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ABSTRACT

This study was an attempt to investigate social services
delivery in the Zambia decentralised and integrated system of
local government, with particular emphasis on health service
delivery. The investigation and analysie focused primarily on
Lusaka Urban District Council which was one of the first five
urban district councils to be involved in the programme of
taking over the running of health facilities from central

government,

The study was prefaced by the concept of 'participation'
especially Bregha's (1973) basic participation model in social
service delivery -~ a continum of progressively increasing
involvencﬁt of local people in the delivery mechanism through
information/feedback, consultation, joint planning and delegated

authority,

Specifically the study investigated first and foremost,
if local people had been made to participate in social services
delivery by the introduction of decentralisation in 1981.
Secondary, it investigated the axtent to which the objective
of creating district based, controlled and co~ordinated health

service structura had been achieved.

The study tested the following hypotheses: First, that
under che decentrazlised system Party members were more likely
to participatu in service delivery than non-members. Second,

that participation of local people was limited to information/
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feedback and consultation. Third, that people did not
participate in health service delivery in the district. ¥Fourth,
and last that a district based health service structure has

not been created.

Data were collected uming three instruments: focused
interviews using two questionnaires and secondary literature.
The first mathod involved in-dapth discussions with key informants.
The second questionnaire examined the health workers perceptions
and understanding of health delivery in the decentralised
eystem. The second questionnaire explored local people's
understanding of decentralisation and their role in the delivery
of health service, Secondly literature consisted of publishudh

and non-published documents.

A total sample of 150 respondents was selected consisting
of five (5) key informants, a stratified random sample of ninety
(90) local residents of Lusaka, and fifty five (55) rank and

file medical workers in health centres in Lusaka.

Salient findings of the study were that the transfare of
district health jurisdiction to the Lusaka Urban District Council
had attempted to creats both a district based health delivery
system and a district health organisation. Howaver, decentrali-
sation of health system had not increased local peoplas’
participation in health services. Thare was an absence of an
articulate local structure through which local residents could

get involved in health delivery, and that heaith workers were
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ill-prepared to handle community involvement in health services

delivery,

The study concluded that there was no general policy
guidelines about local participation in health services delivery
in LUsaka. What was required was therefore a broad policy
defining the nature of the council's commitment to popular
participation and clarifying the boundaries, settings, and

problems of such involvement.

With regard to decentralisation of health services, lack
of adequate resources especially finance and personnel hamperad
the exercise. Ovarall, the decentralisation Act was found coh
have been éver ambitious as it envisaged to do more than the

resources and circumstances permitted.
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CHAPTER ONE

INTRODUCTION

SCOPE OF THE STUDY

This study is an attempt to investigate social services
delivery in the Zambia decentralised and integrated system of
local government, with particular emphasis on health delivery,
Although examples are drawn from other district councils in
Zambia, the analysis focuses primarily on Lusaka Urban District
Council. The Lusska Urban District Council was chosen as a
case study largely for being among the first five urban district
councils to be involved in the programme of decentralising
health service delivery. Therefore it offers more potential
in axaminiﬁg how the decentralised system of health care,
introduced following the implementation of the Local Administration

Act in January, 1981, has operated.

The study is prefaced by the concept of ‘participation’
especially Bregha's (1973) basic participation model in social
service delivery. This model is a continuum of progressively
increasing involvement of local pecple in the delivery mechanism

through information/feedback, consultation, joint planning
and delegated authority. The use of this model is ralevant
because a great part of the confusion that still beshrouds the
subject of participation is due to absence of 2 commonly agreed
upon conceptual model, To cut through this frustrating ambiguity
and reach at least a beginning 6f common usage in terminology,

I propose to use Bregha (1973) articulated continuum of partici~

pation based on increasing involvement.
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Social service refers to communual provision that promote
individual and group well-being and sid those in difficulty,
such as Health., In Zambia social services as we know them today
wore introduced during the colonial era, MNevertheless, the
provision of social services in this country was less than
tokenism, precisely because the conception that informed social
services provision during the colonial era, was one premised
on prevailing notions of colonial and racially segregated social
justice (Pim Report: 1938), Under this framework, social services
were meant mainly for European settlers; Africans who formed the
majority of the population were largely excluded. Hence social
service administration pre—occupied itself with orienting thoge
'natives' in need of such social services to their fate or to
rely on traditional systems of welfare (Doysh, 198i: 107).

At independence, it became the responsibility of the new
Zambian government to make provisions for the protection,
security and development of its citizens. Consequently, the
system of corporate responsibility in the form of social services
was accaelerated. Social services came to be valued ss adjuncts
to all major societal institutions, were viewed as essential

and offered as a ‘universal' service (FNDP, 1966~1970).

Despite this change in conception, the provision of social
services such as health, countinued to follow the colonial legacy
of paternalism. Social services continued to be planned,
administered and delivered by the central government ministries

and departments, with little or no participation by the people,



whose role was not more than thot of passive consumers, clienta
or recipients. Yt was not until the Third National Development
Plan 1976-80, that there was an attempt to move sway from this
institutional framework towards community fnvolvement ir the
dalivery of health care, especially following the decline of
the Zembian economy and adoption of Primary Health Care
(PHC) strategy in 1980 (Zambie, Ministry of Health and WHO,

Raport: 19835).

The opportunity to achieve overall community participation
in social services delivary presented itself in the form of a
decentralisation policy of 1981, The comprehensive instrument
behind this new institutional framework was the Local
Administration Act No. 15 of 1980, which inter—~alia, provided
for an integrated and decentralised local administration
structure, and made district council's focal points of the
transformation wich direct responsibilities to provide social
services such as health to the citizens in their respective

areas (Local Administration Act, 1$80: 99).

The Local Administration Act also implied a fresh attempt
to institute new forme of administrative practice, namely,
‘popular participation,' intended to overcome the impediments
to overall social services delivery in the country (Twumasi
and Freund, 1984), For, by altering and initiating
administrative practices based on 'popular participation,'
local pueople would once again be actively involved in social

services delivery in their respective district councils
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(Brooks and Hylvends, in *ohan 1985: 139). This new
arrongement was rationslised in terms of the philosophy of

Hunanism which emphasised popular participation.

The Local Administration Act No. 15 of 1980, which provided
for the decentralised and integrated local administration
structure, was also the most comprehensive instrument that
nodified the delivery mechanism of social services in Zambia.
Apart from making district councils responsible for political,
social and administrative functions in the district, 1t
shifted & bulk of sociel services from the central govarnment
to discrict councils, Those social services were spelt out
as: community development, health, education, sports, houaingh
and accommodation, public amenities, parks and zoos, voluntary
cluba libraries, cultural affairs and social security. All
these services were brought under the jurisdiction of social

secretary of each district council (GRZ, 1977).

The major reason for this decentralised system of government
was to make local people participate in their social and
economic betterment and ensure participatory democracy and

development through self-reliance (Beyani, 1984: 19).

STATEMENT OF THE PROBLEM

This study aims at inveatigating first and forewmost, Lf
ilocal people have been made to participate in the delivery of

soclal services since the advent of decentralisation in 1961
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by examining health service delivery 1in Lugaka Urban District
(LUPC). It 1is hoped that by looking at one district council,

the study will come up with a detailed analysis and interpretation
of health service delivery under the decentralised system, thereby
contribute ygreatly to the understanding of the fundamental
characteristics of Zambia's decentralisation policy especially

its ostensible goal of increasing popular participation by the

local people in programmes.

Secondly, the study alms also at investigating the extent
to which the intended objective of creating district based,
controlled and coordinated health service structure has been
achieved. This will entail anslysing the implementation of
the policy of decentralising the health services, particularly
the scope, extent and countent of the policy and when and where
it has been implemented. Finally the study seeks to concribute
toward the development of knowledge on 'populer participation'
by examiniug the applicability of Bregha's (1973) model of
participation in social services delivery' to the Zambian
setting, there by contributing in reaching "at least a
beginning of common usage in terminology" about the subject

of participation (Bregha, 1973).

STATEMENT OF HYPOTWHESES

This study will test the following hypotheses:
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1. Under the decentralised system, Party members in the district
are more likely to participate in health service delivery

than non-party members.

2, Under the dacentralised system, participation of local
paople in health service delivery is limited to information/
feedback and consultation rather than joint planning and

delegated authority.

3. Despite the good intentions of decentralisatiom, local
people do not participate in health service dalivary at

the district levsl.

4. The intended creation of district based health service

structures has not been accomplished yet.

REVLEW OF LITERATURE

There are two groups of literature relevant to this study.
Literature on Decentralisation and on Social Service Delivery.

We begin with Decentralisation.

DECENTRALISATION: There are several studies doue on

decentralisation, both outside and within Zambia,
The notable ones are those conducted by Conyars (1982):
Lungu (1980), Beyani (1984), Simposya (1985) and

Mijere (1985).

Lungu (1980) analysed the problem related to the

implementation of the Zambia Public Bureaucracy.
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Hig study, prefaced by the organisation/eavironmeat

perspective, articulated the problems as:

(1) Socio-political elements i.e. colonial legacy;

power setting and political-economic turbulance.

(10 Buresucratic elements i.e, symbolic structures,
goal ambiguity, role conlusion, poor ¢co-ordination,
inadequata staffing and unethical behavicurs of

public officials.

His conclusion was that it is iwportant to find out when
where and how to implement administrative decentralisation

if it 48 to be affective.

Conyars (1982) examined decentralisation by looking
at four countries that had implemented it. His
observations were that decentralisation was a system
for encouraging local participation and means of
improving the quality of plan preparation and
implementation. However, he saw local participation
being hampered by lack of adequate participating

capacity at the local level.

Beyani (1984) looked at the legal framework for the
decentralised syatem of government in Zambia, by
examining three objectives of tha local administration
Act 1980, namely: integration of loecal administration,
Party and Government departments; sutonomy of district

councila and tranafer of power to the people. He found



that only the Party has been effectively integrated
iuto diatrict councils, that the autonomy oi district
councils is undermined by provimcial organs, and that
the only power transiered to the district council is
political which restricts people's participation to

inetitutions of the Party and its memwbers,

- Simposya (1985) assessed the impact of the 1980
decentraligsation reforms in respect of horizoutal
co~ordination and popular participation in planuing
at both the province and district. He Jound that
lack of iinancial resources and inadequate stafi
hampared horizontal co~-ordination, and in terms
of popular participation that only party membars
participation in planning has been improvad by the

1980 decentralisation in Zambia.

~ Mijere (1985) examined the mineworkers resistance
to government's introduction of decentralisation
in Zambis, Hie salieant findings were that,, miners
rejected the decentralised system because they wanted
to preserve their status as & labour aristocracyj
they feared the decentralised system would concentrate
political and economic power in the hande of national
and district UNIP leaders; and that it would entrench
the alliance of national leadership with international

capitalists,
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As the foregoing review ol literature shows, decentrali-
sation has been ably resaurched, examined and defended
theoretically and through a wider array of generalisation,
what is lacking however, are indepth evaiuations uf the
relationship between decentralisation and specific
sectors such as social development at the subnational
unit. This study will therefore, be unique in its focus
on the relationship between decentralisation and social
devalopment. In this way this study will give us more
in depth knowledge about the way decentralisation has
been implemented, especially ite ostensible purpose

of stimulating both local people and district councils
to take the initiative in developing programres and

mobilising theilr resources in a concerted mannar.

SOCIAL SERVICES: The case of social services provision

by the local authorities has oiften been advanced
especially in Europe and North America. The
justification contains many of the sane alenents of
local knowledge, personal involvement, local control

and speed of respousiveness.

Jackson (1965) holds the view that local govermment
provision of social services inculcates a sense of
local responsibility and local patriotism aud has
an educative effect in ﬁurturing citizens in the

practice of self-government and social service delivery.
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Leaper (1968) says if local units are to provide services,
certain provisions have to be madej the corporate body
must respond in size, resources, and efficieuncy of
organisation to the nature of social needs in question.
This local initiative and effort can come through legal
enactment or by delegation by central government agencies

of their functions to a body at local level.

Nyirenda (1975) holds that the wcst conspicious
characteristic of Zambla social services and deiivery
mechanism 18 the fact that they have not been sufficiently
iategrated into the pattern of social organisation of the
Zanbian people. Consequently, there has been rejaction
of the majority of social services or where accepted have
had adverse effect on beneficiaries. He therefore
suggests use of a humanistic approach to social service

provision.

Brooks and Nyirenda (1985) herald the decentralisation
system in Zanbia by assuming {t would have more meaning

for the delivery of social welafare servicas by sufficiently
integrating them into the pattern of social organisation

of the people. Some of the benefits that dacentralisation
would bring are assumed as: wider coverage, true partner-
ship, true integration of gervices, effsctive utilisation

of personnel poteatials, impruvad coordination and

relevance of the services to people's needs. however,



- 11 -

the actual relationship of decentralisation and participation

is not researched.

OPERATIONAL DEFINITIONS:

DECENTRALISATION: will mean the transfer of legal, political

and administrative authority to plan, make decisions and manage

public functions from central government to district councils.

SOCIAL SERVICES: will refer to communal provision that promote

individual and group well-being and aid those in difficulty

such as health and education.

PARTICIPATION: will mean involvement of local people in social

services planning and implementation through any of the
following techniques; information/feedback; consultation, joint plannin

and delegated authority.

SOCIAL WELFARE: will refer to those policies and programmes

by which government guarantees a definite minimum of social

money and consumption rights etc. to its citizens.

DISTRICT COUNCIL: will refer to an autonomous local authority

created through the implementation of the Local Administration

Act of 1980.

PARTICIPATORY DEMOCRACY: will mean a system of philosophy
propounded by President Kaunda in which people are said to
have and to exercise power and responsibility for their own

individual and group social economic and political welfare.
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LOCAL PEOPLE: shall refer to any/all persons residing within

the legally established and accepted boundaries of & district

council.

METHODLOGY

Data were collected using three instruments; focussed
interviews using two questionnaires and secondary literature.
The latter consisted of published and non-published documents.

The first method for collecting data involved in-depth
discussions with a number of key informants on various aspects
of the study. Two distinct but related questionnaires were
also used. The first questionnaire examined the health workers
perceptions and understanding of health delivery in the
decentralised systems, and its applicability and implications
for health service delivery in the district. This questionnaire
was also meant to examine awareness by health workers of
popular partlcipation,/especially the necessity of working
together with people in health care programmes, and to assass
the opportunities offered to local resildents of Lusaka to
participate in health care delivery.

To begin with government officlals such as the Deputy
Director of Medical Services in charge of decentrallsation and-
the Assistant Secretary (Hospital Administration) were
interviewed so as to gauge the official perspective of the
problem. As representstives of the Ministry of Health, the

twc gave me the government's official policy on decentralisation
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aad the Ministry of Bealth vresponse and guida)ines on the

transfer of the health services responsibilities to the district
courcils, Other medical parsonnel such as the Proviuncial Medical
Officer for Lusaka Province aand the medical officer for Lusaka
Urban District Council were also interviowed., These two

officials supplemented information on the practical implementation
of decentralization of health services and its intergration into
the strueture of Lusaks Urban District Council, including

the problems hampering the smooth take-over of health services

responsibilities by the district council,

i then interviawed the Social Secretary for Lusaka Urban.
istrict Councii in his capacity as head of department which
initially was responsible for haalth service delivary. Ke
too, gave na various viewpoints about the problem, including
important ineights on comsmunity participatfou in health care

Programmes .

Finslily, i interviewed (53) filty {ive rounk-and-file medical
parsvnnal lavoived in health service delivery (Clinicul Oificers,
durses, Public health workers) in Health Centres spread—out in
Lusaka Urban, Data from these front~line workers were
paxticularly lmportant, in that, implementation of the polley
of decentralisation of health gservices depended on thenm,
ineluding, %a this case, the iovolvement of local pesvle in all
espects of health services delivery. Their reaponses wera

critical dn arriving at conclusiona pertaining to tha seope and
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extent of decentralised health services, including insights
about the interactions, contacts and relations between health
workers and local residents in Lusaka, that were assumed to

be central to the muccess of the policy of popular participation

of the local people in health service delivery.

The second questionnaire explored local people's under-
standing of decentralisation in general and the distriect
council's position vis~a-vis the health of local people, A
stratified random sample of (90) ninety respondents was picked
fron the population of Lusaka., These consisted of three equal
groups of local people, namely; (30) thirty party (UNIP) members;
(30) thit£y non-party members or ordinary respondents and
(30) local civil servants (working and living iu the peri-ucban
areas and suburbs of Lusaka). MYembership or uon~membership
in the Party, were important conditions in the selection of
respondents from the local populace becsuse I wanted to compare
and contrast the responses of Party members and those of
non~party members. This comparison was important because one
of the hypotheses of the study was that under the decentrali-
sation policy, members of the ruling United National Independence
Party (UNIP), were more likely to participate in health
services delivery than non-party members, primarily because,
they had access to government institutions and structures.

The responses of the two categories of respondents would help

in clarifying thias point and also help to test Beyani's (1984)
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argument that decentralisation enhanced the chances of UNIP
otficials and cadres to participate in programmes in tha

district.

Local eivil servants were included to test Chamber's (1970)
characterisation of 'popular participation' as involving local
people and local civil servants need to engage in Joint planning

and action. On the whole, a total sample of 150 was selected,

The secoud source of data were the Primary and secondary
sourceg, comprising both the published and unpublighed literature,
The primary documents included the Local Government Act of 1965,
the village Act of 1971; the Local Aduinistration Act No. 13- of
1980, the.'Blue Book' Lusaka Urban Distriet Anunual Reports for
the years 1987, 1988 and 19893 Ministry of Health Annual Reports
and Seminar Report on Decentralisation, Secondary literature
included various documents written by students and collenpues
in the University of Zambia, All these documents were important
for understanding the Zambian decentralised and integrated
local government system and their wide varietieg wag beneficial
both 1in providing different perspectives to the problem and
in the comparison and analysis of evidence. Amongst these
sources, the Local Administration Act No. 15 of 19380 aud the
Ministry of Vealth's Policy Guidelines on the Implementation
of decentraliged health services werea foremost; thelir
stipulations provided the basis,for assessing the functioning
of the decentralised syster and policy of decentralised

health servicas.
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The secondary documants included books and artiecles on
gocial services; health; participation and Zambia'e economic und
socio-politicel history. In particular, I have traced the
metarials concerning the development of health services in
Zambia to the late 1890s during the epoch and rule of the
Chartered British South Africa Company (BSAC) through [mparial
Rula, to the Post Indeapendence pericd. On social services in
general, I have consulted sources which describe soclal services
in industrial and post-induscrial socleties and those that look
at social services from an international comparative perspective,
On participation, I have specifically consulted the works of
bregha (1§73), Chawbers (1970) and Armstein (1965). All thaée
pources have clearly analysed various aspects of social services,
heaith care and participation which were important in

enharcing my understanding orf the topic under discussion.

ORGANISATION OF THE DISSERTATION

The dissertation is divided into seven chapters; the
Introduction serves as Chapter Ona. This chapter presents
the acope and objectives of this study. It also outlines in
detail sources of data and their particular significance to

the study.

Chapter two traces the evolution of health gervicea in
colonial and post-colonial Zawbia. Tt examines the scope

and extent of health services provision and assesses the
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factors that helped to shape health into an institutionalised
systew., The chapter also examines the national philosophy
of Humanism vis-a~vis health care, contrasting the policy

statewments with actual practice during the post-colonial era.

Chapter three axplores the concept and forms of decaentrali-
sation in more detail., It further examines the objectives of
decentralisatinn in Zambia in relation to popular participation
by the people, and examines the Local Administration Act of 1980

in detail.

Chapter four assesses the implementation of deceantralisation
ol health gservices to district councils and examines the
rationale behind this implementetion. 1t also examines the
district councils' reaction and responses to transfer of health

responsibilities to them.

Chapter five, examines the decentralised health services
in Lusaka Urban District Couneil, by analysing health services
in relation to the variables of organization, scope, coverage

and respousibility.

Chapter six analyses popular participation in hesalth
service delivery in Lusaka, znd examines participatory

approachaes being utilised in health service delivery.

Chapter seven, isolates or recapitulates the key points
that emerged from this study; these pointx are organised inte
brief but concise statements of generalizations in the form
of prospecta and problems of health delivery under the decentra-

lised system of local government, Recommendations are also made.



CHAPTER TWO

HISTORY OF HEALTH SERVICE IN ZAMBIA

INTRODUCTION

tiealth services delivery in Zambla could oanly be meaning-
fully understood in historical perspective. Therefore, 1 first
discuss the concept of social services and offer a general
aoverview of what constitutes social services, their tunctions
and vhy health ia regarded as a social service. Theresfter,

I shall discuss the evolution of health servicea in Zawbia,

DEFINITION OF SOCIAL SERVICES

According to Alfred Kahn (1973) social sexvices are
difficult to define because the concept carries with it some
ideological baggage (Kahn, 1973: 4). Kahn refers to the lack
of unaninmity in the conception and use or application of term
‘social services,' since this often tends to take on different
neanings in different political and cultural contexts'.
However, the term 'Social Services' is internatiomnally
recogunized as covering and referring to essential forms of
communal provision (Kahn and Kamerman, 19761 2) and despite
minor differences in terms of reference, the concept is
largely used in relation to five basic and familiar services,
namely, education, health, housing, income transfers, and

employment training (Kahn and Kauerman, 1976). Admictedly,

- 18 -
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the names of services, the titles and even the weighting of
functions and degree of development, lncluding conceptualization
vary from soclety to socletyj however, there is no difficulty in
conmunicating asbout these services and their rolea (Kahn

and Kamerman, 1976: S).

Generally, definitlons oi social services oiten refer to
the scope, the purpose or the characteristics of the soclal
services. Sometimes, however, definitious &o refer to all

three dimensions (Kahn, 1973: 20).

According to the United Natiomns, social services is an
organized activity that aims at helping toward a mutual
adiustment of individuals and their gocial enviromment., This
objective is achieved through the use of techniques and methods
that are desiguned to enable individuals, groups, and communities
to meet their needs and solve thelr problems of adjustment
to a changing pattern of soclety, and through cooperative
action to improve ecomomic and soclal conditions.” (UN: Social
Commission Report, 1959: 6). This deliunition focuses on the

scope of social services.

The following definition focuses on purposes: "Social
Services may be interpreted as consisting of programmes made
available by other than market to assure a basic level of
healch-education-welfare provision, to enhance eorrmunal
1iving and individual functiomingz, to facllitate access to

services acd institutions generally, gnd to assist those
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in difficulty and need (Kahn, 1969: 179).

As the above definitious of social services indicate,
soclal services are often targeted on individuals, groups and
communities acd involve the "rendering of help, the supply of

resources, and the implementation of benefits." (Kahn, 1973: 20).

CONCEPTIONS UF SOCIAL SERVICES

Social services appear everywhere in the modern werld, and
are seen as part of the improved standards of living., 1In this
sense, social services have important funetions in any soclety,
Those functions way be categorised as MANIFEST (apparent, h

conscious) or as LATENT (lese visible, hidden) functions.

Manifest functions of social services are all those
activities that contribute to personal and group development
and soclalisation as a substitute for what the community as a
whole or the extended family once did (Kehn, 1973: 14). Kahn
catagorises the objectives of manifest functions of soeial

services as:

(1) to strangthen and repair family and individual
functioning with reterence to ongolng roles;

(14) to provide new Institutional outlets for
socialigation, development, and assistance roles
that once were buﬁ are no longer dischargad by the

nuclear or extended family; and
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{idi) to develop institutional forms for new activities,
eaegential to individuals, familias, and groups in
the complex urban society in & marner unknown to
a simple society (Xehn, 1973: 17).

This implies that social services are not merely replacements of
sarlier social forms, but are also new responses to new social
situstions., They are, therefore, social inventions that address

the needs of modern man in his inter-relatiomships and roles,

Apart from these manifest roles, sociel services also
perform less visible roles, as instruments for redistributional
policy. They signify and implement, on a large scale, social
change aﬁd societal enrichment. As Kaha [urther adds, "yell-
desigred and effectively delivered soclal services may meet

needs and may even create satisfactions."

Yet, social services
may sometimes be simply 1llusions of solutioms, and act as
gmoke screens for diverting political pressure. Tor example,

s 'nutrition education programme may divert attention from the
nead for abundant and cheaper food, Therefore, although

social services perform important functiong, proposals for a
given service at a given time need screening. Latent functions

especially shed light on issues of timing, focus, and mission

of socilal services.

Thus, soclal services are all those communal provisions
aimad at promoting individual and group~well beiug and aid

those in difficulty. They encompass such communal services
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as health, education, housing, as well as prograrmes of family
and child welfare, services to the aged and various assistance
counzelling programmes, provided in institutions esuch as
hospitals, schools aand other similar facilities (Kahn, 1973: 5).
The important teature of social services is that they are

maant to enhance and facilitate daily living and enable
individualis, families, and other primary groups in soclety to
develop, to cope, to function and to contribute to society's

development,

it is useful to understand that as sociasl services become
moras universally available and are more generally employed, .
they assune independent institutional identities. As 2 result
oine talke oi heaith, education or housing. This szame
independence in institutional identity, works out to mean that
such services come to be recognized as applicable to the total

population (i.e. they aseume the status of a universal service).

HEALTYH SEXVICE IN THE COLONIAL E£RA

Since the history of Western expansion in Zambia ia
divided into three historical epochs: the pre-colonisl era,
the time of the British South Africa Company Rule (1595-1924),
and the phase of British Imperial Rule (1924-1964), 7 wil{ also
discugs the development of health services in the pre-colonial

ars, by examining the roles of the Missionaries (1850-1895);
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the BSA Co. (1895-1974) and British Colonial Office (1924-1964),
in the provision ot health services, and iurther analyse the
consequences of the coleonial ideology on the neslth status of

Africans and health care practices throughout the colonisl era.

GISSIONARY PENETRATION

Weastern health care services were f£irst introduced into
lambia by the nissionarieg., When the missioparies rirst came
to Zembla, they entered a land afflicted bv disease and served
by the individual efforts of the traditional healers (Gelfand,
1961: ix)., After years of struggle against disease, they
realised the importance of devoting more of theilr energies to
medical work, and thus became the pioneers of the country's
wodern medicine, especially after the death of David Livingstone.
Stimulated by the pioneering work of Liviugstone, missiouary
societies in Burope, such as the famous London Missionary
Society and the Church of Scotland, began to send medical
rnisslonaries, who settled and practiced south of Lake

Tanganyika at Mwenzo, Kawimba and Niamkolo (Gelfand, 1961: 159).

Although thase early medical missionaries were the sole
purveyors of western medicina in the country, their endeavours
made little impression on the health or health practices of |
the African population in this country. The medlical missionaries
were initially concerned only with the health of their fellow

evangelista (Doyvah and Penwell, 1981: 250). This foecus soon
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charped with the realisation that medical work could be used

as an adjunct to evaugelization and in undermiuing iudigenous
cultura and institutions. Thus medical services were extended
to Africans on an institutional basis as one missionary noted

in 1699:

The usefulness of the medical arm of the missionary
service is indisputable. It breaks down opposition,
dissipates prejudice, and wins its way to the hearts
and homes of the high and low, the rich and poor.

It receives the highest official recognition, and

thus facilitates the employment of all othar agencies.
The medical doctor is persona grata even in palaces
and halls of state (Doyal and Penwell, 1981: 251).

The significance of the above words can be evidenced by
the fact that mission medical work both pre-dates and has
out-lived cnlonial rule and continues successfully in the
post~colonial states. Indeed, missionaries {ntroduced also
elementary medical training and maternity and child hezlth in

this country.

A major weakness of missionary medical work was ite
ovarwhelming concern with curative, hospital-based medicine
which did little to maet African health needs. This concern
with curative services was not by default, rather, as Schulpen
points out, it was only the concept of healing that carried
religious potency, and the community approach ilmplicit in
public health activities was/unacceptable to migsionaries
{and to Western medicine 1in general) as it allowed little

opportunity for direct personal contact (Schulpen, 1973: 42).
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ioowar ouly paterral and child health with {mplications for
new candidates for baptism that was favoured. Despite this
veakness the missions laid the foundation for the expansion

of Western medical care which followed at Independence,

p8A CG, KULE, 1695-19.4

In 1895 the BSA Co. assumed responsibility for the northern
territory, which in 1697 came to be designated as Northern
Rhodesia, 1t was the determination of Cecil John Rhodes that
this happened. After obtaining minerail rights from chiefs
such as ;obangula ol the Ndebele, Lewanika of the Lozi,

Ypezeul of the Ngonl, Chitimukulu of the Bemba and Kazembe of
the Lunda peoples, he obtzined a Royal Charter for his company,

the 5SA Company from the British Imperial Government.

The Charter was granted to thae BSA Company in 10389,
authorizing it to administer "the region of South Africa lying
immediately to the North of British Bechuanaland and to the
North~West of South African Republic and to the West of the
Portuguese Dominion" (Ganor, 1964), This region included the
present day Zambia, Mslzwi, and Zimbabwe. The Charter further
granted Rhodes the authority and rights to conclude treaties
with African chiefs in the territory, and he in turn promised
that his company would waintain law and order and promote

white sectlement.



- 26 -

Disease was a major obgtacle encountered by members of the
BSA Company seut to explore Zambila and, unlike indigenous
populations, Europeans found the country dangerous to their
health., (Doyal and Penwell, 1981: 239). 4s a result of high
rates of mortality and morbidity among BSA Compauny ofificials,
medical personnel became important units for the company.
espite initial reliance on medical missionaries, the company
was compelled to start developing a rudimentary medical service

in the territory by 1895 (Gelfand, 1961: 158-59).

Initially, the country was served by a handful of doctors
diructly ewployed by the BSA. Co. aud these were required
aimply to attend to the immediate health problems of the
small white empioyee& and officials of the Cowmpany (Pim Report
1936: 288). There was little throughout the BSA Company rule
which could be regarded aes a medical service, and infact
between 1912 and 1924 the medical staff of the BSA Company
were {ew and dealt only with the cases of KEuropean settlers.
The medical services as orgenised and conducted by the
Chartered Company, were aptly described by the Chief Medical
Advisor to the Secretary of State as 'a garrison service',
consisting of a few company &ppolnted medical oilicers
treating a few Furopean settlers associated with the company -
aud concentrated in a few scattered locations (Pim Report

1938: 28-9).
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Tuis 'garrisor service' Included o iew pudlic health measures
Aesi;ved to prevent and control the spread of disease that could
affect Ruropean settlers (Doyal and Penwell 1981: 242-43), The
nromulpation of the public health rules in March 1914 for
example, Ilmposed physical separation of the racial groups,
thereby concretising prevailing social relations in envirornmental
and epatall terms, Despite making » few diseares compulsory
notifiable, the service lent itself to the selecéive {ntroduction
of 'amenities such as sanitary pystems for whites, as Gelfand
notes!?

The improvemeunt in living quarters of the officials
1n Livingstcene from 1907 was quite strikine., The
buildings were eracted with an eye on the climate;
and an adequate water supply and a sanitary systenm
was provided (Gelfend, 1961: 177).

Ry contrast, there was a systematic denial of public
health provisions to the African population in both the
expanding urban areas and rural areas, a policy which
naturally resulted in a high incidence of disease. In urban
areas Africans were ragarded as mere sojourners who required
a6 medical attentlon at all., In the rural areas, Africans

were regarded as belug outside the jurisdiction of the BSA

Company (Gelfand, 1961l: Kaplan, 1979: 24).

The KSA Company in recoguition ot the important rcle
Luropean medical misslons were plaving, hoth in the provision
of medical care and in undermining indigenous cultura and

ihugitutiong, started offsving medical gubsidies, a practice



whiteh contivues to thds day, thiough for diiferent motives,
{t also started the liceusing of medical practiticiers., in

particular, the BSA Co, concerned itsel

a1y

only with tha health
ol dits employess and o fleials and white settlers. lts only
contrivbution to health care in this country was In opening

up cormunication routes that eventually enabled wedical

cervices to be extended to Arricaus by later administrations.

BRITISH COLONIAL OFFICE, 1924-1964

The switch from Chartered Company to Crown rule did noc
improve the health care services for Africans. If auything,-
it exacerbated the plight of the African popuiation healthwise.
ludeed, the dominant Furopean ideoclogy prevalling a4t the time
raintained that the role of a colony such as Zawbia was to
2v3ist and complement the development or metropolitan economies
like that of Britain. The effect of this {deology on the
general health of the colonised people was almost universally

disastrious (Doyal and Penwell, 1981: 105).

Lla Zambia, the scale of official medical provisfion during
Crown rule, was for many years derisory, This was in keeping
with the limited objectives of colonial health policy as
outlined by the British Medical administrators in 1903
(Beck, 1970: 20). This policy/originally conceived for Hast
Airica and later extended to later colonies like Zambiu,

1avolved three elements. First was the praservation of tha



headiis ol nuropean settlers;y secondly, keeping the African labour
{orce iu reasonable woerking condition, and last, preventing the
spread of epldemics that could endanper the health of Luropean

seltiora,

The task of preserving the health of Europeans in Zambia was
sluple in that Europeans were concentrated alaig the line of
rail, the Copperbelt towns and other adminiscrative pockets
in the territory. It was therefore possible 1or the colonial
sovermuent to direct a large proportion of the available funds
towards health persounel and hospitals in areas of white
settlement; hence the estabiishment of hospitals in places
ilike wuivingstone, nalomo, Lusska, Broken-Hill (Kabw=) and ths
Copperbelt, including cthe admuinistrative centres of Fort Jameson,
bort rosebery, rbala and Naszama. Since, thesge facilities were
designed on a racial bacis, even Africsans Hving nearby could
aot take advantage of them. Moreover, the vast majority of
Arricons were in the remote couatryside and received almost no
western medical attention, Thus, the health problems of the
Alrican masses (Apart from a few thougand crucial workers on
Ciie mines and rallways) were ofiiclally neglected, unless where
kuropeans were themselves threatened by epidemics (Doyul an

Penwell, 1981i: 242),
The task ol keeping the African iabour force ir reasouavle
working condition wss very nmuch a eecondary one, The rule

i the colonial ufiice concided wich the ceveloprent or Copper
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BANdig da Lambia. nahy Alricang were snploved firer ag migrant
lavuurics.  Thass werg #given medical sarvices eguiviaient Lo
badai-and, aud Ctoose Lait sulfered Bajor diseasvs were Chrown
biack Lo the cowilryelde.  Latar, with the development of nining
“ml aCleplanes Of aftican setilement in tuwu, Alrican nospitals
were openad up inr the African niners., However, the majority of

Airican, were not wape labourer in the aines but peanants who

wers devied werlern medical attention,

lioe thlrd tesk of Preveutiasg the mpread of epldenles wae 4
coroliary of the overall colonial maedical policy., Thare was
an overwaelming fear of epidenmics among BUrop#un seitiers,
and tie solution was seen Ln terms ot physical separation o
the whites from the Africans {supposed agents of Infzetion),
(Voral aad iﬁnwe;i, i961l: 242-43), Tuis objective lea to the
el sunctinving ot racisl segregation in anvironments] .
sSpalial terms. Thus the colontal state promulpated nore
rdicaqwes batwean 1927 and 1935 which eliectively condenned

Aivicans o irsanitary conditions.

The tincroduction of Indirect Rule and subsaguent astabligh-
mend ! so-called rative-authorities, led to numersus Orders and
Ruler, rslating to the control of animal and human dinease, while
other health directives wers incorporated into law-and-nrder
repulations. The colonial medical Gepartment came to be iormally
divided into curative and pPrevantive winga, but the former

Predominated. indeed, o1l ALtemples at expunding health wervices
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in Zonbia took nlacoe within the 2edsting [rinework of social
relsations, The structural constraints of culorinlicm were not
challenged., Certeoin preventive measures were dealt with on

& pragmatic, plecemeal hasis, while . the 'disenses of poverty'
that afflicted Africans continued to be neglected. Ae pointed
out earlier, the rapid emergence of the Copperbalt afrer 1920
was the dominant economie and political factor which affected
the provieion of health services in this country during colonial
rule. Labour migration and wage Labour soared with the growth
of the copper economy. By 1930 the number of Africans working
in the copper mines had risen to 22,000, with a counla more
thousands employed along the line of ratl serving the mines

and towns chat Sprang up along the route. Both the mines and
railways authorities were compelled to provide medical services
to Airican employees (Kaplan, 1979: 27). Yet, ceither the
nining companies, the reilway nor the enlonisal governmer.t
provided adequate facilities and health servicas for the
Africens. In 1937 the Pim Commission reported that the

African’' medical services waere grossly inadequata. The

African population was thea 1,366,600 (Pim Report, 1938: 290).

in the case of the European population, it nay fairly be
cieimed that reagsonebly adequate services wers givaen,
According to the Pim Commission, "the sites of 10 to 12 medical
statlone were chosen primarily iv the interosts of sroups of

European officials or settlers® (Pim Report, 193:: 200), In
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Cl, there were ne Fucopecas out of resch of ~ompetont pedical

concluded the same Commissiorn.

visparities du physical facilities were alsoc very pronounced,
While curopean nospitals were very good, those oi Africans were
in poor chape, as the Pim Commission noted:

The 12 Government hospitals for Natives, only two,

those at Ndola and Livingstone sre good, while

three, at Fort Rosebery, Moagu and Balovale are

primitive especially se regards the operating

threatre (Pim Report, 1938: 290),

Although it wes fairly more effective for Turopeans,
zolonial curative or therapeutic medicine was very limited,
both in ite availability and its effectiveness, ameng african
population throughout the colonial period; it thus played little

2r o' part in the reduction of the national mortality rate

smong the indigenous people,

In terms of public health services the exbryonic publie
nealth service was started in 1931 with the establishment of
the "Public Health and Sanitation Wing of the Department of
realth, Under the existing law, public duties and responsi-
bilities were delegated to "Local Authorities", that is to Bay,
te the Municipalities of Livingstone and Ydola, to Township
Management Boards including Lusaka and Broken Hill, avnd to a
number of District Commissioners (Pim Report, 19238: 261),

Yat, these Local Authorities had lnadequate resources (both

human and financial) with which to dlscharge f{ully these
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ablisit i, Cousequently, public heslth services remained very
inadequate comparad to the nseds of the country, To make matters
worse, this was at a time when the general standard of health
in the country was verv low and there was a great variety of
diseases smong the native population, which could have haen
effectively combated through public health measures (Plm Reports
1937 293)., The residusl nature of public health wae surmed
up in the 1946 Annual Report's reference to Moternity and Child
Health:
Luropean maternity and child welfare 15 dealt with at
Clinics at Livingstone, Broken H{ill and Ndola, and
those are well patronised. In respect ol Africens
there are neither institutions nor stsff specially
devoted to this particular work... In rural areas
not much can be done until the advance of the
education of female Africans makes it possible to
train and employ indigenous nurses and midwives
(Northern Rhodesia, Health Departmenc, 1946: 3),
Generally, health services saw a gradual but steady
expansion throughout the colonial era. This growth was made
possible by the growth of the copper industry, because the
otiicial view of British rule was that the expansion of madical
82rvices in any area depended on the capacity of the local
people to pay for these services. This is reflected very well
in the estinates of expenditure on health, which in 152425
were only £30,863 but gradually rose to £60,666 In 1%3u=313

ir 1937 they were £65,850, rising to £307,966 in 1947 and passed

& miilion 4in 1954 (Health Lepartment, Arnual Report for 1953: 3),
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whe Laoreesse Ir aotiounl wealth aluo led o the Introduction
CooUOVerament Urban Clindes Services 1or Africans witich were
colely funded and supported br "Reer Hall Profits™ or "Canteen
Funas” i the Kural YiSPeUsary S2TVICes 1Or ramota rural areas.
fural dispenzaries were not more thau first-aid centres, and

#ere wholly stafted by poorly-trained Africans (Health Department,
Aanucl keport aor 1Y46: 18). During the Federaiics of khodesia
cid Nzasaland (1953-63) health services ineluded curative,
prevestive, administrative and miscellaneous EuivViCes, aid

i

N I
ALl

urits were reclassified into central, general, and rural

hosnitals, rural health centres, urban clinics and speciel

inatrtutions (Health Department, Annual Report for 1959; 3N

Like 1 the era of BSACO, migsionary medical work contiliued
Lo permeate the territory during the Colonial Off{ice rule.
‘aeidv activities became even more widely spread over the
territory than those of the Health Department itseli. The
main activities of missions {n health care were in the domain

2i curative medicine, though the curriculum of mission schools

includad Instructions in simple hygiene,.

Their services were, however, very significant as indicated

in i‘tible l-
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TAGLU Lo APPIDANG TREATED AT ISETON mEall;

y HATTPIRTOME
L Lo U

YHAR 1540 1941 1942 1343 1944 1945

1946

T

Patients G748 3,102 | 11,017 12,158 13,050 10,589) 10,366

Out~

—

Pococaca] 193,537 154,165 230,041 41,444 sov,301 20k,053 | 287,983

TULALD 2U4, 485 167,207 241,058 253,604 252,381 292,247 298,379

SCURCE: 1946 Annual Report~ijealth Departmenc, p. 33.
1 L I3

EEALYE STATUS AT TNDEPENDENCE

~hen Zumbia attained independence on October 24, 1964, Lealth

SLitus In the country ranked as the second worst r Nyasaland

iv the Jormer Federation of Khodesia znd Nyasaland. he average
li.o expectancy at birch was estinated at 38 yeurs (ftealth
Departrment, Annual Report for 1664). This was mainlv a result

ol dasths in the first year ol life. One in every four bahles
beri diad before reaching one vear of age. The main cauges

weye diurrhoel diseases, measles, tetunus, pneumonia and whonping
couph.  Halnutrition affected more than half of all African

children. “alaria epidemics oceurred frequentzly,

The nature of health services bore much ot the blame, The
country's health syster was extremely ipnequitable end ineflicient.
Purcdoxically, lack of money was not the mein problem. The

country was relativeiy well-endowed with funde tharks te the
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Copper lnduotyy.  sut the health svoten was sevelely itnoagionced,
I J J J

A e 8 PO R, . .t Tn sy g | el P S .. ; P T ey e
A maior 0o the hnealth Zacilivdes woere concentrated in the

urbos areas.  The heslth syvstem was designed on racial basis
cod peared sdmost exnclusively to the neads oi the urban people.

Iy was alse a curative-oriented service.

Llo terms oi the iocal authorities'! provision of health
sexvices, tie plceture was very pathetic. There was no proper
legislacive definition ol the powers and responsibllities of
local authorities in health matters. Only the Local Authorities
of Mdola, Kitwe and Mufulira seem to have been involved in
operating urban clinlecs. In terms of Public Health “Staff,
suscka haa Z Yedical Difdcers, ¢ Health Imspector:s sud One
trained auxiliary; Ndole had 1 dMedical Officer, 4 Health
inspectors, I Health Tutors, and 2 (ualified Wurses; #¥itwe had
i iedical Ofticer, 3 Hezith inspectors, and 1 Gualiiied Wurse
on part—time; Livingstone had one part-time Medical Officer
cud 4 Health Inspectors; Luanshya had 1 Medical Officer on
pert—time, 2 Health Inspectors and qualified nurses; ¥ufulira
had 1 part~time Medical Doctor, 3 Health Inspectors, and
I qualified nurse; Chingole had 1 part-time Medical Officer,

3 Henlth Inspectors and 1 qualifiad nurse, and Broken Fill had
1 part-time Medical Doctor and 3 Health Inspectors (Health
Lepartment, Annual Report for 1962: 28). There ware no

public health workers in other towns and areas.,
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LAy CANE AN TR POST-COLANLAL STATE, 1584-70

Foliowing independence, the new Zanbiun government realised
early that no country could prosper economically or live in
happiness unless it could plan and prepare ior & more healthy
enrionment {or =211 of its people. Congequently, it embarked
on expandling health services, with the aim of Maging a
covwprenensive lealth service available to all the people of
cambeia.  This expaunsion, included: planaing, buiiuing, traiuing,
aeanth promotion, health educstion and strengihening the system
“homedicad records.  Also undertakein were improvenests and
wapalltlon 06 inirasiructure such as housing, transpore,
communicaticus, Gevelopment and other factors critical to
cwdeVing a cvwprelensive health pulicy (health Jeparcment,
Avaual Neport, 19€8: 7). Cousiderable espansion was especially
uidertaken in the establishment of hospitels und hezlch ceatres

“n

i Table £ shows.

TABLE [: TXPANSION OF HOSPITALS AND HFALTU CENTRFS
BETWEEN 1966 AND 1971

196¢ 1971 Z Increase
Hosplitals 51 75 49
FR.C/Clinics 343 553 61
TOTAL: 396 | 628 55

SOURCE: SECOND NATIONAI, DEVELOPMENT PLAN,

o

- -~
971, 0. 27
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AL Gervice parsonmel, the sltusgion wao
engour s oing. T 1271, there werve over 405 Destoars, 800 Madical
asgintants, 1,800 purses of different categories, 1,000 Dressers,
39 Denristn and 200 technical staff, cerving in the health
service sector with aither G.R.Z., misson of industrial sarvices
(S8DP, 1971: 27). In the same vear a total of 14,200 beds and
cotn were avallable in the health facilities throughout Zambia.
By the end of the Pirst Notional Development Plan (1970) Zambia
had expanded her curative heslth sector to include: materral

and child health, health education, dental, mental, occupational

haalth, Flying Doctor Service and radiological servicaes.

A pood start was also made in public health by way of

sinklirg 800 wells, drilling of 360 bore-holes, loving of 50 piped
water supplies and 60 dams and weirs by December 1969, thereby
improving sale rural water supply systems, vital for aafeguarding

public health (SNDP, 1971: 13).

From tha foregoing seale of eypansion and Tocus of health
servicen, it 1s evident that the dominant assumptions was that
curctive medicine provided the most appropriste means of
confronting the daunting health problex the country faced.

The pattern of health care built on the colonicl biased
atructure, came to centre on hospitals, high technology and

was dispensed on an individual basis., For, as we have indicated,
new hospitals and health ceutres were buily and eristing one

expinded despite the gerious limitations thiat curative medicine
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1y o . , P O . - e T, LRI A N
|3 SEYC RS SN Ghwelueveoged o SALL)  LLRE wdiinila, wacking the

tundamental woelal and suvironmental couscituents oi health such
Ay sasw Waler sweivicen apd sauitary waste dispogal 3vetens,

Ly oehw end ol the Second Mational Jeveliopment Plan in 1975,

it hod becouwe clear that while the curative - oriented health
care hod short-terw beaeficial results for udividusl patients,
1o ohad not, in {tsell, reduced tha bigh incidence of disease uor
rolsed the general level of health of the people L. the country.
Tiae countey contdinued to eapericiice high morbidity and mortelity
rotes Trom environnental and behavioral cauges and malnutrition,

anaemia dicrrhoesl diseases of the digestive system, meacies,

reapivatory diseases and accidents {(MOU Country Health Prosii

1975 1), oreover, cormunicable digeages, ponr suvironmental
conditions (uusafe water and poor sanitary waste disposzl
“rstems) and poverty ranked as the major health problems
ravaging the country (MO, 1973: 13). ALl these indicated that,
lass sttention was being paid to a brnader range 0f areventive
care needs, and that rhere was uneven diatribution of healt
facilities, with respect to population, and stafiiny of health
facilities, thereby effectively denving the vase natority of

people access to health care sysCenms,

AL the sawe time, there was a reaiisetion that the nwospital-
based hiealth system reoquired money Lo maiutain and ©y the middle

of 1970s Zambins did uot have sueh money, and the existi

e
)

“

wlrescructure soon pogau Lo decay.  These provless callad for

B



new thasiioe cbout Fle Leslth care ¢ atem nf [ con
Privary bealth Caore woao thus perceived 2s oo
alternetive., Thus, as early as 1674, the Porey o los

Governrent declded to onaeantrats on devaloping 2 necowork of

basie healtl services embrucing Public i'eaith Cure (PuC) und

revaonal health services at primary level, esovirars

ntal

ot 3 P - by oy P . 4 3 in P P 2Ty - LN P
health and savdtary facilities through which o ‘ntecrsted
. & t3

programme of health care could be achieved in rhne

(Courrry Health Profile 1978: 7-3)., Tha mator ohiectivers of
thiz new atrategy was to develop basic health rervices in rural
sreas to integrate and expand Preventive ang curative gervices,

sz to achleve active co-operation and participation of the

Locil communities in the execution of health DYOEIATIeS

“ilicially, PHC was adopted in 1979 us the country's
crorosch towards sehieving health for all by the veosr 2009,
s emphesis on prevention of disease and rromotion of

reod health, sa well a2s provision cof basic curative nervices

te all. By 1981 the Implementation of PUC so the -uclaus of
Zuombia's national health care system began., Thig wag
ttrevothened further in 1983 wirh the creation of o separate
unit withiu the Ministry of Heslth to look after PUHC (30U and
Wro Joint Hvaluation Report, 1984), Other supportive and
monitoring structurcs have since been set a2t nationsi

provineiel districe and rural health centre lnvels. For

racinun effectivenean, PHO roquires greater nevticiration hy
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the people at community level in all aspects of its planning
and implementation and close cooperation by the local leadership

at all stages.

CONCLUSION

Social services are pPrograrmes made available by public
means to ensure a basic level of welfare, enhance coﬁmunal
living and individual functioning and to asgsist those in
difficuity or need. These services are oftentime targeted on
communities, groups and individuals. The social services
perform both manifest and latent functions, and encompass such
communal provisions as health, and are meant to enhance daily
living. Once the service is universally available it assumes

an independent institutional identity such as health service.

Health services in Zambia were introduced by missionaries,
Although initially concerned only with the health of fellow
evangelists, they soon realised that medical work could be
used in undermining indigenous culture and institutions and
pave the way for wider acceptance of Christianity. When the
BSA Co. administered the territory, it began providing
rudimentary official health services to its employees and
settlers, including a few public health measures designed to
coutrol epidemics that thrcategad European settlers' lives.

The advent of crown rule in 1924 gaw the perpetuation of

racially oriented health policies. However due to development
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of mining and administration, health services ware extended to
Africans, especially those employed by the mines and railways.,
Nevertheless, throughout the crown rule, official medical
provision remained derisory. In terms of Public Health Services,
these were started in 1931 when a 'Public Health and Sanitation
Wing' was created in the Department of Health, and delegated

to local authorities of Livingstone and Ndola. Lack of money
hampered the full discharge of these obligationa by the two

local authorities.

After Independence the new Zambian Government embarked on
the expansion of curative medical services as it realised
that proépotity lay in ensuring a health environment for the
people. This strategy, although greatly expanded medical
searvices, did not lead to improved status for all the people.
The situation got worse when, due to economic problems, the
country found itself unable to maintain the existing health
facilities, let aslone create new ones. Thus, by 1978,
Primary Health Care (PHC) was adopted as the nation's new
strategy to ensure health for all by the year 2000. By 1986,
with decentralisation in force, the Government transferred
health services delivery to selected urban district councils

such as Lusaka.



CHAPTER THREE

THE CONCEPT OF DECENTRALISATION AND HISTORY OF DECENTRALISATION
IN ZAMBIA

INTRODUCTION

Decentralisation of administration in general, and of health
services in particular, may be well understood if the concept
of decentralisation is fully extrapolated. Decentralisation
48 a concept and a system covers a wide range of forms and
practices., The notable forms of decentralisation are held to
be delegation, deconcentration, devolution, dispersal and

privitisation (Rondinelli, 1981 and 1983).

Deééntralisation is advocated by governments, agencies
and politicians for various reasons. Generally, these reasons
are grouped into two main categories: POLITICAL and ADMINISTRATIVE,
In this chapter I will try to analyse the concept of decentrali-
sation in general. I ghall discuss the various types of
decentralisation and objectives of decentralisation in historical
perspective and end up at discussing the Local Administration

Act of 1980 and its main features,

DEFINITION OF DECENTRALISATION

Rondinell (1981) defines decentralisation as 'the transfer
of legal and political authority to plan, make decisions and

manage public functions from the Central Govermment and its

- 43 -
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agencies to field organisations of those subordinate units
of government, semi~autonomous public corporations, area-wide
or regional authorities, functional autonomous local governments

or non-governmental organisations f{p. 137).

Mawhood (1983) has also defined decentralisation as the
creation of bodies separated by law from the national centre,
in which local representatives are given formal power to decide

on a range of public matters.

Mijere (1985) characterises decentralisation as a continuum
of two types of public administration, namely, deconcentration
and devolution., Deconcentration is the delegation of authority
within a department, while devolution refers to an inter-
organizational transfer of power to local government units

and in which lines of jurisdiction are defined by law (p. 174).

The three scholars above demonstrate clearly that there
are several ways of defining decentralisation Just asg there
are several ways of implementing it generally, though,
decentralisation involves the transfer of power and functions
from higher to lower levels of administration., The scope and
significance of such transfer depend on the objectives or

motives for decentralising power and functions to lower units.

TYPES OF DECENTRALISATION

Decentralisation, as a coucept and practice, governs a

vast area and takes various forms. Generally, five types of
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decentralisation are identified theoretically, as practical
application usually involve a mix of the five systems, namely;
deconcentration, delegation, devolution, privitisation and

dispersal,

(1) DECONCENTRATION: Involves the trensier of some power

Lo representatives of ceatral goverament at the rugicnal
or local level. This takes various forme., For example,
mere shifting of the workload from the teadquarters to
wtafl located in outlying areas without power to decide
how functions are to be performed; or creating a system
of staff who have guthority to plan, make certain decigions
und'adjust implementation of programmes to suit local
conditions without contradicting natiornal policies and
oblectives. Fxemples include field administration or
the local administration in which subordinate levels of
government are agents of central authority, and where
heads of gsubordinate units are either appointed by, or
directly employed, by the central govermment. Thue, local
functions are supervised and controlled by central

ministries (Rondinellf; 1981: 20).

(11)  DISPIRSAL: involves the deployment of employues of
central government winistries, parastatals, private
agencles to sub-national aress, in order to Jorwally
¢arry out the functions Qf the govermment or agency

in outlying areas. In this form of decentralisation,
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(iv)
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ofiicers only ensure that policles aud Programzes are
liplemented at local level in accordauce with direccivas
{rom the head or national office., This type of
decentraldisation is very coumon, and is sometimes
referred to as geogrephical decentralisation (Rondinelli;

1981: 20),

DEVOLUTION: 1Involves creation or 8trengthening
iinancially or legally, subnational unit of govermment
activities which are substantially outside the direct
control of the central government (Kondinelli, 1983,

P. 21). Devolution involvas thrae ¢riteria:

(a) local units of Bovernment ought to be autonomous
and independent with g legal status that makes
them separate or distinct from the central

government;

(b)  local units should have a clear and legally
recognised geographical boundaries in which they
should exercise an exclusive authority to perform

explicitly guaranteed or reserved functions; and

(¢) local authorities should have corporate authority
to raise revenues, determine and control

expenditure (Rondinelli; 1983: 21).

VELEGATLON: Accordiang to Rondinelli, invoives the

transfer of planning, daciaion-making. and management
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authority for carrying out specific functions to
eemi-autonomous organisations acting as arme of the
central government at subnationsl level. Delegation is
often prompted by government's inability to provide
services deemed as assential by the local people.
Delegation represents a more extensive form of
decentralisation than administrative deconcentration
since it does not involve direct control by delegating
authorities., Hence delegation involves power to make
plans and decisions regarding operations (Rondinelli

19813 1983).

(v) PRIVITISATION: 1Involves the transfer of central or

local government or parastatal or nublic rasponsgibilities
to carry out certain functions either to a voluntary
organisation or private enterprise 2.8, National

Housing Authority in Zambia (Pinch, 1985: 138).

Despite these distinctive forms of decentralisation, its
practical application either by governments, parastatals or
private agencies, often embraces alements from all thege
deiinitions. lence, the different definitions aud forms of
decentralisation represent only differert degrees of emphasis
attached to tha term. Most scholars such as Rondinelld,
Mawhood, Cheema have found it useful to exarine ard understand
the objectivaes or motives for decentralisation in order to
arrive at fundemental issues of degree and form of the

decentralisation programme.,
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OBJECTIVES OF DECENTRALISATION

Decentralisation of power and functious is advocated by
govaraments, agencies and aven politicians for a variety of
reudsons., Generally, two main arguments ayre paramount.  The
tirst argument stresses the benefits of such a system for the
af {icient adninistration of services. The second stresses its
contribution to local democracy (Pinch, 1986: 38), Therefore,
the objactives ol deceantralisation can be grouped into two

main categories: ADMINISTRATIVE and POLITICAL.

(a)  ADMINISTRATIVE OBJECTIVES

Administratively, decentralisation is sien 2 o means
cf fulfilling two major functious: improving molagement

at local level and increasing popular participation,

(1) Decentralisation as a means of improving management
at a local level, takes decentralisation as a solution
to co-ordination problems as it helps reduce the influence
of the vertical hierarchy associated with centrally
controlled structures which hinder co-ordination.
Advocates of decentralisation for co-ordination such as
Esman (198U) argue that centralised controi of development
programmes are incompatible with local-coordination.
They argue further, thnat to achieve any sericus

co-ordinuation at local level, coneiderable decision-making
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authority needs to be transferred to the local level

{(Esman, in Cheema 8,G., 1980).

Thus, decentralisation of authority to local agencies and

individuals, helps to achieve flexibility, in that local

programmes are likely to take into account the neads and

aspirations of the local people, and that programmes from the

top can be altered to suit the needs of the local people, and

more quickly.

(11)

Decentralisation as neans of increasing popular

participation, The argument here is that decentralisation
éncourages community participation in decision-naking
and acts ag a bulwark against the tyranny of an all-
powarful central goverament administration. However,
the degree and axtent of popular participation depends
greatly on the type of decentralisation, ‘ore partici-
pation of local people ig likely, at least in principles,
when decentralisstion takes the form of davolution
because this type of decentralisation raesulte in local
structures being controlled by locally elected members.
In addition, under devolution, local structurea are
gilven formal powers which promote popular participation
among the community. These powers include authority

to raise revenues, determine and control expenditure,
and authority over personnel. Obviously, under these

circumatances the majority of the local people would
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participate at least, in decisions that pertain to

thelr needs and aspirations.

furthermore, because decentralisatlon euables lucal people

to be involved either directly or through representatives, it

is sald that local programmes are realistic and implewentable,

since they have both the support and approval of the local

people.,

(b)

(1)

(14)

POLITICAL OBJECTIVES

Political objectives of decentralisation are subdivided

into three main sarguments,

Dacentralisation as a means of political control.

Here, deqantralinatien is a tool for achieving country-wide
pulitical control, in that it enables a political party
or group to extend its activities to;outlying regions,
including the remote areas of a country. Under this
framework, a party would be able to politicise the nation

and possibly achiave national unity.

Decentralisation is also seen as a means of instituting
democracy. Decentralisstion with political representation
is often seen as a way of enabling decision-making unit§
to be in close contact with the wishes of their electorate
and be responsive to their needs. Precigely, decen-
tralisation is seen as a means of implementing democratic

rule,



- 51 =

{idii) Decentralisation is also seen as a meaus of prumociug
national unity and political stability. By facilitating
participation of various groups in the decision-making
process, decentralisation enables the various groups
in society more especially, the discontented groups to
actively participate in decisions that relate to

resource allocation.

DECENTRALISATION IN ZAMBIA

The history of decentralisation in Zambia caun be traced
back to the early administration of the British South Africa
Company (B.S.A. Co.). The imposition of a new socio-economic
and political structure involved the creation of administrative,
mining and marketing centres and many other settlements.
Administratively, the territory was sub~divided into North-
Western and North-Eastern Rhodesia, with specific districts
and sub-districts in each of the two wings. On the whole, the
BSA Co. rule was based on a deconcentration of power to company
officers and European Native Commissioners. This policy also
made use of tribal chiefs as agents of the company in

administering native affairs.

Crown rule (1924-60) saw the adoption of a policy of
INDIRECT-RULE as a measure of self-government on part of
African in tribal areas. This led to the appointment in

1929, of Provincial and District Commissioners and tribal
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chiefss to oversee and administer native affairs. The same

year saw the promulgation of the Native Authorities Ordinance

and Native Courts Ordinance as legal frameworks for implementing
indirect rule in rural areas. Urban areas were meanwhile catered
for by the Municipal Corporations Ordinance and Township Ordinance
of 1927 and 1928, respectively, Thug administration of rural

and urban areas was separatad. Specifically, the Native
Authority Ordinance and the Native Courts Ordinance meant tribal
chiefs and native councils became the authorities for their
respective areas (N.A.G. No. 32, 1929: 23). Chiefs became
executive'and Judiclal suthorities in tribal and customary

matlers,

Accordingly, the system of Indirect Rule provided for
decentraliged provincial and district administration. Powers
of administration were devolved upon Provincial and District
Commissioner's, chiefs and village headmen (N.A.D. Ko. 32,
1929: 2, 3). The fact that those powers were exercisable either
concurrently or alternatively by District and Provincial
Commissioners, meant that a system of decentralised administra-
tion was effective under Indirect Rule, since cormissioners

were free from bureacratic central controil (Beyani, 1984: 15).

As already noted, Urban Authorities developed along a
different path. Beginning with the village Management Boarde
of 1911 and 1913, a base was laid for local government in urban

areas., It was on this base that the 1927 Municipal Corporation
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Urdinance and the Township Ordinanca of 1929, and line Towmship
Ordinance of 1932 ware enacted. Pursuant to thase lagal

frameworks, municipal councils started to be created, first in
1928 in the form of Livingstone Municipal Council and Ndola in

1932 (Hindel, 1950: 182-83),

As a further move in consolidating decentralised
adminigtration, provincial councils were entablished in 1936
under the Chairmanship of provincial commissioners. These were
regional administrative bodies, whose functions were to
consider provincial annual estimates for submission to
government, and to recommend on policy matters oi roads, scﬁoola
and agriculture. In 1943, six African provinclal councils
integrating rural and urban administration were set up, Those
performed advisory roles to government on African customary

matters such as marrigage law (Hindel, 1950: 191).

All these indicate that the British policy of Indiract
Rule in rural areas involved a form of decentralisation, known
as devolution, while in urban areas local government was
exercised. This set-up persisted up to 1964 when the territory

grined independence.

LOCAL GOVERNMENT IN THE POST-COLONIAL STATE

Following independence, the Local Government Act (1965)
was enacted which brought the municipal, township and rural

councils under one umbrella, the Minfotry of Local Covarnment.
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Ordinance and the Township Ordinance of 1929, and Mine Township
Ordinance of 1932 were enacted. Pursuant to thase legal
frameworks, municipal councils started to be created, first in
1928 in the form of Livingstone Municipal Council and Ndola in
1932 (Hindel, 1950: 182-83),

As a furcher move in consolidating decentralised
administration, provincial councils were established in 1936
under the Chairmanship of provincial commissioners. These were
regional administrative bodies, whose functions were to
congider provinciasl annual estimates for submission to
government, and to recommend on policy matters of roads, 86h;01.
and agriculture. In 1943, six African provincial councils
integrating rural and urban adminiscration were set up. Those
performed advisory roles to government on African customary

matters such as marrigage law (Hindel, 1950: 191).

All these indicate that the British policy of Indirect
Rule in rural areas involved a form of decentralisation, known
as devolution, while in urban areas local government was
exercised. This set-up persisted up to 1964 when the texritory

gained independence.

LOCAL GOVERNMENT IN THE POST-COLONIAL STATE

Following independence, the Local Government Act (1965)
was enacted which brought the municipal, township and rural

councils under one umbrella, the Ministry of Local Covernment.
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{n all 43 rural, 16 township and & municipal councils were

established of which three were city councils,

Although under the Act (1965) these councils wera corporate
bodies, they waere, howaver, subjected to greater coutrol by the
central government. Moet functions had to be approved by the
Ministry of Local Government, such as estimates of capital
and recurrent expenditure (Greenhood and Howell, 1980: 172-82),
Even matters relating to hiring and firing of council staff
was 'subject to the final authority of Local Government

Service Commimsion (Greenhood and Howell, 1980: 170).

Undér the same Act, councils were demccratised as positions
like councillor, mayor or chairman had to be elected by
universal sufirage. Practically auyone aged 21 or wore and
residing in an area was eligible to vote in local government
@lections. This was amended in 1370, providing for appointment
of mayors and chalrmen by the Minister of Local Government.

In another amendment of 1975 the old system of electing mayors
and chairmen of councils was re-adopted, seemingly with

conslderations of preserving participatory democracy.

FUNCTIONS OF COUNCILS BEFORE 1981

Under the Local Government Act of 1965, councils were
acsigned limited functions., These functions fell into general

ones for all the councils to exercise, and specific functions
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assigned to particular categories of councils.

The general functions oi all local authorities under this

Act wera to perform civic functions, mainly establishing and
maiitaining streets, bridges, aud waterwvays, preparing and
administering schemes for the encouragement of community
develiopuent. Specific functions were categorical. The Act
empowered the City, Municipal and Township Councils to establish
and maintain services for the generation, diastribution and
supply of electricity and provide housing in their jurisdiectional
areas. On the other hand, rural councils were authorised to
protect crops, provide storage and preservation tacilities f0£
agro-produce; to eatablish and maintain grazing grounds for
aninals; to establish local forests and woodlands; and also

to establish rural mail service (Local Government Act, 1965:

Bection 65 and 66).

However, apart from the foregoing mandatory functions,
local authorities were required to perform other important
functions, such as erecting and managing markets, promoting
and safeguarding public health standards so as to prevent
outbreaks of diseases. The latter role entailed enforcement
and monitoring of community sanitation and hvgiene, especlally
in relation to refuse disposal, clearing of surrounding,
digging of pit-latrines, etc. (Local Government Act of 1965:

Part viii),
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The foregoing catalogue of functions of ths council ag
outlined in the Local Government Act of 1965, had serioue
implications for the performance of Councils in the area of
local development. It meant that local govermment in Zambia,
in general, and local authorities in particular, were only
carriers of centrally planned functions; thay were disregarded
as institutions for policy formulstion and implementation of
development programmes, including the important area of social
sarvices delivery, despite councils being much closer to the
people. In short, thaey were constrained by the Act which

limited their jurisdiction and ascope of functions,

Ironically, even the 1968 administration reforms announced
by President Kaunda emphanised the role of the Party and
Central Government departments over and above Local Authorities
in development and administrative policy. The 1969 decentrali-
sation reform ushered in the District Governor (DG) as new
head of the district. The D.G. was to be respongible for
co-ordinating development activities and general supervision
of governmant agencies. At the provincial level, a Cabinet
Minister was assigned to do similar duties (Republic of Zambia,

1978: 35).

The 1969 administrative reforms also nerged the provincial
and district administrative department with staff of the
Ministry of Local Government, under the district governor,

By so doing, the powers of provincial and distriet government
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were incressed. Participation of people through the party
machinerv and decentralfsation of civil service was advocated

by the President, so as to allow the poor majority to participate
in decision-making, planning and implementation of programmes

and projects.

However, the 1969 reforms were 'decertralisation within
centralism,' because it made political control at both provincial
and district levels even etronger thar before. The party
emerged supreme and began to control civil service, councils
and parastatals. Power came to rest with the District Governor
and most functions of the District Secretary (DS) were given
to the D.G. (Government CIRCULAR No. 13, 1969). This inevitably,
lad to the crisis of co-ordination and supervision that dogged

district administration for several years.

SIMANCE WORKING PARTY

The third landmark in the historical process of decentra-
lising power in Zambia was the appointment of a working Party,
commonly referred to as the Simance Commission, aiter its
Chairman A.J.F. Sinmance, in December of 157l. The terms of
reference included:

i. To review the present syatem of decentralised

administration;
i1. To analyse the possible advantage of radical

decentralisation of administrative authority and
financial authorities; and
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144, To advige on appropriate staffing and training
érrangements to ensure that the system of
dacentralised administration is manned by
personnel compatent to contribute effectively
to the task of development administration
(Simmance Commission, 1972: 1).

The Commission was charged with the responsibility of
conducting its investigations within the Philosophy of
Humanism and to promote the principle of Rumanism in its
recommendations. The Commission presented ite findings,
conclusions and recommendations in 1972. Some of the more
important ones wera:

i. ' That, provincial district and rursal adminiatratioﬁ
had detoriarated since independence, due to the
transfer of qualified personnel to central
institutions in Lusaka.

ii. Antagonism had arisen between loecal politicans
and civil gservants due to erncroachment of the
politicians in civil service reams.

1id, That the structures of decentralized administration
were not working properly because executive
authority 'remained' entrenched at the centre.

iv, That local councils relied on the Central Government
grauts due to poor revenue base; hence recommended
formation of new District Counmcils which would

integrate Rural and Township Councils.

Ve That DGs be appointed as Chairmen of District
Councils and District Development Committeas.

vi, That the aew councils should have lagal atatus
and powers to emact by-laws and collect revenue
for payment into the general revenues of the
Republic (Simmance Commission 1972: 7-24).

Clearly, the Simmance Commission initiated a niationual debate

wmodecentralization, as 1t made perople 2ware of the concept of
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decentralisation and the significance of local governments in

Zambia,

HUMANLSY AND DECENTRALISATION

In 1967, Humanism vas formally endorsed by the Party ag the
officiel national philosophy and ideology or Zambila. The basic
principle of Humanism, was the Participation of the people in
their own affairs, not only through their elected officials,
but also by their involvement in che aifairs of their lives,
as President Kaunda emphasised:

We have therefore, decided to have the type of

democracy in which citizens participate not

only through ecitizeng repregentative but elgg

by their own direct involvement in the decigion~

making procesg hence the importance we attach

to dccantrqliz&tian of all forms of power

institutions (Kaunde, 1974: 9.

Thus from the ideological standpoint of humanism,
decentralisation was a practical way of involving the citizens
directly in dacisicn~making. Structures were to be formed at
all levels from village to national through which people would

eipress their opinions about the policies and programues of

the nation,

THE LOCAL ADMINKISTRATION ACT OF 1980

The Local Administration Act No, 15 of 1980 was the

second law since independence to be enacted itor the purposg of
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establishing local government structure, tha firse having been
the village Act of 1971 (Mijere, 1985: 185). Whereas the
village Act of 1971 meant to give statutory powers to villagars
and village headmen to decide on development projects, the
Local Administration Act of 1980, meant to "provide a legal
framework for anm integrated and decentralised local adninistra-

tion system.," (Beyani, 1984).

This Act integrated the institutions of the district
council, the district committee, the provincial council and the
provincial committee into a unified system of jocal administration
(Beyani, 1984). Ir also incorporated the powers and responsi-
bilities of the City, Municipal, Township, Mine Townships,
and Kural Councils in the new District Councils, which became
statutory bodies, empowered to initiate econonic, political
and social development in their Yespective areas (LAA 1980: 99),
Thus the district council became "the focal point of the
transformaction." On close examination, one identifies three
ceutral objectives of the Loeal Administration Act of 1986,

The first objective was to integrate all loecal governments
into the new district, namely, the district council. The
second objective wag to regulate and establish a unified
system of selacting councillors and leaders for the district
council; this was meant to overcome the impedimwents to o
united district leadership; and the third objective was the
equal sharing of districe Tesources by all wings ol tue

cietrict (mijere, LY&5; 156) .,
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To realise thesge obiectives the Local Administration Act
created two pivotal znd mutually supporting institutions of

local administration at the District level in the form of

(a)  The District Council and

(b) The District Committea.
These two inatitutions were meant to be the cornerstones of
the decentralized syatem of local administration and wera
linked to similar inetitutions at the provincial level namely,

the provincial council and Provincial committee (L.A.A. 1950).

1.  THE DISTRICT COUNCIL

The district council was established by the Act as 2 new
primary institution of local administration for every districet
in Zambia. As a creature of statute, the district council 1ia
4 corporate body with perpetual succession and a common seal.

According to Article 9 of the Local Adminigtration Act, 1980,

membership of the district council was to be made up of
District Governor as Chairman, District Political Secretary,
two District trustees, all Ward Chairman, one representative
from Trade Unions Movement, one representative from the
security forces and one representative of the chiefs in the

district., All members vere to be called councillors.

Before 2 person became a councillor, he or she had to

fulfill three criteria or qualifications:



(1) ol ugt be a member of tne Parcy (UsLP),
(11) one must qualliv for election to the National
Assenrbly, and
(111) one must receive prior approval of the Central
Committee of the Party.
By this Act, the District Governor was made head of Party and

Government administration in the district.

Under the new setting, the functions of the new district
council were numerous and extensive and were patterned on the
philosophy of Humanism's so called five main areas of human
endeavour. Thay included, inter-alia, administration of thé
district in political, economic, scientific and technological,
soclal and cultural and defence and security flelds, Siuce
January 1981, the district council has discharged its functions
through an administrative machinery known as District
Secretariat, headed by the Distriet Executive Secretary.
Members of District Secretariat have particular functions
assigned to their offices by the Act. For example, the
Social Secretary is assigned the responaibilities of providing
resldents with social aservices including health services

(L.A.A. 1980),

2,  THE DISTRICT COMMITTEE

This was established under section 51 of the Local

administration Act of 1Y%ou. This Gommittes is composed of



(i)

(11)

(1i1)

(iv)

(v)

the Nintrict Governor as Chairmang

the District Political Secratary as Vice-Chairman;
Representatives of each of the Security Forces in
the District;

two District Trustees appointed by the Provincial
Committee and approved by the Central Committee;

representatives of women's league and Youth League.

It is this committee that incorporates Party organg into the

local administration at the District lavel.

The District Committee has extensive respongibilitiles in

local administration. It is empowered to perform the following

roies?

(i)

(11)

(114)

{iv)

)

guide and supervise all development activities
in the district and to consider proposals for
district development plans,

encourage the people of the District to work hard
in a spirit of self-reliance.

carry out any other measures or acts which in its
perception is in the best interests of the party,
the Government and the residents of the Districc.

Submit Quarterly progress reports to che Provincial
Council on District Devalopment Programmes,

Security and the enforcement of law and order inm

the District, and the operations of the party,

the Government and public institutions and organisa-
tions in the District.

Submit development plans to the Provincial
Council for approval (Local Administration Act, 1980).

It is quice evident from this set up tlut the District
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Committee plays an extensive role In local administration,
it has a guiding and supervisory role over political and

development activities in the District,

From the foregoing discussion on the two basic institutions
of local administration, one would deduce that theoretically,
the people of the district were to be given powers to select
their representatives democratically and that local people
would be the custodians of the new district council. At face
value, the Act allowed all the people of the district to
participate in the distriet’'a economic, social and cultural,
gcientific and technological, defeiuce and security development
(Mijere 1985t 193). People's participation in areas such as
the delivery of essential health services was clearly visible
under the decentralised and integrated system of local
administration (Brooks and Nyirendr in Mohan, 1985: 141).

The differences between what the Act provided for and the
practical realities of the new set up is at the core of this

study.

CONCLUSILON

Thare are, as we have geen several ways of both defining
and implementing decentralisation. However, by and large,
decentralisation lavolves some form of transfer of power of
functions from a higher level authority to a lower level

atructure. Tta form will daepend on the desired objectives.



Theerstically, five forms of decentrallsation have been

identified. First, Deconcentracion which involves transfer of

80me power to representatives at a reglonal ar local lavel,
without the authority to decide how functions dre to be
performed. Second, Dglegation which involves transfer of
authority for carrying out specific functicns to a semi-
autonomous organ &t a subnation level. Third, Dispersal which
involves deploying staff to subnational offfces in order to
eagily carry-out the functions in outlying areas. Fourth,

Privitisation which involves transfer of public responsibilities

to earry out certain functions either to a voluntary
organisation or private enterprise and, fifth, devolution,
which involves creation legally of subnational units of
goverument which are substantially outside the direct comtrol

of the central government,

Decentralisation objectives are held to fall intao two
categories, political and administrative., In Zanmbia, although
decentralisation is as old as the colonial history the most
fundamental experiment was the 1980 Local Administration Act
which integrated the activities aund responsibilities of the
local authorities into new distriet councils, and made these
councils the fulcrum of economic and political development as
well as the delivery authorities for social services including
health care. 1n the next Chapter, 1 explore the implementation

oi decentralisation of health services.



CHAPTER FOUR

IMPLEMENTATION OF THE DECENTRALISATION OF PLALTH SERVICES

LNTRODUCTLO}

Following the introduction of the Local Adminfstration Act
and its implementation in January 1981, the funetiouns of Public
liealth were required to be transferred to the district councils
throughout the country as stipulated by the Act. Consonant to
this statutory requirement, the Ministry of Health set up a
'Decentralisation unit' whose terms of reference included
overseeing the orderly transfer of health services delivery
to the new district council (MOl Seminar, 1987: 1). The
dacentralisation of health services had to conform to the
provisions of the Act, hence the programme involved s clear
delineation of functions between the district, provincial and
national officears. In this chapter, we take & look at the
practical implementation of the policy and discuss reasons why

certain decisions were taken.

GUIDELINES ON DECENTRALISATION OF HEALTH SERVICFS

(1)  DISTRICT LEVEL

All functions performed by the Ministry of Health at
the district level were to devolve te the district
council. Through the Social Secretary's department,
the council was to take full responsibility of all
health matters in the district such as:

(1) establishing the health needs of the people in
the districe,
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{11) astnablishing health care nrioritiee For action

(111) identifying and maintaining up~to-date records of
approprinte resources uneceasary for Jdeveloping
primary and secondary health care syatems in the
district.

(iv)  prepaving health (care) plans for the district and
monitoring their implementation to ensure success.

(v) nmaintalning effective communication with health
workeres in the district and with the provincial
health management team.

{vi) monitoring and supervising rasource allocation
(i.e. funds, persounel, drugs) and submitting
quarterly reports of all health activities
taking place in the district to the district
council and the Provincial Medical Ofiicer
(MOH, Seminar Report, 1987: 21-22).

The District Health Team under the decentrualised system would

conaslist of:

District Medical Oificer

Distriect Dental Officer or Dental Assistant
Principal Medical Assistant

Primary Health Care Officer

Health luspector

Health Bducation Ofiicer

Public Health Nurse

Pharmacist or Pharmacy Techunician

Hospital Administraror

Staff of District Hospital & Health Centrec (MOH,

Report, 1987: 45).
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Furthermore, tha édistriet council would take over all
assets used in the provision of health services at the district,
including: buildinga, offices, stores, equipment, vehicles and
other asgets, In addition, the purchase of drugs would ba the

responeibility of the district council.

The district council in the new system of health services
delivery was meant to become the 'District Headquarters' for
health, bringing all health workers in the district under ita
uabrella. The essence of this programme was to integrate
health practitioners and to create a district based health care

delivery system.

PROVINCIAL LEVEL

The decentralisation of health services also provided for
the creation of a Provincial Health Team in each province,

consisting of:

Provincial Medical Officer
Primary Health Care Co~ordinator
Principal Medical Assistant
Nursing Officer

Health Inspector

Pharmacist

Senior Dental Officer (MOH, Sewinar Report, 1937: 22),.

The work of this team would be to co-ordinnts the

aetivities ol district healih teasns in the praovinee aed also



to periorm the following Jduties:

(i) Prepare the provincial health plan and monitor
its implementation in consultation with district
health teams in the province.

{i1) Aggess and distribute health manpower in the
province as required.

(iii) Asgess the province's drug and medical supplies
requirements and distribute them appropriately.

(iv)  Prepare the provincial health budget.
(v) Submit quarterly reports of provincial health
activities to Permaneut Secretaries at both
the Province and the Headquarters (0H, Seminar
Report, 1987: 23).
In addition the provincial heaslth team through the
Permanent Secretary would control previncial health institutions.

There Institutions were spelt out as comprising ali General

ftospitals in each proviuce,

MINISTRY HEADQUAKRTERS

The HMinistry of Health Headquarters was to function as the
national overall authority over health sarvices deiivery, It
was to continue being responsible for national health planning,
manpower training, bulk purchase and delivery of drugs to
both provincial and district distribution centres, national
inspectorate and national inat;tutions. In addition, the
wministry of health would co-ordinate planning of all health

facillties in the country, including health centres and
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private surgeries, and would remain the custodian of national

health policv (MOH: 1987: 23-4),

Furthermore, the linistry of Health would continue to

control (and manage) national health institutions comprising:

Public Health Laboratories

Univeraity Teaching Hospital

Chainama Hills Hospital

Chainama College of Health Sciences

Arthur Davison Hospital

Ndola Centrel Hospital

Kitwa Central Hospital

Preumoconiosis Medical and Research Burezu
Mwachisompola Health Demonstration Zone and

Liteta Hospital (MOH, Seminar Report; 1987: 24).

These guidelines provided the administrative Iramework for
the iImplementation of decentralised health services in Zambia
by the Ministry of Health, The comprehensiveness of the duties
of the district council in bealth service delivery meunt that
the Covernment's major concern in pursuing the pclicy of
decentralisation of basic health care services delivery was
to improve the quality aud content of health care services at .
the local level. The critical stage in the entire programme
was actual implementation of this policy at the district.

Its implementation, reception and accessibilitr at the district

lovel would determine whether the polier was an innovationm or
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merely a political gimmick, given the type of consequence
anticipated in terms of the health status of the majority of

the people,

IMPLEMENTATION OF THE POLICY OF DECENTRALISATION

The implementation of the policy of decentralising health
services should be seen and understood within the Zambian
political economy in the 1980s. By 1980 the Zambian economy
had deteriorated. Zambia, according to the findings of the
Government appointed Muchangwe Commission, was economically
poor at the time it initiated the decentralised gystem. The
state of the economy was the central issue in the implementation
of decentralisation, a point the ZCTU emphasised in their
petition to the Secretary General of the Party:

The ZCTU seriously believes that the Zambian
economy, as reflected in its revenue through
the national budget which cannot even sustain
the present operations, will certainly be

further handicapped and incapable of managing
the proposed local government administration
whose costs will be heavy (2CTU, 1980: 5).

In a nutshell, decentralisation was an expensive programme
and since the Zambian economy was on continual decline, the

introduction of the new, over ambitious system was economically

unrealistic.

Against this background, it is not surprising that five

years elapsed before the Ministry of Health finally resolved
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to implement the decentralisation of health services. Even

when the ministry of health resolved to go ahead with the policy,
consideration of costs and manpower made it design guidelines
for implementation that were contradictory to the main Act of
decentralisation (Interview with Dr. W. Lungu, Jan, 1991). At
the core of these guidelines was a pragmatic determination by
the Ministry to ensure that an orderly transfer of health

responsibilities took place (MOH, Seminar Report, 1987: 27).

To begin with, the Ministry, deliberately decided that only

those district councils with a developed infrastructure, manpower,

and capacity to provide an acceptable, equitable and accessible
health care service to their communities would be allowed to

take over the running of health services in their respective
areas (Interview with Deputy Director of Medical Services,
Decentralisation Jan, 1991). Hence, only urban district councils
along the line of rail qualified. Although this was a clear
departure from the provision of the 1980 Act, it reflected the
reality that thera was no money to decentralise health services

to all district councils in the Republic,

Second, the Ministry of Health further decided to implement
the policy in stages, even in the urban district councils. The
firat phase which commenced on January 1, 1986 saw the Ministry
of Health handing over the management of health services to the

District Councils of Lusaka, Kabwe, Ndola, Kitwe and Livingstone,
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At the sametime, the Hinistry initiated dialogue with the
remaining District Councils on the Copperbelt, aimed at preparing
them to take over the health services. Subsequently, health
services delivery was handed over to the District Councils of
Chingola, Mufulira, Chililabombwe, Xalulushi and Luanshya by
January 1, 1988. Due to lack of resources, there was no
corresponding action taken concerning the rest of district
councils in the country; at the time of writing the status quo
vas the same. Thus the decentralisation of health services
which was meant to be countrywide became an urban based and
selectively implemented programme, contrary to the provisions

of the Act,

However, betwean 1989 and 1990, the Ministry of Health
introducaed a project known as: "Strengthening effectiveness of
District Health Systems vis-a-vis Primary Health Care," whose
main objective was to strengthen the health care system in rural
district councils, with 2 view possibly of devolving the health
care responsibilities to these councils once they have developed
the required infrastructure and capacity to shoulder them
(MOH, 1990: 2). The main components of this donor sponsored
project have included expanding curative services, environmental
hygiene, primary health care (PHC) and promoting rehabilitative
services. By January 1991 only two districts: Luwingu in
Northern Province and Lundaziyin Eastern Province, had been

involved as pilot districts. Plans were, however, underway



to extend vhis project to at least one district dn cach of the
vemaiuing seven provionces, using the exporiences gained in
luwingu and Lundazi (as reported by Dr. W. Lungu, Jan. 1991).

The fact thuat this project is a donor sponsored one, is indicative
of the secrious lack oi iinances on the pari 0i the Zawbian
Governmnent to complete inmplementation of the policy. The
financinl problems which beset the lmplementation, show that the

Act was over ambitious in its intentions, It proposed to do

more without due regard to the availability of resources.

dowever, the inability by Central Government to provide
adequate resources with which to implement decentralisation;
has reinforced spatial and market inequalities and has failad
to redress the already exlating imbalance Letween rural aand
urban aistrict councila. Apaxt frow lack of resources, the

urban bias of the health services, there was also & professional

bias. This type of bias, make professionals want to introduce
or implement any new practices, programmes or ideas among better
off areas or people or better-served families, communities ur as
in this case better off district councils along the line of
rail, It is ilikely that it was this sort of bius which prompted
officisls in the Ministry oi Health to look ior and find that
only urban district councils along the line of rail had the
capacity, and had the infraat;uctura to handle services

{Chambers, 1983: 13-23).
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Suraly, had the ofiicials used other perameaters such as
population, location, and need, more district councils could have

qualilied espacially provincial centres.

The case of bias 1s further reinforced by the responses
of the affected urban district councils. These responsas
indicated that even the so-called capable district councils,
did not have the necessary 'infrastructure' and 'capacity' to
undertake haalth servicea responsibilitiaes., They lacked finances,

equipment, manpower, transport atc. to run the services with.

DISTRICT COUNCILS RESPONSE TO DECENTRALISATION OF HEALTH SECTOR

The urban district councils including those of Kitwe, Ndola
and Lusaka vresponded rather negatively to the transfer of health
care functions from the Ministry of Health to them. (MOH,

Seminar Report, 1987).

This was particularly so between (1986-~87) when aiter the

handover many officials in the district councils wasted no

time in pointing out to the authorities that their district
councils were not ready to shoulder these extra responsibilities
without massive injection of financial and other resources

(MOL, Seminar Report, 1987: Appendix 1, 2, 3, 4, 5). Almost

all district councils invelved in the programme in the first
phase and those that were carﬁatked to take over later, were

unanimous in the view that the tranefer of health
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renponsibilities should be accompanied by adequate resourcas,

especially finance with which to run these services, because

the councils did not have the resources to meet the extra

obligations. For example, Mufulira District Council demanded

that in order for it to take over the urban clinics, the

Central Government had to:

(1) Provide additional vehicle to be used for ambulance

services and for Maternal and child health and
distribution of drugs.

(14) Upgrade and give additional staff to certain
clinicse, especially Chibolya Clinic.

(1i1) Clarify disciplinary procedures for government
- seconded stafi.

(iv) Appoint a medical officer to take charge of
handed over clinics.

(v) Provide adequate funds for maintenance of
buildings (MOH, Seminar Report, 1987: Appendix 6).
Similarly, Chingola District Council cited problems of
transport, personnel, security, procurement of drugs as well
as equipment, as requiring prior solutions before the take
over of health services could be effected (MOH, Seminar Report,

1987: APpendix 7).

Those responses did not only reflact the prevailing mood
in specific district councils but was the general attitude of
all thogse district councils involved in the take over programme.
At a seminar on "Decentralisation of Health Services" in May,

1987 held at Baluba Motel the participants, drawn mainly from
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affected district counclls on the Copperbelt and midlands,
re-affirmed this point saying:
the implementation of decentralisation oi health
services to district councils had come at a time
when the councils were facing grave financlal
difficulties, hence there was need for greater

Central Government financial and cther support
(MOH, Seminar Report, 1987: 67).

Furthermore, district councils' reporte on urban health
centres handed over to councils in 1986, revealed that the
councils lacked the 'capacity' as well as the 'iunfrastructure'

to undertake the programme on their own.

Livingstone District Council requested the Ministry of -
Health, among other things, to surrender members of stafi; give
at least two vaehicles to the Council; attach a pharmacy
technician to the Council; and provide funds for the maintenarce
of buildingas, purchase of drugs and wages for classified daily

amployees (MOH, Seminar Report, 1987: 83).

The Medical Officer of Health for Lusaka Urban District
Council also alluded to the problems of personnel, maintenance
of buildings and equipment, procurement and distribution of
pharmaceuticals, transport, and other procurements as requiring

urgent solution. On finance, he wrote:

For the last seven years the percentage of the
health grant to the Public Health Budget given
to Lusaka Urban District Council hae gradually
been reduced from 3,38 per cent in 1980 to 0.11
per cent in 1986. Given the ract that Lusaka
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Utoun Sistrice Council fevenues are uanlikely to

increase in years to come, the need for the

vinlestry vl deditn Lo give Luseia Urban Ulstrlet

Council 100X grant on the services the Ministry

OL dealth has forced council to take ovar carnot

be over-emphasised (MOH, LUDC, 1987),

Tue story was the same in other district councils involvad

itn the programme., This is shown hy the facr that the suppnsad
cavacity, infrastructure and manpower did not exist in tha

seiectad councils just as it did not exist in thosa councily

left ont,

The foregoing responses of the district councils to the
decentra;isa:ion of health sector aad trangfer of health
facilities should be understood within the overall context in
which the implementation of the local goverament dacentralisation

and lutegration was undertaken,

The implementacion of decentralisation on January 1, 1981
bad revealed that the new district councils did not pPosseéss the
capacity needed to administer tha varlous affairs of the district
besldes health, For axample, between 1981 and 1986 when they
were asked to take over the management of health services, it
became increasingly clear that district councils lackad sufficiant
finances to run their services adequately. Dacentralisation
was not accompanied by the financial self-reliance of the
counclla. The fact that the major source of revenue and control
was the central government led to the fears axpressed by council

officlala that the delivery of health sarvices would deteriorate
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uialess suflilcione resouices were urgeatly comalcted £o e

ProgLiamme,

AL Che same time, the deceatralisation of health services
wag balng implemented in urban district councils, when the
Zambian aconomy was in shambles, and many district councils,
1f not all, did not have a atrong economic infrastructure capable
9% gearrating sufficient ravenue to halp run the expandad health
servicas, Glvea the gravity of this situation, 1t was clear
that the transter of health care reaponsibilities ton the district
councils would aggravate the budgetory problems and seriously
compromipe the quality of health searvices offered to tha

communities,

Oz the other hand, the negative reaction of public health
workars 1in the councils to the decentralisation of health
services seems to have baen prompted by profaessional interests.
First under the Local Administration Act the Department of
fublic Health was reduced to a section under the Social
Secretary (L.A.A., 1980). This subordinate of 'public health’
«nd ‘professional health' werkers was a potentiaily frustrating
factor, which seemingly could have led to public health
oificials over emphasising the problems in a bid to frustrate
the smooth implementation of the uew programse. Second,
given the low morale among public health workers, the new and
eéxtra tuictions under the decentralised health delivery eyctem

were seen as extra burden aud not as new challenges,
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especlially thut the uniis travus.erred were in everyway more
euteusive thain what craditionally had cows to be regarded as

puolic health services ia the councils. In Livingstone, for
azample, on January 16, 1936, nine urbau health centres were

hanged over to the district council. Prior to thias the Livingstone
District Council had operated only two clinics, one of which was
rmobile (MOH, 1987: 73). The transfer involved shifting tremeudous
reeponsibflity bevond the usual chores of most public health

units in almost all district councils. Given the inertia of

public workers, very few public health workers were willing or

ready to accept these new and expanded responaibilities,

CONCLUSION

The iwplementation oi decentralisation of th: health sector
vas lsunchad when the Ministry of Realth made two important
decislons: to establish a 'decentralisation unit’ to oversece
the smooth implementation of the decentralisation programme,
and to handover the management of health services st the
district to the five urban district counciis along the line of
rail. dy January l, 1986, the Distriet Councils of Kitwe,
Naosla, abwe, Lusaka and Livingstone agresd to take over the
work of delivering health services to the communities ir their -

respective axeae of jurisdictiom.

This handover of health services responsibilities to these

district councils was iu accordance with the statutory provisions
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slulotracion Act which futer—alia, provided for
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the snilt of sociel services responsivilicdes {row the central
gev2rnent to the new district ecouncils and the Social Secretary's
Dopartient specifically. However, the lmplegentation of the
programme in selected urban district councils was a departure

from the stactute. The decislon to exclude rural diztrict councils
although pragmatic, was arbitrary and inconsistent with the
general policy of decentralisation. It reintorced rhe enisting
spatial and market imbalance between yural and urban areas. {t

also reflected the urban and professional bias of the nffintals

in the Ministry of Health.

Furtﬁermore, the policy of decentralising health services
delivery, wae not enthusiastically received by district council
#lructures, Arguments about inadequate tinances, maunower,
capacity and infrastructure were voiced agalnst the take over
bid by district councils. Those concerns had sowe merit since
from the very beginning implementation of overall policy of
decentraligation had been accompanied by a display of lack of
resource base and capacity necessary to administer the affairs
of local goverument by district councils, which had been forecad
to raly on central government fur the much needad Iinances,

Tha gravity of the [inancial ills afflicting district councils
could be one reason why they reacted with hostility rather
thun enthusiasm, to the transfer of health service responsibi-

lities by the Ministry of Health.
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Uverall, decentrailisation entailed availability ot iinancial
and human resources from central government., Yet, tihe Act was
conspicuously ampiguous about sources of finances for district
councils, The traditional sources of funds for courcils had
proved to be insuificient, hence they could not be expected to
have adequate Luads to adminlster new and expanded responsibi-
tities. Thus, decentralilsation was from the very besgirning
beset by prodleas: human and iinaucial. Above «ll, the AL,

did not give councils real power (financial and policy making

powers were not decentralised),
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DECLATRALLSED GoAL T SEAVICES IN L oARA

LNTRODUCT LON

Lusaxa Urban Districe Council was among the {irat f{ive
urbar district councils aloug the line of rail to be involved
4 the take-over exercise 01 health service responsibilitien
irom the Mindstryy of Health., oOn January 1, 1986, the rusingement
and control of urban heslth centres in Lunaka, devolved to
Lusaka Urban Districe Council, This transfer meant that the
day-to-day running of the urban clinies, lncluding monitoring
and supervision of stat?, drugs, medical supplies, equipmaut and

buildings, at least, theoretically, became the responsibility

of the Lusaka Urban District Council.

in this Chapter, I will discuss the nature of the decentraw
ised health services 1in Lusaka, by analysing che take over
of urban clinies and examining the health services in relation
to the variables of organisation, scope, coverage and

responsibility,

ORGARISATION OF WEALTH SERVICES

Perhaps the moat lmportant variable in analysing the
decentralised healith Bervices in Lusaka 1g organigation in
the district. This is important because organisation ig
the meaas of transiating the objectives of the heaith pian

into practical action. Good organisation assures that health

- 83 -
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workers perform to their potential and that different nealth

care compouents are delivered in & uniiled manner, thereby
guhancing effectiveness., Programatic aspects of organisation
have taken place 1in Lusake Urban which have respectively, changed
wnd eunhauced the orgaunisation of public health services siuce

zhe advent of the decentralisation of health services,

Filrst and loremost, decentralisativn 0l neailh seivices,
nas increased the numbar of health ceutres belonging to Lusska
Urban Council. Prior to the hand-over, Lusaska Urbai Councii
operated only a single clinic at the Civic Centre. As a result
oL the hand-over, the tollowing urban health centres, became.

wificially, Councii health facilicies:

Rauleni Kanvama

Chainde Kalingalinga
Chawama Lilayi

Chelston Makeni

Chilenje Mandevu

Chipata Matero Main
George Matero Keference
Kabwata Htendere

Kamwala Railway

The traensfer of eighteer health ceutres to LUDC changed
enormousiy the organisetional structure of public health in

Lusaka by creating a district based orgauisation ir whieh skill,
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respousinillity dardd expertisze could be ditiuped. n2 mauifest
repult o0& decentralisstion of health services, aas bDeern the
shift iu coutrol of health centres or delivery points to

Lusska Urban Council., However, there has been no corresponding
ilmprovement in eiiectiveness and efficience of health care as

e¢videnced by recent epidemics of Cholera that have ravaged the

city 1o succession.

Second, decentralisation of heaith services has ifiucreased
LUbC's ccope of health services being provided to the residgents
of Lusaka. Prior to the decentralisation of health services,
~usaka Urban District Council confined itgels primarily to -
provision of mundane public health services of refuse collection;
burlal services; meat, food aud building inupection. Ouly
vne clinic based ot the Civic Centre provided some curative

and preventive health care, although these were often arratic.

However, as Appendix I shows, the type of health services
now oirered, include curative preventive and primary health
care. These services however, are not new in that they were
set out initially by the Ministry of Health which controlled
and ran the urban health centres in Lusska. Infact, due to
lack ot finances, the scope and quality of these services

continue to be diswal compared to the needs.

Overall, LUDC has falled to organigse an af{ective public
health service despite taking over the regpongibility rrom

the Ministry of Health. For example available evidence
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indicate that refuse has not been collected from townships for

the past 7 or 8o years.

Third, under the terms of decentralisation, management of
all assets and services was to devolve to the district councils.
However, as shown in Table 3, our findings indicate that there
has been no consistency between these provisions and the actual
practice obtaining in Lusaka District. As Table 3 indicates,
the Ministry of Health still performs the duties and functions
vhich by now (five years after transfer) should be done by
Lusaka Urban District Council., This means that Decentralisation
has not been as succesaful as envisaged in the Act. With very
lictle exception, the majority of health workers are still
employed by the ministry instead of them being transferred to

Lusaka Urban District Council.

TABLE 3: RESPONSIBILITIES OF MOH AND LUDC AS REPORTED
BY HEALTH WORKERS IN LUSAKA DURING INTERVIEWS

TASK MOH LUDC MOH/LUDC DONT KNOW
Maintenance of Building 702 10% 10% 10Z
Funding of Health Services 207 10 60 10Z
Procurement of Drugs 30 60 10 -
Staffing 75 25 - -

Monitoring/Supervision 30 60 10 -




- 87 -

Further, MOH, through the Provincial Medical Officer,
continues to purchase drugs, maintain both health centres and
staff houses, and mounitor and supervise staff. These practices
are indicative of the failure to achiave the purpose and objectives

of decentralisation and weans the policy has not been successful.

Finally; although public health initlally operated under
the Social Secretary's department of LUDC, it has since 1990,
been reorganised as a separate department headed by the Medical
Officer of Health. This has once again elevated the status
of public health and resolved the continuous wrangles that
existed between staff over concerns of senjority, professionalism,
control and co-ordination. More important, it has made possible,
the eventual integration of health personnel and resources into
a district health organisation, capable of combating health
pfoblema and to translate the Lusaka health plans into practical

action,

Infact one can argue that district organisation with the
ability to deliver health services in Lusaka is emerging, based
in the District Council's Public Health Department. It is
beginning to manifest itself in the increase in number of
delivery points; geographical distribution of delivery points
and common control. However, the failure by LUDC to take
charge of such important areas &s purchase of drugs and
pharmaceuticals, control of staff and maintenance of health
facilities, reflect a failure to create a district based health

care system,



CHAPTER SIX

POPULAR PARTICIPATION IN HEALTH DELIVERY IN LUSAKA

INTRODUCTION

In this chapter, I will analyse popular participation in
health service delivery in Lusaka, using the variables of:
interaction, exchange, decision-making, responeibility,
performance relationship and representation. Second, I will
examine participatory approaches being utilised in health
service delivery by analysing the health workers' perception
of popular participation, its form and effect on health services
delivery, and the relationship between health workers and local

people in communities of Lusaka.

POPULAR PARTICIPATION IN HEALTH SERVICES DELIVERY

As earlier indicated, one of the objectives of decentrali-
sation in Zambia was to strengthen popular participation in
Local government programmes. Since decentralisation of health
sector is an outgrowth of this overall policy, its central
objective is to initiate popular participation in health care

activities, especially in Primary Health Care.

Participation of the people in health service delivery
is important for a number of reason. First, because health
care is a central concern of all people, it is vital that

both the people as health consumers and health workers, are
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involved in shaping both public health policy and practice in
their community. Second, the people and health administrators,
tend to have different viewpoints on health and its management,
hence both perspectives need to ba synthesized through

participation to bring out maximum effectiveness,

Most important, participation of the people in health
services delivery has far reaching effects on the creation of
a district based health care system. First, it makes people In
the community and their leaders to be acquainted with the

problems pertaining to health care in their district.

Second, it allows dialogue and negotiation batween the
Community and the District health authoritiss, thereby ensuring
that health services are consonant with identified health needs

of the people.

Third, participation ushers in a target or community
oriented focus, responsive to the needs of the community as
opposed to the traditional foeus on district - wide, comprehen~-
sive health care programme. In short, popular participation
cain make professional health workers and administrators
sensitive to the health needs of the people in the various
ilocation of the district (such asz shanty compounds and peri-
urban areas) whose health problems may be immediate and

raquiring prompt solutions.

With these brief remarks about participation, I now

examine in detail, popular participation in the decentralised
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health sexvices in Lusaka Urban District., This analysis looks
et local people's perceptions of their involvement in health
delivery activities since the commencemant of decentralised

health system.

ANALYSES OF LOCAL RESIDENTS RESPONSES TO DECENTRALISED
HEALTH SERVICES

I shall discuss in this section the perception and attitude
of local residanta to the decentralised health services ia
Lusaka. These reaponses are 2 collection of the local people's
views in the townships of Lusaka and were collected in intgrviewa
iun MCenAere. Kalingalinga, Cheslton, Mandevu, Libala and Chilenje
South, All the local residents interviewed in these townsaips
had stayed in the townships for over eight years. I grouped
the interviewees into three equal groups of thirty each 1i.e.

30 local civil servants, 30 party members and 30 non-party
members to judge if there were differences and to draw general
conclusions, 1 interviewed 90 local residents in total, with

15 interviewees from each of the six townships, broken up into

5 Party members, 5 non-Party members and 5 local civil servants.
Their mean ages were 46 for the combined sample of 90. Eighty-
five percent of these were married and had children ~NNinety
percent of the interviewees said that they had been to zchool,
90 of local civil servants having been to college; 76.6 percent

of ordinary or non-Party member to secondary school and
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90 parcent of Party members to primary school., Overslil,
elghty-{ive percent of the local residente combined had an

anmual income of over 36,000 Kwacha per annum, although almost
fifty percent of Party members were self-emploved. My conclusior
wes that the sample was well balanced as it was composed of penple
who at least would more likely be aware of civic matters and
reflect reasonably on issues and aspects of health cere in their

respective townships and in Lusake as a whole.

1.  INTERACTION

Among the 90 local residents interviewed, 9G percent of
whom live within walking distance to health centres, as
high a percentage as 89 said they had no say and no forum
for expressing their viewpoints on health services in the
the district in general and their beighbourhoods in
particular. Instead, there was widespread and pronounced
ignorance among these local residents about the services
of the Public Health Department of LUDC. Eighty percent
emphantically denied having had any interaction or contact
with health workers, except during the Cholera epidemic
in 1990. This 1s indicative of the minimal interaction
between the local people and health workers, outside the

health centre.
Ze EXCHANGE

Hand-in-hand with lack of interaction 18 the lack of
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dialogue between the local pPeople and health workers.
Ninety percent indicated that they were not consulted at
all by health authorities in the Council whenever health
Programmes were being planued or implemented in their
communities, Also 76.7 pPercent thought there was no
xelevgnce between certain health services provided in their
communities to the health needs of these communities, and
67.8 percent attributed this to lack of assessment of
community needs prior to the launching of the services.

For example, provision of maternal and child health at

Kalingalinga Clinic minus curative services.

DECISION-MAKING

With respect to decision-making, the three categories of
local residents interviewed (Party members, non-Party
members, and local civil servants) responded differently,
tembers ofi thae ruling Party (UNIP) indicated that they
were gsometimes informed 1in Party meetings either at
Section, Branch or Ward level, and during annual District

Party Couferences about heaith programmes in the districe,

This was not the case with non~Party members who coasistently

meintained that they were not 8iven any information or
chance to taik, or contribute ideas on health services 1in

their neighbourhoods or district,
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On the other haand, all categories of local residents

(1.e. 70 percent of Party members, 90 percent of non-party
members and 63.3 perceant of local civil servants), felt
that there has been no marked change in the district
council's response to health care needs of the communicy
following the transfer of health responsibiiities to LUDC,
Informants further argued that the responses continue to
be sluggish and health workers still adhere to the
'professional' and 'central planning' views in planning

health services in Lusaka.

The study also assessed paople's participation in specific
areas of health, such as planning and design; management;
development &nd implementation; maintenance, monitoring and
evaluation of health services, and facilities in the district,
All categories of local residents indicated that they were not
significantly involved in any of these tasks as Table 4 shows,

TABLE 4: DEGREE ON NON-INVOLVEMENT IN HEALTH PLANNING AND
IMPLEMENTATION ACCORDING TO CATEGOKY OF INFORMANTS

TASK PARTY NON-PARTY LOCAL CIVIL
MEMBERS MEMBERS SERVANTS
Planning and Design 53.32 93.3% 86.67
Management 70 80 87
Development and Implemaenta-
tion 73.3 93.3 £6.0

Maintenance, monitoring
and Evaluation 60 90 87
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One of the hypotheses of this research was that involvement
of Party-members in district council programmes is almost
assured. Thus the lack of involvement of party members in
health services delivery in the district is therefore of
significant curiosity. Table 4 displays an extremely high
percentage of party members not involved in the management,
development and implementation as well as maintenance,
monitoring and evaluation of health services and facilities.
one possible explanation could be that only leaders at Section,
Branch etc. are used in the Health Committees which exclude
participation of not only non-party members but also ordinary

party n&mbara.

4, KRESPUNSLIBILITY

As Table 5 shows, there were similarities in the responses
of all categories of informants with regard to the question
of who should be responsible for health services delivery
in the communities of Lusaka,

TABLE 5: DEGREE OF RESPONSIBILITY FOR HEALTH SERVICES
AS PREFERRED BY LOCAIL RESIDENTS

RESPONSIBLE PARTY NON-PARTY  LOCAL CIVIL
MEMEERS  MEMBERS SERVANT

Central Government 53.3% 602 60%
District Council 30 26.2 33.3
The People 13.3 10 0.6

All the above 3.4 - 6.1
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Almost all categories of informants felt that the central
governnent should be rasponsible for the delivery of health
gervices in the district. OUne of the major polats to note
here 18 the large proportion of party-members in favour of
central government taking responsibility for health services
delivery (53.3%)., Since decentralisation was introduced by
their party (UNIP), one would have expected party membars to
support it. Similarly, local civil earvants exprossed ignorance

about the raison d'e tre of decentralisation. Thuir TREPOnNHAS

domonstrate firast, that the implementation of decentralisation,
in general, has not been publicised eaough for the pevple to
understand fully its objectives. Second, that the continuous
financial problems aud paucity of resources in the Disirict
Councils like Lusaka and their inability to run soclal services
adequately, have created a 'considence crisis' in tha people,
about the councils' unillity to deliver adequately, hualth care

sarvices (LUDG, $.5.D0., 1990: 1).

5. PERFOHMANCE

It has baen the general assumption that decentrslisation
of health services would lead to marked changes ia the
performance of the public healtn departments ol the
district ccuncils in the country. Data on the local
people's perception of the erfiects of decentralisation
of health care in Lusaka does not, however support this

assunption at ald as Table 7 shows,
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TABLE 6: PERCELVED EFFECTS OF DECENTRALISATION N
HEALTH SERVICE DELIVERY IN LUSAKA

EFFECT YES NO DONT KNOW
Improved health 11.1% 83.3% 5.6%
Improved health awareness 10 73.3 16,7
Increased efficiency 16.1 82 2.9

The high percentage of negative responses from Lusaka
residents underscores the claim that decentralisation of health
services has not been accompanied by improvements in hualth
care deiivety. One can therefore argue that the district council
has only'eaken over the place and problems lefc by the Ministry
of Health. For example, 1f we take the issue of people'’s
involvement in health affairs, 93.3 parcent of local residents
rated this as being very low. Low involvement was attributed
both to the negative attitude of health workers toward popular
participation (60%) and to the vagueness of participatory

slogan (53.3%).

Furthermore, among health units only curative services
were singled out as being more effective, with 87 paercent
approval rating. This indicates that most local residents
in Lusaka come into contact with health authorities only when
they fall sick and visit the hcalth centre or clinic. It also

reflects the inadequate delivery of preventive care (e.g.
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Primary Health Care). Overall 70 percent of local residents
felt that decentralisation has so far been disappointing in
that it has failed to increase people's participation in health

services delivery in LUDC,

6. RELATIONSHIP

A key element in the delivery mechaulsm of health services
iz held to be the relationship hetween health workers and
the community. To be successful, health werkers ought to
maintain good relations with local communities (Lartson
and others, 1984: 42). A good relationship is vital for
effective collaboration between health workers and local

people, and this calls for skills of human relatioms.

he study found that &1 percent of the local residents
characterised the reiationship between health workers
and local people as poor, and emphatically feit health
workers were indifferent to the local pecple especially
the poor residents of the shanty compounds &vd site and
service areas because they held them to be ignorant and
illicerate. This does not argur well tor afilactive

partnership in health care work.

7.  REPRESENTATION

Participation is important in that it allows citizens

the right to influence government decisiov-muking and
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provides for local self-government to the 'average'
citizen, This study found that there is still adherence
to the traditional political structure of 'ward' format.
The Ward Chairman is still regarded as the legitimate
representative of the people in the distriet council.
Even at the section, it is only the local political
leaders who are co~opted into the health committees
(where the latter exists). Local residents who are not
nembers of the Party are not even eligible to elect the
Ward Chairman even though they are in the majority. This

has led to misrepresentation of local residents’' interests.

With regard to representation, 81 percent of non-Party
members and 70 percent of local civil servants felt that
ward chairmen should not be the only oner representing
the people in the district because they represent only
minority partisan interests and have proved, over the
years, to be concerned only with the interests of Party
members who elect them. Instead, these local residents
preferred direct dialogue and involvement with health
authorities through other formal and informal structures
besides those of the Party. Finally, on a subsidiary
question of power to the people, 93.3 percent of the
local people were convinced that district council
functionaries were hosiile to the concept of ‘'power to

the people', arguing that officials in the council continue
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to ignore the local people and do things without consulting
the local residents of Lusaks. Seventy percent of them
understood 'power to the peopie' to mean that 'local people
in the district should be the custodisns of power and
authority and hence must be actively involved in civic

programnes undertaken by the district council'.

This brief survey demonstrates the absence of popular

participation in health services delivery under the
decentralised health system., The variables considered also
demongtrate differences in terms of participation in council
programmes within the local population. Party-members are
betfer placed even in this disadvantaged situation., Ciearly

membership in the ruling Party (UNIP) gives one a leeway

to get involved in district council programmes. Therefore,
party membership is a significant factor in influencing

the local residents' participation in heslth services

delivery in Lusaka.

PARTLCIPATORY APPROACH

As noted earlier, the central cbjective of decentralisation
of health services was to initiate participation of the people
in heelth service delivery. Bregha (1973) has noted that
concepte like participstion have no commonly agreed upon

couceptual model, hence different meauings are attaclied to
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participation. He further notes that participation takes on

a wide variety of forms, depending upon the actors and the
philosophy they are attempting to translate into actiou. To
Bregha, participation is a continuum of increasing involvement,
ranging from Information/Feedback, Consultation, Joint Plamning,

to Delegated Authority (Bregha, 1973: 18-28).

However, in its broadest sense, participation refers to
local people's involvement in decision-making, implementation,
enjoyment of social benefits and evaluation of prograumes or
services. To help grasp the participatory approach being
utllise§ in health service delivery in Lusaka and to assess
whether it corresponds to any one of the four types of partici-
patory techniques on Bregha's continuum, we will examine the
responses of health workers in Lusaka to questions on popular

participation.

To obtain the attitudes of health workers to the new system,
I asked questions about popular participation. The health
workers interviewed in the health centres were both employees
of LUDC and seconded staff from the Ministry of Health and
consisted of twenty-five nurses (public health, midwives and
{nstitutional care) fifteen clinical officers and f{ifteen
public health workers (health assistants and inspectors). The
majority of the health workers had two to four years training
and the average years spent,on the job was six years. Majority

had worked for over five years in the health centres I found
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them in, Thus, moat if not all interviewees were field workers
constantly interacting face to face with the local residents

of Lusaka.

1. MEANING OF POPULAR PARTICIPATION

Since popular participation in health services delivery can
only be realised if health workers comsciously encourage {t,
it is important to find out their understanding of the term

‘popular participation,'

in the sample of 55 health workers, 3<./ percent understood
popular participation 'as the participation of local people in
decision-making,' while 65.4 percent understood it as 'Local
people and health workers working together'. Similarly, 85.4
percent of health workers felt that popular participation was
& good and desirable thing in health service delivery. Forty-nine
percent felt participation was important because it made the
work of health personuel ¢asier, while 36.4 percent ifelt
participation allowed the commuunity's involvement in health
programmes, making them interested in health issues. Thus
health workers do understand the concept of popuisr participa-
tion including the desire to lec people participate in health

services delivery.

2.  PARTNERSHIP

On the question of who they worked with in the comaunity,
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36.4 percent of health workers said they usuzslly worked with
local party leaders, while 60 percent sald they worked with
fellow health workers in the delivery of health services. Thus,
the ordinary local residents who can contribute ideas, money,
materials, labour and skills are otherwise not seen as partners
in this process. This lack of popular involvement in health
work demonstrates that there is probably no established, viable
local structures through which the ordinary local resident can
be enticed to participate in health service delivery. it also
means that health workers are not interested in constructive
collaboration and partnership with local people, but to use
local Pgrty Leaders to gain entry into communities. Indsed,

the alliance of local party leaders and health workers cannot
and does not amount to popular parcticipation., 1t largely
reinforces the traditional representative view of participation,
that subordinates the role of the majority to mere by standers
instead of making them partners in the delivery of health

services,

3. FORM OF PARTICLIPATION

The health workers interviewed were divided on the question
of the form of popular participation they would favour in health
services delivery. Sixty-nine percent of the iniormaucs
preferred JOINT PLANNING (a situation in which health officials
and citizens assume essentially equal roles and responsibilicy

in the process of compreiensive or speciiic problem-solving);
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while 20 percent preferred INFORMATION/FEEDKACK (health
authorities put out information about health services, and the
people give a feedback on health services) (Bregha 1973: 18-23).
This indicates that a majority health workers prefer joint
planning despite the absence of geuneral policy guidelines about
health services delivery vis-a-vis the form and nature of input
by the local people. 1t also indicates that popular participa-
tion, is seen by health workere as an essential and necessary

ingredient in health services delivery in Lusaka.

4, EFFECTS OF POPULAR PARTICIPATION

The study attempted to measure health workers' perceptioun
of what effect popular participation would have on health
service delivery in the district, Table 6 represents a summary
of these perceived effects.

TABLE 7: HEALTH WORKERS PERCEPTION OF EFFECTS CF POPULAR
PARTICIPATION ON HEALTH SERVICES DELIVERY

EFFECT YES NO DONT KNOW
Better Services 50 3 =
Greater efficiency 48 7 2
Increased relevance 51 4 -

Wide coverage 49 5 1

Confusion and inefficiency 7 48 2
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As demonstrated above, health workers are unanimously aware
of the advantages of popular participation in health services
delivery., This reflects the influance of their training and
that of the new health strategy of Primary Health Care which
emphasises comwmunity participation. This also confirms our
earlier observation, that hesalth workers are not encouraging
local people to participate in health activities because they
do not see community participation as necessary. Otherwise,
there i3 a willingness on the part of Lusaka residents to

participate in health services delivery.

Furthermore, 067.Z percent of health worker iuiormantsAvere
convinced that many local residents in Lusaka were aware of
their right to participate in health affairs. In addition
60 percent said they get requests about health servicas from
local people, especially those pertaining to enviroumental
health and maternal and child health. With regard to the
manner of raising health issues publicly, 60 percent indicated
that health issues were never raised publicly in the district.
Inatead 83,6 percent indicated that health issues are raised in
Section, Branch, Ward and District meetings. These meetings
are open only to UNIP mewmbers and hence they could not be

regarded as public fora at all,

5. RELATIONS WITH CUMMUNITY

Unlike local residents, health workers indfcated that they
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had a good relationship with the local people in the communities
in which they worked. With specific reference to this aspect,
74.5 percent affirmed that there were no potential or actual
disagreements about health issues between health workers and

the local people. Eighty percent of health workers said they
cooperated well and worked together with the localnpeople,
agpecially on programmes like immunisation campaigns and
environmental health. This contrasts sharply with the opinions
of the local people (80%) who consistently indicated that they

had poor working relations with the health workers.

Although health workers (interviewed) were positive about
relationa with the community, their actual performance brings
into question the baszls of their positive posture. For example,
60 percent cof these informants indicated that health workers
only met and discussed health issues with local Party leaders,
a8 opposed to 30.9 percent who indicated that they met and
discussed with local people. The contention is that there
cau be no gonod relations between health workers and the local
people if a majority of them (60X) make uo deliberate efforts
to cultivate and encourage this rapport., Those health workers

cultivating this rapport seem to be very few (30.9%).

6. ATTITUDE TOWARD LOCAL PEQOPLE

1f health workers in Lusaka are to became partrners with

the local people, there is need for them to get to know each
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other and each other's difficulties. This interchange can

only grow if it is encouraged by those aware of the need for
dialogue. The health workers are obviously in such a positioun,
Therefore, the attitudes of health workers toward the local
people are critical for the proper functioning of this relation-
ship. Findings in the study show consistently, that the
attitude of health workers toward the local people is negative.,
This 1s particularly evident in the health workers' preference
of local leaders instead of ordinary local ecitizens., Sixty
percent said they preferred to discuss and work with local
leaders, as opposed to the local ordinary citizens, arguing that
these had influence among the local people and know how to
communicate with their people. Yet, health workers are tained
trained in effective communication skills and human relations

to be able to handle people unsided. Besides, to be effective,
health workers need to go beyond this conservative approach and
discuss with the actual people whose health they purport to
preserve, not with proxies. Traditional consarvative approaches
or means of community involvement have long been trisd and

found wanting. Heuce a4s new strategies are evolved in health
care provision, new approaches to community participation are

also called for.

The foregoing analysis indicates that there 1s no particular
approach being followed to effect popular participation in

health service delivery in Lusaka, Similarly, none of the
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current ad hoc experiments in participation conform to any of
the participatory techniques Bregha (1973) has propounded on

citizen participation in social services.
CONCLUSTIOM

The transfer of district health jurisdiction to the Lusaka
Urban District Council has brought certain developments, It
has attempted to create both a district-baused health delivery
system and a district health organisation, responsibie for
district - wide health care., Meanwhile, decentralisstion has
brought'about integration of expertise and skill into the

Council's Public Health Department.

However, a particular shortcoming of the decentralisation
of health system in Lusaka has been the failure to realise the
central objective of increasing local participation in health
services, Not only is there absenca of an articulate loeal
structure through which local residents could get iavolved
directly, but also health workers are 1ll-prapared to create
and utilise opportunities that would lead to greater community
involvement in health services delivery. Bv adliering to the
conservative approach of participation through Ward Chairman,
health authorities in LUDC have failed to utilise tha many
opportunities the new system offers, of making health care

delivery the business of each and every citizen in Lusaka.



Particularly, there are problems in easuring local partici-
pation in health service delivery. Tenslon and confusion exist
1 many areas, (l.e. vis-a~vis who is in control, who is to
represent local people's interests and how to maintain propar
balance between local community residents and professional
contrel). Theee are areas clouded in confusion, despite

rhetorical statements about popular participation,

There is no general policy guidelines concerning local
participation in health services in luseka. in short, although
thers ara ad hoc amd unoifficial undertakings to inveolve local
people, there is no district council official policy pertaining
to Lacai participation in health service delivery. Rather,
health workers are left to design theilr own methods of dealing
with local residents, even though many of these workers are not
clear on what the precise role of the local people is supposed

to be.

It is important to recognise that uone of the instrumants
or tools used by district haalth authorities for promoting
community participation (such as health committess ov section,
Branch and Ward Councils) are capable of stimulating the procass
of popular participation so as to encourage closeness between
health workers and the comeunity. Put simply, the LUDC cannot
involve the local residents in health care responsibly and
constructively 1in the absence of a broad policy on the subject

applicable to all health units,
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without the tormulation of such a policy, it is inevitable
that experiments undertaken in isolation, sometimes on the spur
0i the moment or under temporary local pressure would coufuse
both health workers and the community. Furthermore, because of
the lack of general policy guidelines, there is the danger of
inconsistencles among different units of public health, each
experimenting with popular participation in its own way and for

its own purposes,

What is required is a firm but broad policy that goes
beyond pious statements about the desirability oi local
participation. The basic elements and problems of local
maxiwum involvement must be brought together in one major
policy that define the nature of the Council's commitment to
pepular participation and clarify the boundaries, settings,
and problems of such involvement. Such a policy would assist
greatly in the formulation of the fundamental characteristics

of local participation in LUDC.



CHAPTEK SEVEN

COHCLUSION: DISCUSSION AND IMPLICATIUNS

The Zamblan Government enacted the Local Administration Act
of 1980 as part of a strategy of decentralising government
administration and political control. District Councills were
empowered to examine the needs of the district and to initiate
necessary development programmes to address these needs. Thus,
this Act, was the most comprehensive instrumeut ever designed
for the conduct of Local Government in Zambla., It made district
councils focal poiuts of the traasiormation wiih responsibilicies,
which among others, included delivery of social services,
foremost of which was/is health care, transferred to selected

district councils beginning from 1986,

The implementation of decentralisation of health services
had been hampered in large measure by the lack of zdequate
resources, egspecielly rinance and personnel. Thus, the
decision by the Ministry of Health to implement the decentrali-
sation prograrme in selected urban district councils was
pragmatic. This iy becsuse, at the time of implementing the
decentralisation programme, there was practically no money

with which to undertake the programme natiou wide.

Another significant factor that coatributed to the problem
was the Act itself., In all its inteantious the Act was very
ambitious as it envisaged to do more than the resources and

circumstances permitted., For example, although It designated

- 110 -
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practically all district councils as the fulecrums of socio-
economic and political development, many of these did rnot
possess the capacity nor resources to administer the statucory
responsibilities conferred upon them. In the end, all district
councils came to rely on the Central Government for finances

and manpower with which to run their affairs,

This study has demonstrated that by the time of adopting
decentralisation the country was broke. The economy had
collapsed and the social infrastructure was severely battered.

In addition the central government was becoming iucreasingly
unable to provide adequate resources with which tn maintain and
service the existing facllities. It was within thig weakeniug
economy and desperate situation, that Ministry of Fezlth proposed
te transier the heaith services delivery to financially weak
district councils with the aim of making the latter fully
responsible for district wide health care needs. This was

received with uixed feelings by the Councils concerned.

This study has argued that the district councils'
opposition to the transfer of health services regponsibilities,
should be understood within the Zambian political economy,
especlally in the 1980s. Decentralisation was launched in
January 1981, amid the economic decline, and at a time when
district councils' lacked the necessary capacity and resource
base with which to administer the new affairs of the district.,

The wajor source of revenue and controls for the new district
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councils remained the Central Government, hence when Councils
were asked to assume additional health care responsibilities they
opposed this alchough it was already provided for in the same

Act that created district councils.

The response of the district councils to the decentralisation
of health services has been examined and explained in two basic;a/‘
ways. First, the councils opposed decentralisation of health
because they had insufiicient resources to commit to this
programme. Second, public health workers in district councils
saw the eutra responsibilities as burdeusome, especialliy as

these duties were more extensive and demanding.

On popular participation, this study has demonstrated that
although popular participation was one of the central objectives
of decentralisation in Zambia, there was no general policy
guidelines on how local people would participate in local
programme. Thus, there is no particular approach iu use for
soliciting local people's participation in programmes by the

couiicil.

Hence, the whole iassue is still riddled with inconsistencies
and ad hoc attempts by Council workers at popular participation,
What 1s required therefore, is a policy that would define tie
nature of popular participation and clarify the settingas,

boundaries, structures, and channels of participation.

Coucretely, this study has explored and analysed decentra-

iised heualth sexvices in LUDC. Despite the numerous problems
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still being encountered, a common integrated health system is
eémergiog in Lusaka. The transfer has brought togethar difterent
health workers and units under one umbrella. Thig reflects a
Bove toward the emergence of a district based health service
delivery organlsation, as Lartson and others have noted:

{1 a health organisation a simple common

iutegrated system is needed to bring

together a number of Separate syatems

coucerned with the movement ot drugs,

supplies, people, information, referals

and cash, (Lartson and others, 1984: 106).

However, the present health care system of LUDC is based ou
providing strructural facilities in the form of health centres
rather than on health care. Instead of good health of the paople
being the enjoyment of a disease~free environment, the Council
has elecced good health to become synonymous with the provision
ot a health centre in various locations in the city. FKecause

of this, there has been only & modest impact on the health of

the nujority of people 1n greater LUSAKA,

L conclusion, this study suggests that, the problems and
shortcomings observed in the implementation of decentrslised
health services are not unique to LUDC; they pervade all those
Diserict Councils that have taken over the delivery of health
services or the Copperbelt and along the line of ratl., Tn all
these Councils, there are insuificient human and finaucisal
resourcas tor administering health services equitably wund

slvquatal s, ond Wiso absence 0l a general poilicy on popular
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Paliicipalion,

The study further establishes the need for more research
on the role of district councils in the development processes,
e@spacially rural district councils. In many of the distriet
councils, social services ware introduced and rflourished &t
the helpht of economic prosperity and central government eontrcl.
Yet, the Governmeut neglected the rural and peri-urban areas
and instead expanded the infrustructure and social services iun
urvan areas. Rural councils remained significantly small and
inarticuiate, wicth iimiced independent sources of finaince.

The tuadamental question is, can rural district councils
pruvidelthe social services to thelr communities as provided
tor under the 1980 Act? Further studles in the situwation of
those councils may show that rural and urban councils will
respond unevenly to the provision of social services to their
peoplae., This study had discussed the problem faced by urban
district couucils chat heve taken over the ruuning of healith
services responsibilities in the face of national and iocal

econvuEic malaise,

RECUCIENDATLIORS

From the foregoing discussion, there are several measures
thut are necessary to enable the district councils provida

health sarvices adequately:
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{43 The public heslth units snould be recoastituted
as distinct department cutside the social secratary's
office., This will eievate the status of public health

and once again allow health professionals discharge

there functions properly.

(ii) The department of public health must be adequately

funded to enable it administer the various units.

(1ii) Adequate personnel, especially public health workers,
must be engaged, and these be put directly under the
district counclls. The tendency'io have some health
workers controlled and paid by the Mindstry or Health
undermioes both the intentions of decencralising the
sdministration and alsc control of such staff by
district council authorities like the medical oificer

of Health.

(1v) The district councils must iormulate a general poiicy
on popular psrticipation to enabla health workere to
be guided on how to 1involve the local residents {r the

provision of health care,

(v) New gtructures must bhe developed in the communities
through which health personnal and local people will
meet aud plaan for the health needs or the communities.,

These structures should be {ree of political

iy

affilictions and should embrace rmembers of diiterent

preasure wrouns and chosen by the people. such
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democratic and broad—based structures should be
the mouth piece of the people and the mears for
channeling information and feedback from both tue

people and the district councils.

(vi) The district councils must pay particular attention
to promotion of primary health care and implement
without delay community based health programmes
that emphasise good envirommental and sanitary
measures to avoid the break-out oi epidemics like
cholera. 1In the sams vein, the district councils
should enact by-laws that will safepuard pnblic
health and enforce existing regulations concerning

public health.
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APPENDIX 1:  LIST OF CLINICS AND SERVICES PROVIDED BY LUDC

CLINIC SERVICES PROVIDED

1. Bauleni Curative, MCH, Family Planning

2. Chainda Curative, MCH, Family Planning

3. Chawama Curative., MCH, Maternity

4. Chelston Curative. MCH, Family Planning, Maternity

5. Chilenje Curative, MCH, Family Planning, Maternity

6. Chipata Curative, MCH, Family Planning, Maternity

7. Civic Centre Curative, MCH, Family Planning, Interna-
tional Vaccinations

8. Kabwata Curative, MCH, Family Planning

9. Kaﬁvala Curative, MCH, Family Planning

10. Kanyama Curative, MCH, Family Planning, Dental,
Maternity

11. Kalingalinga MCH, Maternity, PFamily Planning

12, Lilayi Curative, MCH, Family Planning

13. Makeni Curative, MCH

l4. Mandevu Curative, MCH, Family Planning

15. Matero Main Curative, MCH

l6. Matero Reference Curative, MCH, Family Planning, Maternity

17, Mtendere Curative, MCH, Family Planning
18. Railway Curative, MCH, Family Planning
19. George Curative, MCH, Maternity, Family Planning
20, Kaunda Square Curatiye, MCH, Family Planning

SOURCE: Compiled By Author Based on information from Lusaka
District Coumittee Report of July, 1989,



DELIVER OF HEALTH SERVLICES LN THE DECENTRALISED SYSTEM

QUESTIONNAIRE A

FOR
HEALTH SERVICE WORKERS

ADMINLSTRATIVE DATA:

WE: RS BONPINOOCEIT O IPTEOIORERGESLSBOINOENEOIEDIIS

CODE: PP GO BONRONPPNIL NN ROPEREOENIOENBEOISIOEOIINNIOEESE

HEALTH UNIT: ® S 0B S0P OLBLEIONOIOLISIOEBTEOIECEBIROENOOIOIOIPDPOIOOIORDDY

BACKGROUND LNFORMATION:

1. TYPE OF COUNCIL

" Urban -1
Rural -2

2,  STATUS:
Counceil Employee -~

H'O.H. -
Other specify -

W & =

3. CATEGORY OF WORK:

Administrative -
Medical -
Para-medical -
Nursing -

RN

4, LENGTH OF SERVICE 1N THE DISTRICT:

Ll O SR

Less than 2 years
Less than 5 years -
Over 5 years -
Over 10 years -

5.  WHAT KIND OF HEALTH WORKERS

Genaralist -1
Speciealist -2
Multi-Digcipline e —————

~ 118 -



6.

7.

8.

9.

10,
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WHAT IS THE MAJOR HEALTH CONTENT OF YOUR SERVICE UNIT?

Developumental -1
Curative - 2
Preventive -3 6
Social Care -4

HOW DO YOU DELIVER HEALTH SERVICES IN YOUR UNIT?

Single Unit Delivery System -1
Fragmented Delivery System -3 —_—
A Combination of Both -3

ARE THE FUNCTIONS AND ACTIVITIES OF YOUR HEALTH UNIT RELATED
103

8.1 Overall District Health Objectives?

Yes -~ 1
No -2 8.1
8.2 Specific Objectives of the Ministry of Health
Yes =~ 1
No -2 8.2
8.3 The Health needs of the Local People?
Yes ~ 1
8.3
No -2

(Avareness of Decentralisation)

WHAT DO YOU UNDERSTAND BY THE CONCEPT OF DECENTRALLSATION
OF HEALTH SERVICES?

...‘......’...."......‘.O..Q....l'..l..ll.‘.....l‘.

.."....‘.Q..Il...O.‘.........Q.'..Q......'C.l.’.C.'

...l....‘..'.l...‘..’.‘l....l.'.....‘.lﬂ...'........

DO YOU THINK THIS POLICY OF DECENTRALISATION HAS TAKEN OFF?

Yes -~ 1

No -2 10

l



11,

12,
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If YQS. HGW? 000 000CINOEVTOIIPNINOINROIEIOIOEOIOIOONOIOIALLIOIOES
P S0 0 0EBOPE NNV COIENISIINOLOONOINOIOENOIBIESGYS
It No’ why? S0P 00200000000 0000000000000 RPIEIOIESIETRIOSIES

CP P DO RPN ROOERITLEIEIRIBRERNRNOININOEIOITETESE

DOES THE STRUCTURE OF DECENTRALISED HFALTH SERVICES PROVIDE
secssesssscses FOR THE DELIVERY OF HEALTH SERVICES IN THE

DISTRICT,
11.1 Flexibility:
Yes -1
NO -2
11.2 Continuity: Yes: =~ 1
Ne - 2
11.3 Innovation: Yes -1
No -2
11.4 Adaptability:
Yes -1
No - 2

DO FOLLOWING ARRANGEMENTS AND DEVICES FOR PROVISION OF
HEALTH SERVICES EXIST IN THE DISTRICT?

12,0 Regulatory and Standard Setting Activities
and Procedures

Yes -1
No -2
12.1 Assigning Responsibility to Particular Bealth
Personnel/Unit
Yes -1

No -2

ii.1

11.2

11.3

11.4

i2.0

12.1



13.

14,

15.

le.

17.
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12,2 Honitoring Activities By 0fficials/Citizens

Yes =~ 1
No -2

12.3  Health Service/Program Evalustion
Yes =~ 1

No -2

DO YOU HOLD DISTRICT HEALTH TEAM MEETINGS
Yes -1

No -2

HOW OFTEN ARE DISTRICT HEALTH TEAM MEETING HELD?

Never

Once Every Month

Once Every Quarter

Twice Per Year

Over Three Times Per Year

i
WP N e

HOW OFTEN DO YOU ATTEND TBESE MEETINGS?

Kever -1
Rarely -2
Sometimes -3
Very Often - 4
Always

D
D .

|

I

12,2

12.3

13

14

15

HOW 1S THE ATTENDANCE AT DISTRICT HEALTH TEAM MEETINGS?

Excellent -1
Good -2
Fair -3
Poor - 4

IN YOUR OPINION ARE HFALTH UNIT KFEADS

Cooperative -1
Hostile , -2
Ignorant -3
Indifferent - 4

(Decisions and Accountability)

S ——————
S —————

1

16

17



13,

19,

20.

21.

22.

23,
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WHO MONIIONS ThHE ACTIVITIES OF YOUR MEALTH UNII?

Council Officials -1
Lay Citizen Groups -2
Consumer Groups -3 18
M.O.H, Officials -4
WHO HAS THE ULTIMATE AUTHORITY AND RESPONSIRILITY TO
DECIDE ON HEALTR SERVICE ISSUES IN THE DISTRICT?
The District Council -1
District Health Team -2
Health Specialists -33 19
The Local People -4
Provincial Health Tean -~ 5
HOW DO YOU IMPLEMENT HEALTH DECISIONS?
TO WHOM ARE YOU ACCOUNTABLE?
The Local People -1
The District Couneil - 2
The M,0,H, - Province -3 21
District Health Team -4
Ail the Above -5
WHO PLANS THE HEALTH SERVICES IN THE DISTRICT
The District Council -1
The District Health Team -2
The MOOQH. - 3 22
The people, Council and
Health Staff
HOW ARE HEALTH SERVICES PLANNED IN THE DISTRICT?
Sector Planning -1
Special Plarning Structure -~ 2
Multi-Service Team -3 23
District Health Team - 4

(Participation)



24,

25'

26,

27.

28.

29,
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WHAT DO YOU UNDERSTAND BY THE TERM 'POPULAR PARTICIPATION?'

ll'..'..'..l....l........'.l...‘...l‘...
PO 00N 00IPPNLNNOROLEINLIOEIVIOIELNOEOEIOIOIEROIOBOOOEOES

9400000000000 00c0000000000000bR00b0b000a0n

DO YOU THINK PEOPLE'S PARTICIPATION IS A GOOD THING?

Yes -1
No -2 25.0
25.1 If Yes, Why? ..'."..'.......'.....I..‘.QOQ‘..
25.2 If No. Why? ..'..0....0........0'.....'....
DOlYOU EVER GO AND TALK TO THE LOCAL PEOPLE ABOUT NEED
FOR THEM TO PARTICIPATE IN HEALTH ISSUES?
Never -1
Rarely -2
Sometimes -3
Very Often -4 26
Always -5

WHO DO YOU USUALLY WORK WITH IN HEALTH SERVICE DELIVERY?

Local Party Leaders
Council Officials
Traditional Rulers
The LOcal General Public
Other Health Workers

i
PN -

27

WHAT FORM OF PEOPLE'S PARTICIPATION WOULD YOU FAVOUR IN
YOUR HEALTH UNIT?

Information/Feedback -~ 1
Consultation - 2
Joint Planning -3 28
Delegated Authority -4

IS THE M.O.H. ENCOURAGE PEOPLE'S PARTICIPATION IN HEALTH
SERVICE DELIVERY?



30.

31.
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Yas -1
No -2

If Yesg Row? L R R O N Y TE Y N N AN N N S SV

P PPN LPLENNEENILILIINISELIOIONEIIOEONOCPIORBIERESETS

If No, why? .l‘0'I...O..l.0‘.0'.....‘0.‘.0.......

‘.0“.."‘......l....l..ll....ll..'.l

WHAT DO YOU THINK WOULD BE THE EFFECT OF LOCAL PEOPLE'S
PAKRTICIPATION iX THE DELIVERY OF HEALTH SERVICES OFFERED
BY YOUR UNIT?

30.0 Better services:

Yes -1

No -2 30.0
30,1 Greater Efficiency:

Yes -1

No -2 30.1
30.2 Increased Relevance:

Yes -1

No -2 30,2
30.3 Wider Coverage:

Yes -1

NO - 2 30.3
30.4 Confusing and Inefficiency:

Yes -1

30.4
No -2

ARE LOCAL PEOPLE AWARE OF THEIR RIGHT OF PARTICIPATION IN
HEALTH PROGKAMS IN THE DISTRICT?

H

None of them
Some of them
Majority of them
All of them

31

[ |
N ey



32.

33.

34,

35.

36,
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DO YOU GET ANY QUESTIONS, REQULSTS ABOUT EALTH SERVICES
FROM LOCAL PZOPLE?
Yes -1
No -2 32
If Yes what Kind seeeeccecconnssvonvoncesccrsnsnsenses

P E LTI NEN VI ERIAN LI PEPNI NG ITERIPOAINNGSS

LB BN B BN B LI B 2 B B B RN B BN B B BE BN DR BV RN AN BF 2R SRR K I A 28 B N X

DOES THE DISTRICT HEALTH TEAM ENCOURAGE LOCAL PEOPLE TO
PARTICIPATE IN HEALTH SERVICE DELIVERY?

Yes -1
No -2 33
It‘ YQB, HOW? LA BN BN BN B IR BN B BN BE BN BY BF BN B BN BE BN B B BN BN BE B BN Y R R B R N BN BN BE B B BN B NN )
LI I B BE SR BN BN B BE BN B BN B BY B B B RU B B RN B R N NR R WA A BN N N RN N A W N )

1£ No’ why? €0 0 Q008 I PRI RO LB ESREREESRTOERONRE BRGSO

95 8806068000020 C0BPEHNPIDENOEOPSIEIRIONOSPSEOIEETsOINY

ARE ISSUES PERTAINING TO HEALTH SERVICES IN THE DISTRICT
RATSED PUBLICLY?

Sometimes -1
Always -2 34
Never - e

HOW ARE SUCH ISSUES RAISED PUBLICLY?

35

Public Meeting ~ 1 -1

Ward, Branch, Section meeting - 2

District Council Meetings -3

Distriet Party Conferences -4

Other, (Specify) -5

(Relationships)
AKE THERE DISACREEMENTS ABOUT HEALTH 1SSUXS BRIWEEN
THE LOCAL PEOPLE AND HEALTH WORKERS?

Yes -1

36
No -2
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If Yes, over what issues 1s there disagreement;

P PP GO P OO OGP IO DAIPNEPIRNOENGEPOPOSISPRENe

37. SHOULD PEOPLE MONITOR THE ACTIVITIES OF THE
HEALTH PERSONNEL IN THE DISTRICI?

Yes -1
No -2

38. ON WHAT HEALTH MATTERS DO YOU COOPERATE AND
WORK TOGETHER WITH THE LOCAL PEOPLE?

GO BBV ONSDOBOENOLOENESON NI OONIPOENERTIIOESISIEDS

PO OO GOV OGN EPEEIENINIEINNCRNGNINIOEe

39. DO YOU EVER TAKE THE INITIATIVE IN MAKING
CONTACT WITH THE LOCAL PEOPLE?

Yes -1
No -2
40. WHEN YOU VISIT 1IN THE COMPOUNDS/VILLAGES, WHOM
DO YOU SEE?

Party Leadership -
Traditional Rulers -
Local Civil Servants -
Local People -

W

41. DO YOU EVER WORK WITH ANY NGO IN THE DISTRICT?
Yes -1
No -2
(Attitude)

42, WHAT IS THE ATTITUDE OF HEALTH WORKERS TOWARD LOCAL
PEOPLE?

]
P e

Favourable
Unfavourable
Passive , -

why 18 this 30? L IR B B BN B BK BN BN R BN BN BN BE BN BE BCEE B BN BECRE BB K B B B

08 S RSP NN ERNPLCEOINIINOSONSIOEPOETPT



43,

44.

45,

46,

47.
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WOULD YOU CONFINE KEPRESENTATION TO POLITICAL OFFICIALS
IN DISCUSSIONS ABOUT HEALTH?

Yes:
No:
Not sure:

m: ..O...C.............0....’..0...'.0...’.0

..‘.........'0.‘.'0‘...'...'0..'...!."..

WHO WOULD YOU PREFER TO WORK WLTH IN HEALTH SERVICES
EFFORTS?

Th. MoPo "'1
Local UNIP Leaders -2
Traditional Leaders -3 44
The People themsalves - 4 ——
Local Civil Servants -5
why? .'.-'..IO..-......QI...OOID..'..l‘.....l‘l
HOW WOULD YOU DESCRIBE HFALTH PERSONNEL's ATTITUDE
TOWARD POPULAR PARTICIPATION iIN HEALTH SERVICE
DELIVERY?
Amenable -1
Hostile -2 45
iF HOSTILE, WHY ARE STAFF SO INCLINED?
Staff are experts and know better -]
No confidence in local people -2
No effective/capable local people - 3
Time Consuming and inefficient -4
Other (Specify):
WHAT CONTRIBUTION WOULD YOU LIKE LOCAL PEOPLE TO
MAKE TO YOUR WORK?
None -1
Money -2
In-kind -3 47
Gratitude , -4
Take Part -5

(General)



QUESTIONNAIRE B:

PARTY MEMBER

NON-PARTY MEMBER

LOCAL CIVIL SERVANT

NAME OF WAKD:

COUNCIL

L.

2.

3.

4.

3.

SEX

Male

Female

EDUCATION

Did not attend school
Grade 1~ 5

Grade 6 - 7

Form 1 - 3

Form 4 - §

College

University

OCCUPATION

Self employed
Unskilled worker
Skilled worker
Managerial

Other (Specify)

LENGTH OF STAY

Less than 2 years
2 to 5 years

6 to 10 years

11 to 15 years

16 to 20 years
Over 20 yaars

i
[

1 1
WS WwN - ~ M

1
[- Y AP RV X

Does a Health Centre exist in your areal

Yes

Never heer of it
Not sure

No



3.

9.

10.

11,

12.
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Do you know the runctions of the Health Centre?

Yes -1 S
No -2 6
Do you know what the Decentralisation Act 1980 is
all about?

Yes
No

[}
[ S g
~i

Do you have any say on health matters in your beighbourhood?
Yes

-1 -
No -2 8

Do you know the new set~up in the District Council
Administration?

1
[
o

Yes
No

CIVIC MEETINGS

Does your length of stay affect your participation in
community matters?

Yes -1
No - 10

How often are there community/civic meetings in your area?

Never -1

Once every month -2 11
Twice per year ~3

Three times per year -4

Over three times per year - 5

Once per year - 6

How often do you attend these meetings?

Never -1 '
Rarely - Z 12
Sometimes -3

Very often , - 4

Always -5



13.

14,

15.

16.

17.

18.

19.
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Do experts in health matters from District Council
come to talk to you about good health?

Never -1
Rarely -2 13
Sometimes -3
Very often -4
Always -5
AGENDA
Do you discuss health issues with Council workers/
Couucillors/people?
Alvays -1 o
Rarely -2 14
Never -3
Do you make recommendations to your District Council
about health services needed in your areal?
Yes -1
No - 15
Do such recommendations receive the Council's action?
Sometimes -1
Always -2 16
Not at all -3
Don't know -4

Are you consulted before health programmes are implemented
in your area?

Yes
No

]
(XN

17

Do health services programmes in your are meet haalth needs
of the areal

Yes -1

No - é 18

DECISION MAKING

When health services are introduced in your ares/ward are
they explained to you in advanced?
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Souetimes -1
Some of them -2 19
Not all -3 e

20. Has there been any marked change in the Council's response
to your request for health services since the introduction
of Decentralization?

Yes * -1
No - 2 20
Somewhat -3

21.  Are Council workers now responsive to your needs and

suggeations?
Yes -1
No -2 21

22, Do you participate fully and effectively in decision-making
regarding the following:

(1)  Plamuing and Implementation of Health

Yes -1 —_—
No -2 i
(11) Management of Public Healith Hatters
Yes -1
No -2 i1
(141) Design and Implementation of Health Projects
Yes -1
No -2 114

(iv) Development, setting and maintenance of Health
Centres and other Health Facilities in the area.

Yes -1

No -2 iv

23.  Who do you think chould be responsible for Vealth Services
in your area?

The government
The District Council -
The people -
All the above -

B T N SR

23

s ettt
o owr—



24,

2B.

28.

26,
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PERFOKNMANCE :

Has the Health Situation of the people changed since the
introduction of Decentralization?

Yes for the better -1
Yes for the worat -2 24
Not at all -3
Don't know
what hus been the effect of Decentralization on Health
Service Delivery in your area?
Improved health conditions
(1) Yes -1
Ko -2 i
(11) Improved health awareness
Yes -1
No -2 i1
(1i1)  Greater Efficiency ~ 1
Yes -1
No -2 114
How would you rate the level of people involvement in
Health Affairse in your area?
High -1
Average -2 26
Low -3
Poor -4
What are the problems hindering people's participation
in Healith Services?
Unwillingness of people to participate - 2
Vagueness of Participatory Democracy -2 27
irrelevance of the Participetion Scheme ~ 3
Negative Management Attitude -4
All the above -5

Do you think, the Social Secretary's department is working

Yes / -1
Xo - 28
Jdon't know -3

|



9.

30.

31.

32,

33.
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Do you think, the Social Secretary's Department is
working well?

Yes -1

No -2 29

Don't know -3

If No why? O..l.....!...ll‘ll..l‘..l‘.li..'il...
Which Social Service Unit do you think is most
effective?

Health -1

Education -2 30

Community Daevelopwent - 3

Housing -4

None of them -3
How do you feel about the new decentralised structure?

Very satisfactory -1

Satisfactory -2 31

Very disappointing -3

Disappointing -4

Don't know -5
”‘ly? .'00.0'0.l..ll.I'l..."....."l.l......"ll.l.

O.l.'..'.'.....'.'C......l'....l.l.l..'l"l".

COMMUNICATION

Are you informed about important social/civil issues by
the Council?

Always -1 —
Sometimes -2
Never -3 e

Are you informed of any major decisione taken by the
District Council?

Always -1
Sometimes -2
Never -3



34,

35.

36.

37.

38.

39.
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Are you aware of your right to participate in Civic
Matters?

Yes -1
No - 2 34
RELATLONSHIPS
Are there conflicts between the people and the Council
Staff?
Yes -1
No - 35
m‘y? l.l.l...‘.l.l.‘.l‘..l....'.........OOQ..
Should people monitor the activities of the Council?
Yes -1 e
No -2 36
ATTITUDE
Would you like the Ward Chairman to be the sole
reprecentative of the people in the District Council?
Yes -1 —_—
No - 2 37
Not sure -3
%y? ..Q.....l.....'."’...'I.....l..l..’....
.0...00.0000000..0..0000..0.00-.00«0-.00
Who should run the Social Services?
Central Government -1
Local Government -2 38
Voluntary/Private Groups -3 :
All the above - 4
The people themselves -5
What form of people's participation would you favour?
Information/feedback -1
Consultation -2 39
Joint planning -3
Delegated Authority -4



40,

41,

42,

43.

4b,

-~ 136 -

Is the Council encouraging the concept of 'Power to the
Paople?

Yeu -1
No -2 40
If Yes How? M A R
If No WhY? A I O I Y R N S
Do you think the residents in general are sutficiently
involvad in decision making regarding Civic Matters?
Yes -1
No -2 41
Don't know -3
How should your District Council be managed?
The D.E.S, himself should manage -1
The D.E.S. and other secretaries 42
8should manage -2
The Secretariat should consult with
the people but people should not -3
have power to make decisions
The people should participate in
managing the Council
What do you understand by ‘power to the people?
The people share in power only -1
The people share in power and 43
authority -2
The representative democracy -3
People make all decisions - 4
Never heard of the slogan -5

What changes would you recommend in the area of health
delivery?

‘l...O....‘.’.'..O...'"....".'I.‘.l...."'..lll.
..'CC‘.CI...Q...‘..00.‘......""‘.......I....l.l.
..|.l0'.00.....l.....’."....‘.’..’.....'.I.'.ll..

."..........‘....'....'.'.'.'....‘...IQI..‘....I.
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