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ABSTRACT  

Well-functioning health systems are key to the reduction of treatable, 
preventable and premature deaths, achievement of Universal Health 
Coverage and attainment of Sustainable Development Goal 3, ensuring 
healthy lives and promoting well-being for all at all ages. 

In many low-income countries where majority of preventable deaths occur, 
interventions proven to be effective and affordable often do not reach the 
people who need them the most even with the decentralized health system 
in Uganda. This is due to constraints and bottlenecks both within and 
outside the health system and failure to use context-specific evidence to 
prioritize effective interventions. 

Use of district-specific evidence in the planning process is not an end in 
itself but only a part of the process to improve prioritization of 
interventions. In order to prioritize high impact interventions at the district 
level, a multifaceted approach needs to be taken that not only focuses on use 
of evidence, but takes into account broader aspects of the health system for 
example governance and leadership which were a major influence in the use 
of this evidence; limited decision and fiscal space and inadequate health 
information systems were barriers to the use of evidence. 
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BACKGROUND 

Health system building blocks, relationships and interactions 

Well-functioning health systems are key to the reduction of treatable, 
preventable and premature deaths (Organization, 2004), achievement of 
Universal Health Coverage (UHC) and attainment of Sustainable Devel-
opment Goal (SDG) 3, ensuring healthy lives and promoting well-being for 
all at all ages (A/RES/70/1, 2015). Purposeful efforts to improve the health 
system’s performance will also contribute to poverty reduction and gender 
equality and is a cost-efficient investment in the long run (Kieny et al., 2017, 
Kutzin and Sparkes, 2016).  

Health systems consist of all organizations, people, and actions whose 
primary intent is to promote, restore or maintain health (World Health 
Organization, 2007). According to the World Health Organization (WHO), 
the health system’s goals are ‘improving health and health equity in ways that 
are responsive, financially fair, and make most efficient use of available 
resources’ (World Health Organization, 2007).  

The WHO analytical framework disaggregates the health system into six core 
components (De Savigny and Adam, 2009): 

1. service delivery 

2. health workforce 

3. health information systems 

4. medical products such as vaccines and technologies 

5. health system financing, also referred to as building blocks  

6. leadership and governance (stewardship)  
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Another analytical framework, the health system dynamics framework (Van 
Olmen et al., 2012) incorporates components of the WHO building blocks 
and considers governance and leadership and interaction with the population 
and actors being central to service delivery. This framework also draws upon 
the concepts of systems thinking (De Savigny and Adam, 2009, Peters, 2014) 
by taking into account the dynamic relationships and interactions between 
the components of the health system. According to De Savigny and Adam 
(2009), the interactions between the various health system components and 
how they affect each other is what converts them into a health system (De 
Savigny and Adam, 2009). 

Maternal, newborn and child mortality – Globally and in Uganda 

Although significant progress has been made globally and in Uganda in 
relation to health outcomes, maternal, newborn and child mortality remains a 
global health challenge. Maternal, newborn and child mortality which is one 
of the areas of focus for SDG 3 (A/RES/70/1, 2015) is still unacceptably high. 
About 15,000 children under the age of five die every day – 10 each minute, 
approximately 5 million every year mainly from preventable causes. About 46 
percent of these deaths occur during the first 28 days of life, that is the 
neonatal period (United Nations Children's Fund, 2017). Countries in Sub-
Saharan Africa (SSA) and South-East Asia disproportionately account for 
high numbers of child mortality (United Nations Children's Fund, 2017, You 
et al., 2015). SSA also accounts for roughly 66% (201 000) of all maternal 
deaths, with a maternal mortality ratio (MMR) of 546 deaths per 100 000 live 
births in 2015 compared to 12 for high-income settings (World Health 
Organization, 2015). 

Uganda, which is the empirical focus in my doctoral research, saw a decline in 
MMR from 438 deaths per 100,000 live births in 2011 to the current 336 
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deaths per 100,000 live births (Uganda Bureau of Statistics, 2017). According 
to the Uganda demographic health survey conducted in 2016, the U5MR also 
decreased from 147 deaths per 1000 live births in 1995, to 64 in 2016 (Uganda 
Bureau of Statistics, 2017). However, the majority of these deaths are 
preventable or avoidable through the provision of timely interventions proven 
to be effective and affordable (World Health Organization, 2004, De 
Brouwere et al., 1998). Yet due to constraints and bottlenecks both within 
and outside the health system (Dickey et al., 2014), effective interventions 
often do not reach the people who need them the most even with the 
decentrallized health system in Uganda. 

The district health system and decentralization in Uganda 

Health systems in many African countries have undergone significant 
reforms, with decentralization of health services being central to these 
changes (Bossert and Beauvais, 2002, Meessen and Malanda, 2014). 
Decentralization is the transfer of authority and responsibilities for 
governance and public service delivery from the central government to 
subnational levels of governments (regional, district or local) (Independent 
Evaluation Group, 2008). The intention is to promote accountability, local 
preference (World Bank, 2003), and to make health systems more equitable, 
inclusive and fair (World Health Organization, 2008). In 1997, Uganda took 
on political, administrative and fiscal decentralization, thereby transferring 
authority from the central government to the local government authorities, 
mainly in the form of devolution (Government of Uganda, 1995, 
Government of Uganda, 1997).  
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The district health system received political endorsement as the key strategy 
to achieve ‘Health for all’ during an interregional meeting in Harare, 
Zimbabwe in 1987, organized by WHO (World Health Organization, 1987). 
With the decentralized system of governance in Uganda, the District Health 
System (DHS) is part of the district local government (Government of 
Uganda, 1997) and is a self-contained segment of the national health system. 
The DHS is headed by a district health officer (DHO), in collaboration with 
appointed officials who constitute the district health management team 
(DHMT) (Ministry of Health Uganda, 2015). The DHS is governed by a 
district council of elected officials (Assimwe D, 2007, Government of 
Uganda, 1997, Ministry of Health, 2013), as shown in Figure 1 below. 

Figure 1: Governance structure of the district health system in Uganda 
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At the district level, the DHMT is responsible for the planning, organizing, 
monitoring and evaluation of services in the whole district, and effective 
coordination between all health-related stakeholders in the district (Ministry 
of Health Uganda, 2015).  

District health systems and the planning process 

Planning is one of the key functions of the DHMT. The planning process at 
the district level takes both a bottom-up and a top-down approach. The 
bottom-up approach is designed to involve input from community members 
through health facility management committees, as shown in Figure 1 
(Ministry of Health Uganda, 2016). At the same time the Ministry of Health 
sets the national priorities which are communicated to the district local 
governments, who then make their work plans according to these priorities, 
thus making the planning process both bottom-up and top-down (Ministry 
of Health Uganda, 2016). During the planning process, the DHOs together 
with the DHMT are increasingly making decisions regarding the performance 
of health services and health system, thus playing a pivotal role in the planning 
and implementation of health interventions, the management of health 
services, and the delivery of health outcomes (Faguet and Sánchez, 2014, 
Green, 2008, Ministry of Health Uganda, 2015). 

Use of evidence in the planning process 

Evidence-based planning (EBP) is the process of basing decisions about ways 
to address a problem on information to achieve the best results (Andersson, 
1996). Oxman et al. define evidence as concerned with actual or asserted facts 
intended for use to support a conclusion (Oxman et al., 2009). Decisions are 
not made solely based on evidence, but other factors are considered as well, 
such as the priorities at the time of decision making, the context and financial 
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resources, and the actors involved (Walt and Gilson, 1994). Therefore, the use 
of evidence in planning for health services involves a complex process of 
interactions between various actors and different powers, interactions and 
agendas (Walt and Gilson, 1994), and can be affected by institutional 
characteristics and the political process.  

Although planning should be increasingly evidencebased in order to prioritize 
activities (Brownson et al., 2009, Ham, 1997), context-specific evidence is not 
always used (Odaga et al., 2016, Rudan et al., 2010). The poor use of evidence 
has been attributed to the lack of tools to aid priority setting and decision 
making, amongst other things (Odaga et al., 2016, Rudan et al., 2010). Even 
when tools are available, they are not always used by decision makers in LICs 
(Youngkong et al., 2009) as they lack credibility for priority setting in these 
settings (Kapiriri et al., 2004, Youngkong et al., 2009). One of the tools that 
can be used to inform the planning process based on district-specific data is 
the bottleneck analysis tool (Henriksson et al., 2017b, Tanahashi, 1978).  

The bottleneck analysis tool to identify gaps in service delivery 

The bottleneck analysis tool used in my doctoral research was modified from 
the original Tanahashi model (Tanahashi, 1978) to enable LICs at the national 
level to plan for, cost, and budget marginal allocations to health services, and 
assess their potential effect on health coverage (Soucat et al., 2002). The 
Tanahashi model for bottleneck analysis displays bottlenecks in the health 
system with a focus on quality and effectiveness of interventions (Tanahashi, 
1978). The model emphasizes the importance of effective coverage, which is 
coverage of sufficient quality to reach a defined health impact (World Health 
Organization, 2001, Soto et al., 2013). The modified Tanahashi model has six 
deter-minants for effective coverage. The first three determinants –
accessibility, availability of human resources, and availability of essential 
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health commodities – are supply-side determinants in the health system while 
initial utilization and continuous utilization focus on the demand-side, and 
effective coverage on the quality of service provided as shown in Figure 2.  

RATIONALE FOR THE RESEARCH 
In Uganda and many other low-income settings, the district health system is 
responsible for implementation of interventions and is the first point of 
contact with users of the health system. Resources within the district health 
system in these settings are limited and yet at the same time countries are 
expected to achieve ambitious targets like UHC and SDGs. Meanwhile, local 
contexts at the district level are different, and local priorities and ‘bottlenecks’ 
in implementation may differ between districts. However, there is a limited 
understanding of health system barriers to delivery and utilization of 

Figure 2: The modified Tanahshi model for bottleneck analysis 
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affordable and effective interventions at the district level in low-income 
countries (Tomlinson et al., 2007), where the bulk of service delivery takes 
place (Dickey et al., 2014). There is also limited knowledge about planning 
that is driven by the use of district-specific evidence and identification of 
bottlenecks to service delivery within the district health system. Most studies 
focus on the global and national levels (Campbell and Graham, 2006, Ranson 
et al., 2003). Therefore, the challenge is to identify strategies that address the 
issues of health systems strengthening and delivery of system-oriented 
interventions that focus on local contextual needs and the important 
influences on service providers and users (De Savigny and Adam, 2009). 

The planning processes in a low-income country like Uganda has been 
described as ad hoc and seldom evidence-based (Kapiriri et al., 2007, Maluka 
et al., 2010b). The poor use of evidence has been attributed to the lack of tools 
to aid priority setting and decision making (Odaga et al., 2016, Rudan et al., 
2010) and not always using available tools are, they are not always used by 
decision makers in LICs as they lack credibility in these settings (Kapiriri et 
al., 2004, Youngkong et al., 2009).  

Furthermore, the understanding of health system bottlenecks at the district 
level is limited, with most studies focusing on the global and national levels 
(Campbell and Graham, 2006, Ranson et al., 2003). Therefore, there remains 
a knowledge gap on using local data to identify bottlenecks within and outside 
the health system, and on the use of district-specific evidence in the planning 
process at the district level in low-resource settings and decentralized systems 
like Uganda. Additionally, while district health managers are entrusted with 
the role of planning and ensuring implementation of effective services 
(Ministry of Health Uganda, 2010, Ministry of Health Uganda, 2015), there 
is limited knowledge on their ability to carry out evidence-based planning. 
What happens in the intersection between the technical and the political 
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decision makers, and how does the interaction between the technical and the 
political decision makers influence the use of evidence in the planning 
process? 

Maternal, newborn and child survival interventions were used in my doctoral 
research as a departure point to investigate the use of district-specific evidence 
in the planning process. Thus, findings are relevant for prioritizing maternal, 
newborn and child survival interventions. However, planning for maternal, 
newborn and child survival interventions does not take place in isolation, but 
is part of the overall district planning process, which implies that the findings 
could apply for the district health planning process as a whole.  

Findings from my doctoral research (Henriksson, 2017a) contribute 
knowledge on the utility of the modified Tanahashi model for bottleneck 
analysis at the district level; how tools that utilize district-specific evidence 
for decision making and priority setting can be adopted into the district 
planning process; understanding the barriers and enablers to use of district-
specific evidence in the district planning process; and how the use of district-
specific evidence affects the planning process and service delivery within the 
district health system as shown in Figure 3 below.  

For policy and program implementation, the knowledge is important to 
inform the design of future strategies to promote use of context-specific 
information in the planning process and inform health system strengthening 
programs in a decentralized health system. 
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STUDY DESIGN AND SETTING 

Both qualitative and quantitative study designs were used and studies were 
conducted in seven districts in the eastern and central region of Uganda (see 
Figure 4). The tools that were introduced to the district managers to facilitate 
evidence-based planning were; Lot Quality Assurance Sampling (LQAS), 
bottleneck analysis, causal analysis, continuous quality improvement (CQI), 
and community dialogues based on citizen report cards (CRC) (Katahoire et 
al., 2015, Waiswa et al., 2016).  

Uganda is a LIC located in East 
Africa with an estimated pop-
ulation of about 34.6 million, with 
an average annual growth rate of 
3.0%. About 48% of the total 
population is below the age of 14 
years. Life expectancy at birth is 
estimated to be 63 years. About 
three-quarters of the population 
live in rural settings, and about 
80% of the population are in-
volved in agriculture. Uganda has 
a gross national income per capita 
of 690 US dollars (Uganda Bureau 
of Statistics, 2017).  

The health system in Uganda is 
made up of the public and the 
private sectors. The public sector 
consists of government health 

Figure 4: Map of Uganda 
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facilities and the private sector, Private-Not-For-Profit (PNFP), Private-For-
Profit (PFP), and complementary health service providers (Ministry of 
Health Uganda, 2010). Public health facilities account for 55% of care 
facilities, while PFP and PNFP account for 29% and 16% respectively 
(Ministry of Health, 2014b). In the public sector, health services are provided 
by the national referral hospitals, the regional referral hospitals, and health 
facilities within the district health system as shown in Table 1 (Ministry of 
Health Uganda, 2015, Ministry of Health, 2014b). The health services are 
structured by national referral hospitals, regional referral hospitals, general 
hospitals, health centre (HC) IVs, HC IIIs, HC IIs and village health teams 
(Ministry of Health Uganda, 2010, Ministry of Health Uganda, 2015), as 
shown in Table 1.  

Table 1: Health facilities and their administrative levels 

Health service level Number of 
facilities 

Population ratio 
standard 

Current 
situation 

Administrative/political 
level 

National referral 
hospital 2 1: 10 000 000 1: 30 000 000 National (MoH) 

 
Regional referral 

hospital 14 1: 3 000 000 1: 2 307 692 National (MoH) 

General hospital 114 1: 500 000 1: 263 157 District 

HC IV 197 1: 100 000 1: 187 500 County 

HC III 1289 1: 20 000 1: 84 000 Subcounty 

HC II 2947 1: 5 000 1: 14 940 Parish 
 

HCI/VHT 
 
- 

 
1: 1 000 or 1 per 
25 households 

 
- 

 
Village 
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FINDINGS AND DISCUSSION 
Findings from my doctoral research show that district health management 
teams were able to adopt and implement tools, including the bottleneck 
analysis tool, to facilitate the use of district-specific evidence to prioritize and 
plan for interventions. However, the limited decision and fiscal space, limited 
financial resources and inadequate district-specific information were 
considered barriers to the use of district-specific evidence in the planning 
process. Due to the decision-making dynamics related to the planning process 
in the decentralized system, governance and leadership within the district 
health system was considered a significant influence on the use of district-
specific evidence in the planning process. This influence was due to the fact 
that the elected officials of the district council were perceived to have power 
over resources and therefore more influence in the planning process. In 
addition elected officials sometimes had different priorities from those 
backed by evidence, and the relationships between the elected and appointed 
officials also influenced the use of district-specific evidence. 

Health information systems and identification of bottlenecks to service delivery 

Bottleneck analysis can be used to identify constraints in service delivery; this 
can support the use of district-specific evidence in the planning process at the 
district level. Identification of constraints that can be potential bottlenecks to 
service delivery can then inform the planning process as illustrated in the 
conceptual framework in Figure 1. However, the use of the modified 
Tanahashi model for bottleneck analysis is highly dependent on the 
availability of accurate information for each of the determinants. This 
information may not be routinely collected, especially for the demand-side of 
the health system. Therefore, the routine health information system needs to 
be strengthened to enable collection of timely and accurate data that can be 
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used in the planning process (La Vincente et al., 2013, Soto et al., 2012). 
Alternatively, the Tanahashi model could be modified to use data that is 
already being collected by the routine health facility data. 

Routine health information systems may not capture information on 
populations that do not access services for various reasons, like poverty or 
other forms of exclusion. Additionally, in Uganda and other LICs, routine 
health information systems capture information from the public health 
facilities yet a large proportion of services are provided through the private 
sector (Ministry of Health, 2014a). Furthermore, additional emphasis needs 
to be placed on ways to adequately capture the user perspective (demand-
side) of the health system. 

Adopting tools to facilitate use of district-specific evidence 

Although district health management teams were able to adopt and 
implement tools to facilitate the use of district-specific evidence in the 
planning process, using the tools required a more critical analysis of the 
evidence which was considered time-consuming and sometimes difficult to 
synchronize with the already existing planning cycle, especially for the 
demand-side tools. Furthermore, the community dialogues, which were the 
demand-side tools were not integrated into already existing structures at the 
district level, which brought into question their sustainability. To ensure 
sustainability, dialogues should be integrated into already existing structures 
at the district level −for example the community based services department. 
Community dialogues should be aligned to the planning cycle to ensure that 
the information can be used to inform the planning process (Katahoire et al., 
2015).  
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These findings imply that tools that facilitate the use of district-specific 
evidence can be used to inform the planning process in the district health 
system in Uganda and similar settings. However, their implementation should 
be cognizant of the already existing planning cycles and should in as much as 
possible be integrated into already existing district structures. In a 
decentralized system like Uganda, where priority setting is also done at the 
central level, an approach to utilize district-specific evidence that actively 
involves the central level (MoH) could facilitate the use of district-specific 
evidence in the planning process. One way of doing this could be to increase 
the proportion of funding to the districts through the unconditional grants 
(Ministry of Health Uganda, 2015). 

Decision space in the planning process 

Limited decision space was considered a barrier to the use of district-specific 
evidence in the planning process. Decision space is the term used to describe 
the range of choice, or authority and responsibility, which decentrallized 
organizations have been granted by central authorities to make decisions 
about or influence a range of functions and resources (Bossert, 1998). On 
paper, Uganda has the deepest mode of decentralization: devolution. In this 
mode of decentralization, authority, responsibility and accountability are 
shifted from the central government to the local government (Bossert and 
Beauvais, 2002). In spite of the extensive decentralization process, where the 
intent was to enhance local decision-making (Government of Uganda, 1997), 
findings showed that limited decision space was perceived as a barrier to use 
of district-specific evidence in the planning process. Therefore, even if tools 
are available to facilitate the use of district-specific evidence in the planning 
process, the limited decision space can affect their use as is illustrated in 
Figure 1. The perceived lack of decision space is not unique to districts in 
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Uganda as it has been documented in other LICs like Ghana, Zambia, and the 
Philippines (Bossert and Beauvais, 2002, Kwamie et al., 2015, Somanje et al., 
2012, Wickremasinghe et al., 2016), and as a shortcoming of decentral-ization 
(Bossert and Mitchell, 2011, Hipgrave et al., 2014, Roman et al., 2017). 

The perceived limited decision space was described by the district managers 
largely as a result of priority setting at the central level (Curtale et al., 2016, 
Ministry of Health Uganda, 2015). As central-level priority setting is a way 
of rationing health services and allocating resources (Mahapatra, 2002, 
Ssengooba, 2004, World Bank, 1993), national priorities may not necessarily 
be those of the district. However, some DHMT members reported that they 
were able to set district priorities within the broader national priorities. The 
limited decision space raises the question of the effectiveness of using district-
specific evidence within the context of central-level priority setting. 
Theoretically, for the use of district-specific evidence to have benefits for 
interventions for women and children, the decision space at the district level 
should be expanded. 

Governance and leadership for evidence-based planning 

Governance and leadership within the district health system were considered 
to be a significant influence on the use of district-specific evidence in the 
planning process. This influence was due to the power and decision-making 
dynamics of the planning process, where the elected officials, the district 
council were perceived to have power over resources and therefore more 
influence on the planning process. The relationships between the elected and 
appointed officials and the fact that elected officials sometimes had different 
priorities from those backed by evidence also influenced the use of evidence 
in the planning process. 
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According to the planning guidelines for the local government in Uganda, the 
district council has the autonomy to approve district work plans, which gives 
them power over resources (Government of Uganda, 1997, Ministry of 
Health Uganda, 2016). This is similar to other decentralized systems, as in 
Tanzania, where the councils also have the authority to approve work plans 
(Maluka et al., 2010a, Maluka et al., 2010b). In Uganda, the elected politicians 
were therefore considered to have more power and influence in the planning 
process, than the appointed officials, but at the same time, were perceived to 
have limited knowledge and skills about the use evidence, which was 
considered a barrier to use of district-specific evidence (Henriksson et al., 
2017a). 

The second source of influence was the relationships between the elected 
officials and the appointed officials, (DHMT), here referred to as the 
“sociopolitical context”. In one of the participating districts the socio-
political context was considered an enabler for using district-specific 
evidence, and in another, it was seen as a barrier. It can therefore affect the 
planning process in different ways as shown in the framework in Figure 1. 
DHMT members reported that where the relationships were perceived as 
positive and transparent, not only was evidence used in the planning process, 
but the process was less time consuming than when there were perceived 
tensions between the DHMT and the elected officials (Henriksson et al., 
2017a).  

Tension between elected and appointed officials in local governments in 
Uganda were also documented as a challenge to governance in the 
decentralized system by Assimwe and Musisi (Assimwe D, 2007). The 
tension stemmed from politicians who were sometimes said to have different 
priorities from those backed by evidence. This is related to the political nature 
of decision-making and priority setting which is not unique to the districts in 
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Uganda. Bryant et al. and Goddard et al. also documented politics as a primary 
consideration in the decision-making pro-cessses (Bryant et al., 2000, 
Goddard et al., 2006). However, efforts to facilitate the use of evidence in the 
planning process at the district level (Maluka et al., 2010a, Soto et al., 2012, 
Waiswa et al., 2016) and health systems as a whole (Pyone et al., 2017) have 
either had no component that addresses the role and involvement of 
politicians and their influence in the district health system or an insufficient 
component. These studies have assumed a linear relationship between what is 
considered evidence and its use in policy making and planning, many times 
not paying much attention to the political nature of decision-making.  

Findings from my doctoral research (Henriksson, 2017b) point to the need 
to have a multifaceted approach to the use of district-specific evidence, which 
not only focuses on the generated evidence and its quality, or the tools that 
are needed, but also on the decision making process, the actors involved, their 
relationships and their level of influence in the decision-making and the 
planning process. 

Financial resources and utility of district-specific evidence 

Inadequate funding was mentioned as one of the significant barriers to use of 
district-specific evidence in the planning process. Inadequate funding has also 
been cited both as a shortcoming of decentralization, and as a barrier to health 
service delivery, especially in LICs like Uganda (Hampwaye, 2008, Xu et al., 
2007). The limited funding that was available in the study districts was often 
earmarked for certain activities that were not always the districts’ priorities, 
leaving the DHMT members little authority over budgetary allocation, 
indicating a lack of fiscal space. This has been documented in other 
decentralized systems, like Ghana, Indonesia, and Zambia (Asante et al., 2006, 
Hanson et al., 2002, Heywood and Choi, 2010). 
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Further, the DHMT members stated that the delayed release of funds from 
the central level was also a barrier to using district-specific evidence. The 
delayed release of funding and its negative effects at the district level has been 
documented in other studies (Abimbola et al., 2014, Asante et al., 2006, 
Frumence et al., 2013). On the one hand, this could be a strong argument for 
the use of evidence in the planning process, i.e., to ensure that the limited 
resources are used for district specific priorities. On the other hand, it raises 
the question of whether the use of district-specific evidence can lead to 
meaningful results in resource-limited settings that primarily depend on 
central funding for the district health system. This therefore calls for firstly, 
timely release of funds from the central government to the districts and 
secondly availability of non-earmarked funding from both the central 
government and donors that district managers can allocate according to the 
district priorities. 

Child survival activities accounted for between 4% and 5.5% of the total 
planned expenditure on health services, with the per capita funding of 0.3 
USD per year in one district and 0.1 USD in the other during the financial 
year 2015/16. Over the four years, donors and other partners contributed 
most of the funding for child survival activities, between 47% and 94% of the 
funding. As was demonstrated by another study in Uganda (Kapiriri et al., 
2004), many times the donors have their own priorities that may not always 
be those of the districts. 

This again brings into question the usefulness of using district-specific 
evidence, this time with regards to the limited fiscal space and the absence of 
adequate resources to finance and operationalize the work plans. Another 
concern is whether district managers prioritize activities that reflect their local 
needs as opposed to the interests of the donors. These findings again call for 
a multifaceted approach to using district-specific evidence in the planning 
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process. This approach should address the limited fiscal space and what 
responsibilities the DHMT can take on vis-a-vis the financial resources 
available to them. These approaches would entail not only focusing on the 
district level and the DHMT, but the central level and other stakeholders, 
such as the donors and the private sector as well. 

Health system implications 

As mentioned earlier, utilization of district-specific evidence in the planning 
process was influenced by the relationships, interactions and power dynamics 
of the actors involved in the governance and leadership of the district health 
system, i.e., the politicians and the appointed technical officers. In some 
districts, the relationships and interactions were considered an enabler to the 
utilization of district-specific evidence while in others they were considered a 
barrier. Other barriers were the inadequate routine health information system 
and the limited financial resources at the district. Addressing any one of these 
components of the health system may not necessarily lead to the use of 
district-specific evidence in the planning process, as each one of them affects 
the others. Furthermore, other upstream or central level barriers such as the 
limited range of decision and fiscal space also affected the use of district-
specific evidence in the planning process. The wide variety of factors that 
influence the use of district-specific evidence calls for systems thinking, as 
was documented by De Savigny and Adam (2009) and Peters (2014) (De 
Savigny and Adam, 2009, Peters, 2014), that addresses the interactions and 
relationships between the components of the health system (Frenk, 1994). 
The broader context within which the health system functions and the 
relationships and behavior of the various actors also needs to be taken into 
consideration, as was previously documented by Gilson in 2003 (Gilson, 
2003).  
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CONCLUSIONS 

Findings from my doctoral research showed that prioritizing interventions 
for child survival using district-specific evidence was influenced by several 
factors and did not depend only on the identification of health system 
bottlenecks or the ability for district managers to use tools that facilitate the 
use of evidence in the planning process. Therefore, a simplistic approach 
focusing on the planning process at the district level alone, which focuses only 
on the health information building block in the absence of interventions at 
other levels of the health system and other building blocks is insufficient to 
address the needs to improve care and service delivery for women and 
children.  

District managers were able to adopt and implement tools to facilitate the use 
of district-specific evidence for improved targeting and planning of 
interventions designed to improve child survival.  

Governance and leadership within the district health system were considered 
a significant influence on the use of district-specific evidence in the planning 
process. This influence could be a barrier or enabler to the utilization of 
district-specific evidence. 

The limited decision and fiscal space within the district health system, limited 
financial resources and inadequate routine district health information systems 
are important barriers to the use of district-specific evidence in the planning 
process.  

The modified Tanahashi model is an analysis tool that can be used to identify 
bottlenecks to effective coverage within the district health system in LICs like 
Uganda. However, it requires accurate and timely data, which may not exist 
in the routine district health information system. 
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RECOMMENDATIONS 

The use of tools to identify system bottlenecks and facilitate the use of 
district-specific evidence in the planning process is not an end in itself but 
only a part of the process to improve service delivery for women and children. 
With that in mind, I propose the following recommendations for policy, 
program implementation, and future research. 

Policy implications 

The central government should revisit and potentially adjust the decision 
space and fiscal space available within the decentralized health system, vis-a-
vis the responsibilities and outputs expected from the district for both 
program implementation and service delivery. 

Program implementation 

While promoting new approaches or programs at the sub-national level for 
example within districts, multifaceted approaches should be used that take 
into account the broader aspects of the health system, like the overall capacity 
at the district level, decision and fiscal space available at the district level, and 
the governance and leadership within the district health system. The 
approaches should also take into account the various levels of the health 
system and their interactions, for example, the central level and how decision 
making at the central level can affect the implementation of new approaches 
or programs at the district level.  

The political nature of decision making and the governance and leadership 
within the district health system should be taken into account while designing 
and implementing programs. Programs should actively involve the elected 
officials (politicians) and provide them with information on the program. 
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This is important because politicians within a decentralized health system 
influence the prioritization and resource allocation process.  

Innovative ways of including the user perspective or the community into the 
district planning process should be promoted, such as the use of community 
dialogues. However, for this innovation to be sustainable, it needs to be 
embedded in already existing district structures. One way of enabling 
sustainability is to collaborate and work with other sectors and departments 
at the district level, like the community based services department.  

The district health information system should be strengthened to provide 
accurate information within the right time frame that is necessary to inform 
the planning process. A starting point could be to look at the kind of 
information that is currently collected by the routine health information 
system to determine if it is sufficient for use in decision making and the 
planning process or if other data collection methods could be used to inform 
the planning process. 

Future research 

Research on the governance mechanisms within the district health system is 
needed. This should include identifying mechanisms for efficiently and 
meaningfully involving elected officials in the use of district-specific evidence 
in not only the district planning process, but also the health system as a whole, 
since they are important actors in the decision-making process at the district 
level.  

More research is needed to find innovative and sustainable ways of routinely 
including the health system user perspective (the com-munity) in the 
planning process at the district level.  
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Ways to further simplify the bottleneck analysis tool for its use at the district 
level need to be identified, especially in relation to the routine health facility 
data that is collected within the district health system. However, there is also 
a need to validate the use of routine health facility based data for conducting 
bottleneck analyses.  
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