspects are far from achieving the 

objective of the policy in terms of effectiveness.  

            9.4.4.2 Accessibility 

 

Access to health service delivery in the context of health centers in Addis Ababa city is 

clearly much improved in terms of the pervasiveness of health centers as well as resource 

supplies. Customers are now benefiting from services in health centers like family planning, 

health education and timely service, which used to be provided only in hospitals in the early 
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days. Health centers play a vital role in making quick responses more accessible to 

emergency patients. 

The findings revealed that accessibility of health service delivery at health centers has 

significantly improved since the system of decentralized health governance was put in place 

in the respective woredas. When compared to the earlier centralized system of health 

governance, decentralization as a system of health governance has positively contributed to 

the growth of accessibility in terms of improving the physical accessibility of health centers. 

Decentralization has therefore influenced the growth of accessibility of service delivery 

despite unsatisfactory performance with respect to shortcomings related to the quality of 

service delivery. 

Access has been taken as synonymous with the availability of financial and health system 

resources in an area (Aday & Andersen, 1974). Access may also mean that services are 

available whenever and wherever the patient needs them and that the point of entry to the 

system is well-defined (Bodenheimer, 1970). 

The extent to which a population “gains access” also depends on financial, 

organizational and social or cultural barriers that limit the utilization of 

services. Thus access measured in terms of utilization is dependent on the 

affordability, physical accessibility and acceptability of services and not 

merely adequacy of supply (Gulliford et al., 2002). 

 There is discrepancy in ensuring customers’ satisfaction. Access to health service would 

have been more successful if other factors like equipment and medicine were sufficiently 

provided, which is not the case in Addis Ababa at present. Generally, it has been 

demonstrated that the practice in relation to accessibility corresponds to the theoretical 

assumption of the study and existing literature that decentralization has positively influenced 

good governance considerably with respect to physical accessibility. However, the study has 

also revealed that accessibility has not been evenly achieved in practice, as a result of a lack 

of many other manifestations of accessibility, like availability of equipment, affordable 

medicine and infrastructure in health centers.  

            9.4.4.3 Efficiency 

 

  Availability of medicine in health centers is attributed to be an important factor in ensuring 

the efficiency of health service. According to interviewees, the situation in health centers in 

relation to availability of medicine has been one of the major challenges of ensuring the 



Chapter IX: Conclusion and Discussion 

142 
 

quality of health service delivery at the health center level in the Addis Ababa city 

administration. Providing medicine for health service customers remains the most serious 

challenge in ensuring good governance and quality health service delivery, to the extent that 

timely and efficient health service delivery sometimes becomes impossible in health centers 

as a result of a scarcity of medicine, exposing customers to great risks in terms of their life 

and money. According to several respondents, the dependence of health centers on a sole 

supplier of medicine has also become a source of the problem in obtaining high quality 

medicine, as the sole supplier provides them with low quality medicine. The inefficiency of 

this government agency to supply the required medicine is described as a major challenge 

from which customers suffer considerably (see section 8.4.1 and Appendix 4). 

A key issue that arises in efficiency is outputs, particularly in quality health services (e.g., 

availability of drugs, skilled manpower, infrastructure and incentives) and health outcomes 

(e.g., preventable deaths, functional status and clinical outcomes such as morbidity rates). 

Incentives contribute a lot to achieving quality service delivery. Understanding how to 

motivate employees to enhance their individual performance and ultimately the overall 

performance of the organization is essential (Rainey, 2009).  

  The government policy of the transitional government of Ethiopia (FDRE, 1993) describes 

increasing efficiency as the primary objective of the political, administrative and economic 

decentralization policy, which aims to increase local participation in order to strengthen 

ownership in the planning and management of government services, to improve efficiency in 

resource allocation and to improve the accountability of government and public service to the 

population. 

 Regarding availability of skilled manpower, health equipment and incentives, the findings 

reveal that the scarcity of skilled manpower, health equipment and incentives in health 

centers has posed significant challenges in health service. This inadequacy is one of the 

factors that made the service fall short of the required objectives of decentralization in terms 

of providing quality health serve delivery as envisaged in the government policy, which has 

also resulted in customers’ dissatisfaction. This gap in health equipment, like other 

components of good governance, is a result of a lack of decision-making powers by the health 

center, attributed to insufficient commitment of the central government to devolve power and 

foster the capacities of local institutions. Therefore, one can understand that the system of 

decentralized health service has not been optimally exploited to avoid challenges related to 

lack of medicine, medical equipment and skilled manpower in health centers, and this has 
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adverse implications on the ongoing ambitions of the government for good governance and 

quality health service delivery. Once again, the findings indicate that efficiency cannot be 

ensured by the mere existence of the system of decentralized health service, but by 

guaranteeing adequate autonomy for health centers to exercise their administrative and 

financial powers depending on their specific needs. The realities on the ground indicate that 

ensuring availability of efficient health services under the decentralization of health care has 

faced considerable challenges similarly to all the components of efficiency discussed in the 

preceding parts of this section, which have not been fully addressed in line with the 

objectives of the system stated in the government policy. 

Hence, availability of infrastructure and safety in health centers is a pressing challenge in 

health service and has been one of the factors that makes the service poorer and causes 

difficulties in ensuring the required objectives of decentralization as envisaged in the 

government policy. The deterioration of standard quality infrastructure in general and the 

sub-standard environment in health centers has also resulted in customers’ dissatisfaction in 

terms of the quality and efficiency of health services in health centers. The major cause of 

incapacity to alleviate or avoid the gap in health infrastructure has, in the same way as the 

other indicators of good governance, resulted from unavailability of decision-making powers 

for the health centers. For instance, problems related to cleanliness persist due to the 

administrative and financial incapacity of the health centers. Similarly, one can understand 

that decentralized health service delivery cannot be a sole remedy to avoid problems relating 

to infrastructure in health centers and ensure good governance and quality health service 

delivery. The findings show that availability of infrastructure has basically been improved in 

contrast to the period of decentralization. However, the existence of complete autonomy on 

the part of health centers to exercise their administrative and financial powers depending on 

their specific needs would raise the quality of health service delivery much more. The 

realities on the ground indicate that decentralization of health service delivery in terms of 

availability of infrastructure in health centers has not been operating at the anticipated level 

and thus is not effectively addressing the objectives of the system set out to achieve the goals 

stated in the government policy.  

      9.4.5 Constraints of good governance and health service delivery 

 

Research question 6: What are the possible context-driven constraints and opportunities that 

affect good governance and health service delivery under decentralized governance?  
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The general hypothesis of the study is that successful decentralization promotes good 

governance. The higher the level of commitment of the central government to support local 

governments, the better the outcome in good governance will be. The higher the level of 

decentralization (devolution), the more successful good governance will be. In this context, 

decentralization has been proclaimed as a major political program in Ethiopia.  

Thus, this study shows that the decentralization program has faced challenges due to: 

1. lack of commitment of the central government to devolve power to local 

governments,  

2. low level of autonomy of local governments and 

3. scarcity of financial and human resources 

Empirical results on experiences of decentralization in this case study show that several 

fundamental issues of good governance have been improved since the establishment of the 

system of decentralized health service delivery. This indicates that decentralization has 

clearly influenced good governance in the cases where this study has been conducted and 

where health centers have effectively exercised their power to make decisions on health 

matters in their constituent woredas. Furthermore, this case study has demonstrated that the 

decentralized system has the potential to provide the community with prospects to make use 

of their rights by making health providers accountable and responsive.  

This case study has also revealed that decentralization cannot be wholly realized and be able 

to alleviate the challenges to good governance, unless the central government is committed to 

supporting the devolution of power to lower-level government units and their institutions. 

The case of the selected woredas in the study demonstrates that there are still significant gaps 

in ensuring good governance in health governance as a result of little or no commitment of 

the central government to devolve power to local governments, which in turn leads to a 

chronic scarcity of financial and skilled human resources.  

The findings in this study indicate that good governance could succeed and be a reality with 

the existence of genuine devolution of power and a commitment of the central government to 

devolve power downwards and to make decentralization fully operational in local 

governments and their institutions. Furthermore, it has become apparent that devolution of 

power to health centers would enable them to provide themselves with financial and human 

resources. 



Chapter IX: Conclusion and Discussion 

145 
 

The findings also revealed that the political commitment of the government is not strong 

enough to bring about the desired result of empowering the people at the grassroots level to 

independently decide on their own matters. However, the study has indicated that the success 

of good governance hinges upon the success of decentralization. Moreover, the study shows 

that good governance could succeed proportionate to the prevalence of government 

commitment to devolve power instead of delegating power to lower-level governments. The 

study further reveals that decentralization positively influences good governance and service 

delivery, as some aspects of good governance and service delivery examined in this study 

have improved under decentralization in spite of a limited commitment (delegation) of central 

government power to its lower tiers.  

The central government assumes that the people are represented by local councils and the 

so-called public forums established by the government, which are dominated by elites 

assigned by the ruling party. These institutions, however, are working as instruments for 

implementing the interests of the ruling party units established at various hierarchical stages 

in the federal state. Similarly, the government’s units that are established hierarchically at 

various levels are functioning as instruments of elites of the ruling party, operating as 

superior bodies to local government units, imposing their will on them through bureaucratic 

channels and consequently depriving the community at local levels from exercising their 

assumed powers through direct representation. This fact indicates that the central government 

has implemented decentralization only half-heartedly. 

There is discrepancy between the concept of devolution of administrative power in theory 

and in the empirical findings in this study. The study revealed that the practice of 

administrative, political and financial decision-making powers is not adequately exercised 

within the capacity of local governments and health centers. 

9.4.6 In view of empirical relations between decentralization (system values), good 
governance (institutional dimension) and service delivery (instrumental 
dimension) 

 

Main research question: What is the relation between decentralization, good governance and 

the quality of health service delivery in the theory and practice of the decentralized health 

care system?  

The hypothetical assumption of this case study is that there is a strong relationship between 

decentralization, good governance and service delivery. The assumptions are that 

decentralization leads to more local administrative, fiscal/financial and political decision-
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making power, which in turn may lead to good governance. These assumptions are obviously 

appealing. If we allow the community to participate in deciding on their own affairs with 

liberty, they will have the opportunity to hold their elected representatives and people 

providing service accountable for their performance. This will in turn compel health service 

providers to improve their performance. If the governance, mainly the decision-making 

process, is open and transparent, the government will be more responsive and accountable. 

This suggests that decentralization enhances good governance and ensures the quality of 

service delivery if it is effectively put in place.  

This case study assumed that there is a strong relationship between devolution of power to 

lower levels (the genuine form of decentralization) and good governance. The facts of this 

case study also suggest that good governance has improved in practice since decentralization 

was launched in the Addis Ababa city administration. However, some elements of good 

governance have not been ensured due to a lack of government commitment to genuine 

decentralization. This is proved in the case study where, for instance, health centers face 

difficulties in handling administrative and financial matters pertaining to fulfilling their needs 

to improve health service delivery. That suggests that if the health institutions at the 

grassroots level could exercise their decision-making powers at liberty and without any 

illegitimate intervention of the central government in the decision-making process of health 

centers, they would be in a position to realize the objectives and purpose of decentralization. 

The findings in this case study demonstrate that the prevalence of good governance and 

quality service delivery hinges on the existence of a system of decentralization that 

guarantees adequate autonomy of health centers to exercise their administrative and financial 

powers depending on their specific needs.  

  The empirical findings in this case study reveal that health service delivery has in some 

aspects been improved in terms of accountability, physical accessibility, transparency and 

effectiveness since decentralized health governance was introduced, despite a great number 

of hurdles resulting from low government commitment in its practice. This suggests that 

decentralization can enhance good governance and ensure quality of service delivery if it is 

effectively put in place.   

Thus the study indicated that decentralization could potentially be instrumental to bringing 

about good governance, specifically by leading to increased public participation, popular 

decision-making power at the local level and greater accountability, leading in turn to better 

quality of health service delivery. It is demonstrated, however, in the context of this case 
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study, that decentralization has been constrained by the lack of government commitment to 

realize devolution of powers (political, administrative and financial), consequently 

compromising the quality of health service delivery. 

The following tables show evaluations of achievements of decentralization and good 

governance on the basis of the checklist of the elements of decentralization and good 

governance adopted in this study and the relevant research questions. The table illustrates a 

summary of the findings in the study by indicating the achievements made in health centers 

after the decentralization of health service, in light of the corresponding elements of good 

governance and quality health service delivery. 

 

Case-ordered descriptive meta-matrix 

Summary of findings in light of the research questions/checklist matrix 

 

     
 
Manifestations and norms of good  governance 

 
 
 
 

 
 

 
 
Assessments 

 
 
Determinant 
inputs assumed as 
driving forces of 
successful 
decentralization 

 
 

 
 

 
 
Assessments 

 
 
 
 
Forms of  
decentralization 
(System values) 

 
 
 

 
 
 
Assessments 

 
 

Good 
governance  
practices 
(Institutional 
values) 

 
 

 
 
 

 
Assessments 

Good 
governance 
practice    
 (Service 
delivery) 
(Instrumental 
values) 

 
1. Commitment of 
central government 

 
 

*Unsatisfactory  

 
1. Administrative 
decision-making  

power 

 
Limited due 
to less govt. 
commitment 

 
 

1. Participation 

 
 
Poor 

 
 
 

1.Effectiveness 

 
 
Good 

 
 

2.Level of 

autonomy 

 
 

 
 

*Unsatisfactory  

 
 
2. Financial 
decision-making 
power 

 
 
Limited due 
to less govt. 
commitment 

 
 
 
2.Accountability 

 
 
 
 
Good 

 
 
 

 
2. Efficiency 

 
 
 
Good 

 
 
3.Availability of 
financial and human 
resources 

 
 

 
 

*Unsatisfactory  

 
 
 3.Political     
decision-making 
power 

 
 

Limited due 
to less govt. 
commitment 

 
 
3. Transparency 

 
 
Good 

 
 
3. Accessibility 

 
 
Very good 

     
 
4.Responsiveness  

 
 
Good 

 
 
4. Incentives 

 
 

Poor 

 
5. Rule of law 

 
Unsatisfactory 

  

 

Empirical realities of implementing administrative, financial and political decentralization in public 

health service delivery in the Addis Ababa city administration are shown in the above table.  
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Perception and implementation 

of decentralization 

 

 

Extent of  

availability 

 

 

 

                         Summary of outcomes  

 

 

 

Perception of administrative 

decentralization 

 

 

 

*Strong 

 

Decentralization is perceived as:  

 A form of dispersion of power with the aim of making 

public health service better and 

  Positively contributing to improving accessibility of health 

service delivery to the community at large. 

 

 

 

 

 

 

Administrative decentralization 

 

 

 

 

 

 

*Inadequate 

 

The practice of administrative decentralization matches only  the 

concept of delegation of power as defined in the literature, which 

describes it as a form of decentralization: 

 “transfer of responsibility for decision-making and 

administration of public functions to semi-autonomous 

organizations not wholly controlled by the central 

government, but ultimately accountable to it” (Litvack, et 

al., 1999). The practice shows that it does not match the 

concept of “devolution.” 

 

 

 

 

 

Financial decentralization 

 

 

 

 

 

*Inadequate 

Financial decision-making power is not as well devolved; rather, it 

is delegated to district-level authorities in this respect. Health center 

authorities do not enjoy adequate autonomy: 

 to carry out socio-economic functions  

  to generate income and 

 to implement independent taxation. 

 

 

Political decentralization 

 

 

*Inadequate 

 

Some progress in terms of exercising political power after 

decentralization. Political decentralization is not, however, fully 

operational. 
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Norms of good 

governance 

 

Extent of 

availability* 

 

Summary of outcomes* 

 

 

Public participation in 

decision-making process 

 

 

 

 

Inadequate 

 

Limited opportunities to directly participate and express their 

opinions on health matters to the local government organs, as there 

is no mechanism that allows them to take part in participatory 

forums in their respective districts. 

 

 

Transparency 

 

 

Strong 

Improvements and progress with respect to transparent 

governance and service delivery, as compared to the situation under 

the previous period of a centralized system. 

 

 

 

 Accountability 

 

 

 

Strong 

 

Notably improved since the decentralized system of health 

governance has been introduced in the respective woredas. 

Decentralization has positively influenced the enhancement of 

accountability of service deliverers for ineffective performance. 

 

 Responsiveness 

 

Inadequate 

 

Relatively improved with the increase in the number of health 

centers in the city, as compared to the centralized system of health 

service delivery. 

 

 

 

 

Rule of law 

 

 

 

 

Inadequate 

 

There are some mechanisms through which activities of 

government authorities are regulated. There are, however, scenarios 

where the laws have been violated by unauthorized directives that 

undermine the enhancement of good governance in the context of 

health service in Ethiopia. 
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Table 9.1 Summary of findings in light of the research questions and checklist matrix.  

*Researcher’s assessment mostly pooled from interview data and observations. 

 

 

 

 

Norms of quality and 

efficiency of health service 

delivery 

 

 

Extent of 

availability* 

 

 

 

Summary of outcomes* 

 

 

 

Accessibility 

 

 

 

Very strong 

  Significantly improved since the system of decentralized health 

governance has been put in place in the respective woredas. 

Decentralization has positively influenced accessibility of service 

delivery despite unsatisfactory performance with respect to 

shortcomings related to quality service delivery. 

 

 

Effectiveness 

 

 

Inadequate 

  Relatively improved in comparison to the previous centralized 

system, by way of having an increased number of health centers, as 

a result of which customers have been able to save time in 

obtaining health service. 

 

 
Efficiency in delivering health 

service 

 

 

Weak 

 

  Efficiency in terms of availability of medicine in health centers 

has not been ensured as stated as one of the objectives of 

decentralization envisaged in the government policy. Customers are 

not in a position to benefit from the health service.  

 

 

Efficiency in utilizing resources 

 

 
Weak 
 

 

  Customers cannot afford to buy medicine from private pharmacies 

outside health centers or pay for medical examinations in cases 

where medicine and examination equipment are not available. 

 

Availability of medicine 

 

Inadequate 

  There is a scarcity of medicine, as the power of decision-making 

to provide sufficient medicine is limited in health centers. 

 
 

Availability of equipment 

 

Inadequate 

  Existing health equipment is generally in good condition. 

However, the availability of health equipment is unsatisfactory as a 

result of the ineffective administrative and financial powers of the 

health centers. 

Availability of skilled manpower   Inadequate    Skilled manpower is scarce and has not been sufficiently ensured. 

 
 

 

 

Availability of infrastructure 

 

 

 

Inadequate 

   Has basically been improved in contrast to the period of 

centralization. Deterioration of standard quality infrastructure in 

general and a sub-standard environment in health centers has 

resulted in customers’ dissatisfaction in terms of quality and 

efficiency of health services in health centers. 

 

Availability of incentives 

Inadequate    Attempts by the government to attract health workers have little 

effect on retention of workers. 
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9.5 Implication of Findings for Government Policies 
 

The findings of this case study have clearly indicated that the aspirations of the Ethiopian 

government policy to achieve the goals and objectives stated in the health sector development 

programs and health policies of the government in order to ensure good governance have 

been partly hindered. The decentralized health governance program has basically contributed 

to the realization of good governance and quality health service delivery. It has not, however, 

been effective enough to bring about enhanced good governance and quality service delivery, 

mainly as a result of weak government commitment to devolve power to the local 

governments and health institutions. Hence, this fact implies that it is imperative and 

appealing that the government should reconsider the mechanisms for implementing its 

policies and work towards viable alternatives. It can resolve the constraints to 

decentralization mainly by devolving power to the lowest-level government units (woredas) 

and health centers, avoiding demagogy of the ruling EPRDF party and giving up 

neopatrimonial and clientele approaches within Ethiopian decentralization, for example (see 

section 5.5), in order to achieve the goals of decentralization through capacitating woredas 

and health centers to decide on their own health affairs.  

    9.5.1 Critical recommendations for government 
 

The decentralization program in Ethiopia was launched with a view towards allowing the 

people to exercise autonomy through devolving power to them at the grassroots-level 

administrative units of government. The centerpiece of this program is the country’s newest 

constitution (FDRE, 1994), which claims to solve long-term political questions concerning 

power-sharing, ethnicity and human rights by restructuring the country into broadly 

decentralized ethnic-based units. Each national regional state is empowered to formulate and 

implement its own policies by further devolving power to district (woreda) and local (kebele) 

government levels (Adem, 2004). The smallest units of government are entitled to enjoy 

adequate power so that the people will be able to participate in administrative decisions of 

their affairs, as stipulated in the constitution of FDRE (FDRE, 1995).  

  Such prospects could increase if both sides had fewer discrepancies in their access to 

evaluative mechanisms. The people at the grassroots level should be the ultimate evaluators 

of efficient and effective service delivery in any democratic system. But they obviously do 

not have meaningful access to effective evaluation mechanisms and must merely accept the 
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decisions of their leaders. Elections are important instruments to reward or punish 

government, but they are not effective enough to establish fair and reciprocal accountability 

against those in power.  

  It is not encouraging that in Ethiopia associations are not established in such a way that 

enables them to create reciprocal relationships with the government based on accountability. 

Youth, women’s and community forums that are organized under the party structure of the 

EPRDF do not appear to be effective social movements for voicing the concerns of the 

majority of the community in their constituencies in order to influence national and local 

policies. Hence, these associations do not guarantee mutually reinforcing accountability 

relationships.  

  Incompetence undermines the legitimacy of the regime in power, and this can be avoided 

by the decentralization of essential powers to some meaningful degree. However, the 

direction in which the current decentralization is heading may negate the original purpose of 

decentralization, consolidating the position of power instead of improving the efficacy of the 

DLDP. This can be avoided by granting more political and administrative autonomy to local 

governments with enhanced support, supervision and coordination by the central government. 

This is a more consistent approach both politically and administratively. 

These considerations also have critical implications for the current polity, as the regional 

government bases its political support on people in urban areas who favor the local 

governments. If the local government becomes frustrated by becoming a mere administrating 

agent of centrally determined programs and activities, this frustration could pose a significant 

threat to the polity itself, putting its legitimacy in question. It seems that the top political 

leadership has neglected this potential danger, which has the potential to undermine its own 

grip on power.  

  “The principal institutional means for organizing the expansion of political participation 

are political parties and the party system” (Samuel, 1968, p. 398). The most prevalent 

political development after the introduction of federalism in Ethiopia is the consolidation of 

centralized party rule along with the formalization of a federal system, a development which 

implies an apparent paradox (Aalen, 2002). 

   According to fundamental federal theory, centralized party rule and genuine federalism 

are incompatible because the presence of an all-powerful party inevitably centralizes power 

and undermines regional autonomy (Duchacek, 1987, p. 330; Elazar, 1987, p. 178). The 

realities on the ground based on this case study, however, do not appear consistent with the 
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legal framework and policy of the government on accountability in decentralized service 

delivery in local governments in the Addis Ababa city administration. In addition, what needs 

to be considered is that lower levels of government and ordinary people at the grassroots 

level in Ethiopia do not have any tools to reward or sanction political and administrative 

leadership. Accountability can be more easily ensured when those who account and those 

who are accounted for can have more reciprocal relationships.  

  As we discussed in the previous chapters, the success of the decentralized system mainly 

hinges on the existence of three essential factors. The first and most decisive one is the 

commitment of central government, which has been indicated in the findings to be a missing 

link in the process of bringing successful health decentralization in Ethiopia. Thus, realization 

of the decentralized health system remains in the hands of the government and depends on its 

good will to implement the constitutionally guaranteed entitlements of local governments and 

their institutions.  

  The study revealed that the government is not determined to devolve all forms of state 

powers to local governments and their institutions and allow them to exercise their legitimate 

rights, which would enable them to enjoy the benefits of decentralization. Instead, it is 

delegating power to them and using them only as instruments for implementing party and 

government policies and directives.  

 The exercise of political administrative and financial decision-making at the level of local 

governments and their health institutions has led to the impunity of the decentralized health 

system, without which the success of good governance and quality health service cannot be 

realized. 

  Hence, the government must boldly commit itself to realizing decentralization by allowing 

local governments and their institutions to exercise their constitutionally guaranteed 

legitimate rights, in particular by allowing them to freely exercise their administrative, 

financial and political decision-making powers in their respective constituencies. Moreover, it 

should abolish legal frameworks that make local governments dependent on higher 

government authorities.   

 Further, the government should eliminate the tradition of maintaining clientele relations 

among its members and the business community, which have been used as the hatching 

grounds of rent-seeking behaviors of its cadres. It should instead allow public participation to 

expose and regulate their activities. To this end, it should facilitate ways and encourage lower 

governments to independently use their resources – for example, by allowing health centers 
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to utilize their internally generated incomes for their needs. In addition, facilitating conditions 

and forums that allow participation of communities in decision-making processes is essential 

for the empowerment of the community to exercise their legitimate rights to decide on their 

own matters, instead of organizing symbolic representation through politically motivated and 

party-affiliated associations.   

To this end, facilitating an environment in which health centers can make independent 

decisions on administrative and financial matters is fundamental for efficient and effective 

health service delivery in line with the district-level decentralization program (DLDP) in 

Ethiopia.  

9.6 Implications for Future Research 
 
The influence of decentralization on good governance has been addressed in this study. 

However, the study focused on the relations between the two phenomena in the context of 

health governance in Ethiopia. I believe that it could be a great contribution to the subject 

matter of decentralization and good governance if further studies are conducted to examine 

and demonstrate the general application of the concepts in theory and practice in international 

as well as national contexts. Hence, perhaps this study could inspire other researchers to 

explore the field in relation to other socio-economic dimensions of different sociopolitical 

phenomena as well. 

Unlike quantitative studies, which enumerate frequencies for statistical generalization, this 

case study expands and generalizes theories by way of analytical generalization (Yin, 2009).  

The analytical generalization made in this study is relevant for other similar case studies. 

This study contributes by way of describing the relationship between the empirical findings 

and the existing literature on decentralized health governance in Ethiopia in particular. 

However, the conceptual claim that is made in the study shows how the case study findings 

bear upon the theory or theoretical construct. Hence, this case study implies that the 

conceptual construct used in this case study can be relevant for conducting further studies 

related to decentralization in different contexts given that the findings of every study vary 

depending on the specific context of the cases.  
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APPENDICES 

 

Appendix 1: Interview Guide 

 

 Interview questions used for health officers and service providers 

 

1. Understanding decentralization 

A. How would you explain decentralized health service delivery in general? 

            1.1 Administrative decision-making power 

A. How would you describe your experience in making administrative decisions? 

1.2 Financial decision-making power 

B. How would you describe your experience in making financial decisions? 

            1.3 Political decision-making power 

                C. How would you describe your experience in relation to making political   

decisions at your district level? 

      2. Good governance 

2.1 Participation of community 

                   A. How would you explain the relationship between decentralization and good               

                         governance in terms of ensuring participation? 

           2.2 Transparency 

B. How would you explain the relationship between decentralization and good 

governance in terms of ensuring transparency?  

           2.3 Accountability 

        C. How would you explain the relationship between explain decentralization and 

good governance in terms of ensuring accountability? 

            2.4 Responsiveness  

                  D. How would you explain the relationship between decentralization and good        

                     governance in terms of ensuring responsiveness? 

           2.5 Accessibility 

                  E. How would you explain the relationship between decentralization and good  

                       governance in terms of ensuring accessibility? 

 

            2.6 Rule of law 
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                  F. How would you explain the relationship between decentralization and good  

                      governance in terms of ensuring rule of law? 

      3. Quality and efficiency of health service 

            3.1 Availability of medicine 

A. How would you describe availability of medicine in your health center? 

            3.2 Availability of skilled manpower 

B. How would you describe availability of skilled manpower in your health 

center? 

            3.3 Availability of equipment 

C. How would you describe availability of infrastructure in your health center? 

            3.4 Availability of infrastructure 

D. How would you describe availability of equipment in your health center? 

            3.5 Incentives to service providers 

E. How would you explain incentives provided to the service providers? 
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Appendix 2: Decentralization (administrative, financial and political) in health care in 

Ethiopia 

1.1 Perception of decentralization 

 Respondents were asked to explain their understanding of decentralization.  

The findings revealed that decentralization is understood as: 

1) Dispersal of power from center to periphery, as a tool of enhancing good governance    

and service delivery.  

"I think decentralized service delivery is the process in which services, 

including health services, which were accumulated and limited in a single 

or few centers are dispersed and delivered at lower levels of government 

units” (HBO1). 

      2) A means to increase equitable and fair service to the public, and a means  

 that contributes to growing accessibility, power sharing and economic 

benefits and 

 that enhances health service delivery to the community as compared to 

the period prior to decentralization.  

“Decentralization is a system that makes service delivery better 

accessible to the community, and we can provide better service to the 

community than in the period of centralization, where service was given in 

one or few centers” (MD3).  

“Decentralization is a system that doesn’t put every service at a single 

center” (MD4).  

      3) A benefit in terms of creating jobs:  

"It has created many job opportunities for health professionals" (FGD1-

HSP2). 

4) A phenomenon that has negatively impacted health service delivery, because 
some services could not be available in health centers, as the government 
failed to provide all the necessary equipment for every health center.  

“In the previous system all services were available in the same place 

despite a long waiting time to get the service. [Now,] if an ultrasound 

examination is prescribed to a patient, for instance he/she cannot find 

services in the health center, as a result of which customers must look for 

services somewhere” (FGD1-HSP1). 

1.2 Decentralization of powers in health centers 
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 The analysis of data focuses on the exercise of these powers at district-level health 

administrations and by health providers and customers used as key informants in the study.  

Administrative decentralization 

Interview question 1.1: A: How do you describe your experience in making administrative 

decisions? 

           1.2.1 Exercise of administrative decision-making power in health centers 

The findings in this regard revealed that:  

      1) Administrative decisions are at risk of being dysfunctional due to individuals who have 

strong bonds with higher government and political authorities. In relation to the weakness 

of local governments in the administrative decisions, due to threats of individuals affiliated 

with higher political authorities, one respondent added: 

"Sometimes, decisions made by health officers here are reversed through 

interference in some way by higher authorities. Decisions made by our 

authorities on some issues cannot be implemented due to interferences of 

some individuals who are affiliated with high-ranking government 

authorities” (HBO1). 

2) Administrative decision-making power of district health bureaus is not secured, as it is 

adversely affected by the disobedience of individuals who enjoy the patronage of higher 

government officials. The same respondent illustrated such a scenario.  

“In one case, we passed a decision against one of the disputing parties, 

and one of the parties accepted the decision and was acting accordingly. 

The other party, however, refused to accept and implement the decision. 

When I tried to investigate why this happened, I realized that the person 

who rejected the decision is a person whose positional power we cannot 

stand" (HBO1). 

3) The power of woreda/district health bureaus has been significantly limited and 

narrowed, depriving them from using their potential to offer good services to the 

community. One of the respondents stated: 

"In the context of the Addis Ababa city administration, health centers are 

accountable to the sub-city health bureau. Woreda health bureaus have only 

the duty to coordinate health extension workers and supervisors. They also 

coordinate some health service activities like vaccination campaigns, etc. I 

can’t say that the woreda health bureau is empowered to run all health 
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service matters independently. Regarding administrative decision-making, 

we are engaged in limited activities. These include deciding on the claims 

of fee waiver patients, whom the government subsidizes, and deciding on 

some health hazards like sanitation-related problems, etc. Other than these, 

the health bureau does not have any more power on administrative issues at 

woreda health centers. The health center also does not have decision-

making power as such on major health issues, only minor ones. Most power 

lies in the hands of higher authorities like the sub-city administration” 

(HBO2). 

        4) Administrative decision-making power is immature in health service delivery in spite 

of the fact that decentralization has been put in place for several years at the local level. 

This is evidenced in statements like these: 

“The power of making administration decisions is not effective enough. 

The practice of administrative decision-making is at an infant level. For 

instance, we don’t have sufficient manpower that can implement the power 

of the health center effectively. Some of the departments are working in an 

inconvenient environment where they don’t have their own offices” 

(HBO3). 

"When we face difficulties in terms of budget and other aspects, for 

instance to build additional offices or rooms, we request approval from the 

sub-city administration, and the sub-city communicates with the regional 

health bureau and allows for more funds if our request is approved” 

(HBO4). 

5) The prevalence of informal powers over formal ones is also one of the major 

challenges in the process of exercising legitimate administrative decision-making 

powers at local levels. Another respondent described it in this way:  

 “The board of district administration is not fully authorized to make every 

decision independently. When it comes to some very important issues, we 

decide them after communicating with higher-level administrative 

authorities, like sub-city health bureaus" (MD1). 

“We must get approval from higher administrative bodies who decide how 

much in funds we can use from our internal income, etc.” (MD2). 
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      6) Independent decision-making at local levels is impossible, even for some basic 

necessities        

          of health centers that could improve the quality of health service delivery.  

In this regard, other respondents in focused group discussions illustrated the 

challenge by stating that they are scared of the risk of their buildings falling down 

when the rainy season comes, as the buildings are leaking rain into their rooms due to 

their poor design and construction. This indicates that they cannot independently 

decide on issues that are relevant to their situation. They mentioned that the civil 

service agency power is not decentralized, and decisions by this agency cannot be 

made at their level (FGD1-HSP2; FGD2-HSP4).   

        Another interviewee added 

“So, many things flow from above to us, but nothing flows from us 

upwards” (FGD3-HSP2). 

7) The power of administrative decision-making at health centers has, however, been 

positively described by some respondents, as in this example: 

“The health center receives an annual budget from the government. We 

use the budget properly in terms of employing the necessary human 

resources, etc. The other source of income is internal revenue that we 

collect from our clients for our services. This revenue is also used to 

improve our service. In terms of deciding on administrative issues, the 

health center has autonomy, like for hiring or firing workers. The health 

center operates on administrative issues on its own. I don’t see any serious 

incapacity of the health center in this regard” (FGD4-HSP1). 

1.2.2 Financial decentralization 

The data analysis in this section addresses the interview sub-question asking respondents to 

describe their experience in making financial decisions in their respective health centers.  

Exercise of financial decision power in health centers  

 The findings with regard to decision-making power revealed that: 

1)  Local governments in Ethiopia are significantly under the control of state or regional 

governments. Districts receive block grants from central government, which can only 

be used after approval by the sub-cities and regions.  

          In this regard, one respondent elaborated in his statement as follows: 
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“We have two financial sources, the one generated from the health centers 

and block grants from the government. There are times when we face 

financial shortage; in such cases, we request additional funding from the 

higher government bodies. We don’t have more power other than this with 

regard to financing ourselves in such cases. A capital budget is not 

allocated to lower-level government units. It is given to be decided by 

higher-level government organs like regional and sub-city ones. Such 

capital budget is used for construction of health facilities like buildings” 

(HBO1). 

         Other respondents further stated: 

“The health center is not fully autonomous in making financial decisions. 

It must submit its budget plans to the sub-city, and that plan will be 

implemented when it is approved by the higher authorities at the sub-city 

level” (HBO2). 

"We exercise financial decision-making powers in a limited sense in the 

areas that are allowed to us” (MD1). 

2) The existing system is a centralized one. The challenges of exercising financial power 

refer to the challenges in the process of utilizing budget intended to be used by the 

health center. A respondent explained, saying: 

“Utilization of budget at the district level is always subject to revision and 

approval of sub-cities, which stand higher in hierarchy between the district 

and the city administration. We always forward our financial plan to the 

sub-city administration. This body decides how much and for what purpose 

we may utilize the budget.” (MD2). 

         Another respondent further stated:  

"In the context of the Addis Ababa city administration, health centers are 

accountable to the sub-city health bureau. Woreda health bureaus have only 

the duty to coordinate health extension workers and supervisors. They also 

coordinate some health service activities like vaccination campaigns, etc. I 

can’t say that the woreda health bureau is empowered to run all health 

service matters independently” (HBO2). 

3) The capacity of local governments in relation to financial decision-making has further 

deteriorated due to the fact that they are not allowed to utilize funds that they raised 
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internally. They do not make use of their potential capacities to elevate the quality of 

the health service delivery. They could operate in a more efficient and effective 

manner if they could command their own incomes. This challenge was described by 

other respondents, who elaborated on the ineffectiveness of decentralization with 

regard to financial decision-making as follows: 

              "We do not have any power of looking for or generating resources for 

ourselves and deciding to improve our services as decisions on utilization 

of funds always hinge on the decision of higher authorities. Both our 

sources are subject to approval by the government before we use them for 

our needs, and this is a big obstacle to our service delivery” (MD3). 

“If the health centers need to build more rooms, we don’t have the power 

to decide on the budget other than being governed by the decisions made 

by the board at the woreda level, as we are members of the board” 

(HBO4). 

4) Another respondent further elaborated that health centers exercise limited power to 

decide on their budgets and expenditures, as they must strictly adhere to directives 

given from higher bodies. He also mentioned that the fund they get is not proportional 

to the needs of the health center. He explained: 

“All expenditures in the health center are made in line with the 

directives provided for us by the concerned authorities. Accordingly, most 

of the expenditure is made for purchasing medicine. The rest of our 

expenditure is made according to the directives for maintenance and other 

purposes. However, the fund we get is not proportional to all our needs 

except for our needs for medicine. We use the fund by implementing 

directives providing instructions as to how we must use the fund” (MD4). 

5) The budget cannot be utilized in a timely manner due to unresponsiveness of the 

woreda health bureau. The respondent continued:  

“The challenge, however, is that there is a delay to collect our incomes. 

The woreda health bureau does not release the money for our service on 

time. The payment is made quarterly in installments. But they don’t release 

it as agreed in time” (MD4). 
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6) There are also challenges in the process of release and allocation of funds for the needs 

of the health service in the health center that are essential to provide good service 

delivery. Another respondent stated:  

“When it comes to allocation of budget, our share is not proportional with 

our needs for service. I do not believe that the finance we get is adequate 

and proportional to provide the required quality health service to the 

community. I would say this scarcity of finance hinders our capacity to 

provide good quality service” (MD3). 

7) Restrictions on the utilization of funds for what the health centers really need have a 

serious negative impact on improving the health service delivery. With respect to this 

challenge, key respondents stated: 

“We are allowed to use only about half of what we collect from our 

internal incomes. We don’t even have the power to decide on funds we 

collect from our internal resources. We can’t make use of these funds as we 

need. The remaining fund that is not used in the health center is instead 

returned to the Ministry of Finance of the federal government in the face of 

all our shortcomings remaining unsolved every year” (FGD2-HSP1). 

“We don’t have the power to purchase big items necessary for the health 

service or command a fund for constructing buildings when necessary” 

(FGD2-HSP2). 

"The health center must be financially empowered to command its fund to 

provide the necessary inputs as required” (FGD2-HSP3).  

“The budget for those health centers with fewer burdens should have been 

shifted for us so that our capacity could be strengthened” (FGD2-HSP3). 

8) Empowering health centers with financial decision-making is an absolute necessity 

for the provision of health service with improved quality. Respondents reaffirmed 

this, saying: 

“As far as I understand from our discussion on good governance, the 

relevant problem is that we face a scarcity of budget” (FGD3-HSP1). 

     Another respondent explained the incapacity of the health center in making decisions on 

its income in despair: 

"I would say that we could make a difference in effective health service 

delivery if we were allowed to use our internally raised fund by ourselves, 
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notwithstanding the budget from the government treasury. This means the 

government should have left the use of our internal incomes to our 

discretion instead of budgeting the internal income to be included in the 

annual government budget. This would enable us to enhance effective and 

quality health service to the community” (FGD3-HSP2).  

9) Weak financial decision-making power has put the infrastructure of the health center at 

stake. A respondent stated in relation to this reality: 

"If we look at the problems of this health center, the construction of the 

building was problematic, there is a problem of water supply, the 

compound had no fence, and there is a problem with toilets. The building in 

which the records department is found has been under construction for a 

long time. We couldn’t complete it because of a shortage of budget” 

(FGD1-HSP1). 

10)  Differing from the preceding respondents, another respondent stated that utilizing 

annual budgets as well as internally generated income is under the capacity of the 

health center in case of need. He said: 

 “The health center has two sources of income. We decide on hiring and 

firing our employees. We also decide on promoting and building careers of 

employees. These are the regular budget from the Ministry of Health and 

revenues that we generate from our internal income. The health center has 

the right to use these revenues in a proper manner through the medical 

director. This doesn’t, however, mean that we have absolute autonomy in 

using the budget. We sometimes need to consult higher authorities and get 

decisions for making use of the budget in line with the directions from 

above” (FGD4-HSP1). 

11)  Financial decentralization has also enabled local governments to better manage their 

human resources, and handling complaints at local levels. In this regard, an 

interviewee stated, 

“An advantage of the system from the human resource perspective is 

the introduction of a health care management system; this enabled the 

health center to hire the necessary manpower and also resolve many 

problems at our level. Secondly, previously it was quite difficult to 

solve such grievances; as such problems were handled at the sub-city 
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level. The high number of cases because the large number of 

employees as well as customers at the sub-city level makes the 

process of handling complaints complicated and time-consuming” 

(FGD1-HSP1). 

1.2.3 Political decentralization 

The data analysis in this section focuses on the interview sub-question asking respondents 

to describe their experience in making political decisions in their respective health centers.  

Exercise of political decision-making power in health centers  

The findings in this respect revealed that: 

1) Interviewees designated elections as an important component of the concept of 

political participation. Other features of political decentralization, like the power of 

the community to make decisions on their sociopolitical issues and the fact that 

elections in the Ethiopian context are marked by absolute control of the ruling party 

over the electoral process, are less emphasized by respondents. Some respondents 

explained political decentralization as a process which takes place every 5 years, and 

the community has the power to decide political leaders. They mentioned that there 

are some issues that are obligatory to be implemented as directed by higher 

administrative organs, through which higher authorities interfere (MD1, MD2, MD3). 

2)  Political decentralization has somehow shown some improvements in health service, 

in contrast to the situation during the preceding centralized regimes in the country. One 

respondent stated: 

“There is good progress now regarding decision-making, as compared 

with the previous situation, even though the question of whether the 

community has benefited from its decision-making powers remains blurred. 

However, there are problems that limit us from exercising our power. I 

think it would be good if powers of authorities at different levels are 

controlled" (HBO1). 

3) Political decision-making power is perceived as being exercised by politically assigned 

individuals by the ruling party. These individuals are authorized to make political 

decisions without openness and without leaving room to the community to make 

significant influence in the decision-making process. This fact implies that political 

decision-making remains the sole power of the ruling party, as no different ideas are 

entertained other than those approved by the government of the ruling party. 
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Some respondents described the exercise of political power in their statements, saying 

that political power is exercised by the representatives of government at three levels. The 

respondents said the party and government decide on the assignment of these leaders 

(MD2, MD4). 

4) The peoples’ power in political decisions is described by another respondent as being 

exercised indirectly when the community participates in evaluating the performance of 

politically assigned persons. Such persons may lose their position as a result of receiving 

low evaluation scores during evaluation by the participating community. It is to be noted 

that the mechanism of the peoples’ participation, which does not involve the community 

at large but only representatives of organizations called forums, remains precarious to be 

considered as a real practice of political power by the people, as it disregards the voices 

of the majority, who if they were involved could influence political decision-making with 

their dissenting ideas. A respondent revealed the practice regarding political decision-

making in his statement, where he said: 

 "When any political appointee is assigned by the ruling party, his 

appointment is approved by the council of the woreda after his profiles are 

evaluated” (HBO4). 

       Other interviewees described political decentralization in terms of its benefits in 

contributing to the enhancement of the people’s consciousness about their own local 

institutions. Some comments reflecting this are: 

“The understanding of the community at the woreda level has changed, 

and participation of the community has improved. The community 

developed a sense of belonging to the institution and tends to monitor what 

is going on in the health center, whether the health center is giving proper 

service” (FGD2-HSP1). 

According to some respondents in focused group discussions, the people’s decision 

during elections is the means to political decision power (FGD3-HSP1, FGD2-

HSP2). 

5) Political power is mainly left to be exercised by political assignees of the ruling party 

rather than by the public at large. Political decision-making is also controlled by many 

committees established unnecessarily. A key respondent in this regard stated: 

“Regarding political decisions, we have politically assigned persons at the 

district level who are authorized to carry out political decisions. There are 



Appendices  

 

175 
 

obstacles because of the interference of higher authorities in decision- 

making. Sometimes, decisions made by health officers here are reversed 

through interference in some way by higher authorities. I think such 

interferences amount to illegal acts. On the other hand, there are problems 

that limit us from exercising our power” (HBO1). 

6) Decision-making power of local level governments and institutions is severely 

limited so that they cannot exercise their rights and satisfy their communities’ 

needs. A respondent explained, stating:  

 “Another problem is the existence of countless committees established at 

different levels from higher to lower (district) levels. I think the decisions 

made by such committees complicate and detract our decision-making 

power, depriving us of effectively carrying out our duties and rights, 

particularly for issues that require prompt decisions” (HBO1). 
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Appendix 3 

2. Good governance under the district-level decentralization 

2.1 Public participation in district-level governance 

The data analysis in this section addresses the interview sub-question asking respondents to 

describe their experience in participation.  

Interview question 2.1-A: How do you explain the relationship between decentralization 

and good governance in terms of ensuring participation? 

Experience of participation of the community in decision-making 

The findings revealed that: 

1) Decision-making on health affairs of the community is mainly done by the government 

organs through the board of district councils at the local level. A respondent revealed 

this in his statement, saying:  

“The board is a body that can reflect the needs of the community, as 

it comprises persons representing the community, change army units 

and health extension workers who work directly with the community. 

It reflects the interest of the people; communicates with the people 

through the health professionals who work with the people; and 

reports the day to day progress in their contact to the community” 

(MD1). 

2) In the case of local governance in health centers in Addis Ababa, community 

participation is meager and insignificant in decision-making on health affairs of the 

community. The mode of community participation follows a highly controlled pattern, 

in which the government facilitates discussion forums where only selected individual 

citizens from different state-organized forums throughout the city are involved. Local 

government organs are not in a position to independently resolve problems sought by 

the community representatives at the local level. There are formal attempts to use 

mechanisms to allow citizen participation through collecting complaints from the so-

called representatives of the community on discussion forums held every six months and 

customers visiting health centers. The question remains, however, of whether the 

complaints are properly represented and effectively handled and decisions are freely 

made at local levels. Participants in focused group discussions explained, saying: 
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“When there is a meeting with the community upon the call of the 

health bureau of our district, we receive complaints and comments 

from the participants, made on our department basis. Problems raised 

in discussions are resolved on the spot with the pertinent service 

provider of the health center. Customers can also use suggestion 

boxes to express the level of their satisfaction in our service” (FGD1-

HSP2). 

3) One respondent explained who is really participating in decision-making processes and 

wondered why the same people are always participating in every meeting. 

“They are individuals who are organized for this purpose and tell 

what they have memorized and tell only what they are expected to 

say. They are persons who show up to tell their ready-made ideas, as 

they are accustomed to this job. I don’t think these people reflect the 

real interest of the community at large. What is done is not different 

from presenting a report to participants. I don’t think such an 

approach amounts to a genuine sense of public participation. One can 

assume that these persons coming from different organizations like 

leagues, associations, etc. represent the community. Whether they 

really reflect the interests of the community is questionable" (HBO1).  

4) The motivations and mode of participation of the community in decision-making 

processes are prejudiced. A respondent revealed the realities in the intentions of the 

government in organizing participation through representatives, as a means to suppress 

the dissenting voices in the majority. The respondent elaborated by saying: 

"The community has less motivation to participate in woreda 

discussion forums. We try to create awareness in the community by 

inciting them to take part in meetings. We have women’s 

development teams comprising 30 women in each team. Participation 

of the community is limited to only representatives of different 

organized forums like youth leagues, women’s leagues, etc., which 

are considered as representatives of the community. These are 

associations organized by the government and the ruling party as 

vanguards of the political system. Such mechanisms of public 

participation are preferred because if everyone is invited to the 
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platform we face difficulties in entertaining diverse ideologies that do 

not fit to ours. We therefore depend on the selected representatives of 

the community in order to avoid an unnecessary waste of time. The 

exclusion of other community members is a real problem, as these 

people who did not get the opportunity remain unheard" (HBO2). 

5) The realities and purposes of participation through representatives have been further 

described as a maneuver by the government to limit majority participation. Some 

respondents explained in their statements that there are about seven public forums that 

are organized by the government. These include a youth forum, women’s forum, 

community forums, etc. They pointed out that these organizations take part through their 

representatives in discussions that they organize to report on their plans. They disclosed 

that these representatives are invited to comment on their plans and activities. Thus, the 

participation of the community is limited, as every inhabitant of the woreda cannot 

attend meetings (HBO3, MD4). 

6) The situation is better than the time before decentralization. Some respondents 

expressed that there are some improvements in public participation as compared with 

the earlier centralized system in health governance in terms of ensuring participation. 

They asserted that decentralization has contributed to enabling health centers to better 

serve the community through new approaches like the health extension program, in 

which health service providers access the community by visiting at the household level 

(MD2, FGD2-HSP2). 

Regarding participation of the people, unlike the previous centralized period, 

some respondents mentioned that they are at present accomplishing their duties 

with participation of the community (FGD3-HSP1). 

7) Health extension programs are designed to reach the community at the individual level 

through house-to-house visits by health extension workers. This approach is used to 

convey information from the government to the community and vice versa. The health 

administrative organs consider this communication as a mechanism that allows the 

community to participate in the decision-making process. Participation of the 

community, however, is unsatisfactory in various forums.  

A respondent mentioned this in his statement: 

“We organize issues related to finance in cooperation with the 

woreda finance office, and we tell participants in forums we organize 
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to forward their opinions on financial matters. There is, however, no 

satisfactory level of public participation from the side of the 

community” (MD3). 

8) Participation is described as the communication to the community through health 

extension workers. The same respondent explained it by saying:  

“There is a health bureau established at the woreda level, which includes 

health extension workers who communicate with the community frequently in 

their respective zones" (MD3). 

  9) Other respondents also described this mode of participation as useful, saying: 

“The people who come and participate in meetings raise issues 

related to good governance, availability of medicine, etc., and we 

promise to correct our faults when we admit their complaints” 

(FGD1-HSP1). 

“I think the community is participating in planning our activities. 

We try to forward our plan to the community and involve the 

community in deciding on the plan. This allows the people to be 

aware of what is to be done in the woreda with respect to health 

service delivery. This approach is linked with transparency, 

accountability and responsiveness” (FGD3-HSP2). 

10) There is a big gap in the community participation in the decision-making process on 

health affairs in their districts. Most customers expressed their grievances on the failure 

of the local administration to call them for any meeting to discuss socio-economic issues 

of the community health service. A customer stated: 

“I have never received any call to participate in any discussions. I 

think it is very important to call the community and receive ideas to 

improve the health service delivery. We would get the chance to 

forward our views and complaints if such tradition was practiced. 

Improvements in service delivery could be maximized through an 

exchange of ideas between participants” (BW8-C1). 

11) All other customers also stated in their responses that they had no opportunity to 

participate in public meetings or otherwise to participate in decision-making on their 

health affairs in the respective districts. One stated: 
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“I have also never participated in any meetings. I have also never 

been called for discussion in the health affairs in this woreda” (BW8-

C2). 

Other health service customers also disclosed that they have never participated in any 

discussion forum because they have never been informed of any discussion calls. They 

regretted this, as they could forward their ideas if they were invited to participate in 

discussions (BW8-C3, BW8-C4, BW8-C6, BW8-C7). 

Customers also mentioned that they experienced limited participation in public    

meetings. Some mentioned that they sometimes participate in meetings called for 

reports on budget plan and performance. When a call is made, most members of the 

community do not participate, as life is difficult and they have no time to come to 

meetings (BW8-C5, BW17-C1, BW17-C2). 

12) Other customers of health services at other health centers similarly stated that they 

have no experience of participating in any discussion forum of public meetings to 

decide health affairs in their respective health centers. These customers indicated that 

they have never been in meetings or discussions on the woreda health affairs because 

they have never heard of such meetings or received any call for meetings (YW5-C1, 

YW5-C2, YW5-C4, YW5-C5, YW9-C2, YW9-C3). 

2.2 Transparency in health centers 

The data analysis in this section addresses the interview sub-question asking respondents to 

describe their experience on transparency of health matters in their respective health centers. 

Interview question: How do you explain transparency of the service delivery? 

Experiences of transparency  

1) One of the respondents emphasized that transparency could be effective if citizens 

participate in decision-making process of the local health service, as things cannot be 

transparent unless the citizens get the opportunities to participate and actively engage 

in monitoring the performance of pertinent authorities. He stated: 

“The work done until now is not satisfactory. I think we could be more 

successful if we exhaustively make use of decentralization, like avoiding 

the problems hindering the community from participating in decision-

making so that the community can monitor and contribute to improvement 

of good governance” (MD2). 
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Some customers stated that they have no chance to discuss with the health 

center workers as they have not participated in any meeting. They mentioned that 

they cannot say whether service providers are transparent or not (BW8-C7, BW8-

C2). 

      Other respondents further stated:  

 “There are some beginnings in this regard. We try to inform the 

community what we plan to do. However, the transparency is not 

satisfactory, due to poor participation of the community” (MD3). 

"We have provided the community with mechanisms of informing us their 

grievances through suggestion boxes. We will have the opportunity to know 

our weaknesses and take measures of corrections” (HBO3). 

"We are trying to work transparently. For instance, in the case of deciding 

on fee waiver status for poor persons who are entitled to get treatment for 

free, we have established a committee that assesses the economic status of 

such persons and decides on their claims. There are persons assigned to 

cross check the realities of the economic situation of such persons and 

report to us, after which we approve the claims for fee waiver service” 

(HBO4). 

2) Transparency has been improved in health service as compared to the previous period 

of centralized health service.  

 Respondents indicated that the system of transparency was in place before 

decentralization too, but in limited practice. They said they are, however, 

observing that a lot of governance problems have been solved in the 

decentralized system (MD1, MD4, HBO1). 

As some of the respondents in focused group discussions stated, a forum 

where employees and customers can forward their complaints was 

established after the decentralized structure of health service delivery was 

put in place (FGD1-HSP1).  

3) There are transparent activities in health services mainly by means of complaint 

handling systems in health centers. Respondent described this as follows: 

“Any patient who has a complaint can inform the health center through 

suggestion boxes or directly to the concerned departments where 

inappropriate treatment is claimed” (BW8-C6).  
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“We have prepared a banner informing citizens what services they can get 

in our health center. We have also a citizens’ charter in which citizens are 

informed about their rights. Secondly, citizens are aware of their rights to 

complain when they have any grievances” (FGD4-HSP1). 

4) Transparency of operations of health workers is evaluated as unsatisfactory, as it is 

limited to provision of information on annual plans. Some health service customers 

mentioned that sometimes they see flyers or posted information about issues that are 

planned or performed in the health center. Otherwise, they have not experienced any 

other events or phenomena related to the transparent activities of the health center 

(BW17/4-C1, BW17/4-C2). 

5) The community is not making use of the mechanisms of participation in decision-

making because of a lack of awareness about the existing mechanisms. A lot should 

therefore be done to encourage the community to use such mechanisms to be informed on 

what is going on in their health centers. 

        “If we look at the complaint handling system for grievances of our employees, which 

may occur due to some conflicts between decision-making authorities of the health 

center and the worker, the victim used to remain silent because of being ignorant of 

what to do or being shy about expressing his/her discontent” (FGD2-HSP1). 

2.3 Accountability of District-level Governments 

The data analysis in this section addresses the interview sub-question asking respondents to 

explain their experience and practices as to accountability under decentralized governance in 

their respective health centers. 

Interview question: How do you explain decentralization and good governance in terms of 

ensuring accountability? 

 Experiences of accountability   

1)  A respondent explained the nature and process of such mechanism as follows: 

“Accountability is something that is being exercised since the recent 

past in our country. There is a mechanism put in place that leaves no 

room to neglect wrongdoings. The community knows that it has the right 

to demand correction of problems created in the health service, and the 

health center also follows up and tries to avoid problems in the health 

service” (MD1). 
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     The respondent further elaborated on the mechanisms that are used to ensure 

accountability in the health center. 

“We have a controlling mechanism through which we evaluate the 

working staff. Any worker who is found inefficient will get support from 

the concerned staff, to improve his efficiency. We have established case 

teams that monitor every activity at different levels. So these case teams 

report the situations in every team, and corrective measures will be taken 

on time” (MD1). 

2) The procedures of making workers accountable are mainly of an administrative nature. 

A respondent expressed it like this:   

"First, each worker is evaluated in a ‘one-to-five’ team discussion and will 

be advised to correct his/her wrong attitudes. Secondly, if an employee 

commits disciplinary wrongs or offence, we take administrative measures 

ranging from warnings to dismissal from the workplace. I don’t remember 

any such measure taken against such workers” (HBO4). 

3) The practice of holding health workers accountable is conducted in line with the rules 

and codes of ethics established in the health centers, which provide standards of health 

service performance. Other respondents illustrated this as follows: 

"There are times where our health service providers commit some wrongs 

like misconduct towards our customers. In such cases first we warn such 

workers and take administrative measures for further misconduct 

consecutively. These measures range from punitive measures to dismissal 

of the employee from the health center” (HBO3). 

“We have a code of ethics for each department, and workers are expected 

to behave in line with the code. We have brought some service providers 

who committed wrongs; for instance, a medical personnel who performed 

circumcisions against the ethical rules has been punished. Other employees 

have also sustained punitive measures for different kinds of wrongdoings” 

(MD2). 

"All business processes are accountable to the medical director of 

the health center. Each business process leader does not give 

decisions alone. He discusses the matter for decision with the medical 

director” (MD3). 
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4) There are some instances where workers were made accountable for committing 

criminal offences. A respondent explained:  

“There was a case where we have once caught a laboratory 

technician who tried to steal some reagent from the laboratory and the 

case was taken to court. We have experience of taking severe 

measures, from firing from the job to taking different disciplinary 

measures" (MD4). 

5) Participation of the community is described as a means to pursue accountability of 

health workers. It has, however, remained an insignificant and ineffective practice by 

the community. Citizens are not aware and therefore not assertive of their rights. 

Instead, the tradition of negotiating with service providers is prevailing, which worsens 

the case. One key respondent stated: 

“The community in most cases remains indifferent to our reports. 

There is little participation of the community at large. I can’t say that 

there is effective feedback and participation by the community on our 

reports, which I guess is due to lack of awareness of the significance 

of their participation” (HBO1).  

6) On the other hand, accountability is described to be less effective as a result of 

reluctance of some workers to disclose wrongdoers’ acts by pursuing legitimate 

procedures and helping to bring offenders to justice. One of the interviewees stated: 

 "We are not in a position to perfectly avoid failures by making 

wrongdoers accountable for their deeds in all cases. There are times 

where the concerned workers conceal wrongdoers and protect them 

from punishment" (HBO2). 

7) Accountability of health workers has improved as compared with the era of centralized 

health service. A participant in focused group discussion stated:  

 “Since decentralized service was put in place, accountability of the 

service providers has also improved. Our health center plans its 

activities and performs in line with the plan. The community also has 

the opportunity to monitor our performance” (FGD2-HSP1). 

8) Good governance is described as having been improved after decentralization, 

which impacted the mechanisms for handling complaints within health centers. 

An interviewee stated: 
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“Regarding good governance, I think there are improvements in 

some aspects of the service delivering process. At present, we have 

established complaint handling committees for complaints coming 

from our customers and a separate committee for complaints coming 

from our staff members as well. It is assumed this can enhance some 

aspects of good governance like transparency and accountability. This 

time it is easier to respond to any complaint from the community on 

our service. If there is participation accountability and responsiveness, 

the quality of our service would also increase under the decentralized 

system” (FGD3-HSP3). 

9) Customers do not make use of their rights to complain about any wrongdoings against 

their interests in health centers, as they are not aware of even the existence of any 

mechanisms through which they can speak when experiencing mishandling by health 

service workers. Several customers explained this, stating, for example: 

“I have never reported any complaint. I have no knowledge of the 

existence of mechanisms of complaint handling to make health 

service providers accountable” (BW8-C1).  

10)  Complaints on the performance of health service could have the effect of holding 

wrongdoers accountable if citizens could successfully and directly participate in 

decision-making processes. A respondent explained the problem of accountability in 

relation to participation and stated:  

“I don’t have any knowledge of mechanisms of accountability. As I 

said, I have not been called to participate in any discussions, where 

customers can forward their complaints with the health providers and 

find solutions for their complaints” (BW8-C2). 

Some customers asserted that accountability could be effective if every 

citizen could participate in discussions with the officials of the health center 

(BW8-C3, BW8-C4). 

11)  There are some experiences, however, where customers do make use of the complaint 

handling mechanisms, though unsatisfactorily. One customer explained: 

“There are some mechanisms of forwarding complaints. I have 

sometimes observed some patients telling their complaints to health 

professionals” (BW8-C6).  
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Some customers mentioned that the health center makes workers responsible for 

complaints made by the community through suggestion boxes (BW17/4-C2, 

BW17/4-C3).  

However other customers revealed that they have never made any complaint about 

the service, because they do not have any knowledge of the existence of any 

mechanisms to complain (YW5-C5, YW9-C1). 

2.4 Responsiveness of District-level Health Centers 

The data analysis in this section focuses on the interview sub-question asking respondents 

to describe their experience in creating responsiveness in their respective health centers. 

Experience of responsiveness 

1) Responsiveness is highly disrupted by multiple problems related to administrative and 

service delivery. A key respondent revealed that responsiveness is highly disrupted by 

interventions of irrelevant committees assigned to work alongside the formally 

established offices. He stated:  

“The weaknesses here are the inefficiency to implement what is 

planned as expected by employing an excessive number of 

committees, which are irrelevant to the improvement of the health 

service delivery, but which are hindering timely responsiveness” 

(HBO1). 

2) Responsiveness is also negatively affected by insufficiency in the availability of 

medicine and medical equipment. Respondents revealed that there are many difficulties 

in becoming responsive enough to customers’ needs in health centers. One illustrated 

this as follows:  

“We provide our service to our customer as quickly as possible. 

However, we sometimes face difficulties to respond to the needs of 

our customers due to shortages in medicine and due to a high number 

of patients not proportional with our facilities and manpower visiting 

our health center” (MD1). 

3) Other respondents also emphasized that problems of responsiveness are limited by 

unavailability of decision-making powers of health service delivery. For example, one 

said: 

 “Responsiveness is a problematic area in good governance. We 

sometimes cannot be responsive enough to our customers’ demands, 
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as we lack the capacity in terms of financial or political power to 

decide on some matters. When we forward such matters demanding 

things that we are not entitled to decide upon to higher government 

authorities, there are times where we do not get a timely response, and 

this situation makes it difficult for us to be responsive to the needs of 

our customers” (MD2). 

4) Another respondent emphatically described the state of responsiveness as inefficiency of 

the health service, caused by scarcity of the necessary facilities and manpower in health 

centers. He stated: 

“The fact that we still cannot provide timely service to the customers 

is a huge risk to their lives. This is a problem arising out of our 

inefficiency to serve the community due to the scarcity of facilities 

and the necessary number of skilled personnel” (MD3).  

5)  Health centers face challenges of incapacity due to overload because of 

receiving too many customers a day, which makes it painful to accomplish the 

task with existing capacities. One respondent said:  

“Due to the imbalance between the size of facilities and the number 

of professionals in our health center, there are times during which we 

refuse to accept patients” (MD4). 

6) Health centers, however, are better responsive to customers as compared to the 

centralized system health service delivery. A respondent explained:  

“When I compare the health service delivery before decentralization 

was introduced, we had to serve only a limited number of patients in 

the OPD (Out Patient Department). We used to treat some 15 patients 

in a day; some of them were seen before noon and the rest were seen 

in the afternoon, as the OPDs where the service was delivered were 

limited to about two or three in number. Currently, since the service 

has been decentralized, the number of health service centers has 

significantly increased” (MD3). 

“The number of customers was also too much. Secondly, while 

previously you must sometimes wait for days to get treatment, the 

waiting time has been reduced. For instance, today I came at 8:00 am 
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and completed the treatment at 10:00 am. So the service in terms of 

accessibility and responsiveness is very good” (BW8-C1).  

7) Decentralization is described as a means to accessible service in terms of providing 

timely health service as compared with the centralized service delivery. Some health 

service providers in focused group discussions described improvements of accessibility 

in terms of waiting time. One stated that they currently have nine examination rooms to 

which patients’ cards are distributed. As the numbers of medical personnel and 

treatment rooms were increased, the number of patients they receive has significantly 

increased. They mentioned that customers can now arrive in the health center in the 

early morning and safely stay in waiting rooms (MD3, FGD1-HSP3, FGD3-HSP1).  

“Regarding good governance, the question is whether our clients 

have gotten the appropriate service from us. Whether we have been 

able to satisfy the needs of our clients is questionable. We have very 

few health centers, which give health service to too many clients. It is 

assumed that one health center is supposed to serve 40,000 people. In 

our context, however, there have been times when we have been 

giving service to a population of about 179,000. In such conditions, it 

is not likely to provide adequate medicine and the provided amount of 

medicine and equipment runs out of stock in a very short period of 

time” (FGD3-HSP2). 

8) Health service has also been described as providing poor responsiveness due to a lack of 

sufficient health service providers in health centers, as well as poor hospitality and 

discrimination between customers. Some respondents mentioned that the health service 

providers are cooperative, and they provide them nice service and hospitality. However,   

sometimes the health center is so congested with patients that the service becomes 

above the capacity of the service providers, especially in receptions. This is because of 

the disparity between the number of workers and the number of customers. They also 

disclosed that they have observed that service providers make some discrimination in 

service delivery between customers depending on good relationships with health 

providers. Sometimes the service providers nag patients (BW8-C3, BW8-C5). 

9) Another respondent revealed that responsiveness in health centers is not achieved as 

desired and the service is not satisfactory enough with respect to being responsive to the 

needs of customers. He stated: 
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“The reception time is very much extended and difficult. The 

number of patients is very high, so you can’t be registered quickly. 

This is because they don’t have sufficient space and manpower in the 

reception hall. I have been complaining to the health center that 

customers are suffering from a long waiting time and many hassles. 

They haven’t responded to our complaints yet” (BW8-C7). 

10)  Another respondent described responsiveness as fair and indiscriminate, stating: 

“I found it to be good. They are respectful to me. I think they are 

good in their efficiency. They receive every patient and treat without 

any discrimination, on the basis of the first-come first-serve principle. 

They give me the necessary advice and instructions on the use of 

medicine” (BW8-C4). 

2.5 Rule of Law in District-level Governments 

The data analysis in this section addresses the research sub-question asking respondents to 

explain their experience and practices with rule of law under decentralized governance in 

their respective health centers.  

 Experiences of rule of law 

1) There are some mechanisms by which activities of government authorities are regulated. 

The ruling party puts political assignees in each woreda who are expected to listen to 

grievances of citizens and take corrective measures. This, however, has not been 

effective in regulating some illegal acts by government authorities as well as citizens 

affiliated with high-ranking government and party officials operating in clientele 

relations. A key informant stated: 

“In comparison to the earlier period when there were 24 woredas in 

Addis Ababa, every zone nowadays has one political assignee, who 

monitors the performance of government offices in the woreda and 

receives any complaints from different sections of the community. We 

have legislation under which the health center is established” (HBO1). 

2) The respondent further pointed out the problems related to illegitimate interventions in 

decision-making processes, affecting the prevalence of rule of law, which he illustrated 

by saying: 

“There are obstacles with regard to the interference of higher 

authorities. For instance, sometimes, decisions made by health 
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officers here are reversed through interference in some way by higher 

authorities. I think such interferences amount to illegal acts” (HBO1). 

3) The respect for law is affected by some orders that flow from higher government and 

party officials in the name of directives, which hierarchically should have been 

subordinate to legislations. This has greatly disregarded the rule of law, in the sense that 

laws must be respected and implemented by all citizens, including government officials. 

A respondent described the problem by stating: 

 “It is obligatory to implement some directives flowing from higher 

administrative organs. The health center has the power to decide on 

the budget approved to be used at its level. But when it comes to some 

very important issues, we decide with pertinent authorities by 

communicating with higher-level administrative organs like the health 

bureaus at the sub-city or district-level. The board is not fully 

authorized to make every decision independently" (MD1). 

4) Rule of law is described to be evident when evaluated vis-à-vis the existence of laws 

and rules by which governments operate without any illegitimate interventions by 

government authorities. 

 Interviewees described it in their statements as follows: 

“The health center carries out its duties through the board 

established by law. I think it is discharging its duties except in cases 

where it is not allowed to decide on its own. People are entitled to 

elect their leaders during elections held every five years” (MD2). 

“Health centers are established according to legislation. They also 

function on the basis of laws, rule and directions providing procedures 

and regulating our activities” (MD3). 

“The government has established these heath centers on the basis of 

legislation. We have also many rules and regulations, according to 

which we perform our duties and responsibilities. The community has 

the right to elect its leaders periodically” (MD4). 
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Appendix 4 

3. Quality and Efficiency of Health Service Delivery in Woreda/District Health 

Centers: Instrumental Dimensions 

The data analysis in this chapter addresses the research sub-question asking respondents to 

describe their experience in participation in decision-making in their respective health 

centers.  

Interview question A. How do you explain decentralization and good governance in terms 

of ensuring accessibility? 

3.1 Accessibility 

Experiences of accessibility 

1) Access to health service delivery in the context of health centers in Addis Ababa city 

is much improved in terms of physical as well as resources accessibility. A key 

respondent illustrated improvements made in accessibility in terms of reaching health 

center sites in shorter time as compared to the past. He stated: 

“If we refer to the earlier experiences of services at the district level, 

businessmen who want to engage in business activities in their woreda 

were required to demonstrate their sanitary status to get business 

licenses. In such cases, they had to go to the sub-city to get service. 

They had to transport the service personnel to their woreda site by 

hiring taxis and so on and so forth. Therefore, there were many ups 

and downs experienced by the community members to get the service. 

However, after such services were decentralized to the woreda level, 

the clients could get the service easily. There were also problems of 

good governance related to this process. The problems of delaying of 

the service, extra expenses for transportation and losing much time 

lead to the question of good governance. I think such problems can be 

alleviated through decentralized service delivery. Another example is 

that of the demand from the community about problems of sewerage, 

sound pollution, disposal of garbage, etc., which are related to health 

issues of the community. There was no health officer assigned at the 

woreda level until the last three years. 
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So, all these problems were directed to the sub-city administration, 

where there were only a limited number of service providers, not 

more than four or five in number. Generally, decentralization has 

improved accessibility of the health centers. This enables the 

community to save time, money and energy” (HBO1). 

2) Some other respondents also described decentralization as a phenomenon that has 

brought extraordinary achievements in terms of accessibility of health service. 

Accessibility of health service has increased after the establishment of health centers, 

although some health centers are relatively new (HBO3, HBO4, MD1). 

3) The access to health service is also described as having improved, but it is limited due 

to underutilization of the service as a result of unawareness of the community. 

Respondents explained the problem like this: 

“We are reaching the community through the health extension 

program at the grassroots level. But I don’t think the community has 

effectively utilized our services because of a lack of awareness. I 

think the system is not yet perfectly entrenched in the society. … This 

can be achieved through time, as it is not possible to realize it at once. 

We have observed that this problem is gradually improving as 

compared with the previous situations. For instance, when we tell the 

people to come to health service, they used to tell us that they have no 

money to pay for treatment. Gradually they have begun to visit us” 

(HBO1).  

“However, there are gaps in availability of things essential to the 

services which the community needs and we cannot provide. For 

instance, we sometimes face difficulties in providing what the 

community demands, like medicine, etc.” (MD2). 

Some respondents evaluated accessibility as a strong point of the system, as health 

service is better accessible to the community and providing better service to the 

community than in the period of centralization. Comparing it their previous 

experience, some personnel mentioned that they used to provide service for up to 

eight woredas. At this time they are serving only two woredas, until the other health 

centers under construction are completed (MD3, FGD2-HSP1). 

. 
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4) Other respondents described accessibility in terms of not only physical accessibility 

but also a sufficient supply of resources for cheaper prices and job creation. After 

decentralization, health service has become easily accessible to the community, 

medicine is provided at cheaper prices to the community and job opportunities are 

created for the community in their district. Generally, one health center is supposed to 

serve 40,000 persons. The decentralized health service has therefore contributed to 

improvements in the accessibility of health centers to the community (MD4, FGD1-

HSP3). 

5) Other respondents illustrated the degree of accessibility in health centers to have 

played a vital role to patients in critical condition. In the period before decentralized 

health service was put in place, it was very difficult for customers to access health 

institutions for treatment in time. There was a time when patients in emergency cases 

even died before reaching hospitals or any other health institution, because of the 

scarcity of the health centers. At present, such patients can receive treatment in health 

centers situated within short distances from their residences or workplaces, and this is 

an advantage of the decentralized health service delivery (FGD1-HSP1, HSP2, 

HSP5). 

6) Decentralization is described also as a remedy to ease burdens on the community in 

terms of prolonged waiting time and resolving problems in the health service in a 

shorter time.  

             Respondents in focused group discussions explained that there are a lot of things that 

have changed and have become more accessible since decentralization has been 

introduced. They mentioned that there were a lot of businesses that were not given 

attention at all and were left in a disorderly manner and were not transparent at the 

health center level previously. They also disclosed that health centers could not make 

decisions on many financial and human resource issues independently (FGD2-HSP2, 

FGD3-HSP1). 

7) The increase in the number of health centers in the Addis Ababa city administration 

has not fully benefited the inhabitants of the city, as significant numbers of customers 

from neighboring districts outside the city are constantly visiting the health centers. 

This has greatly affected the accessibility of the service delivery in the capital city. 

Some respondents explained the problem of their health centers in relation to an 

overload of work. In principle, every health center is supposed to serve inhabitants in 
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its respective woreda. The practice in some health centers is, however, not limited to 

only customers in the respective woreda but to all who seek health services coming 

from any other woreda or even from outside the city of Addis Ababa. In such cases 

health centers provide health services to their customers by drawing from their 

resources that are intended for inhabitants of one woreda (FGD4-HSP1, BW8-C1, 

BW8-C2). 

8) The accessibility of health service has been also described as a low-cost service, but it 

is affected by the unavailability of a sufficient number of health service providers. 

Some health service customers explained that they experience better service now in 

terms of financial expenses, as they pay less money in public health centers as 

compared with private clinics (BW8-C3, BW8-C4, BW8-C5, BW8-C6, BW8-C7, 

BW17-C1, BW17-C2). 

9) Decentralization is also described as a means that increased accessibility for the poor 

in particular. Customers of health services explained that poor citizens are provided 

with fee waiver service and they can get treatments and medicine for free. However, 

they expressed disappointed at having to buy medicine that are not available in health 

centers from other places (YW5-C1, YW5-C4, YW5-C5, YW9-C1, YW9-C2). 

10)  Other interviewees described accessibility as having been improved except for long 

waiting time, unfair treatment and bad behaviors of health service providers in health 

centers. They mentioned that many poor people are getting appropriate treatment and    

accessibility of the health service has improved significantly. As a result, a lot of 

people save the money which they previously had to spend to be treated in private 

clinics at expensive prices. They also mentioned that they receive good treatment and 

respect and follow-ups. One said the doctor instructs them to make use of their 

medicine properly. However, they indicated that they have to wait for a long time to 

get to physicians when there are too many patients. Some clients said that they have 

also observed some patients complaining about not being treated fairly (YW9-C3, 

YW5-C2). 

Another interviewee added: 

“When the pharmacists see our fee waiver cards they say they don’t 

have drugs, because of their desire to get revenue only. My 

experience is that some pharmacists refuse to dispense medicine for 

free even if we are entitled to it. The problem has always been raised 
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as a complaint, but it has still not been solved. I remember once a 

huge volume of medicine was burnt off due to its expiration for use, 

and this was also a hot issue in the community. It would have been 

appropriate to dispense this medicine in time at a cheaper price to 

customers instead of keeping it until its expiry date. The community 

could have benefited from the medicine and the government wouldn’t 

have lost its wealth for nothing. Therefore, health professionals must 

improve their service by assessing their activities. The community 

should also suggest ideas that can improve the service through 

suggestion boxes or by participating in meetings” (BW8-C5). 

3.2 Effectiveness in delivering health service 

Interview question 2.2-D: How do you explain effectiveness of the service delivery? 

  Experiences of effectiveness in delivering health service: 

  1) More health centers have been built after decentralization of health service in 

Ethiopia. The availability of an increased number of health centers has definitely 

improved the geographical accessibility of health centers, allowing the community 

to reach the sites in a shorter time. A key respondent disclosed in his statement: 

“In general, establishment of health centers in every district has 

improved the accessibility of the health service delivery. I can’t say 

the quality is adequately achieved, but it is evident that physicians 

could get ample time to examine their patients if the number of 

physicians was increased and their workload was lessened, and that 

has contributed to effectiveness of health service delivery” (MD3). 

“One of the strong sides of decentralization is the accessibility of 

health service to the community. I think this is a big achievement of 

decentralization” (MD1). 

                   2) This, however, has not effectively addressed many problems related to the quality 

and efficiency of health service to the community. The prevailing shortages of 

equipment and skilled manpower in the health centers are major challenges that 

hinder effective health service in health centers. One key respondent in a focused 

group discussion explained:  

“Regarding good governance, the question is whether our clients 

have gotten the appropriate service from us. Whether we have been 
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able to satisfy the needs of our clients is questionable. We have very 

few health centers, which give health service to too many clients. It is 

assumed that one health center is supposed to serve 40,000 people. In 

our context, however, there have been times when we have been 

giving service to a population of about 179,000. In such conditions, it 

is not likely to provide adequate medicine and the provided amount of 

medicine and equipment runs out of stock in a very short period of 

time. The same problem also arises in the laboratory, in that reagents 

were used up in a short time, as the number of clients we serve and 

the availability of health equipment is completely disproportional. 

This discrepancy between the needs of our customers and our 

efficiency results in clients’ dissatisfaction, for it affects the quality of 

health service. This problem is worse in particular in the newly built 

health centers at every woreda level. The community’s attitude 

towards using new health centers is not well grown. Our clients have 

more trust in the old health centers, perceiving that these health 

centers are well equipped with facilities and skilled manpower who 

are well experienced. In fact, the health professionals assigned in the 

new health centers are professionals transferred there for different 

reasons. The communities do not have trust in the newly built health 

centers. We need to persuade the community that the same service can 

also be provided in the new health center, so that they can make use 

of them; however, not forgetting that unavailability of medicine, 

medical equipment and skilled manpower always leads to the question 

of a lack of good governance” (FGD3-HSP6). 

3.2.2. Utilizing resources 

Interview question 2.2-D: How do you explain utilization of the resources and the service 

delivery? 

1)  Many of the health service officers and health providers have disclosed that they 

face such challenges of alleviating their financial shortcomings by using their 

internally generated incomes. A key respondent stated: 

“We have two financial sources, namely the one generated from the 

health-centers and block grants from the government. We try to utilize 
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the allocated fund from our sub-city as appropriately as possible. But 

there are times when we face financial shortages; in such cases, we 

request additional funding from the higher government bodies. We 

don’t have more power other than this with regard to financing 

ourselves in such cases. We run out of spending, especially at the end 

of every budget year; in such cases, we only request the sub-city for 

release of more funds. We do not have other means of finding funds 

or more income” (HBO1). 

He further illustrated the ineffectiveness of the health service delivery in terms of 

availability of medicine in his statement: 

 “The most common problem is the unavailability of medicine in 

health center stores; in such cases, customers must purchase it for 

exorbitant prices from private pharmacies. I think this problem 

prevails not only at health center levels but also at the Addis Ababa 

city level” (HBO1). 

Another key respondent added: 

“The fund from internal sources is included in the budget/block 

grant from the government. Our internal income is added to our 

annual budget from the government. We use this fund after it is 

approved in the annual budget. The utilization of internal incomes is 

different in our sub-city. In our case, our internal income is included 

in the annual budget that is granted by the government. Though we 

have an internally collected fund in our account, we are not using it, 

as we need to get approval from the pertinent authorities” (MD3). 

2) Failures in the utilization of resources available in the health centers, arising out 

of the unawareness of customers, are further described as some of the gaps that 

contribute to ineffectiveness.  

A respondent described it by stating: 

“Decentralization has helped the community to easily access health 

service. The question is whether the community is really utilizing the 

opportunity to be served, and whether the community has understood 

what the government is trying to do. When the government tries to 

help the community by sending its workers to provide services at the 
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household level, it seems that there is no commitment from the side of 

the community. I mean the people do not perceive the government’s 

endeavors positively, and they challenge them. They don’t understand 

that such things are done to help them. There is such a gap in this 

regard. I think such attitudes prevail due to a lack of awareness. The 

people have not yet understood that we are working to benefit them. I 

think the system is not well entrenched in the society’s life. I mean the 

system is not yet fully accepted by the community. However, there 

are some improvements in utilization of our service by people who 

can’t afford to pay for the service in our health center. Such persons 

come to our health center and are receiving free service. There are 

also gaps in the availability of things essential to the services that the 

community needs. We sometimes face difficulties in providing what 

the community demands, like medicine, etc.” (MD2). 

3) Ineffectiveness in utilization of resources also happens when customers cannot 

afford to buy medicine that is not available in health centers or pay for medical 

examinations in cases where such examination equipment is not available. Many 

respondents stated that they face problems with affording to pay for medical costs in 

spite of having been treated in health centers, which results from failures of the health 

centers to provide medical facilities. 

An interviewee explained: 

“I sometimes cannot afford to buy medicine prescribed to me from 

private pharmacies when the medicine is not available in the health 

center. I get it only after suffering a lot to find the money to pay for 

the medicine. It would be fair if the health center provided us with 

such essential medicine, particularly for poor persons like me who 

cannot afford to buy it at expensive prices” (BW8-C2). 

 

3.3 Efficiency of Health Service Delivery 

3.3.1 Availability of medicine in health centers 

 The analysis here involves respondents’ statements for the interview question asking 

respondents to explain their experience and practices as to the availability of medicine in 

health centers under decentralized governance in their respective health centers.  
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1)  The situation in health centers in relation to availability of medicine has been 

described by interviewees as one of the major challenges of ensuring quality of health 

service delivery at the health center level in the Addis Ababa city administration. 

A key respondent stated: 

“The most common problem is the unavailability of medicine in 

health center stores, obliging customers to purchase it from private 

pharmacies, at exorbitant prices in such cases. They tell us that 

medicine is supplied by a single governmental enterprise that is 

known as APFC. When that supplier fails to provide the necessary 

medications in time, there is no alternative to purchase these 

medications from elsewhere, and that exposes customers to problems 

in enjoying timely treatment. Furthermore, customers will suffer from 

buying medicine at very expensive prices from private pharmacies in 

such cases” (HBO1). 

2) Some customers cannot afford to buy medicine from private pharmacies 

and face great risks in terms of their life and money. The same key 

respondent explained: 

 “Furthermore, customers will suffer from buying medicine at very 

expensive prices from private pharmacies. Customers complain that 

they sometimes could not find prescribed medicine from pharmacies 

of health centers, and therefore they are forced to pay exorbitant 

prices for medicine in private pharmacies” (HBO1). 

Other respondents added: 

"To my knowledge about availability, I am aware that some patients 

are not provided with some essential medicine in the health center. 

Such scarcity of medicine particularly affects fee waiver patients, who 

are in principle entitled to obtain their prescribed medicine for free" 

(HBO3). 

“After the establishment of a project known as the Pharmaceutical 

Fund Supply Agency (PFSA), which is the sole agent to provide 

medicine, there has been a gap in providing all the medicine necessary 

in health centers. When medicine is available in our drugstore we 
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provide the medicine at a very low price. This can be taken as a 

benefit to the community" (HBO4). 

3) Availability of medicine is described also as a challenge in providing good quality 

medicine because of the restrictions of purchasing medicine from anyone other than a 

single provider to government health institutions. A respondent described the 

problems by saying: 

“The weakness of the system in this regard is that we are not 

allowed to buy medicine from any other supplier other than a single 

state-sponsored supplier. The community always complains of the 

low quality of drugs we buy from this supplier. We have always been 

forwarding this complaint to the government. However, we did not 

get any solution from the government. Secondly, the problem with 

regard to lack of skilled and efficient manpower could be resolved by 

revising the educational curriculum and adjusting the problem that 

can result in endangering human life” (MD1). 

4)  Difficulty in providing medicine for health service customers remains the most 

serious challenge in ensuring good governance and quality health service delivery. A 

respondent described it as a catastrophic phenomenon in practice, saying: 

“We have some essential medicine in store. But when some 

medicine is out of stock we can’t get it in the time it is demanded” 

(MD2). 

5)  Some health centers are providing health service above their capacity. 

Another respondent added: 

“We provide service to a very high number of customers as 

compared with other health centers. We are always short of medicine 

and other resources” (MD3). 

6) Timely and efficient health service delivery has become impossible in health 

centers as a result of a scarcity of medicine. Some respondents stated that they have 

most basic medicine in their drugstore. The problem they face, however, is that they 

are not allowed to buy medicine except for one government enterprise, even when 

medicine is out of stock (MD4, HBO4, HBO1). As a result, their customers complain 

that sufficient medicine is not provided in health centers. Respondents pointed out 

that the community always requires availability of medicine in health centers, as the 
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price of medicine there is fair. They emphasized that scarcity of medicine arises 

because of the fact that they get medical equipment and medicine from a single 

supplier known as the Pharmaceuticals Fund Supply Agency (PFSA). They disclosed 

that this agency sometimes fails to provide the necessary medicine. They described 

such cases as factors that cause health risks for their customers (HBO2, HBO3, 

FGD1-HSP1, FGD2-HSP1, FGD2-HSP2). 

Several respondents in focused group discussions insisted that the centralized 

supply of medical equipment and medicine at a single agency only in Addis Ababa 

city makes the problem of scarcity of medicine worse. In worst-case scenarios, these 

health institutions in need of medicine may not get any medicine to buy after waiting 

for several days or even weeks. When the agency is short of the items required, it 

suddenly declares that medicine or medical equipment is out of stock. In such cases, 

the agency announces to its customers to wait until it imports more items from 

elsewhere. The problem could and should be solved through decentralization of the 

supply service (FGD2-HSP3, FGD3-HSP1, FGD3-HSP2, FGD4-HSP1, FGD4-

HSP2). 

7) Scarcity of medicine is described in most of the aggrieved explanations by 

customers, who stated that there is even sometimes a lot of suffering to find money to 

buy prescribed medicine from private pharmacies. They suggested that it would be 

fair if the health centers provided them with such essential medicine, particularly for 

poor persons who cannot afford to buy it at expensive prices. When prescribed 

medicine is not available in health centers customers must pay a lot more expensive 

price for it. Customers wish they could get all their medicine in the health center and 

all kinds of examinations without having to look for services in other places (BW8-

C2, BW8-C3, BW8-C4, BW8-C6, YW5-C1). 

8) Mismanagement in providing medicine is also described as a cause of the scarcity 

of medicine in health centers. Several customers mentioned that beneficiaries of 

waiver/free treatment/service get medicine when it is available in store and if not, they 

buy it from private pharmacies, with some suggesting that the availability of medicine 

may be seasonal. Sometimes some medicine that is costly is not available in health 

centers, particularly for free service beneficiaries. Some pharmacists refuse to 

dispense medicine for free even if such customers are entitled to it (BW8-C6, BW8-

C7, BW17/4-C1, BW17/4-C3, YW9-C2). 
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9) An interviewee elaborated on problems related with scarcity of medicine in health 

center pharmacies and also chemicals required in laboratories as being disasters for 

the customers. He said: 

“There is a huge problem with regard to availability of medicine. 

We can’t find even ordinary medicine here. They tell us to buy it 

somewhere and we buy this medicine for expensive prices. The price 

of medicine if available is very cheap. However, when the medicine 

or laboratory chemicals are not available, then we suffer a lot to find 

them somewhere or we may not even be able to afford their price in 

private pharmacies” (YW9-C3). 

10) Other interviewees explained the intensity of the problem and gave suggestions 

to alleviate or resolve the scarcity of medicine in health centers. One customer said: 

“We sometimes face problems of unavailability of medicine. In such 

cases we buy the medicine from private pharmacies when we are told 

that medicine is not available in the health center. The unavailability 

of some medicine forces us to buy it from private vendors at very 

expensive prices” (YW5-C2). 

11) The unavailability of medicine is a typical instance of poor utility of health 

services in health centers. A respondent stated: 

“I sometimes can’t get medicine prescribed to me in this health 

center. I buy medicine from private pharmacies that sell for very 

expensive prices. I am receiving free service as I am poor and cannot 

afford to pay” (YW5-C5). 

In addition, the researcher made this observation regarding availability of medicine.  

“I observed many customers queuing up in front of windows of 

pharmacies to buy prescribed medicine. I witnessed many of the 

customers leaving the pharmacies without getting some medicine to 

buy. I have witnessed that there is a serious scarcity of medicine in 

health centers, as some medicine is not available at all. On another 

time, I and some of my family members have also been in a health 

center for treatment in the woreda where I live. I have experienced 

unavailability of the medicine prescribed for me by the health center. I 



Appendices  

 

203 
 

couldn’t get some medicine in the pharmacies, and I was told to buy 

the medicine outside the health center" (O). 

3.2.2 Availability of skilled manpower 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices as to availability of skilled manpower in health centers 

under decentralized governance in their respective health centers.  

1) Status of availability of skilled manpower in health centers is explained in all 

categories of interviewees elaborating the magnitudes of the problem and assessing the 

root causes for scarcity of skilled manpower in some medical departments. Assignment 

of inexperienced fresh graduates in some departments has worsened the problem. A key 

respondent stated: 

“We have basically the necessary manpower in health centers, but 

there are some deficiencies of manpower in some sections of health 

service delivery like midwifery, anesthesia and radiology. However, 

we are working to improve these gaps. I believe the shortage of 

skilled manpower is mainly caused by the failure of the government 

itself to manage training of health service providers proportionate to 

the demands for each profession and produce the desired number of 

such service providers. I think this requires allocating students in 

every higher institution proportionate to the demand in the market. In 

general, health workers working in the old health centers have better 

experience than those in newly established ones” (HBO1). 

2) Training is basically designed to be offered to upgrade the capacity of health 

centers. The process of the training seems to have been assumed to be applied to 

health professionals working in each department of health centers. The same 

respondent mentioned this in his statement: 

 “At the health service level, there are classifications in departments, 

like the disease prevention department and service delivery 

department. Under the disease prevention department, you find 

vaccination, ART unit, TB unit, family planning unit, etc. Under the 

service delivery department, laboratory and OPD units and the like 

are included. Each department has a head and the other units are also 

managed by a head of the units. Persons assigned as heads of each 
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department and each unit are skilled and professional in the respective 

service. They also had the opportunity for special training. For 

instance, a professional person assigned to work in a TB unit gets 

specialized training related to treatment of the disease. Such training 

is given from time to time in order to upgrade the skill of 

professionals. In addition, all professionals employed are not 

employed with zero experience; some of them are already 

experienced. So the employment mixes both fresh graduates and 

experienced ones, and I don’t think there is such a big gap in this 

regard” (HBO1). 

3) The gap in having skilled manpower is described as a problem which arose as a 

result of the government’s failure to manage training properly. The same 

respondent further stated:  

“Thousands of students join universities every year. Even at the time 

I myself joined university, I remember about 500 students were 

enrolled in the health department in a single university. There were 

only 40 students assigned to study midwifery, whereas the number of 

students in laboratory nursing and environmental protection 

departments was too high at the moment. This number of students was 

disproportionate with the demand in health institutions. Secondly, the 

students who came out of the universities prepared for less demanded 

professions have been victims of unemployment” (HBO1). 

4) Other respondents evaluated the availability of skilled manpower in health 

centers as being improved in terms of employing more health professionals in 

health centers since decentralized health service delivery was put in place. They 

stated:   

"Earlier, health workers used to be employed by the city health 

bureau office. Currently health centers are entitled to employ workers. 

Therefore, the availability of health service providers is better under 

decentralization" (HBO2). 

"The ratio between health providers and patients is 1 to 500, what it 

is expected to be. We have two doctors and several nurses. In general 

we do not have a scarcity of human resources" (HBO3). 
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"In my view, government is trying to assign the necessary 

manpower at the woreda level. I think there some improvements in 

manpower allocation over the previous time. The government is also 

working to build the capacity of health workers through training and 

education" (HBO4). 

5) On the other hand, availability of skilled manpower is also described as having 

deteriorated after the decentralization of health service. An interviewee described 

this by stating: 

“During the period of centralized health service, the capacity of 

health professionals was much better than at present. There were 

highly skilled medical personnel that could give quality health service 

delivery. You could find at least one doctor in every department who 

could offer quality treatment for patients. That is because the skilled 

manpower was concentrated in a few health institutions. After 

decentralization, the skilled manpower has been dispersed to the 

district level. You can’t find specialized service delivery in health 

centers nowadays. I believe this is the disadvantage of decentralized 

health service delivery” (FGD1-HSP1). 

     Another respondent added: 

“In the present situation in Addis Ababa city, there are health centers 

that do not have any doctors at all. They are obliged to refer their 

patients to hospitals in case patients need higher services. Increasing 

the existing capacity of each health center would be another 

alternative through which the problem of efficiency would be 

alleviated” (FGD1-HSP2). 

6) A respondent further explained the availability of skilled manpower by pointing 

out departments that are most affected. He said: 

“We have skilled manpower on the basis of the standard set for the 

level of health centers. We have laboratory technicians, pharmacists, 

clinical nurses and health officers. However, we have a huge problem 

of shortage of supporting staff particularly in the finance and human 

resource departments. This happens because of the unsatisfactory 

salary that we offer for the position” (FGD1-HSP4). 
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7) Health centers are facing challenges of ineffectiveness in their provision of health 

service resulting from disinterest of health workers and turnover.  

“No one is interested in working for such little salary because those 

who come from distant areas to work here should pay most of their 

salary for transportation from the meager income they earn. We have 

a single doctor, 17 nurses with first degree qualifications and 27 

clinical nurses; altogether we have 68 health professionals in our 

health center. The number of the professionals, the doctors in 

particular, is not at all proportional to the number of customers we 

serve” (FGD2-HSP3). 

8) Discrimination in selecting health workers to take part in training has become a 

cause of dissatisfaction among the staff members in health centers. The same 

respondent further described this as follows: 

“We are sometimes instructed to send a list of our staff that we need 

to upgrade their academic standard in a very few days. After we select 

some and send their list, no one is offered the chance. Those who get 

the opportunity are only those who are working in hospitals” (FGD2-

HSP3). 

“All training is determined by the health bureau of the sub-city. 

Instead the health bureau should have decentralized the training 

budget down to woredas so that we could identify gaps existing in our 

heath bureau and give appropriate training to our staff. This could 

help to improve the quality of our service” (FGD-HSP4). 

9) Health centers employ skilled workers, but many fresh graduates without 

experience are also needed to serve. Such employees are trained in health centers 

after employment as apprentices. A key respondent described such events by 

stating: 

“When we observe any employee who lacks any skill, we provide 

him/her on-the-job training, which is practiced only in our health 

center. This kind of training has brought a huge difference in the 

health service. 

 I believe it is only when you have the necessary human resources 

that you can satisfy your customers” (FGD2-HSP1). 
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10)  Another respondent further explained problems related to availability of skilled 

manpower and recommended mechanisms to alleviate the challenge.  

“When we examine the question of whether our customers are 

satisfied with our services, the scarcity of skilled professionals and 

health equipment arises out of the misunderstandings of the 

government about the difference in the number of the service seekers 

in the newly health centers. We need more human resource allocation 

and more equipment and medicine proportional to our large size. The 

second thing that is not considered is allocation of the same number of 

health professionals for all new and old health centers. The civil 

service agency assigns personnel without realizing the vacancy for 

personnel in each health center, in which case we sometimes could 

not use assigned personnel in our health center, for we don’t have a 

vacancy for them. So it would be effective to assign personnel by 

having at least one person participate who knows the human resource 

gaps in the respective health centers” (FGD2-HSP2). 

11)    Some respondents further elaborated on the status of skilled manpower in the 

health center, referring to the disproportion between the number of customers 

and the number of available health service providers. In a focused group 

discussion, some explained that they have not reached a satisfactory level of 

quality service that they wish and should provide for their customers. This is 

because the number of customers they receive is not proportional with the 

number of professionals and facilities available in their health center. Their 

health center is not in a position to give satisfactory service to customers with 

respect to providing patient-centered service, responsiveness, sufficient 

laboratory service and medicine. They are, therefore, facing a huge problem in 

this regard (FGD2-HSP2, FGD2-HSP3). 

             Other interviewees illustrated the situation regarding skilled manpower in the health   

             center. They said: 

“We have only 6 laboratory technicians and about 18 medical 

personnel. We receive hundreds of patients a day, but we cannot 

provide our service to all of our customers. This is because the 



Appendices  

 

208 
 

number of patients who need our service and the input available are 

not at all proportional” (FGD2-HSP4). 

“We always try to give notice to our customers to receive service on 

schedule. However, the number of our customers is too much and 

outnumbers our staff significantly. So we cannot provide our service 

in time and in good quality. It takes a very long time to complete the 

laboratory examination and deliver results on time. I think this 

problem could be resolved through increasing the number of health 

service personnel and medicine” (FGD2-HSP5). 

12)  A respondent assessed the availability of skilled manpower in health centers as 

having been negatively affected by the mismanagement in terms of assigning an 

equal number of professionals for all health centers with different workloads. 

Training is also described as irrelevant for health centers, as the decision is not 

made by themselves but by higher-level administrators who have no knowledge 

of the necessity at health centers. The respondent described this by stating: 

“The government assigns manpower for different jobs. However, the 

patient flow and the service required by our professionals are not 

proportional. This high patient flow causes a high burden on our 

professionals, as a result of which they may not render quality service 

to our clients. The government assigns an equal number of 

professionals for all health centers in spite of the fact that the service 

required and the workload is quite different depending on the client 

flow” (FGD3-HSP1). 

13)  Training of employees is sometimes not relevant to the needs of health 

centers. It would be beneficial to health centers if such training could be provided 

based on the need of health centers and if the decisions were made by the health 

centers themselves. The key respondent mentioned further: 

“When we think of training, some training is helpful to upgrade the 

level of experience of our professionals. In the case of some training, 

there is a situation where the training is irrelevant to our needs and we 

fail to assign the trainee in the health center” (FGD3-HSP1). 

14)  There are a few health centers which have a relatively high number of health 

service providers compared to the majority of health centers in the city. These 
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health centers are the oldest ones that have been functioning before 

decentralization and retained their facilities and manpower, which was 

concentrated at a few health institutions in the past. Such health centers, 

however, do not possess a complete number of employees in the supporting 

staff. As some respondents described it,  

“Our health center has its own structure of human resource 

administration. The highest qualification required for health centers is 

first degree. We have now 18 first degree holders, 28 clinical nurses, 

which include health officers and clinical nurses with a B.Sc. degree, 

in our health center. In the delivery section we have 11 workers, 

among which 3 are degree holders and 8 with a diploma level. In our 

laboratory, we have five degree holders and three diploma holders. In 

the pharmacy we have seven degree holders and one diploma holder. 

In the supporting staff, the highest qualification is degree and others 

have a diploma and certificate level, including cleaners and security 

personnel” (FGD4-HSP1).  

“While we have no problem with the medical staff, we always face a 

shortage of supporting staff. This is because the work required by 

supporting staff and the wage for their work is not compatible” 

(MD1). 

15)  New health service employees assigned to work in health institutions 

including health centers do not have the necessary skill to provide service, as 

a result of which the quality of health service is significantly affected. 

“Newcomers develop and improve their knowledge and skill 

through experience that they gain after employment. Those employees 

who have some gaps of knowledge and experience will develop their 

efficiency by working with senior professionals, as the nature of the 

profession is convenient and compels learning by doing. Thus, health 

centers in our case, for instance, are heavily burdened with providing 

service to too many customers. This overburden in turn affects all 

activities of the health center that are fundamental to provision of 

good quality health service delivery” (MD1). 
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16)  Availability of skilled manpower is also described as to have been affected due to 

turnover. A respondent stated: 

“We face a shortage of skilled manpower due to turnover, as 

workers leave our health center looking for better payment in other 

institutions. Sometimes there is turnover of skilled personnel. Many 

workers, for instance, leave their job from the finance department 

looking for better payment in other institutions” (MD2). 

17)  Another respondent explained the availability of skilled manpower as improved 

in comparison with the earlier period of centralized health service. However, the 

problem still persists, as some departments fail to deliver quality health service 

due to a lack of the necessary skilled personnel and lack of autonomous power 

of the health center to employ service personnel. He said: 

“The establishment of health centers in every district has improved 

the quality of the health service delivery. Earlier the health service 

providers used to report only the number of people they treated in a 

day. This time the focus is on the quality of the service. I can’t say the 

quality is adequately achieved, but it is evident that physicians could 

get ample time to examine their patients with an increase in the 

number of physicians, whereby their workload is reduced 

proportionally. However, we don’t have sufficient cleaning staff” 

(MD3). 

18)  In comparison with the period of centralized health service delivery, 

the availability of skilled manpower is improved in health centers. The 

same respondent stated: 

“Service providers were not highly skilled before decentralization as 

compared with the current ones. There is improvement in having 

skilled manpower. Currently the situation of skilled manpower we 

have is good” (MD3). 

19)  Other key respondents additionally explained that the problem of availability of 

skilled manpower is attributed to incompetence. They mentioned measures that 

have been taken and that need to be taken in the future to curb the problem and 

ensure good governance. One customer stated: 
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“The senior professionals have good efficiency and skill. The 

problem is with junior service providers who are working in 

supporting the senior ones. These beginners are not experienced. For 

instance, when the senior midwife leaves the delivery room for some 

reason, the junior midwives cannot handle mothers and perform 

accurately. In such cases many mothers and their babies are exposed 

to serious risks. To avoid such problems, midwifery and other 

services should not be left for beginners who are not well 

experienced” (YW9-C2). 

20)  The need for skilled manpower should not be limited to health service 

workers but also to the administrative staff who lack proficiency in managing 

and decision-making in the sphere of their capacity. An interviewee 

explained: 

“Our weakness is a shortage of skilled and efficient manpower that 

is capable and confident to make appropriate decisions and service. It 

is not easy to ensure good governance without ensuring other essential 

factors like skilled manpower, which improves the service delivery. 

Good governance is negatively affected by the absence of an adequate 

number of medical personnel” (MD4). 

21)  Training for health professionals in health centers is ongoing. Health 

centers institutionally and the employees individually are benefiting 

from such training. 

“Many health centers in our sub-city have taken this commitment, 

and I can witness that many of us including our health center are 

undergoing such training schemes in cooperation with hospitals. 

These training sessions include eye treatment, minor operations, 

circumcision and dentistry, among others. Two health professionals 

go for various training sessions from every health center in our sub-

city administration. All other professionals are also taking special 

training. For instance, not any nurse can serve as a midwife by reason 

of being a nurse. He/she must have to take special training for each 

kind of professional service” (MD4). 
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22)  The burden of the workload in health centers coupled with the disproportionate 

incomes of health service employees has contributed to increased turnover of 

employees. This interviewee said: 

“Some employees leave their jobs in cases where they get other jobs 

with better salary. We try to provide our employees with benefits that 

they deserve on time. We work on retention of our workers by 

providing them with different kinds of incentives. However, the 

service providers are still leaving our health center when they get 

better payment in other places” (MD4). 

23)  There is also a difficulty of providing quality health service due to incompetence 

resulting from insufficient experience. The respondent further stated:  

“Some employees may not have the necessary knowledge and 

experience to provide appropriate services. First of all, I would say 

that any professional assigned to work here must have the necessary 

knowledge and experience. It must be verified whether health service 

providers have sufficient knowledge and experience, the capacity to 

make correct decisions when practicing their profession and whether 

they have a good command of provision of good quality of health 

service” (MD4). 

24)  Customers sometimes do not get treatment due to an absence of health workers 

assigned in some departments. An interviewee said: 

“The health professionals who treated me provided me with good 

treatment. The problem is that they don’t have some treatments and 

examinations in the health center due to a lack of health professionals 

and equipment” (BW8-C2). 

25)  The health service provided in health centers is limited to treating minor health 

problems, as there are no doctors who could treat major health problems. 

Customers are therefore dissatisfied with the lack of higher-level treatments in 

health centers. As some customers mentioned, they do not have some important 

treatments and examinations due to a lack of professionals like doctors. They 

must therefore go to other hospitals in such cases (BW8-C3, BW8-C5). 
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“I have received good treatment. However, they don’t have doctors. 

They send us to hospitals for further treatment that could be treated 

here if there were doctors” (BW8-C7). 

Further, some customers stated that their health center is better 

equipped with manpower in comparison with the previous period. 

However, a lot remains to be done to make the number of health workers 

like doctors and nurses proportional to the number of visiting patients 

(BW17/4-C2, BW17/4-C3, YW5-C4). 

 

3.2.3 Availability of equipment 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices as to the availability of equipment in health centers 

under decentralized governance in their respective health centers.  

1) The availability of health equipment has also been described as unsatisfactory as a result 

of ineffective administrative and financial powers of the health centers. Respondents 

stated: 

“The availability of equipment is also unsatisfactory as it is with 

medicine. The same sole agency is expected to supply both equipment 

and medicine. There is a scarcity of some medical equipment in our 

health centers. The agency often fails to supply particularly some 

essential testing agents in laboratories, etc." (HBO2). 

"We don’t have some equipment that is vital for disease 

examinations. For instance, we do not have x rays and ultrasound 

machines. As a result of this our customers suffer in getting the proper 

service in our health center" (HBO3). 

"The government has set standards of equipment to be used in health 

institutions at different levels. We have the basic equipment in health 

centers. We cannot, however, say that all equipment is available. 

There are still gaps in the availability of health equipment" (HBO4). 

2) Existing health equipment is generally in good condition. The absence of alternative 

suppliers of equipment, however, is the same challenge as for medicine. The shortage of 

chemicals is a major challenge in making equipment operational. A respondent 

described the challenge in this regard: 
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 “The government obliges us to buy medical equipment only from a 

single supplier, which sometimes fails to provide the necessary drugs 

on time. There are no alternative suppliers of medical equipment from 

which we can buy. When the supply from this sole distributor fails, 

our customers suffer a lot from lack of timely treatment” (MD2). 

3) On the other hand, other respondents described the availability of equipment to be 

in an acceptable status except for some difficulties arising from a lack of maintenance in 

the health center in case of the failure of some machines. They said: 

 “Our health center is one of the oldest health centers that existed 

before decentralization. We don’t have all equipment at our disposal. I 

believe we possess about 85% of equipment that is supposed to be 

available at our level. We sometimes face problems of failure of 

equipment when it’s needed for use. We have some equipment that 

does not function. This in turn affects the quality of our health service 

delivery negatively” (MD3). 

4) Some health centers try to tackle the shortage and failure of health equipment by 

transferring funds allocated for other purposes to purchase equipment. An 

interviewee explained: 

“The health service has its budget by which it can purchase health 

equipment. I can say there is no significant shortage of equipment in 

our health center. We tackle the budget problems by transferring 

excessively allocated funds from some departments to other 

departments that face a budget deficiency. Facilities are basically 

available. However, we sometimes encounter failures of pipe water 

and electricity, as this happens all over the country. However, we use 

electric generators when interruption of power occurs. Therefore, I 

can say that there is no problem in our health center in this regard” 

(MD1). 

5) There are limitations on repairing equipment in health centers; instead, 

technicians from the regions are supposed to accomplish the maintenance 

of equipment, which means health centers must wait longer. The 

respondent revealed: 
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“Regarding the functionality of existing equipment at this time, we 

identify equipment that requires maintenance and is maintained from 

time to time. In fact, we don’t have maintenance service in our health 

service. The maintenance is done by professionals working at the 

regional level. These professionals are found at the sub-city 

administration level. When the maintenance is beyond the capacity of 

the skill of these workers, we hire external professionals for the 

maintenance. Our health center is the oldest one. It is some 27 years 

old. We have better facilities than the new ones; this health center has 

a capacity comparable to some hospitals. I think we have a good 

situation to render the necessary health service” (MD1). 

         6) The main problem is related to the incapacity of the health center to make financial 

decisions without the approval of higher authorities when it needs to buy some equipment.  

         A respondent stated: 

  “When a new health center is established, the sub-city administration 

provides the necessary equipment. The health office of the district 

also provides medicine from the pharmaceutical fund and supply 

agency (PFSA)” (MD4). 

7) The mechanisms as to how health centers get equipment repaired are not uniform 

in each health center. Some of them get services from the supplier of the equipment. 

This seems true in case the equipment is exceptionally purchased from private 

suppliers. An interviewee described the situation like this:  

“We sometimes encounter problems when the equipment fails to 

function. In such cases, we call the supplier of the equipment to repair 

the equipment according to our agreement. The major equipment in 

our health center is the CVC (Central Venous Catheter) and chemistry 

machines. These instruments are currently functional. You can just go 

and verify their functionality. We have an agreement with the 

equipment supplying company to maintain the medical instruments 

when the equipment fails to function or needs maintenance. So, we 

call the company for repairing the instruments in such cases, and we 

are using the instruments without problems” (MD4). 
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8) Availability of equipment is described as insufficient at the health center level. 

They need to be raised to at least primary hospitals’ level to avoid gaps in equipment. A 

respondent explained: 

“The service under the present system is not even and sufficient in 

terms of availability of health equipment. I don’t think the service 

should be limited at the health center level. I think we need to build 

more hospitals at the woreda level in order to provide more efficient 

health service to the community. I would say that at least one hospital 

should be available for two woredas with all the necessary manpower 

and health service equipment, in order to provide efficient health 

service. At present, most hospitals in Addis Ababa are referral 

hospitals. I would say it would be appropriate to establish primary 

hospitals at the woreda level with all equipment available in each of 

them” (FGD1-HSP1). 

9) Another respondent described that the scarcity of equipment prevailing in health 

centers has not enabled health centers to provide all the necessary services to their 

customers. He stated:  

“When we compare the current situation with the previous situation, 

the patients could get prescribed medicine and health equipment for 

examination in the same health institution in the centralized period. 

Now, patients cannot find all services in a health center” (FGD1-

HSP2). 

10) The monopoly of the state to supply medicine to all health institutions has made 

the service delivery weak and inefficient. Some respondents in focused group 

discussions explained that the availability of medicine and medical equipment depends 

on the budget and the amount of internal income. Medicine and equipment are procured 

from PFSA. When this public agency fails to provide medicine, health centers purchase 

it from private suppliers on bids. When health centers purchase equipment from the 

government agency, they cannot get equipment for which they specify the qualities that 

they want to be considered in the equipment. So, the quality of equipment provided by 

this sole agent is not reliable (FGD1-HSP3, FGD1-HSP3). 

11) The level of available health equipment is not satisfactory, in that the scarcity of 

some essential inputs in laboratories and pharmacy has made it difficult to maintain 
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satisfaction of customers in the required manner. A respondent described the situation 

as unsatisfactory, saying: 

“We sometimes lack health service facilities and health service 

equipment, like drugs, laboratory and reagents. I doubt whether our 

clients are satisfied with our health service delivery” (FGD2-HSP1). 

12) The quality of health service is significantly neglected because government is only 

focusing on increasing the quantity of customers and is ignoring the demands of health 

centers for getting inputs that enhance the quality of the service. An interviewee 

explained:  

“We have a big shortage of reagents (chemicals used as input in 

laboratories) in the health center. There is a high flow of customers 

that requires provision of the necessary reagents” (FGD2-HSP2). 

As other respondents in focused group discussions stated, providers have only 

concentrated on boosting the number of customers and reporting that they have 

served so many persons. Working by focusing only on increasing the number 

of patients can never enable health centers to deliver good quality health 

service, as they have forgotten the importance of quality of service and focused 

only on numbers (FGD2-HSP3, FGD2-HSP3, FGD3-HSP1). 

13) The challenges with scarcity of medical equipment are not equally severe in every 

health center. The problem, however, is persistent with the absence of skilled personnel 

to maintain the equipment in case it is out of order. Generally, some of the oldest health 

centers are in a relatively better position in terms of availability of equipment. Such 

health centers possess essential equipment that is required at the health center level. 

They possess some examination machines which are designated for hospitals, like a CD 

four machine, Bio chemistry machines and ultrasound machines. This makes these 

health centers unique as compared with other health centers in the city. The problem 

they face with respect to medical instruments is a lack of maintenance workers in their 

institutions (FGD4-HSP1, FGD4-HSP2). 

14) Some customers described the unavailability of health equipment in terms of the 

financial and other risks that it imposes on patients, stating that there are customers who 

cannot afford prices of medical examinations in private pharmacies. The price for a 

blood sugar test varies between health centers. For instance, it is 15 Birr in some health 
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centers, while it is 10 Birr in others. The higher prices can be unaffordable for those 

who do not have financial capacity (BW8-C1, BW8-C6). 

15) Customers are dissatisfied by the unavailability of necessary medicine and 

medical equipment in health centers. An interviewee mentioned:  

“They don’t have inpatient service to treat serious diseases. They 

had promised to the community to provide sufficient equipment and 

health professionals when the health center was inaugurated. We 

don’t, however, get adequate service due to the lack of some 

equipment in the health center. For instance, a blood examination has 

been prescribed for me. They told me that they don’t have the 

examination here, and I went to another private laboratory for the 

blood examination and got the service by paying 60 Birr for a single 

blood test, which is expensive for me. They should have fulfilled such 

services here to help us get the service for normal prices. It would be 

very good if the health center provides us with more equipment for 

examinations and also with more beds for inpatient services” (YW5-

C1). 

16) Some treatments which could be made in health centers are not handled there due 

to a lack of equipment and manpower. Interviewees explained: 

“I am not certain whether they have got all equipment. I have 

received treatments in family planning. They are going to refer me to 

another hospital for eye treatment because there is no eye doctor here” 

(YW5-C4). 

“There is a lot of equipment that is not available here. For instance, 

they don’t have a gynecologist and orthopedist here in the health 

center. They refer us to other clinics for examinations related to 

gynecological problems” (YW9-C1). 

 17) Ordinary laboratory examination services are affected by lack of tap water and 

electric power. Interviewees described this as challenging to customers. They stated: 

“I have sometimes experienced that some equipment like in 

laboratory examinations is not available. We must go to other places 

in such cases where the health center cannot provide the services. 

There is no ultrasound machine here. We must also look for services 
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outside the health center when there is electric power failure. 

Sometimes they don’t have tap water and mothers are referred to 

other clinics or hospitals in such cases, which is challenging to us” 

(YW9-C2). 

“We sometimes don’t get service in the laboratory due to a shortage 

of the necessary inputs. Laboratory examinations are not available due 

to a lack of equipment and inputs like chemicals” (YW9-C3). 

3.2.4 Availability of infrastructure and safety 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices as to availability of infrastructure in health centers 

under decentralized governance in their respective health centers.  

Experience of availability of infrastructure and safety 

1) Availability of infrastructure and safety is described as deteriorated in comparison 

with the period of centralized health service delivery, being more unsatisfactory in 

terms of the desired result in decentralization. This includes poor structural design 

and construction of buildings, poor facilities of roads, electric power and running 

water. A key respondent stated:  

“There are tremendous problems in this regard, in particular in the 

newly built health centers away from the center of the city. The old 

health centers have better facilities. There are health centers built at 

remote sites. Some newly built health centers are not easily accessible 

due to poor roads. They are not accessible in winter as there are no 

roads functioning in the rainy season. For instance, a health center 

known as Mari health center is difficult to access as it has road 

problems. Some of them are not built with the standards that qualify 

them for health service delivery. For instance, they lack appropriate 

toilets and tap water. Many of them face problems related with their 

construction. Some started service before they were completed and 

therefore suffer from a lack of electricity, tap water, leakage of water 

pipes, lack of properly functioning toilets, etc. There are, for instance, 

times when child delivery rooms used hand batteries when there is a 

failure of electric power due to poor construction of the electric 

system. All newly built health centers begin functioning before their 
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buildings are finished. Therefore, there are significant problems 

prevailing in such health centers that relate to the incompleteness of 

their buildings” (HBO1). 

Other respondents also claim to have faced the same problem. Some said: 

"The major problem we had was shortage of working rooms, 

proportionate to the expanded services we offer to the community" 

(HBO2). 

"Availability of infrastructure depends on the standards set by 

government. Infrastructure is developed on the basis of the policy and 

rules that allow the realization of a certain decision-making power by 

the pertinent authority" (HBO4). 

2) Infrastructure in health centers is described as disastrous in terms of availability of 

sufficient space, running water, clean toilets and good construction of buildings as 

well as incapacity of the health center to accommodate all essential kinds of 

services. A respondent explained:  

“I don’t think the service should be limited at the health center level. 

I think we need to build more hospitals at the woreda level in order to 

provide more efficient health service to the community. I would say 

that at least one hospital should be available for two woredas with all 

the necessary manpower and health service equipment to provide 

efficient health service. At present, most hospitals in Addis Ababa are 

referral hospitals. I would say it would be appropriate to establish 

primary hospitals at the woreda level with all equipment available in 

each of them. In the case of regional states, there are rural primary 

hospitals that are supposed to give services higher than health centers 

and that refer their patients to referral hospitals like to the Black Lion 

hospital in Addis Ababa city only in case they need specialized 

treatment. Another problem is the narrow space in some rooms. For 

instance, our emergency rooms should be reconstructed since it is 

difficult to work in such narrow rooms. Drug storage rooms are found 

here and there, one on the ground floor and another room is found in 

the first floor” (FGD1-HSP1). 
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3) Budget constraints which emerge from the incapacity of health centers to decide 

on better mechanisms of boosting their incomes have become impediments to 

improving health infrastructure in health centers.  

“We are facing a shortage of budget. For instance, if we look at the 

problems of this health center, the construction of the building was 

problematic, there is a problem of water supply, the compound had no 

fence, and there is a problem of toilets. Some of these problems are 

solved and some are still at a standstill. You can see the building that 

has been under construction in the card department for a long time 

and we couldn’t complete it because of a shortage of budget. The 

budget allocated for us is not released in time” (FGD1-HSP2). 

4) Health centers are facing many challenges in relation to providing quality health 

services to the community, as they have no means to act against the challenges 

because they have little or no power to make decisions. Respondents further 

elaborate the challenge, stating:  

“Regarding cleanliness, the huge problem is with the toilets in our 

premise. It is the most serious problem, which resulted from the poor 

design and construction of the building. The toilets are not 

constructed in an appropriate manner. We receive complaints every 

time on the problems of toilets in our building as well as with the 

toilets situated outside the building and we are trying to maintain 

them as much as possible with the budget available in our command. 

The same problem existed with building a fence for the premise. It 

was quite recently that the work came to an end. The absence of a 

fence has made the cleanliness of the premise worse for a long time. 

We had also a plan to keep the premise cleaner and it has not been 

realized yet” (FGD1-HSP3). 

5) The respondent further clarified the challenges related to decision-making power of 

the health center to avoid the problems sustainably. He said:  

“We have tried several times to improve the cleanliness of toilets 

used by customers, which are often blocked and are found in a state 

where they can no more be used. The problem has later been 

discovered, however, to be related to improper construction of the 
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toilets. They have been equipped with tubes that cannot accommodate 

too much waste, as these toilets are public toilets used by too many 

customers of the health center. We have been trying to resolve these 

problems by replacing the existing toilets by newly designed toilets at 

our own expense. The design and construction agency, however, 

rejected our proposal, telling us that we cannot construct new toilets 

different from the old design, and the problem remained unresolved 

until now” (FGD1-HSP3). 

6) This respondent indicated that the major difficulty that hampers health centers from 

working in the direction of eliminating challenges of sanitation and other 

infrastructure is the insufficient autonomy that is granted by the government to 

local governments and their institutions. He stated:  

“However, we couldn’t solve the problem in our own capacity” 

(FGD1-HSP3). 

7)  Problems which arose from a scarcity of running water in health centers are a 

serious challenge to providing quality health service there. One respondent 

explained: 

“There is no running water to clean your hands after treating 

patients, the toilets are absolutely untidy, and you can’t get any water 

and basins in rooms where patients are treated, as it has not been 

designed as part of the construction of the building. The toilets are not 

at all functional; hand basins have not been functioning for the last 

three years. The premise does not look like a health center from the 

perspective of a hygienic environment. We don’t even have any hand 

washing facility in every room in the building. We are providing 

health service and we need to wash our hands after treating every 

patient” (MD2). 

8) Challenges that occur due to shortages of water are recurring problems, as they 

cannot be avoided without restructuring the building. This task, however, cannot be 

accomplished with the capacity of health centers. Some respondents further 

mentioned: 

“This problem arises from the wrong design of the building, which 

did not consider and include the necessary facilities. If the building 
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was intended for health service delivery it would have included hand 

washing basins in every room. There is no such facility in our 

building” (MD2).  

                     “Toilets are not tidy. You sometimes can’t use them at all” (BW8-C2). 

9) The challenges related to the poor design of the buildings remain unsolved, as it is 

beyond the powers of health centers to restructure them. Another respondent 

added: 

“The building has structural problems in that it is not built for the 

purpose of health institution, and these cannot be improved in our 

capacity. The building is not suitable for the purpose of our clients” 

(FGD3-HSP1). 

10)  Cleanliness of the premises is poor because health centers lack administrative and 

financial decision-making powers. The poor design and structural problems of the 

building remain unsolved due to the same reason. The same respondent further 

stated: 

“We also don’t have a sufficient number of cleaning staff to clean 

the whole premise, which is wider than other health centers. Because 

we do not have enough manpower for cleaning, the health center faces 

the problem of tidiness. This is because we cannot hire additional 

cleaning staff through our own decision” (FGD3-HSP1). 

11)  A respondent additionally affirmed that poor structural design in health centers 

has worsened the quality of health service delivery. He said: 

“All the newly built health centers, including our four-story 

building, have structural problems. We are working in it with its 

substantial structural design problems. The cleanliness of our health 

center is not at all satisfactory” (MD3). 

12)  There is an imbalance of allocation of budget and the needs of the health center to 

provide services to the large number of customers coming from outside other 

woredas. A respondent explained: 

 “As our health center is an old institution, we provide a lot of 

services for too many clients. Earlier there were only six cleaners in 

one health center. Later the number of cleaners was raised to 12 in all 

health centers. Our need for cleaners, however, is not the same as the 
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other newly built health centers; we need more cleaners as ours is a 

huge health center with very big premises and too many customers” 

(MD3). 

13)  The problems related to infrastructure are also attributed to the inefficient system 

of procurement of equipment. An interviewee described it by stating: 

“The existing procurement system of medicine and equipment that 

compromises the quality of medicine and equipment must be revised. 

For instance, BP apparatus (equipment for measuring blood pressure) 

that this supplier provides to us are of low quality. So, we need the 

supply of medicine as well as medical equipment to undergo serious 

inspection before it is purchased” (FGD3-HSP2). 

14)  Some health centers have better infrastructure as compared with most of them, as 

they are assisted by donor organizations. A respondent described the infrastructure 

as improved in many ways. She stated: 

“I would say our health center is clean enough for working. We have 

got additional cleaners who made the working environment better 

than before. The problem with running water and electricity is also 

improved. We have got a generator for electricity from a donor 

organization. The problems in this regard are now relatively eased as 

compared with the previous situation, where we suffered with an 

absence of both electricity and running water” (FGD4-HSP1). 

15)  Availability of infrastructure in health centers is described as ineffective, in that 

skilled manpower is not available. In relation to this, a respondent stated:  

“We have supervision of all kinds of activities including the 

cleaning service in the health center. We assess the availability of 

equipment from time to time and provide the necessary items. To 

improve our efficiency it would be better to increase the treatment 

rooms and to get doctors, as the need is increasingly growing for 

services that should be given by doctors” (MD1). 

16)  The challenges related to disorders in toilets are also attributed to misuse of the 

toilets by customers. Health centers could not resolve the problems on their own, 

as their financial administrative powers are limited. The respondent mentioned:  
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 “However, problems of toilets sometimes prevail in our case too. It 

mostly occurs due to misusing of the toilets by our customers. We try 

to curb such problems through awareness creation in our discussion 

time with the community. There are, however, problems in this 

regard” (MD1). 

17)  Some health centers try to tackle the challenges arising out of poor 

infrastructural designs and cleanliness. An interviewee reaffirmed this: 

“We have established a committee that controls and works to make 

the environment clean and suitable for the customers and service 

providers in the premise, and we are working to improve the situation. 

We have a big problem with tidiness of our toilets. When minor 

damages like a shortage of flushing water in toilets occurs or when 

toilets are blocked by solid objects, we try to maintain it on our own” 

(MD4). 

18)  The fact that health centers are not in a position to repair and maintain their 

facilities, for instance when major disorders occur in their toilets, expresses that the 

exercise of administrative and financial decision-making powers by local 

institutions is essential to achieve good quality health service delivery. The same 

interviewee indicated that:  

“When major damages occur, they are reported to higher-level 

bodies’ authorities and are maintained by them” (MD4). 

19)  Health centers’ power is limited to managing only minor maintenance, while 

major maintenance is reported to be dealt with by higher administrative authorities. 

The respondent further stated: 

“When minor damages like a shortage of flushing water in toilets 

occur or when toilets are blocked by solid objects, we try to maintain 

it with our own capacity. When major damages occur, they are 

reported to higher-level bodies’ authorities and are maintained by 

them. In order to improve the bad situation with regard to having 

clean toilets, we are in the process of renewal of one of our toilets 

outside the building, after getting approval of the board for the 

maintenance” (MD4). 
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20)  The health center’s demand for reconstruction of the facilities in its premise was 

approved after a long waiting time, and they could not get the work done in time 

because of unresponsiveness of the concerned authority. The respondent mentioned 

in his statement:  

“We have announced a bid for the construction and the winner of the 

bid is identified. I hope it will start the work in the near future. Until 

now we always try to repair small damages of toilets through 

maintenance work at our level like purchasing small parts of the toilet 

apparatus. When it comes to huge maintenance work, it is done by the 

design and construction agency. Our capacity of maintenance is 

limited” (MD4). 

21)  The quality of service delivery is described to be at risk unless measures are taken 

to improve in proportion with the demand for the service delivery. An interviewee 

mentioned: 

“I would suggest that the health service should be extended. The 

government should extend the health service through improving the 

infrastructure as well as increasing the health service staff from time 

to time, as the population is growing faster than the growth of 

available service in the existing health centers” (BW8-C1). 

22)  Failure of electricity and untidiness of toilets has been described as a major 

challenge in the health service delivery. Other interviewees explained: 

“The biggest problem is the failure of electric power, which disrupts 

laboratory examinations, and secondly the unavailability of medicine 

and equipment in the required quality and quantity. They must work 

hard to improve the availability of these services, which are important 

for quality health service delivery. We sometimes can’t find services 

when there is also electric power failure, which occurs often. They 

don’t have electric generators to substitute the power from the main 

supply. The cleanliness of the premise is good. I have also observed 

that some of the toilets are out of order. You can’t use them for they 

don’t have water to flush” (BW8-C3). 
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“I found it generally good, except the untidy toilets which are mostly 

not functional due to lack of an appropriately functioning water 

system or getting no timely repair” (BW8-C4). 

23) The cleanliness of toilets at health centers remains risky for customers and is 

awful. Customers explained that the cleanliness of the premise is very poor. Toilets 

are full, and there is no space to use the toilet. Patients can even contract other 

diseases from the health center toilets, as they are a big mess. The problem has 

long persisted, but no solution has been provided yet. In one place, even toilets 

intended for use by the staff working in the building were closed for a long time. A 

customer there said that the problem had been raised in meetings, but no measure 

has been taken yet. This particular customer used to work in a tea room in this 

premise but left the job due to an absence of clean toilets, which is required by the 

licensing authority for the tea service (BW8-C5, BW17/4-C3). 

“The tidiness of toilets in the health center is very poor. They don’t 

have water in the WC to flush. You must fetch water from barrels to 

flush the toilets each time after use. I have observed today that the 

flushing system of toilets does not function at all” (YW1-C2). 

24) In addition to interviewees, the researcher explains the cleanliness of health center 

premises as observed during the research. The tidiness of health center premises is 

in an alarming state. 

“The premises of many health centers are in a horrible situation. 

Waste is seen thrown here and there. Toilets in particular are so dirty 

that customers cannot comfortably use them. They have no flushing 

water, and some are very old with broken seats and doors. Customers 

must fetch water from barrels filled with water standing outside the 

toilets. Some customers have been complaining of the risk they may 

face by using such untidy toilets. I heard customers saying that health 

centers that are teaching the communities do not know how to clean 

their premises and they expose the community to many transmittable 

diseases that one can contract while using toilets in health centers. 

Some photos taken during the research and posted here are good 

evidence that illustrate the situations of tidiness in health centers. 

Another problem that I observed was shortage of running water in 
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health centers. Sometimes patients couldn't find tap water in the 

premises of health centers in case they need to clean themselves or 

their babies in particular. This is a phenomenon which significantly 

detracts from the quality of health service” (O). 

3.2.5 Availability of incentives 

The data analysis in this section addresses the interview question asking respondents to 

explain their experience and practices as to availability incentives to employees in health 

centers under decentralized governance in their respective health centers.  

1) Availability of incentives is described as an important factor in enhancing good 

governance and service delivery. However, its status is not assessed as 

contributing to effectively addressing the required degree of quality of the health 

service delivery. A key respondent explained this by stating: 

“There are some mechanisms by which outstanding workers are 

encouraged like granting certificates of recognition, etc. But that 

doesn’t mean that service providers are satisfied with such kinds of 

incentives. Most of them are highly disappointed with their low 

incomes and are always complaining of the negligence of the 

institution to improve their living standards. I think that most of them 

are workers that stay on their jobs until they get better alternatives to 

leave their current jobs in health centers. Therefore, I don’t believe the 

existing incentives alone can solve the problems” (HBO1). 

2) Health service workers in health centers are frustrated by the absence of 

incentives at the health center level. A respondent pointed that out, stating:  

“The income of our employees is relatively better than other public 

servants. Frankly speaking, however, many of the staff members in 

our institution, in particular those who serve in the health extension 

program are absolutely dissatisfied with their incomes. They stay on 

their jobs here for they do not have better alternative working places 

and opportunities. Good incentives may have some effects in 

motivating workers but are not sufficient” (HBO1). 

Mechanisms employed to motivate health workers are not effective to satisfy the needs of 

workers as they are limited to trivial inputs to encourage workers. A respondent stated: 
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 “There are also some mechanisms other than granting certificates of 

recognition, etc., through which outstanding workers are encouraged. 

But that doesn’t mean that service providers are satisfied with such 

kinds of incentives” (HBO1). 

            3) The incentive mechanisms in health institutions are not uniform and even apply a 

double standard for the same work and qualifications. Other respondents stated: 

“Health workers are getting benefits of various types as any civil 

servant in the country. This includes training, education, etc. 

Additionally, some workers are paid for overtime work when they 

engage in work outside the normal working time. There are, however, 

grievances because of unequal payments for the same work in relation 

to other public institutions. We are hoping for reforms that correct 

such discrepancies" (HBO3). 

“We also try to make the motivation of our employees last longer by 

rotating them from one job to another so that the working 

environment will not be boring to them. Other significant mechanisms 

of motivation are not available at our level” (HBO2). 

4) Engaging in upgrading the skills and knowledge of health workers would greatly 

contribute to motivating the workers. The power of deciding on such training and 

education is not, however, in the capacity of the health center. One respondent 

explained: 

“Additional payments are given as incentives for the low-income 

workers like security personnel, cleaning staff, and etc. However, our 

budget is not intended to give salary increments to other staff. In order 

to improve the health service delivery, I think first of all the existing 

staff must be given additional training. One of our challenges is with 

upgrading the academic standard of the health professionals. We are 

sometimes instructed to send a list of our staff that we need to 

upgrade their academic standard in very few days. After we select 

some and send their list, no one is offered the chance. Those who get 

the opportunity are only those who are working in hospitals. 

Therefore, the government should provide better upgrading schemes 

and find a fair and sufficient mechanism of offering chances to health 
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professionals to upgrade their skills, as building the capacity of health 

professionals is very important to ensure quality service delivery” 

(FGD1-HSP1). 

5) The respondent indicated that the government neglected to follow up on the 

situations of employees in health centers and provide them with the necessary 

incentives that they deserve. He said:  

 “The government should closely follow up on the situations in each 

health center and support them. The benefits that the health 

professionals and other staff of the health center should enjoy must be 

respected to motivate the workers. These benefits are not consistent. 

They are quite different and cause discontent in the minds of the 

workers here. Therefore, I believe the workers would produce better 

results in their performance if their needs are fulfilled properly, as a 

worker’s motivation depends on his/her satisfaction with the working 

environment” (FGD1-HSP1). 

Another respondent added: 

“It is already mentioned that the salary paid for supporting staff is 

very little. Besides that, the tax paid by the workers is also too high. 

We pay a very high income tax. For instance, I pay 35% of my money 

as income tax and I am left with 65%. Therefore, the turnover would 

significantly decline if the income tax was minimized. There are also 

other kinds of deductions from our salary. The problem of turnover 

exists not only in the supporting staff but also with health 

professionals. Professionals also leave their jobs, and we are always 

hiring new staff for this reason. So besides the meagerness of the 

salary, the tax and other deductions from the salary cause high 

turnover. Every employee calculates whether he/she can live on the 

net income after deduction of salary and does not find the income 

sufficient to live on. That is why the turnover is uncontrolled” (FGD1-

HSP2). 

6) Decentralization of service delivery in the health sector has left aside 

decentralizing the power of decision-making on human resources, ignoring the 

realities at the health center level. An interviewee stated: 
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“The power of the civil service agency is not decentralized to the 

woreda level. It would be wise if the decision on the handling of our 

workers was also decentralized to solve the problem of turnover of the 

staff. We couldn’t until now control the problem except hiring another 

staff whenever the existing ones leave from here. I would say it would 

be better if deep study is conducted on this issue to find a feasible 

solution to the problem. All training is determined by the health 

bureau of the sub-city. Instead, the health bureau should have 

decentralized the training budget down to woredas so that we could 

identify gaps existing in our heath bureau and give appropriate 

training to our staff. This could help to improve the quality of our 

service” (FGD1-HSP2). 

7) Directives coming from central government are not fair in that they are 

discriminatory without any justifiable ground in treating health professionals at health 

center levels.  

“There are of course problems with the inconsistency of directives 

coming above and the realities here in our health center. Many of the 

directives come from the civil service agency. This agency releases 

directives that treat health professionals at the health center level 

differently from professionals working at the hospital level. For 

instance, health professionals working in hospitals have the 

opportunity to work in part time and earn more, while we are denied 

this opportunity. I wonder why the directive has a double standard for 

the same service. There should have been the same treatment for 

every professional at any level” (FGD1-HSP3). 

8) Health workers in health centers work for incomes only at subsistence level. A 

respondent indicated in his statement: 

“The problem mentioned in relation to salary is a very critical 

problem. We always worry about what to eat for dinner after we eat 

our breakfast, as our income is too little. We have also a big problem 

with housing and transportation that we cannot afford to pay. 

Therefore the question of the inadequacy of our salary that cannot 

support our basic needs is a critical problem” (FGD1-HSP3). 
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9) Incomes of health workers are not satisfactory. Insufficient wages of health 

workers lead to high turnover and cause poor quality of health service delivery. 

Another respondent stated: 

“I think retention of employees can only be ensured when all 

benefits allowed by the government are put in place. Then, any public 

servant would highly be motivated if all that he /she needs are made 

available” (FGD2-HSP1). 

  10) Health centers are, however, trying to tackle the challenges of turnover of workers 

as best as they can. A respondent pointed this out by stating: 

“Currently, we have low turnover of professionals. I don’t think 

more than three or four professionals have left their jobs in our health 

center. Others might have left our health center on the grounds of 

transfer to other health centers. What is important to be done to 

uphold the workers’ motivation to work is providing them with 

different benefits that they deserve in a transparent manner. If such 

healthy communications are not made, the confidence and trust of the 

workers in the leadership will be eroded. The other mechanism of 

motivation is by giving recognition to the best performers through 

certificates of recognition. I think this has been somehow effective to 

reduce turnover of our employees” (FGD2-HSP1). 

11) Reasonable increments of salaries would substantially improve the living 

standards of workers, which could also motivate workers to deliver good quality 

service to customers and enhance good governance. Another respondent described 

this by stating: 

“In order to upgrade the level of quality of our service, salary 

increments and other incentives to health providers should be 

considered as important elements. Unlike the other sectors, there is no 

meaningful increment for health service providers probably on the 

ground that the number of employees is too high. The government 

thinks of salary increments once in a blue moon. On top of that, the 

increments made in very long intervals are not satisfactory. Health 

centers should have enjoyed the command of their internal income so 

that they can make appropriate salary increments for their employees. 
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If we try to give any meaningful incentives to our employees, we 

would remain with an empty account, as we have high expenditures 

for the service of a very high flow of customers. Whenever the client 

flow grows the quality of the health service delivery declines. If costs 

of services are proportionally decentralized to every health center, the 

quality of the service delivery would also improve significantly” 

(FGD3-HSP1). 

12) Health centers cannot support their employees with appropriate incentives and 

as a result, the service they provide is critically affected so that the quality of the 

service becomes precarious. 

“If we try to deliver our service to 30 clients while our capacity is 

for 10 clients, the service delivery will definitely be of low quality, as 

the service deliverers will exhaust their energy and tire of working. 

The incentive from the government is not satisfactory. In our case, we 

don’t have the capacity to support our employees through different 

incentives. Our health center serves too many customers with a very 

high flow. We receive the same budget as those health centers with 

lesser workloads in terms of received customers. On top of that, our 

internal income mostly goes for medicine and equipment, so that we 

cannot provide any incentives to our employees. This affects the 

satisfaction of our professionals negatively” (FGD3-HSP1). 

13) Enhancement of good governance depends on the provision of appropriate 

incentives to employees of health centers. Requiring service providers to deliver good 

quality health service without satisfying their basic needs would be absurd. Turnover 

is a major challenge of health service delivery in health centers. Customers cannot get 

quality service delivery only by junior staff members who are newly employed. Some 

respondents further mentioned this as follows.  

 “Good governance is negatively affected when the employees’ life 

is not improved through incentives like sufficient provision of 

housing and transportation, etc. This is because the health service 

provider should not be expected to deliver good quality service 

without sustainable facilities that ensure the stability of his life. The 

turnover, however, still remains problematic as there is a big 
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discrepancy between the amount of their salaries and the service that 

our employees are providing. We lose most of our experienced staff 

as they look for places where they earn better payment and leave our 

health center” (FGD3-HSP2). 

 “However, we try to solve the problem of high turnover of 

experienced staff by replacing them with junior staff” (FGD4-HSP1). 

14) Unavailability of the necessary incentives in health centers increases 

deterioration of the satisfaction of customers. Other respondents indicated: 

“It is quite difficult to meet the required level of customers’ 

satisfaction if there is no motivation of service delivery. We try to 

cover the gap with existing ones even though it increases the burden 

of work on them” (MD1). 

“I would also say that we must first of all be able to satisfy the 

service providers before requiring them to provide quality service. We 

provide good service delivery only when we are satisfied with our 

lives. The government therefore, must try to satisfy its employees and 

then demand improved service” (FGD4-HSP2). 

15) There is a strong relationship between incentives and quality service delivery. 

Turnover is not effectively addressed in health centers. A respondent described it like 

this: 

"We couldn’t, however, solve the problem of turnover through such 

mechanism. The reward we give for the best performers does not have 

any positive impact to change the situation. The complaint of our 

employees is with regard to low salary, saying the salary and the work 

we perform are not proportional and must get due attention. The 

employees cannot afford to pay the cost of house rents and 

transportation, which are so expensive. This must also be given due 

consideration. The major problem is the low payment to the service 

providers. You can’t utilize the skills of health providers while 

depriving them of sufficient income to live on. Therefore, such things 

must be improved by more empowering of health centers. I don’t see 

any impact on the turnover because the employees leave their jobs 
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even if they get a difference of a hundred birr higher than what they 

are paid here" (MD2). 

               Other respondents added: 

"We did not have any opportunity to create a certain mechanism to 

increase our income which supports us. Incentives we provide are 

limited only to certificates of recognition for best performers. The 

problem, however, is that we cannot provide them with satisfactory 

and proportionate salary for their services" (MD3). 

“Service providers are still leaving our health center when they get 

better payments in other places" (MD4). 
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