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Abstract

Devolution was meant to improve efficiency in service delivery in the public healthcare facilities by improving
financial allocation, human resource capacity and increasing medical supplies, equipment and health facilities. A
glimpse of hope was noted with devolution especially in the ASALs with Mandera undertaking its first caesarean
operation since independence and Wajir tripling its maternity facilities within three years. However, 5 years after
devolution the neonatal mortality and maternal mortality still remain high. The purpose of this study was to
investigate the moderating effect of democratic leadership style on the relationship between management of
devolved health services and health-care service delivery in Arid and Semi-Arid Lands in Kenya. This study was
guided by fiscal decentralization theory, participation theory and theory of performance improvement, as well as
sequential theory of decentralization. This study used a triangulation of both positivism and phenomenology. The
population under this study constitute the Sub-Counties in ASAL in Kenya with a sample size of 89
Sub-Counties being sampled and 3 patients from each of the 89 sampled sub counties. Given the findings, did
not accept the null hypothesis (HO) and therefore concludes that democratic leadership style has a significant
moderating effect on the relationship between management of devolved health services and health-care service
delivery in Arid and Semi-Arid Lands in Kenya. Therefore, hospitals management should come up with strategies
that can help improve financial resources to fund facilities improvement and purchase of equipment and supplies.
These strategies can include seeking for donor funding among others.
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1. Introduction

The concept of devolution involves the transfer of authority and power over public service delivery from central
government to a semi-autonomous sub-national structure, which aids in the management, decision-making, and
public planning (Diana et al., 2014). It is the statutory delegation of powers from the central government of a
sovereign state to govern at a sub-national level, such as a regional or local level. It is also a form of
administrative decentralization or the transfer of authority and responsibility from central to lower levels of
government for a range of public functions including health care (Okech, 2017). Devolved territories have the
power to make legislation relevant to the area meaning that the units have clear and legally recognized
geographical boundaries over which they exercise authority and within which they perform their functions in
their respective jurisdictions.

Worldwide, there has been a trend in the devolution of authority in healthcare whereby the authority that was
often sitting with one central Ministry or Department of Health devolved over time (KPMG, 2015; Okech, 2017).
There has been a global trend to decentralize the public health sector, from the central government to the county
government, or from large hospitals to district hospitals (Cheshire, 2010). Devolution has been successful in
some parts of the world for instance United States, India, Nigeria, Sweden, United Kingdom and South Africa
are some of the countries where devolution has delivered the expected results in terms of political stability and
development (Voon et al., 2011). Wangari (2014) argued that devolution has both an explicit and implicit
motivation of improving service delivery for two reasons; first the basic services which the state is responsible
for are systematically failing. Secondly, improving service delivery through devolution is important because



ijbm.ccsenet.org International Journal of Business and Management Vol. 14, No. 11; 2019

these services are consumed locally. At Global level, devolution has been at the center of sudden rise of
economic development in many developing countries such as China, Nepal and Chile among others (Mayoka et
al., 2014).

In Africa devolution is practiced in South Africa, Uganda, Ethiopia, Tanzania, Nigeria, Ghana and now, Kenya
among many other (Amusa & Mabugu, 2016). For instance, in Uganda, devolution is practiced through
Kingdoms while in Tanzania devolution is through Jimbos (Voon et al., 2011). There is paucity of studies that
have examined devolution experiences across the Africa region in a comprehensive and comparative way
(Batchelor et al., 2018).

In practice, devolution grants the devolved governments the capacity to develop policies that are better tailored
to the economic and social conditions of their areas, encouraging policy divergence through the introduction of
‘local solutions to local problems” (Mackinnon, 2015). Moreover, Mackinnon (2015) indicated that devolution
creates logic of inter-territorial comparison and competition, potentially resulting in policy learning and transfer
as the different administrations monitor developments elsewhere, adopting successful or popular policies from
other jurisdictions. However, Yusoff, Sarjoon, Awang, and Efendi (2016) contend that in devolution, powers are
transferred to autonomous units governed independently and separately without the direct control of central
government.

According to Scheffler, Bruckner and Spetz (2012), assessing the health labour market requires to study both the
demand and the supply sides, and how to match them in order to determine shortages (or surpluses) of health
workers. The supply of health workers includes leadership style and the number of qualified health workers
willing to work at a given wage rate in the health care sector (physicians, nurses and other care providers). Thus,
leadership style is key determinants in health-care service delivery for devolved systems. One of the leadership
styles to manage this momentum is democratic leadership style is where the leader engages others in identifying
the important goals and formulating strategies to attain the goals (Igbal, Anwar & Haider, 2015). This means
County leaders using this approach will ensure all the stakeholders in healthcare service delivery are engaged in
the execution of healthcare service delivery projects.

This paper was guided by the following null hypothesis hypothesis:

HO: Democratic leadership style does not significantly moderate the relationship between management of
devolved health services and health-care service delivery in Arid and Semi-Arid Lands in Kenya.

2. Method
This section explained the methodology to be applied in this research.
2.1 Research Philosophy and Design

This study used a triangulation of both positivism and phenomenology using questionnaire-based surveys,
observation, and secondary sources, which further makes the approach best suited for this study. Thus, the notion
of open-ended questions and conversational inquiry allowed research participants to talk about the topic in their
own words, free of the constraints imposed by fixed-response questions that are generally seen in quantitative
methods. In addition, this study used both descriptive survey research design and explanatory research design to
help identify, analyze, and describe management of devolved health services, leadership style, in-service training
and health-care service delivery in arid and semi-arid lands in Kenya. Descriptive survey design was used to
allow for description of devolution, leadership style and health care service delivery. Previous studies by Abe
and Monisola (2014), Macharia et al., (2014), Opiyo (2014) and Wangari (2014) examined the relationship
between devolution and service delivery and used the descriptive design. Several previous studies on
decentralization and service delivery have used explanatory research design with satisfactory results (Adam et al.,
2012; Alaaraj & Ibrahim, 2014).

2.2 Population

The population under this study constitute the Sub-Counties in ASALs in Kenya. According to the Ministry of
Planning and Devolution Report (2016), there are one hundred and thirteen (113) Sub-Counties demarcated as
Arid and Semi-Arid Lands (ASAL) and distributed within 23 counties in Kenya. The Ministry further
categorises the 113 Sub-Counties into Arid (36 Sub-Counties in 8 counties) and Semi-Arid (77 Sub-Counties in
15 counties).

2.3 Sample and Sampling Technique

A sample is a small proportion of targeted population selected. In cases where a census (a survey of the entire
population) is impossible, sampling procedures provide a justified option (Kothari, 2004). In this regard
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sampling of the ASAL Sub-Counties was done using the Slovin’s Formula (as used by Ariola, 2006). The
formula is expressed as n = N/ (1 + Ne?).

Where: n is sample size; N is the population size and e is the tolerance error. The confidence level gives the
margin of error; in this formula, it ranges from 95% to 99% implying a tolerance error of 0.05 and 0.01
respectively (Ariola, 2006). The current study used a 95% confidence level implying a 0.05 tolerance error.
Therefore, using Slovin's Formula, the sample size was calculated as: n = 113 / (1 + 113(0.05)%) = 88.11 =~ 89
sub-counties.

Proportionate sampling was then used to allocate the proportion of the sample size going to each of the 23
counties. Kothari (2004) noted that proportionate sampling is used when a population from which sample is to be
drawn does not constitute a homogeneous group. Proportionate sampling involves dividing the population into a
series of relevant proportions which implies that the sample is likely to be representative. Sub-counties which
form our population are characterized by heterogeneous groups, given that some fall in Arid Lands while others
are in Semi-Arid Lands. Proportions for this study were effectively applied at county level where the number of
sub-counties in each county formed the proportion of sample size going to the county. Random sampling was
then applied to select sub-counties. The proportions used were computed as Proportion (P) = Sample Size/Total
population = 89/113 = 0.787611. Respondents for this study comprised of two categories. The first category
included 89 Sub County Health Managers with the second category comprising of 3 patients from each of the 89
sampled sub counties. Random sampling was used to select patients at the selected Sub county hospitals. This
ensured those sampled would not be strained during the interviews. The total number of respondents was
therefore calculated as 89 sub-county health managers plus 267 (3 X 89) patients which yielded a total of 356
respondents. This ensured a naturally heterogeneous but relatively homogeneous sample as recommended by
Saifuddin (2009).

2.4 Data Collection Instruments

The data collection instruments were questionnaires and interview guides. Kothari (2004) defines a questionnaire
as a document that consists of a number of questions printed or typed in a definite order on a form or set of
forms.

2.5 Data Collection Procedure

In this study, primary data was collected through questionnaires and interview guides. The researcher trained four
research assistants who was engaged in collecting primary data. Secondary data was collected by the researcher
himself from records obtained from the respective counties and related to issues on health-care service delivery.
This was done by first seeking authority from the relevant county and sub-county authorities in ASALs,
Management University of Africa and National Commission for Science Technology and Innovation
(NACOSTI). For purposes of collecting data in this study, the questionnaire and interview guide was
administered to the relevant respondents in the institutions by research assistants and filled by the selected
respondents. The filled questionnaires and interview guides were brought to the researcher for analysis.

2.6 Validity and Reliability Tests

The researcher carried out a pilot study to pre-test the validity and reliability of data collected using the
questionnaire that was administered to 10 healthcare staff in one county within ASAL. The clarity of the
instrument items was necessary so as to enhance the instrument’s validity and reliability. The aim was to correct
inconsistencies arising from the instruments, which ensures that they measure what is intended. The pilot data
was not included in the actual study. For this study, the researcher used expert judgment to determine whether
there was any ambiguity in any information and if any it was adjusted or corrected.

The reliability was tested for internal consistency using the Cronbach alpha coefficient. The rationale for internal
consistency is that the individual items should all be measuring the same constructs and thus correlates positively
to one another (Kipkebut, 2010). The Alpha can take any value from zero (no internal consistency) to one
(complete internal consistency). Nunnally (1978) suggested that as a rule of thumb, scores in the ranges 0.5-0.6,
0.6-0.7, 0.7-0.8, and 0.8-0.9, should be considered to have an internal consistency that is poor, questionable,
acceptable or good, respectively. Values above 0.9 represent excellent internal consistency, while values less than
0.5 are considered to be unacceptable. This study found an average alpha of 0.83 and thus the research
instruments were found to be consistent.

Data collected was first checked on the level of response before actual data analysis is undertaken using IBM
SPSS version 24 and Microsoft excel. Those whose levels of response were found to be adequate was assigned
numbers for coding into the computer. Then the data collected was subjected to qualitative and quantitative
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analysis. With respect to this, the quantitative data was categorized according to subject concept of the objectives
of this study. The organized data was then interpreted in the light of the research problem to be addressed and
used to enhance the quantitative findings.

Quantitative analysis entailed computing descriptive statistics like the frequency and percentage for the
quantitative data. Measures of central tendency were also used in which case the mean and the mode were
computed. At the same time, measures of dispersion were computed particularly the standard deviation.
Inferential statistics were all applied on the quantitative data where correlation analysis, analysis of variance
(ANOVA) and regression analysis was done. Presentation of findings shall be done using tables, pie charts, bar
graphs as well as histograms for interpretation, summary and conclusions. In conducting the regression analysis,
simple and multiple linear regressions analysis done in which case, the regression was done at different levels.
Qualitative findings on the other hand were derived from in-depth interviews (IDIs) that were conducted with
beneficiaries of health services in ASAL. Analysis was done using R-based Qualitative Data Analysis (RQDA)
software and results presented in bar plots and word clouds.

3. Results

Results were presented based on the two variables, that is, management of devolved health services, and
healthcare service delivery

3.1 Management of devolved health Services

Table 1. Descriptive statistics for management of devolved health service

Factor

Strongly Standard
Strongly disagree Disagree Not sure Agree Mean Median Mode
agree Deviation

a)

The residents from all sub-counties are engaged by

the County government in making health services decisions in 6.3% 22.8% 3.8% 58.2% 8.9% 34 4.0 4.0 1.1

Sub-County leadership

b) My Sub-County leadership considers the opinions
raised by the residents while implementing health services 0.0% 13.9% 5.1% 51.9% 29.1% 4.0 4.0 4.0 1.0
decisions
c) Issues concerning health services are effectively

1.3% 16.5% 3.8% 59.5% 19.0% 38 4.0 4.0 1.0
comr d to all stakeholders in Sub-County leadership
d) Management of devolved healthcare has enabled
Sub-County leadership to introduce better technologies at 7.6% 30.4% 13.9% 39.2% 8.9% 3.1 3.0 4.0 12
health facilities
e) Residents are able to access health services

1.3% 16.5% 16.5% 46.8% 19.0% 3.7 4.0 4.0 1.0
information since introduction of county governments
f) Management of devolved healthcare has facilitated
adequate maintenance of health technologies compared to 7.6% 31.6% 12.7% 40.5% 7.6% 3.1 3.0 4.0 12
before
2) There has been introduction of more healthcare

1.3% 10.1% 1.3% 35.4% 51.9% 43 5.0 5.0 1.0
facilities at counties because of devolution
h) Adequacy of health care equipment at county health

8.9% 11.4% 3.8% 59.5% 16.5% 3.6 4.0 4.0 12
facilities has improved
i) Management of devolved health services, has
enhanced better maintenance of health-care infrastructure 11.4% 22.8% 10.1% 40.5% 15.2% 33 4.0 4.0 13
compared to before devolution
i) Management of devolved healthcare has led to more
health fund allocated to county governments from national 6.3% 12.7% 27.8% 32.9% 20.3% 35 4.0 4.0 1.1
government
k) Devolution has improved efficient budger

16.5% 25.3% 11.4% 44.3% 2.5% 2.9 3.0 4.0 12
allocations to health activities within my county
) County citizens/residents are able to access
healthcare at relatively lower price since devolution of health 2.5% 13.9% 7.6% 44.3% 31.6% 39 4.0 4.0 1.1
services
Average 5.9% 19.0% 9.8% 46.1% 19.2% 3.5 3.8 4.1 1.1
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As shown in Table 1, respondents strongly agreed that there has been introduction of more healthcare facilities at
counties in ASAL resulting from devolution (mean = 4.3, mode = 5.0, median = 5.0, standard deviation = 1.0).
At the same time findings revealed that sub-County leaderships have been largely considering the opinions
raised by the residents while implementing health services decisions (mean = 4.0, mode = 4.0, median = 4.0,
standard deviation = 1.0) while allowing them (citizens/residents) to access healthcare at relatively lower price
since devolution of health services (mean = 3.9, mode = 4.0, median = 4.0, standard deviation = 1.1). It was as
well noted that issues concerning health services are at a effectively but at a moderate level communicated to all
stakeholders in sub-County leadership (mean = 3.8, mode = 4.0, median = 4.0, standard deviation = 1.0) with
residents are able to access health services information since introduction of county governments (mean = 3.7,
mode = 4.0, median = 4.0, standard deviation = 1.0).

Respondents, nonetheless, expressed reservations regarding whether management of devolved healthcare has
enabled sub-County leadership to introduce better technologies at health facilities as given by an unresolved
mean of 3.1 and mode of 3.0 but with high median of 4.0 and standard deviation = 1.2. Respondents also
disagreed that, devolution has facilitated adequate maintenance of health technologies compared to before (mean
= 3.1, mode = 3.0, median = 4.0, standard deviation = 1.2) as well as moderately dissenting that devolution has
improved efficient budge? allocations to health activities within my county (mean = 2.9, mode = 3.0, median =
4.0, standard deviation = 1.2). Based on the average, management of devolved health services had mean of 3.5
with mode, median and standard deviation of 3.8, 4.1 and 1.1 respectively implying that respondents agreed on
most of the constructs of management of devolved health services in ASAL. While devolution has brought
healthcare services nearer to the residents, the county government has nonetheless not been able to adequately
meet budget requirements.

3.2 Democratic Leadership Style

Descriptive statistics for leadership style was based on 4 constructs as presented in Table 2.

Table 2. Descriptive statistics for leadership style

Strongly Standard
Factor Disagree Not sure Agree Strongly agree Mean Median Mode

disagree Deviation
a) Sub-County leaders normally incorporate subordinate 3.8% 7.6% 2.5% 60.8% 25.3% 4.0 4.0 4.0 1.0
advice when making final decision
b) Sub-County leaders always encourage subordinates to 3.8% 7.6% 3.8% 57.0% 27.8% 4.0 4.0 4.0 1.0
express ideas in countering challenges related to healthcare delivery
c) Sub-County leaders always consider suggestions made by 6.3% 35.4% 22.8% 27.8% 7.6% 3.0 3.0 2.0 1.1
subordinates on healthcare delivery as they do not afford adequate
time for them
d) For a major decision on healthcare delivery to be approved 7.6% 21.5% 15.2% 39.2% 16.5% 3.4 4.0 4.0 1.2
by the Sub-County leadership, it must have the approval of each
individual or the majority.
Average - Democratic Leadership Style 5.4% 18.0% 11.1% 46.2% 19.3% 3.6 38 35 1.1

Findings in Table 2 indicate that Sub-County leaders normally incorporate subordinate advice when making final
decision and always encourage subordinates to express ideas in countering challenges related to healthcare
delivery (mean = 4.0; mode = 4.0; median = 4.0; standard deviation 1.0). Average mean was 3.6 implying that
democratic leadership style is employed by county leadership in ASAL to a great extent.

3.3 Health-Care Service Delivery

Descriptive statistics for health-care service delivery was based on nine (9) constructs as presented in Table 3.
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Table 3. Descriptive statistics for health-care service delivery

Strongly Strongly Media Standard
Factor disagree Disagree Not sure Agree agree Mean n Mode Deviation
a) As a result of management of devolved  0.0% 7.6% 5.1% 62.0% 25.3% 4.1 4.0 4.0 0.8
health services, healthcare facilities and services are
now accessible to residents.
b) In the last five years the quality of the health ~ 0.0% 26.6% 12.7% 49.4% 11.4% 35 4.0 4.0 1.0
services at county health centers has greatly
improved
c) Am satisfied with health services provided  3.8% 36.7% 6.3% 45.6% 7.6% 32 4.0 4.0 1.1
by county health centers
d) Healthcare complaints from residents have ~ 3.8% 31.6% 11.4% 45.6% 7.6% 32 4.0 4.0 1.1
easily been handled by county government
compared to before
e) Am satisfied with healthcare programs — 3.8% 28.2% 15.4% 47.4% 5.1% 32 4.0 4.0 1.0
introduced by the county government
f) Healthcare delivery has been more efficient  6.3% 26.6% 17.7% 39.2% 10.1% 32 3.0 4.0 1.1
since devolution of health services compared to
before
g) Prompt attention is always given to the  3.8% 17.7% 17.7% 48.1% 12.7% 35 4.0 4.0 1.1
patient who visits county government health centers
or hospitals
h) Drugs are always provided to the patients in ~ 6.3% 25.3% 13.9% 49.4% 5.1% 32 4.0 4.0 1.1
the hospitals or county government health centers
i) Cost of Health Care Services have reduced ~ 2.5% 21.5% 6.3% 45.6% 24.1% 3.7 4.0 4.0 1.1
significantly
Average 3.4% 24.6% 11.8% 48.0% 12.1% 3.4 3.9 4.0 1.0

Findings as presented in Table 3 shows that, management of devolved health services has greatly made health
facilities and services more accessible to residents compared to before (mean = 4.1, mode = 4.0, median = 4.0,
standard deviation = 0.8). In addition, the previous five years has recorded great improvement in the quality of
the health services at county health centers (mean = 3.5, mode = 4.0, median = 4.0, standard deviation = 1.0)
with respondents fairly satisfied with health services provision by county health centers (mean = 3.2, mode = 4.0,
median = 4.0, standard deviation = 1.1).

Based on average, mean was found to be 3.4, median 3.9, mode (4.0) and standard deviation (1.1). Findings
confirmed that management of devolved health services has resulted to better healthcare facilities and with
healthcare services being more accessible to residents as well as cost of health care services having reduced
significantly. Despite these improvements, residents are not adequately satisfied with some health services
especially on handling of healthcare complaints from residents by county government compared to before,
healthcare programs introduced by the county government. Availability of drugs in health facilities was also
found to a major inefficient side of management of devolved health services.

3.4 Test for Normality and Homoscedasticity
3.4.1 Test for Normality

Normality test was used to assess whether sample data had been drawn from a normally distributed population.
This assessment was important since normal data is an underlying assumption in parametric testing. The test was
achieved using Normal Q-Q plot and One-Sample Kolmogorov-Smirnov Test
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Figure 1. Normal Q-Q plot of health-care service delivery

The output of a normal Q-Q plot was used to determine normality graphically. If the data are normally
distributed, the data points will be close to the diagonal line. If the data points stray from the line in an obvious
non-linear fashion, the data are not normally distributed. As shown in Figure 1, the data is normally distributed.

Table 4. One-Sample Kolmogorov-Smirnov test

Health Care Service Delivery

N 79
Normal Parameters Mean 17.0543
Std. Deviation ~ 5.27971
Most Extreme Differences ~ Absolute 0.069
Positive 0.064
Negative -0.069
Kolmogorov-Smirnov Z 0.61
Asymp. Sig. (2-tailed) 0.85

Test distribution is Normal.

The difference between the observed distribution and a perfectly normal one is checked based on a p-Value. If
the p-Value is less than 0.05, the distribution is significantly different from a normal distribution and might be
cause for concern. If it is 0.05 or higher, there is no significant difference from normality. As shown in Table 4,
the data for management of devolved health services was normally distributed as p-Value was greater than 0.05
for healthcare service delivery with overall p-Value using Kolmogorov-Smirnova mormality index being
0.85>0.05. Thus, the sample data for this study had been drawn from a normally distributed population. This
assessment was important since normal data is an underlying assumption in parametric testing.

3.4.2 Test for Homoscedasticity

One of important assumptions of linear regression is that the variance of error term is constant across
observations. If the error has constant variance, then the errors are said to be homoscedastic, otherwise
heteroscedastic. In case of heteroscedastic errors (non-constant variance), the standard estimation methods
become inefficient.

Table 5. Breusch - Pagan Test for Homoscedasticity

Breusch -Pagan Test Statistic ~ Degrees of Freedom  p-Value
0.202 1 0.653

In this study, Breusch-Pagan test (named after Trevor Breusch and Adrian Pagan) was used to test for
homoscedasticity. For Breusch-Pagan test the null hypothesis assumes homoscedasticity which is stated as
follows:

Null Hypothesis (Ho): The data (residuals) is homoscedastic

7
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Alternative Hypothesis (H,): The data is heteroscedastic
The decision rule is:

If p-Value < a; then null hypothesis is rejected.

If p-Value > a; then we fail to reject the null hypothesis.
Where a is the level of significance (alpha)

Test for homoscedasticity in this study generated a p-Value of 0.653 (Table 5) and therefore we fail to reject the
null hypothesis and conclude that the data (residuals) is homoscedastic.

3.5 Moderating Effect of Democratic Leadership Style on the Relationship between Management of devolved
health Services and Healthcare Service Delivery

The moderating effect of democratic leadership style was assessed and results explained using coefficient of
determination (R-Square), Analysis of Variance (ANOVA) as well as the regression coefficients. Hierarchical
regression analysis was performed with an interaction term (a product of democratic leadership style and
management of devolved health services) introduced as an additional predictor.

Table 6. Regression Coefficients when Democratic Leadership Style is Moderating the Relationship between
Management of Devolved Health Services and Healthcare Service Delivery

. . Standardized .
Unstandardized Coefficients . t Sig.
Model Coefficients
B Std. Error Beta
1 (Constant) 1.254 1.535 817 416
Management of devolved health services .630 .056 785 11.179 .000
Democratic leadership style 176 .160 .077 1.101 275
2 (Constant) -1.473 4.165 -1.794 .077
Management of devolved health services 1.057 .198 1.318 5.339 .000
Democratic leadership style 1.274 513 561 2.482 015
Devolution.Democratic -.053 .023 -.833 -2.245 .028

Table 6 presents regression coefficients and their significant values for both model 1 (without interaction term)
and model 2 (with interaction term). From the unstandardized coefficients, management of devolved health
services was found to have a unique significant and positive contribution to healthcare service delivery regardless
of its interaction with democratic leadership style (p-Value < 0.05 for both models). The same case applied to
democratic leadership style which has significant influence on healthcare service delivery but only when interacted
with the other predictor, that is management of devolved health services (b = 1.274, p-Value=0.015 < 0.05).
Findings, however, shows a negative relationship between the interaction term (product of management of
devolved health services and democratic leadership style) and healthcare service delivery where an increase in 1
unit of interaction term would lead to a decrease in healthcare service delivery by 0.053, a change that is significant
given p-Value=0.028 < 0.05. This also implies that, the more positive becomes the effect of democratic leadership
style on healthcare service provision, the more negative effect of management of devolved health services on
healthcare service provision becomes. The autonomous value would also be negative (-7.743). Regression model
can therefore be summarized as:

Y=-7.743 +1.057X + 1.274W, — 0.053X « W

Where X*W represents interaction term given as a product of democratic leadership style (W) is interacted with
management of devolved health services (X)
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Table 7. Analysis of Variance when Democratic Leadership Style is Moderating the Relationship between
Management of Devolved Health Services and Healthcare Service Delivery

Model Sum of Squares df Mean Square F Sig.
1 Regression 1433.117 2 716.559 73.477 .000
Residual 741.159 76 9.752
Total 2174.276 78
2 Regression 1479.800 3 493.267 53.270 .000
Residual 694.476 75 9.260
Total 2174.276 78

The ANOVA (Table 7) was intended to evaluate if models 1 and 2 are significant and if the amount of variance
accounted for in Model 2 (with the interaction) is significantly more than Model 1 (without the interaction).
Findings indicate that the model as a whole (which includes both blocks of variables) is significant given F(2, 76)
=73.477, p-Value=0.000 < 0.05 for model 1 and F(3, 75) = 53.270, p-Value=0.000 < 0.05 for model 2.

Table 8. Coefficient of Determination when Democratic Leadership Style is Moderating the Relationship
between Management of Devolved Health Services and Healthcare Service Delivery

Change Statistics

Std. Error of the

Model R R’ Adjusted R i N Sig.
Estimate R*-Change F-Change dfl df2
F-Change
1 .812° .659 .650 3.123 .659 73.477 2 76 .000
2 825° .681 .668 3.043 .021 5.042 1 75 .028

Table 8 presents the percent of variability in the healthcare service provision (dependent variable) that can be
accounted for by management of devolved health services and democratic leadership style (predictors). In model
1 where interaction term was not included, R* was found to be 0.659 with a standard error of 3.123 implying that
management of devolved health services and democratic leadership style accounted for 65.9 percent of the
variation in healthcare service delivery. With introduction of interaction term, R? increases by 0.021 to 0.681
with standard error reducing to 3.043. This increase was significant implying that democratic leadership style
had a significant moderating effect on the relationship between management of devolved health services and
health-care service delivery.

To test the hypothesis that democratic leadership style does not significantly moderate the relationship between
management of devolved health services and health-care service delivery in Arid and Semi-Arid Lands in Kenya,
a hierarchical multiple regression analysis was conducted. In the first step, two variables were included:
management of devolved health services and democratic leadership style. These variables accounted for a
significant amount of variance in healthcare service delivery, R? = 0.650, F(2, 76) = 73.477, p-Value 0.000 <
0.05. Next, the interaction term between management of devolved health services and democratic leadership
style was added to the regression model, which accounted for a significant proportion of the variance in
healthcare service delivery even though the unique contribution of management of devolved health service on
healthcare service delivery would be significantly reduced when democratic leadership style becomes more, AR?
=0.021, AF(1, 75) = 5.042, b = -0.053, t(75) = -2.245, p-Value=0.028 < 0.05. Consequently, the researcher did
not accept the null hypothesis (HO,,) and therefore concludes that democratic leadership style has a significant
moderating effect on the relationship between management of devolved health services and health-care service
delivery in Arid and Semi-Arid Lands in Kenya.

3.6 Qualitative Findings

Qualitative findings were derived from in-depth interviews (IDIs) that were conducted with beneficiaries of
health services in ASAL. Analysis was done using R-based Qualitative Data Analysis (RQDA) software and
results presented in bar plots and word clouds. This was achieved by visual representation of text data in the
form of tags and whose frequency of occurrence indicated level of prevalence as visualized by bar size, text size,
text weight as well as the text color.

3.6.1 Communities Involved in Health Care Service Delivery

This section was intended to complement findings on leadership style by county leadership in ASAL. Bar plot of
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most occurring adjectives and word cloud were used to present responses on communities’ involvement in health
care service delivery as shown in Figures 2 and 3.
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Figure 2. Bar plot of most occurring adjectives on communities involvement in health care service delivery

Figure 2 presents the bar plot of most occurring adjectives on communities’ involvement in health care service
delivery. The plot indicates involvement of communities have not only been existing but has also been effective.
Interviewees noted that there has been great involvement of community healthcare service delivery after
devolution through communities’ participation when meeting to select projects for fiscal years and establishment
of community units where facility management committee and health workers normally hold meeting on
monthly or quarterly bases. It was also revealed that, this involvement has been very effective because it is made
through facility management committee hospital board as well as frequent community meeting in the community
units
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Figure 3. Word cloud on communities involvement in health care service delivery

Figure 3 illustrates word cloud on communities’ involvement in health care service delivery and confirms
findings in Figure 2 that communities are involved in healthcare service delivery in arid and semi-arid areas.
Other most noticeable texts include effective, committee, involvement and meeting implying that communities
are to a great extent involved in healthcare service delivery

3.6.2 Devolution in Health Services and Improvement in Healthcare Service Delivery

This section presents contribution of devolution in health services in healthcare service delivery. Figure 4
addresses this by establishing whether management of devolved health services has led to improvement in
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healthcare service delivery in respondent’s county. Word cloud on aspects of healthcare service delivery that
have improved as a result of management of devolved health services is also presented in Figure 5.
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Figure 4. Whether management of devolved health services has led to improvement in healthcare service

delivery in respondent’s county

As shown in Figure 4, over 70 percent of respondents indicated their satisfaction on management of devolved
health services expressing that the devolved governance has led to improvement in healthcare service delivery in
ASAL. Less than 30 percent were however of different opinion and negated contribution of management of
devolved health service in improving healthcare service delivery.
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Figure 5. Word Cloud on Aspects of Healthcare Service Delivery That Have Improved as a Result of

Management of devolved health Services

Word cloud on aspects of healthcare service delivery that have improved as a result of management of devolved
health services (Figure 5) has delineated timely and continuous workers and community involvement in
healthcare service delivery as key aspects that have improved as a result of devolution. Funds to counties and
improved health facilities were also noticeable aspects.

3.6.3 Change in Leadership Style in Health Care Service Delivery

This section presents a frequency distribution graph on respondents’ opinion regarding significance of change in
leadership style that they have observed in their respective counties in healthcare service delivery (Figure 6). The
section also presents a bar plot of most occurring adjectives on predominant leadership style within their
respective counties (Figure 7) as well as a word cloud on (predominant leadership style in respondent’s
respective county (Figure 8).
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Figure 7: Whether there has been any significant change in leadership style in healthcare service delivery

As shown in Figure 7, over 70 percent of respondents were of the opinion that there has been significant change
in leadership style in healthcare service delivery with less than 30% negating this. This implies that majority of
healthcare facilities in ASAL have experienced a significant change in leadership style in healthcare service
delivery as a result of management of devolved health services.
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Figure 8. Bar Plot of most occurring adjectives on predominant leadership style in respondent’s respective

county
As shown in Figure 8, the most occurring word was “democratic” with over 60 mentions followed by “autocratic”
(at least 40 mentions) as well as “responsive, good, significant and participatory” with each having at least 20
mentions). Fewer than ten mentions were found on words such as slight, greatest, current, say, predominant, big,
ignorant, worst, worst, brutal and bad. This implies that, since introduction of devolved governments,
decentralized leadership has gradually changed from autocratic to democratic with residents allowed to
participate in decision making which has eventually yielded responsive and significance outcome.
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Figure 9. Word cloud on predominant leadership style in respondent’s respective county

Bar plot of most occurring adjectives on predominant leadership style (Figure 7) places democratic, autocratic as
the most prevailing leadership styles in ASAL with various other adjective (including responsive, good,
significant, participatory and involved) only endorsing pronounced levels of democratic leadership style. Despite
this, respondents described a few instances of ‘‘brutal, worst, ignorant, and political” leadership styles in the
process of healthcare service delivery in their respective counties Figure 9 is an elaboration of these findings
using word cloud illustration.

4. Findings and Discussion

The study found that, management of devolved health services has a unique significant and positive contribution
to healthcare service delivery regardless of its interaction with democratic leadership style (p-Value < 0.05 for both
models). The same case applied to democratic leadership style which has significant influence on healthcare
service delivery but only when interacted with the other predictor, that is management of devolved health services
(b = 1.274, p-Value=0.015 < 0.05). This effect can be explained by the “I share” philosophy in democratic
leadership where decisions are made within teams, with each member having equal inputs. Democratic
leadership style is that involves all members of a team in identifying essential goals and developing procedures
or strategies for reach those goals. From this perspective, democratic leadership can be seen as a leadership
styles that relies heavily on the leader functioning as a facilitator rather than simply issuing orders or making
assignments. This type of involved leadership style can be utilized in business settings, volunteer organizations
and even in the function of the home.

One of the main benefits of democratic leadership as argued by Daft (2014) is that the process allows for the
development of the additional leaders who can serve the organization at a later date. Because leaders who favor
this style encourage active involvement on the part of everyone on the team, people often are able to express
their creativity and demonstrate abilities and talents that would not be made apparent otherwise that ultimately
improve the performance of employees. The discovery of these hidden assets help to benefit the work of the
current team, but also alerts the organization to people within the team who should be provided with
opportunities to further develop some skill or ability or future use. The Democratic Leader acts to value inputs
and commitment via participation, listening to both the bad and the good news (Lewin et al, 1939). Smith (1998)
asserted that the democratic leaders have a good relationship with the employee resulting to high employee
performance.

Anderson (1991) also described that democratic leaders as one who shares decision making with the other
members and therefore, democratic leadership is connected with higher morale. He denied that democratic
leadership is associated with low productivity and high morale and that authoritarian leadership is associated
with high productivity and low morale. Daft (2014) also argued that democratic leader delegates authority to
others to encourages to make employee own decisions and mostly relies on subordinates’ knowledge to complete
the task. The subordinates have a greater say in decision-making, determination of policy, implementation of
systems and procedures (Mullins, 2007). Jooste and Fourie (2009) argued that democratic leadership leads to
improved productivity and job satisfaction. Democratic The most effective leadership style is one that leads to
higher productivity, better contributions from subordinates, and increased group morale (Anderson, 1991). Under

13



ijbm.ccsenet.org International Journal of Business and Management Vol. 14, No. 11; 2019

democratic leadership, the superiors allow the subordinates to use their abilities to initiative and make
contributions (Anderson, 1991). The leaders also offer support to the subordinates in accomplishing tasks
(Igbackemen & Odivwri, 2015). In this style, managers’ enable employees to make suggestions and
recommendations on major issues and give subordinates full control and responsibility for those tasks, encourage
subordinates to become good leaders and involved in leadership and employee development (Igbal er al 2015).
This style provides confidence to employees who will help them to meet deadlines, and departmental goals, to
provide efficient team inputs (Igbal ef al, 2015).

It is important to note that leadership style greatly determines the impact of county leadership in terms of
accountability in ensuring efficiency of healthcare service provision. Khemani (2006) warns that, leadership
style that does not encourage stakeholders’ involvement can be counterproductive to devolved units as this leads
to de-motivation, lack of ownership and encouraged corruption among local authorities. A study by Munga ef al
(2009) revealed that continuous interference by central government in local recruitment issues in Tanzania
reduced the autonomy of local authorities, thus leading to reduced effectiveness in the decentralized management.
Mkoka et al (2014) also adds that, challenges experienced in devolution can highly be associated with leadership
issues including shortage of health workers, unclear mechanisms for accountability, lack of incentives to
motivate overworked staff and lack of partnership for development.

Findings in this study also confirms that, devolution has empowered the county government to design innovative
models that suit the terrain of their unique sector needs; sufficient scope to determine health system priorities;
and allow the authority to make autonomous decisions on sub-sector resource allocation and expenditure
(Kenneth, 2014 as cited by Gaogallo, 2015). This can happen if devolution process has been fully embraced by
all the implementing stakeholders. If devolution has not been fully implemented, then its effect may not be fully
experienced in sectors such as health (Muchomba & Karanja, 2015). It has been found also that devolution
provides an opportunity to rationalize the service delivery framework in Kenya for increased efficiency and
accountability. This will be achieved by making counties the hub for organizing services at the local level
(Khaunya, Wawire, & Chepng’eno, 2015). A report by KPMG (2014) states that the success of management of
devolved health care services in Kenya depends to a great extent on the presence of an enabling environment, an
environment that is marked by the will and commitment of all health stakeholders.

Because democratic governance is traditionally defined as occurring by, for and with the public, the boundaries
between public agencies, elected officials and the public are inherently complex and contested. Many anxieties
about the practice and theory of public participation are related to how democratic governance is conceptualized
and how that affects the nature of participation. This is especially important in polities, such as the United States,
which are characterized by significant inequalities, sharply divided public opinion on many issues, intensely
partisan politics, powerful organized interests and numerous veto points built into the system (Jacobs 2014).

Effective participatory processes require skilled facilitation (Holmes, 2011); however, many of the staff working
with public groups lack the knowledge and skills necessary to effectively facilitate participatory processes
(Lukensmeyer et al., 2011) and are often the youngest and least experienced employees in the agency (Nabatchi &
Leighninger, 2015). Other concerns regarding stakeholders' participation relate to representation and power
dynamics, that is, who is allowed to participate, the extent to which they influence decisions, and how the balance
of power influences these (Quick and Bryson, 2016). Exclusion and equality remain concerns of participatory
processes (Quick & Bryson, 2016) as some processes may reinforce existing power imbalances by discouraging
minority representation (Dasgupta & Beard, 2007; Crow et al., 2016) or may be particularly difficult for lay
stakeholders to navigate (Endres, 2009).

Other concerns regarding stakeholders' participation relate to representation and power dynamics, that is, who is
allowed to participate, the extent to which they influence decisions, and how the balance of power influences
these (Quick & Bryson, 2016). Exclusion and equality remain concerns of participatory processes (Quick &
Bryson, 2016) as some processes may reinforce existing power imbalances by discouraging minority
representation (Dasgupta & Beard, 2007; Crow et al., 2016) or may be particularly difficult for lay stakeholders
to navigate (Endres, 2009). Participation more broadly may encourage those involved to become overly focused
on short-term actions while ignoring the bigger picture (Lee et al., 2015).

Such activities may include workshops, advisory committees, and task forces, although no single process is best
suited to all circumstances (Fung, 2006; Tippett et al., 2007). The specific participatory process used to engage
stakeholders depends on a number of contextual factors (Rowe & Frewer, 2000), which may include the goals of
the process, that is, whether stakeholders' participation is seen as an end in itself or as a means to an end
( Wiedemann & Femers, 1993); who the process is targeted toward (e.g., the general public, a specific subset of

14



ijbm.ccsenet.org International Journal of Business and Management Vol. 14, No. 11; 2019

the public or key stakeholder groups) (Quick & Bryson, 2016); the history of cooperation or conflict among
stakeholder groups and decision makers; and the technical or social complexity of the issue (Bryson et al., 2013).
The process chosen and the way it is conducted often indicate whether authorities have a genuine interest in
implementing any stakeholders' recommendations or whether the process is merely meant to placate stakeholders
(Rowe & Frewer, 2000).

5. Conclusion and Recommendations

Given the findings, did not accept the null hypothesis (HO) and therefore concludes that democratic leadership
style has a significant moderating effect on the relationship between management of devolved health services and
health-care service delivery in Arid and Semi-Arid Lands in Kenya. Therefore, hospitals management should
come up with strategies that can help improve financial resources to fund facilities improvement and purchase of
equipment and supplies. These strategies can include seeking for donor funding among others. In addition, the
study recommends that hospitals should adopt information technology as a way or reducing cost of service
delivery and the extra finances can be directed towards equipment and facilities improvement and acquisition.

In addition, county leaders and in particular those in health docket should allow improvement of interpersonal
relationship between the health workers and the management team to ensure increased productivity. In addition,
there should be a free flow of information to ensure cohesion. Moreover, the staff should be involved in the
process of decision making to ensure strict compliance. Leaders shouldn’t just trust on their own decisions. This
should also be complemented by health management team having the welfare of the workers at heart besides
creating a work environment that will enhance workers participation in the delivery of healthcare services. Over
and above, subordinates in the department of health should be adequately educated about the need for harmony
with them and their leaders in the work place for the mutual benefit of both parties. This calls for improved
communication. The flow of communication from top hierarchy downwards should be smooth in order to avoid
unnecessary misinformation which might result into damaging effects on an organization’s output.
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