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in district health planning in Uganda:
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ABSTRACT

Objective This study aimed to explore the challenges and
opportunities in engaging health development partners

in planning healthcare services at a sub-national level in
Uganda.

Design An exploratory qualitative study involving selected
health development partner organisations and district local
governments.

Setting A study was conducted in Northern Uganda,
specifically in 12 districts that comprise the Lango and
Acholi sub-regions. The study area has many health
development partners compared with the other regions in
the country.

Participants A total of 18 participants were enrolled in
the study. To be considered for inclusion, a participant

had to be working for a district local government in
Northern Uganda and involved in planning health services
or working for a development partner supporting health
services in the region. Most of the participants were men
aged between 41 and 50 years.

Outcome measures Factors that affect the involvement
of health development partners in planning health services
at sub-national levels and opportunities that can facilitate
involvement.

Results The findings show that health development partners
serve as a source of information and data, guide the planning
and supervision of services, conduct community mobilisation
and support infrastructure development. However, differing
planning cycles, corruption, power dynamics and budget
constraints affect their participation in district health
planning. Continuous engagement, even outside budget
periods, with respect to the terms agreed upon in the
memoranda of understanding (MOU), equitable treatment of
all partners and transparency from all parties emerged as
opportunities to improve involvement.

Conclusion The involvement and importance of health
development partners in planning district-level health
services cannot be overstated. Therefore, addressing the
challenges that hinder joint planning through a focus on
open communication, mutual respect and adherence to the
terms of the MOU can improve working relationships.

INTRODUCTION
The decentralisation of the health sector has
been identified as a key factor in delivering
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= Recruitment of participants from 12 districts in
Northern Uganda, a region with a considerable con-
centration of health development partners (HDPs),
enabled tapping into diverse voices, resulting in a
representative dataset.

= Collecting data from HDPs and district health man-
agement teams enabled triangulation, resulting in a
broad range of perspectives and reduced bias.

= However, relying solely on qualitative data may have
limitations like strategic disclosure.

better health services in developing econo-
mies.' In decentralised systems, giving respon-
sibility to districts to plan health services can
bring healthcare decision-making closer to
communities and foster greater openness to
community priorities.” Over the past three
decades, several governments, particularly
in Africa, have adopted decentralised health
systems, where districts are granted the
authority and mandate to plan and allocate
resources for health service provision within
their respective regions of operation.1 Since
decentralisation extends services to most of
the population, itis sensitive to the contextual
needs of various communities and promotes
equity in healthcare.” In Uganda, planning
for health services at the district level is
primarily the responsibility of district health
managers, with support from the Ministry
of Health and health development partners
(HDPs).* The implementation of decentrali-
sation in Uganda has attracted several HDPs
supporting different districts' health services
based on specific areas of interest.” Some of
the HDPs are international organisations,
such as Plan International and Marie Stopes,
while others are domestic, including The
Aids Support Organisation and Reproduc-
tive Health Uganda. A few are religion-based
organisations, like the Uganda Protestant
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Medical Bureau. However, despite wide-scale decentrali-
sation of health services in low-resource settings and an
increase in the number of support partners, planning
and delivery of quality health services in several areas
remains a challenge” and has been described as ad-hoc
and seldom evidence-based,6 partly due to the lack of
tools to aid priority setting and decision-making,78 limited
capacity to carry out evidence-based planning among the
district health management teams (DHMTs) and the
inconsistency in the involvement of HDPs in the planning
process.’

Collaboration  between government and non-
government actors has been suggested to improve service
delivery and to extend services to areas where they would
be hard to alccess,9 but the effectiveness of such collabo-
rations demands a partnership approach built on mutual
planning and commitment from all actors involved."
Support from HDPs is a vital source of funding for health
service provision in low-resource settings,'' but aligning
the priorities of the HDPs and the district health teams
in charge of planning health service delivery remains a
challenge.3 In studies conducted in Tanzania, factors
such as differences in planning cycles between partners
and government, lack of transparency and uncertainty
of funding from mother donors (organisations like U.S.
Agency for International Development that fund some
HDPs) were identified as key challenges to a collabora-
tive planning process between HDPs and district health
teams.

In Uganda, several studies have documented the
challenges and barriers to health service delivery in
the country.” '* ' Limited attention has been paid to
exploring the intricacies of the relationships and
engagement between HDPs and district health planning
teams, along with the challenges and opportunities for
joint planning to improve health service delivery. Since
the delivery of health services involves multiple actors,
identifying barriers to successful engagement and
opportunities to enhance participation in district health
planning can help strengthen the working relationships
among partners, eliminate duplication of services and
wastage of resources and result in better use of the
few available resources.” Effective delivery of health
services at the sub-national level requires evidence-
based planning, but many district health managers lack
the skills to do this independently and need support
from expert partners." Therefore, close collaboration
between district health teams and support partners is
essential to improve service planning and delivery.*
This study aimed to engage key stakeholders in district
health planning to identify challenges to collaborative
engagement and planning and to identify opportunities
that can enhance the involvement of HDPs in the plan-
ning of health services at the sub-national level, thereby
improving service delivery.

METHODS

Study settings

This was an exploratory qualitative study conducted in
the northern region of Uganda. The region comprises
the Lango sub-region, with nine districts, and the Acholi
sub-region, with eight districts, totalling 17 districts. We
randomly selected 12 districts for participation, with
seven from the Lango sub-region and five from the
Acholi sub-region. In the Lango sub-region, the selected
districts included Alebtong, Dokolo, Otuke, Lira, Kole,
Oyam and Apac. In the Acholi sub-region, the selected
districts included Gulu, Kitgum, Amuru, Agago and
Nwoya. Northern Uganda was an ideal setting for the
study because the region has many HDPs supporting the
health system in response to the wreckage caused by civil
conflicts that lasted over a decade in the area."*

Participants

We targeted n=24 participants from the 12 districts for
interviews. We contacted each district to share a list of
HDPs with a history of participating in district health plan-
ning for potential interviews. However, since the names
suggested were almost the same across the districts, we
aimed for a varied sample of 12 representatives. After
recruiting HDPs, we contacted districts to arrange an
interview with a representative from the DHMT. 18 partic-
ipants out of the 24 agreed to participate. The six partic-
ipants who declined participation cited lack of time as
the main reason. However, a sample between 9 and 50
is considered sufficient to reach saturation in an explor-
atory study."” Thus, we were still within the recommended
range of interviews for an exploratory study and were
confident that we had sampled HDPs and DHMTs appro-
priately and captured a representative dataset. Recruit-
ment started on 2 February 2023 and ended on 1 March
2023. Participants were contacted either face-to-face or by
phone using telephone contacts provided at the district
level. The criteria for inclusion were working for a district
local government in the study region or for an HDP,
being involved in the planning or delivery of healthcare
services, being 18 years of age or above, and being willing
to provide written informed consent.

Data collection, management and analysis

Data were collected through one-on-one, in-depth inter-
views conducted with the participants. The interviews
were conducted by two female members of the research
team, EBN and RFM, who hold master’s degrees in public
health and are career researchers. The interviews, which
lasted between 40 and 50 min, were guided by a semi-
structured interview guide developed by the research
team and piloted with a DHMT in Eastern Uganda.
Sample questions in the interview guide include “Does
your organisation get involved in planning health services at
the district level? If yes, how do you participate? Are all HDPs
in your area of operation involved in district health planning?
If not, why? What are the considerations of having a health
development partner involved in district health planning?
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What needs to be done to have all pariners involved in plan-
ning health services at the district level?”(online supplemental
text SI). Interviews were conducted in English and were
audio recorded. Participants’ consent was obtained
before recording. All 18 interview recordings were tran-
scribed verbatim by two research assistants at a master’s
degree level. The lead researcher, KM, who holds a PhD
in health sciences, sampled the transcripts, listened to the
accompanying audio recordings and reviewed field notes
to ensure accuracy and consistency. Participants also read
through their transcripts to ensure there was no misrep-
resentation. Once the transcripts were tested for accu-
racy, data analysis began.

Two research team members, KM and GCR, inductively
analysed the data in six steps. First, they read through
all the transcripts to familiarise themselves with the data
and identity relevant demographic information. In step
2, the analysts selected two transcripts, which they inde-
pendently open-coded to generate initial codes. In step 3,
the analysts reviewed and discussed the emerging codes,
defined and agreed on the code definitions and devel-
oped a set of final codes to be used for the final analysis.
In step 4, the analysts developed an analysis framework,
which was then applied to the remaining transcripts. In
the next step, the analysts used ATLAS.ti, version 23, to
analyse the remaining transcripts. The analysts, however,
remained open to including other codes that emerged
as the analysis proceeded. Given that new information
was still being revealed by the 16" transcripts, we opted
to analyse all 18 transcripts. In the final step, once the
analysis was completed, the interpretation of the results
commenced.

Trustworthiness of data

We employed several techniques to ensure the validity
and reliability of the study results. First, the develop-
ment of the data collection tool, specifically the inter-
view guide, was supervised by an expert in qualitative
research. Second, the study team kept close contact with
the participants after transcribing. Participants had a
chance to review their transcripts to ensure there was no
misrepresentation. Furthermore, to enhance the cred-
ibility of the results, the data collection team attended
two training sessions on interviewing participants before
deployment. This level of preparation ensured that every
team member was sufficiently competent to collect high-
quality data. Relatedly, we also held daily debriefs after
data collection to discuss the process and share expe-
riences. Furthermore, to ensure that our findings can
be replicated, we developed a detailed codebook that
guided the analysis and is available on request. Finally, to
enhance the transferability of the study results, we worked
within the recommended range in which saturation can
be achieved and believe our results to be generalisable to
other settings.

Patient and public involvement
The study did not involve patients, but the public was at
the centre stage. We worked closely with the participants

to incorporate their feedback into the research proposal.
As a requirement by the Uganda National Council of
Science and Technology, we obtained administrative
approval from potential participating organisations
before data collection. We designed a summary proposal,
which we shared with all 12 participating districts, and
they provided their input before granting approval
letters. Furthermore, we piloted the interview guide in a
nearby district involving both DHMTs and selected HDPs,
and the feedback guided the refinement of the tool. Our
initial plan was to collect data through focus group discus-
sions, but stakeholders preferred interviews because they
believed this approach would elicit deep-seated opinions,
and this is what we ultimately settled on. Furthermore,
the districts guided us on the HDPs to approach for
participation, as identified in their database, who had a
history of involvement in district health planning. Finally,
we agreed with all participants to hold a joint dissemina-
tion workshop where they could hear the results.

FINDINGS
Characteristics of the participants
The age ranged from 30 to 54 years old, with a median of
41.5 (SD = 7.10); 10 individuals were identified as males
and eight as females based on the sex assigned at birth. 11
participants were working with HDPs, whereas seven were
working for local district governments. The majority held
a bachelor’s degree as their highest level of education
(n=12). Participant characteristics are shown in table 1.
From the data analysis, three themes emerged: forms
of involvement, challenges to participation and chances
for improving involvement. The study findings are
reported in accordance with the Consolidated Criteria

Table 1 Sociodemographic characteristics of the
participants

Demographic characteristic N %
Sex
Female 8 44
Male 10 56
Age (years)
30-40 7 39
41-50 8 44
>51 3 17
Highest educational level
Bachelor’s degree 12 67
Master’s degree 6 33
Organisation
HDP 11 61
DHMT 7 39

DHMT, district health management team; HDP, health development
partner.
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Table 2 Themes and codes identified from the analysis

Theme Code
Forms of Information and data support
involvement

Human resources support

Monitoring and supervision of services
Infrastructure development

Planning health services

Financial and technical support
Specialised healthcare

Community mobilisation

Challenges to
participation

Coordination and cooperation
Poor planning

Differing interests

Lack of transparency
Planning cycles

Budget constraints

Power plays

Corruption

Chances for
improving
involvement

Regular engagement

Proper coordination

Communication

Realistic expectations

Mutual respect

Sticking to the memorandum of understanding
Equitable treatment of partners

Transparency

for Reporting Qualitative Research, organised under
three themes, as shown in table 2.

Forms of involvement

The study findings indicate that HDPs and DHMTs
collaborate in various ways to support health services in
the districts. The most notable forms of involvement are
outlined below.

Information and data support

Participants indicated that HDPs constitute a significant
source of information, which is used as a basis for making
decisions at the district level. Given their level of oper-
ation, HDPs have the capacity and ability to collect day-
to-day data in real time and often share these data with
the district, as illustrated in the quote below:

...we share information about the family planning
status of the district because every single day we get
information first-hand of what is going on with family
planning needs, and the unmet needs... (Participant

#1, HDP)

We have been very close to them, and we have also
been supporting each other in the bio-statistical work,
and that is the management of the health sector data
(Participant #2, DHMT)

Through information sharing, the HDPs and DHMTs
discuss pressing issues such as challenges experienced,
where there is a need for more support, and map out
areas where services are most needed, as stated below:

...if some sub-county wants something to be done for
them either under health or under education or any
department, they bring it out, and people discuss it
in that meeting to ensure that if partners are willing,
they can help us... (Participant #8, DHMT)

Human resource support

Findings show that HDPs boost the human resource
capacity of some healthcare centres in districts where they
operate. This happens when HDPs deploy their staff to fill
the capacity gaps left behind by the districts due to struc-
tural challenges or budget constraints:

We also have key cadres at those facilities that the proj-
ect has recruited and employed. You know that the
government does not have counsellors in their struc-
tures, yet implementing comprehensive chronic care
of HIV needs a lot of psychosocial care (Participant
#6, HDP)

Relatedly, participants indicated that in areas where
HDPs cannot deploy their staff, they train and empower
healthcare workers who are hired by the district. With
this arrangement, the competence of healthcare workers
is enhanced, which helps with the delivery of quality
services, as shown below:

...we provide mentorship to health workers, but we
first review the data to see where there are gaps, so we
mentor them. Some of them could be trained in the
use of some of the tools (Participant #13, HDP)

They also provide capacity to district staff through
training to ensure that they provide quality service
and ensure that there is effectiveness of service
delivery (Participant #3, DHMT)

Monitoring and supervision of service provision

The involvement of HDPs and DHMTs further enhances
the integration of monitoring and supervision of health
service delivery across districts. The joint monitoring is
a commitment to ensuring the provision of high-quality
healthcare services in all the district health facilities, as
evidenced below:

They keep moving down to check on the activities
done in the district or health facilities and even hav-
ing community Barraza (meetings) where they ask
the community to tell them how they are receiving
service (Participant #11, DHMT)

Infrastructure development

Participants further indicated that some HDPs extend
infrastructure support to districts through the construc-
tion of wards, laboratories and other facilities. The facil-
ities are intended to cover the infrastructural gap that is
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found in most health facilities, as reported in the quote
below:

Like here, they built for us a state-of-the-art labora-
tory. The EU, sometime back around 2011 to 2013,
built for us a maternity ward, also ENABEL, is help-
ing us to construct some of the health infrastructure
(Participant #2)

On top of infrastructure support, some HDPs also
provide materials and health products that are used in
the district facilities, as indicated below:

Commodities like family planning commodities and
other health products have been supplied by Marie
Stopes and Reproductive Health Uganda directly to
the health facilities (Participant #2)

Planning for health service delivery

Furthermore, some participants identified involvement in
planning health service delivery as a key area of engage-
ment. This is done either through HDPs sharing their
micro plans with the district or sitting in the district plan-
ning meetings, as indicated in the quotes below:

We also have forums where we have to submit our
plans to the district so that they can be captured (yes
sir) in the district plans (yes sir), but as an organisa-
tion, we have to plan for the activities we need to im-
plement, summarise everything and then share with
the district to consolidate those plans in the district
plan (Participant #9, HDP).

We have a meeting that is held annually, and we
usually call all partners to come and engage with the
district in planning (Participant #3)

Financial and technical support

Similarly, participants noted that HDPs, either directly
or indirectly, provide financial support to districts. The
funds can either cover the wages of some staff or be used
to fund specific projects. In addition to financing, HDPs
also provide technical support through consultancy in
their areas of specialisation.

As a district, we appreciate funds for wages for em-
ployed staff, doctors, nurses and laboratory techni-
cians, etc. Second, we appreciate [the funds] spent
on drugs and support in several projects (Participant
#3)

They facilitate our staff in the district by giving money,
logistics like chemicals and protective gears and facil-
itating fuel for transportation. They also assign a
consultant to work with us and support us through
processes (Participant #2)

Specialised Healthcare support

Some HDPs are involved in providing specialised health-
care in the districts. This can span several areas, such as
reproductive health, HIV/AIDS care and mental health,
as typified in the quotes below:

We are involved in the provision of these sexual and
reproductive health services directly to the people
and then also through the private health workers and
government health workers (Participant #1)

Community mobilization

Finally, the HDPs and DHMTs collaborate to conduct
community mobilisation for health services. Community
engagement takes on different aspects of community
life, including economic empowerment and skilling of
youth in the community to enhance holistic healthcare,
as exemplified below:

We offer sensitisation because we, as an organisation,
always mobilise people, carry out sensitisation, and
then we integrate it with the health services on behalf
of the district (Participant #9)

PACE supports mentorship and skilling of young
girls, and it has provided hands-on training in terms
of tailoring services by targeting schoolgirls (Partici-
pant #8, HDP)

Challenges to participation in planning

The second theme emerged from the data related to
challenges affecting the involvement of HDPs in district
health planning and collaborative working with the
DHMTs. The challenges identified ranged from diftering
planning cycles to budgets and coordination.

Coordination and cooperation

Participants noted that while the DHMTs and HDPs want
to be seen as one team, sometimes they act on their own
without notifying the others, which can result in dupli-
cation of activities or wastage, as indicated in the quote
below:

They may do a baseline study of one or two sub-
counties and assume that that’s the real picture and
use them to generalise the whole district, yet if we
participated together, we could tell them case by case
(Participant #3)

Sometimes they pick the health workers without the
in charge knowing and go with them and do mentor-
ship in other districts, leaving a gap in service delivery
in the lower health facility, and those are the things
that we think should be corrected if we are to work
together (Participant #10, DHMT)

Poor planning

Relatedly, participants observed that poor planning of
operations hinders the ability to work together in deliv-
ering health services. This was mainly observed in HDPs
who failed to align their work and plans with district time-
lines, ultimately rushing to complete everything at short
notice, thereby creating unnecessary urgency for district
leaders. Similarly, the failure of HDPs to share opera-
tional reports with the district at times also affects involve-
ment. Improper planning causes delays and impromptu
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responses, frustrating each party involved, as shared
below:

You come today, and tomorrow you want to have a
meeting, then you rush us around that this meeting
is going to be for half a day or 30 min. You put lead-
ers under pressure, yet we have time frames and oth-
er engagements, and they don’t ask us. We need to
share vital reports in advance (Participant #3)

Differing interests

Participants often noted that the primary source of fric-
tion between HDPs and DHMTs is their differing inter-
ests. While HDPs have funders to report to who define the
areas of specialisation, they find themselves in a compro-
mised situation when the district wants to engage them
in activities that fall outside their scope and interests, as
indicated in the accompanying quotes:

The partners aren't left out; they're the ones that opt
out because they feel like some of their interests ar-
en't going to be covered to help them achieve what
they want (Participant #17, DHMT)

There are other partners who may wish or who may
have the will to work with us, but may be due to their
level of operation, or interest, sometimes they don’t
engage (Participant #2)

Lack of transparency

Participants agreed that both parties struggle to work
together due to their unwillingness to disclose financial
information. The fear mainly came from the DHMTs,
who accused the HDPs of intentionally hiding important
information from them, which makes joint planning diffi-
cult, as typified in the quotes below:

Others fear to expose their financial strength or fi-
nancial sources or ability, so they end up hiding infor-
mation and not turning up (Participant #3)

They don’t disclose, yet that is what we ask them,
and we require that they share their work plans not
necessarily because we have interest but also for us to
understand that this organisation is supporting this
area (Participant #17, DHMT)

Planning cycles

Furthermore, participants indicated that the government
financial year is different from funders' planning cycles;
thus, by the time the DHMTs bring the matter on board,
the HDPs would have completed their annual plans, as
shown in the quotes below:

As much as we want, the planning periods of our part-
ners don’t tally with that of the government; that’s
the main reason. You may find that for them, they
end in March, and for us, we end in July, so already
there is a mismatch (Participant #3)

Right now, you find that first, these people have
two different planning years. Most of the partners,

especially USAID, fund their planning years (finan-
cial years), which start in October or September,
whereas the government of Uganda’s fiscal year runs
from June to July. In most cases, the parallel planning
periods, cycles and activities cause issues (Participant
#16, HDP)

Budget constraints

HDPs operate on tight budget lines, which are strictly
monitored; therefore, they often do not reserve funds to
accommodate district demands, yet the districts remain
expectant. Most HDPs do not participate in district health
planning because they feel like they have exhausted their
budgets and do not see anything to contribute during
such deliberations. In contrast, others think they are
under donor restrictions to keep finance-related informa-
tion private, as shown in the quotes below:

Some of the partners are not very active in the dis-
trict, and maybe when called on, they don’t show up
because they are usually overstretched, and when
called on, they don’t have enough resources to do ex-
tra work (Participant #1)

We have donor restrictions, restrictions of financial
information to share and budget, so you cannot
participate in the district planning process with these
restrictions (Participant #9, HDP)

Power dynamics

Similarly, participants noted that an element of power
imbalance affects collaboration and participation. The
district leaders intimated that because HDPs have consid-
erable financial strength, they feel obliged to assert supe-
riority and influence in the direction of district affairs.
They further indicated that sometimes they do not even
listen to the guidance of the DHMTs since they are dealing
with higher authorities in government, as indicated in the
quotes below:

When they come here, they want to dominate. District
health-led programming means that when the part-
ners come into the district, they are not going to be
leaders, but the district will lead and point to them
that this is the area that we need your input, that
these are the gaps (Participant #15, DHMT)

Most of these partners come directly from the head-
quarters, the contract and whatever is done at the
higher level, and for us, we only receive the MOU
they have come with, but there is not any other nego-
tiation there; even if we give our submission, it’s hard
for them to change (Participant #11, DHMT)

Corruption

Finally, participants agreed that corruption is another
factor that hinders collaboration between the DHMTs
and HDPs. Corruption is largely cited from the side of
the district and often drives HDPs away, as shown in the
quotes below:
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If, for example, there is going to be a meeting and I
ask you what you are going to give me, will you come
back to me again? So the HDPs end up withdrawing
because they may not have money to pay CAO, DHO,
DPC, Chairman LCIV, etc. (Participant #3)

District officials are too expectant, and they believe
that any organisation that comes and reports to them
must have money. The district also wants their share
(Participant #9, HDP)

Chances for improving involvement

Finally, participants shared insights that they believe can
improve the relationship between the HDPs and DHMTs.
The insights ranged from continued engagements to
transparency, communication and mutual respect.

Regular engagement

Most of the study participants agreed that if the DHMTs
can engage HDPs throughout the year and not only wait
for the planning period, the relationship will also be
strengthened and working together will become easier:

They need to involve us in everything from inception,
not just inviting us because it’s budget time, and they
expect support (Participant #13, HDP)

Constant involvement in the work; then, we move
together as a unit. You don’t move alone as a district;
then you come back to the HDPs (Participant #1)

Proper coordination

Relatedly, coordination needs to be streamlined. Partici-
pants shared that the DHMTs need to be intentional about
how they interact with the HDPs, and where possible, a
focal person responsible for coordinating HDPs should
be assigned, as shown in the accompanying quotes:

They need to have a coordination focal person for
each of the partners at the district; someone should
be in charge of coordinating the partners’ activities,
other than the DHO himself or herself (Participant
#16, HDP)

Districts should ensure that they have regular coordi-
nation meetings that'll be able to tap progress of the
work the partners are doing (Participant #13, HDP)

Communication

Similarly, the role of communication in strengthening
the relationship between HDPs and DHMTs was empha-
sised. Timely and adequate communication was deemed
necessary, and everyone should be involved, as exempli-
fied below:

I think sometimes communication does not go well;
yes, a communication gap that needs to be addressed
(Participant #18, HDP)

We need to inform them that we need to plan things
together to avoid the confusion of implementation;
we are doing the same things that they are also doing,

and we are picking the same data that they are also
collecting (Participant #11, DHMT)

Realistic expectations

Furthermore, the need for the DHMTs to have realistic
expectations about HDPs was identified as necessary.
Since expectations drive the relationship, the DHMTs
should be a little more realistic and only ask HDPs to get
involved in matters that align with their scope of opera-
tions, as shared in the quotes below:

The district would sometimes want you to do a lot
more, which is out of what you have agreed on
with the donor. This gets the relationship strained
(Participant #1)

So sometimes they ask a partner to do everything
like integration of all things (you know) and which
is not possible, hence getting in the “bad books” of
the district. They will want you to do this, finance that
and yet you are unable to (Participant #16)

Mutual respect
The aspect of respect was also emphasised by the partic-
ipants. This was deemed necessary, especially in areas
of communication and conduct, as emphasised in the
quotes below:

They say we are slow in almost everything; for them,
they are very tough on timelines and deadlines, and
the local government system is very bureaucratic, so
that is how we are not matching, no need for insults
(Participant #11)

When you invite them, they usually come towards
the end to sign for their transport refund, and they
assume to be too busy. When you want to meet them

in their offices, they are not even there (Participant
#9)

Equitable treatment of partners

Participants noted unfairness in the ways HDPs are treated
and suggested that treating all partners equally regardless
of their financial strength and contribution will result in
meaningful engagements, as shared below:

Sometimes the district favours certain NGOs, basical-
ly because of what they can give the district and leave
out the vital ones that may not be giving so much to
the district in terms of finances, but when in terms
of actual service delivery, they are doing so much
(Participant #1)

Sticking to the memoranda of understanding

Related to respect, the idea of keeping to the promises
that were signed in the form of memoranda of under-
standing (MOU) was identified as necessary in improving
the working relationship between partners and the
district:

The district itself should respect the scope of work
of the NGOs and stick to what was signed for in the
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memorandum with the district and not expecting
much more (Participant #7, HDP)

The district also has to recognise that most of these
implementing partners are donor funded, so their
scope of work is very well defined and should be
respected (Participant #1)

Transparency

Finally, addressing the challenge of lack of transparency
from both ends was suggested as a good move towards
improving the working relationship. The district needs to
properly account for all the support received from the
partners, while the HDPs also have a responsibility for
disclosing their source of funding and sharing budgets, as
typified in the quotes below:

Many of our NGOs don’t want to be transparent; they
don’t want to come clean during the planning pro-
cess, but you find them in the field, and sometimes,
it attracts some reprimand. We need to work this out
(Participant #15, DHMT)

We always ask if the district has a reputable experi-
ence in handling partner resources. Can they be
trusted? Do they have a history of swindling partner
resources? So all those factors are important (Partic-
ipant #13).

DISCUSSION

The purpose of this study was to understand the chal-
lenges to involvement and the opportunities to improve
the engagement of HDPs in district health planning
in Northern Uganda. The study’s findings aim to drive
discussions on collaborative partnerships between
DHMTs and HDPs as a means of improving the delivery
of healthcare services in a decentralised system of opera-
tion, where health service planning occurs at the district
level.

The study revealed that HDPs play a crucial role in
delivering healthcare services, and their involvement in
district health planning is essential, as they are engaged in
activities ranging from data collection to monitoring the
provision of specialised healthcare, infrastructure devel-
opment and planning, and the delivery of healthcare
services. HDPs cover areas that the government may not
fund due to budget constraints and competing demands.
Thus, attempts to streamline the intricate relationship
between DHMTs and HDPs serve the public interest.

Beyond identifying areas of participation, challenges
to the involvement of HDPs in planning healthcare
services at a sub-national level were identified. Factors
such as corruption, differences in planning cycles,
differing interests, a lack of transparency and power
dynamics were highlighted. These challenges were
identified as sources of misunderstandings between the
DHMTs and HDPs that can affect collaborative planning.
Several studies conducted in Uganda have documented
challenges to the provision of health services in the

country.” ' 7 Solutions to some of the challenges were
identified, including regular engagement between both
parties, fostering mutual respect, setting realistic expecta-
tions and adhering to the provisions of the MOU signed
between the parties. To the best of our knowledge, this is
the first study to explore the perspectives of both DHMTs
and HDPs regarding the challenges to collaborative plan-
ning for health services and opportunities for strength-
ening collaboration.

Issues of financial mismanagement and a lack of
transparency have long impacted the delivery of health
services in developing economies, often deterring well-
intentioned development partners and compromising
service delivery. The evidence from the study highlighted
financial management, including differing funding
priorities, transparency and corruption as key barriers
to joint planning and collaborative engagement between
the HDPs and DHMTs. The current findings align with
a related study conducted in Tanzania, which identified
resource mismanagement, differing planning cycles and
misalignment between recipient needs and the partner’s
priorities as some of the reasons for the low engagement
of HDPs in healthcare planning.”

Relatedly, coordinating partner activities while inte-
grating district priorities seemed to be a point of depar-
ture when attempting to conduct integrated planning.
Unfortunately, the lack of clear direction limits the ability
to address the most pressing community needs. This
study’s findings are supported by the literature, which
indicates that poor coordination and selective interests
between HDPs and district leadership disrupt the delivery
of services, deny the target community the needed bene-
fits and encourage the duplication of services, resulting
in wastage.'" Any form of collaboration that drives service
delivery thrives on proper coordination. Thus, efforts
to streamline coordination must take centre stage in
any partnership. Designing a function allocation chart
is one approach that has frequently been mentioned in
the literature as a tool for mapping collaborations and
activities."® This chart is a visual representation of all
activities available in the district. On consultation and
continuous engagement with the HDPs, the DHMTs
can allocate activities on the chart to the HDPs, and the
parties retain responsibility for monitoring the chart
throughout the operational cycle. This approach can
help streamline inconsistencies that arise from back-and-
forth communication.

Another significant challenge that makes joint plan-
ning difficult, as identified by the study, is the difference
in the planning cycles. District local governments follow
the government financial year, which ends in June and
starts in July. In contrast, most HDPs run cycles that
either end in March or September, and these cycles are
determined by the parent funder, making adjustments
difficult. Thus, collaborative planning will require
innovative participation, which is cognisant of this
reality. Since aligning the planning period is not within
the control of stakeholders, using internet-powered

8
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platforms or systems that facilitate access to informa-
tion from both sides can enhance planning outcomes.
Several participants highlighted the lack of timely
information as a significant obstacle to the planning
process. Working with an information support system
that is jointly updated and accessed can help address
this problem. In a related study conducted in Tanzania,
using web-based aids in planning was appraised as a solu-
tion that accelerated knowledge sharing in planning
sub-national healthcare.”

Future initiatives that prioritise flexibility as a means
of creating an enabling environment for collaborative
engagement, while respecting operating realities, are also
encouraged.' The study findings, however, do not align
with the literature, which indicates that in some regions
of the world, the planning of health services can occur
smoothly even when collaborating partners have differing
planning cycles. The authors suggest that the DHMTs
need to develop competencies to manage and integrate
the differing planning cycles into the broader district
health planning.”” Nevertheless, each context is unique,
and what works in one region may not necessarily work
in another.

The findings suggest that to improve collaborative plan-
ning, mutual respect between the HDPs and district health
teams is necessary. Respect encompasses a commitment
to the interests outlined in the MOU, being accountable
for both resources and time, communicating properly
and listening to one another. The DHMTs are responsible
for guiding operations in the district as representatives of
the government in a decentralised system. At the same
time, the HDPs bring in resources and expertise to fund
areas where the government is falling short or comple-
ment available care services. While this relationship may
appear straightforward and suggest balanced power rela-
tions, the findings revealed that aspects of disrespect
often emerge. First, the DHMTS occasionally exceed their
powers and attempt to force HDPs to operate outside the
scope of the MOUs signed. The HDPs also use their finan-
cial strength and try to dictate the direction of operations
at the district level.

Collaborations thrive on mutual respect; thus, if district
health planning is to be improved, both parties involved
should be intentional and committed to respecting one
another. One intervention that can improve commu-
nication and respect is organising stakeholder forums
where accusations and blame can be openly discussed
and misunderstandings can be resolved. From the find-
ings, it was evident that DMHTs and HDPs were not
meeting often until the planning cycle was due. In a
Tanzanian study, stakeholder forums enhanced collabo-
ration between development partners and local district
governments and were viewed as avenues for resolving
differences.” The study findings are further supported
by a systematic review of the literature, which identified
mutual respect and continued dialogue as opportunities
for improving collaborations between government and
non-government actors in planning health services.’

Strengths and limitations of the study

A key strength of this study is its generalisability. Recruit-
ment of participants from 12 districts in Northern
Uganda, in a region with a considerable concentration
of HDPs, allowed us to tap into varied voices and capture
the unique experiences of different DHMTs, resulting
in a broad range of perspectives and a representative
dataset. Thus, the study’s findings can be applied beyond
the study area. Second, collecting data from both sets
of stakeholders (HDPs and DHMTs) resulted in more
balanced findings. Studies that focus on a single group
of stakeholders often yield results that are biased. There-
fore, being able to triangulate enhances the credibility
and validity of our findings.

Notwithstanding these strengths, this study had limita-
tions. Foremost, being a qualitative study that relied on
the subjective experiences of people interviewed, it was
susceptible to response bias. Participants could have
shared information that gave a positive image of the sides
they represented or shifted blame. Nevertheless, given
that both sets of stakeholders were involved, we assume
we made a balanced representation. Relatedly, although
we aimed to have equal representation from both sets of
participants, in the end, more HDPs were interviewed
compared with DHMTs, which could potentially influ-
ence the results by leading to biased findings. However,
according to Morse, a minimum of six participants in a
targeted population is adequate to give a representative
voice in a qualitative study.”’ Thus, since the DHMTs that
participated were more than six, our results can generate
valid and unbiased conclusions. Although the study has
some limitations, it offers a starting point for meaningful
engagements between HDPs and DMHTs.

CONCLUSION

Engaging HDPs in planning health service delivery at the
district level is at the heart of improving access to and the
quality of services for end-users. While HDPs have their
priorities, working with the DHMTs in planning services
will result in a more intentional and rational use of the
limited available resources, reduce duplication of services
and extend service provision to those most in need.
Addressing the challenges that hinder joint planning
through a focus on open communication, mutual respect
and adherence to the terms of the MOU can enhance
working relationships.

Acknowledgements The authors would like to thank Mark Anthony Ocen for the
support in data collection and the various district chairpersons in Northern Uganda
for granting administrative approvals.

Contributors KM conceived the study, reviewed the literature, participated in
designing the data collection tool, led the data analysis and drafted the manuscript.
EBN led data collection, participated in data analysis and coordinated the study.
RFM wrote parts of the manuscript and contributed to data collection and
transcription. JN collected data and contributed to the drafting of the manuscript.
GCR identified funding for the study, coordinated research activities and
participated in drafting the manuscript. KM is the guarantor.

Funding This work was supported by the government of Uganda through Makerere
University Research and Innovations Fund.

Musanje K, et al. BMJ Open 2025;15:093035. doi:10.1136/bmjopen-2024-093035

'saifojouyoal Jejiwis pue ‘Buiuresy |v ‘Buluiw elep pue 1Xa1 01 pale|al sasn 1o} Buipnjoul ‘1ybliAdod Aq palosalold
" 191840 1S3 Slied 91ISI9AIUN e GZOgZ ‘2 aunr uo jwoo [wqg uadolway/:dny woly papeojumoq 'sz0z AeN 2 U0 GE0E60-720z-uadolwag/oeTT 0T Se paysignd 1sii) :uado rINg


http://bmjopen.bmj.com/

Disclaimer The views expressed in this manuscript are those of the authors and
not necessarily those of the funder.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants and was approved

by The study received ethics clearance from the Makerere University School of
Social Science Research and Ethics Committee (MAKSSREC-03-2022-535 and
the Uganda National Council for Science and Technology (HS2314ES). The study
also obtained administrative approval from all 12 participating districts. We also
explained the study’s objectives to all participants and obtained their written
informed consent before collecting data. Participants were compensated US $13 for
their participation, equivalent to 50,000 Ugandan shillings. To protect their privacy,
they were assigned study numbers to replace their names and any other personal
identifying information during the analysis and reporting of results. Participants
gave informed consent to participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.
Data availability statement Data are available upon reasonable request.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Khamisi Musanje http://orcid.org/0000-0003-2825-9105

REFERENCES

1 Bossert TJ, Beauvais JC. Decentralization of health systems in
Ghana, Zambia, Uganda and the Philippines: a comparative analysis
of decision space. Health Policy Plan 2002;17:14-31.

2 Liwanag HJ, Wyss K. Optimising decentralisation for the health
sector by exploring the synergy of decision space, capacity and
accountability: insights from the Philippines. Health Res Policy Syst
2019;17:4.

3 Kiologwe JC, Kusirye U, Hoffman A, et al. Operational challenges
of engaging development partners in district health planning in
Tanzania. BMC Public Health 2022;22:200.

4 Henriksson DK, Ayebare F, Waiswa P, et al. Enablers and barriers to
evidence based planning in the district health system in Uganda;
perceptions of district health managers. BMC Health Serv Res
2017;17:108.

5 Nabukeera M. Challenges and barriers to the health service delivery
system in Uganda. J Nurs Health Sci 2016;5:3-38.

6 Maluka S, Kamuzora P, San Sebastian M, et al. Improving district
level health planning and priority setting in Tanzania through
implementing accountability for reasonableness framework:
Perceptions of stakeholders. BMC Health Serv Res 2010;10:322.

7 Shayo EH, Mboera LEG, Blystad A. Stakeholders’ participation
in planning and priority setting in the context of a decentralised
health care system: the case of prevention of mother to child
transmission of HIV programme in Tanzania. BMC Health Serv Res
2013;13:273.

8 Odaga J, Henriksson DK, Nkolo C, et al. Empowering districts to
target priorities for improving child health service in Uganda using
change management and rapid assessment methods. Glob Health
Action 2016;9:30983.

9 Rajabi M, Ebrahimi P, Aryankhesal A. Collaboration between the
government and nongovernmental organizations in providing health-
care services: A systematic review of challenges. J Educ Health
Promot 2021;10:242.

10 Hushie M. Public-non-governmental organisation partnerships for
health: an exploratory study with case studies from recent Ghanaian
experience. BMC Public Health 2016;16:963.

11 Frumence GM, Chebet J, Callaghan-Koru JA, et al. Development
partner support to the health sector at the local level in Morogoro
region, Tanzania. Tanzania J Hith Res 2018;20.

12 Musoke D, Boynton P, Butler C, et al. Health seeking behaviour and
challenges in utilising health facilities in Wakiso district, Uganda. Afr
Health Sci 2014;14:1046-55.

13 Mugenyi N, Oduoye MO, Akilimali A. Supporting health systems in
Uganda: a call for action. Int J Surg 2024;7:e0376.

14 Nakimuli-Mpungu E, Alderman S, Kinyanda E, et al. Implementation
and scale-up of psycho-trauma centers in a post-conflict area: a
case study of a private-public partnership in northern Uganda. PLoS
Med 2013;10:e1001427.

15 Guest G, Bunce A, Johnson L. How many interviews are enough?:
an experiment with data saturation and variability. Field methods
2006;18:59-82.

16 Mugenyi N, Oduoye MO, Akilimali A. Supporting health systems in
Uganda: a call for action. Int J Surg 2024;7.

17 Oleribe OO, Momoh J, Uzochukwu BS, et al. Identifying Key
Challenges Facing Healthcare Systems In Africa And Potential
Solutions. Int J Gen Med 2019;12:395-403.

18 Chatola R, Tumusiime P. Management, leadership and partnership for
district health. WHO, 2004.

19 Rogers BM, Gooding K, Appleford G, et al. Strengthening district
health management and planning: an evaluation of a multi-country
initiative in Eastern and Southern Africa. Gates Open Res 2024;8:38.

20 WHO. District health management team training modules. 2004.

21 Morse JM. Determining sample size. Qual Health Res 2000;10:3-5.

10

Musanje K, et al. BMJ Open 2025;15:€093035. doi:10.1136/bmjopen-2024-093035

'saifojouyoal Jejiwis pue ‘Buiuresy |v ‘Buluiw elep pue 1Xa1 01 pale|al sasn 1o} Buipnjoul ‘1ybliAdod Aq palosalold
" 191840 1S3 Slied 91ISI9AIUN e GZOgZ ‘2 aunr uo jwoo [wqg uadolway/:dny woly papeojumoq 'sz0z AeN 2 U0 GE0E60-720z-uadolwag/oeTT 0T Se paysignd 1sii) :uado rINg


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-2825-9105
http://dx.doi.org/10.1093/heapol/17.1.14
http://dx.doi.org/10.1186/s12961-018-0402-1
http://dx.doi.org/10.1186/s12889-022-12520-6
http://dx.doi.org/10.1186/s12913-017-2059-9
http://dx.doi.org/10.1186/1472-6963-10-322
http://dx.doi.org/10.1186/1472-6963-13-273
http://dx.doi.org/10.3402/gha.v9.30983
http://dx.doi.org/10.3402/gha.v9.30983
http://dx.doi.org/10.4103/jehp.jehp_1312_20
http://dx.doi.org/10.4103/jehp.jehp_1312_20
http://dx.doi.org/10.1186/s12889-016-3636-2
http://dx.doi.org/10.4314/thrb.v20i2.8
http://dx.doi.org/10.4314/ahs.v14i4.36
http://dx.doi.org/10.4314/ahs.v14i4.36
http://dx.doi.org/10.1097/GH9.0000000000000376
http://dx.doi.org/10.1371/journal.pmed.1001427
http://dx.doi.org/10.1371/journal.pmed.1001427
http://dx.doi.org/10.1177/1525822X05279903
http://dx.doi.org/10.1097/GH9.0000000000000376
http://dx.doi.org/10.2147/IJGM.S223882
http://dx.doi.org/10.12688/gatesopenres.15007.1
http://dx.doi.org/10.1177/104973200129118183
http://bmjopen.bmj.com/

	Challenges and opportunities in engaging health development partners in district health planning in Uganda: an exploratory qualitative study
	Abstract
	Introduction﻿﻿
	Methods
	Study settings
	Participants
	Data collection, management and analysis
	Trustworthiness of data
	Patient and public involvement

	Findings
	Characteristics of the participants
	Forms of involvement
	Information and data support
	Human resource support
	Monitoring and supervision of service provision
	Infrastructure development
	Planning for health service delivery
	Financial and technical support
	﻿﻿Specialised﻿﻿ Healthcare ﻿﻿support﻿﻿
	Community mobilization

	Challenges to participation in planning
	Coordination and cooperation
	Poor planning
	Differing interests
	Lack of transparency
	Planning cycles
	Budget constraints
	Power dynamics
	Corruption

	Chances for improving involvement
	Regular engagement
	Proper coordination
	Communication
	Realistic expectations
	Mutual respect
	Equitable treatment of partners
	Sticking to the memoranda of understanding
	Transparency


	Discussion
	Strengths and limitations of the study

	Conclusion
	References


