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ABSTRACT 

The study sought to investigate the relationship between participatory planning and service 

delivery in public hospitals in Uganda a case of Mulago . The study specifically e'<amined the 

relationship between participatory planning and the scope (coverage) of services delivered to 

clients at Mulago Hospital: and assessed the relationship between participatory planning and 

timely accessibility of services; as well as established the relationship between participatory 

planning and quality of service delivered. 

The study adopted a descriptive and case study design to allow for in-depth data collection and 

analysis, contextual understanding and description of the research problem. Correlation 

techniques were also used to measure the relationship between participatory planning and service 

delivery management in Mulago Hospital. Data was collected using interviews rn1cl 

questionnaires to randomly selected Mulago Hospital staff. Collected data were analyzed using 

both qualitative and quantitative techniques of analysis. Results revealed a positive and 

significant relationship between participatory planning and service delivery in Mulago Hospital. 

Findings of the study revealed a significant relationship between participatory planning and 

health service delivery in general at Mulago Hospital. Management there fore needs to appreciate 

joint planning involving key stakeholders, sufficient communication systems and inculcation of 

the spirit of team work across the entire hospital for improved service delivery . 

XI 



., 

CHAPTER ONE 

INTRODUCTION 

1.1 Background to the Study 

World over, health is recognized as one of the fundamental rights to be enjoyed by every human 

being without distinction of race, religion, political belief, social and economic condition. Over 

the recent past more advances in health, science, and technology have been made in the last 50 

years than in the 500 years before the 20th Century (World Health Organization, 2002). For 

instance, Health infrastructure has been expanded and education, incomes, and opportunities 

have improved . There are vast amounts of resources being rl.nrnelecl into global health work. such 

as vacc111es , primary health care. drug therapies, maternal and child health care. and basic 

surgery. 

Despite vast amounts of money. tools and interventions, the successful delivery and 

implementation of these resources remain elusive. Public health interventions and socioeconomic 

development have reduced mortality and raised life expectancy. Unfortunately. these gains have 

by no means been universal (Schirnding, 2002). Healthcare systems and governments \·vorldwide 

are trying to curb rising costs while improving patient care outcomes. Governments all over the 

world are now showing growing interest in analyzing their own planning and service delivery 

processes from the perspective of particular groups of population. 

However, Africa lags behind all continents of the world. Whereas Africa has 20% of the world's 

sick people, it has only 4% of its healthcare workers - many of them vulnerable to the high 

mortality rate associated with malaria and notably the AIDS epidemic. The state of investment in 



healthcare infrastructure is also grossly inadequate as is the efficiency of healthcare delivery 

(World Health Development Report, 2004). 

Yet, an appropriate, robust, and sustainable model for improvement in health system 

performance is essential in order to reverse the declining trends in health and development status 

and break the vicious cycle of poverty and ill -health in Africa (Kaseje, 2006) . In Uganda, the 

provision of health services is funded by the Government of Uganda and Development Partners 

(Ministry of Health Value for Money Audit Report, 2006). A big propmiion of the population in 

Uganda lives below the poverty line with 31.1 % of the population living in absolute poverty 

(Ministry of Health Value for Money Audit Report, 2006) . This means that many people cannot 

afford private medical services and therefore require free medical services provided by 

Government. Historically, Uganda, like many newly independent countries in Africa, had a 

functioning healthcare system in the early 1960s, but saw a collapse of government services as 

the country underwent political upheaval. The government has been implementing major 

infrastructure rehabilitation programs in the public health sector, but improved outcomes have 

remained elusive. Rural dispensaries, which are the lowest tier of the Ugandan health system, 

provide preventive outpatient care, maternity, and laboratory services . In order to make health 

services accessible to the population, Government of Uganda decentralized health service 

delivery to districts and lower to health sub districts by reallocating resources to lower Health 

Centers. 

Mulago hospital a national referral hospital has a 1 :40 doctor to patient ratio (Youssouf, 2009) . 

The situation is not far better when it comes to nurses. Most of the facilities at the hospital are in 

pathetic situation. The resultant effect of the situation is revealed by critical shortage of devices 

as well as chemicals which are essential for effective and efficient operation of the hospital. 
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Consequently Mulago hospital are overwhelmed by the over increasing demands of patients for 

hospital services. There has been increasing public outcry about the quality of services offered at 

Mulago hospital. One wonders whether participatory planning can help to alleviate the service 

delivery challenges being experienced at Mulago hospital. 

Participatory planning is regarded as an act of taking part and sharing in something where we 

need to reflect needs of local people in accessing healthcare and treatment. The best way to find 

what people need and what they see as possible solutions to their problems is to ask them 

directly. Local officials , mass organizations and individuals, especially the poor must be 

involved in consultations and discussions. The researcher therefore sets out to explore why 

participatory planning is vital in healthcare service delivery in Mulago hospital. 

1.2 Statement of the Problem 

Despite Government's efforts to improve quality of health service delivery in Uganda by 

allocating more funds , little success has been met. Mulago hospital has capacity to admit 1500 

patients, but admits 2500 (Youssouf, 2009). With patient-attendants, the number of people in 

each ward is almost always thrice that the space is designed for impacting on the quality of 

health services at Mulago national referral hospital. The poor and disadvantaged suffer 111 

relation to delivery of healthcare services. First, they lack access to those services due to 

physical , financial , informational, political and other barriers. Second, they lack effective 

mechanisms for feeding back their complaints, views and requests in relation to those services 

due to limited participatory planning (Youssouf, 2009) . This makes it difficult for Mulago 

hospital to deliver quality health services to its clientele on a daily basis . If the s ituation is not 
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handled urgently, health service delivery will drop further leading to many patients losing their 

lives and more people contracting deadly infections at the national referral hospital. 

1.3 Purpose of the Study 

To examine the relationship between participatory planning and delivery of health care services 

in Mulago Hospital in Uganda. 

1.4 Objectives 

The objectives of the study were: 

1. To examine the relationship between participatory planning and the scope (coverage) of 

health care services delivered to clients of Mu Iago Hospital in Uganda. 

2. To assess the relationship between participatory planning and timely accessibility to health 

care services offered at Mulago Hospital in Uganda. 

3. To establish the relationship between participatory planning and quality of health care service 

delivered to clients of Mulago hospital in Uganda. 

1.5 Research Questions: 

Research Questions that guided this study were : 

1. To what extent does participatory planning relate to scope (coverage) of health care 

services delivered to clients of Mulago Hospital? 

2. What is the relationship between participatory planning and timely accessibility to health 

services offered at Mulago Hospital? 

3. Does participatory plaiming influence quality of service delivery in Mulago Hospital? 

4 



1.6 Significance of the Study 

Findings of the study revealed , there is a significant relationship between participatory planning 

and the scope I coverage, of service delivery in Mulago Hospital; there is a significant 

relationship between participatory planning and timely accessibility of health services and that 

there is a significant relationship between participatory planning and the quality of services 

delivered by Mulago Hospital. 

Findings of the study may be used by stakeholders to better understand the influence of 

participatory planning to empower communities (including women, the elderly, children and 

other disadvantaged groups) to take appropriate actions for the promotion of their own health as 

true partners in healthcare services. Staff members at lower levels need to be involved in the 

planning, organization, management and implementation and monitoring of healthcare service 

delivery in order to advocate for better services including health information, skills, financial and 

other resources to ease their participation. Other researchers may use the findings on 

participatory planning, which may be used to carry out more research. 

The study in a broad sense may also help hospital management and health personnel appreciate 

value for money in order to strengthen procurement, supply and distribution processes and 

minimize commodity wastage to justify more resource allocation for Mulago National referral 

hospital. The recommendations given may help management in public hospital s to 

institutionalize regular inventories and improve supply management procedures to ensure regular 

availability of essential medical products and rational use of essential medicines , commodities , 

equipment and to invest in infrastructure development and maintenance. 
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1. 7 Scope of the Study 

The study was carried out on pa1iicipatory planning and service delivery at Mulago Hospital in 

Uganda. Mulago is a national referral hospital situated in Kawempe Division South of Kampala 

city in Uganda. The study specifically focused on the influence of participatory planning on 

quality scope (coverage) and accessibility to health services in Mulago Hospital. The temporal 

scope covered the period 2008 - 2012 because is a period when government of Uganda allocated 

more funds to the health sector to address health as a key priority. Mulago was chosen because of 

its national referral status (Ministry of Health, 2009). 

1.8 Conceptual Framework showing the Relationship between Participatory Planning and 

Service Delivery. 

Fig.1 Conceptual framework 

Independent Variable Dependent Variable 

Participatory Planning Service Delivery 

Involvement of Stakeholders in • Scope (coverage) of • 
goal setting 

services delivered 

Pariicipatory Budgeting • Timely accessibility of • ~ delivered services 
• Formulation oftargets I 

I • Qua! ity of de! ivered 
I 

I 
services 

I 

I 

Intervening variables 

• Resource availability 
• Government Pol icy 

Source: UNDP (199 7), Spoelstra and Pienaar (1996), andSebenius (Ocl. 2006) 

6 



Figure 1, demonstrates how the study is conceptualized. The figure designates that health care 

service delivery depends on participatory planning. Therefore participatory planning entailing 

involvement of stakeholders in goal setting, participatory budgeting and formulation of targets 

are the independent variables while service delivery involving coverage, timeliness and quality 

of health care services delivered. The process of participatory planning is inevitable since 

communities have many interests amidst limited resources and social , cultural and political 

background. 

The conceptual framework indicates that there are other factors which affect the delivery of 

health care services. These factors are shown by a dotted stripe since they are outside the scope 

of study . It also illustrates that there is a relationship between resource availability, management 

style and government policy despite being outside the scope of the study. 
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2.1 Introduction 

CHAPTER TWO 

LITERATURE REVIEW 

This chapter presents and reviews the relevant literature that has been documented by various 

scholars and authors in the area of study. The reviews are done in accordance with the major 

themes of the study as identified in the specific objectives. The reviewed literature helped to find 

out how much the research subject has been studied about and also identify gaps on which to 

develop research problem. 

2.2 Theoretical Review 

The Public Value Theory of Moore (1995) was used to underpin the study . Moore (1995) 

formulated the Public Value framework to imbue public sector manage rs with a greater 

understanding of the constraints and opportunities within which they work, and the challenge to 

create publically valuable outcomes. His central proposition was that public resources should be 

used to increase value not only in an economic sense but also more broadly in terms of what is 

valued by citizens and communities. Moore developed a 'strategic framework' in an attempt to 

capture the aims and constraints of public sector management and to help align goals, 

authorization and operational capability. 

In the light of the Public Value theory , participatory planning is reflected in terms of citizens and 

communities broadly getting involved in the planning process. This is because when 

stakeholders (citizens and communities) are involved iri the planning process, they become part 
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and parcel hence owning the process. This increases value in the eyes of citizens/beneficiaries of 

the services offered. Moore further observes that when stakeholders are involved in the planning 

process a greater understanding of constraints and opportunities is realized , which in turn 

enhances the use of public resources thereby increasing the economic value of resources, thus 

effective service delivery management in terms of quality and time management. 

2.3 The Concept of Participatory Planning 

According to Kleven, (1998:9) Planning is an attempt to reduce uncertainty about what the future 

may bring, by applying knowledge and expert insights in the task of achieving the objectives that 

the organization has chosen Platming as a goal oriented, rational problem solving method. 

Plaiming is necessary in order to ensure good decisions as a means of preparing action." 

Participatory platming and development has been a growing trend over, roughly, the last 80 years 

(perhaps a longer period than would often be recognized , stemming as it did in co lonial efforts to 

promote "community development" through forced "participation" by citizens . Participatory 

development thus started as a counterpoint to mainstream top-down planning and 

implementation enforced by national and international development agencies (Taylor and 

Fransman, 2004) . 

Shmueli , Kaufman and Ozama (2005) argued that planning in the local domain entails 

responding to and shaping anticipated social and research needs in the uncertain future . Planning 

is therefore joint decision making, which is in turn inherently transactional. This was supported 

by Ssewankambo (2008) , Spoelstra et al (1996) and sustained by Kuye (2007, 1) who argued 
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that, it is through participation that conflicts in society caused by clashing interests, personalities 

and misunderstandings amidst limited resources can be resolved and services delivered 

according to agreed priorities and needs. 

Tandon, 2005 , observes that, the idea of participation first evolved in the mid-1970s. The 

trajectory of participatory methodologies, though gaining ascendancy in the past decade , has its 

roots in the cultural practices of community collectives in many societies. Its humanitarian 

visions derive their inspiration from the histories of struggles and conflicts for the promotion of a 

more just and humane social order across the globe. Participation has been defined by Bhatnagar 

and Aubrey (1992:6) in the following way: "Participation is a function of information through 

which people can come to share a development vision, make choices, and manage activities. 

Around the world governance actors, analysts and activists are grappling with this issue, and 

exploring how best to engage citizens in government decision making, especially its policy­

making processes. The reality is, however, that currently citizen participation in policy making is 

primarily reduced to participation by the elite, organized civil society in the form of 

predominantly non-governmental organizations (NGOs), business and other interest groups with 

access to resources. Crenson and Ginsberg (2002) refer to this monopoly of participatory 

processes by elite forces as ' downsized ' democracy . Participation mechanisms that are 

established to channel citizen input are not accessible to the majority population in societies 

characterized by inequality, particularly marginalized communities and sectors, and typically do 

not ' automatically benefit poor people and groups that have long faced social exclusion ' (Manor 

2004: 5). 
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Citizen participation in governance is portrayed as having the potential to ' reduce poverty and 

social injustice by strengthening citizen rights and voice, influencing policy-making, enhancing 

local governance, and improving the accountability and responsiveness of institutions ' (Taylor 

and Fransman 2004: 1 ). It has largely been assumed that as governments develop expertise in 

facilitating greater levels of participation, services tend to improve and things get better for those 

in situations of poverty. More and more, participation is seen as critical to the goals of poverty 

reduction and social justice but from varying perspectives. Where there is no genuine 

empowerment of citizens, the participation process simply becomes an ' instrument for managed 

intervention ' (Cornwall 2002: 3). Discussing the consequences of superficial or cosmetic 

processes, Manor notes that 'If ordinary people find that what at first appears to be an 

opportunity for greater influence turns out, in practice, to be a cosmetic exercise if they gain 

little or no new leverage - then they will feel conned and betrayed ' (2004 : 9) . 

Relating to the policy-making process in Brazil , Shankland (2005:2) used a term which 1 believe 

could equally be applied to Uganda, namely, ' representation dressed up as participation ', a 

flawed notion of political representation of citizens' interests through civil society organizations, 

which ' ignores the fact that debates in "new democratic spaces" occur in the absence of some 

(indeed most) citizens and with the presence of others who may be speaking in their name ' .. 

In participatory planning, Fisher, Ury & Patton (1991) noted a contradiction between positions 

and interests of stakeholders. Positions are the demands that parties make or their preferred 

action to address a particular problem, while interests are concerns that motivate proponents to 

advocate specific solutions, the why behind positions. This was in agreement with assertions of 
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Shmueli , Kaufman & Ozama, (2004) that a focus on positions rather than interests may fail 

altogether to address stakeholders' primary interests during plairning. 

Experiences and reflections from civil society stakeholders suggest to us that although there is 

legislative provision for participatory mechanisms, and many such provisions are in place, this is 

not enabling civil society to participate meaningfully. The existing e mechanisms are inadequate. 

inaccessible and disempowering, and that new approaches to participatory policy making are 

required. The progressive end of this spectrum reflects a rights-based approach, recognizing 

participation as a right in itself, and an entry point to realizing all other rights Eyben (2003) . As 

Cornwall (2002: 16) notes, this ' recasts ' citizens as 'neither passive beneficiaries nor consumers 

empowered to make choices, but as agents : the "makers and shapers" of their own development'. 

Eybeen and Ladbury (1997 :195) in the World Bank' s Learning Group on Participation stress the 

importance of: "employment which entails sharing power and raising level of political awareness 

and strength for disadvantaged people". 

Craig and Mayo (1995) emphasize in the Human Development Report, (UNDP) that 

participation is "any form of access to decision-making and power', as well as in terms of 

economic participation". The term participation in this work is considered from the assumption 

that the development of the participatory approach to management begins with the belief that 

sustainable development ultimately depends on enhancing the people's capacities as individuals 

and groups to improve their own lives and take greater control over their own destinies. It is on 

the strength of this belief that the participatory approach identified in this book is considered to 

represent a considerable change, first in the process of governance, secondly, the social and 

12 



political relationships, and thirdly who participated 111 control and 1s empowered by the 

participatory process. 

Slocum (2003) establishes that, a participatory approach actively involves the public in decision­

making processes, whereby the relevant public depends upon the topic being addressed. The 

public can be average citizens, the stakeholders of a particular project or policy, experts and even 

members of government and private industry. 

A senes of specific challenges to community engagement, including stigma, language and 

cultural differences are identified including barriers regarding engagement of consumers and 

communities in health system planning, provision, reform and research . Time factors and 

geographic distance, consumer literacy further complicates the process adding to the difficulties 

in engaging consumers. Further, physical and psychological exhaustion of involvement is 

another barrier to the engagement of some people with disabilities. 

2.4 The concept of Healthcare Service Delivery 

WHO (2008) gives an overall working definition of integrated health service delivery as ·'The 

management and delivery of health services so that clients receive a continuum of preventive and 

curative services, according to their needs over time and across different levels of the health 

system." 

Health systems can, in the way they function strengthen the capabilities of individuals and social 

groups, for example, by including opportunities for people to participate in planning services , 

from individual care plans to community health interventions. They can generate preferential 

gains for society - disadvantaged groups, either by impacting on the structural factors that 
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disadvantage them by strengthening their ability to claim health resources or implement health 

actions through planning and budgeting (Loewenson and Gilson, 2011) 

World Development Report (1999) developed a practical argument regarding implementation on 

quality and capacity of service delivery in the healthcare . Basing on the belief that quality of 

healthcare services are reflected in the capacity of the health departments or organizations to 

deliver, the commission argued that if a department met all expenditures on purchasing the 

proposed tones of drugs, medicines and sundries; If well stocked all the planned medical 

facilities; installed all the needed medical equipment; bought all the needed ambulances; spent 

on medical research and training as proposed; met the planned medical personnel salary and 

wage bill; and if it established the planned physical buildings, there would-be no doubt that the 

department's programme implementation would produce the desired level of service delivery , 

provided other factors are held constant. 

In a service industry , like healthcare, experience of the patient plays a crucial role in rating and 

assessment of quality of services. The health sector comprises the public system with maj or 

players including the Ministry of Health and parastatal organizations, and the private sector, 

which includes private for-profit, Non Governmental Organizations, and Faith Based 

Organizations facilities. Health care service delivery looks at quality in healthcare as newer 

technology, newer and effective medication, and higher staff to patient ratios, affordability, 

efficiency and effectiveness of service delivery (Truong, 2004 ). 

Ennis and Harrington (2001) assert that, in healthcare industry service quality has become 

imperative in providing patient satisfaction because delivering quality service directly affects the 

customer satisfaction, loyalty and financial profitability of service businesses. In healthcare, 
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service quality can be broken down into two quality dimensions: technical quality and functional 

quality. While technical quality in the health care sector is defined primarily on the basis of the 

technical accuracy of the medical diagnoses and procedures or the conformance to professional 

specifications, functional quality refers to the manner in which the health care service is 

delivered to the patients . 

Zimmerman and Rappaport in Stein (1997) noted that as long as people are not empowered they 

cannot participate in decision making and influencing affairs that affect their lives. The 

implication is that: unless Local governments take the initiatives of empowering communities 

first, their participation in planning will remain minimal hence affecting service delivery. This is 

because participatory planning leads to learned hopefulness which means empowerment, and 

vice versa. In Local Governments, there is no guarantee that the community depends on skilled 

negotiators who can ably guide them in negotiating for services they need which is a pre­

requisite for effective service delivery. 

Prior to the 1990s, Uganda had a highly centralized healthcare system with considerable 

differences in health services standards between urban and rural areas (Jeppsson and Okuonzi 

2000). After decentralization, the central government, through the Ministry of Health (MOH), is 

responsible for resource allocation and hospitals. However, it has devolved much of the 

responsibility of operating the lower health units, such as health centers and dispensaries , to 

lower levels of local govenm1ent under the Ministry of Local Govenm1ent. Health facilities run 

by faith-based organizations, which constitute 40 percent of the country's healthcare facilities , 

offer better services than non-faith-based facilities (Jeppsson & Okuonzi, 2000). 
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2.4.1 Participatory Planning and Scope/Coverage of Service Delivery 

To Ralmrnn and Kabir (2004), Participatory planning is said to be the first step of participatory 

budgeting exercise which aims at coverage of scope. The participatory planning process is based 

on the activities (scope coverage) intended to establish rapport building with the communities 

which further are strengthened by participatory rapid appraisal (PRA) exercises undertaken at 

lower local levels. Further, for purposes of scope coverage, (Rahman and Kabir 2004 ), highlight 

four steps of pa11icipatory plarming and these are: infrastructure mapping, problem identification 

and prioritization, scheme identification and prioritization and finally short listing. Short listing 

defines the scope to be accomplished . Studies have revealed positive strong correlation between 

participatory planning and effective scope coverage. 

Various scholars have tried to establish a relationship between the approach to participation and 

the level of outcome with respect to the three critical attributes of a successful development 

programme i.e . sustainability of the project, empowerment of citizens and learning for all the 

stakeholders involved. Sherry Arnstein in 1969 evolved the famous ladder of participation 

starting from non-participation to tokenism and finally empowerment. Herein, tokenism consists 

of citizens getting an opportunity to hear (sharing of information) and being heard (consultation) 

and even advice at certain times. But there is no scope of their voices being taken into 

consideration during decision-making. In the empowerment phase, citizens are given the power 

to influence the decision-making process by way of entering into a partnership with power 

holders, by way of delegation of powers and finally by way of completely controlling the entire 

decision-making process. 
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The World Bank (2007) observes that increased participation in planning can lead to formulation 

and investment in pro-poor policies, greater social consensus, and support for difficult policy 

reforms. According to its observation, experiences with Participatory Planning have shown 

positive links between participation, sound macroeconomic policies, and more effective 

government. For interventions regarding clu·onic disease treatment, effectiveness can require 

diagnostic accuracy, provider compliance with evidence-based treatment, 'continuity' of access 

by the patient, effective referrals and adherence to prescribed treatment and rehabilitation (WHO , 

2002). 

Attempts to address the problems regarding health service delivery focused on correcting the 

under-supply of health professionals, particularly physicians, in rural areas. Canadian report 

titled Toward Improved Access to Medical Services for Relatively Underserved Populations 

(Barer, Wood and Schneider, 1999) literally equates the improvement of access with increasing 

the number of doctors. However, it is increasingly being recognized that this is not a problem 

that can be treated in isolation, and that there needs to be a re-examination of the whole structure 

of how health services are delivered. 

2.4.2 Participatory Planning and Accessibility to Health Care Services Delivered 

Decentralization of social services, including health is embedded in the larger decentralization 

processes that are occurring in the Sub-Saharan Africa (SSA) region. Although the motives of 

decentralization differ across countries (Naidoo, 2002) , the major arguments supporting 

decentralization in developing countries include econom1c and political gains . The economic 

justification for decentralization is allocative and productive efficiency aimed at improving 

public service delivery. Allocative efficiency involves better matching of public services to local 

17 



preferences, whereas productive efficiency involves increased accountability, fewer levels of 

bureaucracy, and better knowledge of local costs (Naidoo, 2002). 

Prior to the 1990s, Uganda had a highly centralized healthcare system with considerable 

differences in health services standards between urban and rural areas (Jeppsson & Okuonzi 

2000). After decentralization, the central govenm1ent, through the Ministry of Health (MOH), is 

responsible for resource allocation and hospitals . However, it has devolved much of the 

responsibility of operating the lower health units, such as health centers and dispensaries. to 

lower levels of local government under the Ministry of Local Government. Health facilities run 

by faith-based organizations, which constitute 40 percent of the country's healthcare facilities , 

offer better services than non-faith-based facilities (Jeppsson & Okuonzi , 2000). Further, 

Jeppsson & Okuonzi (2000), existing data show no improvement in social services or people 's 

quality of life during the period of the reform. In fact, many indicators have either remained the 

same or worsened. 

Gaventa and Barrett (2010) find over 30 cases in which significant impacts were made in service 

delivery including in the health and education sectors. For example, in Brazil , they find out that 

the new participatory planning governance councils have been significant in improving timely 

access and quality of health care services. In Bangladesh, parents of girls in schools mobilized to 

undertake a participatory approach by monitoring teacher attendance and discouraging 

absenteeism. This technique registered timely access of students to their teachers and this 

ultimately improved the quality of teaching. 
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Gallivan, Utley and Jit (2002) discussed the heightened importance of length of staying 

variability in the context of United Kingdom government Initiative for hospitals to give a strong 

commitment to admitting a patient on a date arranged months in advance . They proposed 

analytical methods for estimating bed demand that incorporate empirical length of stay 

distribution. The time spent waiting can be psychologically painful because it causes the 

customer to give up more productive activities and increase the investment required to obtain a 

product or service . In addition, delay significantly influences the feelings of anger. 

Mike, (1995) people are confronted with waiting for a variety of services in hospitals and the 

main source of wait is to be found in the conditions created by scarcity of resources . Time spent 

waiting is a resource investment by the patient for the desired aim of being seen by the physician 

and therefore may be moderated by the outcome. Gallivan, Utley and Jit (2002) individuals are 

forced to wait in order to have the desired service and they are ready to wait for a long time if 

that service is not readily available to them anywhere else. This situation may occur in various 

contexts including manufacturing; telecommunication, transport and heath care . 

Klassen & Rohleder (2004), examine that in public hospitals, patients will usually carry on 

waiting in long queues seeking medical attention. This is usually due to the increased demand 

ahead of fewer or inadequate or limited suppliers of given resources. Many physicians are 

reporting to have insufficient time with patients due to the imbalance between the patients 

seeking medical care and physician capacity. One could attempt to explain this by suggesting an 

example of a popular physician who might only be able to consult with twenty patients per day 

whereas there might be thirty patients who have made an appointment to see him. 
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2.4.3 Participatory Planning and Quality of Services Delivered 

Quality in the health context is referred to as a degree to which health services for individuals 

and populations increase the livelihood of desired health outcomes and are consistent with the 

current professional knowledge: Institute of Medicine (1990) as cited by Mclongline et al 2003 . 

Omaswa et al (1994) observes that access to health services is a good measure of quality 

healthcare. However access should be coupled with good interpersonal relations between the 

health provider and patients. Rude health workers make health services inaccessible to the 

patients, as they get scared away . 

Armstrong (2000) defines quality as the degree of excellence achieved by an organization 

delivering products or services to its customers. Armstrong ' s definition however is narrow to be 

used in defining the concept of quality in relation to healthcare . The technical view of quality, 

looks at the extent to which services provided conform to pre-set minimum delivery standards . 

The World Health Organization on the other hand defines quality health care as performance of 

interventions according to standards that are known to be safe, affordable and have abi lity to 

cause impact on mortality, mobility, disability and malnutrition (Lori 1999). These interventions 

can be include availability of drugs to treat ailments, availability of diagnostic equipment for 

health workers to use, clean and conducive environment for health workers to receive and treat 

patients and availability of protective wear to guard against risk of infections and injury . 

Fabnoun and Chaker (2003) , Health service quality is multi-dimensional. Beside medical care, 

patients need comfortable rooms, courteous and empathetic staff. Lochman ( 1998) mentioned the 
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importance of the interpersonal dimensions of health quality which is the mam reason for 

medical litigations. Service quality is difficult to measure due to the unique features of services. 

Expectations are considered the standards that customers bring into the service experience. In 

other words, it is about what the customer believes should or will happen. 

Akter, Upal and Hani , (2008) highlight that firms should not promise the customer more than the 

service the firm is capable of delivering. Organizations should work to close this gap which is 

very significant in delivering quality service . For that reason, it is difficult to find one common 

definition for the particular concept. It is a widely debated issue especially since it is so 

complicated to come to a unanimous agreement as to what exactly constitutes service quality. 

Many definitions of service quality revolve around what is meant by service quality. 

Parasuraman et al. (1985) defined service quality as the differences between predicted or 

expected service (customer expectations) and perceived service (customer perceptions). 

"Expectations" refer to the customers' desire that they feel a service provider should offer. 

"Perceptions" are the customers' evaluation of the service provider. 

Zeithaml, Bitner and Gremler (2006) establishes that service quality has been increasingly 

addressed and identified as the key factor in differentiating services and constructing competitive 

advantage and keeping a satisfying relationship with customers. Service quality can broadly be 

compared to the customer and how he or she feels about a service they received. 

In a similar way, Babakus and Mangold (1992) analyzed the quality of health services basing on 

the capacity of hospitals in terms of their physical buildings, medical equipment, medical drugs 
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and sundries, beds and space in wards, as well as capability of the human resource providing 

healthcare services. They also analyzed the sufficiency, hygiene and the modernity of the 

buildings and equipment available in hospitals. Using such factors , Babakus and his associate 

drew conclusions on the quality of healthcare services delivered in hospitals to their clientele. All 

the parameters Babakus and Mangold (1992) used to assess healthcare quality service had 

budgetary execution complications in terms of construction, installation, stocking or meeting 

wage bills. However, Babakus and Mangold did not relate their perception to participatory 

planning. 

Nguyen and Lassibille (2008), in an interesting examination of whether top down or bottom up 

participatory planning mechanisms work better, report on a random experiment in which 

different approaches were compared in schools in Madagascar. The findings showed that 

demand-led interventions led to significantly improved teacher behavior, improved school 

attendance and test scores compared to the top-down interventions which seemed to have 

minimal effects. It appears that although managers had better tools to hold lower level staff 

accountable, they were unlikely to do so without greater incentives . Similarly another random 

experiment in Kenya found that hiring contract teachers along with community monitoring along 

had significant impacts on student achievements. 

In contrast, a widely cited study on citizen monitoring of road projects in Indonesia found that 

citizen monitoring had little average impact compared to increasing government audits (Olken 

2007). If the expectations are higher than the performance level , then perceived service quality 

is less than satisfactory and that leads to customer dissatisfaction. Service quality is a 

multidimensional construct that is very difficult to evaluate due to the unique features of each of 
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the service provider (Zeithaml et al., 2006). However, simply creating decentralized structures or 

new procedures for participation in platming and administration does not guarantee that they will 

be effective or that they will generate greater economic growth or greater social equity . Neither 

do they necessarily imply greater democracy or a change in political and social power 

relationships (Naidoo 2002). 

2.5 Summary of the Literature Review 

This chapter discussed the views of different scholars with regard to the concept of participatory 

planning and health care service delivery (scope/coverage, timely accessibility and quality of 

services have an effect on service delivery). Health care services delivery is a great challenge in 

both developed and developing countries. The literature cited reveals that there are several 

factors that affect the delivery of health care services. In the literature review it is evident that the 

independent variable of this study, participatory planning could be having a bearing on the 

delivery of health care services in health facilities. There fore the need for carrying out a study to 

assess the extent to which participatory planning could be affecting delivery of health care 

services at Mulago Hospital. 

Some of the gaps identified in the literature review revealed, there seems to be little research 

done on the variable in the study area, the researcher found no study conducted specifically about 

Participatory Planning and Healthcare Service Delivery at Mulago National Referral Hospital. 

Most studies on Healthcare Service Delivery were on other variables other than Participatory 

Planning dei1oting an opportunity to carry out this study whose findings would be very helpful in 

determining how involvement of stakeholders in goal setting, budgeting and formulation of 

targets affects delivery of healthcare services at Mulago Hospital. 
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3.1 Introduction 

CHAPTER THREE 

METHODOLOGY 

This chapter presents the research design, study population, sample size selection, sampling 

techniques and procedures. It also presents data collection tools, the methods , data collection 

procedures, data analysis and measurement of variables . 

3.2. Research Approaches 

The study employed both qualitative and quantitative approaches of data management in order 

to complement each approach and authenticate the study. Qualitative and quantitative research 

were used to give emphasis to results from research questions, practical check for data 

collection and the need to understand one form of data before proceeding to the next stage 

Creswell , (2003). Qualitative research was used in describing processes to gather basic data and 

to find out what the major concerns are in the Health sector. Descriptive statistics were used fo r 

the quantitative analysis for prevalence, providing figures , sums and percentages for data 

analysis. 

3.3. Research Design 

The study adopted a descriptive survey and case study design to allow for in-depth data 

collection and analysis, contextual understanding and description of the research problem. The 

descriptive survey design is the most commonly used in social research. lt allows collection of 

data once in the field from a sample of a population at a particular time and examining several 

variables at the same time (Amin, 2005). Correlation techniques were also used to measure the 
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relationship between participatory planning and service delivery management m Mulago 

Hospital. 

3.4. Study Population 

The target population of the study included top management staff, medical doctors, 

nurses/midwives and allied health professionals totaling to 1601 health medical workers at 

Mulago Hospital (Ministry of Health , 2009). 

3.5. Sample Size Determination 

A sample is a proportion of the population whose results can be generalized to the entire 

population. Using the Krejice and Morgan (1970), a total of 248 respondents was selected from 

1601 Health workers to constitute a sample size from a target population of 1601. 

Table 1 Distribution of the Sample Size and Selection 

Category of Respondents Target Sample Sampling Techniques 
Population Size 

Administration 250 16 Purposive Sampling 

Medical Department 788 152 Stratified, Simple Random 

& Convenient Sampling 

Finance & Accounting 123 28 Stratified Sampling 

Human Resource 20 11 Purposive Sampling 

Procurement & Stores 420 41 Stratified & Simple 

Random Sampling 

Total 1601 248 

Source: Primary Data using Krejice mu/ Morgan (1970) Tables 

26 



3.6 Sampling Techniques 

Purposive sampling; these was used in the selection of Doctors, Pharmacists, Psychiatrists and 

Physiotherapists as study respondents. This technique was employed because the researcher 

presumed them to be highly conversant with the subject matter of study. 

Stratified Random Sampling was also used in the selection of nursing officers and midwives. 

This aided to group some medical workers according to their respective sections/department. 

This technique led to the collection of diverse information or data with regard to the topic of 

study. 

Convenient Sampling was mainly used in the selection of paramedics, and laboratory 

technicians . This technique made it possible to access the ever busy medics at Mulago Hospital ; 

whose participation in the study would have been missed it other techniques of sampling were 

applied. 

3. 7 Sources of data Collection 

Primary Source 

This is data obtained from the actual field of study of study (Mulago Hospital). Primary data was 

gathered from respondents using a structured self-administered questionnaire and personal 

interviews. Depending on the accessibility of the respondent, some questionnaires were self­

administered. The questionnaire consisted of mainly closed ended questions and a few open­

ended questions for purposive clarity. The questio1maire was designed in accordance with the 

27 



study objectives. Quantitative data was got from the respondents ' questionnaire while the 

qualitative data was got from Key Informant Interviews. 

Secondary Source 

This included data resources obtained by reviewing existing literature. These literature sources 

include but not limited to text books, academic journals, newspaper articles, the internet, and 

public/ private sector documents regarding participatory planning and service delivery. 

Secondary data was helpful in making the researcher broaden his understanding about the study 

concept, (Mugenda, and Mugenda, 1999) 

3.8. Methods of Data Collection 

3.8.1 Questionnaires 

This involved collecting data using self administered structured questions that were designed 

prior to going in the field for data collection, (Amin, 2005). Questionnaires were both open and 

closed-ended in nature. Closed - ended questions were designed using a Five Point Likert Scale 

method, in order for respondents to easily rank their responses' with regard to order of 

importance for particular questions which were asked. Because of this, data collection and 

analysis became easy for quantification using frequencies , means and correlations . 

3.8.2 Interview 

An interview is a data collection method that a researcher uses to obtain data through oral 

communication and face to face interactions (McNamara, 2009). ln respect to this , the researcher 

interviewed respondents with enriching information, which included, Doctors , pharmacists, 

psychiatrists, physiotherapists, and senior nurses among others. Interviews provides a more 
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realized presentation of what was on ground since you would easily spot out people's feelings 

and emotions regarding the subject matter. Secondly, detailed information from key personnel 

such senior Doctor and nurses was obtained using this method, (Mugenda & Mugenda, (1999). 

3.9. Data Quality Control 

To achieve quality results, data validity and reliability measurements were observed as follows: 

Validity 

To ensure validity, experts were consulted; principal supervisor, second supervisor, Mulago 

Hospital teclmical staff and colleagues in line with my academic field to design the instruments . 

Every objective and research question was considered with regard to the topic of the study while 

drafting instruments. A pilot study was carried out on a sample group of health workers within 

the hospital excluding the population that would be selected for the final study. 

Reliability 

This refers to the measure of the degree to which a research instrument yields consistent results 

or data after repeated trials (Mugenda & Mugenda, 1999) . The reliability of questionnaires in 

relation to consistency of respondents' answers to all items in respect to the variables was tested 

and questions that were found unclear were corrected in order to get the right responses from the 

respondents. The purpose of this pre-test was to find out whether the instruments to be used were 

clear with no ambiguity . The purpose of this was to establish internal consistency of the data 

being used and to build confidence that was appropriate to produce good results . Using the SPSS 

software programme therefore, the Cronbach's alpha coefficient was tested to measure the 
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reliability of instruments, the average output statistic was 0. 7. According to Amin (2005) , an 

alpha of 0.5 or higher is sufficient to show reliability of the study . 

3.10. Data Analysis 

Data was analyzed both quantitatively and qualitatively. Quantitative data was edited, coded , and 

entered into the Statistical Package for Social Scientist (SPSS) system for tabulation and 

analysis. Using simple frequencies , percentage distributions, means, and standard deviations, the 

researcher described the extent of participatory planning and service delivery at Mulago 

Hospital. On the other hand, Qualitative data were analyzed thematically according to the 

objectives and research questions of the study . By grouping related data into themes, meaning 

was drawn and conclusions made with regard to peoples opinion, quotations, and the various 

documentations reviewed. 

3.11. Ethical Considerations and Research Procedure 

Introduction letter to conduct the study was sought from the Post Graduate School , Kyambogo 

University . Also permission was sought from Mulago Hospital administration to conduct the 

study and similarly consent had to be from respondents before administering the structured 

questionnaire. All the data was handled with confidentiality and only codes were used instead of 

names to ensure anonymity. Research assistants were trained on how the study was to be 

conducted noting down key issues of the interview. During the study, an introductory letter 

spelling out that the study was purely academic and appointments were scheduled to ensure 

adequate privacy to allow for respondents free expression. 
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CHAPTER FOUR 

PRESENTATION, ANALYSIS AND INTERPRETATION OF RESULTS 

4.1 Introduction 

This chapter presents the analyzed data from the field and gives interpretation of the study 

findings . 

4.2 Basic Information on Respondents 

Background information about respondents consist of their gender, age, level of education and 

designation in the organization as captured in table 2 as follows: 

4.2.1 Gender of Respondents 

Table 2 Disaggregation of Gender 

Gender Frequency Percent 

Male 143 57 .6 

Female 105 42.4 

Total 248 100.0 

Source: Primary Data 

From Table 2, regarding Gender, majority of the respondents were male 148 (58%) while their 

female counterparts were 105 ( 42%). This implies that most respondents during the study were 

males as compared to females although Mulago Hospital employs more females than males . 
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4.2.2 Age of Respondents 

Table 3 Age Distribution 

Respondent's Age Frequency Percent 

18-20 .., 1.2 _) 

21-25 61 24.7 

26-40 131 52.9 

Above 40 53 21.2 

Total 248 100.0 

Source: Prinuuy Data 

Concerning age, Table 3 indicates that out of the 248 respondents who were examined, 131 were 

aged between 26 - 40 (52.9%), the age bracket of 21 - 25 (24.7%) , above 40 years (21.2%) and 

18 - 20 ( 1.2%). This implies that, most of the employees in Mu Iago Hospital are Youth between 

an age brackets of 21 - 40, thus energy and hard work towards completion of organization ' s 

goals. 

4.2.3 Department of service for respondents in the Organization 

Table 4 Department of service in the Organization 

Department Frequency Percent 

Administration 16 7 

Medical Department 152 61 

Procurement & Stores 41 17 

Finance & Accounting 28 11 

Human Resource 11 4 

Total 248 100.0 

Source: Prinuuy Data 
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Pertaining to departments at Mulago Hospital, Table 4, majority of the respondents were from 

the medical department 152 (61%), followed by procurement and stores department 41 (17%), 

financial and accounting 28 (11 %), administration 16 (7%), and lastly, human resource 

department 11 ( 4%). This signifies that the biggest number of employees at Mulago Hospital is 

medical staff handling health care and treatment of clients. 

4.2.4 Level of Management in the Organization 

Table 5 Level in the Organization 

Level Frequency Percent 

Top Mgt 26 11 

Middle Mgt 63 25 

Lower Mgt 159 64 

Total 248 100.0 

Source: Prinu11JJ Data 

In reference to Table 5 pertaining to level of management in the organization, a bigger number of 

respondents were from lower management 159 (64%), followed by middle management 63 

(25%) and finally top management with 26 (11 %) . From findings , majority of respondents 

constituted lower level of management followed by middle and top management levels 

respectively which affects decision making at Mulago Hospital. 
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4.2.5 Level of Education 

Table 6 Level of Education of the Respondents 

Level of Qualification Frequency Percent 

Certificate 32 12.9 

Diploma 99 40.0 

Bachelor's Degree 61 24.7 

Masters Degree 41 16.5 

PhD 
,., 1.2 .) 

Other 12 4.7 

Total 248 100.0 

Source: Primary Data 

From table 6, it is indicated that , majority of the respondents were diploma holders 99 ( 40%), 

followed by those with Bachelor's degrees 61 (24 .7%), then Master 's degree holders 41 ( 16.5%) , 

Certificate holders 32 (12.9%), PhD holders 3 (1.2%), and those with other qualifications 12 

(4.7%). ·Results of the study illustrate that Majority of hospital staffs have undergone 

professional training in health care. This implies that the high education standards and 

professional training of staff could positively contribute to delivery of health care services. 

4.3 Research Questions used: 

To have the Research Questions answered, a series of questions were asked. Results pertaining to 

participatory planning are presented in Table 7 as fo llows : 
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Table 7 Responses on Participatory Planning: 

Indicate the extent to which you agree or disagree with the Mean SD 

statement that: 

The Planning Agents of the hospital where you serve accord chance 2.65 1.043 

to clients to identify their needs which the hospital has to address. 

The management of the hospital where you serve collaborates with 2.86 .833 

stake holders during goal setting stage for planning for activities to 

be embarked on. 

Stakeholders of the hospital where I serve are empowered to take 2.66 .810 

part in goal setting when planning for activities to be pursued. 

Planning Agents of the hospital where you serve involve hospital 2.32 .848 

clients to reach consensus in setting priority needs to which the 

hospital has respond. 

Management of the hospital where you serve holds frequent 2.60 .876 

consultative meetings with hospital stakeholders to plan the 

activities of the hospital. 

Management of the hospital where you serve encourages active 2.56 .932 

participation of different stakeholders 111 plaiming hospital 

activities. 

The management of the hospital where you serve sets objectives 2.52 .971 

basing on the expressed needs of the hospital clients. 

Average Mean 2.59 

Source: Primmy Data 

Table 7, indicates a low average mean of 2.59 with regard to participatory planning in Mulago 

Hospital. This was attributed to the low levels of responses on the issues of; the hospital 
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management collaborating with stake holders during goal setting for planning of activities which 

are to be embarked on (mean= 2.86), followed by stakeholders of the hospital being empowered 

to take part in the goal setting process (mean = 2.66) , planning agents at the hospital accord 

chance to clients to identify their needs for the hospital to address (mean= 2.65), management of 

the hospital hold frequent consultative meetings with hospital stakeholders to plan for activities 

of the hospital (mean= 2.60), hospital management sets objectives basing on the expressed needs 

of the hospital clients (mean = 2.56), hospital management encourages active participation of 

different stakeholders in planning process (mean = 2.52), and last, hospital planning agents 

involve its clientele in consensus when setting priority needs of the hospital (mean= 2.32) . 

Table 8 Correlation Analysis of Participatory Planning and Total Service Delivery 

Variables Correlated r-value Sig. 

Extent of Pai1icipatory plaiming and total service .471 .000 
delivery management 

Source: Primal)' Data 

Table 8 shows results of the main objective of the study, which was to examine the relationship 

between participatory planning and total service delivery management in Mulago Hospital. 

Results show a positive and significant relationship of (r = .471 , and Sig. 0.000) between 

participatory planning and service delivery in Mulago Hospital obtained using Pearson 

Correlation Coefficient (PLCC). The result implies that, participatory planning relate with 

service delivery by 0 .4 71 , and that, the other factors/ intervening variables such as resource 

availability (not researched on) , contribute 52.9% in service delivery performance at Mulago 

Hospital. 
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4.3.1 Research Question One: "To what extent does participatory planning relate to scope 

(coverage) of health care services delivered to clients of Mulago Hospital?" 

Research Question One focused on the relationship between Participatory Planning and scope 

(coverage) of services delivered to clients of Mulago Hospital. To have the Research Question 

answered , a series of questions were asked. Results concerning Research Question One are 

presented in Table 9 as follows : 

Table 9 Scope of Service Delivery Management 

Indicate your level of agreement or disagreement with the Mean SD 

following statements: 

Varieties of medical services are offered at the hospital where 3.92 .759 

you serve. 

Most of the medical services offered at the hospital where you 3.07 .768 

serve are easily accessed. 

I am satisfied with the number of services offered to hospital 2.87 .884 

clients in the hospital where I serve. 

Medical services offered at the hospital where I serve are 2.81 .919 

adequate. 

I am comfortable with the way medical services are offered to 2.75 .858 

hospital clients in the hospital where I serve. 

Average Mean 3.08 

Source: Primary Data 

Table 9 presents findings on the level of scope as a dimension of service delivery management. 

Result indicated a moderate extent of scope of average mean of 3.08 . This was attributed to 
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moderate responses on the issues of; hospital offering a variety of medical services (mean 

=3.92), easy accessibility of medical services offered by the hospital (mean =3.07), employee 

being satisfied with the number of services offered to clients by the hospital (mean =2.87) , 

adequacy of medical services offered by the hospital (mean =2.81 ), and lastly, employees being 

comfortable with the way medical services are offered to clients by the hospital (mean= 2.75) 

Table 10 Correlation Analysis of Participatory Planning and Scope of Service Delivery 

Variables Correlated r-value Sig. 

Participatory planning and the scope of delivery of .277 .010 

Health Care Services 

Source: Primary Data 

Concerning the relationship between participatory planning and the scope (coverage) of services 

delivered to clients of Mulago Hospital in Uganda, the study revealed a relatively high positive 

relationship between the two variables (r = 0.277 and Sig. 0.010). This implies that , whenever 

Mulago Hospital invests in participatory planning, the coverage of service delivery is affected by 

27.7 percent, which is quite significant in terms offering services within the hospital , since a 

substantial numbers of patients get to benefit. The result implies that participatory planning 

relate with scope of service delivery by 0.471 , and that, the other factors/ intervening variables 

such as resource availability (not researched on), contribute 52.9% in coverage of service 

delivery at Mulago Hospital. 

4.3.2 Research Question Two: "What is the relationship between participatory planning 

and timely accessibility to health services offered at Mulago Hospital?" 

Research Question Two emphasized the relationship between Participatory Planning and Timely 

Delivery of Services to clients of Mulago Hospital to counter the Research Question, a number 
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of questions were asked. Results regarding Research Question Two are presented in Table 11 as 

follows: 

Table 11 presents the descriptive results about timely delivery of services 

Indicate the extent to which you agree or disagree with the Mean SD 

statement that: 

Medical services offered in the hospital where I serve are timely 2.80 .753 

delivered to hospital clients . 

Clients of the hospital where I serve get better guidance about 2.98 .740 

when to get treated. 

A number of clients leave the hospital where I serve after being 2.62 .771 

attended to in good time. 

Complaints of hospital clients where I serve are addressed 111 2.62 .816 

good time. 

The hospital where I serve delivers services quickly to hospital 2.58 .777 

clients. 

Average Mean 2.72 

Source: Primary Data 

Table 11 indicates a moderate level of timely delivery of services at Mulago Hospital with an 

average mean of 2.72, interpreted as undecided . This moderate results are mainly brought about 

by moderate responses on the issues of; offering guidance to clients by the hospital whenever 

they come for treatment (mean = 2.98), followed by timeliness of offering medical services by 

the hospital to its clients (mean = 2.80), most client leave hospital when attended to (mean 

=2.62), hospital delivering services to clients in time (mean = 2.62), and lastly, hospital 

addressing complaints logged in by its clients in time (mean= 2.58) 
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Table 12 Responses on Timely delivery of Medical Services offered in the Hospital 

To what extent are you satisfied with the following Mean SD 

Time for making appointment to see medical personnel. 3.05 .615 

Time taken to get admitted to the hospital. 3.06 .696 

Time taken to be attended to when admitted in the hospital. 3.00 .655 

Time taken to get discharged from the hospital. 2.86 .758 

Average Mean 2.99 

Source: Primary Data 

Table 12 shows results on level of timely service delivery management by Mulago Hospital. 

Finding indicates that majority of the respondents were undecided with an average mean of 2.99 . 

This was caused by low responses on the time taken to get admitted in the hospital (mean = 

3.06), followed by time for making appointment to see medical personnel (mean =3.05), time 

taken to be attended to when admitted in the hospital (mean= 3.00), and lastly, time taken to be 

discharged from the hospital (mean= 2.86) 

Table 13 Correlation Analysis of Participatory Planning and Timely Delivery Services 

Variables Correlated r-value Sig. 

Participatory planning and timely service delivery .289 .007 

Source: Primmy Data 

Concerning participatory plmming and timely service delivery management, in Table 13 the 

study indicated a positive and significant relationship of (r = 0.289 and Sig. = 0.007). This 

implies that, participatory planning fairly affects service delivery management in terms of time 

and that their relationship is relative significant. This could possibly be resulting from the fact 

that, complaints by the hospital clients being addressed on time, which enables to plan for such 
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factors that could probably be leading to inefficiencies in time management during the service 

delivery process. 

4.3.3 Research Question Three: "Does participatory planning influence quality of service 

delivery in Mulago Hospital?" 

Research Question 3 looked at the relationship between Participatory Planning and Quality of 

Services Delivery to clients of Mulago Hospital. To address the Research Question, several 

questions were asked and results on the Question subject to Research are obtainable in Table 14 

as follows: 

Table 14 Quality of Services Delivery 

Mean SD 

Medical services offered at your hospital of service are of 3.47 .946 

acceptable standard. 

The clients (patients) of the hospital where you serve are satisfied 3.00 .577 

with medical services offered. 

The quality of services offered by the hospital where you work is 2.94 .761 

excellent. 

The services offered to hospital clients where you work are fully 2.86 .693 

satisfying their expectations. 

The hospital where I serve makes an annual quality improvement 2.80 .75 3 

plan for the services offered to the hospital clients. 

Average Mean 3.01 

Source: Primmy Data 
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Table 14 presents results on the level of quality service delivery by Mulago Hospital. It indicates 

a moderate level of quality service delivery management with an average mean of 3. 01 . This was 

attributed to average responses on the issue of; medical services being of acceptable standards at 

the hospital (3 .4 7), followed by hospital clients being satisfied with medical services offered by 

the hospital (3.00), excellent services offered by the hospital (2.94) , and lastly, the hospital 

making annual quality improvement plan to enhance on the services offered to its clients (2.80) 

Table 15 Correlation Analysis of Participatory Planning and Quality of Service Delivery 

Variables Correlated r-value Sig. 

Participatory planning and quality of service delivery .567 .000 

Source: Primary Data 

In Table 15, the study further reveals that, participatory planning and the quality of service 

delivery specifically, contributes more than any other construct under service delivery 

management by (r = 0.567, and Sig. value 0.000). This concurs with the Systems Participative 

Theory (1983) that , participatory planning greatly influences quality services delivered. The 

involvement of people in the planning process allows them to better define their needs, which 

then enhances quality management, since quality is all what best fits , (Humphreys, & Morris, 

1998). 
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CHAPTER FIVE 

DISCUSSIONS, SUMMARY, CONCLUSIONS, & RECOMMENDATIONS 

5.1 introduction 

This chapter presents a discussion of the study finding, the associated summary, conclusions, 

recommendations and areas for further research. This is as' follows ; 

5.2 Discussion 

5.2.1 Participatory Planning and Service Delivery 

Findings indicated that , participatory planning in Mulago Hospital with an average mean of 2.9. 

When this was correlated against service delivery, which was also moderate at an average of 

2.94, a significant and a moderate relationship of (r = .471 , and Sig. 0.000) was indicated 

between participatory planning and service in Mulago Hospital. This implies that, participatory 

planning neither service delivery is high at Mulago Hospital. They are rather moderate . This 

result depicts the Health Sector Strategic Plan III , which indicates that Mulago is highly limited 

with information. This is attributed to the limited engagement of key stakeholders , in particular 

the public regarding planning process of the Hospital. The public sector is a dominant player in the 

operation of pub I ic sector organization like Mu Iago Hospital (EPRC, 20 I 0) . In I ight of this , managers 

are therefore encouraged to engage their clientele as key players in the planning process in order to 

service them better. 

5.2.2 Participatory Planning and Coverage in Service Delivery 

A moderate level of coverage or scope of delivery service was indicated in Mulago Hospital with 

an average mean of 3.08 . When participatory planning (average mean = 2.90) was correlated 
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against coverage of service delivery, a positive and significant result of (r value = 28% and Sig. 

= 0.010) was indicated. This result depicts a low level of contribution coverage in service 

delivery by participatory planning. This concurs with Goncalves, (2013) in his study on the 

effects of participatory budgeting on municipal expenditures and infant mortality in Brazil and 

found out a positive relationship between participatory planning in budgeting and the extent or 

scope at infant mortality was mitigated . Similarly, scholar like Besley et al. (2005), Brett (2003), 

Sousa and Santos (1998) contend towards the contribution of participatory planning and extent 

of service coverage. Although this relationship was a little marginal in Mulago its imperative to 

note that the relationship follows a positive direction. Managers therefore need to ensure that a 

substantial number of stakeholders from a wide geographical area are involved in order to 

achieve a relatively wide coverage in terms of service delivery performance. 

5.2.3 Participatory Planning and Time Management in Service Delivery 

Results reveal that time management in service delivery at Mulago Hospital was moderate at 

average mean of 2.72. This was correlated against participatory planning (average mean= 2.90) 

whereby a positive and significant result was showed (r value = 29% and Sig. = 0.010). 

Although the relationship was a little low, it was positive and significant, and that effect 

management of participatory plaiming contributes to timely management at a margin of 29%. 

This is sufficient to foster organizational efficiency and thus realization of organizational goals. 

This concurs with Shah (2007) who analyzed the effect of participatory budgeting on public 

sector performance with bias on governance and accountability and concluded that participatory 

planning is crucial in achieving timelines in service delivery performance. Similar thoughts are 

shared by scholar like, Wampler, (2004), and Besley et al. (2005). 
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5.2.4 Participatory Planning and Quality of Service Delivery 

Findings indicated a moderate extent of quality management 111 service delivery at Mulago 

Hospital with an average mean of 3.01. This was then correlated against participatory planning 

(average mean= 2.90) and it was revealed that participatory planning highly relates with quality 

management in service delivery (r value= 57% and Sig. value= 0.00). This is in agreement with 

majority of the scholars who have analyzed the influence of participatory planning on 

organizational performance. For instance, scholars like Oakley (1991) , Goncalves (2013) , 

Mansuri & Rao (2012) all contend towards this thought. Worth noting is that, achieving quality 

is one of the most cardinal goal that any organization would yarn for. Akao ( 1990) maintains that 

the use of tools like; quality functional deployment, fish bone diagrams, and problems tree is one 

way of engaging stakeholders, particularly the consumers in which organizational can use to 

achieve effective quality management. Managers therefore ought to borrow a leaf from such 

studies in order to enhance operational efficiency. 

5.3 Summary 

5.3.1 Participatory Planning and Service Delivery 

A low extent of participatory planning in Mulago Hospital was indicated with an average mean 

of 2.9, which was correlated against service delivery (average mean= 2.94) whereby a positive 

and significant relationship of (r = .471 , and Sig. 0.000) was indicated between participatory 

planning and service in Mulago Hospital. This relationship was interpreted as moderate , and that 

managers need to invest more in participatory practices given their effect on service delivery . 
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5.3.2 Participatory Planning and Coverage in Service Delivery 

A moderate level of coverage or scope of delivery service was indicated in Mulago Hospital with 

an average mean of 3.08 . When participatory planning (average mean = 2.90) was correlated 

against coverage of service delivery, a positive and significant result of (r value = 28% and Sig. 

= 0.010) was indicated. 

5.3.3 Participatory Planning and Time Management in Service Delivery 

Results also reveal a moderate extent of time management in service delivery at Mulago 

Hospital with an average mean of 2.72. This was correlated against participatory planning 

(average mean= 2.90), whereby a positive and significant result was showed (r value= 29% and 

Sig.= 0.010). 

5.3.4 Participatory Planning and Quality of Service Delivery 

A moderate extent of quality management in service delivery was indicated generally in Mulago 

Hospital with an average mean of 3.01. This was then correlated against participatory planning 

(average mean = 2.90) and it was revealed that participatory planning highly relates with quality 

management in service delivery (r value= 57% and Sig. value= 0.00). 

5.4 Conclusion 

From the findings of the study the researcher draws the following conclusions; ( 1) there is a 

significant relationship between participatory planning and the scope (coverage) of service 

delivery in Mulago Hospital; (2) there is a significant relationship between participatory planning 

and timely accessibility of health services offered by Mulago Hospital; (3) there is a significant 

relationship between participatory planning and the quality of services delivered by Mulago 
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Hospital. That notwithstanding, the study revealed a significant relationship between 

participatory plaiming and health service delivery in general at Mulago Hospital. Basing on these 

findings therefore, managers ought to accord a significant amount of attention in ensuring that all 

stakeholders are involved in the plaiming process of an organization; in this way, effective 

service delivery will be realized. 

Despite government' s allocation of more funds to the health sector, there has been no 

improvement health care services or people's quality of life . Many indicators seem to have either 

remained the same or worsened. Factors responsible include weak financial resource 

management and allocation patterns at the local level that prioritize private benefits of staff, as 

opposed to investment in services of a public nature; another factor involves shortcomings in 

personnel quality and management. In general , decentralization of health services has not 

resulted in greater participation of the ordinary people and accountability of service providers to 

the community. 

5.5 Recommendations 

Basing on conclusion the study findings, the recommendations are: 

1. There is need for each and every department within the Hospital to institute a data 

collection, analysis and dissemination mechanism in order to formulate intervention 

strategies to address the various medical cases that come across . The participation of the 

different department within the hospitals helps forge a comprehensive atmosphere that 

promotes a wide coverage in data collection and dissemination across the hospital thus 

effective service delivery management. 
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2. The hospital needs to inculcate a spirit of teamwork among its staff members , especially 

those in the line of duty. For example, in situations where patients are assigned to specific 

doctors they tend to be put on hold unless they have consulted the doctor in-charge. This 

puts life of patients in danger since they take long to be attended too during consultation 

from the doctor in-charge. 

3. The hospital should ensure joint plaiming with service providers like the National 

Medical Stores. This will enhance timely service delivery management of drugs within 

the hospital. Problem of shortages, over stocking and expiry of drugs will be minimized 

as a result of such collaborating planning between Mulago and its service providers. 

4. There is need for sufficient communication systems m order to promote effective 

information flow within the hospital. These will help expedite internal operations by 

keeping all stakeholders updated with relevant at all times, hence effective decision 

making and improved service delivery. 

5.6 Areas for further research 

The researcher recommended the following areas for further research: 

I. A future research could conduct a comparative study of public and private hospitals to 

enhance our understanding and knowledge on healthcare service delivery in Uganda. 

2. Strategic planning and the performance of Local Government entities in Uganda. 

3. Determinants of effective public finance management among public sector organisations 

in Uganda 
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Introduction 

APPENDIX A 

Questionnaire 

This is a questionnaire for a study on Participatory planning and service delivery in public 

hospitals in Uganda. You have been selected to participate because you are deemed to have the 

information needed for the study. The information you give is purely for academic purposes and 

no participants name will be mentioned during report writing. You are requested to choose the 

answer that most suits your level of agreement or disagreement with the question . 

PART 1: DEMOGRAPHIC & BACKGROUND DATA 

1. Gender: Male D Female D 
2. Age of the Respondent 

1s -20 D 2.21-25 D 3. 26-40 D 4.Above40 D 

3. What is your current level of education? 

Certificate D Diploma D Bachelor' s D Masters Degree D 

PhD D Other D 
4. What is your current position 

Senior D Middle level D Lower Level D 
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PART 2: PARTICIPATORY PLANNING 

Indicate your level of agreement or disagreement with the following statements on participatory 

platrning using the following responses : I . Strongly Disagree (SD) 2 . Disagree (D) 3. Not Sure 

(NS) 4. Agree (A) 5. Strongly Agree (SA) 

Indicate the extent to which you agree or disagree with the statement SD D NS A SA 

that: 

1. The Planning Agents of the hospital where you serve accord chance 1 2 
,., 

4 5 .) 

to clients to identify their needs which the hospital has to address. 

2. The management of the hospital where you serve collaborates with 1 2 
,., 

4 5 .) 

stake holders during goal setting stage for planning for activities to 

be embarked on. 

,., 
Stakeholders of the hospital where I serve are empowered to take 1 2 ,., 

4 5 .) . .) 

part in goal setting when planning for activities to be pursued. 

4. Planning Agents of the hospital where you serve involve hospital 1 2 
,., 

4 ) .) 

clients to reach consensus in setting priority needs to which the 

hospital has respond. 

5. Management of the hospital where you serve holds frequent 1 2 
,., 

4 5 .) 

consultative meetings with hospital stakeho 1 de rs to plan the 

activities of the hospital. 

6. Management of the hospital where you serve encourages active 1 2 
,., 

4 5 .) 

participation of different stakeholders in planning hospital activities . 

7. The management of the hospital where you serve sets objectives 1 2 
,., 

4 5 .) 

basing on the expressed needs of the hospital clients . 
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Q8. Suggest some ways in which the management of the Hospital where you serve can enhance 

participation of different stakeholders in the planning process. 

Q9. Using your experience at the hospital where you serve, please indicate the different ways in 

which the different stakeholders are involved in the planning process of the hospital activities. 

PART 3: SCOPE OF SERVICE DELIVERY 

Indicate your level of agreement or disagreement with the following statements on service 

delivery using the following responses: 

1. Strongly Disagree (SD) 2. Disagree (D) 3. Not Sure (NS) 4. Agree (A) 5. Strongl y Agree (SA) 

Indicate your level of agreement or disagreement with the following SD D NS A sA1 
statements: 

1. Varieties of medical services are offered at fae hospital where you 1 2 
,., 

4 5 j 

serve. 
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2. Most of the medical services offered at the hospital where you serve 1 2 
,, 

4 5 _) 

are easily accessed. 

,, 
I am satisfied with the number of services offered to hospital clients I 2 

,, 
4 5 _). _) 

in the hospital where I serve. 

4. Medical services offered at the hospital where I serve are adequate. 1 2 
,, 

4 5 _) 

5. I am comfortable with the way medical services are offered to ] 2 
,, 

4 5 _) 

hospital clients in the hospital where I serve . 

Q6 . Suggest some ways through which the management of the hospital where you serve can 

boost the coverage of the services offered to hospital clients. 

Q7. Indicate the areas in which you are satisfied with the medical services offered by the hospital 

where you serve. 
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Q8 . Please explain why you are satisfied with the way medical services are provided to hospital 

clients of where you are serving. 

Q9.Indicate areas of medical service provision offered to clients that you might not be satisfied 

with at the hospital where you serve. 

PART 4: TIMELY DELIVERYOF SERVICES 

Indicate your level of agreement or disagreement with the following statements usmg the 

following responses: 

1. Strongly Disagree (SD) 2. Dissagree (D) 3. Not Sure (NS) 4. Agree (A) 5. Strongly 

Agree (SA) 
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Indicate the extent to which you agree or disagree with the statement SD D NS A SA 

that: 

1. Medical services offered in the hospital where I serve are timely 1 2 
,., 

4 s .) 

delivered to hospital clients. 

2. Clients of the hospital where I serve get better guidance about \vhen 1 2 
,., 

4 s .) 

to get treated. 

,., 
A number of clients leave the hospital where I serve after being 1 2 

,., 
4 s .) . .) 

attended to in good time. 

4. Complaints of hospital clients where I serve are addressed in good 1 2 
,., 

4 s .) 

time. 

5. The hospital \Vhere I serve delivers serv ices qu ickly to hospital 1 2 
,., 

4 s .) 

c lients . 

.') 
Indicate your level of satisfaction or dissatisfaction with the time taken on the following items 

t} using the responses: 

1. Very Satisfied (VS) 2. Satisfied (S) 3. Not Satisfied (NS) 4 . Somewhat Satisfied (SS) 

S. Not Satisfied at All (NSA) 

To what extent are you satisfied with the following vs s NS SS NSA 

1. Time for making appointment to see medical personnel. 1 2 
,., 

4 s .) 

2. Time taken to get admitted to the hospital. 1 2 
,., 

4 s .) 

,., 
Time taken to be attended to when ad mitted in the hospital. 1 2 

,., 
4 s .) . .) 

4. Time taken to get discharged from the hospital. 1 2 
,., 

4 s .) 
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Q5 . Suggest some ways through which the hospital where you serve can enhance timely delivery 

of Medical services offered to Hospital clients (patients). 

PART 5: QUALITY OF SERVICES DELIVERED 

Please tick or circle the response that most closely describes how much you agree or 

disagree with the following statements: 

Indicate the extent to which you agree or disagree with the statement SD D NS A SA 

that: 

1. Medical services offered at your hospital of service are of acceptable 1 2 
.., 

4 5 .) 

standard. 

" 
2. The clients (patients) of the hospital where you serve are satisfied I 2 

.., 
4 5 .) 

with medical services offered . 

.., 
The quality of services offered by the hospital where you work is I 2 

.., 
4 5 .) . .) 

excellent. 

4. The services offered to hospital clients where you work are fully 1 2 
.., 

4 5 .) 

satisfying their expectations. 

5. The hospital where I serve makes an a1mual quality improvement 1 2 
.., 

4 5 .) 

plan for the services offered to the hospital clients. 
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Q6. Suggest some ways through which the quality of services offered by the hospital where you 

serve could be improved. 

Q7. Using your work experience at your hospital of service, identify the most important factors 

that could be worked on to improve the quality of services offered to clients. 

Thanks for your cooperation and time in responding to questionnaire items . 
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KYAMBOGO UNIVE SITY 
P.O. BOX 1 KYAL'VIBOGO Tel: 0414 - 285037, 289267 Fax: 256-41-220464 Website www.kyu.ac.ug 

Office of the Dean . Graduate School 

! Your ref ............................. . 
l Our ref: KYU /GSch /01/13 
I I 3Qth August, 2013 

I To Whom It May Concern 

Dear Sir / Madam 

RE: LETTER OF INTRODUCTION 

This is to introduce to you KAGENDA JAVAN registration numbers 
2011/U/HD3.20 / MSc.OPPM who is a student of Kya rnbogo University 

pursuing a Master of Science in Organization and Public Policy Management 
' of Kyambogo UniversiL:,r . 
f l 

He is carrying out a research on "Participatory Planning and Service 

Delivery in Ptlblic Ho sp ita ls in Uga n da"/\ case study of Mulago Hospi tal 
in pa rtial fulfillment of the requi.rements for rh e a\vard of the Master of 
Bu_siness Administration of Kyambogo University . 

This is to kin d ly request you to grant him permission to carry out this study 
; in your es tabli shment. 

Any ass istan ce rendered to him \.vil.l be highly appreciated . 

'·Yours fa ithfully , 

V\cy\~ 
Dr. M.A. Byaruhanga Kadoodooba 
Dean, Graduate Sch ool 




