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ABSTRACT. 

Over the pas t decmle some of the best enterprises in the world have adopted the 

practi ce or continuous improvement. Partnership sourcing has been attributed as one of the 

success !'ac tors or suclt \'eiJt ures '' hiclt hui ldc; on previous innovations. Global health 

problems require global so lutions: pat tnershi ps and to some extent mergers have been 

fo rmed to provide so lutions to the gnm ing list or prob lems. Partnership sourcing has now 

taken center stage in tiic li ght or the ''orld's bigges t killer di seases, namely, tuberculosis 

(TB), malaria and I ll VI;\ IDS \Y hi clt req uire joint en<Jrts from the government and the private 

health service pro viders. Ke nya has e:, perienced suh-(l plinwl economi c performance coupled 

with the ri sin g e<1ses or TI L nw lmin ami lll V//\ lJ) S epidemics. Povert y levels espec ially 

among the rura l popu lati on lm,·e been on the ri se. Thi s has necess itated the government to 

ex plore the potentia l orpar tnering with the pri,·ate sector so as to tackle some of the national 

hea lth prob lems. 011e cont ras ti11 g ohsen ·a ti on is the co iigesti on levels at government health 

l~tc i li ti cs by pa ti ents waiting !'or hea lth care \\'hil e in the pri vate sector, the waiting rooms 

arc alm ost empty. 

The findin gs or thi s study dcinonstra tes clearly that partnerships exist between 

the publi c and pri\'<IIC health care pro viders in Kenya. ll o\\·cvcr, the levels ofparlnershi ps 

arc low and chamc tcri ;ed hy mutual a'' arcncss. \Y ithoutmuch cross functional 

' 
relationships. On the otlter hand . ava il able data is indi cati\'C that the government can 

en lcr into partnership with pri ,.a te he a I th prov iders hy contrac ting out faci li tics and earn 

renta l inco mes . Pri Ya te prm·ide rs on tlt e other k md can source diagnosti c services and 
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drugs from the government. Thi s would translate into significant shifts of patients from 

government health f~1 c iliti cs to pri vate health care providers. 

In conclu sion, there is f'oundation o f' <mareness of' the potential benefits that vvould accrue 

from partnerships hcl \\een the publi c and pri va te health institutions. This awareness now 

needs to be trunslntcd into practi ce-a! fun cti onal relati onships, under mutually agreed 

upon term s. so as to yield the necessary resul ts in the strengthening of the national health 

care deli very system. 
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CHAPTER 1: INTRODUCTION. 

1.1 Background. 

Over the pns t decnde some or· the bes t enterpri ses in the world have adopted the practi ce of 

continuous improvement. Pattncrship sourcing has the been the success of such ventures where 

it builds on previous innova ti ons such a<; total qun lity management (TQM), just-in-ti me (JIT) 

ami elec tro ni c data in tc rclwngc \\'hic h ha,·e helped businesses to become more competitive in 

global markets. The co ncept or pattncrship sourc ing is a simple strategy in that the customers 

and suppli ers work toge ther as a team. The benefit s acc rued include lower production costs, 

improved quality of' product<; and se t ,·ices ami quick de li ve ry of outputs lBaily P e. f a! ; 1999]. 

Unlike mergers whi ch arc chmacte ri 7cd by managerial take-overs and buy-outs of weak fi rms 

by superi or firm s. pmtncrship rclati omhips tend to be focused on delivery of services and 

products where one pat tner tnnintaitl their O\\" ll llltlnagcrial independence and complimenting the 

other's inputs. 

The success in world markets o f" Japanese nwnu f'ac turcd goods have led many Western countries 

to adopt Japanese style or· mnnage tncnl. One strntegy or p<lrti cular concern was that of 

manuf~1 c ture rs working close ly \\ ith th ei r suppl ic t" <;on<; to attempt to remove conflicts and 

tensions. These ideas lw,·c ca me to be ktHJ\\" tl as '· partnership sourcing'' l Saunders M, 1997]. 

Fi gure 1 shows the prit1cipl e charac teri sti c of' pat tn crship sourcing noting that the whole process 

starts with co mmittllcnt by the top-lcnlnwtwgctncn l. 
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Fi gure l : The principal charactc t isti cs of part net shi p sourc in g 

In vo lvement ora l! 
releva nt di ~c iplin es 

Fl ex ibility 

Working toge ther 

'l op leve l 
CO ill lll itlll Cnt 

Partnership 

Total' qu ality 
nwn ngc mcnt 

Openness 
and trust 

Clear joint 
obj ectives 

Proac ti ve not 
reac ti ve 

Long-term 
relati onship 

Soun c:, ldortcd (i ·om !?ui/y Jl e. I u/: Purchasing Principles & Management 

Global health problclll s require global so lutions: par tt1 crships and to some extent mergers are 

form ed to pro vide so lutions to the gtO\\' in g li st nfp rohlc tn s !Birmingham. 20021. Partnership 

sourcing has now taken center stage in the light ol' thc '"o rl d's biggest killer diseases namely, 

tubercul osis (TB). nwl ar ia and lil Y /;\IDS '"hi ch require joint cfl'orts from the government and 

the pri vate health se rvice pro,·iders. Illnesc; such as tuberculosis can be treated! I lowcver, it 

causes more mortality nnw t1 g adults than any other single infec't ious di sease [Reich, 2000] . 

Recogniti on tlwt a pati ent ( c I icnt) comes li rst has been cited ns one of the condition for e rrecti ve 

management of the illness jReich. 20001 . 
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Partnership sourcing has been success ful in the pharmaceuticals sub-sector where a large 

number of hi gh profi le buyer-supplier relati onships have been created. Glaxo Welcome and 

Smith Kiine Beec ham have merged operati ons to create the wo rlcf s largest drug manufacturing 

firm . The outputs or one lim1 becomes the inputs or the second one and vice versa. In health 

research, partnership re lati onshi ps ha\'C been 1\.H mcd be tween research organization. 

uni versiti es, ami teac hi11 g lwspi tn ls. 

In the Kenya health secto r. pat tncrship relatiomhips hm'C been witnessed mainl y in the medical 

resea rch between research instit ut ions. uni\·ersities ami publi c health institutions. A. pert inent 

exampl e ol'thi s kind ol'pnrtnership i" that bet\\TC II Ke ny·a t\lcdical Research Institute (KEM RJ ), 

Uni ve rsity ol' Nairobi (medi cn l sc hoo l). and Ke nyatta National Ilospital. KEMRI provides 

drugs !'or tri n Is to the un i \'ersi ty at cost. \\ hi lc the un i \'CI"S i ty carri es out the drug trials and KN I I 

provides the curati \'C sc1 \ ices !'or the patie 11 ts. In I enyn, hea lth related partnershi ps between 

publi c and pri vale he a I th sc1 \·ices proY iders commoul y referred to as pub! ic-pri vate partnerships, 

ha ve nlwnys ex isted but the bcnclits that me acc rued !'rom such collaborations are either limited 

or lack ing. 'I here is no doc u1n ent nti o11 o l'the strength s. \\'eak nesses. opportunities and th reats of 

such par tnerships. Yet. i11 oth er scc t()JS such as li nancinl and agricultural sectors these 

partnerships ha\'C bee n succcss f'td. h ·;tlu nt ion or· the pat t11 erships between publi c and private 

health care prov id ers entail s exn min ati on or the i11 puts. processes and outcomes in relation to 

health se rvice deli ve ry and outco1ncs. 
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According to the Kenya llcalth Policy Framework Paper Number 2 [Ministry of Health, 1999], 

the health care service delivery system in Kenya is based on a network of health services 

provided by both government and non-govcrn111ent al organi zations. For over twenty Iive years, 

provision of pub! ic hea lth services by the ivl ini stry ofl Ica lth (Moll) has been centrally managed 

and essenti ally free. The go\'emntent has O\Tr the pet iods been financing all aspects of the 

health se rvice deli \'ery in the publi c sector. ll o\\'e\'Cr. in the recent years, Kenya has 

ex peri enced sub-optimal economi c performance coupled with the ri sing cases of TB. malaria 

and I IIV/1\IDS cpidctlli c: . Po \'ett y le\'cls espec iall y ntl\Ong the tural population huvc been on 

the ri se. This has necessitated the go\ emment tu ex pl ore the potential of partnering with the 

pri va tc sec tor so as to t ~ l L:I' lc some or the nat i nnal hc<1 l t h problems. The current health services 

provision indicates that 43 percent of he8 lth sen ·ices in the country are provided by the pri vate 

health care pro viders 1 Wnng 'otnhe I'. f u/ 199R j. 1\ not<1bl e ohserv8tion is the mushrooming of 

private clini cs at ttwjor mmket <tllll utban ce ntres . . , hcsc clinics arc managed by health 

profess iona ls who arc cssc1tti nll y empl oyed by the govemmcnt but due to the low \vages. 

amon g other issues. they opt to se t-up imli ,· idual clini cs nex t to res idential areas. i\ number of 

studi es indi cate that nearl y si:\ly per ce nt oi ' Kc nya hollsc lwlds \\'ill first consult a pri vate hea lth 

care pro vider who will rc l'cr tlt etll to a gu,·c ttllncnt r:tcility f(H· fl.tt tiler management. Only about a 

third of the pati e11ts me rct<lincd nnd management at a pri vate health care facility [M wabu e. r 

a!, 1986[ . 
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1.2 Statement of the problem. 

Public hea lth fac ilities such as di strict hospitals and dispensaries in the country are congested 

and cannot cope with the service demand . Thi s has crea ted a situati on of inelasticity of demand. 

Services at these government hen lth f~t c iliti es me either free-of-charge or cost-shared. Other 

problems experienced in n.: lnti on to hea lth sen ieee; prov ision include inadequate medical 

supplies, Jack of essenti al drugs, and high sta!T turno\'er. 

On the other hand , as indi ca ted abo\·e. pri n tte medi ca l prov iders have established a number of 

clinics located at res identi al areas in the case of ur ban areas and near market centres in the rural 

areas. I lowever. although pati ent s first consult them \Yhenever an episode of illness sets in , they 

do rcrer patients to govemment health fac iliti es fo r further management. There are mission 

hospital s and es tabli shed pri va te hospitals orlc ring hea lth services but their numbers are so few 

and onl y found in certain loca liti es \\·hich at tim es me too far for patients. This increases the 

burden of illness that pati ents lt a\'e tO hear \\' ith . 

Thi s research study aimed at ii1\'Cs ti ga t in g \Yhcth cr there ex ists any partnership between the 

government and the pri \' <lt c hen lth cmc pm \' idcr s ( cspec ial I y among those operating solo cJ inics) 

and if there is any link<lgcs. ' ' hat is the magnitude ol' such pnrtnerships. This study attempted to 

carry out a situation analysis of the pr j,·ntc health cnrc pro viders tmgeting those clinics operated 

and owned by indi vidual persons and Jt a,·e a phys icn l characteri stic of one-to-three rooms at 

most. For the purpose or gett ing a deeper underc:; tanding of the attitude and practices of health 

care managers. ·1 J3 \Yac.; used as a rcfe1ence illness because it requires referrals between various 
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category of providers nml takes longer pat ient-doc tor contact period than most other illnesses. It 

is hoped thnt this will help to !ill up the knowledge gap in thi s areas as although much is talked 

about the bcncnts of partnerships, little is documented. 

1.3 Definition Of Terms. 

1.3.1 Capacity. 

Ilci zer ll 996 1 dennes capac ity from an operati on" management point of view as the key 

reso urces that any orga ni 7a ti on deploys and defines the max imum output or limits of that 

organi zation . For the purpose of thi s study. capac ity will be defined as the maximum possible 

threshold whi ch can he attained gi\"C II a se t resources.!\ theoreti cal example is where given a 

clinic with two doctors working three hour" per day arc able to attend to a maximum of forty 

Tl3 pati ents per day. That is the capac ity of that fac ility in relation to management and care of 

Tl3 patients. 

1.3.2 Quality. 

There arc a number or tl\-crlapping ide;1<; about qunlity. Different authors and scholars have 

dclincd quality in di!Tcrcnt ' ' '1: "· 

1. Oukland dclines quality <1" mee ting the cu<.; ton1 er requirements. 

11. Juran defines quality as fitn ess !( H purpose. 

111. ISO (8402. 19Xo) delincs quality as the totality of fea tures and characteri sti cs of a 

product or scn ·ices tlwt hem on its ability to sa ti sl\' stntcd or implied needs. 

1 v. Dcm ing de fi ncs q wll i ty nttri butc: as the needs or the consumer (both present and future). 
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v. Feigenbaum defines quality as the total composite product and service characteristi cs of 

marketing, engineering. manufacture and maintenance through which the product and 

service in usc " ill meet the ex pectation hy the customer. 

VI. Crosby dcf'incs quality as the conl'ornwncc to requirement. 

For the purpose 0 f this stud y. q Lilli i ty wi II be dcfi ned as the totality 0 f features and characteri sti cs 

of a servi ce and products that bear on its <t bility to sa ti sfy stated or implied needs. 

1.3.3 Inputs. 

I leizer [ 19961 defines inputs me those hns ic ingredi ents such as raw materials which arc used to 

manu f~t c ture goods or l ~ t c i l it n t e n ca ti ott o f' sen·iccs. For thi s study inputs arc defined as the 

resources used to pro \' ide hea lth cn tT and include li xed asse ts such as clinics and hospital 

bu il di ngs. durab le cnpi tal equiptn ents like ambul ances. x-ray machines, among others. 

1.3.4 Pub lic hea lt h facility: 

This term refers to gm ernment 0\\ ned health in "i tituti ons or fac ilities such hospitals. 

di spensari es and clini cs. 

1.3.5 Private health fal'ility: 

Thi s term rcrers to hcn lth l ~ t c i l iti es opcrnted and tll <l twgcd by non-governmental institutions li ke 

re li gious organi ?atio ns as \Yell as those O\Yncd hy indi viduals. They include nursing homes . .. 
hospi tals. cl ini cs. or mobil e di spensar ie<>. 
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1.3.6 Strategy. 

Ileizer et. a/ll 996J defines a strategy as a set or pl ans and policies by which an orgauization 

aims at ga ining advantage ow r its competitors. It is a plan to achieve a mission. /\n example of 

a health strategy is the fOIIll i\ ( ion 0 f pat ( ncrshi p bet \Veen the government and private health care 

providers to oiTer hea lth scn ·ices. 

1.3.7 Partnerships Sourcing 

l3ai Icy P [ 1999 ldc fi ncs pm ttt crsh i p so urcing n<; n co 111 111 i Intent by both customers and suppliers. 

regardless or size, to n [(Ht g- lct 111 relati unship hn<;ed on clear. mutually-agreed obj ec tives to 

stri ve for world -c lass cnpahility nml co mpetiti \'cne<;S. 

For the purpose or thi s study. pmtnership sourcing \\ill be defin ed as a linkage between 

customers and suppli ers or bct\\'CC n the publi c nml pri vate health service providers, hav ing 

mutually-agreed obj cctt ves in th e pro,·ision ol'hen lth services in both short term and long term . 

1.3.8 Public- l'rintte Partnerships 

Reich 120001 pro vides a wot king dcfi 11 it ion ''here he deli nes pmtnerships as having at least two 

components requesting (seeking) pmty and an accepting party who arc bound by common 

understanding and want to achi eve ce rtain goa ls and obj ecti ves together. In this study, a public 

and private partnership is an e<; tabli shed linkage het\\'ecn the government on one hand and 

pri vate health cnrc pnl\'idcrs on the other hand. 
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1.3.9 Consumer. 

A consumer is defined as a perso n \\'ho consumes services or products which are outputs of a 

firm [Terncr e. !. a/ 20011 . Customer sa ti sCac tion is now of paramount importance to any 

man ul~1 c turi ng or service organ i 1.<1 ti on . The obj cc ti ,.cor i mplcmenting this di sci pi ined approach 

of determining outputs, identifying customers, and requ irements is to enhance the supplier's 

ability to meet the customers' needs and ex pec tations ami. consequently, increasing customer 

sati sfac ti on. 

1.3.JO Total Quality 1\lanagl'IIICHt ITQI\11 . 

Oakland [I 9931 defines TQI\ I as a comprehensive approach to improving competitiveness, 

effec ti veness and ll cx ibility th rough pl nnning. organi 1ing and understanding each activity, and 

in vol ving each indi vidual at eac h le,·el. 

/\rygri s 11 992 1 deli ned ·1 ()I\ I as interrelati onship bet\\'CC n the organi zation' s culture. its 

relationship with its customers (both ex tcmal ami internal) the use of organization tea ms and 

cross- functional tcatns .. nn emphas is in probl em soh·ing using teams, recognition of the need for 

continuous impro,·ent L' ttl: <llld the usc ol' mcas tH etncnts to e\'a luatc systems and practices, and to 

indicate c ffcct i veness 0 r i 111 jli'O\'CillCilt efTort c:;, TC) 1\ I thus ad \'OCates for quality as a strategy of 

organ i za ti anal manage ment. 
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The three clements ofTQM as appli ed in thi s study are: "Total" which suggests wholehearted 

commitment. "Quality" defined by Ju ran ami Crosby as continuously meeting customers' 

requirements and "1\lanagement " whi ch impli es an ac ti ve process facilitated from the top. 

1.3.11 Quality Ass uram·t (<).A) as applied iu Health Service Delivery. 

Oakland 11 993 1 defines <~ u a lit y Assurance (Q.J\) as the broad objectives taken in the 

preventi on or quality problems through pl anned and systematic acti vities (including 

documentation). These include establishment of a good quality management system and the 

assessment of its adequacy, the audit of the opern tion of the system, and the rev iew of the 

system itse lf'. For the put pose of' thi s study. <) .!\ can be defin ed as all the acti vities taken to 

make services better. ·1 hese ac ti vities build on the princip les of quality management which is a 

systemati c manage ri <il trnn sf(mnati on designeJ to address the needs and opportunities of all 

organi zati ons as they try to cope \\'ith increas ing change. complexity and tension within their 

en vi ronm c nl. 

Q.J\ in health care is an important issue \Yhi ch is seen as continuous improvement of health 

care deli \Try. One aspec t ol'<) .!\ is the g. ttl\\' in g recogniti on that consum ers ofhealth services 

come first. ;\s Hll ml\'Oc llcy chll nn cl. pmtncrship <> <nnong hea lth providers arc encouraged. 
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1.4 Research llypothcs is: 

The null hypothesis is li sted as follows:-

11 0 : Involvement ol'the pri va te hea lth care prov iders docs not significantly reduce shifting of 

patients from pri \'a te health clinics to go ,·emment health fac ilities (that is they cause 

conges tion at public health f~lC iliti es). 

1.5 Objectives. 

I. To investi gate whether there ex ists any pat tncrshi p be tween public and private health 

care pro viders. 

2. To detcrm i ne the c xtcn t ol' p<n t net ship bet m.:en pub! ic and private health care providers. 

3. To carry out <1 situ<t ti on analys is ol' qua lity of health care provided by health care 

providers. 

I. 6 .J us t i fica t i o 11 . 

Over time, t\ 1 oil has ex peri enccd <111 i nadeq uatc management information system rendering the 

central planning. bud ge ting. ami cont ro l fun cti ons to grow apart from the country's needs. 

Furtherm ore. di spariti es hct\\'cen dcnwnd nnd a\·ail ability of services due to a large population, 

changing di seases pattern s and emergence of new ones, and a chronically poorly-performing 

economy has pl agued the health sec tor. 

Another issue h1cin g the health sector is inadequate and poor distribution of health 

prorcssionals. Acco rdin g to Central Bureau or Stati sti cs Report 12000], there IS a key 
1Jiwv · , rtws ERs 'r 

R kAn~-..-u: 1\tAIJ-t•. 
Gc. I i.: l f h ..., 6. - 11 -
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concentration of professional stafT in major urban centres espccialiy in Nairobi , Mombasa. 

Kisumu, Nyeri , Eldoret, and Nakuru with only 16 percent of the total population and more than 

50 percent of the health sl?c tor personnel wo rk in these urban centers. In addition, majority of 

speciali sts and sub-spec iali sts me based here. The ru ra l communities have to incur extra costs 

while seeking speciali1cd trea tment. 

Communicable diseases dominate the di sease burden in the poor countries [Uplekar et.a/ 200 I]. 

Tl3 is a publi c health problem nnd the Nati \111nl Leprosy and Tuberculosis Programme (NLTP) is 

the government depat ttn ent \\'ithin the ~ lini st1 y ni' J Jcalth charged with its management and 

control. l lowever, there arc ri sing number of TB cnses am\ the government cmmot cope with the 

growing numbers. It is because of this pro blem thnt NLTP started reaching out to pri vate health 

care providers to parti cipate in the di agnosis, management and care of TB patients. Thi s 

scenario orlc rs a conduci\'e stage of carryin g out a situati on analysis in the formation of 

partnerships between the gmu nmcnt and pri \'a tc health care providers. 

In additi on. the heal th -eme sector is in it c;e l f rea l i7ing th e need to adopt a patient' s ori entati on 

process where pati ents arc seen as customers and the centre of focus. This has prompted health 

care managers to start thinkin g in term s of quality of care. with a shift from a service provision 

"se ll er-ori ented" to a "buye r-ot ictlt cd·· approac h. 
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1.7 Importance of this study. 

l. The research findings will be use ful to health care policy makers and donors as it will 

document the challenges curre ntly being experienced by public health care providers which 

hinder them from ciTec ti vcly pmticipating in health care service delivery. 

2. It will be use ful to all hea lth stakeholders as it \\' ill bridge the "knowledge gap'' currently 

ex isting in the in the he a I th care serYicc deli \'Cl')' concerning partnership. 

3. It will demonstrate the potential in the development or public-private health care service 

partncrsh ips. 

1.8 Dissemination of the Results. 

The findin gs or the stud y \\'ill he di sse minated to the un i\'c rsity academia and policy makers 

at the Mini stry of Il ea lth . Short versions of the find ings and lessons learnt will be 

disseminated to communiti es during bazaars for thei r inform ati on as they continue to form 

linkages with various development partn ers in an attempt to minimizing some of the health 

problems ! ~t c in g then1 . 
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CHAPTER 2: LITERATURE REV ll~W. 

2.1 Public - Privat e Partnerships. 

What is a pub I ic-privnte partnership? Although views differ, Reich [2000] highlights tlu·ee key­

points. Fi rs tl y, pmtnersh ips i nvoh·e at leas t one pri Ya te- for-profi t organization and at least one 

not-for-proli t organi za ti on. Second 1 y, tl1 c core pm tncrs provide a sharing of efforts and benefits. 

Finally, partnerships in publi c hea lth arc committed to the creation of social value (improved 

health), especially for dismln mtaged populati on. Porter [ 1998] advocates that combining 

difl'crcnt but related businesses could create value through synergy which has been successful in 

small firms that woul d like to max imi ze their returns and also overcome their problems. In the 

health care industry, hea lth instituti ons globally arc fo rming partnerships so as to create synergy 

that work to their adva ntage thus reducing industr ial competition in an ever "shrinking" global 

market. 

2.2 The sea t-ch for quality. 

As many coun tri es began to build their economi es after the 2nd World War, one issue that 

became the focus of manufac turing fin11 s was producti on management. This evolved to become 

operation management. Operati on management is defined as the total of management activities 

that an o rgani :~.a ti onuscs to transfonn resources into pwducts and services. Operation decisions 

encompass virtually all aspec ts of the operati ons management system namely producti on. 

marketin g, human resources and tec hnology issues. 
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Quality era started around 1940s with pi oneering works of Deming, Juran, Crosby, Taguehi, and 

Ishikawa. During thi s period. mass production of goods was the norm. Little attention was paid 

to attributes of the product and customers' requirements. 

The earli est \\ork on quality co uld be assoc iated'' ith the \\'Orks of Edwards Deming. In the late 

1930s, Deming was responsibl e for mathematics and sampling at the United States Bureau of 

Census. !lis methods o l' stat isti cal cont ro l achic ,·ed grea t improvement in the productivity and 

quality of the I 940 census. I li s \\ Ork led to in \' itat ions to train industriali sts and military 

personnel to quality improvement. Deming based hi s \York on advanced statistical methods. Ile 

helped the Japanese business co rnnnmity adopt the concepts of quality. 

Deming's main argument agn inst tmditi onal quality control was that it focused on the product 

rather than the process. Kee ping do\\'11 the numher of defec ti ve products deli vered typ ica lly 

meant hi gh ex penditure on in spec tion and remnl. I Ie ach ocated the use of stati stics to measure 

process variability \\'hi ch \\'as the major came of poor quality. Thus he argued for continual 

investigation and fine -tuning to incrementally improve production system. He is accredited with 

the deve lopment of the Pl an-Do-C heck-1\c t (PDC/\) cyc le. Participation of everyone in the 

process was, at the tim e, n revolutionary noti on. 

Kaoru Ishikawa was a professor at the Uni ve rsity ol' Tokyo who advocated ideas on quality 
' 

befo re the Second World War. I le founded the ll r1i on of Japanese Scientists and Engineers 

(U.I SE) which became the foc us of Japan's quality developments as its economy recovered. 
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Ishikawa advocated that the noti on of customers being both internal and external was important 

to the organi za tion . li e also popularized the fi sh-bone analysis diagram as a problem 

investi gati on tool as well as other tec hniques. 

Ishikawa observed that \\ estern management prac tices could not be grafted on to Japanese 

habits. I Ie wa · a pioneer of quality circles '' hi ch emphas ized the role of the group in working 

and learning. I li s first quality circle m1s at Nippon Telegraph and Cable (NT &C) in 1962. 13y 

1978, there were more than one million quality circles in Japanese manufacturing industry. 

The background of Jose ph 1\1 Juran was in statis ti cs. lie also had a strung influence on .J apanese 

managers, being linked to Jshika,, a·s U.I SE. J\ t that tim e many Japanese workers were illiterate 

and posed a hindrance to the int1 oducti on of qua lity processes. 

Juran found ed a training consultancy. the Juran Institute. and through this, spread his ideas about 

partnerships and team\\O!'k . inte1nal customers. prob lem solving techniques and application of 

Pareto anal ys is to quality issues. I lc \\'as CO !lCe! ned about fitting quality improvement 

programmes into a comJxmy's cun ent stwtcgies and pl ans to minimize the risk of their being 

rej ected. In this approach he d i rrcrcd from I k illing. s Ill Ole cnnscr\'ati ve adherence to the idea of 

matching specifications. 
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Taguchi Gcnichi contributed to the development of industrial standards in Japan. His strength 

was in application of statisti cal methods, not in quality control where they had already found 

wide application, but in improving products and processes. Criticism was leveled at his work on 

usc of stati sti cs as being inc!'licicnt nnd cumbersome. 

Philip B. Crosby authored a book entitled "Quality is Free'' at the pinnacle of hi s career. lie 

developed TQf\1 programmes '' hen he was a manager at International Telephone and Telegram 

(ITT) company. With credibility founded on hi s ex peri ence ami we ll -documented examples of 

uncovering the costs of waste, scrap and re-\\'Ot ks . Crosby become well known in the fi eld of 

quality management. 

I li s zero-defect strategy became iH1J10l tnnt because the costs of poor quality were at that time 

seriously undcr-estimnted. !'he i'Cm-dcfect strategy became a part of quality management and 

had ':fimr essentials" namely:-

! . Qualitv <l S conl(mn ance to rcq uirentctt\ <;. Crosby advocated that a product either 

conforms or it docs not. ., here mts no such concept as "good'' quality and quality 

had nothing to do" ith noti ons such ns elegance. 

2. Pre\'ention is the route to ac hi e\'e con formance, not appraisa l. 

J. Zero defec ts is the onl y acceptable perf(mllancc standard . 

4. Quality is assessed by the cost ofnon -conf(mnance. 

Crosby's contributions to 'l <)1\ I "as more hcha,·ioml '"hich stres.<;cd on management and 

organi zational processes rather than the appli cati on ol stati sti cal methods. 
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2.3 Advcrsarial versus partn ership approa ches. 

Saunders [ 1999 1 argues that part nership sourcing in volves much more than simply picking a 

supplier or a contractor for each requirement in iso lati on. It involves continuing relationships, 

both with prele rrcd so mces '' hi ch an: ac tua ll y suppl ying goods and services, and with potential 

sources whi ch may have been passed O\'er for the customers. 

The partnership model l'or buyer-suppli er relati unships is orten contrasted with that of the 

adversarial model. The latter is chmacte t i1.cd ns being of an "arm' s lengthen nature". which 

relics on formal papcrwot k cotnmuni cations rather than personal contract. It is seen essentially 

as a short-term . com petit i ,.e so urcing a 11J1t'llac h. '' h ic h can lend to frequent changes of suppliers. 

Outcomes of adversar ial or co tnpetiti \'C bclw,· iour arc perce ived in terms of"win-lose'' results. 

Partnership model is held up as possess ing the possibi I ity of a "win-win" outcomes - both sides 

winning simultaneously. tlmllt gh th e ad(' ptil lll nf pruhlcm-sol\' ing approaches, for example, to 

resol ve any difliculti cs. 

1\s lin11 s develop a stt atcgic tole f'ur purchn<; in g and suppl y manngcment, so the implementation 

of that rol e is likely to lead to closer \\"otl .in g relati onships bcl\vccn buyers' nnd suppliers' 

organiznti on and their representati ves. 'I he \Yay in whi ch these relati onships are managed on an 

interpersonal basis can be ex pected to haYc a mate ri al ciTect on the results obtained. Co­

operation between the parti es \Y ithin a pmtncrship model. it is suggested, will produce greater 

benefits than with til e traditi onal ad\'ers<n iallllodcl. 
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2.4 Life Cycle of Partnership sourcing (buyer-supplier relationships). 

A life cycle perspecti ve of buyet suppli er relationships recognized that they develop and change 

over time. Accepting thi s premise. then management of the relationships may also be varied at 

different stages in the li k cycle . 

David Ford ]Saunders. 1999 ] de\·eloped li\T stages in the development of buyer-se ller 

relationships. As the relationship progresses. so ex pet iences of each other's performance help to 

reduce uncertainty and soc ial exchanges increase trust between the parties. Also norms, values 

and wo rking methods nrc brought toge ther. closer in line with each other as time passes and as 

each makes adaptations to the other. Fi gure 2 shO\YS the relationship life cycle. I Ie identified the 

stages as:-

I. Pre- relationship stage (a \\mcncss) 

2. l ~a rl y stage (ex pl omti on) 

3. Deve lopment stage (ex pansion) 

4. Long-term stage (co mmitment ) 

5. Final stage (di sso luti on) 

Fi gure 2: Relationship (partnership) li !C C)C ic . 

1\ Lll Cll CSS r:_.-,11!(-ll-',l l-.1(-lll-----t-l_--.------+1------ll -·' I· -.; pa'' ' 'nn Comm tmcHt ) issolution 

So urce · .\'uunden et. ul · Strategic ! )111 c hu\·in,l!, <~(S'upply Chain Manageme nt. 
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Cox suggests that relationship strategies need to he based upon a 'portfolio ' approach, with 

different approaches being selec ted for diiTeJeut situations I Saunders, l997J. lie justifies this in 

considerations of competences or capabi liti es. ideas reminiscent of discussions regarding 

business strategies, as a" hole. and ' mnke or buy' studies, in particular. 

lie further suggest that p<ll tucrships should be tailor-made for each partner and/or commodity or 

service purchased. rhe progress in the de\'c lopment of a particular partnership needs to be 

regularly monitored by those i m·o I ved. o !'ten a multi -func ti onal buying team in the customer 

company. 

Despite the advantages that mergers and ' take-o\"Crs· presented to managers, they did not solve 

leadership cri sis ex peri enced at tlwt time nml instead companies opted to come into partnership. 

Partnership docs not in vo lve full acquisition of the fran chi se as is the case of mergers hut 

invol ved limited participation in joint ventures for the benefit of the stakeholders and its 

customers. J\.s at the end of the 20' 11 century. partnerships became a norm instead of creating 

business rivals which cut do\\'n on stilT competition. The fo cus turned to the consumers ofthc 

product and service, and not the product or service characteri sti cs. 

2.5 Debate on puhlic-printtc partnership. 

Mills j1998jargucs that the delmte about the role of the gcn'CJ'nmcnt vis-a-vis that of the pri vate 

sector in health care has been i dco logicn ll y d ri \·en nml centered round the question o fthe degree 
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to which health care is like any other phys ical product. However, it is increasingly 

acknowledged that there is no single "correct" mix or the public and private roles. 

In the literature on the role or the pri,·atc sectm in provis ion of health care, a number of 

alternati ve scenari os me prese nted !'or the \\ll)' in \\'hich the public sector might work with the 

pri vate sector. For example, somcti mcs pub! ic and pri \'ate sectors are seen as competi tors and it 

is suggested that cni cicncy \Yill be enhanced by promoting competition between providers, be 

they publicly or pri vately owned. ll o\\ C\'CL much ol' thc pub lic health literature emphasizes on 

the role pri vate provid ers pl ay as co llaborators in the endeavor to improve coverage by the 

publi c hea lth services I S\\·an and Z" i, 1997 J. 

The World Development Report 11 993 1 pl aced considerable emphasis on the idea of the public 

and pri vate sectors offering compl ementary <;en·ice<;: " ·hil e the public sector provides the core 

cost-e iTec ti ve services, pro\' ision o!'less co<;t-ciTcc ti\'C sen icc could be left to the private sector. 

Mills furth er argues that despite til e heterogeneity in the private sector services there are 

potential incompatibiliti es between the roles or competitor. co ll aborator and complementary 

service provider whi ch need to be thought through. 

2.6 Glohal trends. 

Recent trends in publi c health IHl \'e slwm1 an it JCreas ing pattncrship with pri va te-~ec tor 

organizati ons. Thi s is also ev ident in internati ona l development relating to health Issues, 
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particularly in efforts to cxpnnu access to drugs and vaccines in poor countries. The Worlu 

IIealth Organi zation-W. II.O [2000 I rccogniz.ed that successful tuberculosis (TB) control 

ucpcnds on a partnership and not just het\\ecn pt i\'ate and public health professionals, but it 

necessitates a high qua lity medica l nnd pub lic henlth practice, good politics, social and 

economi c engagement and co tJllnun ity invo l\'cment. 

The trend is clear and \\ idesprcad. 13 ut '' hy has the i"suc of public-private partnershi ps become 

so prominent on the intctnational poli cy agenda at this time? One reason is that new public 

hea lth pro blems arc being pushed on to the intemat ional po licy agenda by non-governmental 

orga ni zati ons that have ga ined influence in the past t\\O decades. Subsequent problems often 

inc I uuc less equity in hen It It cn t c access and an increasing gap bet ween those with and those 

without adequate means 1 Paul et ul. 2000 [. 

Traditi onal public health gro ups nrc con!'mnted b)· I imited fi nancial resources, complex social 

and behav ioral problems, rapid disease tt nnsmi ss ion actoss national boundaries anu reduced 

state responsibilities . /\ t the sn me time. pri \'a te-for-pro!i t organi zations have come to recognize 

the importance or publi c hea lth goals ror their inuncdi ate and long-term objecti ves, and to 

accept a broader view of soc ial tesponsihility as pntt of tlte corporate mandate. Pharmaceutical 

compani es, for example, have become in \'o lvcd in a number of hi gh-visibility drug donation 

programs based on pmtnerships and mergers. In short. both publi c and priva te participants me 

being drive n towards eac h other, \\'ith some <unount or uneas iness, to accomplish core obj ectives 

[Smith R, 2000] . 
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2.7 The health sector stal<.choldcrs. 

Establi shing partnerships involves en trying out a stakeholder analys is which is the process of 

identifying key industry playe rs ami lllO\'C rs. The purpose is to assc s and document their 

interests, conllicts, and identify relatione:; hct,vccn them that may enable coalitions or mergers. 

[Quality 1\ssurnncc Project 1\ lanual. 2000 J. ·1 he tctm "stakeholder" re fers to any persons, 

groups, or institutions ' ' ith an it1t crcs t in a pwjcc t or programme. 

In the context of this stud y. stakeholders in the health indu <; try will mainl y comprise of public 

health sector - these arc g<1\'e rnmcnt I~JC ilit ies co n1 pris ing of provincial, district, sub-district 

hospitals, ami di spensari es (ollcrin g prcYentiYe and cura ti ve services) and the formal Non­

Governmental Organi zati ons (NOOs) consisting of the priYatc-for-profit facilities and private­

not-for-profit fnc i I i ti cs . . , he pri ' '" tc-not-for-pro lit consist of mission hospitals and dispensaries. 

The pri va te- for-profit Cittail the pti n 1tcly 0\\'ll ed clini cs. di spensaries, nursing homes, 

maternity and pri vate hospit als. I heir clwrges me sli12.htly hi gher than cith the pri vate-not-for­

profit institutions. Other categori es of th e non-g<.1\'ernmental health care providers include the 

community based types such as chcmi sts/plwrn HlC ies. c:; lwps. community initiati ves and the 

indi genous sector. This category of pro,·id cr. is included in the pri vate-for-profit fac ilities. 

2.8 Situation of private health sector in Kenya. 

The private health sector has a signilicant presence in Kcnya. /\ccording to the Kenya's llea\th 

Poli cy Framework Paper Number J of I 99 1. t\\'cnty nine J'Cr cent (29%) of all health fac ilities 
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arc private for-profit. The Government expenditure on health has increased seven folds in 17 

years but in real terms the per capita expenditure 011 health declined three folds, fro m US D 9 to 

US[) 3. 

Wang'ombe el . u/Jl99R I argues as a point of collCC rtl that increased demand/utili zati on may 

outstrip their cn pac ity on non-govemmental fnc il itiec; at least in the short run. f inancial 

sustainability is another problem faced by thi s category especially for private clinics and nurs ing 

homes. In summary. the issues revo lvin g around non-governmental health care sub-sector are 

a!Torc.l ability, acceptability, ava il ability. quality. cl'lic iency and cost effectiveness, equity, 

sustainability, and the h<ll ance het\\-cen support nnd control. 

2.9 The Community. 

Communiti es have al wnys prcfc1 red public health li1cilitics. Two studies done by Wang'ombe et. 

a/ll 998j and Mwaniki ct. a/jl 997 j found that hct\\'Ccn (iQ to 80 percent of households usually 

sought care from govcrnme11t health l~ t c iliti es \Yhi lc he t\YCc n 20 to 40 percent sought care from 

non-governmental fac iliti es. /\ bout three perce nt sought care from traclitional healers ancl 

herbali sts. Muthami ef. u/[199H] found th at community parti cipation is a key issue, which has 

proven to support progrnn1n1es that bcnelit the com munity. Results from a community 

participati on in malaria cont1 nl sur,·ey indi ca ted thnt comm unity members do rea li ze their 

common health problems and take part acti,·cly to m·crcome constraining factors. The principle 

factor that influence households· choice of health cmc sources arc pricing of services and quality 

issues. Findings also sho\\· thnt go\'CI' I1111 Cnt health fi1c il iti cs were chosen by same households 
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for these reasons; relatively lower fees, nearness to the facility, availability of qualified 

personnel, and avai labi I it) of specialized care. For those households that sought health care from 

non-governmental f~1cilities, the principle 1:1ctors \\ere drug availability, shorter waiting time, 

availability of speciali;cd care, and courteous reception by starr. 

llo\vever, a sma ll -scale study by Litvack and Bodatt [1993] found that when user-fees were 

accompanied by impro\'ement of quality at public facilities, utilization by the poor increased. 

suggesting that there Wl!S a positi\·e effect on quality . For the plllpose ofthis study, the patients 

seeking treatment for Tl3 illness \\'ill represent the \'iews of the community so as to get insight 

into their health seeking beha\'ior pattcms. preferred choice of' provider, and quality ofthe health 

care services. 
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CHAPTER 3: METHODOLOGY. 

3.1 Study area and population 

Nakuru has a variety of health instituti ons including four hospitals, fi ve dispensaries, two 

nursing homes and over one hundred p1 ivate health clinics . The main providers of health 

services include the go \'em111 e11t (Prov incial (iencral llosp ita l), Municipal Council ofNakuru 

(which runs two health centres and four di <; pensaries). reli gious and non-governmental 

organizations as well as pri vate practiti oners· clini cs . 'I hcse health facilities are generally well 

di stributed within the Central Business Di strict and in res identi al areas. However, services arc 

scarce in pre-urban areas. 

Using a pmpos1vc samplin g approac h. all the hea lth care prov iders were divided into 

d i stincti ve l y four eateg01 ics ha'ied on their ownership or formati on. Group I consisted of pri vale 

health hospital s and nursing homes (o hhre riutecl o\· I1II in the analysis section). The second 

category consisted or reI i g i ous and non-gm·emmcnta I orga nizati ons (abbre1•iated as MISSIONs 

in the analysis section) . 'I he third group \\'as the gtn'CI'mnent health facility (abbrerioted as 

PGJ! in the analysis section). 'I hi s group consisted of one fac ility that is the Provincial General 

I lospital. The final ca tegory con<> istcd of' pri,·ate prac titi oners (solo ownership of fac il ities). 

This group was f'w ther su h-d i \'i dcd into t '' o sub-group'> name I y degree holders (ablm!l'iated as 

MIJ.\) and dipl oma holders/community nurses (uhhre rioted as CO.s). 
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3.2 Study design 

3.2.1 Cross-sectional survey: 

This survey was carried out by intcrvic\'., in g health care providers on pertinent issues relating to 

health services deli ve ry. Issues di sc ussed included costing of services, quality issues, linkages 

and collaboration \'v i thin and ac ross vmi(l us ptov ide r categories. This was essential to establish 

whether there ex ists any linkages and to '' hat C'\ tcnt with reference to TB health service 

delivery. 

Patients were al so interviewed concerning their perception of the quality of services offered. 

Specifi c information \\HS sought concerning \Yhy they \YCre referred, what they thought about 

the starr, status of equipment , and ~os t ofscl\·icc rende red to them given their social-economic 

status. 

3.3 Sampling frame. 

From prev ious studi es by Wang'tl tnbe et. ul und 1\ lutlwmi et. ul, about 50% of patients firs t 

attend a pri vate health l~1 c i I i ty to seck trea tment for I heir iII ness. Sample size of patients was 

determined using the formul a gi\'en below. 

where 

n- sample size 

/ 
1

_
12 

=- stundard error f'or the menn (\·<lluc - 1.92) 

p proporti on or pati ents attendin g any health care fac ility (value = 50%). 

d2 = abso lute prec ision le\'c l (set ut SCYo significant level). 
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Using 95% confidence level, this sample size yields ]95 patients which was rounded up to 

give 400 patients. Thus each category of fac ility \\as to have I 00 patients participate in the 

research . 

3.3.1 Puhlil' health facilities: 

The Rift Valley Prm·incialllospit nl \\as considered suffic ient for the study and was consiuered 

reference point for the other health fac iliti es . '1 he respondents to the interview were the hospital 

admini strator and the clini cal oni cer \Yho attends to patients at the chest clini c. Specific 

information obtai ned inc 1 udcd their pen:ept ion abo ut partnering with private health care 

providers, how to case congestion at publi c hea lth fac ilities and also their perceived strengthens, 

weaknesses, opportuniti es and ch<!ll cngcs they face in providing health care. 

3.3.2 Private health proYidcrs: 

J\11 the I 06 pri vate health fac ilities ''ere ,·isitcd. In le t \' iC\\'S were conducteu by trained fi eld 

workers with pre-tes ted ques tionnaires. I IO\YeYcr. onl y 49 providers participated in the 

interview. Majority of other hea lth care 11l'OY iders \\'ere either specialists or refused to 

parti cipate in the intervi ew. 

3.3.3 Patient intcr\'icw: 

Due to the constrain s of tin1e. finan cial resources. and limited TI3 patients attending private 

health f~1c iliti es only 75 pati ents pat ti cipated in the inlet view as they prepared to leave vari ous 

clinics after co ll ect ing their drugs or presc ripti ons. ·1 he researcher had to interview additional 
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patients at the Provincial General! Iospital for only those patients who had been referred from 

the private health facilities. This was to ca ter for low number ofTB patients interviewed at the 

private facilities. 

3.3.4 Focus (;roup Discussions. 

1\ total of 5 key informants pmti cipatcd in the study. ·1 hey included the Nakuru district health 

coordinator, a private pharmacist, an insurance agent. the Nakuru Provincial General Hospital 

admini strator, and a consultant chest phys ician. Issues di sc ussed included whether the 

government can contract out se rvices to the pt i\·ate sec tor and what law(s) need to be in place 

for efTecti ve parti cipation of all health stakeholders. 

1\lso eight prominent pri\·ntc hea lth servi ce providers were selec ted at random depending on 

their years or ex perience. ·1 hi s pnl\' idcd ex tra infotmati on upon probing for additional 

inl(>rmation relating to suh.i cc ltnntter. 

-29-



CHAPTER 4: DATA MANAG I~ I\1 ENT 

4.1 Data collection and mana gement 

Data was co ll ected !'rom a pre-tested questionnaire for a period of3 months. Between the period 

of October through to December 2002 with the assistance of2 !icld assistants who had initially 

been tmined in ques ti onnaire adm ini stra tion. '[he inf01mat ion was validated for consistency. 

Open-ended questi 01111aires \\e re coded (that is ass igning numeric digits to statements based on 

key words) and subsequent entry into the computer using I\ IS 1\CCESS software. Validation and 

descripti ve statisti cs were carri ed out using Sta ti sti cal Package for Social Sciences 

(SPSS/PC 1 )H-"1 software. 

4.2 Data Analys is. 

Data was analyzed using SPSS 1 ~ 1 • so ft ware. 1\nalys is of data was carried out by category of 

prov iders to es tabli sh fnctors nttrihutahle to existence of' lin kages between the provider category 

using a weighted propo1 ti on or <1\Ttnged I'm selected ,·ariablcs. Descriptive statistics were used 

to describe charac teri sti cs or the sampl e populati on \\ hilc Chi -square test was used to 

establi shed whether there \\'<l'i a signifi cant diiTc rcncc obscr\'cd and expected outputs in the 

provider category. 

1\ scoring sys tem W<lS ;ll so constructed with the help of a counting system. Each count 

corresponded to the attributes dclined as indi cati ,·e of a process as outlined in Figure 2. The 

counts were then summed up to gi\'e overa ll totals aml percentages which refl ect the magnitude 

of lin kages between the pub lic ami pri ,·ate hea lth care pnl\' idcrs. 
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4.3 Data Limitation. 

Due to the constraints or time, the targeted l 00 pati ents per category was not attained. Thi s 

resulted to the research team intervie\\ ing close to 250 patients at the Provincial General 

Hospital which is a govcmment f~ t c ilit y sons to make up for the significantly low number of 

respondents i ntcrvic\\ ed nt privn tc health care rac ilities. I lo\Yever, these patients must have been 

referred to the facilitv from a pri va te hea lth pro\' ider. In addition, not all the medical doctors 

who were approached and \Vcrc given ques ti onnaires responded. The research team had to 

revisit some of the faciliti es at least G times before a questionnaire was declared lost to follow. 

!\bout 75% of al l the ques tionnaires ,,·e1-c retumcd to the research team. 
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CHAPTER 5: RESULTS. 

5.1 Situation analysis. 

I\ total of 49 prov id ers responded to the intcrvie\\. l ~ xccpt for clinical offi cers (CO) who had 

58. 3% or them hav ing been opera ti onnl f'or less than 5 years, the other health fac ilities (over 

50%) had been in opemt ion f'or !llore thnn I 0 years. 

Table I: Di stributi on or hea lth care providers by ea tegm y. 

Provider category 1:rcquency Percentage 
(%) -- -

NGOs & Mi ssion f~l c iliti cs (1\ li 'is ions) 6 12.2 

Pri vate J Iospital s & nursing homes (PI! ) 6 12.2 

So lo prac ti ces 
I. Degree ho ldcrs ( 1\ II)) 13 26.5 

2. Clinical of'fi ce rs & w nlnl.unity nurse (C Os) 23 46.9 

Pro vincial Gcnerall~spital (I~ IU) I 2.0 

Total 49 100 ---

Di stribution or f ~l c iliti cs indi ca ted that !ll O<; t or the f~ l c ilit ics \\·ere located around commercial 

areas and conges ted rcs itlcllti al mens. '!hi s <~c t ed a<; ca tchments for the health seeking clients 

who visit the neares t health 11tcilit y. Fi gme J sho\\S the locati on of health facilities. 

The locati on of'MD s aga in st that oi'COs m t<; fo und to be stati sti ca lly significant (p ...--0.02, Chi -

square 13 .'5, c.IJ. == 2 ). 1\ signifi cn nt pwporti on or the MDs were located within the CBD 

(impl ying they arc spcc inli sts I consultants) l'rom lmwr level facilities while COs are 

predominately located at res identi al areas impl ying they me the first line of consultations. They 

presum abl y refe r pati ents tqmnrds (i.e. they ca n act as filter clinics). 
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Figure 3: Distribution of locations of various private hea lth facilities. 
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Catcgot y of' pri\ ate cl inics 

[ 0 Outside CBD 0 Withi n CBD I 

Range or services 

• All the PI Is and 1\ li ss ions o!Tc r primary hea lth care se rv ices (PIICs) i.e. preventi ve and 

promoti ve hca llh scr\·iccc;. 

• The so lo pract ices o ITe r I illl i ted se t vices and often refer patients upwards (i.e. to the next 

hi gher level faciliti es). Table 2a shO\\'S th e range or services offered while table 2b 

shows the physical loca ti on or pro\' idcrs. 

Table 2a: Range of sen · ices of'!Crcd by solo practices --
Solo practices Service types 

Integrated health sen ·iccs 
Lab and Diagnosti cs 
Spec iali zed clinics 
FP/MC!l 
Counselling 
Minor surgery 
Promotive & Pharmacy 
Total* 

1\ IJ)s 

I 00° ;) 
2 ~ . 1 o;l 
2 ~ . 1 % 

15.4% 
15.4% 
7.7°/o 
15.4% 
26 

Cos 

98% 
12.5% 
25.0% 
41.7% 
4.2% 
8.3% 
4.2% 
52 
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Total *- a/lowfor multiple re.sponses. 

Table 2b: Distribution of providers by location. 

Category of provider Location 
Outside CBD Within CBD -- - --

Mi ssions & NOOs fa cilities 60 .7% 33.3% 

Institutions & company clini cs - 100% 

Priva te hospitals JJ .JOo 66.7% 

Solo practice (indi vidual clini cs) 30.6°'0 69.4% 

Provincial General llospi tal ( I'U II) 100% -
1--

Total 17 32 
--

Note: The unit of analysis is the ca tego ry of faci lity not the location. 

From the table 2b the cross-tabulation between the location offacility and the provider category 

returned a Chi-square ndue or 6.45R. d.f. =-- 4. p-Value = 0.167. This implies that the was no 

correlation between til e clwi ce (l r se ttin g. up ul· hea lth facility at a particular location and 

category or health care provider .. 

The number or pati ents \\'Cre round to be e\·enl y distributed across the various category of 

providers thus demonstratin g that choice or f~1e ilit y by a patient is based on other factors and not 

popularity or ncamess to the l'ac ility. Table 3 shm\'s the number of patients attending clinic in a 

given typi cal week. 

Table 3: Number of pati ents attending clini c in a gi\'C n \\'eck by provider 

Number of pati ents attended to 
per week 
New cases 

Old cases 
revi sitslre­
attcndanccs 
Total 

Mean (s. d) 
Median 
Min - tllax 
Mean (s. d) 
Mcdi<ln 
tv1 in max 

--
PI Is 

39.R (s .d. 31) 
36 
3 RS 
4(, (s.d . 12.4) 
56 
3 80 
6 

r-

Solo practice 
1\ I iss ions MDs 

91 (s .d. I 06) 26 (s.d. 27) 
49 20 
13 300 5- 100 
64 (s.d. 75) 37 (s.d. 56) 
32 20 
5 200 2 - 200 
6 11 

COs 

26 (s.d. 43) 
10 
2 - 200 
36(s.d. 52) 
I I 
3-200 
23 
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Clinic operating hours: In a typi ca l day, the l'viD group of clinics operate for an average of 10 

hours per day (s.d. 1.7. min H. nwx 15. n- I J) while the CO group operate for 11 hours per day 

(s.d. 1.6, min R, max 15, 11 23 ). 

Availability of clinicians: !'he !'vii) group arc usuall y m·ail ab le in their clinics for a mean of 6.5 

hours per day (s. d. 2.4, min. J. 111ax 10. n 1 J ). The CO g10up arc available for a mean 9 hours 

per day (s. d. 2.4, min 4, max 12, n · 23 ). The Chi -square ndue = 0.925, cl.f. = 5, p-Value=0.89. 

Thi s impli es there was no stnti sti cn l signifi cance bct\\ een the avn ilability of the clinicians and 

workload (that is the number of pati ents attendin g the clini c per any given week). 

5.3 Objective 1: Existence of linkages between public and private health care 

providers. 

!\.total of 18 out of 24 health pnl\'iders lw\'C heard about partnership. In the solo category, 3 of 

12 medical doctors reported tlwt there \ve rc some fo1111 of partnership between the private 

hea lth service pro viders and publi c health scn ·ice pro\·idcrs. /\ II the other category reported that 

there was 110 formal ex istin g p<ntnership . Fi gure 4 show the proporti on of providers who 

reported that they lw,·e hcmd and pal ti cipatcd in a partnership programme with the government 

in prO\·iding TB health sen ·ice cmc. 
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Figure 4: Kn owledge of existance of partnerships 

MO 
9% 

PPs 
78% 

Of the G pri va te hospital. 2 pro\·idcrs reported that th ey source drugs at the government stores. 

1\t the publi c hea lth fitcilit). th e respondent c:; re ported tlwt they sourced specialized x-ray 

services from pri vatc hospit als. No ne or the 2 l~1 c i I i tics reported hav ing a formal agreement with 

any govcrn111 ent organi ;ation . Scn ·ices \\ ere based on ability to pay. 

On the issues of rclcrr tl ls and li1J kngcs hct\\'CC il nil categories of' prov iders. 

• The !'lis ca tego ry. all (i responde nt s rcptn ted that they refer TB pati ents to other 

l~1c iliti es. 

• In Mi ssions category. 4 out of 5 respondents refer TB patients to hi gher facilities. 

• In the solo practi ces:- 12 out of I J f\ IDs and al\ 24 COs refer to hi gher facilities. 

Table 4 shows the lll 0\'C I11 Cllt or patients frOlll rac ility to fac ility. 
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Table 4: Destination of patients upon refe rra l. 

Rank Solo practice 

' Plls rvl iss io ns PG II MDs Cos 

-· --
Most important rcl"crra l poin t (lo l' ( 100°'o) Cl oK (50%) KN II I 00%) GoK (80%) GoK (80%) 
2"<1 ~ I ~ T PII (50°o ) PII (20%) PI I (20%) rc crra ac 1 1!~' - -

- -
Total G 6 I 13 23 

-Note: The fJarenthesis ( '!(,)indicate the fJI"OJJorti0/1 of patients referred to those higherfctcilities 
which are esti111ufes us n 'JJOrted hy rile llculrllcure Jlrorider (respondent). 

It is important to note that nwst of the 'I 13 patients li nd themselves referred to the government 

health facility. Frotn the abo' e tab le there is an it1di cation of strong li nkages existing between 

public health providers and pri,·ate hea lth prm·idcrs. It also suggesti ve of weak linkages 

between pri vatc-to-pri ,·ate health cme pnl,·iders. 

5.4 Obj ective 2: Ass ociation of partn ershi p hetwecn public and private hea lth care 

providers. 

Table 5 shO\\S the vmious att1 ihute <; that \\ere u<;c d to a<;<;ess magnitude of partnership between 

public health ! ~1 c ilit y and pri vate hea lth care pro\' iders .. 

Tabl e 5: Attributes used I(Jr the patlll Crship of ll l<l gni tudc or partnership between public and 

pri va te hea lth care prov id ers. 

r---------- - Cat£g~y and clements ns.:'icssed 
----------------------~ Attributes r------------------

lnput s 

Sta!T sharing • 
• 

Wo rk pnrt-time in public health facility 
Docs the fac ility hm·c x-ray and laboratory services? (no) Equipment and laboratory 

facility 
.._T_n_li..:...:n..:...:it_.!lg:::>...' ..::..&::.....:.:..se:..:t..:...:ll..:...:it_Hl_r_s _____ ._I_Ia~£_pro,· i d c.!:_ attended any seminar in the Jast one year? 
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Attributes 

Processes 

/\ffordabi 1 i ty 

Accessibility 

/\cccptabi I i ty 

Utilizations 

Efficiency 

Category and clements assessed 

• 
(yes) 
I las the provider attended any post qualification training? 

~yes) 

• Do prtn' ider rcle r pati ents on Issues relating to 
unafTordability of services (yes) 

• Is the pri\·ate f~1e ility located within 3-5 kms radius to a 
publi c fac ility? (yes) 

• Do you refer pati ents \Yith clinical notes to a public health 
I ~J c ility? (yes) 

• /\ re the same procedures re peated again at publ ic health 
18c ility? (yes: pati ents to respond). 

• Docs the fnc ility receive more than 5-10 TB patients per 
\Veek (yes) 

• Do pati ents queue for more than 30 minutes before being 
attended to? (yes) 

• /\ re there any nussmg components hindering patient 

r---- ___________ n_Hlllilgcment? ()_·c-'s)'-----------------J 

Outcomes 

Referral s 

Deaths 

Unaccounted pati ents 

• Were patients refe rred to another facility for any service? 
(yes) 

• \\'ere there atl )' deaths reported in this facility relating to 
TB illness? (yes ) 

• Were there any pati ents who started on treatment and later 
abscond treatm ent ? (yes) 

Note: The parent hes1s( ) ore i/7(/icat 1 re of the ml /(I re.\]Hmse fo r sconng pwpose. 

S'o urce: research fi ncli ngs. 

From Table 5, a total score and percentages \\'e re computed for each category ofhealth provider 

with the exception of the PCill whi ch \\'as taken n<; a rcf'e rence point. Table 6 shows that MDs 

(45.6%) and the COs (45.2°j,) categori es haYe hi gh degree o f' partnership with the public health 

faciliti es compared to PII ( 2o.<Jr~jl ) and t\li ss ions (33.3%). The table is further suggesti ve that the 
~ 

MDs and COs j~1c iliti es lnck essenti al attributes in the process aspec ts which leads to their 

reli ance on other fac iliti es rur rurth er di agnosis and lll <l ll agemcnt of pati ents. 
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Table 6: Attributes of partnership bct\\een public and private health care providers. 

Attributes Number of positive responses (counts) within 
attributes 
PII Missions MDs C.Os 
category catenor" 

--- t--'~-t-::..::.=;' IS!2.:::..:L'' J-\-----l----------
Inputs: 

Staff sharing: Do any sta ll wotk part time at a GOK 0 

facility? 
Equipment/Lab serv tccs: Docs !~1c ility hn,·c a 4 

functional x- ray facility/labora tory? 
Training/seminars: Attemkd <111)' semttwr 111 last I 0 

year? 

6 

0 

10 15 

3 

6 2 

Training/seminars: Attended <111 )' post quali!ication? _O ____ -t-2----+-=1-=2 __ -J 5 

Processes: -----

2 
4 
3 
4 

9 
10 
lO 
3 

19 
8 
23 
6 

AfTordabil ity: Refer pati ents on cost issues? 3 

.6ccessibility: Located within l -5 kn1s radim toP< il I? (i 

.6cccptability: Any procedures repented nga in nl J>(IJ I? J 

Utilization: Docs fac ility receive 5 TB pati ents per 1 

week? 
llificiency: Do pati ents queue ' 3.0 tninutes? 0 0 4 12 1 

1\ny miss in g_ com 1oncnts tints himlc0.1g diagnosis? I 0 6 20 \ 
Outcomes. ----r-----r-=----1-~~---

Referrals: Arc patients referred to PUll from here? 

.Qeaths: Jlas there been any deaths due to ., 13 in thi s 

facility? 
!lnaccountcd patients: Any pati ent s "ho absconded 

treatm ent under your ca~? _ _ ____ _ 

Total score 
lJ!ercentages) _ 

Grand Total (total samJ.llc~total attributes 13} 

Total sam1Jic size -·--

() 4 12 

() 2 

___ , 3 0 9 
31 26 72 135 

(26.9'X,) (33.3%) (45.6'Yo) (45.2%,) 

_78 ___ ,_7_8 __ -1_1_6_9 __ 1 299 
6 6 13 --:-2_3 __ _ 

------~--~~----L~----
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5.5 Objective 3: Situation analys is of quality of care by category from patients 

perspective. 

A total of75 pnticnts were intervi ewed as they prepmed to lenve the various category of clinics. 

A total of 52 patients were in tcn ·ic\\ cd at PUll. 2 pati ents interviewed at Missions, 3 patients at 

Pll , 4 patients intervic\\ l'd at 1\ J[)s clini cs nnd 14 interviewed at COs clinics. From a selec ted 

facet that refl ec t on issues relating to qunlity. 1\ li ss ions cntegory had the hi ghest overall quality 

index of 76% (fi·om a total or 25 points out or poc;c; ibl e 55). The lowest quality index was 

observed with the MDs and COs categori es that had an index of 45.5% and 38.6% (from total of 

25/55 and 56/ 145) respecti ve ly. Table 7 sho\\'S the distribution and quality index score by 

category of provider. 

Table 7: Quality index score by providers as reported by the patients. 

Selected quality facets. Valid count with the characteristic 

-------
Physical infrastructurr: 

I. 
2. 

Water to wash lwmls (yes) 
Toil ets with mtt cr (ycc; ) 

i>UI I 

50 
50 

3. Cl ean clinic lloor 25 

4. Reading nwtc1 inl s <1\'<ti l<thl c 0 

Pll Missions MDs 

3 0 0 
2 [ 0 
2 [ 2 
3 I 3 

COs 

4 
2 
2 
4 

3 l 2 13 -5. Was TV on dliiJ! lg '' <tit~g time? ()CS_L 0 

Sub total (percentage) 125 ( 

Total 25 0 

No. ofpatients with ~did responses 

Drugs and physical examination: 

50 

l. Were all anti -· ! B drugs a\·ailablc? (ycc; ) 52 

2. Was any x-ray/lab scn ·ices available? 52 

(yes) 
3. Was any medi cal hi story taken? (yes ) 52 

50%) 13 (86.7%) 
15 
3 

0 
2 

I 

4 (80%) 7 (3 5%) 15 (3 
5 20 50 
l 4 10 

2 0 0 
I 2 0 

I 3 9 
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Selected quality facets. . Valid count with the characteristic 

PGI--1 PH Missions MDs COs 

4. Was any physical examination done? 52 1 1 1 9 

(yes) 

5. Did you take <30 minutes before seeing 10 2 2 2 6 

l'l rl nrt n r? ( v~<::) 
'"' 

Sub total (percentage) ? 18 (83.8%) 6 (60%) 7 (70%) 8(53.3%) 24(48 

Total 260 10 10 15 50 

No. of patients with valid responses 52 2 2 3 10 

Health workers-patient interaction and health 

education:-

1. Was discussion with doctor interesting? (yes) 32 2 2 4 9 

2.Did the doctor explain all procedures he was 12 0 2 3 5 

carrying out? (yes) 
3 .Any education given to you about TB as ·an 5 1 1 1 1 

illness? (yes) 
4. Any education relating to medication intake? 2 1 1 1 1 

(yes) 
5. Any education relating to clinic return dates? 15 1 2 1 1 

(yes) 

Sub total (percentage) 66 (41.3%) 5(50%) 8(80%) 1 0(50%) 17(37 

Total 160 10 10 20 45 

No. of patients with valid resp.onses 32 2 2 4 9 

Overall total quality index scar~ (percentage) 409 (61%) 24 (68.6%) 19(76%) 25(45.5% 56(3 8 
) 

Grand Total 670 35 25 55 145 

Sample size (patients) 52 3 2 4 10 

5.5.1 Cost of treatment. 

Part of the large influx of patients to public health facilities is due to cost of service. Assuming 

that availability of anti-TB drugs is a constant factor (that is, drugs are available to all facilities) 

, other costs such consultations and diagnostic services will still cause a significant shift of 

patients to the public health facility . Table 8 shows cost structure by health care providers. 
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Table 8:Cost structure by provider category. 

Provider category No. of Mean Minimum Maximum Median* 

respondents (s .d.) Kshs Kshs. Kshs 

(N) Kshs. 

PH 1 Sl consult 6 241.6 200 350 -

fee 6 (66.5) 100 350 -

2nd consult 3 195 (92.5) 150 280 -

fee 4 210(65 .6) 400 780 -
Lab services I 607.5 - - 625 

X-ray (157.8) 

Anti Tb 6,000 

drugs 

Missions 1st consult 5 500 100 1950 150 

fee 3 (8 11.6) 100 1600 150 

2nd consul t 2 616 100 300 200 

fee 1 (851.9) - - -

Lab services 200 

X-ray (14 1.4) 
500 

PGH Lab services 1 50 - - -

X-ray 1 300 - - -
MDs l st consult 10 315 200 600 -

fee 8 (137 .5) 100 500 -
2nd consu lt 1 250 - - -
fee (146.4) 

X-ray 600 

COs 1
st consul t 17 157.6 50 300 -

fee 13 (72.4) 50 250 -

2nd consult 2 123.1 80 100 -

fee 2 (56.3) 50 2,500 1,275 

Lab services 90( 14.1) 

Anti Tb 1,275 

drugs (1,732) 

Key: s.d - standard devwtwn 
Median* _ this value is given to circumstances where s. d equals or is greater than the mean 

value. 
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Most of the patients pay cash for services prov ided to them. This is consistent with previous 

study by Mwabu et. a/ 11 999 1 ' 'hose findings indicated that choice of facility is largely a 

function of income leve ls. Tnblc 9 shows the payntent methods used by various pati ents. 

T bl 9 M I I f t r IT I b a e ct1ot o pa) men or serVICeS 0 crcc y prov1 cr. 
- -

Payment method PI Is rvt iss iom PGII Solo practices 
MDs COs 

Cash l)()O~ 80% 90% 80% 70% 

Credit cards/cheques 5% sol 5% 15% 2.5% 1 0 

Company schemes/insurance 2.YYo 5% 5% 2.5% 2.5% 

Wai vers - 10% - - 15% 

Others (special 2.5% - - 2.5% 10% 

arrangement) 
Total 6 5 I 11 24 

The porent/1£-'Sis indicutes the e roe ortion of J)(( fients lt'/10 /IS(' thut purficu/armethod <?IJ)(I)"I/I CI1{. 

5.6 Focus Group Discuss ion s: Partnership sourcing of health care in Kenya among service 

providers. 

Four respondents fi·om pri va te nursing homes and one hospital admini strator reported that they 

arc having a working relati onships although \Yith no memorandum-o f-understanding (MOU). 

They partner with pri,·nte co1npani es. and J go,-crnment parastatals concerning offering of 

service to empl oyees <ll1d famil y members in a pre-des igned medical schemes . 

The Nakuru Distri ct 1\ kdi c< tl Of'li cer of Il en lth cited that 11 011-cxistc11ce of laws coveri ng 

formati ons of health teams 111<1~ cs pm l11 ership somcin g between the priva te and public very 

difli cult. Jl c noted that publi c l~t c iliti cs a1e fun ded hy Exchequer and arc essentially " free of 

charge" whil e those at pri Ya te in stituti ons arc at a cost. l ie fea red there would be exploitation of 
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the public since private hea lth care prov iders wo uld get say "the free TB drugs" from the 

government stores and se ll them at a pri ce . 

Seven private consultants f'clt that \\'itll supcrvisior1 ami proper costing of services, the private 

sector can deconges t the puhl ic hea lth l ~1c i I ities by cauc; ing a significant shift of patients ii·om the 

POll. Two specialists at pri va te clinics cited that the government health facilities had a lot of 

un-utilized phys ica l li1ciliti cs especially at loca l dispensaries which could be leased and earn 

rental revenue. Thi s would cause services to be centra li 7cd at certain localities. Two politicians 

cited that the Di strict I leal til Boards be expanded to accommodate more private phys icians and 

personaliti es fi·om the pri v<Jt e sec tor. Currentl y. t\\'o priva te sector employees are co-opted in the 

hospital 's management boards. 
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CHAPTER 6: DISCUSSIONS. 

There is increasing evidence that partnerships ex ist in the pri vate sector between the public and 

private health care providers. Thi s is ev ident by the number of referrals of patients between 

various health raciliti cs. /\ lso. it should be noted that most of the medical ass istants (clinical 

offi cers and nurses) as well as some or the first deg1ec holders in medicine (general medical 

practitioners) work at go ' cnnnent health fac iliti es. I Iowe\'CI', from the focus group discussions 

and other respondents. there is lack or hi ml i ng agreement s such as memoranda of understanding 

(MoUs) or recogni zed referral docum ents. The impli ca ti on of this is that patients are always re­

examined again for the same illness pre,·iously di agnosed elsewhere. 

One point to note here is the l e , ·~ l s or partnerships are lower and skewed in favour of the 

government health services. From Tabl e 4. ove r 80% of all patients are referred to the 

government health fa ciliti es l(>r fu1thcr management. Onl y 3 out of 12 private health service 

providers have an of'li cial agreement with the go ,·cmment in acquisition of anti-TB drugs as 

well as admission of' p<~ti e nts to gtwcrnm ent medica l wards. /\lso the government health 

facilities do send pati ents to th ese pri vate providers lo r speciali zed x-ray services. Thi s is a 

strong indica ti on that the go ,·ernment can co ntract out services to the private health care 

providers. Thi s is consistent \\·ith the findin gs of Lit,·ack J 11 993 J who observed that where the 

government supports the private sector. there is enhanced quality of health care to the local 

co 111111lll1 i ti cs. 
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Partnership be tween publ ic and priva te health care providers in Kenya is currently at the pre­

relationship stage. Thi s stage is charnctcri7cd by awa reness about the issue but the respondents 

cannot pin-point speci fic mcas or partners hi p. I\ lost of' the health service providers repo rted 

knowing about partnerships but arc not im·olvcd in nny. '[he closest they came to. is that of 

referring pati ents to the next k\'(:1 !'or fut thcr tn<mngement. I lowever. key informants fee l that 

partnerships can wo rk in n dcfit tcd cn,·imnment \\' hi ch the health care providers have yet to 

define and implement. 'I here is st i II a lot o I uncasi ness about the cost and benefits that accrue to 

each partner. Cox Saunders [ 1997 1 argues that part nership models can be held up as possessing 

the poss ibility ora "\\' ill -\\ in' ' outcomes \\'i th bot h si des wi nning simultaneously, through the 

adoption or pro blem-so lving approac hes. for exa tllp lc. to reso h·e any difficulties. Thi s is yet to 

be rea li zed in the Kenyan health sector. 1\ los t of the priva te providers view that they are willing 

to parti cipate in orga ni zed pri va te sec tor partnership \Yi th public sector if only such arrangement 

can translate to more pa ti ents nml increased fin nncial in -now. 

There arc wide benefit s th nt c<tn cnHll tate !'rom joi nt JW I tncrship. From table 6 on issues of 

quality, the so lo prac titi oners cnn benefi t in term s or sourcing of diagnostic services fro m 

government hea lth l'aci liti es ns ' '-e ll as oh tai11ing dru gs. The onl y conditi on that should be put in 

place is that they should all ow for government super\' ision. On the other hand, the government 

can subsidi ze the cost of hea lth ca re inputs. Table 7 sugges t that most of medical ass istants and 

general prac titi oners ha,·c lo\\' co nsultati on costs (mea n ofKshs. 123, s.d. +1-56, minimum 50, 

maximum 250) which ca n attrac t more cli ents. Th is is consistent with previous study by 

Mwabu et. a! fl 999 ] '"hi clt indi ca ted that the choice of fac ility is largely a function of incomc 
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levels and cost of services rendered. 

Other tang ib le bene fits o f partnerships wo uld include co nvenience to the clients (patients) who 

wou ld get all the required services at their initi al loca tion for proc urement of the health services. 

Also some of the solo clinics can spcc in lize in of'l'c ring one-to-two types of services. 
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CHAPTER 7: CONCLUSION AN D RECOI\ 11\ IEN DATIONS. 

Partnership sourcing can work in the health service deli very. The data presented is suggestive of 

weakness on one provider whi ch could he a strengthen for the other. Ilowever, certain issues 

have to be addressed. First tlH:re is need to carry out a stakeholders fo rum where all the private 

clinics and the government hea lth prov iders can deli berate on issues arfec ting them. It is in such 

a forum that both the pri\ nte and pub I ic hea lth care prov ide rs would identify the individual 

strengths and weaknesses in their respect i\·e systems nnd dev ise modalities for development of 

sustainabl e partnership to supplement and stt engthen th eir mutual capacities. 

There is need to es tabli sh onl cial docu 111ents such as memorandum of understanding (MoU). 

contracts or letters or agreement (l :oA) to spell out the character, scope and mode of operation 

of such partnership. Such doc um ents ' ' ould include items such as acceptable forms which 

pati ents can usc as they nw,·e rrom one l'aci lity to another. Th is would significantly reduce the 

pati ent' s financial and ment al st ress of bei ng compell ed to undergo repeated procedures for the 

same i llncsscs. There is need to ex plorc poss i bi I i ti cs or cstabl ishing specialized clinics which 

arc accredited by both pri va te and publi c hea lth care prov id ers and their costs of service be 

regul ated. These clini cs should suitabl y be located ,,·ithin res idential areas where most of the 

pati ents first go for health scn ·iccs \\'hcncvcr illncs" fi rs t se ts in. 

In co nclusion, there is enorm ous potenti al f'nr dc\'e loptncnt of viable pri vate and public health 

service partnerships for their mutual benefits so as to strengthen the national health care delivery 

capac ity. 

-48-



REFERENCE. 

A. Books 

1. Arygins C.: Knowledge for Act ion: a guide tll overcoming barriers to organizational 

changes. Snn Frnnsacio Press . 15- (>7 . ( 1992). 

2. Baily P, Farmer D, Jessop D, nnd Jones D: Purchas ing Principles & Management. 81
h 

Editi on. 1999. Pitlllan Publi shi ng. Pages 1"'9 · I (>2. 

3. I Ieizer J ., and J>render B. : Production ami Operati ons !'Vlanagement: Strategic and 

Tactical Decisions. Prenti ce ll nll. lntcmati onnl Editi ons. New Jersey. 1996. 

4. Mills!\., Bennett S., and l!Hrbara 1\ 1. : I he Pu blic/Pri va te Mix Debate in llealth Care. 

London School or I I ygi ene nnd Tropical 1\ led ici ne. 1 - I 5. ( 1998). 

5. Oakland S. John : Iota! Q_ualit .· Manage ment. l be ro ute to im prov ing performance. Plant 

a Tree Press. Pages 4,8, 12, 5R, 106. I 09. 335 . ( 1993 ). 

G. Porter M. E.: Compctiti vct\d q~ nl agc: Cren ting And Sustaining Superior Performance. 

The Free Press . ] 17- 320 ( 199R). 

7. Quality J\ ssurancc Proj ee l 2000 .: J\ 1\ I odem Pamd i u. m for Improving lleal thcare Quality 

Manual. J\ Quality Assurance 1\ lonograph . 2000. Page 3 - 5. 

8. Saunders M.: Stmtc12. ic 1\trclws in g of Supp lv Chai n 1\ lanagcmcnt. Page 45-52. Pitman 

Press, London. ! 997. 

-49-



B. Journals. 

9. Birmingham, K. The Need For Publi c-Pri\'ate Partnershi ps. Na ture Medicine. Volume 5, 

page 481 (2000). 

10. Grange J.M ., Festenstein F.,: 'I he I Iuman Dimension of Tuberculosis Control. 

Tubercul osis & Lung Di sease<; Journal. 1993: Vo lume 74. Pages 219 - 222. 

1 1. Johnson R., Winchell W.O., Producti on and () uality Mil waukee, American Society for 

Quality Control. Briti sh Standards Institute. 1987. Page 2. 

12. Litvack J. , and Bodart C.; User Fees Plus Quality Eq uals Improved Access to Health 

Care: Results of a Fi eld E:sJlc rilllcnt in Camctoon. Soc ial Sc ience and Medicine. 37(3): 

369- 83. ( 1993) . 

13. Muthami L.N. , Ngugi R. W .. l~ abubo .1.\V., and Gakuru O. N.: Evaluation of Sagana 

Community Based Malaria ~·o ntro l lnitiati \·e Pro jec t (1\ MR EF/GLAXO). 1-3. 

Unpubli shed arti cle. 1998 . 

14. Mwaniki DL., Byskov .1.. Ka riuki .1.. Onudi CO .. Oum a Jl I. ,: Performance of Bamako 

Initiati ve Projec ts: J\ pn.H,;ess cnduati on o[t\\'O ptojects in Siaya District Kenya. 

Unpubli shed report. I -9( I 997 ). 

15. Mwabu G.M .: Ileal til Cmc I J_cci_~ i o n at ll ouschold Lc\'c l. Results of a Rurall Iealth 

Survey in Kenya . Soc ial Sc ience and f\ lcdi cin c. Vo l. 22: pages 315-3 19. ( 1986). 

16. Needham l).ivL Faussett P.G .. FosterS. D .. : Barri ers to Tuberculosis control in urban 

Zambia: the economic impac t and burden on patients pri or to diagnosis. International 

Journal ofTubcrcul osis Di seases Jownal. Volullle 2 (10): Page 811-817. 1998 . 

-50-



17. PaulK., Lemmink J.,: Quality Management and Business Performance in Hospitals: A 

search for success parameters. Unpublished thesis. Abindon, United Kingdom. 1123-

11 33. December 2000. 

18. Reich, M.R. The Global l)n(g_ (Ia J. Soci ~ll Science and Medicine. Volume 287, page 

1979- 198 1 (2000). 

19. Smith, R. Vaccines And ivk0icilles For I he World's Poore t: Public-Private Partnerships 

Seem To Be Essenti al. 13riti sll 1\lcdical .Journal Volume 320. page 952-953 (2000) . 

20. Uplckar M. and Vikran1 P: lnn>lv in u. pri\'ate sec tor in Tl3 control. WIIO publication, 

200 I. Page 3 - 20. 

2 1. Wang'ombc J.K .. 1\ 1\\nniki D.L.. 1\ litula P .. 1\ lu go l\ 1.. N7oya 0., Muasya I., and 

Muchunga E.: Capaci ty Of' NQ.n-Uo\·ctnmental Providers In Delivery Of Health Care In 

Kenya.l2 35.( 1998 ). 

C. Reports 

22. (l()\'CI'lll\\Cnt ur 1\C \\) (\'. ~ 'c\\\\l\1 Uut \: l\ \1 \lC 0tl\tL ti \: ~ , ~ \ I UV I \ l\1\'Crmmmt er\m\n 1 t'tC3:\ . 

Page ll -15. 

23. GovcnlnJcnl Of Kenya . Nat ioll<ll l lea l til Sccto!:._:':> tmt cgic Pl an: 1999 - 2004. Page I I. 

24. Na ti onal Tuberculosis IZcpo1 t 1998. 1999 report c.;. Nat ional Leprosy and Tuberculosis 

Pro gramm G.,. Ministry or I klllth . 2000 publi ca ti on. 

25. Ministry or !lcalth : K.cm·a's llcalth Policy Fnuncwork Paper. J 10. (1994). 

26 . World Il ca lth Org<llli lat ion. ln voh·ing Pri\'ale Prnctitioncrs In Tuberculosis Control. 56-

59. (200 I). 

-51-



27. World Development Report. 1993 . WIIO Publication. Page 25- 41. 

28. World Ilealth Organization: The Contribution of Satellite Derived Information to 

Malaria Stratification, Monitqring.and Eml y Warning. WIIO/MAL page 1079. 

D. Internet sites (world wide weh references). 

29. Brent Council. Ciuidance notes on stakeholder analysis. (www2.brent.uk) August 2001. 

30. Terner Aft, Irving I k Tcrts.: Total Quality 1\lanagemcnt. Three steps to Continuous 

Improvement. 53 - 70. (\\'\\ \\·.lwrvadbusinesschool.nct//stratcgy/stakcholder). 

-52-



ANNEX 1: 

HEALTH CARE P V DJE S 
QUESTIONNAI E. 



ANONYANOUS HEALTH SERVICE PROVIDERS QUESTIONNAIRE. 
Bacl<ground information. 

A. Date of interview (dd/mm/yy) - ---------

B. Category of clinic 

C. 

1. Private hea lth clinic (miss ions/NGOs) 
2. Private health cli nic (institutions I companies) 
3. Private health clinic (hospitals) 
4. Private clinic ( olo practice). 

Where is thi s clinic located? 
I . Within the central business district (CBD) 
2. Outside the CBD - residential area 

Which residential area (high I moderate/ low ) tick. . 

Facility ID: 

D 

D 
D Qualification of the phys ician /clinician responsible ____ ____ _ 

E. When was the clin ic es tab lished I opened (year) ________ _ 

F. What range of scn·icc(s) do you offer in this clinic'? 
I. 
') 

" .). 

G WI 1at IS t 1e tota num b r cr o patients (, ll (/ cases ) i . 1 co \'Ou see 111 a typ1ca I ? wee<. . 
Workload Week 
New cases 

Re-visits 

F Please let me know Your clinic routines in relation to·-
I lours vou arc available in the cl ini c per dav (hours of 

I - -
service) 
Num ber or days the clinic is open per week I 

I 
Time when the clinic opens 

I 

I 

Time when the clinic is closes. 



Existence & extent of partnership in TB health service deliverv. 

1. Have you ever heard about partnership? Yes No 

1 b. Who do you partner with and for what service? _ _______ ______ _ 

lc. Are there any formal agreemcnt(s) that you signed in the partnership you are involved in? 
Yes No 

2. Where do your TB patients mainly come fro m? 
1. Within the town 
2. Outside the town but within the district 
3. Outside the district D 
4. Others (spec ify) ____ _ 

2b. What percentage would you all ocate to occupations ofTB patients \Vbo seek health care at 
your clinic') 

Cate11,ory Percentage (%) 
Business people/ trndcrs 

Em pl oyed:-
Formal 
[nformal 

Unemployed 

Students 

fa rmers 

Others 



2c. What percentage (%) on of your clients can be grouped into the fo llowing social economic 
strata 

Strata Percentage ( %) 
High income group 

Moderate Upper income groups 

Low income groups 

Low social economic group High 

Low 

3a. Are patients referred to this health clinic? 1. Yes 2. No 

3b. If yes , where arc they referred from 

Source of patients Estimate in percentage(%) 
I . GoK health clinics/hospital s 

2. Non-GoK health clinics I hospitals 

3. Self referral s I relatives/ fri end s 

4. Others (specify) 

..J.a. Do you refer patients fen· treatment/services to other health clinics? 1. Yes 2. No 

..J.b. [r yes. where do you refer them to and why:-

Please Place patients Pcrccnta rrc of ;:, Reason lo r 
ti ck referred to patients. % referral 

I. GoK health clinics 
(speci!y) 

' Non-GoK health -· 
cl inics (specify) 

., 
Others (spccil\) .). 

3 



4c. On average about how many TB patients do you refer to other health facilities in a week? 

4d. Do you have any standard referral forms for patients? 1. Yes 
(If yes, please let me have a copy of the forms). 

5. How is diagnosis ofTB arrived at in this facility 
1 ~ Most important method ----------
2. 2nd method:--------------
3. 3rd method:--------------
4. Other methods : ------------

6a. Please let me know your charges for the following services:-

2. No 

1. Consultation: a. 1st visit: b. Re-visits ---
2. Laboratory services ____ _ 
3. X-ray services (chest) ___ _ 
4. Drugs (anti-TB drugs) ____ _ 
5. Other charges ____ _ 

6 r d d t h b. I low do palients pay or t 1e services ren ere o t em:-
Methods of payment Percentage of patients 

using this method (%) 
I. Cash 

2. Credit cards/ cheques 

3. Company schemes 

4. Medical insurance covers (NIIIF/AAR) 

5. Waivers 

6. Others (spcci!)·) 

7. Do you stock anti-TB drugs in this clinic? 1. Yes 2. No 

8. rr none. do you rcl'er patients to particular a pharmacy for drugs and where? 
I. Y cs (name ) --------------
2. No 

4 



9. From your experience of handling TB patients, what is the lag time among your patients 
(days)? __ 

10. What other information do you give to your patients? ------------------------

11 How do you keep patient data? 
1. Manual filing 
2. Computerized database 
3. No formal filing system 
4. Others (specify) _ ____ _ 

11 b. Do you produce any reports from your records? 
1. Yes (how often in a year) 2. No 

12. Do you notify any of the following cases to the local Medical Officer of Health (MOH) 
office?:-

1. Yes 2. No 
TB case (notification) 

Other public health conditions (specify) 

13. What issues would I ike to see addressed so as to encourage collaboration between GoK 
clinics and private sector clinics so as to reduce the TB burden in this country? 

Issue I Recommendation Reason(s) 

. 

, . 

5 



14. Do you attend any meetings I seminars/ or outreach programmes related to TB health care 
management and service delivery 

1. Yes 2. No 

15. If yes, how many of such meetings have you attended in the last one year? 

16. Who convened the meetings? 
I. Ministry oC health (GoK) 
2. NGOs I Donors 
3. Professional associations D 
4. Provincial administration/ politicians 
5. Others (specify) ____ _ 

Thank you for your responses and time off to answer the above questions. 

6 



ANNEX2: 

PATIENTS 
QUESTIONNAI E. 



PATIENTS QUESTIONNAIRE. 

Background information. 
Date of interview ( dd/mm/yy) _________ _ 

Serial number: -----

Category of clinic 
1. Government health clinic/hospital 

2. Private health clinic (missions/NGOs) 

3. Private health clinic (special programme) 

4. Private clinic 

Existence & extent of partnership in TB health service delivcrv. 

1. Where do you reside? 
1. Within the town 
2. Outside the town but within the district 

3. Outside the district 
.f. Others (specify) ____ _ 

2a. Were you referred to this clinic for this particular illness? 

l. Yes 2. No 

2b. If yes, where were you referred from:-
1. Government health clinic/hospital 

2. Private health clinic (missions/NGOs) 

3. Private health clinic (special programme) 

4. Private clinic 
5. Others (specify) _ _ ___ _ 

2c. What was the reason for your referral to this clinic? _______ _ 

Critical success factors of partnership in TB health care dclivcn'. 

3a. Please let know how much you have spent so far for any or the fo llowing services: 

I . Drugs (TB drugs) ---------
:?.. Consultancy: a. I st Yisit: b. Re-visits ---
3. Laboratory sen·ices ____ _ 

4. X-ray services (chest) ____ _ 

5. Others _ ______ _ 



3b. How did you for services you received in the course of seeking treatment:-
1. Cash 
2. Credit cards 
3. Company schemes 
4. Medical insurance covers (NHIF/AAR) 
5. Waivers 
6. Others (specify) ____ _ 

4a. Did you get all the required drugs? 
1. Yes 2. No 

4b. If no, where were you told to buy (source) the drugs? _ ___ _ 

5. How would rate the following :-
a. Staff (nurses/doctors): I. Friendly 2. Unfriendly 3. Rude 
b. Equipments: 1. Working 2. Working but with difficulties 3. Not working 
c. Buildings: I . Clean 2. Untidy 3. Dirty 

6. How long did you wait on the line before seeing a doctor (minutes) ___ _ 

7. What areas would you like to see improved/added in thi s clinic so as to offer better 
se rv i ccs? ----------------------------------------------



,• 

ANNEX3: 

THE MAP OF 
NAKURU DISTRICT. 
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