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Abstract 

 

Background: 

Globally, since the 1970s health sector decentralisation has been widely implemented as a 

reform mechanism, particularly by developing countries. With the aim of improving access to 

health care, in 2009 Fiji initiated decentralisation in one administrative division. This research 

set out to answer the following question: What are the impacts of decentralisation on access to 

adult outpatient health services in the Suva Subdivision?  

 

Methods: 

Using a qualitative multiple-case study design, semi-structured interviews were conducted 

across seven study sites (three decentralised health centres, a non-decentralised health centre, 

a divisional hospital, a private general practice, and the Ministry of Health central office) in 

2014. Reflecting a triangulated approach, interviews were conducted after informed consent 

with patients, providers and administrators. Supplementing those data, utilisation and 

expenditure data before and after decentralisation, and policy documents concerning the design 

and implementation of the decentralisation initiative were analysed.  

 

Findings: 

Implementation of decentralisation was rushed, with administrators having to make decisions 

‘on-the-run’. Rushed implementation meant that extended hours and expanded scope of service 

were not matched with increases in health professional staffing, and diagnostic and 

pharmaceutical services were not similarly extended. Although workload was moved from the 

centre to the periphery, decision-making remained centralised. Providers were faced with 

increased and changing utilisation patterns and shortages in staffing, equipment, medicines and 

consumables. Providers struggled to deliver quality health services, and actively ‘worked the 

system’, often outside of formal structures, to provide health care. Patients were positive about 

the extended hours, but access was negatively affected by lengthy wait-times, brief engagement 

with doctors, out-of-stock of medications and a lack of basic and diagnostic equipment in 

decentralised health centres. Patients described having to ‘run-around’ between health centres 
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and divisional hospital to complete their treatment, entailing increased costs, time and travel in 

seeking health care.  

 

Implications: 

All three groups of participants regarded decentralisation favourably. However, there is much 

scope to further improve access through strengthening decentralised health centres. This 

research has implications for advancing understanding on models and implementation of 

decentralisation, and frameworks of access.  The importance of transferring decision space as 

well as workload in decentralisation initiatives was highlighted. Theories of access emphasise 

provider and patient characteristics in shaping access, but the role of policy and its 

implementation are not adequately reflected, although they are central to improving access. 

Finally, existing frameworks on access can be enhanced by understanding the interactions 

between the dimensions of access and drawing out supply and demand aspects of each 

dimension.  
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Chapter 1 Introduction 

 

1.1 Introduction: Health System Decentralisation to Improve Access 

Globally access to health care is a fundamental right, ensured through several international 

agreements, guaranteeing all humans have the right to a standard of living that is suitable for 

good health, including having appropriate medical care and attention in the event of sickness 

(1-3). Access to health care was acknowledged through the Declaration of Alma-Ata in 1978 

which identified health as a human right and set out the global strategy for health underpinned 

by improved access to health care for all by bringing health services close to where people 

work and live (4-7). Primary health care was identified as the strategy for achieving ‘health for 

all’; it was anticipated that there would be increased utilisation of health services, with a 

renewed  focus on achieving reasonable access to health services around the world (6, 8-14). 

 

The Declaration of Alma-Ata coincided with an era in which many developing countries had 

won independence from former colonial powers (15). Burdened with inherited administrative 

structures that were bureaucratic, centralised and often not reflective of government 

mechanisms (6, 16, 17), developing countries followed the path set by some countries in the 

developed world to embrace decentralisation, first in public service and later, specifically in 

their health systems. As such the 1990s became known as the ‘decade of health care reforms’, 

witnessing renewed focus on reforming the delivery of primary health care which was seen as 

a critical component to achieving access to health care (4, 6, 14, 18).  

 

Pacific Island nations, many of which achieved independence later than many other developing 

countries, were quick to adopt decentralisation to address worsening health outcomes and to 

improve access (19). The island nation of Fiji, with its geographical dispersion and sparse 

population, adopted two waves of decentralisation, each aiming to improve health service 

delivery and ultimately, health outcomes. The first, aimed to improve health service delivery 

through devolving the health system and strengthening management capacity. The second, 

guided by the People’s Charter for Change, Peace and Progress and the Roadmap for 

Democracy and Sustainable Socio-economic Development (20, 21), aimed at improving access 

to health care in the Suva subdivision (22). Based on the experiences of decentralisation in the 
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Suva subdivision, the Government’s intention has been to roll out decentralisation to the rest 

of Fiji. To date the only measure of its impact on access to health care in the Suva subdivision 

are utilisation trends. Though utilisation is used as a proxy measure for access to health care 

(23, 24), it fails to capture the nuances of a user’s passage through the health care system, which 

is a more appropriate approach to an understanding of access to health care. 

 

1.2 Purpose and Research Question 

Decentralisation of adult outpatient services is one of the most significant changes, in recent 

years, to how health care is delivered in Fiji. However, very little is known about the impact 

that the implementation of this policy has had on users’ access to health care. With the Ministry 

of Health proposing a roll-out of the policy to other divisions in Fiji, this study used a multiple-

case study design and qualitative methods to answer the research question: What are the 

impacts of decentralisation on access to adult outpatient health services in the Suva 

Subdivision? The research questions comprised of the following specific research objectives: 

1. To describe the factors and influences that led to the decentralisation policy of 2009 

2. To determine the impact of decentralisation on access to health care in relation to the 

following five dimensions of access: 

a) Affordability 

b) Accessibility 

c) Availability 

d) Accommodation 

e) Acceptability 

3. To compare access to health care in areas affected by decentralisation with those not 

decentralised from the perspectives of main stakeholders: 

a) Patients 

b) Providers 

c) Administrators  

  

1.3 Locating the Researcher in the Study 

My role as the researcher in this study has been shaped by my background and my interests in 

the areas of health care reforms, health policy, and health service delivery. I am Fijian, my 

home is located in the Suva subdivision, and both my family and I utilise health services in the 
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area. While I am an infrequent user, my family members have been more frequent users. I recall 

an incident that occurred before decentralisation, where a family member needed to utilise 

health services about 9.00p.m. With no public health centres nor private general practitioners 

near our residence open, the only option was to travel to the divisional hospital in Suva, about 

nine kilometres away. We owned a car and had the means to travel to the divisional hospital. 

However, many of my fellow Fijians do not. This incident ignited my interest in how health 

care was accessed and utilised. When the government began to decentralise health services in 

the Suva subdivision, I became interested not only in how they were doing it but the impact on 

users of decentralised health centres.  

 

My involvement in the health sector also includes working at the Fiji School of Medicine (now 

Fiji National University) for six years, coordinating the health management programmes. 

Decentralisation of adult outpatient services in the Suva subdivision prompted significant 

discussion not only in my classroom but within the academic environment at the School. As 

the decentralisation process progressed, a pivotal question remained in my mind: Will the 

Ministry examine whether decentralisation has improved the users’ access to health care, a 

key goal of the project? Too often in Fiji, when policies are implemented, they are not evaluated 

to see if intended outcomes have been achieved. Not only had the decentralisation policy 

changed the way that health care was being delivered in Fiji’s most populated area, but there 

were rumours of a possible roll-out to other divisions. These questions led me to this research. 

It provided me with an opportunity to examine the decentralisation policy against its stated 

goal and inform the government decision-making process before roll-out to other divisions. In 

doing so, this research provides an opportunity to contribute to the health services and health 

of the Fijian people.  

 

1.4 Thesis Outline 

This thesis is divided into three parts. Following the Introduction, Part A (Chapters 2 to 4) sets 

the scene for this research, while Part B (Chapters 5 to 7), and C (Chapters 8 to 12) present the 

findings of this study. In Chapter 13, findings are discussed followed by study conclusions and 

recommendations. 
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In Part A, Chapter 2 presents a background of Fiji’s health system, highlighting the challenges 

in delivering health care in Fiji and how the Ministry of Health has attempted to address these 

challenges through decentralisation of health services. Chapter 3 reviews literature on access 

to health services, reforming health care through decentralisation, and the use of 

decentralisation to improve access to health care. Chapter 4 describes the strategy and 

processes employed in this study. The epistemological and ontological underpinnings of this 

research are discussed before describing how a multiple-case study design was used to collect 

qualitative data. Research procedures used, including recruitment strategies, data collection 

and analysis are highlighted.  

 

Part B comprises three chapters, presenting findings to answer the first research objective: To 

describe the factors and influences that have led to the decentralisation policy of 2009. This 

chapter presents findings through four publications. In Chapter 5, Fiji’s two attempts at 

decentralisation are discussed, and implications they have on the functions of planning, 

financing and delivery of health services are examined. In Chapter 6, the current 

decentralisation is examined to reveal the decision space created under five broad categories: 

finance, service organisation; human resources; access rules; and governance rules. In Chapter 

7, the two decentralisation initiatives are compared to reveal effectiveness in the approach 

taken to strengthen primary health care in Fiji.  

 

Part C contains five chapters and presents findings to the following two research objectives: 

To determine the impact of decentralisation on access to health care in relation to the following 

five dimensions of access; and; to compare access to health care in areas affected by 

decentralisation with those not decentralised from the perspectives of main stakeholders. An 

overview of the study sites is presented in Chapter 8, followed by perspectives of 

administrators, who were responsible for planning and operationalising the policy, in Chapter 

9. Chapter 10 builds on this understanding by presenting the perspectives of providers who 

were responsible for the day-to-day provision of decentralised health services. In Chapters 11 

and 12, the perspectives of patients, the intended beneficiaries of the decentralisation initiative, 

are discussed.  

 



5 

Chapter 13 concludes the thesis with discussion and interpretation of the findings, followed by 

recommendations, limitations and conclusions.  

 

1.5 Academic and General Discourse as a Result of this Research  

The Fijian Ministry of Health operates in a resource-constrained environment, and as such is 

not always in a position to evaluate the implementation of policies. As a result, I have 

endeavoured to make my findings available as widely as possible to both the Ministry of Health 

and the Fijian people, to inform decision-making. I have disseminated my findings in both 

academic and non-academic forums, listed below. Publications included in this thesis are 

indicated by asterix and are presented in the Table below.  

 

Academic publications directly from this PhD  
1. Mohammed J, North N, Ashton T. A context-specific approach to primary care strengthening in 

Fiji. In: Braithwaite J, Matsuyama Y, Mannion R, Shekelle P, Whittaker S, Al-Adawi S, editors. 
Health systems improvement across the globe: Success stories from 60 Countries. Boca Raton: 
CRC Press, Taylor Francis Group; 2016.* 

2. Mohammed J, North N, Ashton T. Decentralisation; the question of management capacity: A 
response to recent commentaries. International Journal of Health Policy and Management. 
2017;6(1):61.* 

3. Mohammed J, Ashton T, North N. Wave upon wave: Fiji's experiments in decentralising its 
healthcare system. Asia-Pacific Journal of Public Health. 2016;28(3):232-43.* 

4. Mohammed J, North N, Ashton T. Decentralisation of health services in Fiji: A decision space 
analysis. International Journal of Health Policy and Management. 2016;5(3):173-81.* 

Technical reports 
1. Mohammed, J. (2016). Fiji Living HiT Update Chapter 6: Principal Health Reforms. Suva: Asia 

Pacific Observatory on Health Systems and Policies, World Health Organization. 
Conference presentations 
1. Mohammed, J, North, N & Ashton, T. Decentralisation of health services in Fiji: A decision 

space analysis. Presented at the Pacific Islands Health Symposium; 2016; Holiday Inn, Suva, Fiji 
2. Mohammed, J, Ashton, T & North, N. Wave upon Wave: Fiji’s experiment’s in decentralising 

its health care system. Presented at the Pacific Islands Health Symposium; 2016; Holiday Inn, 
Suva, Fiji 

3. Mohammed, J, North, N & Ashton, T.  Identifying key Competencies to support health system 
reform. Presented at the Society for Health Administration Programs in Education; 2016; La 
Trobe University, City Campus, Melbourne, Australia.   

4. Mohammed, J, North, N & Ashton, T. Supporting healthcare reforms by building management 
capacity. Presented at the Society for Health Administration Programs in Education; 2015; North 
Sydney Harbour View Hotel, North Sydney, Australia. 

5. Mohammed, J, North, N & Ashton, T. Health reforms in Fiji: Past, present and future. Paper 
presented at the Society for Health Administration Programs in Education; 2012; Crown Plaza, 
Coogee Beach, Australia.   

Media comments 
1. Mohammed, J. (2014). Health System Challenge, The Fiji Times. 
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Introduction to Part A 

 

Part A provides a background to this study. Chapter 2 introduces the Fijian health system, 

highlighting the challenges faced in providing health services and improving access. Chapter 

3 reviews literature on access to health care, reforming health systems through decentralisation 

and using decentralisation as a strategy to improve access. Chapter 4 outlines the research 

strategy, including the philosophical assumptions and paradigms underpinning this research, 

the application of the case study methodology in answering the research question, and an 

overview of data collection and analysis processes. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



8 

Chapter 2 Introducing Fiji’s Health System 

 

2.1 Introduction  

This chapter highlights some of the challenges faced by the resource-constrained government 

of Fiji in providing essential health services to a small population scattered across numerous 

islands in the South Pacific. After brief introductions to the geographical and political 

background and to population characteristics, the main characteristics of Fiji’s health system 

are outlined. The focus thereafter is on moves by the Ministry of Health, mainly through 

decentralisation, to improve access to health care for the population. 

 

2.2 Introducing the Republic of Fiji  

The Republic of Fiji, with a land area of 18,333 square kilometres, lies across 1.3 million square 

kilometres of the South Pacific Ocean (25). One third of its 332 islands is inhabited by an 

estimated population of 933,024 people,i of whom 80% reside on the main island of Viti Levu. 

Independence in 1970 brought to an end over a century of British colonial rule and instigated 

an ongoing process of building local systems of governance. However, vestiges of colonial 

administration, such as a centralised system of governance through four geographic divisions 

(Central, Eastern, Western, Northern), remain in use in public institutions. 

 

With urbanisation and conglomeration, 51% of the population reside in urban areas; 

urbanisation grows by 1.6% per annum, and 23% reside in the capital Suva (22, 26-28). 

Successive governments have been under pressure to be more efficient and effective in the 

delivery of public services. Public sector reforms in the 1990s, mainly through privatisation 

along with some government-wide decentralisation initiatives aimed to bring about a more 

responsive public service (29). However, efforts have been hindered by political instability and 

ethnic conflicts following independence, which has resulted in four coup d'états since 1987 and 

fuelled internal (between divisions) and external migration. A period of relative stability since 

2006 allowed the government to undertake institutional strengthening activities, including 

                                                           
i Fiji’s last census (2007) reveals a population of 837,271 persons. The Fiji Bureau of Statistics estimates the 2014 
population to be 865,611 persons whilst the Ministry of Health’s 2014 estimates notes Fiji’s population to be 
933,024 persons. This thesis uses the Ministry of Health estimates; this being the figure used by the Ministry of 
Health for their planning activities.  
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substantial investments in public services (20, 21). These developments have seen an increase 

in the real gross domestic product (GDP) in 2014 to $6.4 million (at constant prices 2011 base) 

with a GDP growth rate of 5.3% (30), and Fiji’s reclassification as a high human development 

countryii (with a 2014 Human Development Index of 0.727) (31).   

  

2.3 Population Characteristics 

In Fiji, there are two main ethnic groups: the i-Taukei who are the first settlers, and Fijians of 

Indian descent, the descendants of indentured labourers brought to Fiji in the colonial era. The 

i-Taukei comprise nearly three-fifths of the population, with Fijians of Indian descent close to 

two-fifths of the population. Overall, there is an almost equal distribution between male and 

female, with men comprising slightly over half the population at 51%, a pattern consistent 

across both main ethnic groups.  

 

Fiji’s population has a broad base and a narrow top, indicative of a young population. The 

majority of the population (66%) is between the ages of 15 and 64 with another 5% over the 

age of 64 and 29% below the age of 14 (27). This means that 34% of the population falls within 

the dependency age group (below the age of 14 and above the age of 64). While 66% of the 

population is in the economically active age group, only 55% of this group is engaged in 

employment. Whereas many women are in paid employment before marriage, the patriarchal 

nature of Fijian society means that many do not continue to do so following marriage. This, 

however, is changing, particularly amongst the younger generation. As a result, only 36% of 

the total population engages in economic activity while the remaining 64% is economically 

inactive. Regarding the proportion of the population not in the economically active age group, 

compared to the national average, the i-Taukei have a higher percentage of their population in 

the dependency age group (37%) and Fijians of Indian descent a lower proportion (23%). The 

economically active population in the Fijian of Indian descent group is higher (72%) than the 

national average (66%) with the i-Taukei group at 63%.  

                                                           
ii The human development index is a composite index of life expectancy, education, and per capita income 
indicators, ranking countries into four tiers of development. Fiji ranks as a tier two country (with tier 1 being the 
highest tier).  
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As a developing country, the income level in Fiji is lower than in developed countries. The 

average annual household income in rural areas is $11,608iii compared to $23,036 in urban 

areas (32). Close to one-third of its population lives below the poverty line. While the two 

major ethnic groups have similar rates of poverty, rural dwellers of both ethnic groups 

experience higher rates of poverty than their urban counterparts. As one indicator of living 

standards, private vehicle ownership is low in Fiji with one private vehicle for every ten persons 

(27). While there is no data available on vehicle ownership by ethnicity, 70% of those who 

hold private vehicle licences are Fijians of Indian descent. Thus, much of the population is 

dependent on public transport. Public transport vehicles are more common in urban areas than 

rural areas and consist of taxis, buses and mini-buses. There is one taxi for every 162 persons 

while there are one bus and mini-bus for every 371 persons (27). This has important 

implications for ensuring access to health services. 

 

2.4 The Fijian Health System 

The Constitution of Fiji guarantees the right to health for all Fijians (33), ensured through the 

provision of universal health coverage (34). The Ministry of Health articulates its vision as “a 

healthy population”, facilitated by its mission “to assist people to achieve their full health 

potential by providing quality preventive, curative and rehabilitative services through a caring, 

sustainable health system” (p.10) (34). The Ministry has drawn on the World Health 

Organization health systems building blocks framework, to ensure a focused approach to health 

systems strengthening activities to achieve its goals (34). The six building blocks are: service 

delivery; health workforce; health information system; access to essential medicines; 

financing; and leadership and governance (35). This framework assists the Ministry of Health 

in achieving its organisation values, namely access, equity, responsiveness, customer focus and 

quality and safety (Figure 1) (36). The ensuing paragraphs use these building blocks to provide 

an overview of the Fijian health system using existing Ministry of Health data.  

 

 

                                                           
iii All monetary values are in Fijian Dollars unless otherwise stated. In 2004, one Fiji dollar was approximately 
equivalent to US 55cents.  
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Figure 1 Linkage of buildings blocks to goals of the Ministry of Health  
 

2.4.1 Health Service Delivery 

The Ministry of Health is the principal provider of health services in Fiji and funds universal 

health care through taxes, allowing it to prioritise equity and access (37, 38). Health services, 

broadly categorised under curative and preventive services, are provided through four 

divisional structures (Central, Eastern, Western, Northern – see Figure 2) comprising a total of 

twenty subdivisions, administered through a central office, known as the Ministry of Health 

Headquarters. These services include general and special outpatient services, maternal child 

health care, oral health, pharmacy, laboratory, x-ray, physiotherapy, environmental, nutritional, 

outreach services, clinical and special clinical services. 
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Figure 2 Administrative divisions 

Source: Ministry of Health (39) 

 

Administrative divisions, shown in Figure 2, deliver health services through a hierarchy of 

health facilities. At the lowest level nursing stations, staffed by a sole nurse, provide basic care 

consisting of population health monitoring, outreach clinics, general outpatient services, 

emergency treatment, stabilisation and referral, collecting health statistics and record 

management (40). Nursing stations cater for a population catchment of between 200 and 5,000 

persons and are located between one to three hours from the nearest health centre (40), with an 

average travel time shown to be 1 hour, 20 minutes (37).  

 

At one level above nursing stations, health centres provide primary health care and are the first 

point of contact to public health services for most users.  Health centres offer health services 

Monday to Friday, consisting of general outpatient services, health promotion and community 

nursing, maternal and child health services, emergency treatment, stabilisation and referral, the 
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short-term holding of patients, pharmacy dispensing, dental services and domiciliary services 

(40). Depending on their catchment size, health centres are categorised into three levels: level 

C for a population catchment between 4,000 to 9,900 persons; level B for between 10,000 to 

30,000 persons; and level A for a population exceeding 30,000 persons. The level of the health 

centre determines the quota and frequency of drugs and consumables received, level of 

ancillary and support services provided and the level of staffing. Although health centres are 

established to be within one hour travel time of an inpatient facility (40), the actual average 

travel time, using the most common mode of transportation (example bus), has been found to 

be 2 hours, 37 minutes (37). 

 

At the next level, subdivisional hospitals are open 24 hours a day, seven days a week and are 

staffed by doctors, nurses, midwives, and allied health professionals. They form the first point 

of referral from a health centre (41), offering primary and secondary level care consisting of 

all the health services available at health centres plus inpatient services, a range of diagnostic 

services and accident and emergency services, maternity care (42). Subdivisional hospitals are 

either categorised as level 1 (a population catchment of between 15,000 to 35,000 persons) and 

level 2 (population greater than 35,000 persons) and are located within one hour of a divisional 

hospital (40). Actual average travel time using the most common form of transportation from 

a subdivisional hospital to a divisional hospital is 4 hours and 20 minutes (37).   

 

Divisional hospitals, also open 24 hours a day, seven days a week, are staffed by specialist 

medical and nursing staff, focusing on the provision of secondary and tertiary level care as well 

as offering limited primary level care. Services include outpatient and inpatient services, 

specialised clinical services, surgical services, and a full range of diagnostic and allied health 

support services. Table 1 below summarises the distribution of facilities per division. 
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Table 1 Public health facilities (2014) 

Health Facility Divisions Total 

Central Eastern Western Northern 

Specialised Hospital 2 0 0 0 2 
Divisional Hospital1 1 0 1 1 3 
Subdivisonal Hospitals 
(Level 1) 

0 0 3 1 4 

Subdivisonal Hospitals 
(Level 2) 

5 6 3 2 16 

Health Centre  
(Level A) 

7 0 4 1 12 

Health Centre  
(Level B) 

2 1 4 3 10 

Health Centre  
(Level C) 

12 14 20 16 62 

Nursing Station 21 31 25 21 98 
Total 50 52 60 45 207 

Note: 

1. The Central and Eastern Divisions are administered as one division, hence there is no divisional hospital 

for the Eastern division. 

Source: Ministry of Health (36) 

 

A closer examination of the number and distribution of public health facilities (Table 2) reveals 

the complexities faced by the Ministry of Health in delivering health services in a 

geographically dispersed country. While in comparison there is a higher distribution of public 

health facilities in divisions with smaller populations (a higher number of health facilities per 

10,000 populations), the uneven distribution of health facilities is reflective of a smaller 

population being dispersed over large geographic areas (including spread over many smaller 

islands). Thus, there’s a higher distribution of nursing stations in these divisions, particularly 

in rural and maritime areas within these divisions. Conversely, in the Central and Western 

Divisions, where there is a clustering of large populations in defined urban boundaries, fewer 

health facilities serve larger populations (with only one health facility per 10,000 population).  
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Table 2 Number and distribution of public health facilities per 10,000 population (2014) 

Division Population Number of public health 
facilities 

Health facility per 10,000 
populations 

Central Division 374,673 50 1.3 
Eastern Division 39,651 60 15.1 
Western Division 387,710 45 1.2 
Northern Division 130,990 52 4.0 

Note: 

1. Based on Ministry of Health raw data. 

 

Patients progression through the hierarchy of services is facilitated by referrals, mainly from 

within the public system and a small number (about 130) of mainly urban private general 

practitioners (37, 43). However, with weak national referral procedures and gatekeepingiv 

provisions, users often prefer to by-pass lower-level health facilities in favour of divisional 

hospitals, perceived to be better staffed and equipped, thereby increasing congestion and 

waiting times at divisional hospitals (37, 42). The Central and Western divisions, with the 

lowest distribution of public health facilities per population, are the worst affected. To 

illustrate, in 2008 outpatient visits at divisional and subdivisional hospitals in the Central 

division revealed high utilisation of outpatient services (9,139 visits per 10,000 populations for 

a divisional population of 342,386 with 312,902 outpatient visits). In the Central division (the 

focus of the research), after decentralisation outpatient services have been progressively shifted 

to lower level facilities since 2009; however, the problem persists in the other divisions. An 

examination of outpatient department visits at divisional and subdivisional hospitals in 2014 

reveals a high rate of utilisation (Table 3), with the Central division being a notable exception. 

 

 

 

 

 

 

 

 

                                                           
iv Gatekeeping is the term used to describe the role of doctors in primary care facilities authorising access to 
specialty care, hospital care, and diagnostic tests. 



16 

Table 3 Outpatient department visits per 10,000 population (2014) 

Division Population Outpatient 
department visits 

Outpatient department visits 
per 10,000 populations 

Central Division 374,673 117,530 3,137 

Eastern Division 39,651 48,821 12,313 

Western Division 387,710 590,540 15,231 

Northern Division 130,990 184,710 14,101 

Notes: 
1. Based on Ministry of Health raw data. 
2. Figures are for outpatient department visits at divisional and subdivisional hospitals. 
3. Decentralisation of outpatient services began in 2009 in the Central Division, with the divisional hospital  

ceasing the provision of outpatient services in February 2011. At this point in time, outpatient services 
at the divisional hospital could only be accessed after hours (10.00p.m. to 6.30a.m.). 

 

In addition to general outpatient services, health centres, subdivisional and divisional hospitals 

in each division provide specific-purpose clinics including the management and control of 

chronic illnesses (e.g. diabetes and tuberculosis), integrated management of childhood 

illnesses, maternal health, family planning, sexual and reproductive health and control of 

communicable diseases (36). However, the number of facilities per 10,000 population 

providing specific-purpose clinics is low and unevenly distributed, with the Central Division 

having the lowest level of service availability (Table 4). With most facilities providing both 

general and specific services, the resulting high utilisation increases stress on infrastructure, 

equipment, drugs and consumables and human resources.  

 

Table 4 Specific-purpose clinic availability per 10,000 population (2014) 

Division Population Health facilities 
offering specific 

services 

Health facilities offering 
specific services per 10,000 

populations 

Central Division 374,673 29 0.8 

Eastern Division 39,651 21 5.3 

Western Division 387,710 35 0.9 

Northern Division 130,990 24 1.8 

Note: 
1. Based on Ministry of Health raw data. 

 

2.4.2 Health Workforce 

The Ministry of Health is the second largest employer of civil servants, employing medical 

personnel, support staff and administrators to deliver health services across the four divisions 
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(42). Approved permanent positionsv account for 78% of all Ministry of Health staff, the 

majority health professionals; with non-permanent positionsvi used to increase staffing levels 

in response to higher demand. However, chronic shortages of health professionals have 

persisted in Fiji, with each coup d'état accelerating emigration of health professionals, in 

particular of doctors and nurses (37, 44-50). Shortages have been compounded by the 

Government’s decision, in 2008, to reduce the size of the public service workforce by 10%, to 

be achieved by reducing the retirement age from 60 to 55 (37, 42, 51, 52). This move resulted 

in a loss of over 300 staff from the Ministry of Health, including 15 doctors and 93 nurses (42). 

By 2014, vacancy rates were: doctors 28%, nurses 6%, laboratory staff 7%, radiographers 8% 

and pharmacists 21%. Compounding shortages is an attrition rate of 2% (from resignations, 

retirements, deaths and terminations), lengthy recruitment times (average 126 days) and a 

preference by doctors to work in private practice (53). In combination, these factors have led 

to shortages in the number of established health workers per 10,000 populations (Table 5).  

 

Table 5 Number of health professionals per 10,000 population (2014) 

Health Worker 
Cadre 

Permanent 
Positions 

(Approved) 

Permanent 
Positions 
(Filled) 

Health workers 
per 10,000 

populations 
(Approved) 

Health workers 
per 10,000 

populations 
(Filled) 

Medical Officers 597 429 6.4 4.6 
Medical Assistant 6 2 0.06 0.02 
Nurses 2421 2266 25.9 24.2 
Orderlies 58 45 0.6 0.5 
Dental Officers 51 43 0.5 0.4 
Para-Dental 150 121 1.6 1.3 
Laboratory 164 152 1.8 1.6 
Radiographers 64 59 0.7 0.6 
Lab/X-Ray Assistants 21 19 0.2 0.2 
Physiotherapists 35 30 0.4 0.3 
Dieticians 79 62 0.8 0.7 
Pharmacists 86 68 0.9 0.7 
Environment Health  124 110 1.3 1.2 
Biomedical Staff 23 14 0.2 0.2 
Other Staff 359 297 3.8 3.2 
Total Workers  4238 3717 45.4 39.8 
Note: Fiji total population is based on the Ministry of Health 2014 estimates (933,024 persons). 

                                                           
v Term used to refer to the number of approved permanent positions for the various health worker cadres.  
vi For non-permanent positions, The Ministry of Health uses the term government wage earners. 
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The World Health Organization recommends a minimum of 23 each of doctors, nurses and 

midwivesvii per 10,000 population for national health systems to achieve primary health care 

goals, and ultimately the Millennium Development Goals (35). In the case of Fiji, the shortage 

of health professionals has meant that most health professionals, particularly doctors, fall far 

short of the minimum levels required. Further examination reveals that while some gains have 

been made, professional health shortages have been a persistent problem for the health system. 

Table 6 shows that in Fiji the number of doctors falls far short of World Health Organization 

recommendations per 10,000 population; equivalent data for nurse/midwives covering the 

period is not available.  

 

Table 6 Number of doctors per 10,000 population (2007-2014) 

 2007 2008 2009 2010 2011 2012 2013 2014 

Doctors  4.2 4.2 3.9 3.8 4.0 4.9 6.1 6.4 
Deficit 18.8 18.8 19.1 19.2 19.0 18.1 16.9 16.6 

Notes: 

1. Data is available only for doctors and not nurses. 

 

In 2015, the government  allocated an additional $8.1 million to the health sector to recruit 200 

nurses, 150 doctors and 91 allied health workers (54, 55). In addition to inadequate numbers, 

there is a maldistribution in the deployment of health professionals with some health facilities 

being under-staffed while others are over-staffed (37), resulting in unnecessary overtime hours 

(44, 46-48) and further exacerbating the overall shortage. Resource-constrained medical 

schools in Fiji cannot make-up the shortage caused by emigration, retirement, attrition and a 

downsizing of the public services. This has had an adverse impact not only on the delivery of 

quality health services, but health outcomes and in particular Fiji’s progress in achieving its 

commitment to the Millennium Development Goals (56). 

 

2.4.3 Health Information Systems 

Health information is collected routinely across the four divisions and reported to the Ministry 

of Health headquarters for analysis and dissemination (57). Data collected include notifiable 

                                                           
vii In Fiji, nurse roles incorporate both nursing and midwifery. 
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diseases, utilisation data, public health census; these are supported by data from the national 

census and births and deaths information from the vital statistics registry (58). However, the 

manual nature of the system results in delays in transmission of health data from rural health 

facilities to headquarters, affecting accuracy and timely dissemination of information to 

facilitate evidence-informed decision-making (59). Fragmentation of information has been 

identified by the government as a significant weakness, with the Ministry requested to improve 

information on the health system performance, seen as a means to improve individual patient 

care and allocative efficiency (20). Strengthening of the health information system is being 

undertaken (58). This has involved the development of core indicators, electronic health 

systems, improvements to the data collection process and integration of information systems 

at different levels of the health system, particularly in urban areas and divisional hospitals (58). 

However, inferior information technology infrastructure has thwarted the introduction of an 

electronic health system to lower level health facilities in both urban and rural areas (53). 

 

2.4.4 Access to Essential Medicines 

Access to medicines, a Millennium Development Goal, is guaranteed under universal health 

coverage in Fiji, free at point of service. All public health facilities dispense prescribed 

medications from a list of medicines based on World Health Organization recommendations 

(the essential drug list). This list, based on the prevailing health care needs of the Fijian 

population including public health relevance, efficacy, safety and cost-effectiveness, is revised 

periodically (60). All medications on the list are available at facilities providing tertiary care, 

and most at facilities providing secondary and primary care (60).  

 

The procurement, storage, and distribution of medicines, consumables and biomedical 

equipment are undertaken at the central level through the Fiji Pharmaceutical and Biomedical 

Services, with the aim of having sufficient quantities of drugs available at all levels of the 

health system (45). Cost-effectiveness of purchases, and ensuring that medicines, consumables 

and equipment procured are safe to be used for the right purpose at the right time and place are 

other reasons for centralising the function (36, 61). 
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Despite public health facilities being the only source of medications for most Fijians, a 

consistent situation of “stock-out”, that is, health resources cannot be supplied because of 

insufficient stock, has been reported. The Fiji Pharmaceutical and Biomedical Services 

endeavours to set minimum and maximum stock levels to ensure that all medications on the 

essential drug list are in stock. Also, all medications and consumables procured must have a 

minimum lifespan of 18 months (50). However, annual audits reveal that stocks of medications 

are above the maximum level and/or below the minimum stock levels (44-50, 62). 

Inefficiencies in ordering have meant that medications and consumables procured have a 

lifespan of fewer than 18 months, leading to expiry. To illustrate, annually since 2003 between 

5-10% of the total budget for medicines have expired (44-50, 62). Additionally, inadequate 

custody and control at all public stores have consistently led to medications and consumables 

being discarded yearly due to deterioration and damage. These inefficiencies have contributed 

to chronic shortages in medications and consumables at all health facilities.  

 

2.4.5 Financing 

The health system is funded mainly by the Government through general taxation (62%); in 

addition are private health insurance schemes (9%), out-of-pocket expenditure (25%) and other 

sources (4%) (63). Indirect taxation, however, accounts for two-thirds of general tax revenue 

meaning a system that is regressive, with the poor paying a higher percentage of their income 

than the rich for universal health services (38). Despite the percentage of the national budget 

allocated to health increasing over the last two decades (Figure 3), the health budget as a 

percentage of gross domestic product (GDP) has remained at under three percent of GDP, with 

a marked decline since 2007 (Figure 4). This is in the lower range of health expenditure 

compared with other countries in the Asia-Pacific region and lower than other countries with a 

comparable income (28, 38). However, at 62% the government's contribution to total health 

expenditure is higher than for most other Asia-Pacific countries (28). Consistent with other 

Asia-Pacific countries, the majority of the government health expenditure is on curative 

services (42% in 2014), followed by preventive services (33% in 2014), with the remainder 

being spent on ancillary and administrative services (28). 
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Figure 3 Health budget as a percentage of the national budget (1992-2014) 

Source: Ministry of Health raw data 

 

As a fundamental right (33), health services are free to all Fijians using public health services, 

with per capita government expenditure on health being 220 Fijian dollars (63).  To be entitled 

to free public health services, users must access the public health system directly at the lowest 

level, and not be referred from a private general practitioner or private hospital (64). Users  

referred to public services by a private general practitioner or private hospital are charged 

consultation fees along with any surgical and inpatient fees (64). Usage of private health 

providers, predominantly in urban areas,  is growing and in 2014, private per capita expenditure 

on health was 158 Fijian dollars (63). 
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Figure 4 Health budget as a percentage of gross domestic product (GDP) (2003-2013) 

Source: Ministry of Health raw data 

 

2.4.6 Leadership and Governance 

In the past decade, two key documents have determined the policy direction of the Ministry of 

Health. These are the People’s Charter for Change, Peace and Progress and the Roadmap for 

Democracy and Sustainable Socio-economic Development (20, 21). Both documents 

emphasise the importance of quality health care and access to health services (20, 21). During 

the same period, two consecutive strategic plans for the Ministry of Health have aligned the 

Ministry’s activities with government policy direction and Fiji’s international commitments 

such as the Millennium Development Goals (34, 65). Annual corporate plans and associated 

divisional annual plans are prepared; however, overall the process remains centralised with 

little input from lower level facilities that cater for a majority of the population (37). 

 

The governance structure of the Ministry of Health (Figure 5) reflects a bureaucratic structure 

that is not only top heavy but criticised as unresponsive to community needs (66-68). Despite 

successive changes to the structure since 1999, concerns persist about responsiveness to health 

needs. The Minister for Health is supported by the Permanent Secretary for Health, three 

Deputy Secretaries, and three Directors. Governance of health services is organised around two 
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key areas, curative and preventive services (37), resulting in the separate planning of curative 

and preventive services and a disjointed approach to planning and provision of health care. 

This has resulted in competition for resources, leading to inefficient and inequitable use, with 

conservative estimates suggesting that 20% to 40% of health resources are being wasted (42). 

 

Figure 5 Ministry of Health organisation structure (2014) 

Source: Ministry of Health (36) 

Notes: 
1. Each divisional hospital and the two speciality hospitals have a Medical Superintendent. 
2. There are seven National Advisors: (Non-Communicable diseases, Communicable Diseases, Family 

Health, Oral Health, Environmental Health, Health Promotion, Nutrition).  
3. There is one Divisional Medical Officer for each subdivision. 
4. There is one Subdivisional Medical Officer for each subdivision. 

 

There are 35 pieces of legislation (36) related to the Ministry of Health which are enforced 

through 11 regulatory bodies (59). However, control of the finances and human resources are 

outside the Ministry of Health; these are controlled by the Ministry of Finance and Public 

Services Commission respectively. Thus, the Ministry of Health has minimal control over its 

finances and human resources.  
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2.5 Issues in Providing Health Services 

Fiji made remarkable progress in advancing health outcomes from the 1950s to 1970s, gains 

that were comparable to other Asia-Pacific countries, and better than most Pacific Island 

nations (38). Since the 1980s, progress has slowed (38). Infant mortality rate, which was 15.5 

in 1987, stands at 13.8 in 2014 (19, 36, 38). There has similarly been little progress in 

improving the under-five mortality rate and maternal mortality rate, which stand at 18 and 44.4 

respectively in 2014 (19, 36). Life expectancy for both males and females is declining (20). 

Fiji has not, therefore, met Millennium Development Goals 4 and 5 (20, 38), prompting the 

government to increase resource allocations to the health sector, raising health expenditure 

from 3-5% of the gross domestic product. This was to be achieved by 2013, but health 

expenditure currently remains at under three percent of the gross domestic product (20). 

 

Political instability and a breakdown in democratic governance are thought to be the most likely 

cause of deteriorating performance in the health sector. Health outcomes have fallen in Fiji 

since the first coup d'état. Attempts to reform public services have stalled; an inefficient, 

centralised, bureaucratic and unresponsive system is unable to respond to issues plaguing the 

health system. In comparison, Asia-Pacific countries which have stable governance structures, 

and which made similar improvements in health outcomes in the 1980s, have continued to 

make gains.  

 

Pacific Island nations face particular challenges related to their small size and geographic 

isolation, which are reflected in higher health costs (28). For Fiji, these include higher costs of 

medicines, consumables and equipment. Despite growing urban consolidation, the population 

remains scattered across 332 islands, posing significant challenges to planning, coordination 

of services and development and distribution of workforce and infrastructure to provide health 

services (41). A lack of medicines, consumables and equipment and inadequate staffing of 

health facilities, compromise the delivery of health services. High staff turnover at health 

facilities have affected patient care and led to increased waiting times and average lengths of 

stay (38, 59).  
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2.6 Challenges: Improving Access 

With growing user dissatisfaction with health services, several government and independent 

studies are calling for physical access to health services to be improved (20, 21, 59, 66-68). As 

a result, the Ministry of Health has attempted to decentralise health service delivery to improve 

access, while retaining decision-making at a central level (21).  

 

There have been two decentralisation initiatives (referred to in this thesis as ‘wave 1’ and ‘wave 

2’), detailed in Part B (Chapters 5 to 7). Briefly, the first wave, in 1999, attempted to devolve 

health services to divisional structures to improve health service delivery by making it more 

responsive to community needs (69-71). When this initiative failed, a second but more focused 

decentralisation initiative was introduced in 2009 in the Suva subdivision (part of the Central 

division). The aim was to improve users’ access to health services, reflecting principles in the 

People’s Charter for Change, Peace and Progress and the Roadmap for Democracy and 

Sustainable Socio-economic Development (72, 73). The Ministry of Health intends to 

progressively roll-out decentralisation to other divisions, yet to date the only measure of its 

impact on access in the Suva subdivision is the proxy indicator of utilisation trends.  

 

2.7 Conclusion 

Available literature and government reports paint a pessimistic picture of the ability of the Fiji 

health system to respond to the needs of users. With declining life expectancy and health 

outcomes, Fiji’s inability to achieve its Millennium Development Goals is reflective of a health 

system that is under-resourced and facing complex challenges, including long-term conditions 

coinciding with the emergence of new communicable diseases. These challenges are evident 

in each of the fundamental building blocks of the health system, i.e. service delivery, health 

workforce, health information system, access to essential medicines, financing, and leadership 

and governance.  

 

This chapter reflects a developing understanding that no single factor can be pinpointed as the 

cause of the deteriorating health system. Instead, a combination of factors has led to this 

situation. Political instability, however, seems to be a key factor related to the economic 
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downturn, an inability to invest more than three percent of the gross domestic product in health 

and the high rates of emigration causing shortages of skilled health professionals. 

 

Like many countries, Fiji has attempted to reform its health system (twice) with aims of 

improving efficiency, equity, access and quality of health services. In the most recent attempt 

at reform through decentralisation and the policy context of this research, a key objective of 

decentralisation of health services was to improve access. The concepts of decentralisation and 

access to health services are reviewed in Chapter 3, with a particular focus on how 

decentralisation has been used globally to improve access to health services.  

 

This chapter introduced Fiji’s health system at a macro-level and from a policy perspective, 

with a focus on how the health system is designed, the values guiding it and what it ought to 

achieve.  Chapter 8 complements this chapter, by describing how the health system actually 

functions on the ground, at the local health service level.  
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Chapter 3 Improving Access to Health Care through 

Decentralisation: A Review of Literature 

  

3.1 Introduction 

Critiquing the Fijian health system using the World Health Organization building blocks 

highlighted key challenges in providing efficient, accessible, equitable and quality health 

services. In response, decentralisation in one subdivision has been initiated to improve access. 

This chapter reviews literature pertaining to three areas: access to health care; decentralisation, 

and; the use of decentralisation as a means to improve access to health care.  

 

This chapter is presented in three sections. In the first, the concept of access and frameworks 

on assessing and measuring access are reviewed. The focus of the second section is on the 

concept of decentralisation, including its forms, benefits and drawbacks, applications to health 

service delivery and examples of use in developing country settings, particularly the Pacific 

Islands. The final section brings together the two concepts by reviewing the use of 

decentralisation to improve access to health services.  

 

3.2 Search Strategy 

Three coordinated literature searches were conducted to investigate: 1) access to health care; 

2) decentralisation; and 3) decentralisation to improve access. Electronic databases included 

Google Scholar, Embase, Medline and SCOPUS.  As electronic searching is not 100 percent 

comprehensive (74), a manual search of key authors who have made significant contributions 

to the field was undertaken in conjunction with a manual searching reference lists of seminal 

publications. The search was limited to the English language and included published literature 

only. The search was not limited by period, as many of the publications for decentralisation 

and access to health care were undertaken in and after the 1970s, and many databases did not 

hold significant records before this period.  

 

The approach taken for all searches was to view them as cogwheels (Figure 6), using keywords 

to refine them. First, a search of published literature was conducted to identify frameworks to 
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measure access to health care, using the keywords: access to health services OR access to health 

care OR health care access AND frameworks or models. The second search was on health 

reforms using the keywords: health care reform OR health sector reform OR health system 

reform AND decentralisation OR decentralization, thus capturing the synonymous use of the 

terms decentralisation and health system reform. To further focus the searches for the context 

of this study, the following keywords were used: primary health care, community health, 

outpatient, outpatient care, outpatient department, ambulatory care, developing country, Pacific 

Island and Fiji. For example, using the data base MEDLINE, an initial search using the search 

terms health care reform OR health sector reform OR health system reform AND 

decentralisation OR decentralization yielded 188 results. Refining the results using the search 

terms primary health care, community health, outpatient, outpatient care, outpatient 

department, ambulatory care, developing country, Pacific Island and Fiji focused the results to 

32 publications.   

 

 

 

 

 

 

 

 

 

 

 

Figure 6 Approach taken for literature searches 
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3.3 Understanding Access to Health Care 

3.3.1 Meaning and Definitions  

Access is a fundamental concern in health services provision and a central objective of health 

systems.  As such, understanding access is central to health policy (75). However, the concept 

of access remains obscure, lacking precise definition and accorded multiple meanings (18, 76-

82). These multiple meanings have arisen from the various disciplinary perspectives to studies 

carried out in this area, reflecting different  professional and disciplinary understanding of the 

term (83). Adding to confusion, the term ‘access’ is used synonymously with ‘accessible’ and 

‘available’ (76, 82). As a result, differences in measurements and threshold for what constitutes 

low access have arisen (82). The lack of clarity hinders understanding of access to health care 

conceptually, and has given rise to efforts to synthesise understandings into a definition that 

can be operationalised (84).  

 

At its simplest, access refers to the entry to or use of the health care system (81, 85). This 

definition implies that access to health services should be available at the time and place needed 

by the user (23, 24, 81, 86, 87). More than just availability, access is also seen as the ability of 

the person to utilise health care given a need and/or desire to obtain it (24, 88). In this respect, 

access is defined as the timely use of health services to achieve the best possible health 

outcomes (77, 89, 90). Having access implies that there is a continuing and organised supply 

of health care that is geographically, financially and culturally appropriate to the needs of the 

whole community (84).  

 

Penchansky & Thomas’ (1981)  widely cited study defined access as the ‘degree of fit between 

the clients and the system’ (p.128) (76). Here, access is viewed as being not just the availability 

of services, but also how well the services fit the needs of the user, and brings into focus the 

dimensions ‘which describe the potential and actual entry of a given population group to the 

health care delivery system’ (p.51) (80). This definition thus distinguishes between having 

access and gaining it.  

 

Potential access, refers to the means and resources being available to increase the likelihood 

that use will take place (82, 91-93). Potential access is affected by several factors such as the 
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characteristics of the health care system and the wants, resources and needs of the user and 

their ability to obtain available health services (80). This ability is determined by economic, 

temporal, locational, cultural, organisational and information factors (82). These factors can 

act as either barriers or facilitators to obtaining health services. However,  there are differences 

in opinion as to which factors should be included (76). Realised access, on the other hand, is 

the actual use of services as indicated through utilisation data (82, 91, 92).  

 

Access is dependent on the potential or realised entry of a given population to the health care 

system (80). However, there are institutional factors that affect potential or realised access 

including: the number of health care providers, their geographical distribution, the type of 

provider, the organisational arrangements of the provider, the scope of service they provide, 

and the preferences or prejudices of providers and patients (82).  

 

3.3.2 Measuring Access  

Donabedian argues that the two main aspects of health care access are socio-organisational and 

geographic aspects (81). Socio-organisational aspects refer to all aspects of an organisation that 

influence users access to health care, such as gender of the provider, fee structure and services 

provided (80, 81, 94). Geographic aspects of access refer to the time and distance that must be 

travelled to get care and are essential to access considerations (80, 81, 94). However, some 

researchers equate access with the characteristics of the population or the health care system 

(81). This view incorporates measures of the willingness of users to seek health care, the 

attitudes and knowledge that they have about health care as well as any related social and 

cultural factors (81). Moreover, access to health care is affected by community education, 

comprehensiveness and continuity of health service, community participation and 

environmental factors (84). While these factors either manifest themselves as barriers or 

facilitators to access, they are amenable to change. 

 

Several frameworks have been posited to measure access to health care (80), and are based on 

two prevailing views. The first emphasises characteristics of the population, such as income, 

attitudes towards the health service or equates access with provider characteristics, such as the 

distribution of health facilities (80, 81, 84). The tendency is, however, to focus on population 
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characteristics (93). A comprehensive understanding is gained through measures that 

encompass both user and provider characteristics. The second position views access through 

measures such as utilisation and satisfaction, with indicators measuring an individual’s passage 

through the health system (84). In this view, utilisation is used as a proxy for access to health 

care (23, 24). However, as argued above, access is a complex phenomenon influenced by socio-

cultural, socio-demographic and organisational factors (95). A more appropriate approach to 

understanding access to health care is to supplement other measures of access to and passage 

through the health care system with utilisation as an external validation measure. While several 

frameworks have been posited to measure access to health care, in the ensuing paragraphs three 

widely used frameworks are discussed.  

 

Behavioural Model of Health Care Use 

Andersen et al. developed a framework to measure access to health services based on a 

behavioural sciences perspective examining individual behaviour (80, 81, 94, 96). Their 

framework added to earlier conceptualisation of access by reflecting characteristics of the 

population and the delivery system, and was based on Donabedian’s view that access is proven 

through utilisation and not merely by the presence of a facility; it has been applied to large-

scale studies and incorporates a wide array of determinants (77, 82). Andersen et al. 

conceptualised access from five key perspectives: health policy; characteristics of the health 

system; characteristics of the population at risk; utilisation of health services, and; consumer 

satisfaction; it also examines the interrelationships between these variables, as illustrated in 

Figure 7 (81). These perspectives were considered under the broad categories of: predisposing 

factors consisting of characteristics of individuals; enabling factors comprising of systems or 

structural characteristics, and; need factors comprising of the biological need of individuals 

(77). The overall framework viewed access as a linear flow, which culminated in the utilisation 

as the outcome. 
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Figure 7 Andersen et al. framework for the study of access 

Source: Aday and Andersen (81) 

 

Andersen et al. take the view that access is a consideration in the political context and is a 

political idea (77, 81, 82). As such, they view health policy as the starting point for viewing 

the concept of access. Therefore the relevance of this framework to influence policy is high, 

linking macro, meso and micro levels of the organisation (77). The characteristics of the 

delivery system refer to the arrangements for the delivery of health care and comprise two main 

elements: the resources and organisation. Resources refer to the volume and distribution of 

resources devoted to the delivery of healthcare. Organisation refers to how these resources are 

coordinated and controlled to deliver health care. It includes entry and structure and refers to 

how the user enters the health care system and what happens following their entry (81). The 

characteristics of the population at risk includes predisposing, enabling and needs factors and 

describe the individual determinants of utilising health care. Predisposing factors refer to the 

propensity of individuals to use the service while enabling factors describe the means 

individuals possess to use the services. Need refers to the illness level which precipitates health 

service use (80, 81, 94, 96). Utilisation of health care refers to external validation of the 

population at risk and the characteristics of the health delivery system on users’ entry into the 

system (81) and is considered to be an objective measure of realised access (80). The final 
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component of the framework is consumer satisfaction, referring to the attitudes of users 

towards the health system once they have interacted with it (81).  

 

A criticism of this model is that it did not pay enough attention to social networks, social 

interactions and culture. Hence there is a need to consider both community and personal 

enabling factors when examining access to health care, particularly in societies where health is 

seen from a social lens, affecting how users access and interact with health services. Following 

criticisms of the model, Andersen revised the model, changing the focus from the family to the 

individual as a unit of analysis and by reorganising and adding new elements to his previous 

model (91). The new model incorporated environment, population characteristics, health 

behaviour and outcomes as crucial measures of access to health care (91, 97). A notable change 

was that population characteristics comprised factors at the individual, community and 

provider levels (91). 

 

Penchansky’s Five A’s 

Penchansky and Thomas critiqued earlier access frameworks for conceptualising access as a 

political notion, not something that can be operationalised (76). They found Andersen et al.’s 

behavioural model considered measures too broadly and did not consider specific factors to 

access. They drew on Donabedian’s conceptualisation to address these issues, defining access 

as: ‘a concept representing the degree of “fit” between the users’ needs and the system’s ability 

to meet those needs’ (p.128) (76). To operationalise access in their model, they suggest that 

access could be measured across five specific dimensions: availability, accessibility, 

accommodation, affordability and acceptability (14, 23, 76, 77).  

 

Availability simply refers to the relationship between demand and supply for health services 

(76, 84). It denotes the relationship between the volume and type of services and resources and 

the clients' needs. It comprises the supply of doctors, nurses and other providers and health 

facilities such as clinics and hospital, the location of supply and the location of the health 

facilities (76, 84). Accessibility refers to client transportation resources and travel time, distance 

and cost (77, 84). Accommodation refers to the organisation of the health care system and 

includes the appointment systems, hours of operation, waiting time and the health users’ ability 
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to accommodate to these factors along with their perception of their appropriateness. 

Affordability refers to the financial ability of the population to use the health care provided and 

the perception of value on the part of the users (76, 84). Acceptability refers to the attitudes of 

the users towards the providers and vice versa, including the health service provider’s attitudes 

about the preferred attributes of clients, and specific user reaction to health service provider 

attributes such as age, sex, ethnicity, type of facility, neighbourhood of the facility, or religious 

affiliation of facility or provider (14, 76, 77, 84). While the dimensions are independent, they 

are not easily separated, e.g. accessibility is closely tied to availability which affects 

accommodation and acceptability (24, 76). 

 

This framework has been applied both in developed and developing country settings. Its 

popularity stems from viewing access as a “fit”, which suggests an interrelationship between 

resources, needs and demands (77). However, more recently the idea of this interrelationship 

has been advanced to suggest that access is a process of adjustment between the population and 

the health care delivery system (77, 98).  

 

While Penchanksy and Thomas claim that the dimensions of their model are closely related 

(84), some researchers have argued that there is limited scope for interaction between the five 

dimensions (82). Additionally, the dimensions have been criticised as being too inclusive and 

nonspecific. As a result, the dimensions of access under the Penchansky framework have often 

been mislabelled, omitted, expanded or combined (24). An expansion to the Penchansky 

framework by adding a sixth dimension, ‘awareness’, has been suggested (24). Awareness 

refers to the knowledge that providers have about local context and population to provide more 

efficient care, and the knowledge that users have about the services offered and how they use 

that knowledge to access health care (24). 

 

Addressing the ambiguity of terms such as access, accessibility and availability which often 

were being used interchangeably, Frenk categorised access as a series of three domains (Figure 

8), ranging from the broad to the narrow (77). At the broad level is the population’s ability to 

obtain care if they need it. He termed this as ‘access’. At the intermediate level is the existence 

of health care resources or the ability to produce health care services, termed as ‘availability’. 
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At the narrowest level is the possibility of a person receiving the care needed, termed 

‘accessibility’. In Frenk’s framework, the concept of access denotes the ability of a user to 

utilise health care given a need for it and distinguishes accessibility as the degree to which a 

person needing health care receives it.  

 

 

Figure 8 Frenk’s domains of access  

Source: Frenk and White (88) 

 

Supply-side and Demand-side Dimensions  

Peters et al. (99) have taken a similar approach to Penchansky et al. to measure access to health 

care. However, instead of five dimensions, in Peters et al.’s framework, barriers to access are 

conceptualised through four dimensions, each having supply-side and demand-side aspects 

(23). The dual nature of this approach examines issues of access from both the user and 

provider perspectives. Dimensions consist of: geographic accessibility comprising the supply-

side aspect of service location and the demand-side aspect of household location; availability 

comprising of the supply-side aspect of health workers, drugs and equipment and the demand-

side aspect of service demand; affordability comprising the supply-side aspect of cost and price 

of the service and the demand-side aspect of willingness to pay; and acceptability comprising 

the supply-side aspect of characteristics of the health system and the demand-side aspect of 

users’ attitudes and expectations.  
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Similarly building on Penchansky’s framework, Levesque et al. also propose a framework 

based on supply-side and demand-side factors arranged in pairs (Figure 9). The framework, 

consisting of the dimensions of accessibility of care (supply-side) and the abilities of patients 

and populations to access care (demand-side), views access as the result of interaction between 

these dimensions, furthering Penchansky’s notion that access reflects the degree fit between  

users’ need and the system (100). The dimension of accessibility of care comprises: 

approachability, acceptability, availability and accommodation, affordability and 

appropriateness and form supply-side factors (13, 75). The dimension of the abilities of 

patients and populations to access care comprise users’ ability to: perceive, seek, reach, pay 

and engage (13, 75). Importantly, Levesque sees the dimensions as dependent constructs, 

somewhat interacting and influencing each other at different points in seeking and receiving 

care. As such, the framework measures users’ experiences, including abilities, facilitators and 

barriers as they move through the healthcare system (75). However, there are criticisms of this 

framework, and while widely cited, it has not been applied in many healthcare settings. Where 

it has been applied, overlap between the dimensions has been observed, and social determinants 

of access were not captured easily (101). The framework has proved challenging to capture 

multilevel initiatives, and the extent to which demand-side and supply-side pairs correspond to 

each other and what bridges both sides is not clear (100, 101).  

 

 

Figure 9 Levesque’s conceptual framework of access to health care  

Source: Levesque, Harris and Russell (75) 
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3.4 Reforming Health Systems Through Decentralisation  

3.4.1 Emergence of Decentralisation   

As a result of internal and external pressures on health delivery, decentralisation has been 

widely used as a means of reforming health systems in both developing and developed 

countries (102-109). Decentralisation has been promoted since the 1970s, increasing in 

popularity and application in the 1990s (108, 110). Since the 1990s there has been a worldwide 

search for new and better ways of delivering health services (98, 110), and decentralisation was 

seen as a means to achieve this through managerial and structural reforms (111). The annual 

World Development Report encourages decentralisation as means of reducing the weight of 

the central agency (112-114). Similarly, the International Monetary Fund has advocated 

decentralisation to promote structural adjustments as a means of decreasing government 

spending (115, 116). Decentralisation has been used to: bring about new thinking and 

innovation in the delivery of healthcare (107, 117, 118); improve quality, efficiency and equity 

(102, 119-125); improve service access, accountability and responsiveness to user needs (102, 

107, 118); and to improve health system performance (112). However, despite its widespread 

use, there is little known about the effects of decentralisation on health care outcomes (126) 

with a limited critical appraisal of decentralisation in the health sector being undertaken (127). 

 

3.4.2 Decentralisation in the Context of Health Reforms   

Despite its growing application and use, decentralisation as a term lacks conceptual clarity 

(106, 114, 128-134). Often the terms ‘health reform’ and ‘decentralisation’ are used 

synonymously, though decentralisation is only one way through which health reforms may be 

undertaken (102, 135). Adding to the conceptual confusion is the usage of other terms for 

decentralisation:  deconcentration, delegation and devolution (terms further discussed later in 

this review) (132, 136, 137). Although not all health reforms involve decentralisation, their 

aims and scope can overlap, adding to the conceptual muddle. An emerging consensus is that 

decentralisation refers to the transfer of authority and power from the central government to 

local or subnational levels (104, 105, 123, 128, 131, 132, 136, 138-144). It entails the transfer 

of legal, political or administrative authority to plan, make decisions and manage public funds 

and resources, from central government to field agencies or subordinate units of the 

government; or independent institutions (111, 145, 146).  
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Nonetheless, a lack of consensus on the degree of change that constitutes decentralisation and 

how decentralisation should be measured (118, 129), results in differences in the kind and 

degrees that decentralisation has taken. One way of thinking about what constitutes 

decentralisation is to consider its focus. Historically, global debate has focused the content of 

decentralisation and much less on the process, particularly its implementation at institutional 

and policy levels (122, 147, 148). Berman shifted the discussion to process, arguing that health 

reforms (and decentralisation) imply a fundamental change that is sustained and purposive, i.e. 

to improve efficiency, equity and effectiveness of the health sector (98, 121). This view 

suggests that decentralisation is more than a one-off process. Frenk argued that each of four 

health policy levels can be reformed to achieve specific goals: systemic; programmatic; 

organisational; and instrumental (98). At the systemic level decentralisation is undertaken to 

improve equity, whereas at the programmatic and organisational levels decentralisation can 

improve efficiency, and at the instrumental levels to improve performance. Decentralisation, 

therefore, can be targeted to achieve results at specific levels rather than an all or nothing 

approach.  

 

The second way of thinking about what constitutes decentralisation is to measure the degree of 

change over the broad health systems functions of planning, financing and service delivery 

(149). Along similar lines, Saltman conceptualises decentralisation according to its impact on 

the three primary building blocks of a health system: finance, allocation mechanism and 

production (150). The degree of change is determined by two considerations: which areas will 

the decentralised bodies have control over; and what functions will be delegated to the 

decentralised institutions (151). Furthermore the degree and quality of change depend on the 

policy process leading to the change (148). Ineffective implementation of decentralisation 

policy results in expected policy outcomes not being achieved (152) and views of actors 

involved being neglected (147).  

 

Both health sector reform and decentralisation can be triggered in several ways (153). Political 

and economic changes result in shifts in thinking about the role of government in the delivery 

of healthcare (102, 122). Decentralisation may thus be used to effect change in the role that 

government plays, when decentralisation has a political character (130, 144). Another trigger 
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is the epidemiological context of the country, which often sets the agenda for decentralisation 

by dictating the major health problems that need to be addressed (154).  

 

However, what differentiates decentralisation from health sector reform generally, is its 

underlying premise of shrinking the distances between decision-making institutions and the 

people by empowering local agencies that are closer to the public and can deliver more 

responsive health services reflecting local conditions (102, 123, 127, 131, 133, 137, 138, 155-

158). In practice, decentralisation is viewed as the strengthening of the periphery at the expense 

of the centre (158), which can affect central ministries’ ability to exert control and influence 

over key functions such as finance, policy development and human resource management 

planning (111). Several assumptions underpin decentralisation: smaller organisations that are 

suitably structured and managed are more agile and accountable than larger organisations 

(123); local agencies are more knowledgeable about their specific areas, and are able to plan 

and respond more efficiently to their populations (115, 155, 159). As a result, these smaller 

structures can provide services that correspond to local needs and demands, allowing formation 

of horizontal relationships and promoting inter-regional mobility and interaction between 

health care providers (106, 118, 133, 137, 160-162). 

 

A principal aim of decentralisation is the strengthening of communities to participate in the 

delivery of health care (146, 153). This can be achieved in several areas: involving 

communities in the process of identifying their health care needs; including representation of 

local and vulnerable groups in local leadership; involving community representatives in health 

care decision-making; involving community representatives in the organisation of health 

services; and facilitating community investment in health care by allowing them to participate 

in resource mobilisation activities (163). It is argued that community participation results in 

greater responsiveness to the needs of the community and ensures that by involving 

representatives of the community on health facility boards, that there is greater accountability 

and transparency in the delivery of health services (102, 108, 131, 138, 146, 151, 164, 165). 

Additionally, decentralisation involves local communities in the management of their own 

health (102). However, there is mixed evidence to suggest that decentralisation improves 

community participation (144). This relationship will depend on the social, economic and 

political setting and the type of decentralisation that has been implemented (130). In China, 
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decentralisation to local governments was undertaken to achieve greater community 

participation. However, smaller local governments found it unfeasible to provide 

administrative support, training and supervision in rural areas with small populations, limiting 

the ability of those communities to participate (151). Community participation can vary 

regionally, with dominant groups exerting greater interest and influence.  For example, in Latin 

America, decentralisation to municipal councils resulted in large landowners in rural areas 

manipulating politics for their interests (130), supporting arguments that decentralisation may, 

in cases, provide opportunities for corruption at the local level. Thus, community participation 

does not guarantee the use of authority in the best interest of the community (131). Indeed, 

dominant groups may unduly influence local bureaucrats to further their interests (166).  

 

3.4.3 Promises and Disappointments of Decentralisation: The Evidence from 

Country Experiences   

Depending on the approach taken, decentralisation can have various benefits and drawbacks. 

As discussed above, decentralisation promises to bring about a rational and unified health 

system that focuses on the regional delivery of health services catering to local needs (102), 

allowing for the full internalisation of benefits in delivering a particular service (114), and 

reducing congestion and overload to both channels of administration and management as well 

as to service delivery (164). Decentralisation can serve as an instrument to capitalise on the 

benefits of good economics and good politics (108), providing an opportunity for the 

government to experiment (106). If a decentralised agency performs well, then lessons for best 

practice can be learnt from this agency and applied to others.   

 

Decentralisation has been used to improve the responsiveness of local organisations (131, 138, 

139, 144, 167-169) and governments (170) by tailoring services to local needs (128, 138). 

Some examples can be seen in the Philippines, India, Colombia, Cote d’Ivoire and Italy (137, 

170). By expanding decision-making at lower levels, decentralisation allows for flexibility of 

middle and lower-level managers to respond to local needs (171). Centralised health services 

rarely involve community participation. However, transferring authority closer to the point of 

delivery allows for the voices of communities to be heard (69, 102) and for communities to be 

involved in the decision-making process (128, 136). The transfer of authority is often seen as 

part of a broader move towards plural decision-making processes enabling civil society to 
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participate in decisions for their health, promoting self-reliance (127). Small local communities 

that may not have been able to exert influence on the central government may, under 

decentralisation, be able to exert influence in the delivery of decentralised health services (172). 

 

The transfer of powers to the local level is thought to increase public sector efficiency (9, 106, 

125, 137, 138, 160, 165, 166, 173, 174) as a result of decentralised agencies being better 

informed about local needs and better positioned to provide economically efficient quantity 

and quality of local public goods (138, 166). These efficiencies have arisen from technical, 

managerial and planning capabilities being improved by shifting authority and decision-

making to decentralised agencies (138, 145, 151, 167), resulting in both technical and allocative 

efficiencies in health organisations (175). Technical efficiency may arise from resources being 

used more efficiently through decentralisation and improved decision-making at all levels (104, 

105, 139, 175, 176). Allocative efficiency, on the other hand, is improved under 

decentralisation by addressing differences in health service across different groups and regions 

(9, 167, 175). In the health sector, specific efficiencies that have arisen from decentralisation 

are from improvements in the capacity of local managers, incorporating local planning and 

community participation in the decision-making process, and from improvements made to 

technical capacity (127).  

 

Additionally, decentralisation has also been employed as a means to contain costs in both 

developed and developing country contexts (98, 110, 153, 169, 173), achieved through  

reducing duplication of services (127), with studies showing significant improvement in 

service delivery (127, 177). Moreover, proponents of decentralisation have argued that 

decentralisation may lead to improvements in the financing of services through locally 

generated revenues (138). Furthermore, decentralisation has been used as a means to overcome 

limitations of a centrally controlled planning and management systems by transferring 

authority over these functions to officials who are working in the field (145). As a result, the 

central agency can penetrate remote areas through empowered local agencies undertaking 

national development plans (145), the result of which can be increased support for national 

policies at local levels (164). 
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Ministries of Health also have poor records in managing finance and human resources. 

However, decentralisation of finance and human resource functions to Ministries of Health 

from other ministries have led to inefficiencies (122). Often the decentralisation of these 

functions to lower levels requires considerable oversight by the Ministry of Health, exacerbated 

by decentralisation being supported by unclear legal frameworks that lead to blurred 

separations of responsibility. This has led to issues in financially supporting services at 

decentralised levels (178).  

 

Furthermore, decentralisation can result in coordination amongst health professionals. In 

cumbersome Ministry structures, health professionals often act in isolation. However, 

decentralisation has been used as a means to strengthen coordination between teams, reducing 

isolation (145, 151, 179). For example in Papua New Guinea, following decentralisation, 

coordination between teams increased (151, 180). In particular, deconcentration has been seen 

to encourage coordination and upward accountability (151). Devolution further encourages 

coordination through the sharing of resources, and ultimately increasing employee morale and 

access to health services. However, decentralisation has been noted to be resource intensive. 

Where decentralisation is undertaken in resource-constrained settings, experience from Nigeria 

and Tanzania show that local decentralised bodies tend to favour preventive services over 

facility-based curative services, contrary to non-decentralised national hospitals where the 

focus is on curative services (122). Decentralisation is thought to bring about innovation in 

health services delivery (137, 138), seen in the case of Zambia, where decentralisation led to 

the innovative restructuring of the health system to facilitate the delivery of health services 

(117). 

 

The extent that decentralisation occurs has meant the policy is criticised for not living up to 

expectations (146). A significant challenge for success lies in its implementation. Evidence 

from country experiences suggests that short planning periods, disorganised debate and a 

misunderstanding of the reform processes have caused a slowdown in decentralisation 

implementation (173).  Limited prior input into the policy planning and development by health 

professionals has resulted in under-prepared middle-level management being unable to respond 

to the needs of decentralised systems (171, 181). This has led to organisational fragmentation 

in countries where implementation has been inappropriately formulated (182) and outcomes 
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not achieved if implementation was inadequate (161). Furthermore, decentralisation is often 

undertaken with little or no input from personnel from district levels (183). Evidence suggests 

that decentralisation needs a systematic approach (184) and when undertaken without sufficient 

planning or strengthening of appropriate institutions can lead to a system potentially worse than 

the centralised system (175), resulting in fragmented planning, inappropriate funding 

allocations, lines of accountability becoming confused and unclear guidelines to inform 

decision-making at local levels (116, 151, 175). For example, in Senegal, the government 

imposed large-scale decentralisation on municipalities without guidance on implementation, 

resulting in a cessation of communication between the central office and local agencies and a 

breakdown of health service delivery (117).  

 

A frequent argument against decentralisation is that it duplicates functions, leading to a loss of 

economies of scale associated with centralisation (127, 138). Decentralisation of the finance 

function is limited in most countries, reducing the extent of decentralisation of other activities. 

Where the finance function has been decentralised, the charging of user fees has increased 

inequities between population groups, with more impoverished populations being 

disproportionately negatively affected (116). Another drawback to decentralisation is that 

decentralised agencies often lack the management capacity at local levels (131, 170). 

Decentralisation requires more managers to cover the larger number of smaller units (104, 106). 

Central governments can attract more qualified management and personnel as they can pay 

better, offer better career advancement opportunities and an urban lifestyle, especially in 

developing countries where human resources are limited (166). This was evident in the case of 

Nigeria where difficulties were encountered in the process of handing over greater 

responsibilities to decentralised agencies due to these agencies having insufficient management 

capacity and a lack of ability to attract them (122). Weak management capacity can often lead 

to worsening of health service delivery due to poor decision-making, lack of local capacity, 

insufficient resources or insufficient accountability (138). Human resources and management 

capacity at local levels are seen to be crucial to decentralisation (116). Hence, decentralisation 

of resources and functions to the periphery needs to be accompanied by management 

strengthening at those levels (111, 131).  
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Having a large number of smaller decentralised units also poses coordination and 

communication problems for the central agency, especially in forms of decentralisation where 

the central agency wants to retain some central influence and control (104, 158). The flow of 

information from the centre to the periphery under decentralisation has been criticised (185). 

To overcome this, there is a need for stronger organisational capabilities and support to achieve 

high levels of performance (186). Decentralisation changes the power relationships in the 

organisation. Managers often find it difficult to switch from being in-charge of health regions, 

to being technical advisors to decentralised regions, (151) leading to tensions between the 

centre and periphery (131). Changes in the internal power relationship can affect the success 

of decentralisation (111, 127), evident in the case of Papua New Guinea, where a loss of power 

and prestige at the central level undermined the process of decentralisation (127). This has 

resulted in decentralisation regarded with suspicion by managers (126) which, if not addressed, 

can cause problems in the implementation of decentralisation resulting in fragmented systems.   

 

Decentralisation has often been cited for increasing inequities. Inequities have been seen where 

revenue raising powers have been decentralised, particularly where decentralised to regions, 

and where there is differing health user charges between regions (122, 151). The evidence 

further suggests that regions with wealthy populations are better positioned to raise more 

revenue, thus able to attract more qualified and experienced staff to work, increasing inequities 

(122, 160, 169). Decentralisation may lead to regional disparities through increased 

competition for the same resources, resulting in inequities between regions (106, 138, 167, 

187). As illustrated in Italy, decentralisation led to territorial inequities, especially affecting 

access to health care (169). It is argued that centralised systems are in a better position to 

promote equity through the redistribution of resources to more deprived areas (156, 188). 

However, due to the heterogeneity of policies at the national level, decentralisation may lead 

to inequities (126). However, counter-arguments highlight that inequities existed before 

decentralisation and are only made more visible by decentralisation (117).  

 

3.4.4 Application of Decentralisation to Developing Country Settings   

While the above discussion drew on country examples to illustrate experiences in 

decentralisation, in this section the focus is on developing countries in particular. In developing 

countries, the use of decentralisation has varied. Initially, decentralisation was used to reform 
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inherited centralised systems from colonial administration, where services were concentrated 

around the capital city (6, 189), as a mechanism to develop national governance systems 

located away from the centre and reflective of local settings (16, 17, 105, 146, 164, 190). More 

recently, developing countries have used decentralisation to address: declining health 

outcomes; ineffective use of scarce resources arising from inappropriate and cost-ineffective 

services; non-responsiveness of services to users’ needs arising from poor quality services and 

poor access to services as a consequence of an individual’s poverty, geographical location, age, 

sex, and; unavailability of services and rising prices for imported goods and materials (8, 122, 

129, 145, 191). Furthermore, there has been a push by donor agencies to reform through 

decentralisation to improve quality, efficiency and equity, access and responsiveness to local 

priorities (102, 118-123, 146, 192).  

 

The experiences of developing countries in applying decentralisation reveals mixed results, 

with successes and failures, as well as shifts between decentralisation and re-centralisation 

(193-196). Costa Rica, Lao People’s Democratic Republic, Colombia, and Mexico all failed to 

achieve intended outcomes. In Costa Rica, years of inefficiency, rising cost, long waiting lists 

and stagnating health outcomes (155), prompted decentralisation and led to improvements in 

health outcomes, and significant reductions in cost to the health system (155). However, other 

developing countries have not been as successful. In Laos responsibilities for planning and 

service delivery were devolved to the provinces, but resulted in inequities in the provision of 

health services between provinces, leading to a decline in health service utilisation (193). 

Similarly, Mexico’s attempts at decentralising its health care system, as a means of rectifying 

structural issues, improving efficiency and making the health care system more participatory, 

resulted in inequities with minimal improvements to community participation (195, 196). 

Failures meant developing countries, like developed countries, experimented with a mix of 

decentralisation and re-centralisation strategies. The Guatemalan application illustrates this, 

with a centralised inventory management systems for medicines coupled with decentralised 

planning and budgeting, resulting in better performance and improved efficiencies at both 

levels to be (197). However, a mix of centralisation and decentralisation strategies has not 

always worked. In Papua New Guinea decentralisation led to the central office retaining 

responsibility for national planning and monitoring functions while devolving service delivery 

functions, including the planning, financing and management aspects of service delivery (198, 
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199). Despite some improvements in health outcomes (200), most indicators remained lower 

than in other countries in the Pacific (201). 

 

Increasingly, decentralisation has been used to strengthen management capacity and improve 

decision space at lower levels as a means to improve service delivery, efficiency and quality. 

Examples can be seen in in Pakistan, Nicaragua, Tanzania, Ghana, Vanuatu, Samoa, Tonga 

and Papua New Guinea (104, 127, 143, 180, 190, 202-213). In Nicaragua, decentralisation 

resulted in increased decision-making at the local level coupled with an increase in local 

accountability (202). In Tanzania, however, despite some increases in autonomy and enhanced 

bottom-up planning, health managers at lower levels were given limited powers (109, 127, 204, 

205). Both experiences reveal that improvements to efficiency and quality in providing primary 

care occur as a result of broader financial, organisational and management development, with 

successful implementation dependent on the role of health workers at lower levels (205). In the 

Pacific, health services in Vanuatu, Tonga and the Solomon Islands were devolved to improve 

the delivery of health care by strengthening management capacity over planning, budgeting 

and financing (206). However, success was limited by resource constraints (190, 206, 207, 209, 

210). In particular, the Samoan experience demonstrated the importance of context-specific 

implementation as essential to successful uptake by staff (214). However, despite strengthening 

management capacity, Ghana’s experience demonstrates decision-making at decentralised 

health facilities remained limited following decentralisation (143, 211, 215). Moreover, 

Pakistan’s experience in decentralising its health services illustrated that decentralised agencies 

are not homogenous, with some officials in decentralised agencies make greater use of decision 

space than others; those making better use of decision space had more capacity to do so (213).  

 

In developing countries, decentralisation has had a strong donor influence, for example in the 

Philippines, where decentralisation was undertaken as a result of external pressure from donors 

(138, 187). However, more than two decades after implementation, questions about 

effectiveness persist (187) as a result of a lack of clear national standards, inequity, meaningful 

civil participation and a decline in the quality of health services in some rural and remote areas 

(171, 187). Similarly, Indonesia decentralised its health services following advice from the 

International Monetary Fund and the World Bank, with a focus on improving the delivery of 

primary health services at district levels (195, 216). However, achievement of intended 
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outcomes was limited by a  lack of funding and management capacity at decentralised levels 

(11, 138). As a result, there has been little improvement the performance of the health system, 

particularly at decentralised levels (195, 217).  

 

Importantly, developing countries have used decentralisation to improve access to primary 

health services to meet vital goals of their health systems. In the Solomon Islands, 

decentralisation aimed at providing universal access to affordable health care by decentralising 

national health programmes to provincial levels, in order to make health services more widely 

available. Similarly, Ghana decentralised health services to improve basic access to health 

services to as close as possible to where populations live and work (215). Sudan decentralised 

its health services so smaller areas could be managed better, and be responsive to local needs 

thereby improving access (189). In contrast, Turkey moved away from the gate-keeper system 

to allow self-referrals to tertiary facilities, which improved health outcomes, user access and 

patient satisfaction but at the expense of efficiency (218). However, not all developing 

countries have had positive applications of decentralisation to improve access to primary care. 

In Nigeria, decentralisation of primary health care services to local levels affected the quality 

of care as health professionals preferred to work at national levels due to better opportunities 

and pay (219). Uganda’s experience revealed gains in access to clinical primary health services 

came at the expense of public health services, prompting a lack of confidence in the 

decentralisation initiative (175, 220).  

 

3.4.5 Theoretical Approaches to Decentralisation    

A Functional Perspective on Decentralisation  

Theoretical perspectives on decentralisation have stemmed from three major approaches: 

political, administrative and fiscal (108, 131, 137), as depicted in Figure 10. Political 

decentralisation arises when authority is transferred to local administrative units accountable 

to local populations, with a view of increasing civil participation in local decision-making (108, 

131, 137, 221). Administrative decentralisation occurs when authority is transferred to local 

branches of the central state and may take four forms: deconcentration, delegation, devolution 

and privatisation (221). Fiscal decentralisation occurs when there is a transfer of authority to 

raise revenue to be spent at local levels by local authorities (108, 131). In the ensuing sections, 

five approaches to decentralisation stemming from this understanding are discussed. 
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Figure 10 Types of decentralisation  

 

Important to note is that countries experiment with different approaches to decentralisation in 

different combinations to achieve their goals, which may result in a system that employs 

different types of decentralisation at the same time for different functions (104). Evidence 

further reveals that there is a lack of conceptual clarity as to the features and approaches to 

decentralisation (106, 128). Furthering the conceptual muddle, there is a lack of agreement on 

whether some forms within these approaches constitute decentralisation (104, 105, 134, 145, 

149, 164). There is agreement that decentralisation initiatives should address both 

organisational and individual aspects (128).  

 

Analytical Approaches   

Another perspective involves viewing decentralisation through four different analytical 

approaches: the public administration approach; the local fiscal choice approach; the social 

capital approach; and the principal-agent approach (106). The public administration approach 

considers decentralisation as a four-fold typology consisting of deconcentration, delegation, 

devolution and privatisation is discussed in detail in the following section (104-106, 145, 164). 

The local fiscal choice approach assumes that local governments compete with each other to 
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attract voters, and ultimately a more significant share of the resources. This approach offers 

accountability of local officials to local populations, who can exert pressure on local 

administrators who are more accessible than officials at the central level (131). However, in 

developing countries, the applicability of this approach is limited as local resources only form 

a small portion of local expenditure (191). A more significant portion of public expenditure 

remains centralised. Thus there is greater accountability of the central government than local 

populations (191). The fiscal approach may also be used to contain costs (131). The social 

capital approach views the success of decentralisation of health care as linked to civic 

participation. Strong civic representation and participation create social capital, which helps 

individuals to work together to improve the capacity of local government to deliver health care 

(106). However, a weakness in the argument is that areas without strong civic participation are 

left out (191). The principal-agent approach analyses the relationship between the central 

agency and the provider as a means of understanding decentralisation. In this view, the 

relationship between the principal (the Ministry of Health) and the agent (local authorities) is 

seen as dynamic and evolving. The principal performs broader roles dealing with the setting of 

policies and goals, resource allocation and monitoring while the agent uses allocated resources 

to achieve set goals (106).  

 

The Public Administration Approach  

The public administration approach, based on Rondinelli’s typology of decentralisation, is 

widely used, premised on the understanding that decentralisation can take different forms and 

be of differing types (108, 134, 145). Rondinelli makes two distinctions to decentralisation. In 

the first, decentralisation can be either functional or geographical (145, 164). In functional 

decentralisation, responsibility for the performance of specific public functions is transferred 

to local agencies, resulting in the creation of field offices of national ministries to undertake 

these specific tasks (145). In geographical decentralisation, there is a transfer of responsibility 

for public functions to local agencies that have well-defined geographical boundaries (145, 

164).  

 

The second distinction concerns the types of decentralisation. Rondinelli identifies three types: 

deconcentration, delegation and devolution (138). Deconcentration involves the redistribution 

of the workload from the central ministry to subnational levels (105, 107, 129, 132, 138, 145, 
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149, 164) and is considered as the least imposing form of decentralisation. Deconcentration 

results in a change in the power relationship between the central agency and the field offices, 

whereby there is a transfer of responsibility from a smaller number of actors to a more 

substantial number (149). Field offices are empowered to make decisions that are relevant to 

the health needs of the population they serve (106, 146, 151).  A criticism of deconcentration 

is that the shift occurs within the structure of the central ministry, and should not be considered 

as a form of decentralisation (138, 158), while other arguments note that decentralisation of 

only workload is considered as pseudo decentralisation (136). Furthermore, deconcentration 

leads to wide variations in practice, leading to mixed applications and outcomes (124).  

 

Delegation, on the other hand, is the transfer of decision-making and administrative authority 

from the central agency to agencies that are not part of the central ministry but over which the 

ministry maintains some level of indirect control (128, 129, 132, 136, 138, 164). However, the 

central agency retains powers to revoke any authority that it has delegated (106). Delegation 

may occur over one or more health system functions (149) but usually involves broad authority 

to plan and implement decisions concerning specific activities (145), offering flexibility, less 

rigidity and less bureaucracy (161). However, in fragmented systems, it is difficult to maintain 

quality and efficiency using a delegated form of decentralisation (124). Rondinelli considers 

devolution the most extreme form of decentralisation (164). It includes the creation or 

strengthening of subnational levels of government (132, 136) and involves the transfer of 

authority over decision-making, finances and management, service delivery and planning from 

the central agency to independent agencies that have a clear legal status with geographically 

defined boundaries (106, 107, 128, 129, 145, 164, 222). Often this transfer is to independent 

local governments (138) with successful transfer dependent on political, fiscal and economic 

aspects (102). As a result, there is a lack of central political control when using the devolution 

form of decentralisation (124). It has been argued that devolution not be a form of 

decentralisation as it entails the creation of new governance structures outside the control of 

the central agency (145, 164).  

 

Expanding upon Rondinelli’s typology, Vrangbaek notes that the transfer of authority and 

power occurs at both horizontal and vertical levels. The result is the transfer of authority and 

power within political levels (devolution), within administrative levels (deconcentration), from 
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political to administrative levels (bureaucratisation), to independent institutional levels 

(delegation) or private actors (privatisation) (149). However, Rondinelli’s typology focuses on 

functional decentralisation, with an emphasis on the distribution of powers between different 

tiers of government. As a result, only vertical decentralisation is considered (223). Other 

studies note that horizontal relationships can take place within these decentralisation typologies 

(141). Regmi’s modification of Rondinelli’s approach focuses on three types of 

decentralisation: political decentralisation (devolution), administrative decentralisation 

(deconcentration and delegation) and fiscal decentralisation (102). Regmi acknowledges that 

decentralisation in the form of deconcentration does not involve the transfer of responsibility 

or authority and will be unlikely to result in any of the traditional benefits or pitfalls of 

decentralisation. Criticisms of Rondinelli’s (105, 145, 164) typology are that the dimensions 

are too broad and there is a need to recognise the variations within each category (151).  Smith 

points out that each of Rondinelli’s approaches may occur, either on a small or large scale, and 

vary from one region to another and similarly, from one country to another (151).  

 

Advancing Rondinelli’s typology, Mills raises three questions: decentralisation to what level, 

to whom and what tasks? (134). In agreement with Rondinelli, she views decentralisation as 

taking different forms and types, but adds that Ministries of Health would have more power to 

influence functional rather than geographical decentralisation. The degree of decentralisation 

is influenced by the discretion local bodies have over their resources, the amount of political 

support received, and the general climate of rules, regulations and expectations in which the 

local bodies operate (104-106). Mills added privatisation to Rondinelli’s types as the fourth 

degree of administrative decentralisation (Figure 10) (105). To Mills, privatisation is the most 

extreme form of decentralisation and involves the transfer of functions from the central 

ministry to organisations that are independent and outside the control of the central ministry. 

There is some disagreement as to whether privatisation is a form of decentralisation, since 

decentralisation involves the transfer of power and authority from higher to lower levels, 

whereas privatisation involves transfer from the public to the private or civil sector (123, 144). 

It is further argued that privatisation is considered to be a more lateral movement at particular 

organisational levels and may occur either at centralised or decentralised levels and therefore 

should not be considered as a type of decentralisation (134).  
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A criticism of the Rondinelli/Mills typology of decentralisation is that while they acknowledge 

decentralisation should be viewed as a continuum, with decentralisation and centralisation on 

polar ends, their frameworks do not account for decentralisation being differentiated by varying 

degrees (123).  In the  Rondinelli/Mills typology, it is argued that the types are nothing more 

than points along a continuum of administrative authority (129).  

 

Combining Perspectives: Bossert’s Decision Space Approach   

While agreeing with Rondinelli’s and Mills’ types of decentralisation, Bossert attempted to 

address its criticisms through his model. He noted that the Rondinelli’s approach did not 

differentiate what is being decentralised and the degrees of decentralisation (134). Bossert 

furthers the principal-agent approach (134) to incorporate a measure of the degrees of 

decentralisation, terming his framework as decision space approach (156, 177, 188, 191). He 

noted the degree of decentralisation is best measured by considering the relationship between 

the central authority (the principal) and the local authority (the agent), and in particular how 

much choice is exercised by decentralised decision-makers (113, 156, 177, 188, 191, 197, 213, 

224-227). These functions include finance, service organisation, human resources, access rules, 

and governance rules. The approach assumes there is an expansion of choice at the local levels 

following decentralisation (191), and there may be a variation between what level of choice 

over the different functions is allowed and what is exercised in practice, i.e. formal and informal 

decision space (213). Advocates of this approach argue that it is more useful to measure the 

degree of decentralisation that may have taken place, rather than classify it in broad categories 

(146). Practical examples of this approach can be seen in its application in analysing 

decentralisation in Poland, Colombia, Indonesia, Chile, Zambia, Ghana, Guatemala, Pakistan, 

Philippines and Uganda (113, 139, 177, 188, 191, 197, 213, 224-227).  

 

Arrows Framework   

In his examination of the National Health Service in the United Kingdom, Peckham found that 

while some frameworks existed, there were numerous problems in applying these frameworks 

in practice (134). The Arrows Framework, has been used only in the United Kingdom, and is 

aimed at policy level analysis and comparison. The Arrows Framework addresses the ‘from 

where’ to ‘where’ questions posed in decentralisation as well as the question of ‘what’ is being 
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decentralised. The Arrows Framework uses the general systems perspective posited in 

management thinking. It focuses on inputs, process and outcomes and considers both individual 

and organisational components, allowing it to examine both vertical and horizontal 

relationships (134). This framework identifies the direction of decentralisation, but its 

limitation is that it does not examine the impact of decentralisation regarding decision space or 

discretion created at decentralised levels. As such, a more detailed analysis of decentralisation 

using other frameworks still needs to be utilised to measure the discretion created at 

decentralised levels.  

 

3.5 Decentralisation as a Strategy to Improve Access to Health Care 

The Declaration of Alma Ata in 1978 launched a global strategy of ‘health for all’ through 

primary health care, thus bringing health care close to where people work and live (4-7). Access 

to health care and equity in the provision of health services across regions formed a vital 

consideration for health systems (80, 111, 131, 138, 139, 158, 165, 228), with health gains seen 

as key to increasing quality and standard of life (84, 93, 157). To improve access, numerous 

countries have adopted decentralisation as a means to enhance user access to health care (157, 

160). Developing countries, in particular, have used decentralisation as a means of achieving 

universal health care, as primary health services were often not accessible (6, 8-13). Among 

international agencies that have advocated decentralisation as a means of strengthening equity 

and access strategically in management and planning are the World Health Organization and 

World Bank (111). Specifically, decentralisation strategies are advocated in strengthening 

primary health care and to improve access to basic health care (15). A recognisable shift in 

government and donor aid policies followed, supporting decentralisation of developing country 

health systems to improve access to health care for all (111). 

 

Decentralisation is seen as an important element associated with the success of primary health 

care (111, 127), providing a practical means to achieve improved health care, and at the same 

time allowing a delicate balance of centralised decision-making over scarce resources and 

bottom-up planning and community involvement to cater for local needs (12). In doing so, 

decentralisation allows for a more functional health system, facilitating mobilisation and 

coordination of resources, knowledge, skills and personnel and community resources to deliver 

quality primary care services. The delivery of primary health care requires extensive local 
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knowledge, supporting arguments for its localisation (114). It is also argued that functions for 

which there are limited benefits for decentralising, such as finance, should remain centralised 

(114).   

 

There have been numerous applications of decentralisation specifically to improve access to 

health services and service coverage including China, Vietnam, India, Colombia, Brazil, 

Mexico, Thailand, Kenya, Ghana, Zambia and Papua New Guinea (see Section 3.4.4), (116, 

119, 122, 144, 151, 153, 170, 176, 179, 229). Evidence suggests that access to health care has 

increased in most developing countries where decentralisation has been implemented (164) and 

is attributed to local institutions empowered to use government resources effectively in 

collaboration with local knowledge to address local needs (109, 176). As a result, by shifting 

resources from the centre to the periphery, there is an increase in the resource base for primary 

care, allowing health care problems to be better identified and addressed at lower levels (171, 

230). 

 

Furthermore, decentralisation results in better coordination and integration in delivering 

primary, secondary and tertiary care (231). One way this has been achieved is by regulating 

users’ health care seeking behaviour. A widely-used approach to achieve this is gatekeeping 

(93). Gatekeeping regulates user entry into the health system and their use of higher-level 

services by transferring responsibility for referral decisions from users’ to primary care 

providers, the first contact point and lowest level of service of the health system, and is believed 

to improve users access as well as contribute to efficiency (93). Additionally, decentralisation 

enables the health sector to work with the local non-health sectors to facilitate better delivery 

of primary health care services, resulting in improved access to health care for those living in 

previously neglected communities (164). In many cases, these improvements have been 

incremental, with marginal improvements to access only following decentralisation (127). 

Nonetheless, incremental improvements to access are better than no improvements (145, 164). 

 

Several drawbacks have been observed regarding decentralisation as a strategy to improve 

access to health care. Many countries have implemented primary health care reforms 

selectively and often lack a clear national policy to achieve outcomes (162). Therefore, 
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decentralisation has been undertaken without the accompanying strengthening of lower-level 

facilities (144) and integration of care (232). A weakness in organising primary health care 

services using decentralisation is that the centre may push through a simplified package of 

health services provided in a standardised way through vertical implementation from the top 

(12). This may result in programmes being delivered that may not fit into local health services 

and meet the needs of local populations, negating a key benefit of decentralisation. If not 

planned well, decentralisation may actually reduce user access to health services, especially 

when additional layers are added to care-seeking (168).   

 

3.6 Conclusion  

The literature review indicated mixed success in using decentralisation to improve access to 

health care. In some examples, a number of countries have undergone shifts between periods 

of decentralisation and re-centralisation, indicating that the thinking, planning and 

implementation of decentralisation, intended to improve access, need strengthening. There is 

also substantial evidence that interventions to improve access to health care need to be 

implemented at local levels, closest to where people live and work. Applications of 

decentralisation have resulted in more responsive local health systems, greater community 

participation, and shifting of resources to support the delivery of health services based on local 

needs. As a result, many countries have reported improvements in access. 

 

Some researchers conclude that decentralisation initiatives may be hampered by concepts being 

poorly understood and defined, often not theoretically focused. The literature reviewed 

highlights that decentralisation is not a unitary ‘all or none’ concept; indeed, in decentralisation 

some functions or aspects of a health system, but not others, may be decentralised. The review 

further suggests that decentralisation should be viewed on a continuum, with decentralisation 

and centralisation on polar ends. Drawing together these perspectives, Mills’ three questions 

for decentralisation (to what level, to whom and what tasks?) guide centralisation and 

decentralisation strategies, and allow decentralisation to be examined from a functional 

perspective, as postulated by Bossert. As a result, functions can be either kept centralised or 

decentralised, allowing ministries of health to exert more control over areas that benefit from 

greater oversight and less control in areas that benefit from more significant decision-making 



56 

at lower levels. Employing a mix of centralisation and decentralisation strategies can result in 

improved access. Indeed, many developing countries have benefited from such strategies. 

 

Furthermore, while measuring change in access following decentralisation is essential, there 

are limitations in available frameworks. Existing frameworks attempt to fit access into neat 

dimensions; however, access is not a neat construct, and there is overlap between dimensions. 

Also, the interactions between these dimensions are multifaceted and often not captured in 

these frameworks, resulting in the nuances of access being missed. Some frameworks, such as 

that developed by Penchansky et al., allow for a cross-cutting understanding of access across 

the dimensions. 

 

Mindful of the ‘conceptual muddles’ illuminated through reviewing literature on access and on 

decentralisation, and the limitations of available tools, frameworks and theoretical 

perspectives, for the purposes of this research the framework of Penchansky et al. was selected 

as a guide to collecting data about users’ access since decentralisation, and as a lens through 

which to assess access. To capture the nuances of what constitutes access for Fijian people,  

field esearch was undertaken, described in the following chapter.   
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Chapter 4 Research Strategy 

 

4.1 Introduction 

The review of literature revealed that access is a complex construct, with overlapping 

dimensions. While the dimensions have been categorised, access plays out in the interactions 

between these dimensions. Such interactions are nuanced and intricate, but not easily captured. 

However, it is in illuminating  the interplay between the dimensions that a deeper understanding 

of access may be discovered. Recognising the limits of typologies, more recent frameworks 

allowed for a cross-cutting understanding of access across dimensions, e.g. Penchansky’s Five 

A’s framework (14, 76) . The Five A’s framework offers a useful tool to measure access and 

requires a research strategy that will capture the varied perspectives on and realities 

encountered in seeking access.   

 

This chapter sets out the research strategy to answer the research question: What are the 

impacts of decentralisation on access to adult outpatient health services in the Suva 

Subdivision? Following a consideration of the philosophical perspective underpinning this 

research, a description of the multiple case study design employed to answer the research 

question is presented. Guided by the Penchanksy et al. framework (14, 76), the methods are 

outlined. Procedures employed in the selection and recruitment of participants, collection of 

data and the management and analysis of data are discussed in detail. Finally, ethical 

procedures and research rigour are discussed.  

 

4.2 Philosophical Perspective  

4.2.1 Philosophical Assumptions  

According to Creswell and Poth, there are four philosophical assumptions to qualitative 

research (233). These assumptions are ontological, epistemological, axiological and 

methodology. Ontological assumptions relate to the form and nature of reality (233-237) while 

epistemological assumptions consider the relationship between the researcher and what is being 

studied (234, 236, 238).  In essence, epistemology involves looking at the world and making 

sense of it, ensuring there is philosophical grounding in understanding what kinds of 

knowledge are possible, and that they are both adequate in meaning and relation to what is 
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being studied (237). Axiological assumptions relate to the role of values of the researcher in 

what is being studied (233). Finally, methodological assumptions relate to how the research 

would be conducted (233, 236). For the purpose of the present study, these above assumptions 

(summarised in Table 7) have implications for the research design and procedures; allow for 

the study to be approached from multiple perspectives; hold the view that there is no single 

reality, and; suggests that each group has its perspective requiring consideration to understand 

the phenomenon through a combined perspective.  

 

Table 7 Philosophical assumptions   

Assumption Question Research Assumption and Implications 

Ontological What is the nature of reality? There are multiple and differing realities as 
seen by participants in this study. Multiple 
forms of evidence to capture the many 
realities are needed, and these multiple 
realities are presented using multiple quotes 
based on the actual words of individuals. 
Furthermore, realities are constructed 
socially and experientially and are local and 
specific in nature. 

Epistemological What is the relationship 
between the researcher and 
that being studied? 

By minimising the distance between the 
researcher and what is being studied, a more 
in-depth understanding can be gained. 
Practically, this means spending extended 
periods in the field to gain a better 
understanding of  the social contexts that 
shape participants’ access experiences and to 
contextualise their reality 

Axiological What is the role of values? Research is value-laden, and in the field the 
researcher actively incorporates his 
interpretation with that of the participants 

Methodology What is the process of 
research? 

The research is inductive and shaped by the 
researcher's experiences in collecting and 
analysing data.   

Adapted from Creswell and Poth (233) 

 

4.2.2 Constructivist Paradigm  

This research is grounded in the constructivist paradigm. Constructivism holds the view that 

there is no objective truth waiting to be discovered; rather, truth emerges as a combined picture 
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of how people think (239). In this paradigm, meanings are shaped by experiences of individuals 

(237, 240). As such, multiple realities and meanings are constructed in different ways by 

different people when experiencing the same phenomenon; in this study the phenomenon is 

access to health care following decentralisation. Reality is viewed as being pluralistic, created 

as a result of sustained and intricate processes of interaction (241) that are shaped by contexts 

of where people work and live (237, 239, 240). A pluralistic view of reality allows the 

researcher to recognise the historical, cultural and social contexts that shape experiences and 

constructions (239, 241), and appreciate how people create meaning through their interaction 

with the phenomenon. As such, constructivist researchers seek to research phenomena in 

natural settings (239) allowing for interactions to be examined in the environment in which 

they arise (240).  

 

A constructivist inquiry is deliberately broad and general, allowing participants to construct 

the meaning of a situation based on their experiences and interactions with the phenomenon 

and with the researcher (239, 240). In this study broad open-ended questioning was employed, 

allowing a substantial degree of interaction with a varied group of participants to create data. 

In a complex phenomenon such as access, such interaction is vital to the researcher discovering 

the multiple realities that may exist (239) and enables a detailed description of the phenomenon 

under study.  

 

An inductive process of shaping data is employed, with the researcher generating meaning from 

the data collected in the field (237). Though the researcher’s own beliefs and values shape the 

area to be investigated (see Chapter 1), meaning is mutually shaped by both the researcher’s 

and participants’ value systems. The process is iterative, requiring constant comparative 

analysis during and following data collection, and understanding multiple meanings and the 

amalgamated picture requires extensive familiarity with the data (239). However, under this 

paradigm, any construction emerging from the qualitative inquiry is seen as unique to a 

particular set of circumstances (239). 
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4.3 Case Study Methodology 

Stake described case study as the examination of the particularity and complexity of a case 

(242). Building on Stake, case study has been described as an in-depth exploration from 

multiple perspectives; and as methodology of choice to investigate a ‘contemporary 

phenomenon within its real-life context where the boundaries between phenomenon and the 

context are not evident and over which the investigator has little control’ (p.59) (243). The 

phenomenon could be a particular event, situation, program or activity (243-252) and the 

boundaries spatial and temporal (233, 253). Importantly, case study methodologies are useful 

not only for exploring a phenomenon in its real-life context, but also for assisting in 

understanding the complexities that may not be captured through experimental or survey 

research (254). Case studies can be either single or multiple, and within each type be holistic 

or have embedded units (245). Multiple case designs, employed in this research, are considered 

more compelling and robust, as the evidence is stronger when collected from multiple cases;  

selected to either predict similar results or offer contrasting results (246). 

 

A case study methodology is suited to qualitative research addressing either a descriptive 

question (a ‘what’ question), as in this study, or an explanatory question (a ‘how’ or ‘why’ 

question), as it provides rich descriptions and an insightful appreciation of the case (245, 249). 

Rooted in deep and varied sources of information, cases studies allow the researcher to: 

understand the phenomenon from multiple perspectives; through multiple sources of evidence; 

interpret the phenomenon in the socio-political contexts in which it is enacted, and; understand 

opposing viewpoints and explore the interactions between key actors (248, 249, 255). 

Moreover, case study methodology engages participants in the research, through co-

construction of perceived reality, breaking power-barriers in who controls knowledge (11). 

However, case studies have been criticised for generating a massive amount of rich data and 

documentation (246, 254).  

 

4.3.1 Selection of Case Study Sites 

This research employed an embedded multiple case study design, allowing the researcher to 

conduct an empirical inquiry about a contemporary phenomenon set in the real world context, 

favouring the collection of data in natural settings (245, 256). A multiple case study design 

permitted flexibility in investigating the phenomena as it evolved while the research was 
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undertaken. Furthermore, a multiple case study design allowed for a more robust study of the 

phenomena, enabling a complementary facet of the main research question to be collected from 

each case (245, 246). An embedded multiple case study design consists of the phenomenon of 

study and the unit of analysis (249). In this research, the phenomenon of study is the 

decentralisation initiative, its architects and monitors. Multiple units of analysis, represented 

in Figure 11, are defined as follows: 

 

1. The first case considered the implementation of the decentralisation initiative, and 

comprised three of the six health centres in the Suva Subdivision affected by the 

decentralisation initiative and the Accident and Emergency Department of the 

divisional hospital responsible for delivering after-hours outpatient care following 

decentralisation.  

2. The second case considered a health centre in Rewa Subdivision not affected by the 

decentralisation policy. 

3. The third case considered a private general practice to capture the views of those 

patients not accessing public health facilities.  

 

Also investigated were the views of administrators in the Ministry of Health Headquarters who 

championed the decentralisation policy. While the Ministry was not itself affected, it was 

central to the implementation of the decentralisation policy, which formed the context of this 

study. As Figure 11 illustrates, Penchansky’s dimensions of access provided a theoretical 

perspective to investigate the phenomenon of access in the cases. 
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Figure 11 Units of analysis  

 

4.4 Research Methods 

Consistent with a constructivist philosophy and case study methodology,  a qualitative research 

approach was used as it provides a broad approach to the study of complex phenomena, is 

naturalistic, interpretative and draws on multiple methods of inquiry (240, 257). While case 

studies can be undertaken qualitatively, quantitatively or by using mixed methods (243), a 

qualitative case study lends itself to a rich, deep exploration of phenomena, allowing meaning 

to constructed from multiple perspectives  (245, 249). The dominant research approach in this 

study used qualitative methods to generate primary data; this was supplemented by secondary 

data including Ministry of Health documents and routinely collected quantitative data. 

 

Multiple sources of data were included for this study to provide a rich account of the impact 

that the decentralisation initiative had on access to health services and allow for triangulation. 

These included: 

 



63 

 Semi-structured interviews were the principal source of data. Interviews are the most 

commonly engaged method in qualitative research due to their flexibility (258). In this 

study, semi-structured interviews allowed the researcher to focus on interviewees’ 

points of view in seeking to understand events, patterns and forms of behaviour, within 

some degree of structure (240, 257, 258). 

 Participant observation was the second source of data. Participant observation 

involves systematic listening, observing, noting and recording of events and participant 

behaviours and interactions in their natural settings (257, 259). The strength of 

participant observation is that it allows for insights into context, relationships and 

behaviour (260). As a participant observer, what people said about access was 

augmented by the in-context experiences of the researcher, adding to the sensory and 

experiential richness of the phenomenon of access.  

 Documents were the third source of data; a frequent data source in case study 

methodologies. Documents are those written materials that had not explicitly been 

prepared for the research question at hand (258). Documentary evidence provides the 

researcher with a wealth of easily accessible and readily available research data (261). 

Documents included policy and related documents providing insight into 

decentralisation policy (analyses reported in Part B of this thesis), and administrative 

data such as utilisation data used to assess the impacts of decentralisation on access. 

 

4.5 Recruitment 

4.5.1 Selection and Recruitment of Study Sites  

As outlined above (Figure 11), six health facilities were purposively selected and successfully 

recruited as part of this research. Selection of three decentralised health centres was based on 

their distance from the divisional hospital. Of the six health centres affected by the 

decentralisation policy in the Suva subdivision, two lie within five kilometres of the hospital 

(short distance), two within eight kilometres of the hospital (medium distance) and the final 

two within twelve kilometres of the hospital (long distance). One health centre from each 

distance category was selected. The Accident and Emergency department of the divisional 

hospital was included as it provides after-hours services. The two remaining sites were selected 

to provide comparative perspectives: a non-decentralised health centre in the same division, 

and a private general practitioner in the vicinity of a decentralised health centre. 
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Having selected the sites, separate meetings were then held with the subdivisional medical 

officers of the decentralised and non-decentralised subdivisions, the medical superintendent of 

the divisional hospital and an owner of a private general practice. The meeting served the 

purpose of introducing the researcher, providing information regarding the research and 

seeking permission to conduct research in the identified health facilities. The participant 

information sheet was provided (see Appendix A) and opportunity given to ask questions. 

Following the meeting, the private general practitioner gave consent through a consent form 

(see Appendix B) for the research to be conducted at his/her practice. The subdivisional 

medical officers corresponded with the medical officers-in-charge of the selected health 

centres, and the medical superintendent liaised with the head of Accident and Emergency 

department, seeking their willingness for their health facility to participate in the research; all 

five agreed. The subdivisional medical officers and medical superintendent then gave consent 

for site access through a consent form (see Appendix B), and referred the researcher to meet 

with those in charge of each facility. Meetings were then held with each of these officers, 

further informing them about the research, giving them an opportunity to ask questions and 

dates for data collection at each site discussed.  

 

4.5.2 Participants 

Participants included: users of decentralised and non-decentralised health centres, after-hours 

care and private general practitioners; providers comprising medical, nursing and allied health 

workers in decentralised health centres, and; health administrators. Specific strategies to recruit 

participants from each group are outlined in the ensuing paragraphs. Table 8 summarises 

participants recruited for this research.  

 

For this research, users are defined as those accessing outpatient health care from a study site 

and are present on the day of the interviews. In all health facilities, a notice (see Appendix C) 

giving details of the research and inviting participation was posted in the waiting area and staff 

rooms, as well as at the reception. Users presenting at health centres and the Accident and 

Emergency department were informed of the research by a nurse when being triaged. In the 

divisional hospital, larger health centres, and private general practice, where a receptionist was 

the first point of contact, users were also informed of the research by the receptionist. Those 

who indicated their willingness to participate were referred to the researcher, were given 
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further details of the study, including a participant information sheet (see Appendix A) and 

were given an opportunity to ask any questions they had. After reading the Participant 

Information Sheet, users were asked to sign a consent form (see Appendix B) to indicate their 

willingness to participate. Users from both morning and afternoon shifts were recruited.  

 

Health workers involved in the delivery of outpatient services were informed of the research 

through the medical officer-in-charge of the health facility. As nurses report to the sister-in-

charge, a meeting was held with the sister-in-charge informing him/her of the study, who then 

informed nurses of the study. Health workers indicated their willingness to participate directly 

to the researcher and were given a participant information sheet (see Appendix A) and 

opportunity to ask any questions they had. After reading the Participant Information Sheet, 

users were asked to sign a consent form (see Appendix B) to indicate their willingness to 

participate. Health workers from all cadres involved in outpatient service delivery were 

recruited.  

 

Health Administrators who are directly involved in the decentralisation policy were identified 

through the Ministry of Health Organisation chart. These participants were invited to 

participate in the study through the Permanent Secretary for Health, informing them of the 

study and researcher’s contact details. All identified administrators indicated their willingness 

to participate; electronic participant information sheets and consent forms were forwarded to 

them, and they were given a chance to ask any questions and sign the consent form at the time 

of the interview. Appropriate day and time for interviews were then coordinated with the 

secretaries of these administrators.  
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Table 8 Participant recruitment summary 

Site Users (Patients)  Workers (Providers) Administrators 

Decentralised    
Heath Centre ‘X’ 9 10 - 
Health Centre ‘Y’ 9 13 - 
Health Centre ‘Z’ 10 13 - 

After-Hours     
Accident and Emergency 
Department 

3 - - 

Non-Decentralised    
Health Centre ‘A’ 3 - - 

Private General Practice 7 - - 
Ministry of Health  - - 4 

 

4.6 Data Collection 

Data were collected between July 2013 and September 2014. The Penchansky et al. framework 

for access was used as the conceptual foundation for this research, guiding data collection, was 

chosen as suited to taking into account population and provider characteristics, and its 

applicability in examining access at specific levels following decentralisation (91, 97). Details 

on data collection procedures follow. 

 

4.6.1 Semi-structured Interviews  

Based on the five dimensions of access: accessibility, acceptability, availability, affordability 

and accommodation, broad, open-ended questioning was employed, with responses probed to 

further unpack an issue. The interview strategy took into account the cultural considerations in 

interviewing Pacific peoples, whereby direct answers may not capture the essence of what 

Pacific people say, and importantly, what they mean. Instead, through back and forth probing, 

the responses elicited socio-economic and cultural contexts, providing deep insight into the 

experiences of participants following decentralisation, and helped participants in meaning-

making from their experiences. Interview guides, based on the framework, ensured all 

interviews were conducted in a comparable manner. Most interviews were conducted in 

personal offices or in a private space at the health facility, with a small number of participants 

choosing to be interviewed offsite, at a nearby café. In the Pacific, strong social ties mean that 

patients are accompanied by family members when attending health facilities, so participants 

were given a choice to be interviewed in family groups; only one participant took up this option. 
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Prior to interviews, informed consent (see Appendix B) was gained from the participants. All 

interviews were digitally recorded. Only essential notes were made during the interview 

process, as in initial interviews note-taking was found to distract the participant, making them 

uncomfortable. Immediately following each interview, comprehensive notes of observations, 

impressions, experiences, insights and central learning were made. These interview notes from 

the seven sites were recorded in 13 field journal books; see Appendix D for a sample note from 

a field journal. 

 

4.6.2 Participant Observations  

In addition to the field journals, the researcher participated in the process of seeking health 

care. The researcher set out to experience first-hand the challenges of travelling to a facility to 

determine the relationship between the location of facility and users. This involved travelling 

to the health centres from various points in the geographical boundary of the health centres, 

observing availability and frequency of various public transportation options, and time, 

distance and cost incurred in getting to the health centre. The process of seeking health care at 

the health centre was observed, including: getting a waiting number, the time taken to be seen, 

the quality of the consultation and its outcome in terms of need for additonal tests and 

treatment, the resources and sufficiency available at each health centre during the different 

shifts, and attitudes of health workers and users. As a participant in seeking health services, 

arrangements were made with the nurse to ensure that no user was disadvantaged, by ensuring 

that when the researchers’ number was called, the next number was called for there to be no 

disruptions in the process. 

 

Participant observation was carried out in all study sites and included taking descriptive notes, 

reflective notes and demographic information (240). Immediately upon completion of an 

observation, comprehensive field notes were compiled, guided by several components as 

described by Gray (2004). These components included: chronological log; reflection and recall; 

ideas and inferences; impressions and personal feelings; and forward planning (259) - see 

Appendix E for a sample field observation note. Additionally, images from the field were 

captured to aid recall during analysis, and to convey impressions of the settings.  
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4.6.3 Documents  

Documents were collected from the Ministry of Health, newspapers and non-governmental 

organisations. An email was sent to the Permanent Secretary for Health requesting documents 

which, after approval, were released to the researcher. Examples of documentary evidence 

included Ministry of Health letters, memoranda, communiqués, meeting minutes, reports, 

media reports, and consultancy reports. Past and current Ministry of Health and divisional 

budgets and staffing numbers were also collected to determine the resource allocations before 

and after decentralisation. Utilisation and service use data pre- and post-decentralisation from 

health centres, and divisional hospital Outpatient Department were included in the request, but 

collected from health centre records and noted in field journals (see Appendix F). Documents 

analysed in this research and reported in four publications comprise Part B of the thesis 

(Chapters 5-7). 

 

4.7 Data Analysis 

4.7.1 Managing the Data  

The several types of data collected (digital audio files of interviews, hand-written field journals 

and field notes) were translated into text. Interview audio-recordings were transcribed 

verbatim. Due to the large number of interviews (81), a third-party was engaged in transcribing, 

having signed confidentiality agreements (see Appendix G). Following transcription, all 

transcripts were validated, using a two-prong approach. The first validation was undertaken by 

a Fijian national who was aware of the Fijian context and colloquialism. The second validation, 

a quality check, was undertaken by the researcher to ensure that the transcripts were error-free, 

contextually correct, and any random irrelevancies and repetitions, such as ums and ahs, that 

did not add anything to the meaning were removed. All field and journal notes were typed and 

documents scanned. All textual and figurative and photographic data were imported and 

organised by study site on Microsoft OneNote, to give a complete understanding of each site 

under study (see Appendix H). OneNote was used as it presented data visually, allowing the 

researcher to get a ‘feel’ of the data and get a complete picture of each site.  
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4.7.2 Thematic Analysis Procedures  

Familiarity with Data 

Familiarisation with data began in the field through typing up field and journal notes, reading 

and scanning all documents and reviewing photographs. During this process initial notes, 

diagrams and themes were jotted in a notebook, termed ‘masterbook’. Next, while awaiting 

transcribing of interviews, the researcher listened to all audio-recordings to familiarise himself 

with interview data; additional notes and themes were entered in the ‘masterbook’.  A second 

listening to the transcripts was done while validation was ongoing by a Fijian national, and a 

third and final listening while the researcher undertook validation and quality checking. This 

process of multiple listenings and readings of transcripts facilitated immersion in the data. 

Throughout the process, the ‘masterbook’ maintained an evolving record, from preliminary 

analysis and early impressions of the data, to decisions on final selection of illustrative 

examples from transcripts. 

 

Coding and Theme Development 

Through describing the data in rich detail, thematic analysis provides an understanding of the 

meanings and realities of participants (262). The initial stage of thematic analysis is to code 

data. Several decisions were made during the coding stage, the first to code manually using 

highlighters to indicate potential patterns and by writing notes on texts being analysed. This 

decision reflected the researcher’s preferred style as visual, allowing for a better sense and feel 

of the data. The second decision, consistent with the constructivist and qualitative approach, 

was to code inductively. This meant that the coding process was driven by the data and not the 

theoretical frameworks (i.e. Penchanky’s Five A’s framework) that influenced data collection. 

However, that coding did not occur in a knowledge vacuum; the researcher’s familiarity with 

literature inevitably influenced some coding decisions. However, to overcome some 

preconceived ideas, the third decision was to code for as many potential themes and patterns 

as possible. While this generated a large number of codes, they were sifted as the researcher 

reflected on the research question, and on whether the issue being discussed was as a result of 

the implementation of decentralisation or was pre-existing. Additionally, as codes could be 

coded in more than one way, a process of going back and forth between codes allowed for a 

healthy corrective for built-in blind spots (263). A final decision was to code according to 
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participant group per site, giving the researcher an understanding of commonalities and 

differences across sites. 

 

Once coding was complete, a list of codes by participant group was compiled. During this 

stage, visual aids assisted in bringing codes together across sites and generating themes. A 

mind mapping software was used to sort the different codes into themes and subthemes, with 

thoughts and impressions of themes and relationships between themes noted in the 

‘masterbook’. Themes were then reviewed and refined, in the process discarding any themes 

that did not have enough data to support them, collapsing like themes to form one theme and 

breaking down of themes to form more than one theme. A final review of themes and 

subthemes ensured they accurately represented the data set as a whole and themes and 

subthemes were assigned labels that reflected the essence of the data and meanings.  

 

A cross-case synthesis was then undertaken to probe similar and contrasting themes between 

cases. This was done by constructing a thematic profile of each case by participant group on a 

case-by-case basis. Thematic profiles were then organised and were displayed as lists and 

tables in the ‘masterbook’. Finally, similar and contrasting themes across cases by participant 

groups were identified from these lists and tables, and patterns and explanations were noted in 

the ‘masterbook’.  

 

4.8 Research Rigour 

To ensure rigour, four criteria as proposed by Lincoln and Guba were applied in the conduct 

of this research (234-236, 264). These criteria are credibility, dependability, confirmability and 

transferability.  

 

Credibility was achieved through several ways. Firstly, over the course of a year, the researcher 

spent extended periods in the field, engaging with participants and observing them seeking 

health care. Often the researcher would be in the field from 6.00a.m. to 10.00p.m., to better 

understand the phenomena being investigated. In addition to this, triangulation of data was 

used, ‘confirming’ the data and ensuring the data were ‘complete’. Completeness refers to data 
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being gathered from multiple sources so that a complete picture of the phenomenon is portrayed 

(264). In this research, data gathered from users, providers and administrators strengthened and 

supported the findings from different perspectives. Confirming the data refers to the process of 

comparing data gathered from multiple sources to verify the findings (264). Comparisons of 

data were made during analysis to ensure consistency in findings across sites.  

 

Dependability and confirmability of findings can be achieved through audit trails and 

reflexivity (264). Clear decisions for the theoretical, methodological and analytic choices have 

been documented and justified in above sections, including decisions and rationale for 

decisions during the coding and theme generation processes. Furthermore, reflexivity has been 

ensured through the use of a field journal, field notes and a research journal (the ‘masterbook’), 

together with recording impressions and experiences in the field. Transferability can be 

achieved through meticulous attention to detail in describing the context and methodological 

aspects of the study (252, 264). In this research, thick descriptions of the context are presented 

supported by examples of raw data, such as verbatim quotes and images of facilities. 

 

4.9 Ethical Procedures 

Ethical considerations were that the study involved human participants, and that the research 

concerned change and experiences of a small part of the public health system in Fiji, a small 

and until recently politically unstable society where it is challenging to maintain anonymity. 

How these issues were managed has been outlined in descriptions of procedures and further 

detailed in Participant Information forms (Appendix A). Anonymity has been addressed by not 

naming any study site or participant in the report on findings (Part C) and ensuring that no 

person can be identified in photographs. Ethical approval to conduct this research was obtained 

from the University of Auckland Human Participants Ethics Committee on 9th November 2012 

[Approval #8861] (see Appendix I) and subsequently the Fiji National Research Ethics Review 

Committee [Approval #2013 06] on 17th May 2013 (see Appendix J).  

 

4.10 Conclusion 

The philosophical framework, research paradigm and the methodology that guide this research 

are presented. The multiple-case study design, suited to exploring a phenomenon through 
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multiple perspectives, lends itself to revealing multiple realities through the collection of 

multiple sources of data. Furthermore, the embedded multiple case study design allowed for 

the examination of the decentralisation initiative and its impact on access not only from the 

perspective of the beneficiaries (users) but those who were responsible for its implementation 

and for day-to-day service delivery. Having detailed data collection procedures, data analysis 

using thematic analysis and the processes ensuring rigour, the findings on access following 

decentralisation are reported in Part C (Chapters 9-12). First, in Part B following, Fiji’s 

experiments with decentralisation are critically analysed.   
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Concluding Remarks 

 

Part A provides a contextual background to the research, including a background to the Fijian 

health system, and insights into the challenges the Ministry of Health faces in delivering health 

services. A review of the literature reveals ‘conceptual muddles’ in understanding access and 

decentralisation, and limitations of available tools, frameworks and theoretical perspectives. 

This research utilises the framework of Penchansky et al. as a guide to collecting data about 

users’ access following decentralisation and used a case study methodology to capture the 

nuances. Multiple sources of data provided a rich account of the impact that the decentralisation 

initiative had on access to health services. In Parts B and C, findings from the research are 

presented, first through an understanding of factors that led to the decentralisation initiative in 

Part B, and then in Part C the impacts of decentralisation on access through the nuanced 

perspectives of users, providers and administrators.   
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Introduction to Part B 

 

In Part A, a synthesis of literature highlighted the use of decentralisation as a mechanism to 

improve health system performance. Fiji’s Ministry of Health initiated two decentralisation 

attempts, primarily to improve users’ access to health care. Understanding the impact 

decentralisation has had on users’ access to health care requires an understanding of how 

decentralisation has been applied to the Fijian health system. Part B provides an overview of 

the two decentralisation initiatives in Fiji, describes the factors and influences that have led to 

decentralisation policy of 2009 and examines the impacts that the two decentralisation 

initiatives have had on the delivery of health care in Fiji.  

 

Part B addresses the first specific research objective, ‘to describe the factors and influences 

that led to the decentralisation policy of 2009’, through four publications (Chapters 5 to 7). 

Each publication reports on analyses of documents and secondary data routinely collected (and 

provided to the researcher for analysis) by the Ministry of Health. These publications, other 

than minor edits, are presented as originally published as standalone articles. As a result, there 

is some repetitiveness, especially in the background sections.  

 

In Chapter 5, an overview of both decentralisation initiatives is presented with a focus on the 

implications of decentralisation on the health system functions of planning, financing and 

delivery of service. Chapter 6 goes on to explore how primary health care has been strengthened 

in Fiji through decentralisation and argues that the second decentralisation initiative has been 

considered a success. In Chapter 7, the second decentralisation initiative is analysed using 

Bossert’s framework (191). This examination reveals the limited degree of decision space 

created within decentralised health facilities over the functions of finance, service organisation, 

human resources, access rules and governance. 
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Chapter 5 Wave Upon Wave: Fiji’s Experiments in 

Decentralising Its Health Care Systemviii 

 

5.1 Introduction  

Globally, decentralisation in the health sector has been widely implemented since the 1970s as 

a reform mechanism. Developing countries, in particular, have experimented with 

decentralisation to encourage efficiency. However, experiments in decentralisation have 

yielded mixed results with movement between decentralised and re-centralised phases (117). 

While the understanding and application of decentralisation vary, a generally accepted notion 

is that decentralisation involves the dispersal of power or authority to manage, plan and make 

decisions from higher to lower levels of an organisation or system (102, 105). Thus, 

decentralisation aims to promote a more efficient system that brings services closer to the 

people, improves access, facilitates community participation and empowers the decentralised 

bodies to deliver better services by having greater responsibility for different health system 

functions (102, 105, 118, 149, 164, 265).  

 

In Fiji, there have been two attempts at decentralisation: the first between 1999 and 2004, and 

the current from 2009, with a brief period of re-centralisation in between. Universal health care 

in Fiji, funded primarily through taxes, is provided by the Ministry of Health through four 

divisions (Central, Eastern, Northern, Western) that deliver health services to 933,024 people 

across 332 islands. The Central and Eastern divisions are administered jointly. Each 

administrative division comprises several subdivisions that provide healthcare through a 

combination of facilities. At the lowest level, nursing stations provide basic health care. Health 

centres, staffed by doctors, nurses and ancillary health staff, provide primary health care while 

subdivisional hospitals provide secondary level care. Each administrative division has a 

divisional hospital to provide tertiary level care.  

 

The first wave of decentralisation followed several critical reviews of Fiji’s highly centralised 

system where a central office with four corporate divisions (primary and preventive services; 

                                                           
viii Mohammed J, Ashton T, North N. Wave upon wave: Fiji's experiments in decentralising its healthcare system. 
Asia-Pacific Journal of Public Health. 2016;28(3):232-43. 
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health planning; hospital services; and finance) managed decision-making, policy 

development, monitoring and evaluation as well as legislative and regulatory compliance (71). 

This resulted in poor morale, high staff turnovers and transfers, inadequate staff numbers and 

shortages of drugs at health facilities (68, 266).  

 

The process of decentralising Fiji’s health system began in 1999 following the conclusion of a 

pre-feasibility study that found decentralisation to be not only a viable option for Fiji but one 

that was likely to succeed given the concurrent government-wide reforms over both finances 

and human resources. Decentralisation occurred within changing political landscapes that 

influenced not only the effectiveness of decentralisation efforts but also their successes and 

failures. Table 9 summaries decentralisation efforts and the political backdrop under which the 

reforms were implemented.  
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Table 9 Timeline of political changes and decentralisation efforts in Fiji 

Date Event 
May 1987 Coup d'état removes elected Government 
September 1987 Second coup d'état 
October 1987 Fiji declared a republic and 1970 Constitution revoked 
July 1990 1990 Constitution comes into effect 
January 1997 Public Services Commission delegates authority to Ministry of Health to manage its 

staff 
July 1997 1997 Constitution comes into effect 
February 1998 Fiji Health Management Reform Project pre-feasibility study 
January 1998 Government-wide financial management reform commences  
February 1999 Implementation of Fiji Health Management Reform Project begins 
March 1999 Public Services Commission withdraws delegated authority  
May 1999 New Government elected 
June 1999 Government-wide financial management reforms ceased 
October 1999 Fiji Health Management Reform Project team presents position paper to get 

Government ‘buy-in.’ 
November 1999 New Government endorses changes 
March 2000 Cabinet subcommittee convened by Prime Minister to review alternative decentralised 

structure proposed by Prime Minister 
April 2000 Cabinet subcommittee endorses Fiji Health Management Reform Project as the way 

forward. Health Services Bill to be forwarded to Cabinet by June for approval 
May 2000 Third Coup d'état removes elected Government. Interim Military Government formed 
July 2000 Interim Government formed 
November 2000 Interim Government declared illegal 
September 2001 New Government elected 
February 2002 Three-year implementation period of the Fiji Health Management Reform Project ends 
February 2004 Planned completion of Fiji Health Management Reform Project 
March 2008 Rollback of health sector reform 
August 2008 People's Charter for Change, Peace and Progress endorsed  
March 2009 Decentralisation of outpatient services in Suva subdivision begins with 

decentralisation of Valelevu and Makoi Health centres 
April 2009 Raiwaqa Health centre decentralised 
July 2009 Government's Strategic Framework for Change announced 

December 2009 Roadmap for Democracy and Sustainable Socio-Economic Development 2010 - 2014 
launched 

January 2011 Lami, Samabula and Nuffield Health centres decentralised 
February 2011 Colonial War Memorial Hospital ceases provision of outpatient services  
September 2013 2013 Constitution comes into effect 

 

The first wave of decentralisation focused on the devolutionix (i.e. reinforcement of subnational 

levels of government that then take over a fixed set of functions from the central ministry) of 

health services. Constraints in implementation meant that this was revised to delegation (i.e. 

                                                           
ix Devolution, delegation and deconcentration, as mentioned in this paragraph, are discussed in detail in Chapter 
3. 
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transfer of decision-making and administrative authority for well-defined functions from the 

central ministry to agencies) of health services to three administrative regions. The second 

wave of decentralisation was limited to the Suva subdivision, located in the Central/Eastern 

division, which caters for one-quarter of Fiji’s population. It focused on the deconcentration 

(i.e. shifting of some workload from the central office of the Ministry of Health to subnational 

levels) of outpatient services from the divisional hospital to health centres. This chapter 

describes Fiji’s two waves of decentralisation using a framework to examine the degree of 

change over three health system functions: planning, financing and delivery of services, a 

commonly reflected approach for analysing and comparing health systems (149).  

 

5.2 Methods 

A desktop analysis, with the aim of describing Fiji’s experiments in decentralisation, was 

undertaken using secondary sources of data. A formal request was made to the Ministry of 

Health for documents. Additionally, a search of electronic databases and a manual search of 

the Ministry of Health and Government websites and key Pacific journals was conducted. A 

total of 172 documents were identified, of which 78 were from the Ministry of Health, eight 

were from electronic databases and 86 from the manual search. Government documents 

included official press releases, reports, memoranda, cabinet papers, draft legislation, 

divisional/subdivisional plans, official correspondences, utilisation data and financial reports. 

To ensure that data were accurate, credible and authentic, three criteria were applied to all 

documents: who conceived the material, the form in which data were found, and the purpose 

or reason for them (261). Documents were eligible for inclusion if they pertained to the two 

waves of decentralisation, including the brief period of re-centralisation, and were dated 

between 1979 and 2014. Incomplete documents and those that did not meet the eligibility 

criteria were excluded from the study.  Of the 172 documents, 13 were excluded, leaving a total 

of 159 documents for analysis. Reasons for exclusion were: four were incomplete documents 

(consisting of draft memoranda); three were duplicate documents; four were utilisation 

datasets, and two did not meet the eligibility criteria. All documents collected were in the 

English language, this being the official language of Fiji. The analysis was ethically approved 

(see Chapter 4.9).  
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Documentary analysis involved, first, familiarisation with the data by reading the 159 

documents collected. A simple process to sort documents by decentralisation period was 

undertaken. Documents pertaining to each period were then analysed by examining the 

implications of decentralisation on the health system functions of 1) arranging, planning and 

facilitating; 2) financing; and 3) delivery of services (149). Arranging, planning and 

facilitating (referred hereafter as ‘planning’) refers to the system-level organisation and 

facilitation that determines rules for contracting, coordination, surveillance, control of access 

and quality, and decisions regarding general incentives and sanctioning. In the analysis 

framework, this function examines which decisions over planning are made centrally and 

which decisions are made by the decentralised units. Financing refers to how health services 

are financed (i.e. through taxation, public/private insurance, or private out-of-pocket payments) 

and in what combinations. The function of financing examines which funding decisions are 

made centrally and which are made by the decentralised units. The function of delivery of 

services examines which decisions affecting primary, secondary and tertiary care are made at 

the central level and which are made by the decentralised units (192).  

 

Lack of document storage facilities at the Ministry of Health means that the study may have 

been limited by missing documents. Additionally, one of the innate difficulties with using 

secondary data sources such as documents is that the organisation may make available only 

those documents that portray it favourably. As the Ministry of Health made available 

documents relating to user complaints following decentralisation, selective provision of 

documents may be minimal. However, poor recording systems in a resource-constrained setting 

may mean that not everything gets recorded and as such, the documents may not reflect 

decentralisation in its entirety.  

 

5.3 Results 

For each of the waves, the implications for planning, financing and delivery are detailed below. 

We also demonstrate the consequences of major political instability, which gave rise to changes 

of government and coups d'état over the period.  
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5.3.1 Fiji Health Management Reform Project (1999-2004) 

The first wave of decentralisation, known as the ‘Fiji Health Management Reform Project’, 

was initiated by the Government of Fiji in collaboration with the Government of Australia 

(through the Australian Agency for International Development) in February 1999 and was to 

be completed over a five-year period (267). 

 

Modelled on the Australian Government’s efforts to decentralise Papua New Guinea’s health 

system, the Fiji Health Management Reform Project aimed to improve health service delivery 

through devolving the health system and strengthening management capacity, expected to 

address a highly centralised and bureaucratic system that was not responsive to user needs (268, 

269). Whereas political and administrative authority was devolved to the local government and 

provincial level in Papua New Guinea (105), health care reform in Fiji created a divisional 

structure based on geographically defined boundaries with delegated managerial responsibility 

(268). A coup d'état, in May 2000, sixteen months into implementation, coupled with restrained 

support from Ministry of Health staff, discouraged progression to a devolved structure (268). 

 

Planning 

Under the Fiji Health Management Reform Project, the Ministry of Health was restructured 

into seven corporate divisions, broadly categorised under the central office divisions and the 

geographical divisions (70). While geographical regions existed before 1999, they were 

formalised, consolidated and strengthened during Fiji Health Management Reform Project to 

support a decentralised health system. These structural changes (Figure 12) allowed the 

Ministry of Health to retain specific centralised functions while devolving others. Broader 

functions of planning remained centralised. The Ministry of Health’s division of finance was 

upgraded to become the corporate services division, to allow the Ministry of Health to manage 

its human resources, purchase and supply and maintenance, functions previously undertaken 

by the Public Services Commission, Ministry of Finance and Public Works Department 

respectively.  
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Figure 12 Organisational structure of Ministry of Health following the first wave of 

decentralisation (1999-2004) 

 

During the planning and inception stages of the Fiji Health Management Reform Project and 

as part of wider government reforms, the Public Services Commission delegated responsibility 

to the Ministry of Health to manage its human resources. Shortly afterwards, in May 1999, 

national elections produced a change in government which stopped the wider government 

reform process. This led to the Public Services Commission withdrawing delegation over 

human resources (267). Financial management reform that aimed to delegate financial 

functions from the Ministry of Finance to the Ministry of Health also ceased. The Fiji Health 

Management Reform Project suffered significant setbacks from its first year, with several 

planned outputs not achieved (268). Coupled with uncertainty over the direction of the reforms 

as a result of government change, revisions to the reform agenda were made that limited the 

scope of decentralisation from a devolution model to a delegation of health services (268, 270). 

 

An understanding reached in October 1999 allowed for the transfer of maintenance functions 

from the Public Works Department to the Ministry of Health by January 2002 (270), supported 

by Cabinet’s endorsement that future budget allocation for building and general maintenance 

be transferred from the Public Works Department budget to the Ministry of Health. Under the 
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agreement, the Public Works Department was to transfer its hospital services maintenance staff 

to the control of the Ministry of Health. A proposed Bill was to have consolidated the 

devolution of health services and provide the Ministry of Health divisional structures with legal 

autonomy to determine their human resources, finance, supply and purchasing and maintenance 

(268). The proposed Bill, based on a 1990 version that was not enacted, was to be tabled in 

cabinet in June 2000 (271). However, a coup d'état in May 2000 ensured the Bill was once 

again not enacted, halting the intended transfer, and leaving the Ministry of Health with 

negligible control, even at a central level, over these functions making a devolved health 

structure unachievable.  

 

Financing  

The Fiji Health Management Reform Project was implemented during a period when more 

extensive government reforms in financial and human resources management were taking place 

(267, 268). The financial management reform was initiated before the May 1999 elections. 

Changes in policy direction following a new government taking office meant that the financial 

management reforms ceased in June 1999. These reforms were necessary for the functioning 

of the proposed divisional health boards (268, 269). While the Ministry of Health central office 

would retain control over the allocation of funds, the Fiji Health Management Reform Project 

had proposed predetermined financial delegations allowing line managers to make financial 

decisions (268).   

 

However, four changes in government during the Fiji Health Management Reform Project, of 

which two were interim caretaker governments following the coup d'état, meant that the 

Ministry of Finance did not adjust the Ministry of Health budget to cater for the new structure 

until 2003 (70), limiting the functioning of the newly established divisional structures. 

Additionally, with no clear agreement between the Ministry of Finance and Ministry of Health 

to support the proposed decentralised structure, the Ministry of Finance retained control over 

Ministry of Health finances, with limited input from the Ministry of Health in determining 

yearly budget allocations.   
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Delivery  

The creation of divisional structures concentrated the efforts of the divisions to manage hospital 

and community health services, control expenditure and take responsibility for maintenance of 

health facilities (71). Following decentralisation, a director supported by three general 

managers, responsible for community health, hospital services and corporate services 

respectively, managed each division. However, preliminary studies showed that only three 

qualified health managers existed in the entire Ministry and its divisions (268). This critical 

shortage - which had resulted from a seniority-based rather than a merit-based promotion 

process in the civil service - inhibited the divisions from realising their newly delegated 

management authority (268). With a lack of qualified managers in the divisions, the central 

office retained considerable management authority over the divisions. Attempts were made 

during the Fiji Health Management Reform Project to provide health managers with access to 

health services management training through twinning relationships with Australian hospitals 

and health services (268). However, emigration of health professionals following the 1987 and 

2000 coups hampered efforts to create a pool of skilled health managers to support the 

decentralised health structure (272). 

 

Despite the setbacks, the reforms succeeded in consolidating clinical services under one 

umbrella, allowing for standardisation of health services across the divisions. Within divisions, 

strengthening of clinical services resulted in subdivisional hospitals being equipped with 

resources to handle higher levels of clinical services before needing to refer to divisional 

hospitals. However, the reforms targeted hospital policies, standards and guidelines but did not 

resolve community dissatisfaction with hospital building deterioration, long waiting times and 

falling standards of service and cleanliness (268). Community dissatisfaction with service 

delivery continued following the reforms. 

 

5.3.2 Re-centralisation (2008) 

Fiji Health Management Reform Project encountered significant problems from the start.  Four 

changes in government during the project period meant that government endorsement and 

ownership needed to be renegotiated with each change. Also, reservations from Ministry of 

Health staff, who viewed the project as being driven by an Australian Agency for International 

Development agenda (268), meant that a devolved organisational structure was not 
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consolidated and only limited delegation occurred. As a result, much of the decentralisation 

was reversed (i.e. “rolled-back”) in February 2008. With no studies carried out to evaluate the 

reforms, government motives for re-centralising remain unclear. A lack of staff acceptance and 

failure to implement the reforms as planned are thought to be the most likely reasons for re-

centralising (267). Under the Fiji Health Management Reform Project, community health 

services and national hospital services had been amalgamated under each division. However, 

the roll-back undid these changes. Although divisional structures continued to exist under the 

roll-back, the way that these services were planned changed. Hospital services were placed 

under the division of curative services and planning was carried out by the general manager of 

each hospital in collaboration with the director of curative services (51). Health services 

delivered at the community level were placed under the division of primary health services. 

Planning was facilitated by the general manager of each division, along with the director of 

primary health services (Figure 13). 

 

 

Figure 13 Organisational structure of Ministry of Health following re-centralisation (2008) 

 

5.3.3 Decentralisation of General Outpatient Services (2009 – Present) 

A year later in March 2009, before re-centralisation was fully executed, the second wave of 

decentralisation was initiated, with the more modest aim of improving access to health services 

only in the Suva subdivision of the Central/Eastern Division (73). This was in response to calls 

from the government to improve physical and financial access to good-quality health services 

(267). Decentralisation in this initiative was characterised by deconcentration (see Chapter 3), 

where some workload was moved from the central to the subnational levels (145). The 
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decentralisation strengthened peripheral health centres and designated the divisional hospital, 

previously accessible to the public through self-referral, as accessible only by being referred 

(273). 

 

Starting in 2009, strengthening of six health centres took place over a two-year period, with 

hours of operation increasing from eight to 16 hours per day in weekdays and also opening in 

the weekend for eight hours per day (274). Human resources, infrastructure, consumables and 

medications, equipment, transport and administration were boosted to support the expanded 

workload (274). The divisional hospital subsequently stopped providing adult outpatient 

services from the end of February 2011.  

 

Planning 

The second wave of decentralisation brought about another change of organisational structure, 

streamlining the functions of planning under three key areas: hospital services; public health 

(encompassing decentralised health centres); and administration and finance (Figure 14). 

 

 

Figure 14 Organisational structure following the second wave of decentralisation (2009-

Present) 
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Despite additional workloads being transferred to health centres in the Suva subdivision, 

decentralisation was not accompanied by increased autonomy. The central office ensured that 

each division’s plans were aligned with national plans and strategic directives (65). This 

resulted in a consistent package of health services being offered by the health centres which 

had little input into the selection of the services that they offered. 

 

As with the first wave of decentralisation, in the second wave, the Ministry of Finance and 

Public Services Commission reserved control over finance and human resources planning, 

respectively. The central office had some input into the budgetary allocation and allowed 

divisional structures to make funding requests. However, ultimate approval remained with the 

Ministry of Finance.  

 

Financing  

The finance function was unaffected by the second wave of decentralisation. The Ministry of 

Finance retained responsibility for public sector funding which was released to the respective 

ministries through a yearly budget allocation. These allocations were determined using 

historical expenditure and consultations with the central office on projected activities. The 

central office, in turn, determined divisional allocations based on historical expenditure, with 

limited consultation with divisional managers. Subdivisions drew funding from their respective 

divisions, except administrative costs for which each subdivision had their allocation (275). 

Health centres had no specific budgetary allocation and needed to request funding from their 

respective subdivisions. Fees for health care continued to be set by regulations enacted at the 

national level. During this wave of decentralisation, changes to patient co-payments were 

made. Users accessing health services directly through public facilities continued to enjoy free 

health care as they did in the previous wave of decentralisation. However, those referred from 

private providers to the public health system were charged fees to use the public health system. 

These user fees were introduced by the Ministry to supplement the Ministry budget in carrying 

out upgrades to services. It was based on the notion that users who were able to afford private 

services would be able to pay for services at the public hospital when referred.  
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Budgetary allocations to outpatient services, a vital part of the decentralisation efforts, 

decreased from the first to the second wave of decentralisation. A comparison between the two 

periods of decentralisation revealed a decline in the percentage of total government health 

expenditure allocated to outpatient services. However, to strengthen outpatient services at 

health centres, capital expenditure, maintenance and equipment allocations increased over the 

same period (276-278). 

 

Delivery 

The second wave of decentralisation primarily affected the primary health care facilities (health 

centres) in the Suva subdivision which became the users’ first point of contact. The health 

centres would then refer users to the divisional hospital for secondary and tertiary level care 

not available at the health centres (274). Resource allocations at these health centres were 

augmented to deliver extended services as well as provide limited diagnostic services. This was 

a significant change to the delivery of health services from the first wave, transforming the 

scope of health centres from primary health care providers to providers of primary and limited 

secondary health care. The extended hours of operation for these health facilities resulted in a 

reported 300% increase in utilisation of the health centres with a corresponding decrease in the 

usage of the divisional hospital for outpatient services (279). 

 

A summary of key changes for the three periods is presented in Table 10. 

 

 

 

 

 

 

 

 



89 

Table 10 Summary of key changes 

Function Fiji Health Reform Management Project 
(1999-2004) 
(Devolution/Delegation) 

Re-centralisation  
(2008) 

Suva Subdivision Decentralisation  
(2009 – present) 
(Deconcentration)  

Arranging, 
Planning and 
Facilitating  

 Divisional structures created to facilitate 
arranging, planning and facilitating. 

 Human resources management delegated 
from Public Services Commission to 
Ministry of Health (and subsequently 
revoked). 

 Transfer of hospital maintenance staff 
from Public Works Department to 
Ministry of Health control. 

 Separation of planning activities for 
curative and primary health services. 

 Finance and human resources planning 
centralised. 

 Streamlined structure under three key areas: 
Hospital Services; Public Health; and 
Administration and Finance. 

 Ministry of Health planning aligned to national 
plans. 

Financing  Budget to cater for divisional structures 
adjusted only in the fourth year of reform 
implementation. 

 Centralised control of finances under 
Ministry of Finance. 

 No change.   Centralised control of finances under Ministry 
of Finance with allocations made to Ministry of 
Health based on historical expenditure. 

 Patient co-payments for users referred from 
private providers. 

Delivery of 
Services 

 Health services delivered through 
divisional structures. 

 Management positions created to support 
delivery of health services through 
divisional structures. 

 Consolidation of clinical services under 
one umbrella. 

 Strengthening of clinical services at 
within health facilities. 

 No change.  Users in Suva subdivision first point of contact 
became the primary health care facilities. 

 Central division hospital could only be accessed 
by referrals. 

 Primary health facilities hours of operation 
increased from 8 to 16 hours per day in the 
weekdays and started opening 8 hours per day 
on the weekends. 
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5.4 Discussion 

Attempts to decentralise health services have yielded mixed results with few examples of 

success in developing countries (117, 192). In Fiji, after several years of incremental 

implementation, in 2013 the Ministry of Health deemed the decentralisation of services a 

success and proposed rolling out decentralisation to the rest of the country (73). This success 

was attributed to users’ increased use of services provided at the decentralised health centres 

(267).  However, with limited evaluation of the first wave of decentralisation and no evaluation 

of the second wave, there is limited evidence to support assertions of success (267). While 

there is not a single model for all, Fiji’s experiences with decentralisation (devolution, 

delegation and deconcentration) offer insights for other countries in the Asia-Pacific Region.  

 

Decentralisation in Fiji resulted in considerable changes to the function of planning. Major 

reforms were also attempted in Samoa, Tonga, Vanuatu and Papua New Guinea, which resulted 

in structural changes affecting system-wide organisation, coordination and facilitation (210, 

214, 280). Similar to Fiji, these Pacific Island nations’ efforts to decentralise their health 

services did not achieve their intended outcomes. Fiji’s first decentralisation effort was 

modelled, at the time, on Papua New Guinea’s attempt to devolve its health system. As with 

Fiji, Papua New Guinea’s effort was not successful. Papua New Guinea has made another effort 

at decentralising its health services to correct what it described as ‘profound consequences for 

the health system, from which the system may never recover’ (p.71) (280). This major reform 

attempt resulted in poor performance of the health system, deteriorating health status of people, 

a lack of accessible, affordable and cost-effective health services as well as a disconnect 

between policy formulation at the national level and policy implementation at the subnational 

level (281). As these decentralisation attempts happened in the same period, there were limited 

opportunities for Pacific Island nations to learn from each other and understand the impacts of 

decentralisation on the function of planning. However, Fiji’s current decentralisation efforts 

have ensured policy and planning alignment between national and subnational levels and may 

provide lessons for Asia-Pacific countries such as Papua New Guinea and Vanuatu whose 

decentralisation efforts have resulted in a disconnect between national and subnational levels.   

 

The function of finance remained largely centralised during both of Fiji’s attempts at 

decentralisation. Similarities can be seen in other Pacific countries. The Solomon Islands 
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attempted government-wide reforms without much success. Similarly, Papua New Guinea and 

Vanuatu attempted to devolve finance and management responsibilities to provincial levels 

without success. Their experiences show that decentralising the finance function may not lead 

to health care gains nor improved access for users. In Papua New Guinea’s case, provisional 

governments charged varying fees for health services, resulting in unequal access between 

provinces (281). In Fiji’s second wave of decentralisation, there was no attempt at financial 

delegations. There is some evidence to indicate that keeping the finance function centralised 

may lead to cost containment by avoiding duplication (192). In the case of Pacific Island 

nations, which are small in terms of size, population and economy, centralisation of certain 

functions maybe more efficient.  However, whether Fiji’s decision to keep financial functions 

centralised will yield benefits is yet to be seen. 

 

In both decentralisation efforts, Fiji’s health service experienced changes to the delivery 

function. In the first wave, divisional structures were formalised and consolidated, with 

planning and delivery of health services being undertaken at divisional levels. The second wave 

further strengthened service delivery at the community service level within one of these 

divisional structures. The health services in Samoa, Tonga, Vanuatu and the Solomon Islands 

all underwent reforms to improve health service delivery. Papua New Guinea’s decentralisation 

effort resulted in a disconnected delivery of health services with hospitals provided at the 

national level and primary health services provided by provincial governments (281). Fiji’s 

focus on only one function for its current decentralisation attempt may provide lessons for 

Asia-Pacific countries that have attempted major reforms without achieving desired results.  

 

5.5 Conclusion 

Decentralisation efforts across the world have yielded mixed results with countries moving 

from decentralised periods to re-centralised ones. Fiji is no exception to this, moving from a 

period of decentralisation to re-centralisation and back to decentralisation. However, despite 

its limited success, Fiji’s experience provides lessons for other Asia-Pacific countries, 

especially those undergoing periods of political instability. The decentralisation agenda must 

not only be flexible but should comprise changes that can be adopted quickly. Furthermore, 

Fiji illustrates the adage ‘if you fail, try again’. Whereas Fiji’s first wave of reform did not 

succeed at decentralising the three health systems functions, its second attempt implemented a 
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more focused and incremental approach to decentralisation by targeting only the health system 

function of delivery. An incremental approach may be appropriate for Asia-Pacific countries 

which have not been successful in decentralising health services through large-scale structural 

reforms.  
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Linking Chapters 5 and 6 

 

Chapter 5 compared the two decentralisation initiatives undertaken in Fiji. Both achieved 

changes to the delivery of health services, with the creation of divisional structures enduring. 

Whereas the first decentralisation initiative was not considered successful, the second, with its 

focus on the strengthening of primary health care by taking a context-specific incremental 

approach, has been deemed successful by the Ministry of Health. Chapter 6, an invited chapter 

in a peer-reviewed book focusing on examples of success from numerous developed and 

developing countries in implemented health care reforms, discusses why the second 

decentralisation initiative has been considered successful by the Ministry of Health.  
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Chapter 6 A Context-Specific Approach to Primary Care 

Strengthening in Fijix 

 

6.1 Introduction and Background 

Two major health care reforms have been attempted in Fiji. The reforms differed significantly 

in both approach and outcome. The first was radical and ambitious, but failed to be supported 

by Ministry of Health personnel and was eventually abandoned. The second, more successful, 

reform was tailored to the local context (i.e. context-specific). It adopted a more gradual and 

circumscribed approach involving the incremental strengthening of community-based health 

centres and refocusing of ambulatory hospital services.  

 

Universal health care in Fiji is mainly provided by the Ministry of Health through four divisions 

(Central, Eastern, Northern, Western) and their subdivisions that deliver health care to nearly 

one million people across 332 islands (36). Each division delivers health care through nursing 

stations (basic care only), health centres (comprehensive primary care), and subdivisional and 

divisional hospitals (ambulatory and in-patient care at all levels).  

 

Starting in 1979, a series of critical government and external reports highlighted community 

dissatisfaction with health care and declining health outcomes. Criticisms that the Ministry of 

Health did not effectively delegate responsibility, authority and planning to regional divisions, 

were related to poor staff morale, high turnover, shortages of staff and medicines and a 

mismatch between population changes and staffing levels (20, 66-68, 266, 282). 

Recommendations were for a more responsive health care system with improved accessibility 

(37, 267, 283). In response, the Ministry of Health initiated two periods of reform through 

decentralisation: the first from 1999 to 2004, and the second from 2009, with a brief period of 

re-centralisation between.  

 

                                                           
x Mohammed J, North N, Ashton T. A context-specific approach to primary care strengthening in Fiji. In: 
Braithwaite J, Matsuyama Y, Mannion R, Shekelle P, Whittaker S, Al-Adawi S, editors. Health systems 
improvement across the globe: Success stories from 60 Countries. Boca Raton: CRC Press, Taylor Francis Group; 
2016. 
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The first far-reaching reform involved a collaboration between the Fiji Government and the 

Australian Agency for International Development. The reforms involved strengthening health 

care delivery in the four geographic divisions and developing management capacity, reflective 

of approaches used in other Pacific countries. However, political instability, coupled with a 

lack of support from Ministry of Health personnel (who viewed the reform as being driven 

externally by Australian Agency for International Development), hindered the establishment 

of the devolved structure (267). By the end of the five-year implementation period, only limited 

delegation, along with some restructuring of the delivery and organisation of services, had been 

achieved. These changes, however, fell far short of the reform goals (267, 283). 

 

In 2009, a less ambitious decentralisation program was initiated, aiming to improve access to 

primary care through the strengthening of health centres in the Suva subdivision (one of five 

in the central division), accounting for approximately one quarter (217,597 persons) of Fiji’s 

population. This initiative addressed reports that lower level services were often bypassed by 

users who self-referred to divisional hospitals, which they perceived as providing better care, 

indicating that health centre resources were underutilised, while divisional hospitals were being 

used inappropriately (6, 37, 59, 274). Over a period of two years, services at the six health 

centres in the Suva subdivision were expanded, enabling the divisional hospital outpatient 

service to be closed to self-referrals, and designated a tertiary hospital, by February 2011. 

 

This reform initiative followed a coup d'état in 2006. A priority of the new government was to 

improve physical and financial access to health care (20). With the goals of decentralisation 

widely perceived as benefitting the population, the reform was given some support by both 

Ministry of Health personnel and the general public.  

 

Globally in resource-constrained health systems, there is strong support for expanding primary 

health care to encourage utilisation of lower-level health services and reduce inappropriate 

utilisation of expensive hospital services (6, 228, 284). The failure of the first health care 

reforms strongly influenced the approach to the second initiative, recognising the importance 

of incremental reform in a politically unstable and fragmented society. In light of the 

documented failure of the first prescriptive approach to radical health care reform, this 
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exemplar has been chosen to examine a contrasting approach, whereby health reforms were 

undertaken using an incremental, context-specific approach. 

 

6.2 Strengthening Primary Health Care 

Fiji’s constitution guarantees a right to health, which is reflected in universal health coverage 

with an emphasis on primary health care (Figure 15). Primary health care strengthening is thus 

central to Fiji’s health reforms and to the aims of achieving accessible, responsive and quality 

outcomes, as well as universal health coverage (20, 33).  

 

Starting in 2009, first-contact care was decentralised from hospital outpatient services to the 

six health centres in the Suva subdivision to enhance both access to health services and the 

responsiveness of primary health care and to encourage the use of outpatient services (34).  

 

 

Figure 15 Framework for primary health care in Fiji 

 

Implementation was deliberately incremental, involving the closure of ambulatory hospital 

services as health centres were expanded. The first three health centres were strengthened in 

early 2009, then the remaining three in early 2011, after which the divisional hospital ceased 
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accepting self-referrals (73). Health centre strengthening involved upgrading infrastructure and 

equipment, increasing pharmaceutical and consumable supply and introducing limited 

diagnostic services. This was made possible through increased allocation of government health 

expenditure to central division health centres following decentralisation (from 4.7% in 2008 to 

9.2% in 2014 - see Table 11) (63).  While a centrally defined basic package of health services 

ensured the delivery of essential health services in all health centres, larger health centres with 

space were upgraded to provide basic diagnostic services including blood tests, x-rays and 

basic scans (274). Access to first-contact health care was enhanced by extending hours of 

operation from eight to 16 hours per weekday and eight hours per weekend day (267). Health 

centres underwent structural improvements to cater for increased numbers of users and staff.  

 

Table 11 Government current health expenditure allocated to the Central Division, including 

the Suva Subdivision (2008 – 2014) 

Year Central Division 

Divisional Hospital Subdivisional Hospitals Health Centres 

2008 29.4% 6.1% 4.7% 

2009 29.6% 5.5% 5.0% 

2010 29.2% 5.7% 5.3% 

2011 33.5% 4.2% 6.1% 

2012 30.1% 4.2% 7.9% 

2013 26.9% 4.8% 10.3% 

2014 24.4% 5.5% 9.2% 

 

Note: These figures reflect both decentralised and non-decentralised health centres. Of the total Divisional 
population, 58% live in the Suva subdivision.  

Source: Fiji Health Accounts National Health Expenditure 2011-2014 

 

During implementation, continuous monitoring allowed for feedback from health centres to 

Ministry of Health planners, and for problems and deficiencies - such as the inadequate supply 

of pharmaceuticals - to be identified and remedied. Incremental upgrades to equipment at all 

health centres - none of which met even the minimum standard equipment requirements prior 

to decentralisation - were made before and after decentralisation. Human resource needs, 

deemed key to the success of the decentralisation policy, were continually revised throughout 
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the decentralisation process. The number of medical officers and nurses employed in the six 

health centres increased by 44% and 30% respectively following decentralisation. New posts 

for laboratory assistants and radiographers were created at larger health centres to introduce 

diagnostic services (274, 285). 

 

6.3 Impact of Strengthening Primary Health Care 

In the Suva subdivision, decentralisation has resulted in increased utilisation of health centres, 

reflecting the increased availability of community-based services and removal of divisional 

hospital self-referrals (except after-hours). Comparisons of utilisation rates prior to 

decentralisation in March, 2008, and following closure of hospital outpatient services in March, 

2011, reveal an average increase in utilisation of 150% at the six health centres (range 98 to 

225%) and a decrease in utilisation of hospital outpatient services by 21% (51, 72, 286). A 

close inspection of the first three decentralised health centres shows that the most significant 

increases in utilisation occurred following the closure of hospital outpatient services (Table 

12).  

 

Table 12 Utilisation rates at the first three health centres to be strengthened  

 Valelevu Health Centre Makoi Health Centre Raiwaqa Health Centre

Outpatients 

Seen 

Percentage 

Change 

Outpatients 

Seen 

Percentage 

Change 

Outpatients 

Seen 

Percentage 

Change 

Baseline month 3,525 - 4,061 - 2,429 - 

One-month post 

decentralisation  

4,124 16% 6,239 54% 2,568 6% 

Six-months post 

decentralisation 

6,703 90% 5,275 30% 3,196 32% 

One-month post-closure 

of divisional hospital 

7,116 102% 7,658 89% 6,135 153% 

 

6.4 Context Specific Implementation  

Internationally, there has been a marked shift in approaches to reform, involving a move away 

from a prescribed set of common elements to taking a more context-specific approach (7, 287). 

An incremental approach to health reform is not unique; however, primary care reforms in the 

Suva subdivision show that reforms need to be context-specific. In Fiji’s case, changes were 
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gradual, and progress was monitored carefully, thus ensuring greater responsiveness to any 

problems encountered. In addition to Ministry of Health support, the harnessing of local 

‘ownership’ and engagement from health professionals at lower levels was essential to the 

reform’s success. The approach is transferable not only to other divisions within Fiji but also 

to neighbouring Pacific island countries that have experimented with prescribed approaches to 

health reforms but have failed to achieve intended outcomes. Like Fiji, many of these countries 

are remote and sparsely populated, have centralised administrative systems, and have limited 

funding and skilled personnel.    

 

6.5 Future Direction 

Utilisation rates—which provide the Ministry of Health’s only measure of success—have 

limitations, in that they do not provide insights into whether visits are first, repeat or follow-

up. Users have no choice but to utilise health centres; further studies are needed to examine 

whether primary health care is acceptable to usersxi. Such studies could examine issues such as 

waiting time, other barriers to access, whether the type or scope of primary health services is 

appropriate for users, and why some people opt out of the public health system (288). 

Penchansky and Thomas offer a possible framework (refer to Chapter 3) for such an evaluation 

which considers personal, financial, organisational factors in the utilisation of health care (76). 

 

6.6 Conclusion 

Two separate attempts at decentralising Fiji’s health services, each employing a different 

strategy, indicate that a context-specific, incremental approach has been more successful than 

a prescribed approach to reform. The first, a major prescriptive reform approach, failed to be 

supported by Ministry of Health personnel and was abandoned. The second more gradual and 

circumscribed approach has allowed the Ministry of Health to respond to feedback and apply 

lessons learnt as decentralisation has been implemented. Wider acceptance and support for the 

reforms, ensuring local ownership and drive, have in Fiji’s case, accompanied context-specific 

approaches. 

 

                                                           
xi The acceptability of decentralisation is investigated through the perspectives of administrators, providers and 
patients in Chapters 8 to 12. 
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Linking Chapters 6 and 7 

 

Chapter 6 highlighted the strengthening activities undertaken at decentralised primary health 

facilities. However, in Chapter 3 some researchers concluded that for decentralisation to be 

effective in improving health system performance, decisions need to be taken as close as 

possible to the point of service delivery. Chapter 7, a publication in a peer-reviewed journal, 

examines the decision space created following the second decentralisation initiative using the 

decision space analysis developed by Bossert (191).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



101 
 

Chapter 7 Decentralisation of Health Services in Fiji: A Decision 

Space Analysis?xii 

 

7.1 Introduction  

Fundamental changes to health systems and the delivery of health care have been advocated 

globally (105, 145). This push to reform has been particularly evident in developing countries 

where decentralisation has been promoted as one way to improve the delivery of health services 

and its outcomes (289). Fiji is no exception, with two waves of health sector decentralisation 

having taken place since 1999. However, there has been limited evaluation of these reforms. 

This paper examines the decentralisation process being implemented in the Suva subdivision 

since 2009, using the decision space analytical framework developed by Bossert (191). In doing 

so the aim of this analysis is not to evaluate the impact of the reforms on outcomes, but to 

assess the extent to which different functions have been decentralised.  

 

7.1.1 Approaches to Decentralisation 

Decentralisation has been central to health services development and reform in developing 

countries, aiming to encourage community involvement and increase health services’ 

responsiveness to the community. This reflects the Alma Ata Declaration in 1979 which 

highlighted the importance of bringing health care and decision-making as close as possible to 

where people live and work (4). While decentralisation of health services has been widely 

promoted since the 1970s, how the concept is defined lacks conceptual clarity (106, 128). There 

is, however, an emerging consensus that decentralisation broadly refers to the transfer of 

authority to manage, plan and make decisions, from the central government to agencies and 

actors at lower levels (102, 103, 105, 128, 164, 290). 

 

Decentralisation, in its many forms, seeks to promote a more effective and efficient system 

aimed at rectifying a top-down bureaucratic structure and improving government 

responsiveness to the public (102, 164, 191, 291). Among its many promises, decentralisation 

                                                           
xii Mohammed J, North N, Ashton T. Decentralisation of health services in Fiji: a decision space analysis. 
International Journal of Health Policy and Management. 2016;5(3):173-81. 
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aims to: bring services closer to people (102, 117, 164); improve access to services (102, 105); 

allow for community participation (177, 291); improve employee morale and turnover (292), 

and; places particular emphasis on improving quality, access and equity, empowering local 

governments and increasing innovation and efficiency (102, 103, 164). However, 

decentralisation is challenging to implement. As such the expected benefits may not necessarily 

be achieved and may not result in greater community participation, access for all communities 

and greater equity (102, 128, 145).   

 

Although there is some agreement on the expected benefits of decentralisation, how it has been 

implemented has varied across countries (105). Decentralisation in health systems may be 

functional or geographical (105). Functional decentralisation involves the transfer of specific 

responsibilities from the central agency at the national level to specialised agencies at national 

or subnational levels. Geographical decentralisation involves the transfer of wide-ranging 

responsibilities from the central agency to subnational organisations that have precise 

geographical and political boundaries (104, 145). With that understanding in mind, three forms 

of decentralisation (deconcentration, delegation and devolution) were proposed by Rondinelli 

(145). These were further refined by Mills (104) to include a fourth form (privatisation). 

However, individual country experiences of decentralisation seldom fit precisely into one of 

the types mentioned above. Countries experiment with varying degrees and approaches to 

decentralisation and may use a combination of models to meet their needs and to achieve their 

particular objectives (105). 

 

Deconcentration is the least imposing form of decentralisation. It involves moving some 

workload from the central national ministry or agency to subnational levels (145). This shifting 

of workload may also involve the transfer of administrative authority, but not political 

authority, to the subnational levels (104). Where there is a shifting of authority to the lower 

levels, deconcentration takes one of two forms: field administration and local administration 

(145). The former involves the transfer of decision-making to the staff at lower levels, thereby 

allowing the local health services to be responsive to local needs by engaging local staff in 

planning and decision-making functions. Local administration, on the other hand, is where 

subnational levels are agents of a central office, and all local functions are undertaken through 

the technical supervision and control of a central office.  
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Delegation involves the transfer of decision-making as well as administrative authority for 

well-defined functions to agencies that are not part of the central ministry but over which the 

ministry retains some level of indirect control (145). These agencies have an independent status 

that is established under law, and a management board or board of trustees holds management 

authority and decision-making responsibilities (104).   

 

Devolution, on the other hand, involves the creation or reinforcement of subnational levels of 

government that then undertake a fixed set of functions from the central ministry. These 

independent agencies have a clear legal status with geographically-defined boundaries as well 

as having the statutory authority to raise revenue and determine their expenditure.  

 

Privatisation is the most extreme form of decentralisation. It involves the transfer of functions 

that would typically have been performed by the central ministry to organisations it does not 

own, and which are independent and outside the control of the central ministry. While the 

central ministry does not control the organisation, it may influence its behaviour through 

Government regulations and financial incentives and disincentives (105).  

 

7.1.2 Using Decision-Making as a Measure of Decentralisation 

Bossert developed an approach to measure the degree of decentralisation based on the transfer 

of decision-making (191). The decision space tool proposes a set of indicators which can be 

used to map decision space under the four approaches to decentralisation.  As a tool, it has been 

used to highlight the degree of choice exercised by decentralised agencies over different 

organisational functions in several developing countries (113, 117, 177, 188, 191). This tool is 

based on a modified principal-agent approach developed by economists to measure 

relationships within a defined ‘principal’ and ‘agent’ setting (159). The principal-agent 

approach conceptualises a ‘principal’ with specific objectives and ‘agents’ who are engaged to 

achieve those objectives. The benefit of this approach is that it allows for the examination of 

the dynamic and evolving relationship between the central office (i.e. the principal) and 

peripheral agents following decentralisation. Bossert’s decision space tool is used in this study 

to gain insights into the current decentralisation approach in Fiji. 
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7.2 Fiji’s Approach to Decentralisation 

The Ministry of Health is the principal health care funder and provider in Fiji. The delivery of 

health care to its 933,024 people is challenging in a country that comprises 332 islands spread 

over 1.3 million square kilometres of the South Pacific ocean (26). Health services are 

delivered through three geographical divisions: the jointly administered Central and Eastern 

Divisions, Western Division and Northern Division, each having several subdivisions (61). 

Divisional hospitals provide tertiary and secondary level care while subdivisional hospitals 

provide primary and limited secondary care. Each subdivision has several health centres 

providing primary care, intended as the first point of contact for most users, and the basic unit 

in the health services infrastructure. Depending on their size and level, health centres are staffed 

by a medical officer, nurses and ancillary staff.  

 

Successive Governments have called for a more responsive health care system that makes 

health care accessible to all its citizens through strengthened divisional structures and improved 

community-based services, and by addressing community dissatisfaction with health services 

(20, 21, 66-68, 266, 293, 294). Reviews carried out since 1979 highlighted the need to 

decentralise Fiji’s health care system to improve service delivery. They concluded that the 

Ministry of Health did not delegate responsibility, authority and planning to the regional 

divisions, which resulted in poor morale, high turnover, a high number of staff transfers, 

inadequate staff numbers and shortages of drugs at health facilities. The reviews also 

recommended that measures be taken to encourage those patients self-referring to Suva’s main 

tertiary hospital (Colonial War Memorial Hospital) to instead attend outpatient clinics at the 

peripheral health centres and the subdivisional hospitals nearest to their homes and places of 

employment (66-68, 266, 269, 282).  

 

In response, Fiji has experimented with two waves of health sector decentralisation, separated 

by a brief but abandoned attempt at re-centralisation, detailed below. The first wave of 

decentralisation (1999-2004) aimed at devolving the health system geographically and is 

considered the most ambitious of the two waves of reforms. However, its lack of acceptance 

by many in the health sector hindered implementation and coupled with continuing political 

instability in Fiji, resulted in re-centralisation in 2008. Following the Fijian Government’s 

change in policy and a renewed focus to improve health services’ accessibility to the general 
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public (20, 21), the second wave of decentralisation began in 2009. These reforms are detailed 

below to provide context for the analysis. 

 

7.2.1 Health Sector Reform (1999-2004)  

In 1999 the Minister for Health initiated the Fiji Health Management Reform Project, with the 

aim of improving health care and health outcomes and improving decision-making by bringing 

it as close as possible to the point of implementation (70, 71). The reforms also aimed to 

improve customer-focused service delivery at primary, secondary and tertiary levels (70, 268). 

 

With the support of Australian Agency for International Development funding and expertise, 

the reform project was aimed at devolving Fiji’s centralised health system after a legacy of 

British rule (16). Prior to decentralisation, there was a central ministry with four administrative 

divisions, and the reform project proposed the creation and strengthening of divisional levels 

within the Ministry of Health. As a result, the central office was strengthened, and three 

geographical divisions were created to focus on health service delivery (70). The roles of the 

central office and the geographical divisions were delineated, with the central office having 

four areas of operation to support its functions of a) policy development, b) national health 

service planning, c) monitoring and evaluation, and d) legislative and regulatory compliance. 

This allowed the central office to provide technical and supervisory support to the geographical 

divisions responsible for the delivery of health services in their respective areas. The proposed 

legislation would have enabled those divisional structures to become corporate legal entities to 

be responsible for their planning and control systems and quality management. The legislation 

would have also allowed them to enter into contracts, manage their budgets and human 

resources, and have powers to delegate functions to organisations outside the ministry (271). 

This would have allowed a genuinely devolved structure to emerge. However, the proposed 

legislation was never enacted, and with waning interest resulting from four changes of 

government in the five-year implementation period for the decentralisation project, reform was 

only partially implemented.  
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7.2.2 Roll-back of Health Reform (2008) 

In 2005, with Australian Agency for International Development funding extinguished and 

health sector reform incomplete, no further work was carried out from 2005 until 2008.  In 

February 2008, many of the decentralisation initiatives carried out under the first wave were 

reversed (59). What has popularly been termed as the ‘roll-back of health sector reform’, meant 

that changes made to the Ministry of Health during the reform period were abandoned and the 

Ministry of Health reverted to a centralised system. Political instability and changes of 

governments, along with a lack of implementation of the reforms and decentralisation 

objectives having not been achieved, have widely been seen as the reasons for the ‘roll-back’ 

(51).  

 

7.2.3 Decentralisation of Health Services (2009 to Present) 

Ten years after the first wave, the second wave of decentralisation was initiated in March 2009, 

with a more modest aim of improving access to health services in the Suva subdivision only 

(73). Heeding calls from the Government to improve ‘physical and financial access to good-

quality health services’ (p.xiii) (20), the Ministry of Health initiated a pilot process of 

deconcentrating outpatient services from the divisional hospital in the Suva subdivision to six 

health centres located within its geographical boundaries, which serve a quarter of Fiji’s 

population (20, 21, 61). As a pilot project, the deconcentration was only intended for the Suva 

subdivision. This involved strengthening the health centres and designating the Colonial War 

Memorial Hospital as a referral service that the general population in the Suva subdivision 

could access only by being referred (273).  

 

Strengthening of these six health centres took place over a two-year period starting from March 

2009. Hours of operation at the six health centres increased from eight to 16 hours per day in 

weekdays (from 8.00a.m. to 4.30p.m. to 6.30a.m. to 10.00p.m.) and began to open in the 

weekend for eight hours per day from 8.00a.m. to 4.00p.m. (72, 274, 295). In addition, service 

hours at the health centres were extended, and services provided at these health centres were 

improved and upgraded through a boost to human resources, infrastructure, consumables and 

medications, equipment, transport and administration (274, 296-298). The Colonial War 

Memorial Hospital subsequently stopped providing adult outpatient services from the end of 

February 2011. With decentralisation in the Central Division deemed a success, the Ministry 



107 
 

of Health has proposed a roll-out of decentralisation policy to the Northern and Western 

Divisions (73, 273). However, there is no evidence of the impacts of the decentralisation 

process on the different functions of the Ministry of Health. This desktop study attempts to fill 

that gap by examining the extent to which various functions have been decentralised.  

 

7.3 Methods 

This desktop analysis is based on available documentary sources, studies, reviews, technical 

reports, policy documents and position papers covering the period 1979 to 2014. This allowed 

for comparisons to be made between the first and second reforms. However, the primary focus 

of the analysis is on the period after 2008, following roll-back of the first wave of reforms and 

implementation of the second decentralisation process in 2009. All documents collected were 

in the English language, this being the official language of Fiji. Requests for unpublished 

studies, opinion papers and position papers were made through personal communications with 

Fiji’s Ministry of Health with access granted as part of the ethics approval. The analysis was 

ethically approved (see Chapter 4.9).  

 

Incomplete documents were excluded and the remainder sorted by decentralisation period. The 

contents were then analysed by examining the implications of decentralisation on finance, 

service organisation, human resources, access rules and governance as outlined in Table 13. 
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Table 13 Bossert’s framework for mapping decision space 

Category Function Indicators 

Finance Sources of revenue Intergovernmental transfers as a % of 
total health spending 

 Allocation of expenditure %of local spending that is explicitly 
earmarked by higher authorities 

 Income from fees and contracts Range of prices local authorities are 
allowed to choose 

 Contracts Number of models allowed 
   
Service organisation Hospital autonomy 

 
Choice of range of autonomy for 
hospitals 

 Insurance plans Choice of how to design insurance 
plans 

 Payment mechanisms Choice of how providers will be paid 
 Required programs Specificity of norms for local 

programs 
   
Human resources Salaries Choice of salary range 
 Contracts Contracting of non-permanent staff 
 Civil service Hiring and firing of permanent staff 
   
Access rules Targeting Defining priority populations 
   
Governance rules Facility boards Size and composition of boards 
 Health offices Size and composition of local offices 
 Community participation Size, number, composition and role 

of community participation 

 

The decision space framework has been employed in a number of settings to analyse 

decentralisation including Chile, Colombia Guatemala, Uganda, Zambia, Ghana, Philippines 

and Pakistan (113, 177, 188, 197, 213, 227). The decision space framework comprises five 

categories of functions: finance, service organisation, human resources, access rules and 

governance, as shown in Table 13 (113, 177, 191, 197).  The framework examines both what 

is allowed by the central authority and what the agency exercises following decentralisation 

(whether through deconcentration, delegation, devolution or privatisation). The approach 

estimates the changes to the decision space within each of these functions and classifies the 

change as being narrow, moderate or wide.  

 

A modified decision space approach for Fiji was used for this study. This framework was 

chosen for its applicability to developing countries and because it is based on the principal-
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agent approach which forms the underlying basis for Fiji’s current wave of decentralisation. 

The decision space framework defines the choice allowed by the principal to the agent. 

However, a notable criticism of this tool is that it is a formal map of the decision space which 

may not reflect the actual range of decisions that the agent may have in countries where laws 

are not enforced or easily violated by the agent.   

 

In applying Bossert’s framework for mapping decision space to this study, the ‘principal’ refers 

to the Ministry of Health central office and the ‘agents’ refer to the six decentralised health 

centres in the Suva subdivision. Other notable Government agencies that influence decision-

making that will be alluded to in the following discussions are the Public Services Commission 

and the Ministry of Finance. 

 

The mapping used the same broad categories identified by Bossert; however, only functions 

applicable to Fiji’s public health sector were used to guide this analysis of decision space in 

Fiji. For example, Fiji has no insurance plans for the public health services. Thus this was 

removed when creating the decision space map. An additional measure of ‘no choice’ was 

added to the range of choices for Fiji’s decision space map to indicate where agents had no 

choice for a particular function. 

 

7.4 Results  

An examination of the current wave of decentralisation reveals that, while the workload has 

shifted from the Colonial War Memorial Hospital to the peripheral health centres (Table 14), 

it has been accompanied by a limited transfer of administrative authority, suggesting that Fiji’s 

reforms reflect limited deconcentration in the form of transfer of workload.  Each indicator and 

function is described in detail in the following sections. 
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Table 14 Daily workload at health facilities before and after decentralisation  

Health  
Facility 

20101 2011 (Feb)2 2011 (Mar)3 

Average 
Daily 
Workload 

Average 
Time Spent 
per User 

Average 
Daily 
Workload 

Average 
Time Spent 
per User 

Average 
Daily 
Workload 

Average 
Time Spent 
per User 

Lami Health  
Centre 

36 8.3mins 100 8.6mins 123 6.7mins 

Samabula Health 
Centre 

45 10mins 108 7.5mins 149 5mins 

Raiwaqa Health 
Centre4 

24 33mins - - 197 4.3mins 

Nuffield Health 
Centre 

36 12.3mins 101 8mins 125 6.7mins 

Valelevu Health 
Centre 

52 4.4mins 254 3mins 299 2.8mins 

Makoi Health  
Centre 

43 6.8mins 222 4.6mins 255 3.3mins 

Colonial War 
Memorial Hospital – 
GOPD5 

31 15mins 39 12mins - - 

Colonial War 
Memorial Hospital – 
A&E6  

23 20mins 24 20mins 21 20mins 

Notes: 
1 Denotes averages for the 2010 period. 
2 Denotes averages for February 2011 before closure of General Outpatient Department. (GOPD) services 
at Colonial War Memorial Hospital. 
3 Denotes averages for March 2011 following the closure of General Outpatient Department. (GOPD) 
services at Colonial War Memorial Hospital. 
4 Ministry of Health reports indicate no data was supplied by Raiwaqa health centre for February 2011.  
5 Colonial War Memorial General Outpatient Department closed at the end of February 2014. 
6 Colonial War Memorial Accident and Emergency (A&E) Department. provides outpatient services after 
the closure of health centres at 10.00p.m. Represents night shift (10.00p.m. to 7.00a.m.) data only. 
 

 

7.4.1 Finance 

In Fiji, the Ministry of Finance is responsible for public sector funding which is released to the 

respective ministries through a yearly budget allocation. The process involves consultation 

with the various central offices of each ministry. In the case of the Ministry of Health, each of 

the three geographical divisions devise a divisional business plan in consultation with the 

central office (see Chapter 2) which, once approved, provides a basis for the Ministry of Health 

budgetary request from the Ministry of Finance. The central office uses actual expenditure 

incurred over the past years as a means of determining divisional allocations. Subdivisions 

draw their respective budgets from their divisions. Health centres have no specific budgetary 

allocation and need to rely on their respective subdivisions. 
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While the divisions, subdivisions and health centres have some input into their budgetary 

allocation; it is largely centrally controlled. The principal has wider powers compared to the 

agent in determining the sources of revenue. Decentralisation shifted outpatient services to 

health centres in the Suva subdivision in 2009. An examination of total government health 

expenditure over the second decentralisation period reveals the percentage allocated nationally 

to outpatient services declined from 27.3% and 27.5% [$41.6 million and $42 million] of total 

government health expenditure in 2009 and 2010 respectively to 19.4% and 19.6% [$27.6 

million and $30.1 million] of total government health expenditure in 2011 and 2012 (276-278). 

Interestingly, the percentage of total government health expenditure allocated to ambulatory 

care providers who are the focus of decentralisation, also declined from 9.4% and 11.5% [$14.3 

million and $17.6 million] in 2009 and 2010 to 5.7% and 7.2% [$8.2 million to $11.1 million] 

in 2011 and 2012. Hospitals continued to be allocated the majority of total government health 

expenditure despite a transfer of services from the hospital to the health centres, although a 

slight decline can be seen from 77.2% and 74.6% [$117.9 million and $114.1 million] of total 

government health expenditure in 2009 and 2010 respectively to 73.2% and 68.2% [$104.4 

million and $105.8 million] of total government health expenditure in 2011 and 2012. The 

extensive nature of devolution in the first wave of decentralisation could be a factor in the 

differences in financial allocation between the two decentralisation periods; however, this 

requires further investigation.   

 

It is important to note that the expenditure figures for outpatient services quoted above apply 

to the total allocation of funds to outpatient services countrywide, and not specifically to the 

services that are being decentralised in the Suva subdivision. With no specific recorded 

budgetary allocation to the health centres in the Suva subdivision, the recording reflects a 

divisional breakdown. The principal’s allocation to the central division health centres (of which 

Suva is one of five subdivisions), was $6.4 million in 2009, $7.9 million in 2010, $2.4 million 

in 2011 and $3.9 million in 2012. With decentralisation shifting workload from the divisional 

hospital to the health centres, an increase in the funding allocated to health centres would have 

been expected, not the reduction in allocations to the health centres that are reported. This 

decline is consistent with a decline in overall spending on outpatient services nationally, 

however.  
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Turning now to the allocation of expenditure, an examination reveals that the health centres 

have little decision space over the funding earmarked for them by the central office. The 

subdivisions, through their respective divisions, submit business plans which outline activities 

for the next year. These activities are linked to the strategic plan of the Ministry of Health, 

government strategic vision and international obligations signed by the government (20, 21, 

57, 299). The divisional business plans guide the central office in the allocation of expenditure 

for health centres which have little scope to decide on its use. The recent decentralisation 

process has seen specific expenditures marked for health centres, specifically for the upgrading 

and maintenance of health centres and investment in equipment for health centres (300-302); 

these funds must be used as earmarked.  

 

The fee that can be charged by the decentralised health centres is determined by the Public 

Hospitals and Dispensaries Act. This legislation narrows the decision space of the agent by 

determining when they can charge fees and how much they can charge. As part of the 

government’s initiative to provide universal healthcare to the citizens of Fiji, the health centres 

cannot charge fees to patients who self-refer to health centres. They can only charge set fees to 

patients who have been referred to public health services from a private service and patients 

who are not citizens of Fiji (64, 303). However, the Act does allow for discretionary powers 

by the medical officer to waive any fees prescribed in the Act. 

 

7.4.2 Service Organisation 

Decentralisation of outpatient services did not flow through to increased health centre 

autonomy which is defined by law through the Public Hospitals and Dispensaries Act. The 

legislation gives some discretionary powers to the health centres in its typical day-to-day 

functions, vested in the medical officer-in-charge of the health centre and gives the medical 

officer discretionary powers to treat patients (303, 304). Other decisions are made in 

consultation with the subdivisional and divisional medical officers. The medical officer-in-

charge having leeway in day-to-day operations of the health centre has resulted in variances in 

how service delivery is organised for walk-in users. 
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Health centres are classified according to the size of the population that they serve, and their 

location and distance from the referral hospital. A higher ranking (Level A being the highest 

and Level C being the lowest) ensures a higher quota of drugs and supplies at more regular 

frequency. Following decentralisation, the level of each health centre in the Suva subdivision 

increased (leaving no Level C health centre). This resulted in increased quota and frequency of 

supplies, but without increased autonomy, relegating them to deconcentrated entities without 

administrative authority.  

 

The central office sets priorities at a national level and allows the divisional levels some 

autonomy in achieving them. The central office works with divisional medical officers to 

ensure that divisional priorities are aligned with those at the national level (57, 65, 299). Similar 

health programmes are seen across the decentralised health centres, reflecting centralised 

priority setting. However, health centres have some flexibility in offering programmes above 

the basic package required by the central office. The ranking of the health centre also 

determines the services delivered there, with higher ranked health centres being able to deliver 

more services, specifically more diagnostic and ancillary services, in addition to having higher 

allocations of supplies and drugs from the central office.  

 

7.4.3 Human Resources 

Creating decision space in the management of human resources is difficult in Fiji due to the 

high degree of centralisation of the civil services. The civil services are managed by the Public 

Services Commission with little or no control by the respective ministries. The Public Services 

Commission governs all aspects of human resources from determining the requirements of each 

ministry, determining the number of establishments, selection, setting salaries, appointment, 

training, appraisal, promotion and discipline (305-307). 

  

For a brief period during the first wave of reform, the Public Services Commission delegated 

authority to the Ministry of Health to manage its human resources as part of wider government 

reforms. However, this delegation was revoked following a change in government (59). No 

attempt to delegate such powers was made in the current decentralisation process, with 

contracting of permanent and non-permanent staff, increasing of staff numbers, determination 
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of salary range and the ability to hire and fire remaining vested outside the powers of the agent 

and central office.    

  

7.4.4 Access Rules 

Access rules that determine the health programmes delivered by health centres to targeted 

populations are determined by a centrally defined package of health services. This package is 

guided by the strategic vision of the Fijian government, as well as its international obligations 

and prevailing health trends in the divisions (20, 21, 57, 65). The central office requires that 

the health centres deliver the following package of health services: communicable and non-

communicable disease services, family planning, maternal and child health and mental health 

services. Being centrally determined, this package is fairly consistent across the different health 

centres with centrally defined priority populations. Each health centre has some flexibility in 

adding to this list based on the needs of the populations that they cater to. The health centres 

also have flexibility in referring users to other services in cases where they do not have adequate 

resources to offer treatment. While each health centre’s ability to offer treatment varies, referral 

activity between health centres is not high, but there is a notable number of referrals from the 

health centres to the divisional hospital. 

 

7.4.5 Governance Rules 

Local governance and community participation have long been advocated as part of 

decentralisation in Fiji (269). The current deconcentration model of decentralisation provides 

some mechanisms for local governance although the governance structure is largely 

centralised. Each health centre has a ‘board of visitors’, which has limited influence over some 

decisions. The Minister for Health, not local communities or agents, appoints members of the 

board, and these members are accountable to the Minister. The legislation empowers the board 

of visitors decision space over maintenance and repair of the health centres, and for ensuring 

that the health facility is well equipped and has the necessary technology to deliver quality care 

(64). This gives the board of visitors some degree of influence over the decisions that are made 

at each health centre. The legislation also empowers the board of visitors to partner with private 

bodies to fulfil any of its functions.  
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Community participation in local health institutions is limited. Community health workers are 

involved in the delivery of health services, but their ability to influence the system based on 

this interaction with the communities is limited.  Zone nurses based at each health centre form 

a key link between the health centre and the community in the provision of health services. 

They are often the first point of contact for communities and periodically deliver basic health 

services to communities within the catchment of the health centre. However, this link does not 

translate to increased community participation in the health centre. Other than through the 

membership of the board of visitors, there is no provision to have the community participate in 

the health facilities. Table 15 summarises decision space in the Suva subdivision of Fiji, where 

decentralisation (involving a transfer of workload) has been initiated. 
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Table 15 Decision space of Fiji’s decentralised Suva subdivision  

Functions  
Range of Choice 

 No Choice Narrow Moderate Wide 

Finance     
Sources of revenue Determined by Ministry 

of Health central office 
- - - 

Allocation of 
expenditure 

High percentage 
earmarked by Ministry of 
Health in collaboration 
with Ministry of Finance 

- - - 

Income from fees No choice - determined 
by legislation 

- - - 

     
Service 
Organisation 

    

Health centre 
autonomy 

Defined by law - - - 

Required programs Basic package of 
programmes defined by 
Ministry of Health 
central office 

Flexibility to offer programmes 
above the basic package, based 
on their resource 

- - 

     
Human Resources     
Salaries None - defined by Public 

Services Commission 
- - - 

Contracts None - determined by 
Public Services 
Commission regulations 

- - - 

Civil service Determined by Public 
Services Commission 

- - - 

     
Access Rules     
Targeting Centrally defined priority 

populations 
Flexibility to add above the 
centrally defined priority 
populations  

- - 

     
Governance Rules     
Facility boards Defined by legislation - - - 
Community 
participation 

- Limited  - - 

 

7.5 Discussion and Conclusion 

Decentralisation is advocated as a way to improve the efficiency of delivery of health services 

and their responsiveness to community needs. In developing countries, decentralisation is also 

seen as a means to improve access to health care. However, to realise these benefits, a localised 
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decision space needs to be created regarding finance, service organisation, human resources, 

access rules and governance rules.  

 

This analysis shows that Fiji’s current decentralisation process involves little more than the 

transfer of workload for ambulatory care from hospital to health centre. In the case of the Fijian 

health system, deconcentration is the form of decentralisation used, and this has created limited 

decision space for the health centres to which workload has been transferred. It remains unclear 

whether the Government intends to transfer authority to these health centres.  

 

A critical question is whether such limited decentralisation can produce the intended benefits. 

The decision space map shows that for finance, the current decentralisation process neither 

allows for the health centres to source their revenue nor determine their expenditures. With 

Fiji’s system of national health accounts being in its infancy, little or no financial information 

exists at the health centre level. Historical allocation of resources means that there is an 

inequitable distribution of financial resources in response to varying demands placed on each 

health centre. Financial autonomy has resulted in benefits for health systems (113, 177, 227) 

and the decentralisation of the finance function can contribute to a more equitable utilisation 

of health services (188). However, this is unlikely to be realised in Fiji’s current 

deconcentration approach. Calls made by health workers for population-based allocation of 

finances seem to go unanswered. Where population-based allocation does occur, it is in the 

allocation of pharmaceutical and consumable resources. However, the effectiveness of this 

allocation is undermined by high rates of internal migration into the Suva subdivision (308-

310). Persistent shortages of pharmaceutical and consumable resources have been reported at 

these health centres since decentralisation (deconcentration) began (311). With 

deconcentration only applied to the Suva subdivision, an important question is whether local 

discretion in the finance function would bring benefits in equity, efficiency and quality of 

health care. 

 

The decision space function of service organisation is also limited in how services are 

organised at the health centre level. Although health centre autonomy is defined by law, and 

the medical officer-in-charge has some leeway in day-to-day operations of the health centre 



118 
 

(resulting in variation in service delivery organisation for walk-in users), the package of 

programmes to be delivered at each health centre is prescribed by the central office. Whether 

decentralisation of service planning and organisation would better address variations in needs 

of local health centre populations is an important question that must be examined further.  

 

The health centres and, for that matter, the central office, have little or no control over human 

resource management. This has a major impact on local decision space created (113). A 

consistent shortage of health professionals over the years (312, 313), coupled with an inability 

to fill established posts, begs the question of whether these health centres are in a position to 

realise the benefits of decentralisation. 

 

The importance of governance rules and popular participation are integral to creating decision 

space. Plagued by coup d’états and changes of governments, there has been limited popular 

participation in the health sector. The current decentralisation of health services has not flowed 

through to expanded popular participation. Whether popular participation would result in a 

more effective health system in an ethnically fragmented society, or further perpetuate ethnic 

divisions, is unclear in the case of Fiji. 

 

However, a vital question that remains is: will autonomy for health centres result in gains in 

health outcomes? There have been mixed results in countries where decentralisation has taken 

place. In Fiji, while an increase of 300% has been reported in the utilisation of health services 

at the health centre level, funding for ambulatory care has declined (279). The increase in 

utilisation at each health facility corresponds with a decrease in time spent with each user of 

general outpatient services. While there are variations in utilisation and time spent on users 

between health facilities, the consistent decline in time spent with each user following 

decentralisation may suggest a decline in quality. However, this needs further examination. An 

important question is whether the shift from health care users accessing the hospitals directly, 

to health centres being their principal point of contact with the health system, has resulted in 

health gains or improvement in accessing health care. However, deconcentration has allowed 

the central office to focus on the development of tertiary services at the hospital level, a 



119 
 

cornerstone in the argument for the Ministry of Health to roll-out this form of deconcentration 

to other divisions.  

 

It is claimed that increasing decision space has numerous benefits (102, 103, 105).  This chapter 

has demonstrated that the level of decision space created following the decentralisation in the 

form of deconcentration has been minimal. With the aim of the deconcentration to improve 

access of users by bringing health services closer to them, creating decision space in the 

functions of service organisation, access rules and governance could facilitate the achievement 

of this goal. Future studies should focus on whether decision space is expanded as the Fijian 

health system continues to decentralise and if so, whether expected benefits follow. Further 

studies should also focus on whether decentralisation achieves its intended outcome of 

improving user’s access to health care.  
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7.6 Postscript 

Five commentaries xiii,xiv,xv,xvi, were written in response to this publication. Responding to these 

commentaries gave me an opportunity to add to the discourse on decentralisation. The response 

to the commentaries, apart from minor edits, is presented in the following paragraphs.  

 

Decentralisation: The Question of Management Capacityxvii 

Whilst decentralisation as an instrument of health care reform remains popular, commentary 

(314-318) to the paper titled “Decentralisation of health services in Fiji: A decision space 

analysis” (267) highlights the complexity in understanding decentralisation. Comments 

highlighted: the significant body of research on decentralisation lacks consensus on its 

definition; (134) differs on what constitutes decentralisation; (102, 123, 134, 149, 192) 

emphasised different theoretical underpinnings and frameworks (105, 108, 134, 164); and cited 

varying applications and outcomes of decentralisation (213). This is a consequence of widely 

varied health systems in which decentralisation has been initiated. Viewing decentralisation on 

a continuum, with centralisation and decentralisation on polar ends, demarcated through broad 

linear categories (deconcentration, delegation, devolution and privatisation) (105, 164) has 

been useful in understanding decentralisation. However, a categorisation approach fails to 

capture degrees of decentralisation and enable useful comparisons. Several analytical 

frameworks, including the ‘decision space approach’ (191) were posited to empirically analyse 

decentralisation and address gaps in the decentralisation literature.  

 

                                                           
xiii Bossert TJ. Decision space and capacities in the decentralization of health services in Fiji; Comment on 
“Decentralisation of Health Services in Fiji: A Decision Space Analysis”. International Journal Health Policy 
Management. 2016;5(7):443-4. 
xiv Bustamante AV. U-form vs. M-form: How to understand decision autonomy under healthcare decentralization? 
Comment on “Decentralisation of health services in Fiji: a decision space analysis.”. International Journal of 
Health Policy Management. 2016;5(9):561-3. 
xv Zahmatkesh M, Exworthy M. Decentralisation, decision space and directions for future research: Comment on 
“Decentralisation of health services in Fiji: a decision space analysis.”. International Jornal Health Policy 
Management. 2016;5(10):607-8. 
xvi Faguet J-P. Low decision space means no decentralization in Fiji; Comment on “Decentralisation of Health 
Services in Fiji: A Decision Space Analysis”. International Journal of Health Policy and Management. 
2016;5(11):663-5. 
xvii Peckham S. Decentralisation–a portmanteau concept that promises much but fails to deliver? Comment on 
“Decentralisation of health services in Fiji: a decision space analysis.”. International Journal of Health Policy and 
Management. 2016;5(12):729-32. 
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Our article, limited in scope, employed the widely applied decision space framework in 

understanding Fiji’s decentralisation of a particular function, service delivery. Application of 

the decision space framework was suited to Fiji’s hierarchal health system, which is inherently 

vertical. Decentralisation initiatives may not fit neatly into analytical frameworks as illustrated 

in our analysis, and the use of alternative frameworks such as the Arrows framework (134) to 

examine Fiji’s decentralisation initiative would increase understanding. Indeed, in a preceding 

study (283), we examined both decentralisation initiatives in Fiji from a functional perspective. 

That analysis resulted in a publication (319), where we explore some of the reasons why the 

current decentralisation initiative has been considered successful by the Fijian government.    

 

In the case of Fiji, the least imposing form of decentralisation (deconcentration) was applied, 

entailing shifting workload from the tertiary hospital to the peripheral health centres, without 

a commensurate transfer of authority. There are arguments that deconcentration without a 

transfer of authority should not be considered decentralisation as the organisation continues to 

behave like a centralised system (123, 138). The decision space analysis of Fiji’s 

decentralisation initiative supports this view, revealing a system that remains centrally 

controlled. The Fijian health system reflects a U-Form organisation (315) whereby health 

services are delivered through a network of government-owned facilities, controlled by 

divisional managers who liaise with subdivisions to ensure that a minimum standardised 

package of health services is delivered. While this has the benefit of realising economies of 

scale, there is growing evidence that countries could better benefit from a mix of centralisation 

and decentralisation strategies, taking advantage of efficiencies gained from the centralisation 

of certain functions and decentralisation of others (102, 108, 121, 146, 320). In Fiji, such 

strategies would allow for both the efficiency of a centralised system while allowing greater 

flexibility in response to local communities. However, this would require substantial 

decentralisation (beyond deconcentration) taking hold.  

 

In his commentary (318), Peckham noted that an examination of both vertical and horizontal 

relationships would better explain decision space at the decentralised health centres. We agree 

that horizontal relationships affect the degree of decision space and warrant further exploration 

in Fiji’s case. In our article, we privileged the vertical relationship, as in Fiji’s health system 

relationships are mainly vertical. For example, service delivery is designed to be hierarchal, 
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with nursing stations at the lowest level and hospitals at the highest level. In Fiji, there are 

potential benefits to be gained from horizontal decentralisation in the area of intra-divisional 

relationships. Our study reveals some change in horizontal relationships as a result of 

decentralisation. The six decentralised health centres, categorised from level C (lowest) to 

Level A (highest), vary in the diagnostic services that they offer, resulting in sideways 

(horizontal) referrals from smaller to larger health centres for diagnostic services. For referrals 

to divisional hospitals, there is a dependent relationship between the health centre and the 

divisional hospital, whereby health centres have to ensure that beds are available in divisional 

hospitals before referring patients. If beds are not available, the patient is held at the health 

centre until a bed becomes available. However, in most respects, the decentralised health 

centres offer limited autonomy in practitioner practice and remain closely overseen through 

quarterly rotation of medical officers between the decentralised health centres. Additionally, 

the increased utilisation of the six health centres has meant that practitioners spend under five 

minutes per patient which has left little room for deviation from standard operating guidelines 

(267). 

 

Management capacity is considered vital to the success of decentralisation and strengthening 

is required at lower levels for decentralisation to succeed (104-106, 116). However, as evident 

in Fiji’s experience, the creation of decision space may not result in an increased management 

capacity. Fiji’s first decentralisation initiative was hampered by several issues, including 

having only three health service managers with the qualifications and experience to take on 

decision-making responsibilities (268). This meant decision space created at decentralised 

levels could not be realised, impacting not only on implementation and outcomes but the 

success of the decentralisation initiative. Therefore, while it is essential to have an 

understanding of the degree of decentralisation, a measure of management capacity pre and 

post decentralisation would strengthen decentralisation frameworks. From a developing 

country perspective where resources and skills are limited, and decentralisation is used as a 

means to improve not only the responsiveness of health service delivery but to improve 

efficiencies, understanding management capacity is integral to the decentralisation process. 

Without management capacity, the creation of decision space may not enable the benefits of 

decentralisation to be realised, illustrated in Fiji’s case.  
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The debate around the effectiveness of decentralisation will continue and is unlikely to provide 

concrete answers for countries seeking to emulate models of successful implementation. There 

is no one-size-fits-all solution when it comes to decentralisation (106), and indiscriminate 

adoption has led to negative outcomes, unintended consequences and a questioning of the 

benefits of decentralisation. Fiji’s experience reveals that countries need to follow their path in 

decentralising, adapting to the local environment and local needs to increase its chances of 

success (319).  
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Concluding Remarks 

 

Part B presented findings from three studies analysing reports and secondary data using 

appropriate frameworks/tools to answer the specific research objective: ‘to describe the factors 

and influences that led to the decentralisation policy of 2009’. The Fijian experience in 

decentralising health services follows similar reasoning to international experiences: complex 

tasks faced by the government can be managed better at subnational levels; it allows the 

delivery of more responsive public services to local communities, and will lead to better quality 

care, improved access to health care by local communities, efficiency, improved health 

outcomes and equity (105, 117, 145, 164, 191). However, how decentralisation is implemented 

and the resulting outcomes reflect unique contexts and applications, revealing an evolving 

understanding of decentralisation. The Fijian experience contributes to this understanding. 

Fiji’s experience shows where major reforms have failed to achieve intended outcomes, a small 

scale, incremental approach taken to decentralisation maybe more successful. The analysis 

illuminated considerations for models and implementation of decentralisation in several ways. 

Decentralisation should not be seen as a linear approach, instead of as a continuum, with each 

country finding the best mix of centralisation and decentralisation strategies to meet their 

needs. Viewing decentralisation as a continuum furthers the understanding that no one 

approach works. In fact, countries go through phases of decentralisation and re-centralisation 

attempting to develop a model that fits their context, ensuring improvements to the 

performance of their health systems. 

 

Despite growing interest in analysing decentralisation, there has been less focus on 

understanding how decentralisation impacts on major health system goals of equity, efficiency 

and access. Indeed, linking improvements in health systems to decentralisation has been 

challenging, in part due to decentralisation having intended and unintended consequences. 

Studies seeking to demonstrate improvements as a result of decentralisation, often quantitative, 

have seldom addressed questions concerning implementation and often ignore the local context 

(123). Qualitative research is well-suited for gaining insights during implementation and 

understanding impacts on outcomes (123); this qualitative study allows us to unpack the 

complexities of the impact of decentralisation on users’ access to health care from the multiple 
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and intersecting perspectives of users, health care workers and administrators, to be reported 

in Part C. 
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Introduction to Part C 

 

Decentralisation was introduced in the Suva subdivision of Fiji to improve access to primary 

health care. Part A described how decentralisation initiatives were applied in Fiji, highlighting 

that there is no one-size-fits-all decentralisation solution and the importance of a more context-

specific incremental approach to implementing this reform. Here the focus is shifted from 

decentralisation itself, to providing an understanding of the impact of decentralisation on 

patients’xviii access to health care from multiple perspectives. This part, answers the second and 

third research objectives:  

 

- To determine the impact of decentralisation on access to the following five dimensions 

of access: affordability; accessibility; availability; accommodation; and acceptability; 

and  

- To compare access to health care in areas affected by decentralisation with those not 

decentralised from the perspectives of main stakeholders: patients; providers; and 

administrators. 

 

In Chapters 8 to 12, participants’ perspectives and reflections on their experiences are 

presented, supported with verbatim quotes denoted by participant codes and alphanumeric 

number as follows: administrators coded ‘A’; patients coded ‘P’; and providers coded ‘W’. 

Chapter 8 introduces the study sites, Chapters 9 to 12 report findings on the impact and 

experiences of decentralisation and access from the perspectives respectively of administrators, 

providers and patients.  

 

In these chapters, access is seen as a much more complex phenomenon than utilisation alone.  

Drawing on rich data and using thick descriptions, these chapters convey what it was like for 

administrators to implement a major policy change in a remarkably short time-frame with few 

resources, the day-to-day challenges faced by health professionals in delivering services to a 

                                                           
xviii In the preceding sections, the terminology ‘users’ was employed whilst engaging in a theoretical discussion 
of decentralisation. In this section, the term ‘patient’ is used to reflect popular usage in the local Fijian context.  
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hugely increased patient volume, and most importantly, the realities for patients with few 

personal resources to get needed health care from over-stretched staff and under-resourced 

services in run-down facilities. 
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Chapter 8 Describing the Field Sites 

 

8.1 Introduction 

As described in Chapter 5, decentralisation in the Suva subdivision aimed to improve access 

by shifting primary health care closer to where people lived and worked (39). Using 

observations, descriptions from participants and documents supplied by providers and 

administrators, this chapter situates the study by describing the three decentralised health 

centresxix selected as the primary study sites. A non-decentralised health centrexx, a divisional 

hospital and a private general practice were also included as secondary study sites for purposes 

of comparison. Through the description of these study sites, a rich account of physical access, 

accessibility and provider characteristics affecting access are presented. This chapter is 

presented in two sections. The first, describes how subdivisional health services are organised, 

while the second, presents an overview of the Suva and Rewa subdivisions, which comprise 

the two study sites of this research.  

 

8.2 Organisation of Subdivisional Health Services 

Divisional structures comprise several subdivisions for the purposes of delivering primary, 

preventive and clinical services that are effective, efficient, and of good quality (see Chapter 

2). Each division has a divisional hospital, most subdivisions have subdivisional hospitals, 

some have nursing stations, and all have health centres. Each health facility is designated a 

geographical area, comprised of smaller defined zones. These zones allow for each health 

centre, through its zone nurses, to engage with a defined population catchment and community-

based services such as public health screening activities, public health outreach programmes 

and home visits for non-mobile patients. The geographical boundaries of each health centre are 

not equal, with some health centres having more densely populated catchments than others. 

 

Figure 16 illustrates the organisation of medical subdivisions, with a subdivisional medical 

officer in charge of a team of health professionals and administrative personnel (see Chapter 2 

                                                           
xix Are health centres that have been strengthened to deliver extended hours of service, offering primary and some 
secondary care. Are located only in the Suva subdivision.  
xx Are health centres for which hours of operation have not been extended, provide primary care and patients have 
the ability to self-refer to subdivisional hospitals.  
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for Ministry of Health organisational chart). At the health centre level, a medical officer-in-

charge is responsible for the day-to-day operations of the health centre, providing medical 

consultation services with other medical officers and nurse practitioners: “As medical officer-

in-charge, I make the rosters for each shift, and I see to it that we have a doctor available for 

each shift” (W1). Doctors are often in short supply, and in some health centres and on some 

shifts, there may only be one doctor; thus, nurse practitioners are employed to provide similar 

services. In Fiji, a nurse practitioner is an experienced nurse with midwifery and public health 

qualifications, who has undertaken another 15 months higher education in pathophysiology, 

clinical interventions, pharmacology, clinical diagnosis, and patient management (321). A 

nurse practitioner can perform general medical assessments, diagnosis and treatment, and 

prescribe from a list of medications. Any cases and prescriptions beyond their scope of practice 

would be referred: “We have limitations to our work. We refer cases to medical officers – the 

ones that we cannot deal with” (W35).  In local Fijian vernacular, the term ‘vuniwai’, translated 

as a doctor, is used by patients to refer to a medical officer. However, there are no means of 

distinguishing a nurse practitioner from a doctor, as no health professional wears a name tag, 

nor are doors of consultations rooms marked with names and positions. Therefore, both nurse 

practitioners and medical officers are referred to as ‘vuniwai’. Patients are not given a choice 

whether to be seen by a nurse practitioner or medical officers, both of whom report to the 

medical officer-in-charge. Nurses, on the other hand, report to the sister-in-charge and are 

stationed in three key areas in the health centre: general outpatient services, including treatment 

and emergency care; special outpatient clinicsxxi; and zone nursing. The result of these 

reporting arrangements is a complicated relationship between the medical officer-in-charge and 

sister-in-charge to deliver health services to local populations: “All nurses report to the sister-

in-charge, but if there is any problem with the sister, I will be the one they turn to” (W1).   

 

                                                           
xxi Special Outpatient clinics are day clinics, similar to outpatient services, but offer care for specific conditions, 
such as diabetes and cardiovascular disease. 
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Figure 16 Organisational structure of a subdivision  

 

Other staff supporting the delivery of health services are pharmacists, dieticians, community 

health workers and administrative staff such as “recorders”xxii (clinical filing), cleaners and 

security officers. Larger decentralised health centres may also have a receptionist, and a locum 

doctor (a private general practitioner contracted to assist in the delivery of health care for 

agreed time periods and days). Generally, in each health centre, health professionals include 

Fijians of both i-Taukei and Indian descent. Health professionals are predominantly female, 

particularly nurses, though medical officers commonly include both genders.  

 

                                                           
xxii A recorder is in-charge of patient folders at public health facilities in Fiji. As part of their duties, they create 
patient folders using the patient’s national health identifier number, completes demographic details on the patient 
folder, files them and retrieves them when a patient comes to the health facility.  
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Health services in Fiji are free at the point of service to the general public (Chapter 2); this 

includes decentralised health centres. Despite this, patients may incur costs.  If consumables or 

medications are out of stock, and if a patient visits the health centre after 4.30p.m. when the 

health centre pharmacy is closed, they would need to either buy prescribed medications at a 

private pharmacy or return to the health centre the next day or visit another health centre to 

collect their medications. Transport costs for non-urgent referralxxiii are borne by the patient, 

for example, when a patient is referred to the divisional hospital or another decentralised health 

centre for diagnostic tests. These costs can be significant to patients in poverty: typically, 

within the geographical boundaries of a health centre, these are approximately $1.50 for a 

single journey by bus and up to $15.00 one way by taxi.  

 

8.3 Overview of Study Sites: Decentralised Health Centres and Their 

Communities  

The Suva subdivision, the focus of this study and home to the majority of Central Division 

residents (58%), is the smallest in area but most densely populated and has decentralised all six 

health centres. The adjacent Rewa subdivision, where decentralisation has not taken place, 

forms a comparative study site. Together these two subdivisions account for 81% of the Central 

Division population and 32% of the national population. 

 

The Central Division is home to approximately 40% (374,673 people) of Fiji’s total population. 

Compared with the general population, the population is younger; there are similar proportions 

of male and female and a lower rate of poverty than the national average. Its extensive 

geographical area consists of five subdivisions with 50 health facilities (two specialised 

hospitals, one divisional hospital, five subdivisional hospitals, 21 health centres and 21 nursing 

stations). Its boundaries start from the popular white sandy beaches of the rural Serua 

subdivision, moving upwards through the mountainous regions of Naitarisi subdivision, to the 

sweeping hills and coastal areas of Tailevu subdivision and down to the semi-urban river delta 

areas of the Rewa subdivision to the urban areas of the Suva subdivision. Two subdivisions 

                                                           
xxiii Non-urgent referrals are unaccompanied referrals, where unlike emergency referrals, a patient is asked to make 
their own way to the referred health facility.  
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form the study sites for this study: the Rewa subdivision and the Suva subdivision, as illustrated 

in Figure 17 below. 

 

 

Figure 17 Suva and Rewa subdivision health facilities  

Note: Red markers indicates health facilities in the Suva subdivision and purple makers, health facilities in 

the Rewa subdivision).  

 

Decentralisation has changed how patients access health care. Those in the Suva subdivision 

access health services through decentralised health centres between 6.30a.m. and 10.00p.m., 

and after-hours through the divisional hospital. Those outside of the Suva subdivision, but still 

within the Central Division, access health services either through health centres (8.00a.m. to 

4.30p.m.), or through subdivisional hospitals’ 24-hour outpatient and emergency services, but 

need a referral to use the divisional hospital. Those outside the Central Division can directly 

access health services through health centres, subdivisional hospitals, or the divisional hospital. 
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8.3.1 The Rewa Subdivision  

One study site (health centre ‘A’) was located in the Rewa subdivision, where decentralisation 

has not been implemented. The mostly rural Rewa subdivision is home to 84,413 people, 

accounting for 9% of the total population of Fiji (36). Approximately 60% of the population is 

i-Taukei, 25% Fijians of Indian descent and the remainder other ethnic groups (27). The 

population is relatively young: 26% 0-4 years; 69% 15-64 years; and 5% over 64 years (27). A 

majority is in the working age group, but there is still a significant economically dependent 

population (children and elderly).  

 

The Rewa River is the most pronounced feature of the subdivision. It meanders through the 

delta, dividing it from the urban Suva subdivision. Most of the population lives near the river, 

and the role that the river plays in the lives of the people living on the delta cannot be 

understated. Economic significance aside, the river is a force of nature and prone to flooding 

during heavy rains, reflected in the design of infrastructure and housing. Roads are generally 

at elevated levels and houses along the banks are on concrete piles. Nonetheless, during heavy 

rains, the river floods the surrounding areas and often hinders access to the bridge, the only 

transport infrastructure leading to the divisional hospital in Suva. The main roads are tar-sealed 

while subsidiary roads are dirt roads. However, most roads do not have pedestrian pavements 

and often lack street lighting. In the event of heavy rain, these dirt roads are underwater, making 

them impassable to buses and other public transportation. With the Central Division being on 

the rainy side of Fiji, it rains for periods of each day, with consistent rain during the wetter 

season before summer. For most patients accessing health services, this situation creates 

difficulties in getting to the main tar-sealed road from a flooded dirt road, to catch a bus to the 

health centre.  

 

The township of Nausori is the economic centre and centre of transport infrastructure in the 

subdivision. The town houses a newly built bus station known locally as a ‘bus stand’ which 

links patients with the health infrastructure and is a transit point for referrals to the divisional 

hospital in Suva City. While there are no government-run bus services, bus fares are regulated 

by the government; several private bus companies provide bus services. Other forms of 

transportation include taxis and mini-buses. Taxis have stations around the subdivision. Mini-

buses have a fixed fare of $1.50 around the subdivision. Private vehicle ownership is growing 
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but remains lower than in the Suva subdivision. Fijians of Indian descent in Rewa, consistent 

with national trends, have a higher rate of private vehicle ownership than any other ethnic 

group.  

 

This subdivision has eight health facilities comprising one subdivisional hospital, two health 

centres and five nursing stations (Figure 18). Most of these health facilities are located along 

the river, with the subdivisional hospital and one health centre located on tar-sealed roads. The 

remaining five health facilities are located along dirt roads. All health facilities are serviced by 

public transportation, with some having additional means such as taxis and mini-buses. The 

Nausori health centre, located in the centre of Nausori town, and within walking distance from 

the bus stand is the most easily accessible. The five health facilities along the river are prone 

to flooding and as a result can have their access cut-off. However, in heavy rain, there may be 

limited or no public transportation between villages and any health facility.  
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Figure 18 Location of health facilities (non-decentralised) in Rewa subdivision 

 

Nursing stations and health centres provide services Monday to Friday, 8.00a.m. to 4.30p.m., 

with subdivisional hospitals providing limited after-hours and weekend services. One of the 

study sites, a non-decentralised health centre, is described below. 

 

Health Centre ‘A’  

Health centre ‘A’ is one of two health centres located in the subdivision. Located in a rural 

setting, it is accessible through a mix of sealed and unsealed roads and is seven and a half 

kilometres from subdivisional hospital by a dirt road. The health centre comprises two zones, 

covering 19 villages and 17 settlements, serving approximately 10,000 persons, 80% of whom 
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are i-Taukei (Table 16). Larger villages comprise “roughly 60 house[holds]” (P10). 

Communities surrounding the health centre are from lower socio-economic groups, with poor 

infrastructure and sanitation: “They do not even have lights. They use kerosene lamps” (P17).  

 

Table 16 Key characteristics of health centre ‘A’  

Characteristic Details 

Level C 

Population Catchment 10,367 
Geographical Zones 2 

Number of Doctors 0 
Number of Nurse Practitioners 1 
Number of Nurses (Outpatient Department) 2 

Number of Nurses (Other areas) 3 
Opening Hours Mon-Fri (8.00a.m. to 4.30p.m.) 

Notes: 

1. Based on Ministry of Health 2010 - 2014 raw data. 

 

The health centre, located on an elevated hill beside a dusty dirt road, has a bus shelter within 

its compound at the base of the hill (Figure 19). As noted by patients, the health centre is “in a 

good [location] because in Nausori there is [also] a health centre and this side there is this one” 

(P1). The extensive health centre compound comprises four small buildings: an on-call nurse’s 

residence, a mortuary, and two other buildings that deliver health services (Figure 20). The 

health centre has an open feel to it, is well ventilated and illuminated by natural lighting. The 

outside waiting area is rudimentary, consisting of wooden benches and a table with waiting 

numbers on it. Despite the large compound, the health centre has limited parking. 
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Figure 19 Health centre ‘A’ 
 

In the main building are a pharmacy, records rooms, consultation and treatments rooms, a small 

waiting area and staff and storage areas. The second, smaller building is used for a weekly 

dental clinic, the zone nurses room and a tea-room for staff. The two buildings are linked by 

an outdoor, but undercover, waiting area for patients. Health services provided at the health 

centre include general outpatients, special outpatients, accident and emergency, treatment and 

dressing services, pharmacy, and clinics for maternal and child health care, childhood illnesses, 

and family planning. The on-call nurse provided on-site after-hours care limited to emergencies 

only. Zone nurses provide community-based services: “It happens once a month. So those that 

are not able to go [to the health centre] use it at that time” (P10).  The subdivisional hospital 

provides all other after-hours care. 
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Figure 20 Layout of health centre ‘A’
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8.3.2 The Suva Subdivision 

The Suva subdivision is home to 217,597 people, accounting for 23% of the total 

population of Fiji, the majority being i-Taukei (22, 26, 27): “We see about 60% i-Taukei 

patients, 30% Fijians of Indian descent and 10% [from the] other [ethnic groups]” (W18). 

The population is relatively young: approximately 28% of the population is aged 0-14 

years; 68% 15-64 years; and 4% over 64 years (27). Suva subdivision has a large population 

in the working age group and a significant dependency (children and the elderly) population 

group. With the expiry of land leases leading to a search for better employment and 

education opportunities, the subdivision has seen an influx of people from other parts of 

Fiji.  

 

The subdivision is the urban face of Fiji and is its economic and political centre. Two main 

arterial roads intersect the subdivision, with both commercial and residential development 

springing outwards from these roads. Informal roadside stalls selling food, fruits and 

vegetables and freshly caught seafood line these two roads, making the road a busy, 

bustling life-line for the residents. Numerous smaller roads connect suburbs and provide 

links to other subdivisions. Roads are mostly tar-sealed, though riddled with potholes and 

many lack pedestrian pavements; there are dirt roads in smaller villages on the outskirts. 

After years of neglect, in the past decade these roads have been significantly repaired and 

improved, including pedestrian pavements and street lighting. Numerous small bridges are 

dilapidated and being repaired. However, infrastructural rejuvenation is causing lengthy 

delays to travel, particularly during peak commuter hours.  

 

As the most economically diverse area in Fiji, there is a pronounced gap between the rich 

and the poor, as well as a growing middle class. The economic gap is reflected in housing, 

ranging from large, well-manicured properties of the affluent to the close-packed, 

makeshift shanty houses, known locally as ‘squatter settlements’. The better-off can afford 

private health services: “…it has got to do with affordability, we can afford private doctors” 

(P42). A significant portion of the population, however, is dependent on the public health 

system as their primary provider of health care:  

 



141 
 

…most of the patients that are coming [to the health centre] are from the not 
so well-off areas. They present with problems related to overcrowding and all 
those socio-economic problems, malnutrition and skin infections. So, the 
majority of our cases are from the not-so-well-off areas (W30). 

I think some people have no option but to come to the health centre. Plenty of 
people from the nearby communities come to the health centre, from the 
villages and nearby squatter settlements (P23).  

 

One wage-earner per household is common, limiting choice of health service: “I am not 

working. My husband, he is the only [one] supporting us. Having two children, private 

doctors are not affordable” (P26). In recent years commercial activities, once restricted to 

the city centre, have pushed outwards into the suburban landscape, creating thriving town 

centres across the subdivision, often near government services such as post offices, health 

centres and police stations, and have given rise to numerous private general practitioners 

and pharmacies opening up. The subdivision now incorporates the city of Suva, the more 

populous township of Nasinu, and several other developing commercial areas, supporting 

a well-established public transportation system which, like the Rewa subdivision, is 

provided by private companies. Bus stations are provided by the local government. The 

Suva ‘bus stand’ serves as the principal transport hub to all areas in the subdivision, and is 

a frequent transit point when being referred to the divisional hospital from any of the 

peripheral health centres. While there is a good mix of public transportation, some areas 

have better and more frequent transportation options. A higher rate of ownership of private 

vehicles, predominantly by Fijians of Indian descent, is also seen in this subdivision.  

 

In this subdivision there are six health centres, one nursing station and a divisional hospital, 

but no subdivisional hospital. These six health centres, located in geographical clusterings 

of the population, are shown in Figure 21. All six are located close to the two main arterial 

roads and serviced by all forms of public transportation, although duration, time and 

availability of services provided vary.  
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Figure 21 Location of decentralised health centres 

 

Geographical catchments of three health centres, illustrated in Figure 22, highlight 

variations in size, indicating some patients need to travel long distances to get to health 

facilities, with more time and money spent in seeking health care. 



143 
 

 

Figure 22 Population catchment of three decentralised health centres 
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An administrator noted: “Suva is a very different environment ... and it is a challenge 

because of number one, you have the most densely populated area… That is a huge 

population…that tends to use the six health centres in the Suva subdivision” (A1). Health 

professionals in the Suva subdivision are rostered on shifts to facilitate the delivery of 

health services over extended hours. During weekdays, the ‘morning shift’ runs from 

6.30a.m. to 2.00p.m., and the ‘afternoon shift’ 2.00p.m. to 10.00p.m. Nurses strictly adhere 

to these shifts with there being a minimum of two nurses per shift, and a total of at least 

eight nurses during the weekdays to work in the outpatient department. Doctors’ rosters are 

staggered (6.30a.m. to 10.00a.m., 8.00a.m. to 4.00p.m., and 2.00p.m. to 10.00p.m.) so that 

more than one doctor is available at any one time during weekdays. In some health centres, 

a locum doctor works 6.00p.m. to 10.00p.m. In the weekends, there is only shift for both 

doctors and nurses, i.e. 8.00a.m. to 4.00p.m. 

 

The condition of most decentralised health centres is deteriorating, with buildings old and 

poorly maintained. Walls and ceilings are generally damaged and dirty, with peeling paint, 

broken floor tiles and incomplete repairs. In many health centres, lights are not in working 

condition, walls and furniture such as desk, chairs and benches are broken or damaged. 

Examples from three decentralised health centres, illustrate this.  

 

Health Centre ‘X’  

Health centre ‘X’, is located about 150 metres (a five-minute steady walk) from the main 

road, in a built-up peri-urban area. It is about five and a half kilometres from the divisional 

hospital. Its catchment is nearly 28,000 people in three zones, close to 80% belonging to 

the i-Taukei ethnic group. The health centre has a mix of health professionals (Table 17) 

who spend approximately 6.7 minutes per patient (see Chapter 7).  
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Table 17 Key characteristics of health centre ‘X’  

Characteristic  Details 

Level B 
Population Catchment 27,853 
Geographical Zones 3 
Rostered Doctors 3 
Locum Doctors 1 
Nurse Practitioners 0 
Nurses (Outpatient Department) 2 
Nurses (Other areas) 5 
Doctor: Patient Ratio 1:13,927 
Nurse: Patient Ratio 1:3,482 
Opening Hours Mon -Fri (6.30a.m. to 10.00p.m.) 

Sat/Sun/Public Holidays (8.00a.m. to 4.00p.m.) 
Notes: 

1. Based on Ministry of Health 2010 - 2014 raw data. 

 

The health centre occupies a large two-storey building, situated on a large area, with space 

not only for a health centre but a doctor’s residence and ample parking (Figure 23). The 

ground floor is the central area accessed by patients, with triaging, general outpatient, 

special outpatient, accident and emergency, treatment and dressing rooms, scanning 

services, pharmacy, and clinics for childhood illnesses, family planning and maternal and 

child health (Figure 24). The top floor houses dental services, a residence for the Sister-in-

charge, conference room for training and zone nurses rooms. Consistent with all other 

decentralised health centres, signage outside the building indicates the range, day and time 

of services offered. 

 

The doctor’s residence was initially envisioned to house a doctor so that the area could have 

emergency care after 4.30p.m. (the opening hours at the time). Since decentralisation and 

hours extended to 10.00p.m., the doctor’s residence is now used by the subdivisional health 

sister. 
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Figure 23 Health centre ‘X’ 
 

This health centre is large and spacious, newer than most health centres in the subdivision, 

and in a better state: “…the waiting area is a lot bigger. [There are] two waiting areas. So, 

the structure is a lot better. Our offices are upstairs and don’t get in the way” (W14). There 

are numerous windows around the health centre, providing ample natural lighting and 

ventilation. The hallways inside the building are wide, and there are three entry/exit points. 

Outpatients use the main entry point, while the second is for maternal and child health 

services and the third, a dedicated entry point for ambulance pickup of patients from 

accident and emergency services.  
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Figure 24 Ground floor of health centre ‘X’
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Health Centre ‘Y’  

Health centre ‘Y’, located next to a main arterial road, serves the surrounding residential 

areas of approximately 45,000 persons. The health centre, situated on the premises of a 

large tertiary education provider, is six kilometres from the divisional hospital. The 

population catchment, spread over six zones, comprises a mixed population, of which 

roughly 55% belong to the i-Taukei ethnic group. The health centre has a mix of health 

professionals (Table 18) and similar to health centre ‘X’, medical officers spend 

approximately 6.7 minutes per patient (see Chapter 7). 

 

Table 18 Key characteristics of health centre ‘Y’  

Characteristic Details 

Level A 
Population Catchment 43,774 
Geographical Zones 6 
Rostered Doctors 2 
Locum Doctors 0 
Nurse Practitioners 1 
Nurses (Outpatient Department) 2 
Nurses (Other areas) 6 
Doctor: Patient Ratio 1:21,887 
Nurse: Patient Ratio 1:5,472 
Opening Hours Mon -Fri (6.30a.m. to 10.00p.m.) 

Sat/Sun/Public Holidays (8.00a.m. to 4.00p.m.) 
Notes: 

1. Based on Ministry of Health 2010 - 2014 raw data. 

 

The health centre (Figure 25) consists of two buildings, separated by approximately 25 

metres. The main (and larger) building ‘A’ of the health centre, located on the campus of a 

tertiary education provider, houses outpatients, emergency services, treatment and dressing 

services, special outpatients and maternal and child health services (Figure 26). The 

building, originally intended as a training facility for the tertiary provider's students, is 

staffed and operated by the Ministry of Health. The second building ‘B’, separated from 

the main building by a large lecture theatre belonging to the tertiary education provider, is 

located on Ministry of Health premises and accommodates zone nursing services. 
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Figure 25 Health centre ‘Y’ 

 

Health Centre ‘Y’ is small, and congested. The passageways inside the building are narrow, 

hindering the movement of both patients and staff, adding to the crowdedness. 

Additionally, the building is old, poorly maintained and in a general state of disrepair. 
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Figure 26 Layout of health centre ‘Y’ – Building A 
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Health Centre ‘Z’  

Health centre ‘Z’ is approximately eight kilometres from the divisional hospital, located in 

the middle of a busy urban township, across from a primary school on one side and a 

supermarket on the other (Figure 27). Its population catchment is spread over five zones, 

characterised by a mostly middle-class population of approximately 50,000 persons, with 

55% belonging to the i-Taukei ethnic group.  Having a larger population catchment (Table 

19) means that the medical officers at the health centre spend approximately 2.8 minutes 

per patient (see Chapter 7). 

 

Table 19 Key characteristics of health centre ‘Z’  

Characteristic Details 

Level A 
Population Catchment 50,187 
Geographical Zones 5 
Doctors 3 
Locum Doctors 1 
Nurse Practitioners 1 
Nurses (Outpatient Department) 4 
Nurses (Other areas) 13 
Doctor: Patient Ratio 1:8,365 
Nurse: Patient Ratio 1:3,137 
Opening Hours Mon -Fri (6.30a.m. to 10.00p.m.) 

Sat/Sun/Public Holidays (8.00a.m. to 4.00p.m.) 
Notes: 

1. Based on Ministry of Health 2010 - 2014 raw data. 
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Figure 27 Health centre ‘Z’ 
 

The health centre consists of five separate buildings linked through outdoor, but undercover 

corridors (Figure 28). The health centre is congested, and the layout of the buildings blocks 

ventilation and creates a dark, damp atmosphere, exacerbated by the hot and humid weather 

conditions of Suva. There are four consultation rooms at the health centre, a triage room, a 

receptionist and file room, a room for emergencies and another for dressing and treatment. 

The health centre has an x-ray and scan room and a lab for blood testing, which also 

conducts biochemistry, haematology and serology tests for those from surrounding health 

centres. Also, there is a clinic for special outpatient services, a maternal and child health 

clinic, dental clinic and a pharmacy. The layout gives an impression of an unplanned health 

centre with buildings added as the need arose. 
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Figure 28 Layout of health centre ‘Z’ 



154 
 

Divisional Hospital 

The divisional hospital is the primary provider of after-hours outpatient care. Located 

between one and 11 kilometres from the six health centres (Figure 21), after-hours care is 

provided at the Accident and Emergency Department of the divisional hospital. A transfer 

of workload from the divisional hospital to the decentralised health centres has meant that 

medical officers (Table 20) spend an average of average of 20 minutes per patient (see 

Chapter 7).  

 

Table 20 Key characteristics of the Accident and Emergency outpatient services 

Characteristic Details 

Number of Doctors 3 
Locum Doctors 1 
Nurse Practitioners 1 
Nurses (Outpatient Department) 7 
Doctor: Patient Ratio 1:6,504 
Nurse: Patient Ratio 1:4,646 
Opening Hours Mon -Fri (10.00p.m. to 6.30a.m.) 

Sat/Sun/Public Holidays (4.00p.m. to 8.00a.m.) 
Notes: 

1. Based on Ministry of Health 2010 - 2014 raw data. 

 

The Accident and Emergency Department has two sections: one that serves as a waiting 

area; and the other accessible only by health professionals and patients receiving treatment 

(Figure 29 and Figure 30 respectively). The waiting area has a reception, triage area and 

nebuliser station. The first point of contact for patients is Reception. The receptionist also 

performs the duty of the recorder. The Accident and Emergency Department, though linked 

to the national patient information system, maintains paper patient folders and manual 

registers. Being linked to the national patient information system allows the receptionist to 

issue a national health number, create new files for patients, or retrieve existing files. Unlike 

health centres, patients do not receive waiting numbers. Instead, the receptionist passes the 

patient files to the triage nurse who calls patients in the order folders were received unless 

a patient requires immediate medical attention. The waiting area is dilapidated and has 

broken seats. However, unlike health centres, seats are padded and have back support, 

offering some comfort to patients.  
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Figure 29 Waiting area in the Accident and Emergency Department 
 

The inner section consists of a doctor’s station, a treatment area, a high dependency unit 

and trauma area (Figure 31). After-hours care is provided in the treatment area with any 

patients needing further monitoring and care referred to the high dependency unit. From 

the high dependency unit, patients are referred to the step-down unit located next to the 

waiting area.  
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Figure 30 Waiting area - Accident and Emergency Department of the divisional hospital 
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Figure 31 Treatment area at the Accident and Emergency Department



158 
 

8.4 Conclusion 

This chapter described the characteristics of health facilities in the primary and secondary study 

sites, illuminating several access issues: how accommodating and acceptable these health 

facilities were to patients, particularly in terms of comfort, attractiveness and welcoming 

feeling; and the accessibility of these health facilities. Three crucial issues central to the 

understanding of access emergent in the following chapters were highlighted.  

 

Firstly, there is a parallel system: a decentralised health system in the Suva subdivision, where 

health centres are the point of access to all public health services for patients through; and a 

non-decentralised health system where patients are free to access health services either through 

a health centre or a subdivisional hospital. Common to both is a divisional hospital that can 

only be accessed by referral. Secondly, there are differences in how the delivery of health 

services is organised. There are many reasons for these differences: how patients are 

accommodated, the layout and space of the health centre, the organisation of walk-in facilities, 

waiting, triage and medical consultations. Finally, the communities that use decentralised 

health facilities are the most socio-economically disadvantaged groups, who have no 

alternative options.   

 

The perspectives of administrators, health professionals working in health centres and patients 

using decentralised health services reveal challenges and variations in access across and within 

health facilities population catchments. These are reported in Chapters 9 to 12. 
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Chapter 9 Challenges of Implementing Decentralisation: The 

Experience of Administrators 

 

9.1 Introduction  

Discussed in Chapter 3, without proper formulation and implementation, decentralisation can 

have adverse effects on health outcomes including access (182). Implementation should not be 

an isolated event but should link together health system elements including political, 

organisational, behavioural, human and financial factors and local support (127, 145, 164). 

Health administrators are central in navigating and bringing these factors together to ensure 

successful implementation of decentralisation policy to achieve improved health outcomes and   

access to health care. This is not an easy task, and each country is fraught with implementation 

challenges.  

 

This chapter documents the perspective of administrators in championing and implementing 

decentralisation, the challenges faced, and implications of change for access to health care. 

Administrators’ overall assessment of the benefits and intention of decentralisation are 

summarised, experiences of the pilot phase and subsequent roll out of decentralisation to 

remaining sites described and views on the impact on patient and quality of care discussed.  

 

9.2 Participant Profile 

Implementing the decentralisation policy, confined to one subdivision, involved a handful of 

administrators. Of these, four were interviewed, who had vital roles in the implementation 

process. Administrator 1 was central to the decentralisation process, responsible for the “roll-

out” of the policy, meeting of deadlines and in meeting decentralisation objectives: “I was 

responsible for…ensuring that people were accessing, and they were getting health care at a 

level that was accessible to them” (A1). 
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Two administrators held key management positions and once decentralisation was 

implemented by ‘Administrator1’, were responsible for day-to-day implementation of the 

policy. Administrator 2’s responsibilities included staffing, logistics, and business planning. 

Day-to-day operations of health centres and resourcing them to “be able to provide quality 

health service to the people of Suva” were the responsibilities of Administrator 3. 

Administrator 4 had a crucial position in the administration of medicines, biomedical 

equipment and consumables, all pivotal in the delivery of healthcare, and in improving access, 

provided a different perspective: “…as per Minister of Health expectations, [my role] is to 

manage the procurement, warehouse and distributions of all medical supplies for the Ministry 

of Health” (A4). 

 

9.3 Decentralisation is “a Good Thing But…” 

While health administrators agreed in principle with decentralising outpatient services, they 

expressed clear reservations about the reform in their discussions of planning and 

implementation and the impact on resources, staffing or service delivery. Repeatedly in the 

interviews, administrators started by saying that decentralisation is a good thing, and followed 

this assertion with a ‘but’:  

 

I agree with the decentralisation and redistribution, but the extended hours 
defeated the purpose. It made the public health facility a clinically orientated 
facility rather than public health (A2). 

So far for me decentralisation is a very good initiative regarding the service 
provision to the public. You can go to the health centre as early as 6.30a.m.; 
services are already being provided, which is good for the patients regarding 
service provision accessibility. However, the issue is whether this decentralisation 
was planned well (A3). 

 

Key to this notion was the administrators’ views on the vision, need and drive for 

decentralisation. The vision for decentralisation guided administrators in planning and 

implementing the decentralisation initiative: 

  

My first concept of the decentralisation was basic access [for] people in terms of 
longer hours…At the back of your mind, you must remember that the 
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decentralisation, number one, was targeted because of access to primary care and 
how every individual should have access. The second was to allow the [divisional 
hospital] to develop along tertiary and specialist lines. So, at the back of the entire 
pilot, we were trying to make this work so that [divisional hospital] could be free 
to develop along these lines (A1). 

 

Administrators felt that there was a political push to decentralise; it was a political tool for the 

government to appease voters: “The policy of the government is to please the people” (A3). 

Indeed, in their opinion many developments in the health sector, including decentralisation, 

were politically motivated and driven: 

 

Other health centres, are coming up [for decentralisation]; not only in Suva but all 
over Fiji and these are just political things (A3). 

One of the things I think I must add is that under the Road Mapxxiv that this current 
government has, one of the most critical thing was ensuring that communities have 
access to health care. This decentralisation was done so that every person had that 
access. That was the vision. I think that was one of the reasons for that political 
push for decentralisation (A1). 

 

There was also a sense amongst the administrators that continuity of decentralisation hinged 

on the election of the interim government. This feeling heightened closer to the September 

2014 elections, which occurred during the implementation period. As a result, uncertainty 

around planning and implementation activities meant delays in decisions made: “We have 

asked for it [resources], and I am assuming it will depend on the outcome of September the 

17th”xxv (A1). Moreover, some initiatives were on hold until after the election: “You know 

there’s going to be a birthing unit at [health centre ‘L’]xxvi. That was supposed to be done this 

year but is on hold until next year or maybe not, depends on the election” (A2). Uncertainty 

was reflected not only in the implementation of the decentralisation policy but also in its 

planning as discussed below.   

 

                                                           
xxiv The People’s Charter for Change, Peace and Progress and the Roadmap for Democracy and Sustainable Socio-
economic Development are two key national documents that have shaped policy direction in Fiji. Both documents 
have emphasised the importance of quality health care and access to health services (See Chapter 2). 
xxv National elections in Fiji were held on the 17th of September 2014. 
xxvi Health centre ‘L’ is a Level A decentralised health centre, not included in this study. 
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9.4 The Intention: Strengthened Health Centres, Expanded Hours, Extended 

Services   

Strengthening of health centres, involving some upgrades to the number and mix of staff, as 

well as the equipment and supplies quota (see Chapters 5 and 7) was integral to decentralisation 

and formed the first step in the implementation process. Health centre levels (A, B, C – see 

Chapter 2), based on the size of the population that they serve, determine the services offered, 

quota and frequency of replenishment of their supply of medicine and consumables (see 

Chapter 7). As part of decentralisation, administrators upgraded the levels, thereby not only 

increasing the quotas of both consumables and medications but also paving the way for the 

upgrading of health centres regarding the services they were able to provide: 

 

The health centres are categorised into different levels, A, B, and C.  So, [health 
centre ‘Z’] was the only Level A health centre at that stage…All the others were 
Level C’s. So, all of them got upgraded to at least a level B. [Health centre ‘Z’] 
and [another larger health centre] were upgraded to Level A to ensure all the 
diagnostics were available and because they already had the dental, oral health 
teams there (A1). 

 

However, while health centres were upgraded regarding their categorisation, the accompanying 

increases to resources did not follow. Indeed, decentralised health centres did not receive 

equipment upgrades for several years (see Chapters 7 and 10). Administrators corroborated 

these findings, but went on to explain that despite being decentralised, health centres, viewed 

as lower level facilities, were only upgraded after higher-level facilities:  

 

This year the allocation was for subdivisional hospitals only. So, they started [last 
year 2013] with a divisional hospital, and this year, they had supplied the 
subdivisional hospital their equipment.  Maybe by next year. It is by phases. So, we 
will be the last ones to be equipped. Currently, at health centres the resources [are] 
their old resources. It is repaired or replaced when they malfunction (A3). 

 

Nevertheless, some upgrades to resources at health centres enabled health centres to undertake 

new or extended roles, such as dealing with emergencies. As a result, health centres were 

resourced to carry out these functions: 
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An upgrade of our emergency section including our emergency trolley and the 
drugs that we have access to had to be undertaken. We also had to improve our 
basic mechanical gear for emergency services like in paediatric life support, 
paediatric masks, and the whole works (A1). 

 

Improvements to supplies of medicines were made to accommodate increased utilisation and 

extended hours of service delivery: “We improved the cycle of replenishment to a monthly 

instead of a quarterly basis” (A1). While from an administrative perspective larger quantities 

could have been supplied for a three-month period, health facilities lacked storage space: “We 

reduced to a monthly management schedule for several reasons. One is demand will increase, 

and they do not have sufficient storage space” (A4). Also, the pharmaceutical quotas for the 

Suva subdivision health centres increased, but not because the per-patient allocation rose: “The 

increase in population size in Fiji, is not that much. There was a lot of mobilisation happening. 

Many people are coming from North and moving to this place” (A4). Administrators also noted 

that any shortages could be addressed through one-off supplemental orders that could be done 

at any point in time. 

 

Despite some upgrades and reclassification of health centres, providing a full range of services 

for the extended hours of operation under decentralisation was a challenge for administrators. 

Discussed in Chapters 5 and 7, only medical consultations were available throughout the full 

opening hours, while diagnostic, and pharmacy services were limited to 8.00a.m. to 4.30p.m. 

“In the night, no. Not at this stage and that is predominantly [having] enough space, 

affordability and human resources issue” (A1). 

 

More critical to the patient was that pharmacy services were not open throughout opening 

hours. The issue of providing continuous pharmacy services received high-level support: “In 

April (2014), the Minister tasked me with the issue because he wants the pharmacy services to 

be open until 10.00p.m. and during weekends and holidays too” (A3). Despite all decentralised 

health centres having pharmacies on site and the support for extending hours, five years on 

from decentralisation, no health centre had pharmacy services during the eveningsxxvii. “We 

                                                           
xxvii At the end of 2014, two of the six decentralised health centres extended their pharmacy hours of operation for 
the full opening hours of the health centre. To date all other decentralised health centres retain their original hours 
of operation for their pharmacies.  
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would like to give a non-stop pharmacy, but we cannot do that. There are limitations to what 

government can provide at the budget that we have” (A1).  

 

9.5 Starting from Scratch: The Trial Period  

The administrator-in-charge of the overall implementation of the decentralisation policy 

reflected: “So, what I was told [was] that we needed to start somewhere” (A1). This notion of 

‘starting somewhere’ became a recurring theme in the administrators’ interviews:  

 

The actual implementation was from scratch, but this decentralisation had been in 
the wings for the last 20 years. People had been talking about it, but nobody had 
the inclination to get it started. People were always arguing about the pros and 
cons of it, but, regarding getting a pilot site or having a roll-out just to see how 
effective it would be, was never done (A1). 

 

This Administrator was referring to decentralisation being considered in policy since 1979 and 

the failed initiative of 1999 (see Chapter 5).  However, the present decentralisation initiative 

differed in the incremental approach taken not only to planning but implementation. As a first 

step, administrators undertook planning for decentralisation of one pilot health centre: 

 

So, this is supposed to be a small pilot, and my responsibility was to ensure that it 
was done successfully at [health centre ‘Z’], including a human resources 
distribution along the timelines and ensuring…that people were accessing and they 
were getting health care at a level that was accessible to them (A1). 

 

A pilot project allowed administrators to identify what would happen when a health centre was 

decentralised and was crucial in informing plans on how to decentralise the remaining four 

health centres. They observed how health centre workers would handle the extended hours of 

operation, what would the utilisation patterns be like, and to also learn from the pilot project, 

and incorporate these lessons to the conceptualisation of the full roll-outxxviii: 

 

                                                           
xxviii Decentralisation began with a pilot, consisting of one health centre and then was rolled-out to the remaining 
five health centres.  
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Drawing up schedules and seeing who would come at what time. We had a month 
as the initial trial period…because there were going to be hiccups. Also, preparing 
for contingencies. What was going to happen if there was going to be a flood of 
patients in the afternoon or flood of patients early in the morning? What would 
happen in the emergency circumstances? (A1). 

 

Despite intentions for an orderly, planned implementation process, planning for the initial pilot 

was rushed, and reduced the opportunity to learn from and inform plans on implementation in 

remaining health centres, and the shape that decentralisation would take, significantly 

impacting access to health care. Instead of being given time to plan, administrators had to meet 

tight deadlines. As a result, administrators were not able to plan for the entire spectrum of 

outpatient services and had to prioritise based on what they believed was achievable within the 

limited time they had to plan, and the deadline they were given to start implementing those 

plans: 

 

Well, I was given a day of consultation and given a week and told that this has to 
happen within the following week. I was asked what I needed. The main thing at 
that level was human resources. So, I was given adequate human resources. We 
had conceptualised regarding the service hours and what would be affected. So, 
lab services, the access to diagnostics, the access to pharmaceutical. However, Fiji 
is highly short of skilled human resources. So, we had to prioritise…What I was 
told that we needed to start somewhere (A1). 

 

Such consultation as did occur, was limited to the pilot phase, when representatives from the 

different teams were brought together in planning for decentralisation, allowing for 

collaboration amongst the team in identifying and allocating resources: 

 

It was more like a technical working group for decentralisation that was 
commissioned, which had the pharmacy team, the biomedical team, human 
resources, finance and transport. It also had the respective divisional medical 
officer’s representative, x-ray, laboratory and physiotherapy. So, all the cadres 
were represented in determining which were the priority needs, what we needed 
(A1). 
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9.6 The Roll-Out: Decision-Making on the Run  

Chapter 3 highlighted that implementation is key to the success of decentralisation. Termed 

‘roll-out’, decentralisation took a deliberately incremental approach, allowing for adjustments 

as implementation activities were being carried out. This enabled lessons learnt from the pilot 

phase to be applied to the full roll-out of decentralisation, minimising any adverse impacts on 

the system and the patient: “When the roll-out actually happened, the initial hiccups we had in 

[health centre ‘Z’] were minimised, or the gaps that we faced didn’t actually eventuate in the 

roll-out” (A1). Following the pilot phase, decentralisation was implemented incrementally in 

the remaining Suva subdivision health centres over the period 2010-2011, to minimise some 

fiscal and logistics constraints: 

 

The reason it took about a year was because…improving diagnostics, getting in 
equipment, getting in the right supply chains, getting those consultations with Fiji 
Pharmaceutical and Biomedical Services, that takes a long time. Also, our budget 
is in annual cycles. So, putting in the requests for biomedical equipment, putting 
the request for additions or changes in infrastructure, that took time (A1). 

 

9.6.1 Decision-Making on the Run  

The rushed feeling was echoed once again when administrators had to develop plans for the 

full roll-out of the decentralisation policy. Administrators were given a short time frame to 

collect information about the pilot project and incorporate lessons learnt into a 

conceptualisation document that would guide the process for ongoing decentralising and 

closing divisional hospital outpatient services: 

 

The conceptualisation phase…the targeted roll-out was the first week of January, 
and so I worked on that from November, the whole of December and had the first 
concept paper ready by January …[when] I was called back up to Headquarters 
to roll-out the concept (A1). 

 

Rushing the planning process resulted in plans not documented well, and often managers felt 

they had nothing ‘on paper’ outlining what was to be done, how it would be done, and with 

what resources. There was a feeling that plans only looked at the infrastructure (where the 

service will be located) but not the resources needed to provide the service.  This affected 
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administrators’ ability to manage the implementation process including staffing and resourcing 

the health centres and delivery of services: 

 

…when we implemented, we found problems because we are rushed into making 
decisions.  I do not have a problem with the decision. It is for the benefit of the 
people. My problem is how we manage the transition from where we are and the 
ideal. That was not well planned (A4). 

 

This administrator described as “weak” the planning for human and other resources, supplies, 

vehicles and public awareness. Another administrator commented on how the plans for 

decentralisation did not factor in the need to change existing terms and conditions of 

employment for medical officers which defined their working hours.  The result was confusion 

amongst medical officers on the hours that they could work, what constituted overtime and 

what claims and allowances they were entitled to: 

 

Because these health centres, when these new services were introduced, it was not 
covered in our general orders that we work on. So basically, we introduced the 
service, and it did not cover our working hours and what we can claim for 
accordingly under general orders-  you know all the work conditions (A2). 

 

The rushed implementation meant that various initiatives were not thought through properly, 

lacked consultation, and resulted in confusion amongst both health care workers and patients. 

As a result, plans had to be adjusted to reflect the practical realities in delivering health services. 

Initially, a crucial issue that created confusion in the mind of both the patient and provider 

concerned which health centre patients could use. Patients believed that they could use any 

health centre whereas staff, who noted the importance of monitoring and following-up cases 

through community-based programmes, were under the impression that patients could only use 

the health facility closest to where they live:   

 

So, if somebody from the outside area came to [health centre ‘Z’], they would have 
said ‘no we cannot see you here, you have to go to [health centre ‘Y’]’. However, 
that changed. So, initially, we said anybody who comes in seeking health care must 
be given health attention. There were hiccups because people were saying that our 
zone nurses do not cater to them. So, we were saying call up the other zone nurse 
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and say that this patient needs to be followed up, whatever it is, whether it is a 
domiciliary care. However, anybody coming into the health centre must be given 
that service (A1). 

 

Another significant confusion arose around the workings of the new referral system. While 

emergency referral procedures remained the same and were evident in the mind of health 

workers, confusion arose around the plans for a new referral system for non-emergency 

proceduresxxix. Plans for the new referral system did not take into account resources available 

on the ground level and practical considerations for both patients and staff. As a result, 

administrators had to revert to the system that was in place before the change: 

 

They tried to implement a new referral system, they send it by fax to [divisional] 
hospital - the patient details and everything and then [divisional] hospital contacts 
the patient on the day to visit. That did not work because first of all, they did not 
have a fax. However, eventually they got the fax, and then the patient was not 
called. Why can’t we just call them, book a date, they give us a date, the nurse looks 
through the register, okay this date is free, you write a referral? So, they tried to 
change that, fax it to them, and they call the patient. One, if they receive the fax or 
not, they do not acknowledge. Two, if they do not call the patient, you do not know.  
So, we stopped it. We had to stop it (A2). 

 

9.6.2 Lack of Consultation   

A significant concern of administrators was the lack of consultation during the planning stages 

for decentralisation. To illustrate, decentralisation was planned and initially implemented by a 

special projects officer rather than by managers who were responsible for the Suva subdivision: 

“Ideally decentralisation should not have been done by a project officer. It should have been 

done by the divisional medical officer who is the overall manager of that division” (A1). From 

thereon, administrators responsible for implementing decentralisation felt that they were not 

involved in the process: “Okay basically when the decentralisation came into effect, I was not 

directly involved with it” (A2).  

 

                                                           
xxix Non-emergency procedures include scans, x-rays, blood tests, special outpatient clinics and non-emergency 
surgical procedures. 



169 
 

Apart from the administrator responsible for planning and rolling-out the decentralisation 

policy, there was a sense from others that there was no consultation during the planning phase. 

Said one: “But there is no consultation. They say to do it, and it is done” (A2). Indeed, 

administrators felt that the motive to decentralise was a political decision, with many decisions 

taken by the Minister, Permanent Secretary and at Cabinet levels:  

 

They based it on the People’s Charter for Change which said decentralise the 
service. The actual process of doing it was determined, I mean, basically without 
consultation. So, they said this is how we are doing it. We start from this time and 
end at this time. So, it was an instruction, and we carried it out (A2). 

I wished that every stakeholder was consulted so that we can plan well and we have 
a good go-live date. So, that everyone is ready. So, that resources are ready, and 
people can go to those health facilities (A4).   

 

Administrators felt they were in a pivotal position to inform plans as decentralisation was 

rolled-out. As such, they held consultations at their levels, often feeding-back issues, 

dissatisfaction and suggestions to politicians. However, they felt their views were not 

considered and that politicians were getting advice on how to decentralise from elsewhere. As 

a result, despite giving their opinions, administrators felt that their opinions were largely 

ignored: 

 

I remember having a subdivisional meeting in 2012, and this came up. However, 
when it went up it just was not addressed. They said that is how it has to be done…I 
know I was not very popular when the instruction came from the top and you 
question them...because they had advice from somewhere else, they thought that 
that advice was better. We let it slide (A2). 

 

Administrators voiced frustration with their inability to make decisions at the ground level. 

Despite having a first-hand understanding of implementation, decisions were not made by 

administrators but by those more senior to them. One example was that despite administrators’ 

recommendations to strengthen subdivisional hospitals adjacent to the Suva subdivision, those 

more senior felt it was unnecessary. As a result, there was increased pressure on the divisional 

hospital to meet the demand for diagnostic facilities such as scans once it became the local 

referral facility for the Suva subdivision while continuing to receive referrals from other 
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subdivisional hospitals that lacked resources to perform these tests. Consequently, there were 

long waiting times for those referred to the divisional hospital:  

 

One issue we had was there were two scan machines in Accident and Emergency 
in [divisional hospital], and there was none in a [rural subdivisional hospital]. So, 
I told them okay you have two machines in the Accident and Emergency. You have 
a radiology unit here, and there’s none in the [subdivisional hospital]. It makes 
more sense if you take one machine from the Emergency Department, put it in the 
[subdivisional hospital] so those patients from there don't travel down. So, we went 
through that process. However, the instructions came back: ‘don’t take it’. That 
[decision] is from above my pay grade. Our reasoning we thought was logical, but 
they said no they need two. So, I said okay. So, let those people come to [divisional 
hospital] (A2). 

 

Additionally, there was a lack of communication not only from those senior to administrators 

but with each other. An administrator responsible for the management of medicines, 

consumables and biomedical equipment commented that administrators failed to communicate 

with each other when implementing decisions for their respective areas, affecting planning and 

coordination of activities: 

 

My problem is when there is a change of policy, management policy, I am not 
informed, and this upsets my planning. This is not only happening for consumables 
but also for my drugs, Panadol, for example. If they decide it will be used not only 
for fever but also for arthritis, that means demand for Panadol will increase. So, 
when there is a change, and I am not informed, my planning goes into the drain. It 
upsets all my plans (A4). 

 

Importantly, administrators also noted a lack of consultation with the community, affecting 

service delivery as well as the patient's access to health (see Chapter 7). In particular, 

administrators highlighted acceptability issues, where health facilities did not meet the needs 

of some patients: 

 

More often than not when the health facilities are already built, then we notice that 
the patients have some issues with which were not considered by those that planned 
and built…That is why we want the patients to be involved from planning up till 
the building is finished (A3). 
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9.7 Human Resources: The Bare Minimum 

One of the most significant challenges during implementation was human resources. 

Administrators were limited in all aspects of decentralisation by the human resource numbers 

they had, but more importantly, by the human resource numbers they did not have. As a result 

of shortages, administrators agreed that decentralisation “should be properly planned with the 

resources that come with these” (A3). 

 

In the early stages of decentralisation, there were just enough human resources to cover the 

extended services. Subsequently, several incremental increases to health professional numbers 

were made throughout the decentralisation process: 

 

So, we had to stagger the workforce accordingly. In the initial stages, there were 
not enough nurses. So, nurses who are involved in public health doing outreach 
and shift clinics had to cover the clinical duties. Then, we had to divide the doctors 
into two shifts, sometimes three shifts. So, the human resources, when it initially 
started, was able to cope but with the bare minimum (A2). 

 

With hours of decentralised health centres being doubled, a priority was to ensure delivery of 

medical consultations for the full duration of the extended hours. Administrators initially 

increased the number of doctors at each health centre: “I had to work with three or four people 

only prior to roll-out, and the initial numbers I had requested were about 12 to 13…and I 

managed to get about, seven to eight people” (A1). Nurse numbers were felt to be sufficient by 

reshuffling them to accommodate the increased hours of operation, although this meant the 

prioritisation of outpatient services over community-based nursing initiatives: “We had enough 

nurses at that stage because we had extra zone nurses, we had many nurses in special outpatient 

clinics and outpatients (A1). However, a month into implementation, nursing numbers, too, 

had to be increased due to the demand for nurse-led services: “But after, at the end of one 

month, we realised we needed extra nurses because of the kind of cases we were getting. So, 

more dressings, more repeat dressing” (A1). 

 

Despite the increases, shortages of both nurses and doctors persisted. “For the nursing staff, we 

had to increase the nurses to accommodate the two shifts so the zone nurses can do their duty. 
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However, we are still having shortages” (A2). Addressing shortages was a complex issue, 

illustrated in doctor shortages.  The number of doctors required was calculated based on “how 

many patients [were seen] per doctor and also on the rostering” (A1), resulting in an allocation 

of five doctors to most health centres and seven to the two larger ones. While each health centre 

was fully staffed at the beginning of the year, actual numbers dropped during the year: 

“Whether they resign, whether they go elsewhere or they are relocated depending on other 

priorities” (A1). However, staffing numbers were calculated on the bare minimum needed to 

deliver basic health services for the entire duration of the operating hours of the health centre. 

“So, if someone went on leave, someone went on sick leave, then the workload will increase 

for the others” (A2), and: “… you have issues like two or three doctors getting sick at the same 

time or going on leave. So, that in itself was a challenge” (A1). 

 

Shortages also affected plans and while uppermost in the minds of the administrators while 

implementing decentralisation, in the planning stages was overlooked: “We sort of didn't 

bother working it out because we did not have the doctors” (A2).  

 

One thing we tried to work on was that some doctors were expected to work extra 
hours because of the shortage. So instead of five days a week with two days off you 
work six days a week one day off, and you accumulate the hours. So, we worked on 
trying to get them paid. It was called the ‘doctor extra working hours’ allowance’. 
This was because these health centres, when this new service was introduced, was 
not covered in the general orders that doctors work under. So basically, we 
introduced the service, and it did not cover the working hours, and what doctors 
could claim for accordingly under general orders, you know all the work 
conditions (A2). 

 

As a result of working extra hours and higher utilisation at health centres, administrators noted 

rising absenteeism amongst doctors and nurses at decentralised health centres, attributed to 

fatigue: “They are tired! They are tired! It is a lot of patients” (A1). Consequently, the 

subdivisional medical officer, in-charge of the daily operationalisation of the decentralisation 

initiative, had to work as a clinician in these health centres:  

 

The subdivisional medical officer is hardly here because he/she is going dowsing 
fires and that really shouldn’t be his/her role. What about the other things that also 
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need to be done in his/her or her administrative capacity…If somebody is short, 
he/she is the one who runs down to do it, and that is an opportunity cost on the 
administrative side (A1). 

 

To alleviate some of the pressures, additional requests for staffing were made, but any such 

increases were delayed due to the lengthy approval processes: “Because it goes to Public 

Services Commission, to Cabinet and needs to be approved by Ministry of Finance. Any added 

permanent positions need to be approved by Cabinet and Ministry of Finance” (A1). Despite 

the challenges, in 2014 administrators managed to get approvals for 75 additional doctor 

positions per year for two years, and 200 additional nurse positions per year for five years. 

However, while administrators tried to deploy “the doctors accordingly based on the demand 

for the services” (A2), there seemed to be an uneven distribution: “But I have looked at it is 

somehow it became a bit top-heavy with more corporate staff” (A2). However, administrators 

were realistic about being able to fill the approved increases to doctor and nurse numbers. “You 

know, turning out doctors is not as easy as all that” (A1). Thus, administrators attempted to 

supplement staffing through other initiatives: 

  

I went to the Fiji Medical Council and the College of General Practitioners, and I 
begged them for them to do locum [work] to assist us with the services. They have 
called for some general practitioners to assist us and there were some few who had 
accepted to work as a locum (A3). 

 

As locums had their private clinics in the day, they worked at public health facilities mostly in 

the evenings, but helped meet gaps in services where demand was high, and staffing numbers 

were inadequate to meet this demand: “So, [health centre ‘O’]xxx had locum because they 

initially were the most under-staffed, and they need that locum to ensure that they will open 

seven days a week. [Health centre ‘Z’], on the other hand, obviously [with a] higher patient 

load needed locums” (A1). The use of locums brought its challenges, for example, preferring 

to work at health centres near their private practices, not in health centres that most needed 

their services: 

 

                                                           
xxx A Level B decentralised health centre not included in this study.  
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I do not want to lose them, so I just give in to the demands. However, I explain to 
them this is the area where you are needed, but still, they prefer the area that they 
want to be in (A3).  

Because he is a locum, he has the right to refuse…maybe he wants to work 
somewhere convenient for him, where the person lives. They run their clinics too 
during the day…I mean, if they leave, then we are stuck (A2). 

 

Furthermore, to assist with service delivery administrators worked with the licensing bodies to 

require doctors in administrative roles to also work in a clinical capacity: “We have plenty of 

administrative doctors in Ministry of Health…we have calculated that unless they give four 

hours a week, then the license to practice will not be renewed” (A3). These administrative 

doctors were provided with a list of priority health centres in which they could do their four 

hours of clinical work. However, this, too, did not work out as planned, as while initially 

administrative doctors were going to decentralised health centres, over time they chose to do 

their clinical hours at health facilities convenient to them: “We had many calls for doctors in 

administration to go, extra doctors to go and now it has decreased drastically” (A1). 

 

Administrators had hoped that these experienced doctors could mentor the younger and 

inexperienced medical workforce deployed to decentralised health centres. The inexperience 

of young doctors was a challenge to achieving short but high quality medical consultations: 

“They spend long with some patients. There were some complaints from the patients because 

they are still new to the service and still very young and they are very slow too” (A3). In the 

view of one administrator, mentoring would professionally develop new and inexperienced 

doctors, improving the timeliness of attending to patients and quality in the service delivered: 

 

The purpose of helping the doctors is that most of the doctors in the Suva 
subdivision, now they are the new young doctors. They only have one to three years 
of experience and what we aim for with the administrative doctors to help is to 
guide them. I mean not only to work them for their four hours, but as a mentor, or 
coach to these young doctors (A3). 

 

Instructions from above meant that doctors in Suva subdivision health centres were rotated 

every three months. The rationale was to ensure standardisation of practice across the different 
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levels of health centres and ensure that doctors had experience of working in both highly 

utilised Level A health centres and lesser utilised Level B health centres:  

 

The reason for getting the doctors to rotate was once again a directive, and number 
one is that certain doctors [were] getting very complacent. There were some issues 
of abuse such as selling sick sheets, medications and abuse of medications. Number 
two, there was a negativity associated with doctors when they were asked to go to 
relieve at other health centres. Number three, as a follow-on to that, there was a 
need to make sure that the doctors, wherever they were sent, were able to perform 
as effectively. So, sort of standardisation of practice across the board (A1). 

 

Patients engaged in a practice called ‘doctor-shopping’, that involved the patient following the 

doctor from the health centre to health centre every time the doctor was rotated. For the patients, 

this offered consistency and continuity in their treatments, especially for those patients who 

were scheduled for follow-up treatment or consultation: 

 

One issue is the doctor shopping as well as the continuity of care. Because you 
know, our health information system is very poor. That is why I want these medical 
officers to stay there because they know the patients and the people that come there 
(A3). 

 

In 2014, five years after the start of decentralisation, the practice of rotating medical officers 

was reviewed. The new practice involved rotating only new medical officers for them to gain 

exposure and fill in gaps in service delivery. Interactions with administrators revealed that the 

reason for the change was not patient complaints, but the logistical issues and staff complaints: 

 

I rotated them twice when I came here then I stopped it. Because for me it is not 
working. [For example], they had a rotation and then leave has been approved. 
Because it takes you at least three months to apply for leave and by the time you 
are rotated to a particular facility, your leave has already been approved. They 
want to take that leave. So, that means that I will be short of a medical officer in 
that area. So, I have to redistribute again. That is why I have not rotated them until 
I have enough doctors in that area. Plus, the doctors are complaining, some of 
them, and even the [vehicle] drivers because they have to be picked and dropped 
and some of them, they are very far…they live very far from the health centre they 
are being rotated to. So, for example, if they live in Nausori and they are rotated 
at Lami, it is a hassle to the driver as well as to the medical officer. So, I have 
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looked into their complaints plus they said they do not want to move…However, I 
am still rotating some - the new ones to fill in the gaps. But not all (A3). 

 

While strengthening doctors and nurse numbers was the priority during implementation, 

cleaners, recorders, ward assistants and other allied health staff who were instrumental in 

decentralised health service delivery were overlooked: 

 

We forgot about the cleaner. The cleaner starts at 7.00a.m. and finishes at 5.00p.m. 
From 5.00p.m. till 10.00p.m. people use the toilet and there is no cleaner until he 
comes at 7.00a.m. If you want to decentralise, you must have the cleaners and all 
the other ward assistants, allied staff, x-ray, laboratory, pharmacy (A2). 

 

There was a lack of recorders: “There is only one recorder in the health centres. Some there is 

none” (A3). However, getting more recorders proved difficult, with administrators noting: “We 

have put up those Public Health Information System folders, but you need recorders to pull it 

out. So, if you do not even have enough doctors, how will you get enough recorders to do that?” 

(A1). Likewise, a shortage of pharmacists prevented pharmacy services from being extended, 

complementing the provision of medical services:  

   

Because when we did the decentralisation, these health centres were without 
pharmacy officers. They were just manned by a doctor and a nurse, except for 
[health centre ‘Z’] and [health centre ‘L’]xxxi. When we had the decentralisation, 
we took out the human resources from the hospital to these places. [However, 
Pharmacists] can only work for eight hours in a day…There are no other people 
to go and do the other shift. The only other thing we can do is give them overtime. 
[However] the Ministry of Health does not have that luxury to give overtime (A4). 

 

Similarly, administrators noted that what kept them from providing diagnostic services for the 

full opening hours of the health centre was the lack of staff: “For x-ray services, staffing is 

provided from [the hospital] workforce. There was no new staff to cater for doing that” (A2). 

This lack of diagnostic services at some decentralised health centres was noted by 

administrators as an issue regarding access and resulted in patient complaints. Since the initial 

                                                           
xxxi A Level B decentralised health centre not included in this study.  
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strengthening of health centres, few improvements have been made to infrastructure or staffing 

to provide these diagnostic services.  

 

9.8 Barriers to Implementing Extended Services 

9.8.1 Meeting the Needs of a Diverse Population    

There were several challenges to decentralisation. One was the variations in the populations of 

each decentralised health centre (see Chapter 2), affecting size, composition and utilisation 

patterns. 

 

Unfortunately, [health centre ‘Z’] is huge, looks after huge population, so that was 
in itself a challenge. There is a vast difference in the population that you see across 
this six health centres. So [health centre ‘O’]xxxii is more an intellectual group who 
are very well versed in their health. [Health centre ‘Z’] you have very different 
personalities coming through and [health centre ‘L’]xxxiii is the same thing. [Health 
centre ‘X’], on the other hand, is once again it varies by ethnic groups as well and 
different personalities (A1). 

 

As reported in Chapters 6 and 7, the demand for health services was quite high across all 

decentralised health centres: “I do not know where they are coming from, but the demand for 

service is great” (A3). A possible reason was that decentralisation resulted in patients being 

permitted to use any health facility, despite not residing in its population catchment: “Working 

in clinics, I have experienced where patients from other medical areas as far as Naulu and 

Nausori and as far as Navua, they come to [health centre ‘X’]” (A3). These patients, termed 

‘floater-users’, also resulted from the rotation of doctors (further discussed in Chapter 11) and 

proved a challenge in maintaining the level of service provided: “You get many floater-users 

and maintaining the level of service,- so [as to reduce] complaints is a challenge” (A1). At the 

same time, periods of high and low utilisation were reported: “From all these years of working, 

I saw the demand is always from January to September. Towards the end of the year, you hardly 

see anyone, except for those people who are coming for the regular special outpatient clinics 

treatment” (A3). 

                                                           
xxxii A Level B decentralised health centre not included in this study. 
xxxiii A Level A decentralised health centre not included in this study. 
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9.8.2 Insufficient Space and Equipment   

Resources, in particular the availability of space, were barriers to providing extended services: 

“We wanted all [health centres] to have a diagnostic service. It is just the space issue” (A3). 

Some health centres lacked the space for providing expanded services: “They do not have an 

x-ray, and there’s no staff too. So, one is the space available to provide the services and two, 

is the equipment” (A2). Where health centres had space, they were expanded to include 

diagnostic services, but only from 8.00a.m. to 4.30p.m., while others had no space to do so at 

all, thus compromising access: 

 

Where we have the services in place is where there was space allocated for it. 
[Health centre ‘Y’] never had an x-ray or scan. When it was built, it was built based 
specifically for outpatient services. When new health centres were being built, they 
knew that eventually, it would provide that services. They made provisions for the 
services to be provided but didn’t provide the service at that time because of 
equipment, staffing. Now, [health centre ‘Z’], they provide the laboratory, they 
provide the x-ray and scan. [Health centre ‘L’]xxxiv has an x-ray and a scan and no 
laboratory services (A2). 

 

In other cases, where health centres had space, upgrading was required: “They have a room…I 

was told that they had done some x-rays in there and but the room had not been compliant…to 

occupational health and safety. However, because of space, that was itself a challenge” (A1). 

Higher utilisation at decentralised health centres placed additional stress on equipment. The 

maintenance and repair of equipment were affected by a lack of standardisation amongst 

machines: 

 

One of my problems is the different standards of machines. If you go to [health 
centre ‘Z’], they have this model. If you go to [health centre ‘Y’], they have another 
model. It is an expensive exercise because I have to buy different spare parts for 
different models. What we are trying to promote is standardisation of equipment, 
not only for the buying and replenishment of the spare parts but also for the nurses. 
When the nurses move from here or go to [health centre ‘M’]xxxv, they know how to 
use [it] - it’s the same [that] I am using in the [health centre ‘Z’], or if they move 
from here to another division, it’s the same machine(A4). 

                                                           
xxxiv A Level A decentralised health centre not included in this study. 
xxxv A Level B decentralised health centre not included in this study. 
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Part of the problem was that there is donated equipment. A recurring example that was pointed 

out was the issue of electrocardiogram machines: “Sometimes we get donated items. Fiji 

Pharmaceutical and Biomedical Services have a particular machine, and we purchase paper 

that goes with that machine. If a donated machine or equipment is received only the equipment 

or machine is donated, and we do not have the paper” (A2). 

 

Another barrier to extended services was the lack of access to transport by the decentralised 

health centres to carry out health service activities, including the transportation of staff to 

decentralised health centres to deliver extended services:  

 

All the transport [has] been pooled. So, all of them have to get it from the 
[divisional hospital] or the Divisional Medical Officer Central. So, we are at their 
mercy. If we need that transport, we need to ask them...all the transport from 
Headquarters, from Suva subdivision including the other health facilities, are 
pooled (A3). 

 

9.8.3 Resistance from Health Professionals   

Further barriers to implementing extended services were the negligence, abuse and attitudes of 

some health professionals at decentralised health centres. Administrators noted: “Health 

practitioners’ attitudes were terrible” (A1). Often, lapses in health professionals’ attitudes were 

attributed to higher workloads and stress as a result of decentralisation: 

 

The way some of the nurse practitioners or doctors talk to the patient…some might 
be one off, I think, maybe. It might be more due to frustration…After seeing 100 
patients and at the end of the day, one patient is a bit rude. Being human, you might 
snap (A2). 

 

However, there were mixed views on this. Some administrators noted: “If you look at staff 

attitudes overall, that has been there before decentralisation. Decentralisation could also be 

used as an excuse to validate that, but it should not be validated” (A1). However, all 

administrators agreed that this was a barrier to implementing extended services, and noted: 



180 
 

“Why are we compliant to those attitudes? To get that out is to have strict guidelines, strict 

compliance and very effective responses to these kinds of attitudes” (A1).  

 

Moreover, abuse by staff in the form of theft hindered the implementation process. “There are 

a lot of pilferages happening. I am sad to say that some are putting it in their pockets and taking 

it home” (A4). Another concern was the mishandling of equipment resulting in is breakdown: 

“People think managing equipment is just like managing a dishwasher or washing machine… 

It is a trial and error rather than taking time to read a manual on how to use it and also how to 

maintain and service it” (A4). The ineptness of staff was another barrier, with administrators 

highlighting stock management practices at health centres:  

 

Out-of-stock is not necessarily out-of-stock nationally but may be out-of-stock at 
this health centre. Some health centres keep ordering things they do not need. So, 
other health centres are denied whereas this health centre is overstocked (A4). 

 

Additionally, laziness of staff hindered implementing extended services. Administrators gave 

examples of what they viewed as laziness of staff in ensuring that there were enough medicines 

and working equipment at decentralised health centres to deliver extended health services:  

 

That is just a lazy pharmacist speaking to you. It will not take six to eight months. 
I have had it done in a month. They can ask for supplementary order to tide them. 
However, at the same time ask for an increase in quota. They are either too lazy to 
do it or too lazy to effect those changes (A1). 

Now the equipment, there’s some lethargy amongst our staff… I have been to some 
health facilities, and there’s something that is not working, and it has been sitting 
in the corner… I will ask them what’s that thing doing there and they say, ‘oh it is 
not working’. Have you sent it for repair – ‘No’ (A2). 

 

Staff adherence to policies was also seen as a barrier. Despite directives to keep decentralised 

health centres open for the full hours of extended service delivery, staff frequently closed health 

centres during lunch and dinner breaks: “We had a rotational roster which had somebody going 

on lunch from 12.00p.m. to 1.00p.m. and [a] person was on emergency call and continued to 

see patients from 1.00p.m. to 2.00p.m. I do not know why it has sort of fallen off” (A1). In 
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addition to this, staff were “closing [health centres] early, and when we asked they said oh, we 

did not take our dinner time, so we closed it earlier. However, we explained to everyone that 

is just not something we do. When we say we are open until 10.00p.m. that means we are open 

until 10.00p.m.” (A1). 

 

9.9 Management Limitations: Pushed into the Deep End 

Management capacity to facilitate decentralisation in health centres was undermined by a lack 

of management capability. In particular, medical officers-in-charge of each health centre were 

younger, inexperienced and often required to: “jump into the deep end. I was pushed into the 

role. I had just come out two years’ post-graduation and then was medical officer-in-charge 

and then smack bang, pushed into the decentralisation” (A1). These medical officers-in-charge 

were not given any management training, reflecting the practice of the Ministry of Health that 

they would be able to learn and develop on the job: “You know there are some natural leaders 

out there, and you know sometimes it is being pushed into the deep end, and you either sink or 

swim, and that is what has been happening. That is the culture that has been dominant in the 

health care system” (A1). However, in many cases the aptitude for managing did not emerge, 

which affected leadership of health services: “A lot of them evolve into the role but a lot of 

them do not, and they are poor managers” (A1). An example of how service delivery was 

affected was the management of consumables. Consumables were managed at the health centre 

level by the sister-in-charge in collaboration with the medical officer-in-charge, both of whom 

had clinical roles and other management roles. Moreover, they were given no training in 

managing inventories. As a result, administrators found that consumables were not stored 

correctly nor adequately recorded, orders were not made in a timely way, and the stock ran out: 

 

Consumables stock is a mess. You do not know what is there. Everything is in the 
carton. Everything is just everywhere. It is because they do not have the time as 
most of the time they are involved in clinical work. There is no dedicated person to 
manage the stocks. Because with proper management, this person will alert us that 
they need more of this particular consumable (A4).  

 

Complicating an already fraught system is dealing with the periodic escalations in demand 

related to epidemics, and here the centralised services provided extra support: 
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During the first quarter of this year, because of the dengue outbreak, there was a 
demand for these consumables, and they were short of these consumables. 
However, what we have done [the Ministry of Health] does daily inventories, and 
then they supply these health centres several times a week. After the dengue 
outbreak, they stopped doing this. However, now we have some Influenza-like 
illnesses as well as an increase in some patients coming to the health centre 
because some of them are dehydrated and they need rehydration. That is also the 
demand for these consumables (A3). 

 

Limited management capacity and training among health centre staff also impacted on being 

able to identify and manage risks adequately:  

 

So, you have your nursing managers.  There is a process in place if there are risks. 
Why was the risk manager not informed? Why are you not going back and 
documenting…I am sure it has been going on for ages, but no manager is taking 
responsibility for it. However, it is the manager at the level of the facility that needs 
to take responsibility, and that is the nursing managers at that level, it is the 
medical officer in charge at that level (A1). 

 

9.10 Implications of a Deconcentration Model for Outcomes   

Chapter 7 highlighted that workload only was shifted to health centres, not accompanied by a 

transfer in decision-making. Budgets and decision-making remained centralised, a dependency 

relationship between the divisional hospital and health centres emerged and complexities in 

navigating the management structures in the health system, all of which adversely affected the 

implementation of decentralisation and outcomes for improved access.  

 

Budgets remained in the control of the Central Division. Thus, administrators at the 

subdivisional level who had responsibility for the day-to-day implementation of 

decentralisation had no control over their budget, and despite being in the most suitable position 

to monitor their budgets, did not even know if their budgets were being utilised in the best way:   

 

Our budget is still controlled by the divisional office. We do not have a say in 
controlling our budgets. I do not control what, how come and whether we are 
utilising our resources efficiently or effectively (A3). 
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The Suva subdivision had to compete for resources with other divisions and other initiatives 

within the health system, despite serving the largest population catchment in Fiji. As a result, 

in some cases decentralisation was seen as a less of a priority than other initiatives: “Once again 

it depends on the priority, and there were a lot of priorities in the specialist areas. When people 

looked back at public health,… that did not seem such a priority, and we have been pushing 

for that” (A1). In some cases, new projects and centres took away resources from the 

decentralisation initiative: “If you notice we got a Policy and Planning Unit now… they pulled 

one doctor from [health centre ‘O’] to be part of the Policy and Planning Unit” (A2); and “There 

is always new stations being built, with the new hospital in Navua like I mentioned. Nausori is 

going to get a new hospital” (A2). However, the competition for resources was not in all cases 

internal to the Ministry of Health: “For [health centre ‘Z’], the plans are there [to expand], the 

main drawback is the land. The government owns it, but many departments are claiming that 

piece of land” (A3). Procurement practices remained centralised, hindering effective service 

delivery.  

 

We are not allowing the service to be delivered effectively. I am referring to the 
procurements regulations. Some of the policies need to be changed… whereby if 
we have demand, we need the ability to get more stocks immediately. I only have 
about $10,000 authority level to purchase. The Permanent Secretary has $50,000. 
Anything more than $50,000 has to go Government Tender Board approval. That 
process is a nightmare (A4). 

 

Decentralisation brought about a dependency relationship between the health centres and the 

divisional hospital. However, this relationship was not smooth, with changing patient flows 

and volumes, a lack of resources, inefficiency, distributing some services and staff from 

hospital to health centre and differing perspectives, adding to the complexity of the system. 

Referrals from the health centre to the divisional hospital were integral to the decentralisation 

process. However, following decentralisation the Accident and Emergency in [divisional 

hospital] became overwhelmed: “When you go in they are full, and some patients wait for two 

days to get a bed” (A2). Administrators noted that this is not the fault of Accident and 

Emergency: “Their main problem is [other] departments [at the divisional hospital] are slow in 

taking the patients from Accident and Emergency” (A3). The cause of this has been noted to 

be “a constant shortage of beds” (A1) in wards. One of the complexities of the relationship was 

in after-hours services provided at the divisional hospital. Administrators reveal: “There is 
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some ineffectiveness on the part of Accident and Emergency and we all understand that” (A1). 

Administrators further illustrated this through patient experiences in gaining after-hours 

services: 

 

Patients wait overnight at Accident and Emergency. They were triaged, and by 
6.30a.m. if they have not been seen, they have been sent back to their nearest health 
centre. They say ‘go back to your nearest health centre and if [required] they will 
refer you back to us’. Some patients, they become very sick and then we have to 
send them back to Accident and Emergency. It is a stress to the patient and also an 
additional workload for us (A3). 

 

A central concern was the unwieldy management structures that existed before 

decentralisation, made substantially more complex after decentralisation. As discussed in 

Chapter 8, doctors and nurses at the health centre level have separate reporting channels, where 

nurses report to the sister-in-charge and medical officers report to the medical officer-in-

charge. The sister-in-charge reports to both the subdivisional sister and to the medical officer-

in-charge of the health centres. Both the medical officer-in-charge and the subdivisional health 

sister report to the subdivisional medical officer. Following decentralisation, pharmacists, 

laboratory technicians and x-ray technicians were deployed from the divisional hospital to 

health centres to deliver respective services. These staff, rather than reporting to the medical 

officer-in-charge and ultimately the subdivisional medical officer, reported to their immediate 

supervisors at the divisional hospital and thereby to the medical superintendent at the hospital. 

As a result, the subdivisional medical officer in-charge of decentralised health centres, lacked 

control over the provision and staffing of these services:   

 

The overall supervisor [of the Suva subdivision] is me. However, the pharmacist, 
lab technician and x-ray technician, they are the establishments of the divisional 
hospital. So, I do not have control over them. So, if somebody goes sick or on leave, 
they still have to ask their supervisors…to look for a reliever (A3). 
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9.11 Implications of Decentralisation for Access: Administrators’ 

Perspectives 

Overall administrators felt that even before decentralisation, patients in the Suva subdivision 

had good access to health care: “I talk about accessibility in the sense that you are in Suva you 

have twenty-four hours’ transport, you have tar sealed roads, you have facilities - I mean you 

have general practitioners, and you have [divisional hospital]” (A2).  

 

In terms of accessibility, number one, we did not think there were accessibility 
problems because of the number of people visiting the health centres and the way 
health centres [are] located. So, you know, even with different bus routes and 
people from different areas, would access different health centres (A1). 

 

Being located in the vicinity of the divisional hospital, prior to decentralisation “most of the 

patients [from the Suva subdivision preferred] to use the divisional hospital because they think 

that all the services are there … since [it] is a hospital” (A4). Following decentralisation, direct 

access to the hospital was reduced, but access to health centres for general outpatient services 

was better: 

 

The decentralisation is indeed a good initiative in terms of the service provision to 
the public. Imagine you go there to the health centre as early as half past six. 
Services are already provided there as early as half-past six to ten o’clock, which 
is good for the patients regarding service provision accessibility (A3). 

 

The experience of administrators provided valuable insights into how decision-making and 

implementation affected access. In particular their comments revealed implications for the 

dimensions of accessibility, accommodation, affordability and acceptability (see Penchansky 

and Thomas framework in Chapter 3). Planning for the initial pilot was rushed, reducing the 

opportunity to learn and inform implementation of decentralisation in remaining health centres. 

An example was that as a result of geographical boundaries of health centres (the zones) not 

having been updated to take into account changes to transport routes and population 

movements, physical accessibility was poor: 
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Zoning is an issue for ages. Zoning and health boundaries were done looking at 
where populations were dense. It did not take into account transport routes, and 
transport routes changed. However, we are doing a re-map and reallocation of 
boundaries…We are re-mapping our boundaries to provincial boundaries. So, we 
are re-zoning (A1). 

 

A lack of equipment and supplies meant that decisions to limit the scope of decentralised 

services were necessary. Thus, not all services were available when needed by patients, further 

reducing access. Patients using health services during periods when pharmacy and diagnostic 

services were unavailable, often had to come back the next day to commence treatment. This 

had financial implications for patients, affecting affordability of decentralised health services: 

 

We decided from a pharmaceutical point of view that we were going to give statxxxvi 
doses of medications and the rest of the medications [are] collected by the 
individual the next day, which had its cons. Coming back to the health centre to 
access services, that is a direct cost to the consumer itself…Apart from the 
transport costs to come into the health centre, I think [it] is saving them some 
money. If you look at being able to get the medicines free of charge at that 
pharmacy compared to a $2.00 or $3.00 transport fare you would have versus 
purchasing that medicine at a pharmacy up to $10.00 to $20.00 (A1).  

 

Utilisation was the Ministry of Health’s indicator of success of decentralisation, and although 

utilisation increased dramatically, administrators observed that acceptability had not increased: 

“I mean seeing 80-100 patients in an eight-hour stint. That is huge; it is huge! I mean that 

compromises the quality of care you give” (A1). There were several impacts on patients 

including: “Over the four years, the patient faced increased waiting time” (A2); and “They are 

experiencing rude staff, the doctors are not examining them properly…the shortage of medicine 

– that they have to buy it. They go for a blood test at the divisional hospital and the turnaround 

time for the results [is long]. They come every week asking for the results” (A3).   

  

To ensure patients would spend less time waiting, administrators implemented a guideline for 

doctors to spend an average of five minutes per patient: “So, what we work[ed] out, basically 

                                                           
xxxvi A ‘stat’ dose of medications are two doses (one for the night and one in the morning) of the medicine given 
to the patient who uses the health services in the night. A stat dose allows the patient to start their treatment 
immediately and come back in the morning to collect the full dosage.  
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on average, if one doctor spends five minutes to see one patient, in one hour he will see 12” 

(A2). To facilitate planning, administrators worked out that on an average, doctors would have 

a patient load of 70 per day: 

 

We worked it out at maximum 70 patients a day … We do not want to impose that 
hard and fast rule because one doctor after seeing 70, and then if there is another 
10, then he will say no I have done my 70. That is the danger of trying to do that 
(A2). 

 

While such caseloads were far from ideal, this strategy arose from resource constraints faced 

during implementation. Administrators relied on doctors being able to examine patients 

efficiently and at the same time keep medical consultations short: “It is not ideal, but then 

again, it is based on the amount of the time, and the numbers waiting” (A2). A downside was 

that health professionals adopted a ‘clear-the-crowd’ mentality. However, this was not the 

intention: “It is not a system where you come in and you just sort of clear the crowd” (A1). A 

result was a trading-off between clearing the patients waiting in the waiting area and quality 

care being provided to those being seen by the health professional: 

 

It has an impact on the quality of the service because what the doctors maybe just 
want to get rid-off, I mean to shorten the patients waiting time and finish all the 
patients, but the quality of service provided is not that good. There are some 
patients where you can spend less time. Some patients you need more time. You 
know it is just the skills in assessing. Sometimes they will miss because of the 
demand (A3). 

 

However, this affected service delivery in other ways. These practices led to some patients re-

entering the health system at a later date, thereby adding to demand: “That is the other thing 

that’s contributing to people coming back and being admitted, because [they are not] picked 

up earlier” (A1). The aforementioned practice of rotating doctors through health centres, 

intended to maintain consistency and efficiency, caused confusion and frustration for patients 

who returned to the health centre at a later date for a follow-up consultation, only to find that 

the doctor who saw them had been rotated to another health centre. To illustrate, a patient who 

had been asked to return to the health centre for follow-up and found his doctor had been rotated 
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to another health centre, then went to the health centre where that doctor now was, and as that 

doctor was not on duty, he was not able to have his follow-up consultation. As a result, the 

patient outlined his grievances in a formal complaint to the Ministry of Health.  

 

Through many patient complaints on rotation of doctors, administrators found that patients 

preferred to see the same doctor who knew their medical history and could offer them 

continuity in their care. With rotation, patients were having repeated blood tests, scans and 

other diagnostic tests every time they saw a new doctor. However, administrators noted that 

this was not an issue of doctors being rotated but poor records being maintained at the health 

centre: “They do prefer seeing the same doctor. I agree with that. But it is not the doctor. It is 

the inability to keep proper records” (A1). Doctors at decentralised health centres have been 

encouraged by administrators to use folders instead of registers. While registers have had the 

benefit of clearing waiting patients more quickly, it has had had an impact on the patient’s 

continuity of care. 

 

Complaints on rotation of doctors was just one of many complaints received following 

decentralisation. Administrators were sensitive to patient complaints, but lacking the necessary 

resources and authority, often were unable to address complaints about access and 

acceptability. Administrators’ concerns regarding their lack of input into decision-making at 

the start of decentralisation continued during at least the first five years of decentralisation, 

limiting their scope to continue to strengthen and improve decentralised health services.  

Ultimately, decisions at the level of planning and implementing decentralisation would have 

implications on how acceptable patients would find decentralised health services. 

 

9.12 Conclusion   

Interviews with administrators central to the implementation confirmed overall support for 

decentralisation involving upgrading and strengthening of health centres, extension of hours of 

operation and extension of service provision. The potential of decentralisation to improve 

patient access to primary health care of acceptable quality was, however, severely 

compromised by rushed planning and decision-making, a shortage in the mix and number of 

health professionals, shortages in space, supplies and equipment, as well as the laxities in 
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professional practice. Administrators were particularly critical about operational decisions 

being made centrally without consultation with them, as the officials tasked with the day to day 

implementation of a major change in health services organisation and delivery. They expressed 

concerns about the rushed implementation timetable without the opportunity to evaluate, learn 

from and remedy early experiences. With the benefit of both hindsight and a systems-level 

perspective, administrators articulated the importance of planning and implementing such a 

project taking into account all the parts of the local health system, how change in one part 

would affect another, as well as other infrastructure influencing access such as transport.  

Administrators noted the challenges they faced during implementation trickled down the 

system, affecting both how providers delivered health services and the access that patients had. 

The next chapter picks up the thread, where the perspective is on the health centre itself, 

examining providers’ perspectives on decentralisation and their perception of the impact on 

access to health services. 
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Chapter 10 Delivering Decentralised Health Services: The 

Experience of Providers  

 

10.1 Introduction 

Evidence from literature (Chapter 3) suggests that for decentralisation to efficiently improve 

access there should be mobilisation and coordination of resources, knowledge, skills and 

personnel at the lower levels, thus empowering local agencies that are closer to the public, to 

deliver more responsive health services that reflect local conditions. In Chapter 9, 

administrators described the shortages in human resources and severe limitations in supply of 

medication and other consumables. These had knock-on effects for providers who were 

responsible for delivering decentralised health services.  

 

The aim of this chapter is to highlight the experiences of health care providers in delivering 

day-to-day decentralised health services including the challenges they faced and the impacts 

these had on the local health centre. After introducing the provider participants, an overview 

of the positive and negative experiences in providing day-to-day decentralised health services 

are discussed, in particular, the challenges of delivering health services with the bare minimum 

human resources, minimal upgrades to equipment and shortages of pharmaceutical and 

consumables. The impact of these challenges on the local health centre are discussed. Finally, 

the changing utilisation patterns as a result of decentralisation are outlined.  

 

10.2 Characteristics of Providers 

Thirty-six provider participants were interviewed across three decentralised health centres 

(coded W1-W36). Characteristics are detailed in Table 21 below: 
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Table 21 Provider profile 

Cadre Health Centre 

‘X’ 
(n=10) 

‘Y’ 
(n=13) 

‘Z’ 
(n=13) 

Medical Officer-in-Charge 1 1 1 

Medical Officer 2 - 1 
Nurse Practitioner - 2 1 

Sister-in-Charge 1 1 1 
Outpatient Department Nurse 3 4 2 
Emergency Department Nurse1 - - 1 
Zone Nurse2 2 4 2 

Pharmacist 1 1 1 
X-Ray Technician3 - - 1 
Lab Technician4 - - 1 
Recorder5 - - 1 

Notes: 
1 No Emergency Department nurse roles existed in Health Centres X and Y in 2014. 
2 Zone Nurse is the local term used to denote community nurse. 
3 X-Ray services were not provided in Health Centres X and Y in 2014. 
4 Laboratory services were not provided in Health Centres X and Y in 2014. 
5 Recorder is the local term used to denote medical records personnel. 

 

10.3 An Overview of the Positives and Negatives of Decentralisation: Day to 

Day Challenges  

Similar to the administrators, providers felt that decentralisation was a positive change that 

benefited patients in several fundamental ways. The extension of hours was widely seen as 

beneficial to the public by allowing patients to access health care at a time convenient to them. 

Those living on the periphery of the Suva subdivision mainly benefited from extended hours 

of service at their localised health centre. They were: “…now able to be seen by a doctor. 

Before they hardly saw doctors” (W2). 

 

Decentralisation has improved access. We have three shifts now. We start at 
6.30a.m., and we close at 10.00p.m...we have access for patients in the evening 
(W22). 

It is easy for the public to come and use the services, especially for those employed 
people. After work they come into the health centre…it is easier for them (W15). 
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Moreover, a majority noted that decentralisation resulted in a decrease in both travel time and 

cost to the patient. In their view, because of decentralisation, patients had to travel shorter 

distances, and spend less time and money getting to a health facility:  

 

Patients have access to facilities near to where they stay, so the distance of 
travelling is reduced, and it costs less to go to the nearest health facility rather 
than travelling to the [divisional] hospital (W16).  

…it brings the services closer to their homes or communities…so instead of them 
going all the way to [the divisional hospital], and [having to] look for transport, 
decentralisation is a better option for them (W36). 

 

Illustrating how decentralisation has improved access, a nurse recounted her experience 

whereby several patients informed him/her that following decentralisation, they could walk to 

the health centre from their home, be seen and be back home in about the same time it would 

have taken them to travel to and from the divisional hospital.  

 

Not all services (such as pharmacy) were available during extended hours; others (such as 

diagnostic and laboratory services) were not provided at all decentralised health centres. 

Nonetheless, having these available at a few decentralised health centres was still better than 

before. Providers pointed out that those few decentralised health centres with a full range of 

services were closer to the patient than the divisional hospital, making these services more 

accessible: “…decentralisation is a good thing because we have other services within the 

proximity of the health centres like x-rays and labs which is in [health centre ‘Z’]” (W35).  

 

Despite health services being closer to communities, patients on the lower rungs of the socio-

economic ladder still encountered financial barriers in coming to health centres: “The main 

issue I note from many patients is being able to afford the bus fare to come to the health 

centre...” (W2). In many cases, these patients would come in at a much later date, when they 

could afford to do so: “They wait for their next pay and then they will come…” (W18). 

However, by this stage, the illness had progressed, needing more significant resources to treat. 

For example, a nurse told of a patient presenting at the health centre sometime after he/she 

stepped on a cracked beer bottle. By then the wounds were infected. The patient was not able 
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to come earlier due to not having the bus fare and only came to the health centre once they had 

the necessary finances to do so.  

 

Regardless of those positive views, in reflecting on their experiences of over five years of 

providing decentralised health services, providers reported on numerous negative experiences 

with the day-to-day delivery of decentralised health services. The first such experience to 

influence their perceptions was that they felt that decentralisation was imposed on them, with 

limited consultation and feedback: “We were just told, beginning from next week we would be 

decentralising and starting shifts from this day” (W35). Compounding the experience of having 

decentralisation imposed upon them, providers complained that decentralised health centres 

were poorly resourced: “Decentralisation was rolled-out without the provision of resources” 

(W36). Resourcing emerged as a significant impediment for providers in delivering health care, 

and one that will be elaborated in the following section. 

 

As noted previously, a limited range of services was offered during extended hours. This meant 

that some patients who attended the health centre during the extended hours had difficulty in 

meeting the costs and/or time required to return during the hours when pharmacy and 

diagnostic services were also offered, resulting in delays in commencing treatment. Providers 

felt that diagnostic and ancillary services needed to be extended to complement extended 

medical services: 

 

The negative side I would say is that only the doctors and nurses are there. The 
patient does not get access to medicines when they come. They have to come the 
next day to pick up their medicine…if they [administrators] see the health centres 
as the first point of treatment, then they need to bring the services as a whole, not 
just doctors and nurses in the clinic, but also they should be able to get their blood 
test done, their x-rays done and scans to be provided at the [health centre] (W33).  

 

To improve patients’ access to health services, providers felt decentralised health centres 

required better resourcing: “It is about empowering the health centres with the equipment and 

the staff to do the job” (W30). Inadequate resources were perceived as hindering the delivery 

of day-to-day decentralised health services. Participants identified a range of shortages, from 
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specialised clinical equipment to basics supplies, affecting their ability to deliver services: “We 

are not equipped…there are so many things missing, like the scan machine, like linens. We do 

not have proper equipment. Sometimes there is a shortage of consumables” (W4). The resource 

constraints providers faced are detailed below, namely in the areas of having appropriate 

human resources, adequate equipment, shortage of medications and consumables, and a lack 

of transportation. 

 

10.3.1 Human Resources: The Bare Minimum  

In providers’ experience, ensuring appropriate human resource numbers and mix was the most 

significant challenge in providing health services following decentralisation. Initially, they 

were asked to work with the same number of health professionals they had before 

decentralisation, while incremental increases were being made. However, the pace of increases 

was slow: “We have gotten four nurses so far, and that took time…it took three years, and we 

had to work hard to get them” (W36). The increases to health professional numbers that were 

made were viewed by providers as not matching the increase in utilisation and delivery hours: 

“Slight increase, but the bigger increase was the extension of hours” (W14).  

 

In a couple of areas, however, some improvements were seen. One was the locum doctors who 

supplemented doctor numbers at larger health centres, usually in evenings. Locum doctors 

worked: “…four hours per day, and cover[ed] 20 hours a week” (W1), usually 6.00p.m. to 

10.00p.m., (or from 7.00p.m. if the health centre was closed for the meal break), after finishing 

their private day practices. In the evening utilisation was lighter across all decentralised health 

centres. From the perspective of providers, locum doctors would have been better used to assist 

in the much busier morning shift.  

 

Following decentralisation, additional nursing staff were provided to larger (Level A) health 

centres, allowing them to have dedicated staffing for emergency services between 8.00a.m. to 

4.30p.m: “We realised we needed a nurse in the emergency room to replenish [stock], keep 

records of all cases that come, handle the referrals and receive any cases that come from home 

by ambulance” (W8). While this ensured the delivery of outpatient services was uninterrupted 

when emergencies presented at larger health centres, most health centres (Levels B and C) 
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weren’t provided with additional nursing staff and experienced significant interruptions, up to 

three per day, to outpatient patient services:  

 

You cannot manage with just two nurses because when you have an emergency, 
you still have outpatients coming in. During emergencies, there is no one doing 
triage because both nurses are attending to that emergency case (W21). 

 

However, the increases were insufficient. In Chapter 9, administrators described health centres 

as functioning with the bare minimum of staff. Providers echoed this sentiment and made calls 

to administrators for increases to health professional numbers to provide the necessary level of 

health services: “Even though the [decentralised] services have been rolled out…we did not 

get the staff to match those services” (W36).  To illustrate, most health centres had three nurses 

for the morning shift, and two each for the afternoon and evening shifts. However, from the 

perspective of providers, increases were needed across all shifts: “To be honest, we do not have 

enough nurses. We do not have enough nurses for outpatient services…We need three nurses 

per shift” (W20).  

 

There was also need to increase the number of doctors: “We have an increase in the number of 

patients coming, so four medical officers or nurse practitioners would be [a] reasonable 

[number]…currently, we have three” (W35). Increases of other staff were also requested, but 

to no avail: “I have been trying so hard. I have told [Administrator X] I need another recorder” 

(W13). Pharmacists also reported that despite requests to review the service and human 

resource numbers, there had been no action. Staffing needed for the provision of diagnostic 

services also needed to be increased: “Three years ago (2011), we had five patients per day. 

Now it has increased to about 30 to 40 patients, but the staff has remained the same” (W6).  

 

Providers identified several reasons for shortages. As discussed in Chapter 2, an outcome of 

the Government’s decision in 2008 to reduce the size of the public service workforce by ten 

percent, to be achieved by reducing the retirement age from 60 to 55, has seen a reduction of 

the number of health professionals available. Several nurse participants illustrated this through 

their impending retirement, noting that despite the inability of the Government to replace them, 
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and their willingness to continue working, this policy meant that they still had to retire at the 

age of 55. Lengthy delays in replacing health professionals who reach retirement age was a 

common complaint: “our numbers have reduced because one nurse and one medical officer 

who have retired and are yet to be replaced” (W18). Similarly, there are delays in replacing 

staff who resigned: “There were three to four pharmacists who resigned to join the private 

sector and one to migrate overseas…We were short staffed…I had given my grievances, but it 

has remained the same” (W5). Ministry of Health documents confirm the presence of unfilled 

vacancies with a worsening situation for medical officers over five years: vacant posts for 

approved medical officers and nurses (including nurse practitioners) posts were 18% and 15% 

respectively in 2009, and 29% and 6% respectively in 2014.  

 

Another reason proposed for shortages was that even where there was enough staff, it was at 

the bare minimum level. This meant that if a staff member went on leave or attended required 

training programmes, there was no replacement and the delivery of services was affected: “We 

have enough staff, but if they are sick or take leave, then we are short of staff” (W15). In 

another example, a sister-in-charge at a health centre highlighted the case of one nurse being 

on maternity leave, leaving two nurses on that shift. However, while the health centre awaited 

the nurse’s replacement, one of the other nurses fell sick, leaving only one nurse to cover the 

shift. In such circumstances, sisters-in-charge reported recommending to administratorsxxxvii 

not to approve any annual leave requests for nurses during specific periods to ensure services 

are not disrupted. 

 

As a result of difficulties and delays in replacing staff, with nurses reported to be the most 

affected, providers described being “stretched thin”. Nurses often had to do back-to-back shifts 

(known colloquially as ‘pulling-a-shift’): “Sometimes nurses have to do double shifts to cover 

[service delivery] because one nurse and one doctor per shift is not enough” (W14).  Providers 

reported each nurse having to: “…do it three to four times a month” (W24). Given that each 

health centre has between six and nine outpatient nurses, ‘pulling-a-shift’ was a frequent 

occurrence. When providers could not get nurses to ‘pull-a-shift’, they had to call nurses who 

were on their days off to cover shifts: “Some of us pulled-shifts last week and the week before. 

                                                           
xxxvii Leave entitlement are processed at the Ministry of Health headquarters by the Human Resources Unit, 
Division of Administration and Finance.   
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We work on our days off because we have to cater for the people” (W22). As a result, nurses 

are becoming worn-out: “I see nurses starting off so energetic. I see them later, and because of 

the [work] load, he/she has changed – I do not see that glow anymore” (W3).  Corroborating 

patient views (see Chapters 11 and 12), nurses themselves reported that they believed this 

practice to affect the quality of service delivery: “Working two shifts, you are exhausted. So, 

you get frustrated…[You don’t have] good judgement because you are tired” (W35). Providers 

also reported that nurses were redeployed from other service areas to cover outpatient services. 

Zone nurses were regularly ‘pulled in’ to cover outpatient services: “There are not enough 

[outpatient department] nurses. Most of us are overworked…If someone does not come in the 

morning, we have pulled a zone nurse to cover from 8.00a.m. to 4.00p.m.” (W22).  As a result, 

community-based programmes and initiatives were affected: “We have to cancel community 

programmes and try to go another day when the community is free” (W11).   

 

10.3.2 Equipment: Minimal Upgrades 

Noted in Chapters 5 to 7, some increases in equipment at decentralised health centres was 

undertaken. In Chapter 9, administrators noted that allocations to upgrade equipment in health 

centres had a lower priority than for divisional and subdivisional hospitals and was only 

initiated several years following the implementation of decentralisation. Providers agreed: 

“…all the equipments [sic] go to the divisional hospital” (W10). As a result, a majority of 

providers noted the lack of equipment to be a major impediment to delivering decentralised 

health services. A nurse related that she/he was based at a health centre before it was 

decentralised, but was transferred to another division shortly before decentralisation began. 

Returning to the health centre a few years after decentralisation, she/he noticed minimal 

changes to equipment: “There hasn’t been much of a change in our equipment because the 

same equipments [sic] that were there before I left were there when I came back” (W23). Over 

the same period, the number of patients increased substantially, with providers expected to 

deliver extended services with the same equipment they had before decentralisation. This 

caused considerable frustration on the part of providers:  

 

…if you are going to decentralise; you should give us the equipment. I know in the 
beginning it was a bit shaky, but now it has been close [to] five years, it should be 
pretty stable. We do not want anything fancy. We want basic equipment (W14).  
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There is a lot of frustration … because when they rolled out the services, there was 
no provision for these things. They did not make sure that each health centre got a 
new electrocardiogram machine. We have to cry for these things, you know, ‘can 
we get an oximeter?’ (W36). 

 

In the perspective of providers, despite taking on the divisional hospital’s workload, they did 

not have the same level of equipment as the divisional hospital: “…at [the divisional hospital] 

you have all the equipment, not like here…The equipment is very old compared to what you 

have at [the divisional hospital]” (W1).  A majority of health professionals believed that this 

affected the quality of services offered at health centres. A nurse illustrated this with a story of 

having had to measure a patient’s blood pressure three times as they were not sure the machine 

was giving correct readings: “… it sometimes [it] gives very high readings and sometimes very 

low readings” (W21). Inaccurate results affected the patient’s treatment, length of stay at the 

health centre and waiting times for other patients.   

 

Providers also spoke of lacking the essential equipment for conducting medical examinations, 

diagnosis and treatment. According to health professionals, a basic examination kit should 

comprise, at the minimum, a stethoscope, an otoscope, a sphygmomanometer and a 

thermometer. While nurses were provided with most of the basic equipment to undertake triage, 

they also had to buy some equipment: “Even for the thermometers, sometimes we have to buy 

our own. Even right now, my blood pressure machine is being used in outpatient [department]” 

(W32). Doctors reported having to buy most of their examination kits: “Except for the 

otoscope, the rest is our own” (W23).  

 

Moreover, health professionals reported sharing among themselves examination equipment: 

“…currently we are sharing one kit” (W30). Often in busy periods, equipment shortages meant 

that providers had to improvise. For instance, as reported by patients (see Chapter 11), the torch 

function on personal smartphones was used to examine a patient’s throat: “…we do improvise 

by using a mobile phone. If I do not have a torch function on my phone, I go around looking 

for one. It is quite embarrassing, but that is the equipment we have” (W2). 
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The lack of equipment was also a problem when dealing with emergencies at the health centre 

level. Despite being required to stabilise and refer patients to the divisional hospital, providers 

often found they did not have the necessary equipment to do so:  

 

We are the first point of contact, and we are supposed to stabilise the patient, but 
we do not have anything to stabilise the patients with. We do not have anything to 
suction the airway which is very important from a doctor’s perspective. We do not 
have any airway equipment that we insert to keep the airway open, and we do not 
have a defibrillator which a patient might need. It very easily is just a matter of 
minutes before they could die when they need it, and we do not have…We do not 
have the basic life support equipment that we would need in an absolute emergency 
situation (W14). 

We do not have an oximeter, cardiac monitors, electrocardiograms, emergency 
trolley and all the things available at the [divisional hospital] emergency room 
(W15).  

 

While there were some upgrades of equipment following decentralisation, it might be limited 

to just one area, for example in the triage area, where manual mercury-based blood pressure 

machines were replaced with digital ones: “the only change is the sphygmomanometer – it is a 

digital one now” (W3).  They also noted while health centre equipment was upgraded, the ones 

they were being given were still older than what was currently being used in the divisional 

hospital: “…they have given us machines. It is the old ones, the ones that were being used in 

the [divisional] hospital five years ago” (W1).  However, these upgrades were negated by high 

utilisation leading to frequent breakdowns:  

 

The load we put on the [electrocardiogram] machine is too high, and that why it 
keeps breaking down (W16).  

Sometimes the [scan] machine starts late. Before, it used to start in just a few 
minutes. Now it takes around 15 to 30 minutes to start (W4). 

 

Poor processes in maintaining equipment were also highlighted as a challenge. During the 

period of the study, it was observed that while health centres had an electrocardiogram 

machine, none were in working condition, with most awaiting repairs. Providers emphasised 

the importance of having an electrocardiogram machine at the health centre, using it to illustrate 

the problem of shoddy repairs, maintenance and an inability to replace broken equipment at 



200 
 

decentralised health centres: “The electrocardiogram machine plays up. We have sent it so 

many times to check what the problem is…Most of the time when we do an electrocardiogram, 

the readings play up” (W21). Poor maintenance and repairs meant that providers reported being 

without equipment for lengthy periods of time, in some cases many times a year: 

 

…the electrocardiogram at the moment is not working. We have sent to Fiji 
Pharmaceutical and Biomedical Services. I wish they give a new one. That will be 
better. It has not been working two or three times now. They repair it, and then it 
works but breaks down. So, we send it back again, and then they send it back. It is 
better to get a new one (W24).  

 

Providers believed that in many cases, the repairs were of poor quality, affecting reliability, for 

example, incorrect calibrations of electrocardiogram machines after repairs made results 

inaccurate. Moreover, the process of arranging repairs was lengthy and needed constant follow-

ups by health professionals: 

 

It is quite a long process…It takes time to [arrange] things with the Fiji 
Pharmaceutical and Biomedical Services. Secondly, you need to arrange the 
transport to take the equipment for repairs. You need to talk to the person who is 
in-charge of making the arrangements between the health centre needing 
equipment [fixed] and Fiji Pharmaceutical and Biomedical Services to bring the 
equipment back. So, it takes time (W10). 

The more I call, the more they understand that it is very serious, and they send it 
back quickly. If we do not remind them, then it takes longer (W18).  

 

Yearly budget allocations meant that ordering of new equipment ended up being a lengthy 

process and approval depended on budgetary allocations, which often did not prioritise health 

centres: “The order was given two months ago. It takes quite a bit of time because the Ministry 

[of Health] will have to look for donors to donate or places to buy them from” (W18). 

Complicating matters, for some equipment they would have to wait until the next budgetary 

allocation:  

 

It hardly gets replaced. They say they do not have the budget to replace or buy the 
equipment (W4). 
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We go through a process of ordering and waiting into the next year when they will 
order it (W1). 

 

Compounding providers’ frustration, ordering consumables necessary for equipment to work 

was a drawn-out process. An example is the batteries to operate equipment such as electronic 

sphygmomanometers: “We only get one set of batteries per order” (W14). Monthly ordering 

cycles following decentralisation meant new supplies were only received the following month, 

leading to significant waiting periods to receive new supplies: “Sometimes when we order, it 

takes them a month to give us supplies” (W29). To be able to do their job, providers resorted 

to buying batteries themselves: “We usually pool money and buy the batteries” (W11). 

However, providers found this to be increasingly onerous: “We buy one battery today, and if 

you take 50 blood pressures, by the afternoon the battery has had it. You will have to buy 

another one tomorrow” (W1). Where possible many health centres kept old manual equipment, 

such as manual sphygmomanometers, as a back-up despite the tendency to give inaccurate 

results.  

 

10.3.3 Pharmaceuticals and Consumables: What Are We Short of This Month? 

Providing a full range of essential medications and having the necessary medical 

consumablesxxxviii to treat patients often proved challenging for providers. Ministry of Health 

documents revealed that between 2009 and 2014, the out-of-stock rate for medications for the 

Central division ranged from 18 to 50%, and dressing materials and other medical consumables 

were over-expended following decentralisation, indicating that demand exceeded budgeted 

allocations. Providers grew accustomed to this situation, noting: “Every month we have 

something out-of-stock… one of the biggest issues we have is that we do not have enough 

supplies for the patients” (W29). The situation was so prevalent that each month, staff 

responsible for managing medicines and consumables at the health centre would communicate 

the shortages to the relevant staff,  at the same time indicating the medications and consumables 

that were available for treatment. For example, the health centre pharmacist would provide a 

list of out-of-stock medications for outpatient services, indicating that doctors should either 

prescribe alternative medications or inform the patient of the need to buy the out-of-stock 

                                                           
xxxviii Consumables are non-durable medical supplies, within the local health system referred to only as 
consumables. In the case of the Fijian System, some examples of common consumables at the health centre level 
include syringes, cannulas, needles, IV sets, dressing bandages and catheters. 
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medications from private pharmacies. Often the out-of-stock list included essential medications 

prescribed for outpatient services such as paracetamol, oral rehydration salts and antibiotics 

(Figure 32). 

 

 

Figure 32 Example of an out-of-stock list at a health centre 

 

Generally, providers reported medications and consumables to be out-of-stock for between one 

and three weeks at the health centre, unless there was an out-of-stock situation nationally for a 

particular medication or consumable: “I think for metformin [a diabetic medication], there 

wasn’t [any] supply from the Fiji Pharmaceutical and Biomedical Services for almost a month 
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but for our antibiotics, generally it takes no less than a week [to receive] once the pharmacist 

places the order” (W16). Similarly, providers noted shortages of medical consumables. An 

example highlighted across all study sites was the lack of dressing materials:  

 

Dressings materials – that is a long-time problem. I went to Fiji Pharmaceutical 
and Biomedical Services to get some. I was told they did not have any. They took 
me to their storeroom and showed me. There was some shipment problem (W24).  

 

As a result of the shortage, providers highlighted they could only apply the initial dressing, 

with subsequent dressings applied only if patients brought their own dressings materials: “We 

actually put up a notice advising patients that we will only do the initial dressing and the rest 

of the days, they need to bring their own [dressing materials]” (W25).  

 

Throughout the period since decentralisation, calls were made to improve systems to ensure 

out-of-stock situations did not occur at the national level: “The system needs to improve. The 

management systems need to get better – like how they order things and how much they get in 

bulk” (W33). Some efforts were made to address the shortages: “Last year, the Minister 

[initiated] a reporting system on consumables…the system did not improve markedly from last 

year, but they do call to see what consumables we are out of” (W1). Despite engaging with the 

new system, there were minimal improvements: “Most of the time, consumables are out-of-

stock. It is not our fault because we order on time and order the numbers that we need. 

However, it is always out-of-stock at the Fiji Pharmaceutical and Biomedical Services” (W36).   

 

Compounding shortages at the national level that affected all services, providers reported that 

out-of-stock of medications and consumables also occurred at the health centre level, affecting 

only their health centre, attributed to several reasons. A significant reason was that although 

the quotas for medications and consumables were increased following decentralisation, they 

felt the increases did not match the increase in population (see Chapter 2), nor reflect rising 

utilisation: “The allocation has increased, but the population is increasing as well” (W24). 

While there were provisions to request increases to the medications quota, which providers 

exercised, they found the process protracted: “We have gone to the Fiji Pharmaceutical and 
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Biomedical Services to ask them to increase our quota for the month, instead of us running 

short every month. So that is still an ongoing process…” (W30). Exacerbating the problem was 

‘floater users’ from other subdivisions who were found to be accessing health services at 

decentralised health centres (see Chapter 9):  

 

We get patients from other health centres. When we place our order, it is according 
to our population, but other patients from other health centres also come. We 
cannot tell them to get it from their centres because they have been counted in that 
population. We have to give the service (W18). 

We have patients coming in from other islands or other health centres. So, we have 
to supply them with their medications. This means the stock is appropriated from 
other patients. So, if we order for 100 patients and we have patients coming from 
other health centres, our order will be affected (W23). 

 

According to providers, before decentralisation ‘floater-users’ would access outpatient services 

at the divisional hospital. However, following decentralisation, and with the closure of hospital 

outpatient services, they now used outpatient services at decentralised health centres. For 

providers, this meant catering for additional patients outside their catchment not included in 

their medications and consumables order: “In a week, roughly 10 to 15 prescriptions are for 

patients belonging to other health centres” (W31). Similarly, referrals from other health centres 

for services not available to their patients (such as scans and x-rays), affected medical 

consumables at receiving health centres, where referred patients received the full range of 

treatment: “In a week we refer ten patients for blood tests and x-rays” (W17). Additional 

patients were catered for by placing a supplementary order, which allowed providers to receive 

additional medications and consumables sooner than normal once they had exhausted their 

quota. “What we normally do is place one order which covers that one whole month, and if we 

run short of medicines, we make a supplementary order, which is normally supplied in a week” 

(W19).  

 

Providers also reported receiving the wrong medical consumables in their orders. However, as 

a result of the protracted ordering process, they would work with what they were given rather 

than return it to get the correct supplies, thus further delaying the delivery of services: “When 

we re-order it takes time. They always give us excuses – the money has finished” (W36). For 
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example, when health centre ‘Y’ received papers for the electrocardiogram machine they were 

too big; rather than returning the larger sized paper, they improvised by cutting it to the required 

size: “Our electrocardiogram paper is too big for the machine. The paper comes with a reel. 

So, we mark it here and take it to the butcher to cut it” (W15). Providers felt they could 

improvise and manage to undertake basic examination. However, they found it more difficult 

to improvise when it came to diagnosis and treatment of a patient, without the relevant 

consumables:  

 

We try our best, but we can only work with what has been provided to us” (W12).  

We do not have the 20-gauge cannulas for the last two months. We have to use the 
22 or the 24-gauge ones. We have also run out of the intravenous giving sets as 
well. It is not right because we cannot puncture a small vein with a big cannula. It 
will cause bleeding (W10). 

 

Where providers felt they could not accurately diagnose a patient, they would refer them to a 

better-stocked and higher level health centre or the divisional hospital. For example, some 

providers reported having working electrocardiograms, but had to refer patients to the 

divisional hospital as they did not have any paper: “We are short of paper for the 

electrocardiogram machine” (W8). 

 

The issue of medications and consumable shortages were not unique to decentralisation and 

were also experienced by non-decentralised health centres (see Chapter 11). However, in the 

view of providers, decentralisation aggravated the shortages of medicine and consumables. 

Although some measures were taken to increase the quota of medicines and consumables 

provided to health centres, it was reported as insufficient as a result of increased utilisation. 

There were many reasons for increased utilisation: closing of self-referral to outpatient services 

of the divisional hospital; extended hours at decentralised health centres; population growth, 

and; the preference of ‘floater-users’ to access decentralised health centres which they regarded 

as better than non-decentralised ones. “For our resources, we order according to our population. 

However, we have patients coming from other areas. That is why we run out of it” (W17).  
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10.4 Impacts of Decentralisation on the Local Health Centre 

Weaknesses in operationalising decentralisation had numerous impacts on the local health 

centres, namely: a tense operating environment; a change in the focus of the health centre from 

preventive to curative care; the additional stresses on the health centre in dealing with an 

increasing number of patients requiring emergency care, and; providers actively ‘working the 

system’ to deliver health services. These impacts are elaborated on in the following sections. 

 

10.4.1 A Tense Environment  

Increased demand, high utilisation, shortages of equipment, medicines and consumables 

contributed to a tense relationship between providers and patients. On the one hand, health 

professionals felt that they were overworked: “…we are under pressure. We are doing triage, 

giving a hand in emergencies and working in the treatment room doing dressings” (W7). On 

the other hand, providers found patients were also frustrated, with such issues as waiting times, 

understanding triage protocols, and health facilities closing for lunch and dinner: 

 

As a triage nurse...I saw a person lying on the bench…I brought that person in, 
triaged and put him/her to go in first before this other patient. I ended up being 
sworn at...even though we tried to explain the system to the patient (W8). 

If I am doing afternoon and we take a dinner break from 6.00p.m. to 7.00p.m., 
patients start knocking, saying ‘excuse me, your dinner break is over’ (W33). 

 

Providers attributed patients’ attitudes to the difficulties they faced in accessing health services. 

Drawn-out waiting periods, worsened by increasing demand for emergency care resulted in 

some patients displaying argumentative and aggressive behaviour towards health 

professionals: “They will say we have been waiting and they will get so angry” (W30). In some 

cases, patients got verbally and physically abusive to each other over who would get seen first: 

“I have come across situations where the police have had to be involved” (W10). Providers 

noted that their interaction with patients had been affected by patient attitudes and behaviour: 

 

You know the bad attitude, I have been guilty of it as well when I am tired when I 
am hungry when the patients do not let me eat…when we are not able to have an 
hour break in a shift. I can choose whatever I want to do with it – if I am going to 
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eat or if I am going to lie down, that is up to me. Patients do not have a right to 
barge in and say, ‘no, you have to see me’ (W14).  

 

These tensions had an impact not only on the acceptability of decentralised health services to 

patients but also on their ability to effectively engage with the health services. In the experience 

of providers, patients were vocal about the length of the waiting period to be seen and expected 

that outpatient services would be continuously available, uninterrupted by staff breaks and staff 

being called away to deal with emergencies. 

 

10.4.2 Focusing on Curative over Preventive Programmes 

Following decentralisation, providers were responsible for delivering a more extensive range 

of services at the local health centre. Services included curative services such as general 

outpatient services, maternal and child health and emergency care, and preventive care such as 

community nursingxxxix (see Chapters 2 and 8). However, inadequate resources regarding 

health professional numbers, equipment, medicines and consumables with an increasing 

demand for both general outpatient and emergency care services resulted in prioritisation of 

curative services: “Since decentralisation, we are doing more of the curative side than the 

preventive side” (W29). This shift reflected the high utilisation rates mainly for outpatient 

services; however, by engaging with the communities, they could potentially reduce the 

increasing numbers of patients coming to the health centre: 

 

We should be going out to the communities to advise and treat patients in the 
communities…if we are doing our work at the primary level, having collaboration 
with our zones nurse and doing effective outreach programmes, there would not be 
minor issues coming to the health centre. We could cut down outbreaks, cut down 
dengue cases and typhoid cases (W22). 

 

Providers felt it was an essential aspect of their role as primary health care providers to deliver 

community-based programmes, to be able to intervene before patients turned up at health 

centres. In their view, this outreach service also helped bring health services to those patients 

who could not access the health centre: “What hinders them from coming to the health centre 

                                                           
xxxix Referred to locally as zone nursing (See Chapter 8). 
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is that they do not have a social support system…[alternatively], they have financial problems” 

(W20). Zone nurses reported having up to 25 such cases each in their zones. A zone nurse 

illustrated an example of such a case: “One of my cases is a 95-year-old woman who is 

hypertensive and has bed sores. She cannot mobilise on her own. She needs assistance with 

everything…” (W21).  

 

However, providers felt they were in a ‘Catch 22’ situation. They could reduce their workload 

at health centres by undertaking community-based programmes and improve access to health 

services. However, to do so, they needed additional resources: “We need transport and staffing 

to go out to the communities” (W7). While administrators provided nurses, whose roles were 

to undertake community nursing duties specifically, those nurses were regularly asked to cover 

outpatient services: “We do not have time to go out into the communities…we have to cover 

the clinics and outpatient services if there is a shortage in staff” (W11). Similarly, before 

decentralisation, doctors were going to communities once a week: “We used to have one doctor 

that was allocated a day to go out into the community with the nurses” (W26). However, 

increased health centre utilisation following decentralisation meant doctors’ time was 

dedicated to provided outpatient and emergency services.  Furthermore, when nurses were 

available to go out into the community, they found it difficult to arrange transportation to take 

them:  

 

There is only one transport [Ministry of Health vehicle] for the entire Suva 
subdivision… So, you can imagine, I am not the only one going to the community 
on that day. If two from this health centre, two from another health centre, I will 
have to wait for the transport, if at all, to take me (W25). 

 

10.4.3 Emergencies and Referrals: Stretching the Local Health Centre 

Providing Emergency Care  

Over the period following decentralisation, an increasing number of emergency cases were 

being attended to at the health centre level, despite the challenges posed by inadequate staffing, 

and a shortage of equipment, medicine and consumables. While patients could still present at 

the divisional hospital for emergency care, many chose to attend their local health centre which 

was closer, cheaper to get to and available for more extended hours. However, this increased 
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utilisation of the local health centre for emergency care meant resources were stretched thin, 

impacting on the delivery of outpatient services: “When an emergency comes in, it is ‘tools 

down’ for everyone to attend to that emergency” (W18). Often this resulted in outpatient 

services being suspended to attend to emergency cases, resulting in several hours’ delay for 

outpatients: “…A few months ago, I had three emergency cases at once. It took more than two 

hours of my time, and my outpatients were waiting” (W16).  

 

Even where two doctors were provided per shift, as in the case of larger health centres, 

increases in population coupled with increased utilisation reduced the ability of the health 

centre to provide both outpatient and emergency services: “sometimes there is one doctor doing 

outpatients and one attending to emergencies…but still patients get frustrated. They could end 

up waiting four hours - that is a normal patient with just a cough” (W24).  

 

Referring a Patient  

Local health centres found themselves inadequately equipped to handle emergency cases. 

Often, they would stabilise the patient and refer them to the divisional hospital: “We do not 

have the equipment to handle emergency situations… so we send them to the right people who 

have the right resources to deal with the situation” (W16). However, the process of referring 

emergency cases to the divisional hospital required considerable time on the part of health 

professionals (doctors and nurses) at both the health centre and divisional hospital to coordinate 

the management and referral of the patient: 

 

If the treatment is not working here, then the doctor will call the divisional hospital. 
He/She will call them and inform them about the case, and will discuss the case 
with the doctor there and if the doctor says ‘okay, send the patient across’, then we 
will send the patient to the divisional hospital (W29).  

 

However, the ability of the local health centre to refer and of the divisional hospital to accept 

referrals was dependent on beds being available at the Accident and Emergency Department, 

where often there was a shortage of beds, affecting the ability to transfer patients. As a result, 

local health centres were being asked to keep patients at the health centre until a bed at Accident 
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and Emergency becomes available, increasing waiting times for outpatients and disrupting 

workflow:  

 

Everything will depend on Accident and Emergency - if it is full and the availability 
of beds (W12).   

At times, we are told: ‘keep the patient there. There are no beds available at 
[Accident and] Emergency department. When we have beds, we will call you’. We 
end up keeping the patient from 10.00a.m., sometimes until 4.00p.m. (W8). 

 

Referring a Patient by Ambulance – Impact on the Health Centre 

Referral of emergency cases from the health centre to the divisional hospital was also 

dependant on the availability of ambulance services. A quick referral would ease resource 

tensions within the decentralised health centres arising from providing emergency care and 

would allow providers to resume outpatient service delivery. While the demand for ambulance 

services for referrals from the six health centres increased following decentralisation, the 

number of ambulance providers (and ambulances) did not. Following decentralisation only one 

government-provided ambulance was dedicated to the Suva subdivision: “For the whole of the 

Suva subdivision we only have one ambulance, that is not okay. If they want the divisional 

hospital to be a referral hospital, they should have more than one [ambulance]” (W26). Local 

health centres could also access the ambulances based at the divisional hospital for referrals, in 

addition to ambulance services provided by a statutory organisation (National Fire Authority) 

and a charitable organisation (St John). However, these organisations also had a limited number 

of ambulances, which were not as well equipped: “…The government ones are fully equipped 

and can handle emergency cases better” (W35).  

 

Local health centres preferred using the ambulance from the divisional hospital as it had the 

least impact on their resources: “When we call the ambulance from the [divisional hospital], 

they always send a nurse with the ambulance” (W33). However, the divisional hospital 

ambulance prioritised divisional hospital needs, after that making the ambulance available for 

use by all subdivisions in the Central division, limiting its availability. For local health centres 

this meant a long wait: “Getting the divisional hospital ambulance here - it is a tall [order]. If 
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it were a horrible emergency, the patient would probably be dead before he/she reaches 

divisional hospital” (W14).  

 

The driver of the dedicated ambulance service for the Suva subdivision was, moreover, split 

between doing usual transport runs and driving the ambulance: “You will have to get a driver 

because he does not always wait for calls to come in. He drives other vehicles as well” (W35).  

Providers found the waiting time for their dedicated ambulance is up to four hours: “Sometimes 

the wait is three to four hours. We have cases where we are going home, and the ambulance 

still has not arrived” (W8). A provider illustrated this with an example: “I was working last 

Sunday. It was about 2.00p.m., and a patient needed referring. We called the ambulance, and 

we were waiting. It was 4.00p.m., and time to go home and the ambulance still had not come” 

(W25). In contrast, the waiting times for the ambulance services provided by the National Fire 

Authority were between 15 to 30 minutes (Figure 33).   

 

 

Figure 33 Excerpt from an ambulance register (Health centre ‘Z’) 
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Using the National Fire Authority ambulance required a nurse would have to accompany the 

patient to the divisional hospital, impacting the local system in several ways. It meant having 

to reassign a nurse from outpatient services to transfer the patient by ambulance and handover 

to the divisional hospital. As a result, the delivery of outpatient services was affected, 

increasing waiting time for patients and increasing congestion at the already overcrowded 

health centre. Providers found that given this was a frequent issue (Figure 33): “When we have 

to take cases across to the divisional hospital, [in this case] it is better to have three nurses – 

one to do the emergency case, one to continue with outpatient services and one to triage” 

(W32). As a result, each decentralised health centre had to make a trade-off when referring a 

patient: either long and uncertain waits for a hospital ambulance, which meant not losing a 

nurse but having to dedicate staff to attend to the ill patient, or use a private ambulance and 

transfer the patient sooner but lose a nurse.  

 

10.4.4 ‘Working the System’  

Providers were genuinely interested in delivering high-quality health services to the general 

public. However, as noted in the preceding sections, they were frustrated with the challenges 

they faced in attempting to do so. As a result, local health centres actively ‘worked the system’ 

to facilitate the delivery of health services. Four examples of how providers worked the system, 

with their impacts on patient’s access to health services are discussed below. 

 

Health centres were collaborating with each other through informal networks to ensure the 

continued delivery of health services. The lack of resources following decentralisation (see 

section 10.3) forced health centres to collaborate and coordinate with each other to share excess 

stocks of medications, consumables and equipment, trade surpluses for shortages or borrow 

supplies that they needed, and replace them when their stocks were replenished: 

 

We will be out-of-stock of something, like electrocardiogram papers. We give them 
capillary blood glucose sticks, and they give us electrocardiogram papers. It is a 
barter system (W1). 

Some [health centres] are keeping stocks, so we borrow from them. For example, 
syringes. At the moment, we only have syringes because we borrowed from other 
health centres (W24). 



213 
 

As illustrated above, some providers kept a ‘rainy-day’ supply of stocks and consumables to 

carry them through periods of shortages. They undertook this by sourcing medicines and 

consumables, and at times equipment, from outside of the formal government supply system, 

namely through donations directly to the health centre.  For example, health centre ‘Y’ 

reported: “We are out of gloves at the moment. Fiji Pharmaceutical and Biomedical Services 

have run out. We are lucky because we have some donated to us about two months ago. So that 

stock is keeping us going until we get our order” (W36). The flexibility to engage in some 

decision space (see Chapter 7) was relevant to improving access. Though limited in the case of 

Fiji’s decentralisation initiative, the decision space that providers had helped address some 

access needs of patients, primarily the availability of services, medications and consumables.  

 

Furthermore, providers actively ‘worked the system’ to accommodate patients who had 

financial difficulties in getting their medications. During the extended hours of service, the 

policy was to provide patients with a ‘stat dose’xl only: “Fiji Pharmaceutical and Biomedical 

Services, they will advise us only to give a stat dose” (W22).  However, many patients were 

not able to come back the next day to collect their medications. As a result, nurses made 

informal arrangements with the health centre pharmacist to provide full courses of medications 

to those who faced financial barriers: “Sometimes, we help the patients out. Depending on the 

case – we dig a bit about their social background, and if they cannot afford to come back, we 

will try to give them the full course” (W16). Where there was no stock of a particular 

medication was available at the health centre, patients would be given an alternative 

medication. A nurse gave an example: “…if [a patient] needed an antibiotic by injection, and 

there was none, we would give them an oral antibiotic” (W17). However, providers noted this 

had a detrimental impact on the operations of the local health centre. Often, alternatives did not 

work as well to treat the illness and patients would return to the health centre with re-infections. 

While providers intended to provide some medication to those who would not otherwise have 

access, thereby improving their access, as a result of returning patients whose health problems 

were not resolved, the waiting time for other patients consequently increased.   

 

                                                           
xl A stat dose is two doses of medication (one taken at the health centre and one in the morning) given to the 
patient until the pharmacy opens the next morning. 
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10.5 “Where to Start, With Whom to Start and Where to Finish?” Changing 

Utilisation Patterns 

In the experience of providers, following decentralisation utilisation patterns and demand for 

health services increased (see Chapter 6 and 7): “…before decentralisation, we were seeing 

less than 100 patients per day. However, when decentralisation was implemented, the number 

of patients multiplied four or even five times…” (W23). Demand was highest during the day: 

“We see between 150 to 160 patients between 8.00am to 4.30p.m.” (W22). However, they also 

experienced increasing utilisation during the evenings over the period following 

decentralisation: “We now see 30 to 40 in the evening” (W14); as well as the weekends: “60 

to 70 patients both days – Saturday and Sunday” (W15). The uptake of services during the 

extended hours was high: “People are coming to the health centre. Even sometimes when we 

knock off at 10.00p.m., people are still coming, and we have to send them to the divisional 

hospital” (W24). 

 

Distinct patterns of utilisation emerged over the period following decentralisation. For 

example, the early morning period, up to 8.00a.m., saw the highest utilisation by those who 

worked and studied. After 8.00a.m., those who were not employed were the primary users of 

decentralised health services: “[From] 8.00a.m. to 4.30p.m. we see a lot of children and their 

mums…. It is those that are staying at home – the elderly” (W10). The evening period, from 

4.30p.m. to 10.00p.m., was mainly utilised by: “people who work but also those who are at 

home and depend on the people who work to bring them to the health centre” (W35). Thus, 

during this period, families would access health care together. To illustrate, a provider gave an 

example of the working male of the household who after finishing work, brought his wife, 

children and an elderly parent to be seen by health professionals. This flexibility of seeking 

health services at a time convenient to the patient, following decentralisation, was seen as an 

improvement to how health services were organised, and ultimately, how acceptable patients 

found the health system in relation to their needs. 

 

Health care providers reported that more Fijians of Indian descent utilised the health centre 

during the evenings. This reflects national data on vehicle ownership being substantially higher 

amongst this ethnic group (see Chapter 8), facilitating access to health centres in the evening 

when public transportation is limited, and there are other benefits: “I find more Fijians of Indian 
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descent…they feel that there are lesser [number of] patients in the evening. They prefer to come 

at that time, so they do not wait long” (W35).  

 

Utilisation was also driven by the divisional hospital referring patients to health centres. 

Providers noticed that despite after-hours outpatient services being available at the divisional 

hospital between 10.00pm and 6.30am, long waiting times meant that patients who had not 

been seen by 6.30a.m. were being referred back to health centres: “They still hadn’t been seen, 

and they were told in Accident and Emergency Department that they had more serious cases to 

see” (W25). 

 

The changing utilisation patterns meant that health care providers experienced significantly 

higher workloads. They found that the health centre was rarely empty, and since 

decentralisation was implemented, demand has continued to grow. Participants felt the 

increased utilisation affected their ability to manage and deliver health services: “Unfortunately 

the crowd that we see, we are so little in number. Sometimes we wonder where to start, with 

whom to start and where to finish” (W7). 

 

As a result, providers attempted to control patient flow through the health centre. They did this 

in several ways. First, providers aimed at spending up to five minutes per patient: “Most 

patients I see them for three minutes – one minute to ask the patient [questions], one minute to 

assess and one minute to provide management” (W30). This set an informal target of 70 

patients per shift per doctor with a buffer period in the event emergency cases came in. A 

second strategy was that providers would give out up to 70 waiting numbers and would only 

give out more if time permitted. Seeing at least 70 patients was important from the perspective 

of the provider. It meant that they could control crowding at the health centres, which often 

lacked space for patients to wait (see Chapter 8). More importantly, it meant that health 

professionals could distribute patient loads throughout the opening hours: “If we give out 

numbers uncontrollably, then by 6.30a.m. you would probably have given out 200 numbers. 

That would be a huge load for the morning staff” (W2). This also allowed providers to give out 

numbers based on the staffing they had. For example, if there were two doctors on the shift 

they would give out 140 waiting numbers.  This was important for several reasons. It helped 
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manage staff fatigue and frustration but also decreased waiting times for patients. According 

to provider experience, they noted if they gave out unlimited numbers, the patient who received 

waiting number 200 at 6.30a.m. might still be waiting to be seen six or more hours later. 

However, by controlling the numbers issued allowed patients to come at certain times (when 

numbers were being given out), thereby reducing waiting their waiting time (see Chapter 12).   

  

Not all providers agreed with this practice. They felt it hindered access. An example was given 

of patients coming to the health centres outside of the times when numbers were being given 

out. In health centre ‘Z’, numbers were given out at 6.30a.m., 8.00a.m., 1.00p.m. and 6.00p.m. 

However, a patient coming at 2.00p.m. would have to wait until 6.00p.m. for the next set of 

numbers. 

 

10.6 Implications for Access 

The challenges providers faced in delivering day-to-day decentralised health services impacted 

on three aspects of access: availability, accommodation, and acceptability. The shortages in 

number and mix of human resources, minimal upgrades to equipment and constant shortages 

of pharmaceuticals and consumables meant providers could only deliver limited services and 

found that patients were frustrated with not being able to get a full range of services during the 

extended hours. Such services as were available required lengthy waits and were often 

interrupted. Thus, from an access perspective, availability was limited. Furthermore, resource 

constraints meant availability of outpatient care was affected in the case of emergencies, further 

hindering access of those waiting and those referred. A huge increase in patients presenting 

with health problems diagnosis and treatment requiring redeployment of staff, displaced 

preventive services and the care of patients in the community; reducing access for patients not 

present in the health centre. Resource constraints affected the attitudes of patients towards 

providers and vice versa, affecting the overall acceptability of the system.  

 

10.7 Conclusion   

Accounts of providers indicate that despite their best efforts in delivering an acceptable quality 

of service, their endeavours are compromised by persistent shortages of necessary resources. 

In the view of providers, localising and extending the provision of outpatient services was 
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beneficial for the public, allowing them to access health care at locations closer to their homes 

thereby reducing the time, distance and cost of seeking health care. In their experience, distinct 

patterns of utilising services were emerging, indicating patients were indeed benefiting from 

decentralisation with extended hours, by being able to access health services at a time 

convenient to them. However, provider experiences also highlighted the delivery of 

decentralised outpatient services as being fraught with problems. Minimal increases were made 

to human resource numbers, equipment, medicine and consumables. These increases did not 

address the growth in utilisation of decentralised health centres. Chronic shortages of resources 

were a source of frustration to providers who found they had to prioritise some services over 

others and actively had to improvise to facilitate service delivery by constantly having to 

borrow and plead for supplies and equipment; using up professionals’ time that would 

otherwise be spent on patients. As a result of the shortage of resources, emergencies displaced 

the provision of outpatient services; outpatient services displaced community-based preventive 

work; however, if community-based and preventive services were prioritised, then demand on 

outpatient services, and some emergency cases could be reduced.   

 

The challenges faced by providers had impacts on patients’ access to health services. These 

impacts in the experiences of patients are discussed over two chapters. In Chapter 11, the 

experiences of patients in navigating the decentralised health system are discussed, while in 

Chapter 12, the strategies employed by patients to minimise the access challenges they faced 

are analysed.  
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Chapter 11 Impact of Decentralisation on Patients 

 

11.1 Introduction 

Offering a practical means to improve access to health care, in 2009, Fiji’s Ministry of Health 

initiated decentralisation explicitly for this purpose (see Chapters 5 to 7). Fiji is not alone in 

attempting to improve access through decentralisation. Indeed, the literature review (Chapter 

3) highlighted numerous examples of decentralisation for the purpose of allowing health care 

problems to be identified and addressed at lower levels through increasing the resourcing of 

primary care by shifting resources from the centre to the periphery. However, as discussed in 

Chapters 9 and 10, there may be numerous issues and challenges in implementing 

decentralisation. In the case of Fiji, issues faced by administrators and providers highlighted in 

this research included rushed planning and decision-making on the run, inadequate resourcing, 

and changing utilisation patterns increasing the demand for decentralised health services, all 

having a knock-on effect on patients.  

 

The nature of these impacts on patients is the focus of this chapter. The perspectives and 

experiences of patients in navigating both the decentralised and non-decentralised health 

systems (see Chapter 8) are described in depth, including their experiences in accessing the 

divisional hospital after-hours. Following a description of the patient participants, their overall 

acceptance of the decentralisation is illustrated, followed by their experiences in navigating the 

decentralised health system from getting to the health centre, receiving care and being referred 

for any further diagnostic tests, treatment or management. In the next section the experiences 

of patients seeking after-hours care is presented. Finally, a comparative perspective of those 

patients in a non-decentralised health centre is presented.  

 

11.2 Characteristics of Patient Participants 

Forty-one adult patient participants were interviewed in late 2014 across six sites. Included 

were: three patients from a non-decentralised health centre (coded P1-P3); twenty-eight 

patients from three decentralised health centres (P4-P32); three patients from the Accident and 

Emergency department of the divisional hospital for after-hours care (P33-P34), and seven 
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patients from a private general practice (P35-P41). Demographic and utilisation details from 

these patients were collected, presented in the table below: 

 

Table 22 Participant profile 

Variable Patients 

Decentralised 
Health 
Centres 
(n=28) 

After-
Hours 
(n=3) 

Non-
Decentralised 

Health 
Centre (n=3) 

Private General 
Practice (n=7) 

Socio-Demographic     
Age     
     18-39 16 2 2 3 
     40-59 6 1 1 3 
     60+ 6 - - 1 
Gender     
     Male 14 2 - 4 
     Female 14 1 3 3 
Ethnicity     
     i-Taukei 17 1 2 1 
     Fijian of Indian Descent 7 2 1 5 
     Fijian of Chinese Descent 1 - - 1 
     Other 3 - - - 
Marital Status     
     Single 5 - 2 2 
     Married 16 3 1 5 
     Divorced 2 - - - 
     Widowed 2 - - - 
     De Facto 3 - - - 
Number in Household     
     1-2 4 - - - 
     3-4 8 1 1 4 
     5-6 7 2 2 2 
     7-8 8 - - 1 
     Above 8 1 - - - 
Educational Level     
     Basic Educationxli 17 2 3 3 
     Post-Secondary 11 1 - 4 
Means of Travel     
     Private Vehicle 7 2 - 4 
     Taxi 8 2 - 1 
     Bus 11 - 2 - 
     Walking 8 - 1 3 

                                                           
xli Primary and secondary education is free in Fiji, though only the first eight years are compulsory.  
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Economic     
Employment Status     
     Full Time Employment 11 2 1 5 
     Part Time Employment 2 - - - 
     Unemployed 11 1 - 1 
     Other (Retired, Student) 4 - 2 1 
Household Income (FJD)     
     $0 - $29,999 22 1 2 5 
     $30,000 - $59,999 3 1 1 1 
     $60,000 - $89,999 1 1 - - 
     Above $90,000 2 - - 1 
Utilisation (No. of visits in 
preceding 12 months) 

    

Public Health Services     
     0 - - - 5 
     1-2 8 - 2 2 
     3-4 4 - 1 - 
     5-6 5 1 - - 
     7-8 2 - - - 
     >8 9 2 - - 
Private Health Services      
     0 16 - 2 - 
     1-2 8 - 1 1 
     3-4 2 - - 1 
     5-6 1 1 - 2 
     7-8 - 1 - - 
     >8 1 1 - 3 

 

11.3 “We Can See the Change” 

Decentralisation was viewed positively by patient participants: “I am very happy with the 

current government for this project of decentralising health services. It is of benefit to the 

people” (P26). Through their experiences in accessing and navigating the decentralised health 

system, a majority of patients commented positively, e.g., “We can see the change. A lot of 

change…” (P24). This change was viewed as “a good thing” (P23). Clarifying, participants 

noted that decentralisation was good for the community, e.g., “…it is better for the community 

because the health centre can accommodate most things…” (P11). Many viewed 

decentralisation as providing more opportunities to seek health care, e.g., “…in the last ten 

years I can hear the people talking outside the room. They condemn the doctor. However, now 

it is not like that. When they extended the hours, [the people] felt the relief” (P9). The extension 

of hours improved personal convenience for patients in attending health centres at a time 
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convenient to them, and at reduced travelling times and cost. Patients gave several examples 

of ways in which they benefited from extended hours, such as greater opportunity to seek and 

receive health services as the need arose: “It is good. Sometimes when there is someone in the 

house feeling sick about 7.00p.m. or 8.00p.m.; you can still take them to the health centre” 

(P21). Moreover, there was increased opportunity for patients who could not attend health 

centres during the day due to personal commitments, such as study, work and household 

obligations:  

 

Since I am [a] working person, I cannot afford to leave work and come to the health 
centre if I am sick or any other family member is sick. So, this is much better – for 
us to come after-hours (P30). 

I am a student, a day scholar. So, I go to university. I was supposed to come home 
early, but unfortunately, I had a group project to do. It is good that it is open for 
me to come (P5).  

I think this is good because in the morning I do my house chores and cleaning up. 
It is easier for me to come in the afternoon because I know my chores are done 
(P18).  

 

11.4 Patients’ Experiences in Navigating the Decentralised Health System 

Decentralisation has resulted in changes to how patients gain entry to and navigate the health 

system. Ambulatory patients formerly bypassed their local health centre in favour of the 

hospital outpatient department, regarded as the better service.  Now that patients may not go 

directly to the hospital, they gain entry to the system via the health centre. This change affects 

patients’ physical access in getting to health facilities, involving distances travelled, availability 

and frequency of public transportation, and the cost and time taken to reach the health facility. 

Once patients arrive at the decentralised health centre, first they must obtain a waiting number. 

From that point, pathways through the service may vary according to whether: [1] the patient 

seeks a medical consultation, diagnosis and treatment, all being available at the health centre; 

[2] is a returning patient needing ongoing treatment but not a consultation; [3] as for [1] but 

diagnostic services are unavailable, necessitating referral elsewhere, and; [4] the patient 

presents as an emergency and is referred to the divisional hospital. Figure 34 sets out these 

pathways on a flowchart.  
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Figure 34 Patient pathways in receiving health care 
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Most patients are able to receive the full package of care at their health centre without the need 

for diagnostic services. After being triaged, these patients would undergo a medical 

consultation, be diagnosed and treated, for example by: receiving an injection or an application 

of a dressing; and/or medications from the on-site pharmacy; or a prescription for medications 

that are not available at the health centre pharmacy and need to be purchased from a private 

pharmacy. Returning patients who need ongoing treatment are seen without a medical 

consultation in the treatment room.   

 

The patient needing access to diagnostic services after being seen by a medical officer is 

referred to in-house diagnostic services, where available, or a diagnostic service at another 

health facility. For in-house diagnostic services such as x-rays and scans, the patient would 

undergo tests and would be re-seen by the medical officer, after which they would be treated, 

in most cases with medications from the on-site pharmacy or a prescription for medications 

that are not available at the government pharmacy. 

 

A patient needing a referral for diagnostic services from another health facility would, after 

being seen by a medical officer, be referred to another decentralised health centre (if the health 

centre is closer) or the divisional hospital. Following the test, the patient would return to the 

referring health centre several weeks later once the results of the diagnostic test had been 

forwarded to the medical officer. Where resources permit, following the results of the 

diagnostic test, the patient would be treated at the health centre. However, if further diagnoses 

and treatment are needed and cannot be provided at the health centre, the patient is referred to 

the divisional hospital for further management.  

 

The final pathway is the patient needing emergency care. This patient would be triaged and 

referred immediately to the medical officer without delay or if the condition is severe, be 

immediately treated, stabilised and transferred to the divisional hospital by an ambulance, 

under the care of a nurse.  
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While these are the four main pathways, there is some variation in how patients flow through 

these pathways due to how patient numbers at a health facility are organised, waiting times and 

the time of day patients come to the health centre, and length of time spent on consultations. In 

the sections that follow, the common access experiences of patients moving through these 

pathways are discussed at key points in their journey from physically getting to the health 

centre, to the waiting room, through consultation, diagnostics, pharmacy services and referrals. 

 

11.4.1 Physical Access 

Physically getting to the local decentralised health centre emerged as a major consideration for 

patients. As highlighted below, although receiving health services at the health centres was free 

to patients, the costs associated with travelling to a health centre created a barrier to access to 

some patients. The experiences of patients of decentralised health system began with their 

physical access to the health centres and were influenced by several considerations: the location 

of the health facility, availability of public transportation and frequency and cost of transport. 

Each of these issues is elaborated on below.  

 

Location of Health Centre 

All six decentralised health centres are located in the urban area of Suva. Most patients noted 

that the decentralised health centre they used was the closest, “within one to two kilometres” 

(P30) of where they lived. The majority of participants noted that these health centres could be 

reached within “five minutes by car” (P29), “ten minutes by taxi” (P8) “fifteen minutes by a 

bus” (P30) and “thirty minutes by foot” (P7). In most cases, the health centres are located in 

the middle of their geographical boundary:  

 

People come from that side, this side. Everywhere. It’s nearby and central (P5).  

I could say the health centre is far [from my house]. But I have to think about the 
other people too. So, I think it is in the right location. It is in the centre (P16). 

 

Patients living closer to the health centre spend less time and money travelling than those living 

further from the health centre:  
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This location is good for [those of] us staying around here. However, thinking 
about those who stay right out there, it is harder for them to come here (P15).  

They need to build another [health centre] that side because you spend more time 
and money from there to here (P19). 

 

Irrespective of where they lived within the geographical catchment of the health centre, in 

comparison with alternatives most patients expressed satisfaction with its accessibility:  

 

The [health centre] is more accessible [than the divisional hospital] in terms of 
distance. If I compare the [divisional hospital] and the health centre, the health 
centre is five minutes away and [costs] about $5.50 in a taxi. The divisional 
hospital is further and costlier. The private practitioner is even further – another 
20 to 30 minutes’ drive. So, this is easier and more accessible to me (P28).  

 

Some health centres are situated close to the two main arterial roads within easy access to the 

public transportation system. Commonly, health centres are located near shops or other 

commercial entities, guaranteeing that they are not only easily accessed by patients, but 

conveniently located near other amenities such as private pharmacies, supermarkets and bus 

stations (Figure 35).  Indeed, where space permits, health centres may have parking space for 

those using personal transport. As illustrated in Figure 35, the buildings comprising some 

health centres, e.g. Health Centre ‘X’, are dispersed on large spacious compounds with ample 

parking and dedicated ambulance access, while others such as health Centre ‘Z’ may be 

confined to smaller congested compounds, offering little parking. 

 

 

 

 

 

 

 

 



226 
 

Health centre ‘X’ 

 

Health centre ‘Z’ 

 

Figure 35  Location of two decentralised health centres (‘X’ and ‘Z’) 
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For other communities, the locations of their health centre was inconvenient. Patients compared 

the locations of the health centre with the divisional hospital: whereas the hospital was located 

on the main transportation route and had bus stops close to the entrance, the health centre was 

located off the main road, in some cases on hilly terrain, to which patients had to walk from 

the nearest bus stop (Figure 36). Being ill made it difficult to make that walk:  

 

I have to get off on the main road and walk about a kilometre to the health centre 
(P7). 

It is difficult when I am really sick. I mean when I am not able to walk or when I 
am really weak (P15). 

I cannot walk from here to the health centre. It is a bit far from the main road. It is 
because I am sick that I cannot walk (P22). 

 

These problems were exacerbated by the comparatively high rainfall of the Suva subdivision 

(see Chapter 8). “It is sometimes a bit difficult because of the rainy weather. When it rains, due 

to my sickness, I have to look for a taxi. This is a bit hard” (P16). 

 

 

Figure 36 Inclining road on which the health centre ‘X’ is located 
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The above issues were not unique to decentralised health centres. Non-decentralised health 

centres were also located centrally to where its populations lived: “Most of the people live here. 

There are about five to six villages near the health centre” (P2). Some said that the non-

decentralised health centres were located conveniently on the bus route: “The location is good. 

It is easy to access. I got off in front of the health centre” (P2). For others, getting to the health 

centres posed challenges: “The hill – that is a bit hard for my grandmother [to climb]” (P2). 

Infrequency of public transportation servicing the health centre presented problems to access: 

“It is tough to get a taxi, and minivans don’t run this side” (P2). Infrequent transport was felt 

to be more severe for non-decentralised health centres due to their rural location (see Chapter 

8). The bus service runs every hour, and takes “about one hour” (P2) to reach the health centre, 

resulting in buses being full: “Some passengers were not allowed to board the bus because it 

was full. So, you have to wait one hour before you get the next bus” (P3). The effect of Suva’s 

high rainfall was deemed as more severe, because the dirt roads would flood and become 

impassable: “It’s bad road conditions and the weather. During rainy days, the buses cannot get 

in. They always flood” (P3). From observations, most villages are located on low lying, 

potholed filled dirt roads that often flooded, cutting off their access to the main road. During 

rainy days, buses run along the main road but do not service the village roads, reducing 

accessibility of the health centre.  

 

Public Transport Availability and Frequency  

Outlined in Chapter 8, private vehicle ownership is low in Fiji, and patients usually rely on 

public transportation. Participants noted public transport to decentralised health centres was 

limited and sometimes irregular. The main complaint raised by patients was infrequency of bus 

services: “when there are buses, it is very convenient. I have to get off on the main road and 

take a short walk. However, the problem is that the buses are infrequent” (P10). The issue of 

infrequent services was highlighted by many participants, who commented on how and when 

they can access decentralised health services: 

 

The buses run at 6.00a.m., at 6.30a.m., 8.00a.m., 9.00a.m. and 10.30a.m. From 
10.30a.m. there is no bus service until 2.00p.m. Then another at 4.00p.m., 5.30p.m. 
and the last bus is at 7.00p.m. (P12). 
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Moreover, many participants commented that buses would “go through all streets before 

coming to the health centre” (P11). Consequently, as one participant noted: “If you catch the 

6.00a.m. bus, you will get to the health centre between 7.00a.m. and 8.00a.m.” (P11). What 

this has meant for patients is that in many cases it is quicker for them to walk to the health 

centre:  

 

Sometimes you wait 15 to 20 minutes for the bus to arrive and then adding the time 
it takes to get to the health centre, it is quicker to walk. You are already at the 
health centre before the bus arrives (P4).  

It takes 10 to 15 minutes for me to walk. It takes about 20 minutes for the bus to 
come (P25). 

 

An alternative to buses is taxis. Using taxis did not reduce the time taken to get to the health 

centre, however, particularly during the extended hours of opening: “Sometimes we have to 

wait more than half an hour for the taxi. Around that time, there are not many taxis” (P9). What 

this has meant for many patients is that following decentralisation, additional spending is made 

on transportation, primarily in the form of taxi fares: 

 

I have to use a taxi because there is no bus coming directly from there to here. 
From my home, if I catch a bus, I will have to get off on the main road and catch 
another bus from there to here. That will be two buses (P5). 

 

Whereas prior to decentralisation patients could travel by a direct bus to the divisional hospital, 

they now had three options: “You have a choice: you can walk, you can take a bus and walk 

here, or a taxi straight here” (P4). For patients such choices involved trade-offs, decisions being 

based on the severity of their illness and financial circumstances:  

 

For example, if I have a cut, back pains or a twisted arm or leg, I would travel by 
taxi. If I have the flu’ or not anything serious, I can walk, unless I feel dizzy (P9).  

If I am sick, it is more difficult walking up. I would have to catch a taxi (P18). 
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However, on a positive note, one participant noted that the situation has improved over time: 

“I think it is much easier now. Before, the last bus used to be 8.00p.m. Now it is extended to 

9.30p.m. There is also a lot more taxi bases around now” (P25). 

 

Infrequent bus services were a particular issue for patients during the evening when bus 

services were not available for the full duration of its opening hours: “...In the daytime, there 

are three to four bus companies providing bus services. However, in the evening, it is only two, 

and that too until a certain time” (P11). Across decentralised health centres, a majority of 

participants noted that bus services ceased operations from 6.30p.m. 

 

However, there were exceptions. Some areas had bus services for the full duration of the 

decentralised health centres’ opening hours: “The bus runs through the night till 11.30p.m.” 

(P20). Patients accessing after-hours care at the divisional hospital also complained about a 

lack of transport options at night, leading to higher costs. A majority of participants noted: 

“From my area, there is no bus.  [The] only option is our car or taxi” (P34). For those with 

access to bus services, at night it took them only to the Suva bus stand, and from there they had 

to use a taxi to reach the hospital: “…the bus service for the hospital finishes at 7.00p.m. or 

8.00p.m. So, there is no chance of [going] by bus from Suva [bus stand] to the hospital” (P32). 

Mostly, for patients, this meant that they either had to travel to the hospital by taxi or a private 

vehicle. However, with private vehicle ownership being low and high rates of poverty in Fiji 

(see Chapter 2), many patients were unable to travel to the hospital during the night. In these 

cases, patients decided to use outpatient services at the health centre the following day which 

was more affordable, closer and when public transport was more available.  

 

Transport-related Access Costs 

Most participants reported buses to be the cheapest form of transportation, the most affordable 

and therefore the principal form of transportation for those of lower socio-economic status. 

Where other forms of transport were utilised, the associated cost to the patient increased: “It is 

$1.15 from my home to the health centre, and if I need to go to the [divisional] hospital from 

there it is 70 cents…if you catch a taxi, then it is $10.00” (P5). Thus unavailability of or 

infrequent bus services affected access to health services. Taking a taxi when buses were not 
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available depended on the financial circumstances of the patient: “Not everybody is living on 

rose petals. We all are struggling day-in and day-out” (P5): 

 

The expense is very high to come to the health centre by taxi from the village. It 
will cost me about $6.00 one way (P21). 

People do their maths. The cost of living is very high, and many people cannot 
afford to take a taxi. Like me. It is a different case of a family that owns a car. They 
can go at any time. However, poor people like me need to do it in the most 
economical way (P4). 

 

Prior to decentralisation, isolated communities in the Suva subdivision would access the 

divisional hospital on their way to the city to attend to other necessities of life; one bus fare 

sufficed. However, following decentralisation, they are required to travel to an out-of-the-way 

decentralised health centre. As public transportation does not service these communities they 

have to hire a carrierxlii, resulting in a more significant financial burden: 

 

There is no bus; we have to hire a carrier. It costs $15.00 one way. Sometimes 
people do not have the money (P13). 

 

Limited financial means has meant that patients have had to seek alternative transportation 

options, including walking: “When we are going in the bus, we see those who cannot afford to 

take the bus, walk to the health centre” (P10). However, some such participants also reported 

seeking financial assistance for travel purposes: 

 

To be honest, when I am sick, I go to the old people’s home near my house and ask 
them to take me to the health centre. I do not have the finances to take a taxi (P16). 

My neighbours, they have a private car. When we have no transport available, we 
have to ask them for help. If not then we stand by the road and try to stop any 
vehicle going in that direction (P19). 

                                                           
xlii A carrier is a truck used to cart goods. It is often used in farming communities and villages to bring fruits, 
vegetables and root crops to the towns to sell. In the Suva subdivision, these farming communities are often located 
on hilly terrain with poor road access, and are not serviced by public transportation. In many cases, a carrier may 
be the only form of transportation available to them. 



232 
 

If we have no options, we call the Zone Nurse at the health centre to see if she can 
arrange transport to see us (P12). 

 

11.4.2 Waiting 

Once they reached the health centre, “waiting” was a widely reported and negative experience 

affecting access to health care. Patients waited to get a number; they waited again to see a nurse 

for triage and again to consult a doctor; they then waited for diagnostic tests, treatment and 

prescriptions, if any of these were available at the time of the visit; and, if theirs was an 

emergency case, may have to wait for an ambulance. Having to wait was also a problem in 

relation to the divisional hospital. However, first another concern emerged, affecting those 

patients who arrived to discover the health centre was closed for a staff meal break. 

 

Many participants remarked on having to wait on arrival during the posted opening hours for 

services to resume, primarily due to the common practice of closing the health centre during 

the day. All but one decentralised health centre in this study closed for one hour for lunch 

(1.00p.m. to 2.00p.m.) and dinner (6.00p.m. to 7.00p.m.). This was in stark contrast to the 

divisional hospital where there are no breaks in services. Before decentralisation, patients 

would not have to consider planning their visit around lunch and dinner breaks. However, 

following decentralisation, this has become something that patients are increasingly 

considering: 

 

They close at 10.00p.m., so I have to be here before that. Between 6.00p.m.and 
7.00p.m., they have their dinner break. So that is why I have come after 6.30p.m., 
so I can be seen as soon as they open at 7.00p.m. (P24). 

 

Thus, patients who arrived at the health centre during staff meal times were only seen if they 

were determined to be an emergency case, otherwise they were asked to either take a number 

and wait for health services to resume or come back at a later time when the health centre was 

open. A majority of participants found this to be considerably frustrating: 
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I think the only problem I experienced today was the scheduling of nurses and when 
they have their rest, tea or lunch. You cannot stop patients coming. For them, what 
they need to think of is the sick people. Most of them are quite sick and need to be 
seen quickly, so that they can have a rest. At least if there is a schedule for nurses 
… you know if some of the nurses take their rest and other can cover the services. 
Today we had to wait long as the nurse had her break and there was no one there. 
Someone should have been there to keep on with running the service. We had to 
wait an hour (P25).  

It was frustrating. It would have been nice if one doctor goes on break and another 
sits in. Not to leave two hours idle. It would be great if they did not have two dead 
hours of service every day (P6). 

 

Patients’ perspectives and solutions were in agreement with those of Administrators (Chapter 

9), who also expressed frustration at the persistence of this practice. Closing the health centre 

for meal breaks occurred although there were sufficient staff as to enable coverage, and despite 

an internal circular (Figure 37) instructing staff to take staggered breaks to ensure that services 

are available throughout the extended hours. The only decentralised health centre to pin the 

circular to their noticeboard was one that closed during lunchtime.  
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Figure 37 Internal circular: ‘Opening of health facilities during lunch hour’ 

 

Participants highlighted three critical themes related to waiting for care. The first ‘getting a 

number’ referred to their interaction with the health system to get a number, signifying their 

entry into the health system. The second ‘waiting area’ denoted participants experience with 

the waiting area space and comfort. The final theme ‘waiting time’ reflected the participants’ 

views on waiting to be seen. 

 

‘Getting a Number.’ 

Having physically accessed a decentralised health centre and when doors were open, a patient 

requires a ‘waiting number’ to be seen by a health professional. At a majority of decentralised 

health centres, waiting numbers are written on a piece of cardboard, and placed on a spindle 

(Figure 38) in the waiting area for patients to collect. As discussed in Chapter 7, health centres 

have some decision space over service organisation. In practice, what this means is that each 
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health centre determines the number of patients that are seen during various shifts, taking into 

account resources and demand.  For the patient, this means there is a controlled distribution of 

waiting numbers, with a limit on the number of patients that are seen during each shift. 

Examples from three decentralised health centres illustrate different practices. 

 

 

Figure 38 Waiting numbers left for patients to collect at health centres ‘X’ and ‘Y’ 

 

At health centre ‘X’, waiting numbers are placed at regular intervals and unlike other health 

centres, these numbered cards are regularly replenished as patients move through the system. 

This particular health centre does not close for lunch or dinner, so patients are seen 

continuously from 6.30a.m. to 10.00p.m. On the other hand, health centre ‘Y’, dispenses 70 

numbers at 6.30a.m. Once the 70 patients have been seen, more numbers are put out, often in 

batches of 20, the number depending on how much time remains until lunch break: “They only 

give out 20 numbers one batch and then another 20 after that batch” (P23). The health centre 

is closed for lunch with only emergencies being seen during this time. At 2.00p.m., another 30 

numbers are placed in the spindle near the waiting area. However, unlike other decentralised 

health centres, this health centre does not have a dedicated doctor for “special outpatient 

services” (see Chapter 8), which are offered on Tuesdays, Wednesdays and Thursdays between 
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the hours of 2.00p.m. and 4.00p.m. During these days and times, special outpatient services are 

given priority over general outpatients. Despite 30 waiting numbers dispensed at 2.00p.m., any 

special outpatient is seen first. Uninterrupted provision of outpatient services resumes from 

4.00p.m. At 7.00p.m., after the dinner break, another 30 waiting numbers are placed in the 

spindle. All patients coming to the health centre from 7.00p.m. to 10.00p.m. will be triaged and 

seen. 

 

The management of waiting numbers at health centre ‘Z’ is substantially different to any other 

decentralised health centre. Here waiting numbers are not left in the waiting area for the patient 

to pick up but instead issued by the receptionist at fixed times. The first batch of 30 waiting 

numbers are given out at 6.00a.m. before the health centre opens., One participant reported: 

“The health centre opens at 6.30a.m. You come here, and half the numbers are already gone” 

(P30). The second batch of 70 waiting numbers is dispensed at 8.00a.m., before the second 

doctor’s shift starts. The third batch of 50 waiting numbers is dispensed at 1.00p.m. while the 

health centre is closed for lunch, with these patients being seen from 2.00p.m. The final batch 

of 20 waiting numbers are given out at 6.00p.m. during dinner break with those patients to be 

seen from 7.00p.m. No numbers are given out after 7.00p.m. However any patient that requires 

health care from 7.00p.m. to 10.00p.m. will be triaged by the nurse and seen by a doctor if 

needed, else treatment is offered by the nurse.  

 

During the weekends, a similar system is in a place where 50 waiting numbers are issued before 

the opening of the health centre, and another 20 are issued during lunch break.  Unlike at other 

decentralised health centres, a waiting number at health centre ‘X’ does not give the patient 

access to health care. Once the patient has a waiting number, they are asked to wait in the 

outpatient waiting area until called by the receptionist to register their details in an outpatient 

register (Figure 39). Patients interact with the receptionist through a small, unfriendly opening 

in the window panel. Once the patient has been registered, they are given a waiting number for 

a consultation room. These are an alphanumeric number denoting the consultation room (either 

A, B, C or D) the patient will be seen in followed by a number indicating their position in the 

queue for that consultation room (Figure 40). 
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Figure 39 Receptionist’s outpatient registration folder at health centre ‘Z’ 

 

Figure 40 Waiting numbers for medical consultation at health centre ‘Z’ 
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Because of these differences in practice, patient experiences in accessing health services have 

varied. Many participants expressed frustration at not being able to get a waiting number when 

they needed it, for example: 

 

The doctors and nurses should know that sickness if it comes, it is like a thief. 
Sometimes it is all of a sudden. Sometimes it is when you eat something; you start 
vomiting. Sometimes it is when you do something, and you get cut. Then you come 
here, and they do not give you a number (P9).  

 

Often missing out on a number for that period or day means that patients have to come back 

another day or time to be seen. This was particularly the case in health centre ‘Z’ where the 

distribution of waiting numbers was tightly controlled: “I came after 11.00a.m. They said there 

are no numbers and told me to come before 1.00p.m. I had to go home and come back at 

1.00p.m.” (P11). Patients missing out on a waiting number was a problem across many 

decentralised health centres, with participants complaining about having to come back to be 

seen by a health professional: “Three times I have missed out on numbers I have to come back 

after 5.00p.m. to be seen” (P30). As a result, participants endeavoured to arrive at certain times 

to ensure that they get a number: 

 

If I come at 7.00p.m., the numbers will be finished. They only issue waiting numbers 
at certain times. So, if I come at 7.00p.m., I might not get a number. So, I cannot 
think of coming around 7.00p.m. In fact, after 6.30p.m., I will not come (P7). 

I will come in the morning around 6.30a.m., or in the afternoon at 6.00p.m… If I 
came at 7.00p.m., maybe I will not receive a waiting number, or I would be seen in 
the patients who have received a number. I would have to wait for the doctor if he 
can see me before 10.00p.m. Otherwise, I will have to go back (P8).  

 

Not getting a waiting number at all was common across all decentralised health centres and a 

source of particular frustration: 

 

There was no number when I came. I was waiting for the next batch of numbers. 
That is when the nurse brought out the numbers. In [health centre ‘Z’], the 
receptionist distributes the numbers, and nobody can come in and take a number. 
However, over here, [health centre ‘Y’], everybody rushed in and started to take 
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the numbers. I did not get a number. So, I waited until everybody was seen. Then I 
walked to the nurse and told her I have been sitting here as well (P23). 

 

Dark and Gloomy – The Waiting Area 

Across decentralised health centres, the waiting area has a standard look and feel; each waiting 

area is bare, furnished only with wooden benches (Figure 41). The benches are hard and 

uncomfortable, often arranged in parallel rows: “The benches you are given to sit on, it does 

not even have back [support]. So, if you are sick, and if you do not have anything to lean on, 

you can fall off that bench” (P28). The formal arrangement, unsuited to the social nature of the 

Fijian people, is frequently re-arranged by patients so they can interact with other patients, 

friends and family while they wait and often re-arranged back to its original layout by the 

cleaner/security throughout the day. The waiting areas are poorly maintained, with paint 

peeling off the walls. Many participants made comparisons with the divisional hospital noting: 

“It is not the kind of environment we have at the [divisional hospital]” (P16). Only some health 

centres have a television to keep waiting patients entertained: “They should put television for 

patients to watch while waiting. We should watch a documentary or something about health” 

(P18). Despite the unwelcome appearance, in most cases, patients and families spend a 

significant portion of their time in the waiting area.  
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Figure 41 Waiting area at health centre ‘X’ 

 

The waiting areas moreover have a dark and gloomy feel. There are no fans, resulting in a hot 

and muggy ambience: “It is a very small waiting area, and there’s hardly any ventilation…there 

is no air flow” (P28). There are no fans in the waiting areas, and despite many of these waiting 

areas being in an outdoor area, they are surrounded by buildings, resulting in a build-up of 

stagnant air and body odours:  

 

I could smell people’s interactions. I could not figure out what the smell was. It 
was not a medicine smell. People were there for their dressings, so it was probably 
their substances that were smelling. We were all in the same waiting area... I was 
disgusted to the extent that if I had to wait another five minutes, I was going to 
throw up (P28). 
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Compared to the divisional hospital where there is a large indoor waiting area, in some health 

centres waiting areas are in the main building while at others, they occupy an undercover 

outdoor area (Figure 42), that offers little protection from the elements. On rainy days, with 

little protection from the rain, most of the benches get wet. During the evenings, there is no 

protection from mosquitoes, and during colder months, patients utilising outpatient services for 

general cold and flu’ type sicknesses wait in a cold area: 

 

They should have room for the waiting area, rather than sitting outside in the cold 
weather (P8). 

…it is cold outside, and people are shivering because you have to wait for hours to 
see a doctor (P5).  

 

In addition to this, unlike the divisional hospital, there was no segregation of those waiting. At 

health centres, children, adults, those seeking general outpatient service and those seeking 

special outpatient services would wait in the same area.  

 

The babies, the children, they are all mixed with adults. They should have a corner 
of their own (P24).  

Everyone waits here. The sick, children, everybody. In one small waiting area 
(P19).  

One thing that I noticed today. There was a little kid with chicken pox. From my 
experience with chicken pox, if you come into contact with the person, you get 
chicken pox as well if you have not gotten chicken pox. There was no way keep the 
kid away from other patients (P23). 
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Figure 42 Main waiting area at health centre ‘Y’xliii 

 

Often the waiting areas at the decentralised health centres were too small to accommodate all 

waiting patients with their supporters, particularly in the morning when utilisation is higher 

(Figure 43):  

 

Sometimes you come here, and you have to stand outside. When you enter from the 
main gate, and you see people standing outside, you know the health centre is full 
(P19). 

The waiting area is always full. They should put more seats in there (P29). 

For the area that it serves, it is a really small health centre. There are ten patients 
over here now. I think that is just adequate for the waiting area. If there is more, 
then there’ll be people sitting outside (P28). 

 

                                                           
xliii To maintain anonymity a picture not showing any faces is used. However, this does not accurately depict how 
busy and crowded the health centre becomes.   
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Figure 43 Patients waiting outside health centre ‘Y’  

 

Contributing to the lack of space is the cultural practice in Fiji where patients do not attend the 

health facilities alone, but with a support person: “It is always crowded with people because 

patients come in with their relative or someone. So, there are not enough seats. We have to 

stand” (P29). As a result, many participants complained about having to stand for long periods 

while waiting to be seen by a health professional: “There was no space for me to sit. So, I had 

to stand there. I stood from 10.00a.m. to 2.00p.m.” (P16). Participants noted the lack of space 

caused frustrations amongst health professionals, for example:  

 

The doctor was surprised that we were outside. We [told] her that we had to wait 
outside [because] there was no space inside. The doctor was uncomfortable. That 
put the doctor off because she was telling off the nurses and the nurses explained 
there was not enough space. There was tension over there. The doctor was 
frustrated (P7). 
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The injured, elderly and disabled found this situation particularly tricky. In contrast to the 

divisional hospital where there were both more seating and beds to lie on when required, these 

were limited at decentralised health centres: 

 

There are no beds here for the sick people and elderly sick people to take rest and 
wait for the doctor (P16). 

I told the nurse I want to lie down as I cannot sit down. My wife had to ask again. 
Half an hour later the nurse gave me a bed (P22). 

 

You Can Die Waiting 

Before decentralisation, when patients commonly went directly to the divisional hospital, 

waiting times were a concern not only to the government but also to a majority of participants: 

 

There is a long waiting at [the divisional hospital]. When I went there, there were 
always many people… (P14). 

We had to go to [the divisional hospital]. That was the only option. We had to wait 
a long time there. You wait at least three hours. By that time, you get [sicker] (P22).  

 

However, following decentralisation there was a reduction in waiting time for outpatient 

services at decentralised health centres: “It is easier going to a health centre than [the divisional 

hospital] and waiting five or six hours” (P28).  

 

Every time I went to the divisional hospital you had to wait for the longest time. 
Now you do not. Not in a smaller place. In a smaller place like [health centre ‘Y’], 
even though it is not very well coordinated, it is quicker. At [the divisional 
hospital], it is such a long wait. It is not in minutes; it is in hours (P28). 

 

Nevertheless, there were differences in waiting times between health centres, and also in 

waiting times for outpatient services during the day and during the evening. As noted by 

providers (see Chapter 10) extending the range of services available during the day in health 

centres flowed onto higher utilisation of decentralised health centres, resulting in longer waits. 
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At health centre ‘X’ and ‘Y’, patients could wait for between half an hour to one and a half 

hours. 

 

I came here at 11.00a.m., and I was seen at 12.00p.m. I had to wait an hour (P22).  

I came around 11.30a.m. At 12.10p.m. I received a number. Around 1.00p.m. I was 
seen by a doctor (P25).  

 

The waiting time at health centre ‘Z’ was significantly longer than for other decentralised 

health centres. As the largest and busiest of all decentralised health centres, participants 

described having to wait for up to four hours: 

 

We came here just after 7.00a.m. but were seen by 10.30a.m. (P5).  

If you come in by 9.30a.m., you’ll be seen by lunchtime (P4). 

The public is helpless. You just have to wait. You can die waiting for your turn. In 
my case, I have been lucky. I can always avoid it. When I go to the health centre, 
and I see the line is full, I will go to the private doctor (P14).  

 

Participants identified as a contributing factor to the increased waiting time the running of 

special outpatient clinics: “We came at 2.00p.m. It is 5.10p.m. now. We had number seven but 

still, have not been seen. It is because they are running the special outpatient clinic. They said 

they would see everyone at the special outpatient clinic first” (P26). On the other hand, waiting 

time during the evening was minimal with participants reporting being seen within 30 minutes: 

“I was seen just in 10 minutes, I came in, and the lady at reception told me to go in” (P19). 

 

11.4.3 Triage Without Basic Equipment and Privacy 

Once patients have collected a waiting number, they wait until the nurse calls their number for 

them to be triaged at the triage station. The station is usually a simple table in the waiting area, 

but in at some health centres, there is a separate room or a cubicle (Figure 44 and Figure 45).  

 

Triage stations are equipped with a manual sphygmomanometer, a stethoscope, a digital 

thermometer and a glucometer. However, as reported by providers (Chapter 10) often these 
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basic items of equipment are missing or broken: “There’s only one machine to take your blood 

pressure, which they pass around the whole of the health centre. There’s only one thermometer 

that the nurse was using and had to rush to the children’s clinic for use” (P23). In addition, the 

hot and humid climate of the country combined with a lack of proper maintenance and cleaning, 

and with no hygiene covers for the equipment, means that equipment is visibly dirty, and in 

cases, particularly the armband of the sphygmomanometer, odorous. In many cases, 

participants reported that while these items of equipment were present, they were not utilised:  

 

In triage, I would expect them to take my temperature and blood pressure.  
However, all they did was take my blood pressure, and the nurse asked me, ‘what 
was my reason for coming?’, which I explained to her in detail. There was a 
stethoscope, but she did not use it. There was a thermometer, which she did not 
use. She did not even tell me what my pressure was (P28).  

 

 

Figure 44 Triage station at health centre ‘X’ 
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Figure 45 Triage station at health centre ‘Y’ 

 

The patient’s details, presenting symptoms and triage notes are entered in a triage register. The 

patient’s temperature, blood pressure and sugar levels are measured and recorded on a triage 

slip, known as the ‘pink slip’ (Figure 46). Patients are then required to take this ‘pink slip’ with 

them to the doctor who will consider the nurse’s triage notes as part of their diagnosis. There 

are some differences in triage practices. For example, health centre ‘X’ and ‘Y’ require all 

patients to be triaged before being seen by a medical officer, whereas patients at health centre 

‘Z’ are not triaged first. Here, patients are seen first by a doctor, and if required, the doctor 

requests a nurse to take the patient’s vital medical information before completing the diagnosis 

and treatment. 
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Figure 46 ‘Pink Slip’ from triage  

 

Lack of Privacy 

A significant concern that arose from patients’ experiences with triage was privacy. In contrast 

to the divisional hospital, the setup of triage stations at most decentralised health centres 

(Figure 44 and Figure 45) offered minimal privacy to patients: 

 

The triaging area is not comfortable because [other patients] are sitting there and 
the nurses are asking the patient questions. There is no confidentiality (P15).  

The triage area has to be closed. It has to be private. It is your personal 
information. Others will be sitting there listening. It should be done in another 
separate room. Everybody is sitting around the triage area. Once you walk in, 
everybody sees you, and you go there and in a second everyone knows what 
sickness you have or what kind of problem you are going through. So, it is not 
comfortable. It is not safe. It is not right (P12). 
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This concern affected the patient’s disclosures to health professionals, with some participants 

reporting that they did not accurately discuss their illness with the triage nurse due to the lack 

of privacy.  

 

I was kind of apprehensive in terms of sitting in that little triage room because it 
has clear windows and everybody sitting there can hear everything that the nurse 
is saying (P28).  

 

11.4.4 The Clinical Examination  

Following triage, the patient waits again before being called into the consultation room where 

they are seen by a doctor or nurse practitioner. Participants highlighted three themes arising 

from their experiences with the consultation process, some of which echo their concerns about 

being triaged: a lack of equipment; the quality of interaction; and privacy. 

 

“A House with no Furniture” 

Each consultation room is equipped with an examination table, a chair for the patient and an 

examination bed (Figure 47). The furniture is quite old, often in a decrepit state. The basic 

equipment includes a stethoscope, an otoscope and a tongue depressor. However, in most 

health centres doctors have only a stethoscope, often the doctor’s own, and as they cannot 

afford to replace them regularly, the stethoscope is quite old and poorly maintained due to high 

user volumes (see Chapter 10). While disposable tongue depressors are supplied, they are often 

not in stock. Most, if not all, health centres do not have otoscopes for ear, nose and throat 

examinations. Instead, a common practice amongst medical officers is to use the torch function 

on their mobile phones for examinations (see Chapter 10). This situation was common across 

decentralised health centres, and the participants’ views were aptly summarised by the 

following statement: “…they do not have the facilities.  So, this is basically like a house with 

no furniture” (P14).  
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Figure 47 Consultation room at health centre ‘Z’ 

 

Participants reported the health centre as not only lacking basic consultation equipment but 

also lacking other equipment needed to complete the consultation. Wheelchairs, necessary for 

access to a health facility and the consultation areas by injured, disabled and elderly patients 

were reportedly unavailable: “I have [to] look for the wheelchair to take [my mother] inside 

the doctor’s office. Most of the time there is no wheelchair. I either have to support her to walk 

or carry her in” (P8). In support of reported participant experiences, while this study was 

undertaken, wheelchairs in all three health centres were broken (Figure 48). However, as 

reported in Chapter 10, a lack of resources meant providers were also ‘working the system’ to 

deliver health services. In some health centres, to ensure the lack of wheelchairs did not 

compromise patients access to the health services, providers came up with novel solutions 

(Figure 48). Affected by their experiences at the health centre, like the providers, patients 

viewed the divisional hospital, but not the decentralised health centres as having all the 

necessary up-to-date equipment, and this negatively influenced their perspective on health 

centres: “… the equipment needs to be more up-to-date” (P6).  
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I think to give that service to satisfy the patient or customer; you have to give the 
whole package: the facilities, the resources needed to give that service to the 
patient (P7). 

   

Moreover, like triage equipment, the equipment needed for consultation was poorly 

maintained, lacking in proper cleaning and sanitation. In fact, decentralised health centres 

lacked sterilisation equipment, unlike the divisional hospital: 

 

I do not trust the hygiene standards at the health centre and if it is safe. I feel safer 
at the private practitioner (P14). 

I go to the health centre for the nebuliser. I take my mask…They should use a new 
mask for each patient. Sometimes when I come, they use the old mask. I know 
because it is wet and has been washed with water only (P19). 

 

 

Figure 48 Broken wheelchair  
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A Long Wait for a Three to Five-Minute Consultation and a Prescription 

Highlighted in Chapter 10, high utilisation rates of decentralised health centres meant that 

doctors could only spend between three and five minutes with a patient. Furthermore, as 

reported in Chapter 9, implementation issues such as a lack of staff meant health professionals, 

in particular, nurses, worked for the entire duration of the opening hours. A majority of 

participants were quite critical of the quality of interaction with the doctor. Having by now 

waited for up to four hours, participants spent just three to five minutes with the doctor: “It was 

only about three minutes. She just asked me questions and wrote the prescription” (P15). 

 

Participants described the consultation as basic: “The doctor just asked me to open my mouth 

and then shined a torched in my mouth, and that was it!” (P23). From the patient’s experience, 

a standard consultation included a brief conversation with the doctor where they gave them 

basic details about themselves and their health problem, a diagnosis by the doctor and the 

writing of a prescription:  

 

I would walk in and sit down. ‘What is your name?’ Patricia.xliv ‘How old?’ 36. 
‘What is wrong?’ I have a headache. I have been feeling feverish, and my inside is 
sore. ‘Ok, this is prescription for Panadol and amoxicillin. Drink a lot of water’. 
That is it, I am out (P5). 

 

Moreover, patients felt consultations to be a very mechanical process, where the service 

provided was unfriendly and impersonal: “I felt like I was just some subject. She was not even 

interested in me” (P28). In many cases patients reported no examination at all: 

 

They have hardly used their stethoscope and listened to my chest. It has never 
happened to me. If I come here 100 times, maybe only three of those times, they 
have checked me (P5). 

When we come in, and tell the doctor that we have a headache, that we have joint 
pains, they just write the prescription. They hardly ever physically examine you 
(P30).  

 

                                                           
xliv Name changed. 
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As a result, patients felt they needed to give as much information as possible within the short 

time they had with doctors. However, short, rushed medical consultations meant that 

explanations to patients of their illness or treatment was limited or lacking, nor did they have 

the time to ask questions:   

 

I was the one who kept telling her. I had to profusely tell her that I got this nasty 
cold and I have got a terrible headache. I think I told her at least twice that I have 
this awful back pain. She gave me a sick sheet where she wrote AVI. I do not even 
know what that means. I am not from a medical background (P28). 

 

The researcher had a similar experience. While engaging with patients, the researcher had 

caught the flu’ and went through the process of getting health care. The consultation process 

was a few minutes long, with no examination carried out. Minimal questions were asked, and 

no medical counselling provided. A prescription was issued without the advice of when and 

how to take medications. The experience was impersonal and cold.   

 

“There is No Privacy.” 

As for triage, participants highlighted their concerns over privacy during the consultation 

process. The layout of most health centres meant that patients waiting outside consultation 

rooms could hear conversations between the doctor and patient: 

 

When the patient was with the doctor, I was sitting by the door. The doctor did not 
even listen to his chest. It was just a hearsay basis. Whatever the patient said, the 
doctor made his diagnosis based on that. There is no privacy. The doors are open. 
You are sitting outside the door, and you can hear the doctor talking to the patient. 
The tone of the doctor. You can hear the doctor and patients (P23).  

 

11.4.5 Experiences in the Treatment Room: Dressings, Injections and Minor 

Treatment 

Having been seen by a doctor, patients are referred either to have a dressing applied, an 

injection administered, for further diagnostic tests or to be given a prescription. Dressings, 

injections and other minor treatments, available at all decentralised health centres, are 
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administered in a dedicated room (known as a ‘treatment room’) by a nurse (Figure 49). In 

most health centres, this room is also used to store consumables and supplies for the health 

centre and as a result, is congested, damp due to the humid conditions, in a poor state and 

uncomfortable.  Dressing and treatment rooms often have their own smaller waiting area, with 

a single wooden bench outside the room. 

 

 

Figure 49 Dressing and Injection room at health centre ‘Y’ 

 

However, there are differences between decentralised health centres. While health centres ‘X’ 

and ‘Y’ administer injections, dressings and repeat dressings from 6.30a.m. to 10.00p.m., in 

health centre ‘Z’ repeat dressings are only administered in certain hours of the day (see Figure 

50). 
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Figure 50 Dressing and injection service ‘hours’ 

 

Health centres also offer minor treatments in the form of rehydration, nebulisers and sutures. 

While sutures are administered in the treatment room; rehydration is undertaken in a ‘holding 

bed’ (Figure 51). Holding beds, housed in a separate room, are day beds used for the 

administration of treatment procedures for patients that require monitoring over a period of 

time. In most health centres, holding-bed rooms are in poor condition and the equipment basic. 

In a separate area, each decentralised health centre has a nebuliser station (Figure 52). 

Nebulisers are old and well-used, with masks neither cleaned nor replaced between users. 

Broken bands on the mask mean that patients must hold masks to their faces for the duration 

that treatment is administered. 
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Figure 51 Holding bed at health centre ‘Y’ 

 

Figure 52 Nebuliser station at health centre ‘Z’ 
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11.4.6 Access to Diagnostic Services  

Following, consultation some patients are sent for further diagnostic tests, either at that health 

centre or referred to another health centre or divisional hospital. Participants highlighted two 

themes arising from their experiences with the diagnostic services: inconsistent service 

provision at the decentralised health centre and faster provision of diagnostic services at the 

health centre. 

 

Inconsistent Provision of Diagnostic Services 

The availability of diagnostics servicesxlv varies across decentralised health centres. For 

example, at health centre ‘X’, no diagnostic services are available to patients; there is no space 

to accommodate equipment. A participant attending health centre ‘X’ noted: “This health 

centre too should have an x-ray. Even a blood test. If they put those here at [health centre ‘X’], 

it would be good” (P21). On the other hand, despite having space, health centre ‘Y’ only offers 

scanning services (Figure 53). 

 

Figure 53 Scanning services at health centre ‘X’ 

                                                           
xlv Diagnostic services at health centres include: blood, x-rays and scans services. 
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Health centre ‘Z’, on the other hand, offers x-ray services, blood and scanning services (Figure 

54). However, as one patient commented: “The x-ray was at the health centre, but during that 

day it was not working” (P23). Moreover, participants clarified that while these services are 

available, they are not staffed consistently: “The service is not manned full time. The staff 

come from Suva only when they are available. When you are sick, you do not look for 

availability. Staff should be available” (P5).  

 

They should try to get as much equipment as they can. Whatever they need to bring 
the services offered at the [divisional] hospital here (P14). 

 

 

Figure 54 Blood testing services at health centre ‘Z’ 

 

When diagnostic service was unavailable, patients were referred to either another decentralised 

health centre that has diagnostic services or to the divisional hospital, whichever is closer: 

 

Sometimes they write it – that x-ray is not working. So, we have to go to [the 
divisional hospital] where it is working (P5).   
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The hospital was viewed as reliably having a full range of diagnostic services and equipment. 

In illustrating their experiences of better health services at the hospital, patients made 

comparisons with the health centres to exemplify the differences.  

 

I prefer to use the hospital because there is no use of going to [my local health 
centre] when there are not enough resources there.  I mean today my daughter got 
sick.  She got a bone inside her neck, and there is no x-ray machine at the health 
centre. So, there is no use for them to open at that time. After all, I had to come to 
the hospital, so there is no use for me going there… I believe none of the small 
health centres [has] full services. Everybody should go to the hospital (P32). 

There is the difference in equipment. If the health centre had an x-ray machine so 
I would not have come to the hospital.  Nobody wants to travel this far.  It is about 
15 kilometres.  Nobody wants to travel that far.  From my home to the health centre, 
it is about one and a half kilometres. That is it! By now, I would have been at home 
(P33). 

 

Faster at the Health Centre  

Where diagnostic services were available at the health centre, participants reported it as more 

convenient and resulted in faster service, with a quicker turnaround of results:  

 

It was pretty fast. It did not take as long as I was expecting. I would have waited 
longer if I had gone to [the divisional hospital]. It took 30 minutes to get an x-ray 
(P6). 

The x-ray department at the [divisional hospital] is full, though there are about 
three x-ray rooms. You take a number; then your folder goes inside. They do the x-
ray, and you have to wait for the report. It takes about an hour or so. The blood 
test is done in five minutes at [the divisional hospital]. However, it takes half an 
hour to fifty minutes of waiting (P30).  

 

If participants were referred to the divisional hospital for diagnostic tests, not only did they 

encounter long waiting times as described above; there were also long delays in getting results: 

 

At [the divisional hospital], you wait for a number. Once you get a number, you 
wait to go inside. Once inside, they will check your forms, take your blood and send 
your results in two weeks’ time (P30).  
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They referred me to [the divisional hospital] to get a blood test and will send the 
results back to the health centre…The test will be done in a couple of days, but it 
takes two weeks to get here. From Suva to the health centre in Suva. I do not know 
why? (P14).  

 

11.4.7 Pharmacy: Restricted Services and Chronic Shortages 

Most, if not all, patients reported receiving a prescription when accessing outpatient services. 

Pharmacy services were considered an integral part of receiving health care with participants 

highlighting two themes arising from their experiences with the pharmacy services: restricted 

hours; and chronic shortages. 

 

Generally, the pharmacy is located near the waiting area, with a service window through which 

patients pass their prescriptions to the pharmacist, who then dispenses their medications. The 

proximity of the pharmacy to the waiting area results in the area being even more congested, 

with patients using the area to wait for triage and medical consultations and to receive their 

medications (Figure 55). As aforementioned, when the health centre pharmacy is not open or 

is out-of-stock, the patient may incur additional costs in either having to return during opening 

hours or purchasing medication from a private pharmacy. 
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Figure 55 Patients waiting for their prescriptions to be filled at health centre ‘Y’ 

 

Restricted Hours: Mismatch in Opening Hours 

The majority of participants reported they were dissatisfied that the hours of operation for 

pharmacy services were not extended when decentralisation was implemented, to match the 

hours of consultation and treatment services:  

 

If the health centre is open, the pharmacy should be open too. Patients come here, 
are seen by the doctor, the doctor writes up a prescription, but the pharmacy is 
closed (P20).  

To me, you have to open the pharmacy. You have got to get the medicine. You have 
to extend the hours because some people have to leave the area and go to private 
pharmacies (P11). 

 

As a result, patients utilising health services during the evenings and weekends found that they 

had fewer options available to them. Patients had to either come back to the health centre to 
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collect their medications or buy it from the private pharmacy. The health centre provided a ‘stat 

dose’xlvi of medicine to patients utilising health services during the evening: “They do not send 

you back with nothing. They give you something for the night” (P19). Most participants 

reported coming back to the health centre the next day to collect their medications:  

 

The only problem here is the pharmacy closes at 4.00p.m. So, we have to wait until 
tomorrow. The pharmacy in town also closes at 4.00p.m., so I have to come back 
tomorrow (P19). 

I will come back here in the morning before going to work. If it is not available, 
then I will go to a private pharmacy in town (P15).  

 

However, patients did not always return the next day. Sometimes days went by before they 

collected their medications, for reasons to do with work commitments and being able to pay, 

affecting the course of the illness and recovery: 

 

I came in last Friday. I got my prescription. However, I was only able to come back 
today [Wednesday] to get my medicine (P17). 

The commitment to work, we tend to forget that we have to come back and pick the 
medication (P15). 

 

Additionally, like consultation services, the pharmacy, usually staffed by a sole pharmacist, 

was not available during the lunch period:  

 

The pharmacy is the most important thing. Patients, we come and are checked by 
doctors. Once the doctor gives us the prescription and we go outside, we find a 
queue for pharmacy. We wait for a long time. It is like ‘oh, she has gone for lunch’, 
‘she is having lunch’. They have to have more two or three people there (P17).  

 

However, as reported by patients accessing after-hours care, provision of pharmacy services at 

the health centre level was not dissimilar to the divisional hospital, which also did not provide 

                                                           
xlvi A stat dose is two doses of medication (one taken at the health centre and one in the morning) given to the 
patient until the pharmacy opens the next morning. 
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pharmacy services for the full duration of its hours of operation. They too gave a ‘stat-dose’ of 

prescribed medications to carry patients through the night, and in the morning patients would 

either need to collect their prescriptions from the hospital pharmacy or the pharmacy at their 

local health centre: 

 

There is no pharmacy that opens twenty-four hours, not even at [the divisional 
hospital]. I will have wait until tomorrow. I will see if it is available at the 
pharmacy at the health centre, then I will get it from the health centre. However, if 
not then I might as well just to go to the private pharmacy, and get it from the 
private pharmacy (P32). 

 

Chronic Shortages at the Health Centre 

Participants also reported on regular shortages of medications at the health centre. While the 

Fijian health system faces shortages of medications in general, following decentralisation, this 

was exacerbated, as reported by providers in Chapter 10. Health centres bore the brunt of this 

shortage: “Most of the time when I go to [the divisional hospital] everything is available for 

medications” (P15). However, the opposite was the case for decentralised health centres:  

 

When we come, there is a lack of medications. They just give the prescription and 
say that we do not have this, you have to go and buy the medication. This does not 
happen only here but in most of the health centres (P15).  

The health centre does not have the stocks… they will say ‘we do not have this. You 
can buy this from the pharmacy or go to other health centres to get it’ (P26). 

 

Some participants noted that certain medications were more commonly out-of-stock: “If they 

are giving you paracetamol, it is [there]. If they give you antibiotics or some new medication, 

then you mostly have to buy it” (P5). Patients reported their frustration: “You wait for two 

hours and then all they give you is Panadol” (P4). As a result, as outlined in Chapter 12, some 

patients opted out of the decentralised health system. For patients that remained in the 

decentralised health system, they had to either go back to the divisional hospital to get their 

medications or buy it from the private pharmacy:  
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Most of the time they do not have the medication…We have to go to [the divisional 
hospital] (P24).  

The doctor will always tell us: ‘We do not have this medication, you have to go to 
the private pharmacy (P9). 

 

Participants reported on difficulties in buying from the private pharmacy: “It is very difficult 

when they say ‘oh, we do not have this. You have to go to the private pharmacy” (P18). Many 

participants reported that they were not in a financial position to buy medications that were not 

available at the health centre: 

 

It is costly…it depends if I have the money…Sometimes, its $25.00 to $30.00. 
Sometimes it is even $45.00 (P26). 

Sometimes I have to delay buying it because my husband’s pay usually comes 
Friday. If we go on Tuesday or Wednesday, then I have to wait to buy the 
medications (P16). 

Almost every time I have got to get it from the private pharmacy if I have got the 
money. Else I will do without it (P4).  

 

11.4.8 Accidents and Emergencies: Interrupted Services 

In addition to referring for diagnostic services not available at the health centre, decentralised 

health centres manage and stabilise accident and emergency patients and refer them as needed. 

Most health centres have a room dedicated to accident and emergency services, equipped with 

essential drugs and supplies stored in an emergency trolley (Figure 56), and equipment such as 

a defibrillator and an electrocardiogram machine. While each health centre has an emergency 

trolley; they are poorly stocked and often out of necessary medicines and supplies. The 

defibrillator and electrocardiogram machine are old, constantly breakdown and as a result, in 

most health centres these are non-functional (see Chapter 10).  
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Figure 56 Emergency trolley 

 

Following decentralisation, health centres dealt with a higher number of emergency cases than 

was formerly the case, impacting on the delivery of outpatient services. When an emergency 

case comes into the health centre, this is prioritised. As a consequence, doctors and nurses left 

all other patients and attended to the emergency case until they are treated or have been 

stabilised and referred. Participants waiting for a general consultation reported that this 

increased their waiting, for example:  

 

When a very sick patient comes here, he takes up the doctor’s time. He takes up the 
nurse’s time, and when they are desperately sick, they will be waiting for an 
ambulance – and then everybody is waiting (P4).  
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11.5 After-Hours Care  

Some participants commented that they preferred the divisional hospital: “Before 

[decentralisation] I used to go straight to [the divisional hospital]. The reason is that I have 

noticed they take better care of us there” (P5). However, not many participants reported waiting 

for the health centre to close (after 10.00 pm) to utilise the services provided at the divisional 

hospital. Observations revealed patients who were classified as either category four or five (see 

section 11.5.2) on the triage scale were asked to attend their local health centre in the morning. 

This was observed when a patient, who lived close to the hospital, arrived at 12.20a.m. The 

triage nurse categorised his condition at being a category five on the triage scale, and despite 

there not being many patients waiting at Accident and Emergency, the nurse dispensed some 

paracetamol to the patient and informed him go to his local health centre in the morning. As a 

result, participants were making choices on whether to attend the divisional hospital for after-

hours care or wait to be seen at the health centre the next morning. In fact, many participants 

reported waiting for the health centre to re-open in the morning to utilise outpatient services.  

There were some reasons, represented by themes outlined: their self-perceived severity of 

illness and previous experience in waiting for after-hours care. Finally, proximity and benefits 

of reduced time and costs were reflected in patients’ views also to provide after-hours care at 

decentralised health centres. These are further discussed in this section.  

  

11.5.1 Should I Wait It Out? 

While patients had issues with the quality of decentralised health services, as outlined in the 

preceding sections, there was an overwhelming appreciation of the extended hours which 

improved their access to health services. Outside of the extended hours of service, patients had 

to use the Accident and Emergency Department at the divisional hospital for urgent health 

needs. The decision to utilise after-hours health services at the hospital was something that 

patients reflected on. This decision was affected by their perceived severity of their illness: “In 

fact, for the minor ones like a headache and stomach ache it is better to go to your nearest 

health centre.  However, for the emergency one, there is no use going to the health centre” 

(P33). Participants illustrated their weighing-up of issues in the following: 

 

If I was sick and the sickness is just a mild one, then I will see if I can wait until the 
next morning when the health centre is open. However, if it is very severe, if I am 



267 
 

vomiting, if I am feverish and cold…and it gets more severe, then I might as well 
rush myself to the hospital. It depends on the degree of the sickness. If it is very 
mild, then I think I just can leave it for the night and then I will just wait and be 
seen at the health centre at 6.30a.m. in the morning (P32). 

If I have a small issue, I go to the health centre.  However, if it is a major issue, 
then the hospital has everything.  For issues such as small cuts, it is easier to go to 
the health centre. They will dress you up, and you are okay. If it is a major thing, 
like breathing issues, it is better [to go to the] hospital. If I had gone to the health 
centre, I would have waited there.  It already happened few times.  Patients wait 
for one hour [at the health centre] and when they come to the hospital and 
sometimes, they are even gone (P34). 

 

Decentralisation was changing how patients utilised health services. Despite the challenges 

they faced at health centres, a majority of patients indicated their preference to wait until the 

health centre re-opened to utilise outpatient services as a result of proximity and associated 

reduced travel time and costs. However, while an increasing number of emergencies did present 

at the health centre, more participants still preferred to go straight to the divisional hospital for 

emergencies:  

 

We know that the [health centres] don’t have the scans and x-ray machines. So, 
bearing [that] in mind, if it is severe and we will require scan machines or x-ray 
machines, we directly go [to the hospital] rather than going to health centre (P33). 

 

11.5.2 Hospital Services Are Better, But I Could Be Waiting There All Night 

While patients felt that divisional hospital services had a full range of services available at all 

times, and more experienced doctors, participants identified a key trade-off for this level of 

quality regarding long waiting times.  

 

The service is very poor I should say. I mean regarding waiting. The last time I 
came here [was] on Tuesday and I brought my sister.  We went home about 
6.00a.m. I do not know what took them so long.  One doctor is saying another 
doctor will come, that doctor will say the other doctor will come. I do not know 
what happened… we went home at 6.00a.m. (P33). 

We had gone to [the divisional hospital] around 10.00p.m. and were seen only at 
4.00a.m. (P28). 
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Interestingly, data from the Accident and Emergency register revealed that over a three-month 

period in late 2014, an average of 21 patients (range = 7 to 45) was seen daily at the Accident 

and Emergency Department between 10.00p.m. and 7.00a.m. Observations further 

corroborated patient views that significant delays resulted from health professionals attending 

to emergency cases as they arrived, which often required all hands on board and  in some 

instances took several hours of emergency intervention, care and monitoring.  

 

In part, patients attributed longer waiting times to the triage system at the hospital: “They have 

categorised their cases. I have seen it somewhere there. So, it depends on the degree of the 

sickness. So, if you are very sick, then you will have to spend less time in waiting” (P32). 

Observations, revealed signage displayed in the waiting area (Figure 57) advising of waiting 

times based on triage nurse assessment, corroborated patients experience with triage.  

 

 

Figure 57 Triage categories at the Accident and Emergency Department  
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In addition, observations further revealed a shift change occurred at 10.00p.m. for all health 

professionals, halting treatment for non-emergency services for up to 30 minutes, and further 

adding to waiting times for patients: “The nurse was missing. I believe she was going off-work 

at 10.00p.m. You should not get up from a place until and unless your reliever comes. Handover 

and takeover procedure is very important” (P33). The issue of inadequate health professional 

numbers was also seen by patients as a contributing factor: “Sometimes there are a hundred 

patients, but there is only one doctor.  That is one the issue.  People do not have time; they can 

get sick anytime. When the hospital is there, the doctor has to be there too” (P34). 

 

Observations revealed the triage nurse was frequently missing from the triage station. A doctor 

noted that the triage nurse had a habit of going missing, often adding to the waiting time of 

patients. The doctor further clarified that while the triage nurse may be called to assist in some 

instances, many of the times she was missing for other reasons.   

 

11.5.3 Health Centre or Hospital? Weighing Up the Benefits 

Reflecting on their interactions with the decentralised health system and with after-hours care 

at the divisional hospital, patients revealed that whilst they considered the hospital to be better 

resourced, they preferred their local decentralised health centres compared to the divisional 

hospital: “It is of benefit to us in terms of transport cost, and it saves us the hassle to come to a 

long distance, and wait for a long time” (P32). Many participants made calls for further 

strengthening of their local health centres to be able to deliver after-hours care. They felt that 

were limited in their ability to engage with health professionals at the hospital: 

 

I prefer my health centre but because my daughter just developed this fever after 
10.00pm, the health centre [was] closed and I had no option but to rush her here. 
If she had developed this earlier on in the evening, I would prefer to take her to the 
health centre because I have more time to interact with the doctor and ask more 
questions if I have doubt. When we go to big hospitals, the doctors are very busy; 
they have many things to attend to. They can be attending to my daughter, and if a 
very urgent case comes in, they will leave my daughter to attend to it (P32). 

 

Reflecting on their experiences, patients felt that extending the hours of operation of 

decentralised health centres, and expanding the services provided would improve their access. 
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One solution offered by patients was to provide a 24-hour service from one fully-equipped 

health centre in the middle of the Suva subdivision:   

 

I will say that I prefer to go to my local health centre provided they get all the 
facilities and services.  If they have all the facilities and services, there is no use 
for me and others going to [the hospital]. There is no use of travelling so far to go 
to [the hospital]. They should have all the services [at the health centre], and they 
should open for twenty-four hours.  It is not that they cannot they can do it.  They 
should open [one health centre] which is in the middle of the Suva district for 
twenty-four hours. If they do that and they start providing services with all the 
facilities, x-ray machines, scans everything, nobody will go to [the hospital] (P33). 

 

11.6 Patient Experiences at Non-decentralised Health Facilities  

Only in the Suva subdivision has decentralisation been implemented. In adjacent subdivisions, 

and indeed elsewhere in Fiji, basic health centres offering limited health care cater to smaller 

population catchments in peri-urban and remote areas. In this section, the experiences of 

patients highlight the differences between decentralised and non-decentralised health centres, 

under three broad areas: what are the patient experiences at non-decentralised health centres; 

concerns about access; and to what extent decentralisation addressed these concerns. 

 

11.6.1 Patient Experiences  

Spacious, Airy, Cleaner Health Centres 

In comparison to the crowded, busy decentralised health centres operating expanded services 

over extended hours, patients found the non-decentralised health centre to be well maintained, 

noting: “It is neat, [and] compared to other health centres, this health centre is clean” (P2). 

Non-decentralised health centres catered to significantly lower population numbers than 

decentralised health centres. As a result of lower utilisation, this health centre was observed to 

offer adequate waiting area space and seating, was airy and in a better condition than many 

health centres (see Chapter 8). However, although spacious, patients noted that seating 

(benches) was no different than in decentralised health centres.  
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A Friendly and Intimate Setting 

The attitudes of health professionals were viewed as important by patients and impacted on 

their experience and access to health care. “The nurses are always good here. They talk to you 

nicely. If you ask them something, they respond nicely. Even the doctor is nice” (P2). Patients 

compared the services provided at the local health centre with decentralised health centres and 

the divisional hospital: “The service is good [here] and [doctors and nurses] always care about 

us. If you go to the [divisional hospital], the nurses hardly smile at you” (P3). Patients reported 

opportunity to form professional relationships with the staff. Observations confirmed that 

health professionals had good working relationships with patients, were aware of their 

backgrounds and were able to use this knowledge in treating them.  

 

Shorter Waits 

Patients found waiting times to be much less at non-decentralised health centres. Having also 

used decentralised health centres, in their experience they were busier, and patients often 

sicker: “Doctors there are good, but the problem is that there are many people. There are some 

people who are sick, and it is an emergency” (P2). One patient recounted an experience in using 

a decentralised health centre: “I was in real pain. They saw me in pain. They told me to wait. I 

mean waiting half an hour, that is too long. Someone should have come to me, but there was 

no one there. So, I went to a private doctor” (P2).  

 

Patients noted that health services and facilities at the non-decentralised health centre 

accommodated their needs. Waiting numbers were conveniently placed and easily found in the 

waiting area: “I just went inside [and] picked a number” (P1). They also observed that in the 

morning the health centre prioritised school children over other patients, although this did not 

seem to increase waiting times for patients: “We picked [a] number [but] the doctor was seeing 

school students, and then after that, they started to call numbers. It was a twenty-minute wait. 

That was not a problem for me” (P2). Nor at other times did patients have issues with the 

waiting time and were seen “at the most, within thirty minutes” (P3) of taking a waiting 

number. Waiting times at the health centre were viewed as being better than decentralised 

health centres: “It is better than the Suva health centres where you can wait for one to two 

hours” (P1). 
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11.6.2 Perception of Access to Health Services 

Hours of Operation 

Patients agreed that like health centres in the Suva subdivision, their health centre should be 

open longer: “It is better [for the health centre] to open a bit longer” (P1). Clarifying, most 

patients reported that the health centre should open in the evenings, reporting difficulties in 

accessing health services during the night: “If the health centre is closed and people get sick, 

they have to travel to the [subdivisional hospital] – and they do not have any transport…I think 

it should be open for the night” (P2). Moreover, patients reported if they fell sick on Friday 

night or in the weekend, “they have to wait until Monday” (P3) to receive care.  

 

No Doctor and no Medication 

Overall, patients seemed to be satisfied with health services delivered at the health centre and, 

despite the health centre being staffed by a nurse practitioner who had limited capacity to 

prescribe and treat (see Chapter 8), there were few complaints. In fact, patients were satisfied, 

commenting that: “[The nurses] take out our folders, they check our blood pressure and then 

they send us to the doctor” (P2). Although generally health care needs were met, sometimes 

patients were unable to receive the needed service: “Sometimes the doctor [referring to the 

nurse practitioner] is not here” (P3). Nonetheless, patients noted that they received some health 

services: “The nurses see us. They give us some tablets and ask us to come back when the 

doctor [nurse practitioner] is here.” (P2).  

 

As for decentralised health centres, unavailability of medications was an issue for patients: 

“Sometimes I get my medicine but not all the time” (P1). Another patient noted: “There is a 

lack of medications. We have to go and buy medicines from the private pharmacy. I have to 

buy some medications today” (P3). Like decentralised health settings, not all patients were able 

to buy medications that were not available at the health centre: “If I have the money I buy. Else 

I go back home” (P3). Patients’ ability to buy medicines when needed depended on several 

factors: whether they had the money; competing financial commitments; and when they or the 

breadwinner would next get paid. This financial burden was further exacerbated by associated 

travel costs. While distance (most private pharmacies are located in the town) and infrequent 

public transportation were also factors; these were less important than financial barriers.  
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11.6.3 Views on Decentralisation 

Patients felt that by decentralising their health centre, some of their concerns could be 

addressed. Accessing private doctors was not an option for many of these patients, affordability 

and availability being issues, and also, as one patient remarked, they would “have to wait until 

daytime” (P3) if they fall sick during the night. However, they had differing views on the days 

and hours of operation. Most patients did not feel full decentralisation was needed as in the 

Suva subdivision, as there was a lack of transportation options available during the evening, 

and no private vehicle ownership in the surrounding i-Taukei villages. Rather, they felt an 

extension of hours which aligned with public transportation operation hours would benefit 

them: “we would like to see [the health centre] open until 6.00p.m.” (P1). Moreover, not all 

patients agreed that the health centre should open for the full weekend. While most patient felt 

the health centre should be open on Saturday, for reasons of culture and religion some did not 

support Sunday opening: 

 

I think they should open on Saturday.  

Interviewer: What about Sunday? 

No, not Sunday. 

Interviewer: Why not on Sunday? 

Because of Church (P3). 

 

Differences in opinion reflected ethnic groups, with i-Taukei preferring the health centre to 

open Monday through to Saturday, including the evening hours. However, Fijians of Indian 

descent indicated a preference for the health centre opening seven days a week: “If I get sick 

on Saturday night, I will not be able to come on Sunday since the health centre is closed. So 

that is a disadvantage” (P2). Patients who had used decentralised health centres during 

extended hours were positive about the improved access during evenings: “We do not need to 

go to the hospital. We can come straight here” (P3). 
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11.7 Implications for Access 

Notwithstanding persistent deficiencies and the costs of public transport, the decreased cost 

and time taken to travel to decentralised health centres was vital to their improved access to 

health services. Moreover, decentralisation resulted in reduced waiting times for patients, 

compared to the divisional hospital. Similarly, where diagnostic and ancillary services were 

available at decentralised health centres, the wait for these services was lesser when compared 

to the divisional hospital.  

 

However, some issues militate against improved access being achieved. Waiting times, despite 

being lower than the divisional hospital were high during periods of the day as a result of the 

closing of outpatient services for lunch and dinner breaks, the controlled distribution of waiting 

numbers, and increased utilisation of the health centre for accident and emergency cases that 

led to delays for other waiting patients. Pharmacy and diagnostic services, not extended to 

match medical consultations, meant indirect costs to the patient, negating some cost savings 

made from localised delivery of health services. Shortages of medications further exacerbated 

the financial burden on the patient in seeking and receiving health care. Furthermore, 

inadequate, broken and old equipment affected the quality of care received, and in some cases 

meant patients that could have been treated at the health centre were being referred to the 

divisional hospital, countering the purported benefits of decentralisation.  

 

The experiences of patients in navigating the decentralised health system revealed numerous 

implications for all five dimensions of access: accessibility; availability; affordability; 

accommodation; and acceptability. Decentralisation improved access on some dimensions, but 

reduced it on others. Patients highlighted decentralised health centres not being as convenient 

to get to when compared to the divisional hospital. Moreover, while they had the provision of 

attending health centres during the extended hours (i.e. in the evening), infrequent transport 

options meant many patients could not do so. Though most reported improved availability, they 

also noted a lack of availability of services diagnostic and pharmacy services during the 

extended hours. What was evident was that access varied across health centres. Larger health 

centres offered more services, and acted as a ‘one-stop-shop’, whereas smaller health centres 

required patients to access the divisional hospital for diagnostic and ancillary services. This 

had impacts on affordability; repeat visits to the health centre and referrals to the divisional 



275 
 

hospital were not affordable to many patients. How services were organised was reported to be 

poor, and as a result, the dimension of accommodation was affected. Patients reported the 

waiting to be prevalent; patients had to wait to get a number; wait again to see a nurse for triage 

and again to consult a doctor; they then waited for diagnostic tests, treatment and prescriptions. 

The dimension of accommodation was affected by outpatient services being unavailable during 

lunch and dinner breaks. Moreover, patients reported short consultations, a lack of equipment 

and privacy at the health centre and poor staff attitudes, reflecting poor acceptability of 

decentralised health services.  

 

11.8 Conclusion   

Decentralisation resulted in major changes in how patients accessed health services. While 

previously patients in the Suva subdivision could, and did, by-pass their local health centre and 

go straight to the divisional hospital, they now must attend a health centre and could only self-

refer between 10.00p.m. and 6.00a.m. Overall, patients were positive about decentralisation, 

reporting greater opportunities to seek health care at facilities closer to where they lived and 

worked. These positive sentiments were echoed by participants attending the non-decentralised 

health centre, who would like to see extended hours and a wider range of services. Importantly, 

findings from this chapter reveal patients were not subverting the system by waiting until after 

10.00pm and attending the divisional hospital; in any case, there were long delays in the night 

and non-urgent patients may not be seen at all. Furthermore, patients from non-decentralised 

health centres were of the view that decentralisation would improve their access to health 

services. These findings indicate a growing acceptance of the benefits of decentralisation.  
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Chapter 12 Barriers to Access Encountered and Strategies to 

Address Barriers   

 

12.1 Introduction   

The perspectives and experiences of patients in navigating the decentralised health system were 

illustrated in Chapter 11 using the pathways of care provided at decentralised health centres. 

Patients identified numerous challenges to how they accessed and received health care 

following decentralisation and the impacts on access. The focus of this chapter is to highlight 

patient experiences in running-around between health facilities under a decentralised health 

system to get the health care they need. It also reflects outpatient perceptions of the calibre of 

medical and nursing staff and what this means for access. Then, strategies employed to 

minimise access challenges are discussed. One such strategy is to opt-out of decentralised 

health services; perspectives and experiences of those who are able to and do so are described. 

 

12.2 Running-Around 

While patients were generally positive about decentralisation, following implementation they 

had to travel between health facilities to access the full range of services that were previously 

available to them at one place, i.e. the divisional hospital: “Before all the services were 

available in one place. If we needed extra assessments, like x-ray or blood to be taken, 

everything was just there” (P15). They termed the back and forth travel between health 

facilities as ‘running-around’.  

 

Not having the full package of services was a particular problem during the extended hours 

(i.e. 6.30a.m. to 8.00a.m., and 4.30p.m. to 10.00p.m., as well as on weekends), when services 

were limited to consultation and some treatments such as dressings. Coming back the next day 

did not guarantee getting medications. Chronic shortages of certain medications (see Chapter 

10), meant that patients returned the next day, only to find out that their prescriptions were not 

available at the health centre: This resulted in added time, with patients being directed to other 

public health facilities or the private pharmacy:  
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I was told to get it from [the divisional hospital] or check any other health 
centres…She said, ‘you [can] buy this from the private pharmacy’… If you are sick 
and you are being asked to go to another health centre, how would you? If you are 
feeling dizzy and you have to go by bus, and you have kids, it is tough (P26).  

 

To avoid additional costs, most participants reported first trying to get their medication at 

another health centre or the divisional hospital. However, there was no guarantee patients 

would receive their medicines at another health centre or the divisional hospital: “It might be 

available there, but he is not sure” (P23). Those patients that could afford to do so, bought 

medications from the private pharmacy when they were out-of-stock at the health centre: “Last 

night I had to buy because I was feeling dizzy and my blood pressure was a bit high. They did 

not have my antibiotics, so I had to go to the private pharmacy to buy it” (P24). For some 

patients, buying from the private pharmacy meant travelling significant distances, with 

participants reporting they travelled as far as Suva City (close to the divisional hospital), where 

there is a higher number of pharmacies that are open for longer hours: 

 

It cost me $11.00 taxi fare to go to the pharmacy. It is far from here… All up, I 
spend sometimes $70.00 to $80.00… Sometimes after that, I have no money left. 
However, we have to do it (P24). 

 

In addition to running-around for their medications, participants reported ‘running-around’ for 

diagnostic services. Reported in Chapter 11, patients had to travel to another health centre or 

divisional hospital for diagnostic services not available at their local health centre, resulting in 

risks to employment and increased time spent accessing health services:   

 

It affects our access, and it also affects our daily lives because if I miss work for 
one week, my boss will fire me and hire someone else. The doctors are making me 
run-around to Suva, to [health centre Z], to [health centre Y] for a blood test, for 
an x-ray, which they could have done all at one time (P27). 

 

In contrast to medications, participants noted that access to diagnostic services involved 

significant running-around, requiring travel from a lower to higher level health centre that has 
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the diagnostic service (see Chapter 8), but another trip back to the health centre to discuss 

results with the referring doctor: 

 

I was told to go to [the divisional hospital] and take a blood test. I said okay. So, I 
went to [the divisional hospital] and took a blood test…then they told me that in 
three to four days the result would be back at [the health centre]. What could have 
been done in that day, now you have to go another day…it’s just running-around 
(P27).  

  

Even where diagnostic services were available at the health centre, this still required running-

around on the part of the patient. With diagnostic services being added incrementally following 

the implementation of decentralisation, participants described a lack of clear policies that added 

to the running-around and increased waiting: 

 

Interviewer: Did you have to bring your results back to the doctor? 

Yes, we have to bring the result. 

Interviewer: Did you have to take another waiting number? 

No. We have to wait outside. If the other patients allow us, then we can go in.  

Interviewer: What do you mean by ‘other patients allowing you’? 

See, they have a number, and if they allow you, then you can go and see the doctor. 
Otherwise, you have to wait for other patients to allow you to go…Sometimes it 
takes long (P8).  

 

Patients reported there being no proper system in place to manage patients returning to the 

doctor with their results. Whilst they were not given numbers, they had to compete with patients 

with numbers to see the doctor. A number of patients reported their annoyance with the system, 

and noted at times this system resulted in arguments between those patients with waiting 

numbers and those waiting to see the doctor following diagnostic tests.  

 

Many participants reported that when medications or diagnostic services were not available at 

their health centre, not only were costs increased as a result of running-around but in some 
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cases constituted a barrier to access. As a result, there was reported cases of patients, not going 

for diagnostic tests or buying medications, impacting on their health outcomes.  

  

12.3 The Calibre of Medical and Nursing Staff  

The calibre of medical and nursing staff at decentralised health centres was a concern to 

patients, affecting their access in several ways, such as how responsive and accommodating 

health services were to their needs and the availability and acceptability of services. Three 

themes are discussed in this section: shortages of doctors and nurses, their attitudes and the 

limited skills and experience of doctors and nurses at decentralised health centres. Whereas 

shortages of doctors and nurses and attitudes were not isolated to decentralised facilities, they 

were made worse as a result. Patients found the skills and experiences of doctors and nurses at 

decentralised health centres to be limited in comparison to the divisional hospital, yet were 

expected to provide a similar range of services. 

 

12.3.1 Shortage of Doctors and Nurses 

Through their interaction with decentralised health centres, participants highlighted their 

access to health service was affected by the number of health professionals at decentralised 

health centres. Although staffing numbers following decentralisation were increased (see 

Chapters 5-7), Chapters 9-10 highlighted that these increases were insufficient to meet demand. 

Patients agreed:   

 

I think it is still the same. The only change is the service is [provided] in the night 
time. The population has grown, and some of them are coming in the night also. 
Other than that, the number of doctors is the same. With the growth of the 
population, there should be an increase in staff (P7).  

 

As a result of medical staff shortages, patients had longer waiting times at decentralised health 

centre and had restricted access to diagnostic services not staffed throughout opening hours 

(See Chapter 11). Participants felt that decentralisation without increases in staffing, was 

causing stress on the ability of the health centre to deliver decentralised health services: “The 

health centre, to me, is under strain” (P4). Patients perceived this strain to be a result of 
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shortages amongst doctors: “The nurses are there, but the nurses can only do so much. They 

cannot give you a prescription” (P23). Consequently, they felt that the delivery of health 

services was affected:  

 

Sometimes there will be one doctor here…however, she cannot manage. In the 
morning, she cannot manage. She cannot manage! I was here. She cannot manage! 
(P22).  

The service is not there…They have extended the time – the opening hours. 
However, the doctors, there is just one. They should have three or four. It is a big 
area… (P10). 

 

12.3.2 Limited Skill and Experience of Doctors  

Many participants were critical of the levels of skill of health centre staff, suggesting that 

improvements to the skills of both doctors and nurses were needed for them to be able to cater 

to the more substantial number of patients with higher health needs now utilising the health 

centre: “They should upgrade themselves. Maybe get more training. The doctors should be 

upskilled…” (P5). 

 

Some participants attributed this to training, questioning the skills of locally trained doctors 

whom they viewed as unable to accommodate the increased utilisation of decentralised health 

centres. As a result, rather than maintaining empathy and a duty of care to the patient, they tried 

to clear as many patients, as quickly as possible as they could: 

 

I would attribute it to the doctor’s studies. Certificates do not make you a doctor. 
It is how you perform your duties with your patients (P27). 

I have seen the Philippines doctor here is doing a great job…the local doctors are 
only interested in the numbers they see (P9). 

 

In participants’ opinions, the underlying problem lay with the level of experience doctors at 

decentralised health centres had. They commented that the doctors at the health centres were 

younger and less experienced than were doctors working at the divisional hospital: “The 

doctors here at the health centre do not have the experience” (P14).  
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Some participants further noted that at health centres they were treated by nurse practitioners, 

as opposed to the divisional hospital where they were treated by doctors. Despite the further 

training undertaken by nurse practitioners (see Chapter 8), some participants viewed nurse 

practitioners as being less qualified and skilled to treat them: 

 

There are not enough doctors. They are substituted by lesser qualified people such 
as nurse practitioners…If I am referred to a nurse practitioner, the first thing in 
my mind is, [is] he or she capable. A doctor trained for six years, a nurse 
[practitioner] for less (P4). 

I guess I am judgemental, but when I go to the health centre, I want to be seen and 
diagnosed by a doctor and even for the prescription [I get]. I would trust the doctor 
more than a nurse practitioner…I would be apprehensive regarding the 
medications that they would prescribe me. I would not just take it. I would come 
back and seek some opinion and probably dwell on taking that medication or not, 
especially if I am not familiar with the medication (P28).  

 

12.3.3 “If you Choose to be a Health Professional, You Need to Leave Your 

Attitude at the Door” 

The attitude of health professionals was a critical area highlighted by participants that impacted 

their acceptability of decentralised health services. Increasing utilisation and demand resulted 

in higher workloads for health professionals. As a result, patients found health professionals to 

be stressed and under pressure:  

 

I am a working mother without a husband. I brought up six children. When I come 
back home from work, and it is all scattered, I get pressured. So, they get the harsh 
word…it’s the same thing with the doctor. You should have seen this place before. 
It was overcrowded. Oh, you cannot even walk here. You cannot go to even go to 
the toilet. I do not blame them (P9). 

 

Patients commented on their interaction with health professionals to be poor: “When it is 

crowded they talk rude, and when [there is] not many people they are normal” (P16). However, 

despite the increased workload and stress that health professionals were under, patients felt that 

health professionals had a duty of care to them, which involved a pleasant temperament: 
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I am not a nurse because I did not choose to be a nurse. I know who I am. I do not 
have the patience… Now if you choose to be a health professional, you need to 
leave all your attitude at the door – good or bad…We did not force you to do it. 
You are willing to do it. I understand we are all human because I am in customer 
services. You have to give it your best, like it or not (P5).  

 

In highlighting examples, participants noted two scenarios where they were met with a negative 

attitude from health professionals: when they, as patients, lacked an understanding about 

systems and procedures at health centres; and while receiving health care. The former arose as 

a result of decentralisation, whereby a lack of knowledge about the new system uncertainty on 

the part of the patient: 

 

There was a time when I came, and there was a lady having asthma. I told her to 
go inside because the ventilator is inside…she was chased outside again. The nurse 
told her ‘go and wait there. Who told you to come inside?’ (P24). 

 

Moreover, participants encountered negative attitudes during their interaction with health 

professionals while receiving care. Such negative attitudes were reported at various stages of 

the pathway of care, from waiting through to treatment. Many patients reported health 

professionals growling or speaking rudely to them and offering little respect and dignity. For 

many participants, this left them feeling disparaged:   

 

The doctor got up, and she told me, she said ‘can you get out of my office and get 
a number and then the nurse will see you and then you will be allowed to come 
inside’. She told me that in an insulting manner. In a very rude manner! In front of 
all those outpatient people. In front of the nurse. I felt stupid! I felt ridiculous! 
(P27). 

She was done with the dressing for a patient, and she went. We were waiting 
there…. I stood up and went to the room, and she was just talking to another staff. 
I told her we have been waiting. She said, ‘yes I know you are waiting, can you just 
wait’ That is rude. That is not the kind of service we expect from them (P20).   

 

As a result of this experience, some participants sought care elsewhere, including private 

practitioners (outlined in section 12.5 of this Chapter). Moreover, as discussed in Chapter 9, 

the practice of health professional shopping was perpetuated, in part by the attitudes of health 
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professionals. Participants reported avoiding certain health centres because of prior negative 

experiences, although the ability to do so was limited by financial ability:  

 

Some nurses, they talk, and they smile, but mostly they are grumpy. They give you 
that hard look, and they do not talk well and are not friendly. For me, because of 
the attitude, I go to [a particular health centre].  I know the nurses there. That is 
why I find it easy. They are friendly, and they talk to you nicely. They even say good 
morning (P18).  

 

However, some participants noted that they had seen improvements in the attitudes of health 

professionals, attributing it to the media coveragexlvii on the issue:  

 

…They are becoming polite[r]. Maybe after all these complaints in the 
[news]papers, somebody has taken heed. However, they still need to improve some 
more (P14). 

With the media attention they are getting, now you see the nurses, that their attitude 
has changed (P7).  

 

12.4 Patient Strategies to Overcome Access Challenges     

As a result of their experiences at decentralised health centres, patients employed two strategies 

to overcome access challenges identified in Chapters 11 and 12, above. The first dealt with the 

time they choose to come to the health centre, which enabled them to reduce waiting times, 

increased their consultation time and improve their consultation experience. The second 

strategy underpinned the buying of medications that were not available at the health centre. 

Both strategies required trade-offs regarding the service or quality of care they received.  

 

12.4.1 Picking the Best Time 

A vast majority of the participant population lacked the flexibility of choosing a time to come 

to the health centre, as a result of limited transportation options and personal obligations (see 

Chapter 11). As a result, many of these patients came during the morning, when public 

                                                           
xlvii During the period (2014) when data was collected, there was significant media coverage on the issue of 
professionalism and attitudes of health professionals, with the issue remaining in the media spotlight to date.   
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transportation was more available: “If you come around 8.00a.m., this place is full, and you 

have to wait a long time” (P25).  Those patients who had the flexibility to make choices on 

when to visit the health centre did so based on several considerations: waiting time; waiting 

space availability; consultation time; and family and work obligations. In making these choices, 

patients made trade-offs on the quality and range of services they received.  

 

Three periods were identified as preferred if the priority was to minimise waiting times: early 

morning (before 8.00a.m.); afternoon (after 2.00p.m.); and evening (after 6.00p.m.). Noting 

that waiting time in the early morning was only two hours, compared with four hours later in 

the day, for some participants, the early morning period when the health centre first opened 

meant they could reduce their waiting time: 

 

I come at 6.30a.m. in the morning when I work. I come early in the morning to see 
the doctor if I am not feeling well and then go to work. I come at 6.30a.m., pick a 
number and get to see a doctor and I am gone (P5).  

 

For those participants who came in when the health centre first opened, by the time they had 

had their medical consultation, pharmaceutical or diagnostic services, if required, would be 

open and this meant that patients could avoid the additional financial costs associated with 

returning on another day: “I prefer coming early in the morning. If needed, then I can access 

all the services” (P23). Similarly, participants timing their visit after lunch could also lessen 

their waiting time, and still have access to a full range of services:  

 

I know in the morning time, they will be busy, so I decided to come after 2.00p.m. 
When I come after 2.00p.m., there isn’t plenty of people here, so there was less 
waiting time to see the doctor (P25).  

 

Some participants preferred to attend the health centre during the evening, when it was usually 

quieter and, unlike in busy periods, seating was available to waiting patients. “There are fewer 

people here at night. It is emptier” (P6). These participants reported that attending the health 

centre during the evening meant there were fewer people and less waiting.  
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I walked into the health centre, and it was smooth all the way through. You pick 
your number, and after a few minutes they call out your number, and you see the 
doctor (P23). 

 

Furthermore, participants also described how they could reduce their overall waiting time by 

having the medical consultation in the night and then returning to collect their medications the 

following day:   

 

I have to come back tomorrow morning…buts it is much better like this. If you come 
from 8.00a.m. to 4.30p.m., you have to wait. You wait long hours, then you get your 
medicine…but at this time, you spend less time in the health centre, and you are 
seen, and you go. So, tomorrow you just come to the pharmacy to get your 
prescription (P19).  

 

However, coming in the evening did mean patients had to compromise on the services they 

received at the one visit. For many participants, being seen by a doctor at least was better than 

having to wait until the next day: 

 

It is more about getting checked, to know what’s wrong, instead of waiting the 
whole next day to get the whole service. So, it is a bit of a win and lose situation 
(P6).  

 

However, many such participants would attend during the evening for minor issues only, as the 

full range of services was unavailable: “If I have something serious, I come in the day. 

However, waiting is another problem. You have to wait. Sometimes we have to wait two or 

three hours” (P24). An added advantage of attending during the evening meant that the doctor 

was able to spend more time, offering them an in-depth consultation:    

 

I prefer to come in the night time [because] of the attention you get from the 
doctor... During the day it is congested, and the patients are seen quickly. The time 
and attention are not given… In the night, the doctor asks me many questions about 
my sickness. In the day they quickly ask and move onto the next person (P7). 
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For other participants, work and family commitments during the day influenced their choice to 

visit the health centre in the evening. For these patients decentralisation offered a means of 

accessing health services, where previously work and family commitments would have 

hindered their ability to do so: 

 

Because my husband goes to work and I have a two-year-old daughter…So, when 
my husband comes, then I can come to the health centre (P20).  

The evening is a good time to come…I come at 6.00p.m. because I can do work, 
look after my family and then come (P9).  

 

12.4.2 Buying Medications 

Many participants reported having to buy medications that were not available at the health 

centre (see Chapter 11).  Some participants opted to buy generics rather than branded medicines 

because they were significantly cheaper:  

 

The Pharmacist told me there are two kinds. One that is made in India and one that 
is made in Germany…the one in Germany cost around $7.00, and the one made in 
India was $1.00 (P25).  

 

However, some patients could not afford to buy medications at all. As noted in Chapter 2, one-

quarter of the Fijian population lives below the poverty line with public health services being 

their only option in seeking health care. Those patients that could not afford to buy the full 

course had to come up with strategies to acquire medications when they could not get their 

medications at public health facilities. Participants described buying part-courses.xlviii While 

patients noted this was not ideal, it was, however, a strategy that allowed them to start on their 

treatment until they found money to complete the course:   

 

Sometimes I buy the whole dose, and sometimes I buy half. The pharmacy, they half 
the packet. Even the bottle, they make half, and you can take half…I will tell the 
pharmacy, that is too costly for me. Can you give me half?  (P9). 

                                                           
xlviii Many Fijian pharmacies accommodate patients from low socio-economic groups by selling partial courses.   
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12.5 Opting-out of the Decentralised Health System   

While a majority of Fijians have no option but to use public health services, a number are 

privileged in being able to purchase their health care from the increasing number of private 

general practices located in the Suva subdivision. Interviews with some patients suggested that 

this trend is a result of dissatisfaction with decentralised health services, with a range of push 

and pull factors influencing the decision. These patients preferred using private general 

practitioners: “My first choice is the private doctor” (P38). They would not use decentralised 

health services “unless there is no [other] option” (P37), or they perceived their illness as mild:  

 

In serious cases…I will not go to the health centre. Partly, I do not go to the health 
centre because 200 other people will be there. So, for something serious I would 
see a private doctor. For a simple thing, I will try my luck at the health centre 
(P14). 

 

This aversion came across quite strongly, with patients noting if they were sick in the night, 

they would wait until the private general practitioner opens the next day. Acknowledging that 

unlike many who could not afford to pay for health care, they could afford it and, moreover, 

the cost of a private general practitioner was not prohibitive:  

 

It is $40.00… we pay probably $20.00 for the consultation and then another $20.00 
on medication…For one person, you only see a doctor maybe three times a year, 
so yeah, I do believe it is affordable (P35).  

 

This participant went on to say that they had an account with their practitioner, allowing them 

to pay later if they did not have the money at the time of a consultation. Participants outlined 

several ‘push’ factors (reflecting patient experiences reported in Chapters 11 and 12) 

influencing their decision not to use decentralised health services: lengthy waiting times, a lack 

of a comfortable environment in which to wait, lack of basic examination equipment, poor 

consultation experience, a shortage of doctors, poor attitudes of health professionals and a lack 

of confidence in health professionals at decentralised health centres. There were also several 

‘pull’ factors:  these are discussed under three themes: the importance of personal relationships; 

quality of care; and confidence in the general practitioner.  
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12.5.1 Accommodating Physical Environment and Personal Relationships 

Appointment System  

Like all patients as previously discussed in Chapter 11, private patients were concerned about 

waiting times. A majority identified long waiting times as a primary reason for opting-out of 

decentralised health services. These patients, in the privileged position of being able to use 

private services, described the appointment system used by their private general practitioner to 

avoid unnecessary waiting: “We called, so they told us to come around 2.30p.m. [The doctor] 

will be available.  So, we came around that time” (P36). Other patients reported that staff at 

their private general practitioner would call them when the doctor was free: 

 

Usually, we do not bother to wait. If we come and it is full, we just go home and 
come back again, and since we have a good relationship with them, we can let them 
know to call us when the doctor is free. So, that is an added advantage because we 
can just wait at home until he is free and we come without having to wait (P35). 

 

A Comfortable Wait 

An important factor ‘pulling’ these patients to using private general practitioners was the 

physical attributes of the health facility. Patients noted: “…the environment in a public health 

centre is not something that you want to go in.  I think you feel more depressed when you get 

inside that area there…the thing is that it needs brightening up” (P41). However, in 

comparisons, patients noted that they “…[felt] more comfortable” (P39) at their private general 

practitioner, who offered better amenities. Observations of both the private general practitioner 

and the decentralised health centres environment support the above views of the patients. The 

private general practitioner facility offers a view of the ocean and city, with a lawn and outside 

sitting area, comfortable couches, magazines to read and an aquarium, in contrast to 

decentralised health centres that are small, mostly outdoor waiting areas exposed to the 

elements, hard wooden benches with little else.  

  

Warm and Pleasant Relationship 

The relationship that patients had with a health professional was an essential consideration in 

the use of private general practitioners. In decentralised health centres, the rotation of doctors, 
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(see Chapters 9 and 10), limited the ability for patients to form relationships with doctors. This 

was not the case at private general practitioners, where patients enjoyed continuity of care and 

could form long-term relationships with their doctors. Participants described very long-term 

relationships with their doctor to the point of becoming “more of a personal friend” (P41). This 

was a major drawcard in using private health services: 

 

We use a private doctor because we have had that private doctor for about 30 
years. He has been our doctor, yes, close to 30 years… he is aware of our medical 
history and our family situation [it is] the comfort and being familiar with the 
doctor (P35). 

 

This relationship was reported to bring benefits to patients that were not available in 

decentralised health centres. These patients reported that the ability to form relationships with 

the private general practitioners meant that the doctor was aware of their medical history. As a 

result, patients felt they could minimise the running-around for diagnostic tests that were 

required of them every time they saw a new doctor at the decentralised health centre: “That is 

why we come only to one doctor, so he knows everything [about] me” (P40). Further clarifying 

this, patients reported:  

 

I would rather go to someone who knows me well, who has my record [and what] 
I have been through. So, he knows how my body functions whether it is weak inside 
or if I can take strong medicines or not (P39). 

 

As a result, patients reported having a warm and friendly environment at private general 

practitioners. They found there is “no element of rudeness.  It is a friendly service” (P36). This 

also came across in researcher observations, where it was found that staff at the private 

practitioner were friendlier, had welcoming attitudes and knew the patients by name. They 

found the warm and friendly environment more acceptable to their needs: 

 

He will say hello, how are you? He will talk … because they are charging us too. 
That is why they got to be polite. You can see the marked difference. [In health 
centres] they are just doing their duty. They come in at 8.00a.m.; they go back. 
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Maybe that is because they get paid less. Here it is a different attitude…from the 
time we enter, we can feel the difference. We are getting better [already] (P37). 

 

Patients compared attitudes of private general practitioners favourably with those of doctors 

working in the busy, stressed environment of health centres. In particular, the perceived lack 

of a caring attitude to patients came in for criticism:   

 

Attitude [of] private general [practitioner] staffs are much better than the staff 
[working at the health centre], because of the way they greet [you] and the way 
they talk is much better. In a health centre, they do not talk [nicely] to you… if you 
ask something, they will ignore [you]… they will not try to help…(P38). 

They care for you. I think we are missing that caring part (referring to public health 
centres) of saying hey this person is sick…[When] they have got a caring doctor 
there, and a caring nurse and you go in, and they attend to you, you think: ‘Oh, 
man that is so lovely, the nurses…they are wonderful’. I think that attracts many 
people to go there (P41). 

 

12.5.2 Quality of Care 

Medical Consultation and Examination  

Another factor that affected patients’ decision to use private general practitioners was their 

perception of the quality of care received. Similar to findings presented in Chapter 10, 11 and 

12, private patients noted that their perception of the time doctors spent with them, the quality 

of interaction with the doctor and the ability to ask questions and have them answered as 

important to them. These were factors affecting their decision to use either public or private 

health services: “private doctors, they [examine us] better than the health centre” (P40). In 

comparison, at decentralised health centres, the doctor would “ask a couple of questions, and 

then we would be on our way” (P35). Further elaborating, they stated: 

 

At private doctors, they monitor what has happened or how it happened. They ask 
you questions and try to get information to see how they will treat properly…They 
will ask you [many] questions in the private doctor so they can get more 
information about treating the kind of sickness you have. However, in health 
centres, they will not ask you questions about how you got a headache, how it 
started - all those things (P38). 

 



291 
 

All patients were concerned about the quality of care, for example as reported in Chapter 11: 

“She did not even touch me. She did not even check on me. Whereas these doctors (referring 

to private general practitioners) checked me” (P39). Further, patients complained that in 

decentralised health centres “one of the things [is] that the doctors do not explain” (P41), but 

would quickly examine then and write their prescription and they would be off. In contrast, 

private general practitioners would explain what was wrong with them, what medication they 

were prescribing, and offer any counselling as necessary. 

 

Quality of Medications 

As previously reported, patients felt there was an over-reliance on the prescription of 

paracetamol: “They (referring to decentralised health centres) are ‘Panadol 

doctors’…Whatever the disease, whatever the condition is, it is only Panadol” (P37). This 

frustration at only being prescribed paracetamol after long wait times at decentralised health 

centres led some to opt-out of decentralised health services:  

 

I mean … Panadol you can just get it from the supermarket too…you go to a health 
centre, and they prescribe you Panadol.  What is the use of waiting for two hours 
and just get Panadol? (P36). 

 

In contrast, patients had better access to medications through the use of private general 

practitioners. They felt that private doctors were able to prescribe a more extensive range of 

medications and more effective medications:  
 

…when I came to here (referring to the private general practitioner), he gave me 
[an] injection. This was more effective than the tablet. Because after taking that 
tablet twice, it did not cure. However, the injection he gave cured [me]. So, I no 
longer have the pain (P39). 
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12.5.3 Confidence in General Practitioner  

Skills and Knowledge of Doctors 

There was higher confidence reported in private general practitioners: “I feel more confident. 

Maybe through experience, they are more effective in their field. Maybe their medications are 

different” (P39). Specifically, the skills and knowledge of private general practitioners were 

viewed as being better than doctors in decentralised health centres. In part, better skills and 

knowledge of private general practitioners was attributed to experience. As discussed in 

Chapter 9, due to high rates of migration, decentralised health services tended to have younger 

doctors, who only had a few years of experience. Private general practitioners, on the other 

hand, tend to be older and more established doctors who own their practice: 

   

The older he is, the more experienced he is. For example, I had an umbilical hernia 
when I returned from Japan. I went to the public health system first, because my 
stomach was getting bigger, [I] was feeling uncomfortable. The doctor, being so 
young, instantly said ‘I have to operate on you’. It was shocking to me. She never 
even touched me and said I am going to operate on you. I said I’ll take a second 
opinion. The second opinion, I took it from a private general practitioner.  He gave 
me a tablet. He said if you do not get [better] within seven days you come back. So, 
I started taking that, and my tummy went back to normal. So, maturity counts I 
think, and experience (P39). 

 

As a consequence of negative perceptions of inexperienced doctors in the health centres and 

the confidence expressed in the more experienced private practitioners, patients reported the 

positive reputation as a pull factor. For example, patients reported certain doctors were known 

for treating particular types of illnesses: “He is a good doctor for the diabetics. That is why I 

came here to see [him]” (P40). 

 

12.6 Implications for Access 

Patient experiences in this chapter further highlighted impacts on access, in particular on the 

dimensions of accommodation and acceptability. Patients, used to accessing outpatient services 

at the divisional hospital, found under decentralisation they no longer had the convenience of 

a one-stop-shop. As a result, they found their access impaired. Moreover, they found the calibre 

of doctors and nurses at the health centre to be lower in terms of skills and experience in 



293 
 

comparison to the divisional hospital, as a result they found decentralised health services less 

acceptable. However, what came across through the experience of patients is that access can 

be improved by trading-off improvements to one dimension against impairments to another.  

 

12.7 Conclusion   

While patients experienced greater access as a result of decentralisation, there was considerable 

‘running-around’ as a result of decentralisation. Before decentralisation, patients did not have 

to run-around to access a full range of services. The divisional hospital was a “one-stop shop” 

and accommodated all their needs. Patient experiences revealed a decentralised health centre 

under strain as a result of dealing with a more significant number of patients, without the 

accompanying increase in staff. Patients found the staff to be tired and stressed, seeing this as 

a factor leading to a decline professional standards and duty of care, and experiences of rude 

and unfriendly professionals.  

 

However, patients were not passive. They adopted strategies to overcome the barriers they 

experienced in accessing decentralised health centres and to make the system work for them as 

best they could. Accessing the health centre at different times of the day allowed patients to 

balance health needs with waiting times, lack of waiting area space and services offered.  

Additionally, many patients found it challenging to buy medications; as a result, they adopted 

strategies to reduce costs by substituting prescriptions with generics and buying partial courses. 

Yet another strategy, some patients opted out of the public health services. These were patients 

with the financial means to do, opting to use private practitioners as a result of adverse 

experiences at decentralised health centres.  
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Concluding Remarks 

 

Part C presented findings to answer the specific research objectives: ‘to determine the impact 

of decentralisation on access to the following five dimensions of access: affordability; 

accessibility; availability; accommodation; and acceptability’; and ‘to compare access to 

health care in areas affected by decentralisation from the perspectives of main stakeholders: 

patients; providers; and administrators’.  

 

Overall, the views of administrators, providers and patients were positive about 

decentralisation of outpatient services in the Suva subdivision, illustrated in Table 23. In Fiji’s 

case, the political push to decentralise was strong, and had tight deadlines, resulting in a rushed 

implementation. For administrators, this meant making decisions on the run, and often 

addressing issues as they were implemented. While a pilot in one health centre was supposed 

to guide the implementation process in the remaining health centres, a lack of evaluation 

opportunities negated any such benefit. Bare minimum human resources meant administrators 

made decisions to prioritise the extension medical consultation services only. Despite this, 

increased waiting times as a result of decentralisation meant human resources numbers and mix 

did not meet the needs of a decentralised health centre. Administrators attempted to negate this 

through a three to five-minutes per consultation as a guide for medical officers. Moreover, 

limited resources meant diagnostic and pharmaceutical services were not extended to match 

medical consultations, impacting on the ability of patients to access health care when they 

needed it. While decentralisation aims to reduce the unwieldy management structures (see 

Chapter 3), administrators noted complex reporting structures being created at the local health 

centre level, following decentralisation.  

 

Providers, responsible for the operationalisation of the decentralisation initiative, felt the 

knock-on effects. Faced with changing utilisation patterns, and shortages in staffing, 

equipment, medicines and consumables, providers struggled to deliver quality health services. 

Moreover, providers found they were stretched thin, operated under tense environments. 

Responding to these strains, providers controlled the distribution of waiting numbers to manage 

workload, and the tense environment better. Additionally, providers actively worked the 
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system, often outside of formal structures, to continue with the delivery of decentralised health 

services. The flow-on effect on patients was access that was affected by lengthy wait-times, 

out-of-stock of medications, and a lack of basic and diagnostic equipment in decentralised 

health centres. As a result, patients encountered having to run-around between the health centre 

and divisional hospital to complete their treatment, entailing increased costs, time and travel in 

seeking health care. Some privileged patients opted out of the decentralised health system, and 

others who had the flexibility chose to seek health care during periods of lower utilisation, 

compromising on the range of services they had access to. However, a majority of patients did 

not have these options. In the final Chapter, recommendations are suggested for the 

improvement of access for these patients.   
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Table 23 Summary of key findings 

 
Administrators Providers 

Patients 
Decentralised Non-decentralised After-hours Private 

Decentralisation 
is good 

 Greater 
opportunities to 
access health 
services. 

 Health care 
provided for 
extended periods 
closer to where 
patients live. 

 Extended hours to 
access health 
care. 

 Accessed health 
care closer to 
where they live 
and work. 

 Lower travel time 
and cost to 
decentralised 
health centres. 

 Decentralisation 
in their area 
would improve 
their access, but 
felt a full 
decentralisation 
was not needed. 

 Decentralised 
health centres are 
better suited for 
general outpatient 
care. 

 Negative 
experiences at 
public health 
centres  

 Positive 
experiences at 
private general 
practitioners  

Waiting Time  Increased as a 
result of 
decentralisation. 
 

 Higher utilisation 
resulted in 
increased waiting 
time. 

 Controlled 
distribution of 
numbers impeded 
access and 
increased waiting 
time. 

 Disruption in 
services due to 
lunch and dinner 
breaks increased 
waiting time.  

 Waiting time was 
shorter. 

 Long extended 
waits. 

 Often sent back to 
health centre to be 
seen. 

 Waiting 
minimised 
through 
appointment 
system. 

Consultation  Three to five 
minutes per 
patient as a guide. 

 Controls placed 
over the 
distribution of 
waiting numbers 
per shift to 
manage increased 
utilisation. 

 ‘Doctor did not 
even touch me’. 

 Doctor spent 
enough time. 

 If seen, they 
experienced a 
thorough 
consultation.  

 As much time 
spent with doctor 
as needed. 
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Human 
Resources 

 Bare minimum.  

 Affected 
extending 
ancillary services. 

 Shortages 
hindered day-to-
day delivery of 
decentralised 
health services. 

 Health 
professionals 
were less 
experienced. 

 Poor attitudes. 

 Sometimes there 
was no doctor. 

 Health 
professionals 
viewed as being 
more experienced. 

 Doctor viewed as 
being more 
experience and 
better trained. 

Equipment  Some upgrades.  
 Issues with 

resourcing 
donated (non-
standardised) 
equipment. 

 

 Minimal 
upgrades. 

 Shortages 
impeded service 
delivery.  

 Poor repair and 
maintenance. 

 Patients felt 
decentralised 
health centres 
were ‘a house 
with no furniture’. 

 Faced shortages.   Better resourced.  

 Had all necessary 
equipment. 

 Well-resourced 
with triage and 
consultation 
equipment. 

Supplies and 
Consumables 

 Quota upgraded.  
 Issues with 

floater-users 
affecting quotas. 

 Increases did not 
match increased 
utilisation. 

 Faced chronic 
shortages.  

 Shortages chronic 
and persistent. 

 Patients had to 
‘run-around’ as a 
result of 
shortages.  

 Faced shortages.  Better resourced.  Well-resourced. 

Medications  Quota increased.  
 More frequent 

replenishments. 
 Ineptness of staff 

to monitor and 
effect quota 
increases. 

 Increases did not 
match population 
increases. 

 ‘What are we 
short of this 
month’.  

 Running-around 
as a result of 
shortages. 
 

 Faced shortages.  Better resourced.  Access to better 
quality 
medications. 

Emergency and 
Referrals 

 Hampered by a 
‘bed-block’ 
situation at 
Accident and 
Emergency 
Department. 

 Emergencies 
interrupted 
delivery of 
outpatient 
services.  

 Limited 
ambulance 
availability.  

 Emergencies and 
referrals 
interrupted the 
delivery of health 
care and increased 
waiting times. 

 Transport and 
financial barriers. 

 Often waited until 
the next morning 
to access health 
care. 

-  Pay to access 
public health 
services when 
referred by 
private general 
practitioner. 
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Chapter 13 Discussion, Recommendations and Conclusion 

 

13.1 Introduction  

Guided by the People’s Charter for Change, Peace and Progress and the Roadmap for 

Democracy and Sustainable Socio-economic Development (20, 21), in 2009 the Ministry of 

Health decentralised outpatient services from the divisional hospital to peripheral health centres 

in the Suva subdivision, with the aim of improving access to health care. An impact for patients 

was they could not access health services directly through self-referral to the divisional 

hospital, but must first attend their local health centre. The Ministry of Health employed 

utilisation data as a proxy measure of access to measure the success of the decentralisation 

initiative. However, utilisation alone does not measure the broader dimensions of access 

including availability, accessibility, accommodation, affordability and acceptability and 

doesn’t capture the nuances of a user’s passage through the decentralised health system and the 

issues and challenges they face.  

 

This research set out to answer the question: What are the impacts of decentralisation on access 

to adult outpatient health services in the Suva Subdivision? The question was designed to 

capture these nuances of access, by investigating the impacts of the decentralisation initiative 

through the perspectives of patients, providers and administrators. The research aimed to 

contribute to the understanding of access, illustrated through the Fijian example, that access is 

a multifaceted construct, shaped by the interaction between policy and implementation, and by 

provider and user characteristics. In turn, these findings contribute to the application of 

decentralisation strategies to improve access.  

 

13.2 Summary of Main Findings 

This research generated a broad picture of the application of decentralisation and its impacts 

had on access. These are: 
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1. Implications for access of the way decentralisation was implemented:  

a. Administrators, providers and patients agreed that decentralisation was a 

positive change, with patients benefiting from health services being available 

for longer periods, closer to where they lived and worked.   

b. Planning for and implementation of decentralisation were rushed, limiting 

administrators’ ability to learn from early experiences, negating improvements 

to access that could otherwise have been achieved.  

c. Following decentralisation, health centres experienced hugely increased 

utilisation and demand. For patients, this translated to increased wait times. 

During implementation, administrators developed informal guidelines reducing 

the amount of time a doctor spent with a patient. Providers were put under 

pressure to deliver health care efficiently, ensuring timely access for waiting 

patients. As a result, there was a trade-off between patient waiting time and 

quality of care provided, reducing acceptability of care.  

d. A significant factor was the number and mix of health human resources, 

affecting service delivery in health centres during extended hours. Without 

sufficient allied health professionals available, medical consultations only were 

provided throughout opening hours. With a full range of diagnostic and 

pharmaceutical services not offered, patients using health services during the 

extended hours had to return the next day to collect medications or undergo 

diagnostic examination, increasing their time spent seeking health care, and the 

costs associated with travel.  

e. Despite increases in the quotas of medicines and consumables and 

improvements to equipment made by administrators, providers found these did 

not meet the increased demand. As a result, patients had to travel between health 

facilities to access medications and diagnostic services not available at their 

local health centre. When not available, as in the case of medications, patients 

had to buy from private pharmacies. For those unable to afford the cost, access 

was denied. 

f. Health centres were increasingly utilised for emergency care, affecting access 

in three ways. First, it disrupted the provision of outpatient services and 

increased waiting time, as providers lacked the resources to deliver both 

outpatient and emergency care. Secondly, there was a lack of coordination 

between the health centre and divisional hospital affecting the movement of 
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patients between facilities. Finally, there was a lack of ambulances to transport 

patients, increasing not only waiting time for patients being referred but those 

waiting for outpatient services.  

g. For patients and providers, the health centre was described as a tense 

environment, attributed to inadequate resources. Patients were frustrated with 

the delivery of health care and providers frustrated with not having the resources 

to meet patient expectations.  

h. Faced with shortages and frustrations on a daily basis, providers and patients 

actively engaged in strategies to overcome barriers to access. Despite limited 

resources, providers actively ‘worked the system’ to accommodate patients and 

deliver health care. Patients, on the other hand, engaged in strategies to decrease 

their wait times, and increase their consultation time and experience.  

 

2. Implementing decentralisation to improve access:  

a. A previous large-scale decentralisation initiative in Fiji had failed to achieve 

intended outcomes, whereas the limited-scale initiative investigated in this 

research that affected one aspect of the health system is viewed by the central 

office as successful. In the case of the limited-scale initiative, a mix of 

centralised strategies over the functions of finance and human resources and 

decentralised strategies for managing the delivery of health services was 

employed.  

b. Fiji’s experiences with decentralisation revealed a context-specific incremental 

approach had a positive impact on primary health care, increasing uptake and 

utilisation of primary care at decentralised levels, and unlike the first initiative, 

had better engagement of health professionals at lower levels.  

c. However, using Bossert’s decision space framework, the limited-scale 

decentralisation initiative was limited by decision space not transferred to the 

lower levels, affecting local health centres’ ability to be responsive to the needs 

of its population.  

 

As outlined in Chapter 4, administrator, provider  and patient perspectives and experiences of 

access were investigated using Penchansky’s Five A’s framework. Findings showed that 
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following decentralisation, access was improved in some respects, mainly by improving 

accessibility and affordability through extending hours at local health centres, but much 

remained to be done to improve other dimensions of access. To understand the findings, the 

Levesque et al. (75) conceptual framework for access was used (see Chapter 3). The model, 

based on Penchansky et al.’s Five A’s framework (76), considers ten dimensions grouped under 

two broad categories: accessibility of services which considers supply-side factors; and the 

ability to access health services, which considers the demand-side factors (75). The dimension 

of accessibility of services comprises: approachability, acceptability, availability and 

accommodation, affordability and appropriateness and form supply-side factors (13, 75). The 

dimension of the abilities of patients and populations to access care comprises users’ ability to: 

perceive, seek, reach, pay and engage (13, 75). Together, these dimensions illustrate a broad 

picture of access. The framework best captures the nuances of access as patients move through 

the system receiving care. In the Fijian context, six dimensions had the greatest influence in 

shaping patients access experience. These are: availability and accommodation, affordability 

and appropriateness and ability to reach, pay and engage. The discussion concludes by 

revisiting the application of decentralisation to improve access.  

 

13.2.1 The Challenge of Ensuring Access 

“Availability and Accommodation” of Health Services and Patient’s “Ability to Reach” 

A majority of health facilities in Fiji are lower level facilities. Strengthening of these facilities, 

as done in the Suva subdivision for the delivery of primary care, brought services closer to 

where people work and lived. However, the mere presence of a facility does not indicate access 

(322). The location, number and distribution of facilities, opening hours, the geographical area 

served, transport systems, the number and availability of health professionals all affect access, 

as do the resources to make available health care.  

 

A significant finding on access was the lack of resources to deliver decentralised health 

services. While administrators endeavoured to increase medicine quotas, supplies and 

consumables and upgrade equipment, providers found these were not enough to deliver health 

care. Illustrated in numerous accounts, patient access was reduced through a lack of medicines 

available at the health centre, poor equipment affecting diagnosis and treatment and shortages 

of supplies and consumables affecting treatment. In this Fiji is not alone: shortages of resources 
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are a global phenomenon, but its impacts are particularly profound for patients in low-and-

middle-income countries (323). In particular, findings from other research suggest that poor 

resourcing of primary care facilities can have a destabilising effect (324), affecting not only the 

availability of services but their affordability and acceptability (325).  

 

Closely linked to the availability of health services is the number and mix of health 

professionals. Shortage of health professionals was widely acknowledged in this research by 

administrators, providers and patients. Administrators made conscious decisions to reduce the 

scope and range of services offered during the extended hours of operation, affecting provider 

ability to respond to patient needs. Administrators termed this as ‘starting somewhere’. To 

understand this decision, the issue of human resource numbers and mix must be contextualised. 

Fiji, like its Pacific Island neighbours, suffers from a critical shortage of doctors and nurses as 

a result of high rates of emigration (272) and limited capacity of training providers to meet 

demands (326). To illustrate further, intake of medical students in Fiji only increased, on 

average, by nine students per year following decentralisation (327). Literature suggests that 

shortages in human resources are a major challenge in low-and-middle-income country settings 

and lead to high workloads, burnout amongst staff, lower quality of service delivery and 

ultimately affects quality (328, 329). Findings from this research supported the view of a tired, 

overworked and stressed staff. Providers felt that although they were delivering services to 

patients, the quality was diminished, with health professionals reporting lapses in professional 

practice and judgement.  

 

Highlighted in Chapter 2, neither the population nor health facilities are evenly distributed. In 

the Central division there was approximately one health facility per 10,000 population, and 

fewer for the Suva subdivision, given most of the Central division’s population lived in the 

Suva subdivision. These facilities were unevenly distributed about population and transport 

networks. Findings from other researchers have noted that access is restricted if health facilities 

were unevenly distributed (75). Moreover, noted in Chapter 8, the geographical boundaries of 

facilities varied, from large extensive areas with lower population densities to smaller, confined 

areas with a higher population density. Location is central to the notion good access, and 

subsequent physical access to health facilities (330). In this research, administrators noted that 

health facilities were centrally located within their geographical boundaries. While patients 
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agreed, providers, who were not always well-positioned on transport routes, found cross-border 

utilisation to be an issue, affecting the availability and accommodation of health services. 

Traditional measures, as employed by the Ministry of Health, such as provider-population 

ratios and distance between population and provider limit the planning for improved access 

because they do not factor cross-border utilisation (322), as demonstrated in this research.  

 

Most patients benefited from relocating primary health care from the hospital to the periphery, 

reporting that services were closer, and transportation costs were reduced. However, 

experiences of the patients revealed a nuanced picture of access, with a single issue affected by 

many factors. Thus, although services were located closer, getting there could be a challenge. 

Fiji, like other developing countries, does not have a well-developed public transportation 

system and has low private vehicle ownership. The transport infrastructure and the availability 

of transport have been demonstrated in other studies to affect access, not only regarding the 

ability to reach but affecting the cost of reaching health services (23, 87). While patients 

reported transportation to be frequent on the main arterial roads and larger urban centres, this 

was not the case in peripheral areas. Findings from this research support those from other low-

and-middle income countries, illustrating inequity in access: as a result of transport 

infrastructure being better developed in urban centres and the surrounding areas, but lower in 

the urban peripheries; patients in the main urban areas enjoy better access at health facilities 

(322). However, findings from this research counter the view that ‘friction of distance’ is a 

substantial impediment to access (76, 331), showing that difficulties in travel to health facilities 

are a more significant barrier than distance alone. As a result, this research supports the view 

that measure of access should include travel time as a proxy measure of distance as it better 

captures the difficulties encountered in travelling (331). Patient accounts illustrated that despite 

health centres being closer, they experienced difficulties in getting to the health centre during 

the extended hours of operation. In such cases, their travel time exceeded the time required to 

travel to the divisional hospital, despite being located considerably further away, because it 

was on the main transportation routes. Research from other low-and-middle income countries 

found the timeliness of receiving care is a significant consideration for access (332). Where 

journey times were long, access declined. This research found that the extension of hours 

positively impacted on access for patients reporting low occupational flexibility to attend health 

facilities during the day.  However, those positive impacts were outweighed by public transport 

being less available and journey times increased to reach health facilities after work.  
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“Affordability” of Health Services and Patients’ “Ability to Pay” 

Affordability has been associated with good access (76). Despite universal health coverage in 

Fiji, patients reported direct and indirect costs in seeking and receiving health care. These were 

associated with the purchase of medications not available at the health centre, referral to 

another facility for diagnostic tests, and travel to and from the facility. Increased direct and 

indirect costs impact on the ability of the poor to access health services the most (99). Peters et 

al. found the poor make less use of health services compared with their wealthier counterparts 

(99). Additional costs to seeking and receiving health care impact this group the most and as a 

result, affordability is of utmost concern for low-and-middle-income countries. Providers 

highlighted the increasing frequency of shortages and stock outages of medicines, increasing 

the costs for patients in seeking and receiving health care. With one-third of Fiji’s population 

below the poverty line, even a small cost is significant: patients reported that while they had 

physical access to the health centre, there were higher costs associated with health care and 

their access to health care was limited by medicine shortages and their financial inability to 

purchase medications.  

 

Increased financial costs were also associated with patients having to return to the health centre 

to collect medications or undergo diagnostic tests not offered during the extended hours. 

Findings reveal that many patients found it financially difficult to make the first journey, let 

alone a return journey to the health centre, illustrating how patients were experiencing 

increased costs in reaching health care as a result of policy decisions made by administrators. 

Findings from other research reveal costs affecting access are related to specific contexts, in 

particular, the way that policies are implemented, with these costs changing over time as 

contexts change (99). The findings from this research support that view, advancing the 

understanding that the implementation process of decentralisation is vital to achieving good 

access.  

 

“Appropriateness” of Health Services and Patients’ “Ability to Engage” 

How appropriate health services are to meet patient needs is at the heart of the access 

discussion. Appropriateness is determined by waiting time, time spent with the doctor, the 

willingness of the doctor to listen to the patient and participation of the patient in the care 
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process. The findings of this study reveal negative patient experiences with long waiting times 

and limited time spent with the doctor. Patients’ experiences in waiting revealed that their 

access to health services was controlled by the distribution of a waiting number. Having waited, 

the medical consultation gave little opportunity for engagement: the doctor spent very little 

time with patients, did not ask questions and did not explain their condition or treatment. This 

affected patient trust and confidence in the health system, with some patients who had the 

resources to do so, opting out of the decentralised health system. Findings from other studies 

suggest a lack of trust and confidence may lead to reluctance in utilising health services (23) 

and may prompt users to seek treatment elsewhere (77). Overall, these findings agree with 

literature suggesting that daily clinic time is a fixed asset, in which waiting time and time spent 

with the doctor is portioned based on demand (333). Of the two, time spent with the doctor was 

the more dominant influence on access, with patients more willing to accept the wait time 

associated with receiving care, if they felt they spent adequate time with the doctor.   

 

Moreover, patients’ accounts demonstrate concern over their interaction with health 

professionals, in particular the poor attitudes experienced. Administrators supported these 

findings, revealing worsening attitudes, attributed mainly to higher workloads. In comparison, 

patients found health professionals to be more welcoming and friendlier at non-decentralised 

health centres, where the workload was lighter. Indeed, those that could afford to, used private 

general practitioners, whom they found to be accommodating, friendly and with positive 

attitudes. Staff friendliness has been associated with being a factor that affects access to health 

care. Unwelcoming attitudes and poor interpersonal skills of health professionals have been 

identified as affecting patient access to health care (23). Explaining patient behaviour, the 

literature reveals disrespect shown by health professionals to patients affects access negatively, 

causing scepticism with the health system prompting patients to seek alternative care (77).  

 

Of note, while there is a significant body of research favouring patient preference for 

involvement in medical decision-making (334), there is a limited understanding of patient 

behaviour in situations where provider (supply-side) factors did not match patient (demand-

side) factors. This research advanced understanding in this area, illustrating that providers and 

patients will seek ways to increase the appropriateness of health services. Findings from this 

research revealed providers ‘worked the system’ through informal networks to ensure the 
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continued delivery of health care in the face of resource shortages. In the same way, patients 

were not passive recipients of care. They too ‘worked the system’ to improve their access, such 

as opting to use health services at times where they felt they could reduce waits and have more 

time with the doctor.   

 

13.2.2 Revisiting the Application of Decentralisation to Improve Access 

There has been a push globally to improve access to primary health care, as a reliable primary 

health care system is seen as integral to good health (101). Experts believe that in low-and-

middle income countries, the primary care foundation of the health care system needs 

strengthening (335). Fiji’s attempt to do this using decentralisation as a strategy offers lessons 

for other low-and-middle income countries. 

 

Firstly, the Fijian experience contributes to the understanding of why many countries undergo 

cycles of centralisation and decentralisation. Fiji’s first decentralisation initiative, an attempted 

devolution of health services in response to public dissatisfaction and declining health 

outcomes, was followed by a period of re-centralisation with the retention of the divisional 

structure, before a second, more focused and circumscribed, and politically driven 

decentralised initiative was undertaken. Decisions on whether to decentralise or centralise, 

what components to decentralise and for what purpose, are dependent on changing social and 

economic contexts, shifts in political ideology, public sector changes, and demographic and 

epidemiological changes (115, 336). The Fijian example adds to experiences of 

decentralisation in low-and-middle income countries generally, and Pacific countries in 

particular.  

 

Secondly, Fiji’s experiences reinforce the understanding that decentralisation should be viewed 

as a continuum. Early understanding of decentralisation, and the premise from which some 

decentralisation theories such as U-form and M-form (337) were shaped, demonstrate a non-

linear understanding, with decentralisation and centralisation being independent of each other. 

However, country experiences in implementing decentralisation have contributed to a linear 

understanding and advanced decentralisation theories, most notably the development of 

Rondinelli’s and Mills typology (104, 105, 145, 164, 191). A more recent view, towards which 
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Fiji’s experience contributes, is that decentralisation should be viewed as a continuum with 

each country finding its best mix of centralisation and decentralisation strategies to address 

their needs (102, 320). Bossert’s decision space framework presents five indicators which can 

be used to measure decision space under Rondinelli’s and Mills’ four approaches to 

decentralisation (9, 113, 117, 177, 188, 191, 197, 213, 224-227, 314). Fiji’s decentralisation 

initiative viewed through Bossert’s framework demonstrates that while countries decentralise 

certain functions, others are retained centrally, to maximise efficiencies.  

 

Thirdly, while there are common aims for decentralising, individual country experiences of 

decentralisation vary. This has meant what has worked in one country may not work in another, 

with local context playing a vital role in the transferability of success in other country settings. 

i.e. decentralisation needs to be context-specific. Fiji’s experience through its two 

decentralisation initiatives reveals that each country has to follow its path in decentralisation. 

The first, far-reaching decentralisation initiative, which was donor led, modelled on another 

country’s experience and prescribed, lacked staff support and did not take hold (51, 268). 

However, the current decentralisation initiative, which was internally developed and driven, 

and has some engagement from health professionals at lower levels, has shown signs of 

acceptance and some success.  

 

Finally, Fiji’s experience further illustrates benefits of an incremental approach to 

decentralisation. This gradual approach taken in implementing decentralisation over a two-year 

period potentially allows for lessons learnt and success achieved to be transferred and emulated 

in other health facilities. Although these benefits were not fully realised in Fiji, there were 

nonetheless examples to learn from. This adds to the understanding that while some countries 

may succeed through a ‘big bang’ approach, other countries benefit from a smaller but 

coordinated decentralisation effort.   

 

13.3 Contributions to Existing Knowledge 

Findings from this research contributes to three bodies of knowledge: the first to 

understandings on decentralisation by expanding on Bossert’s decision space approach; the 
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second adds to understanding of the implementation of policies to improve access, and; the 

third to understanding of the concept of access to health care.  

 

13.3.1 Expanding Bossert’s Decision Space Approach  

Bossert’s approach measures decision space created over five dimensions, each reflected in 

three broad categories: narrow, moderate and broad. High scores on decision space reflect more 

extensive decentralisation approaches and outcomes of the reform. In the example of Fiji’s 

decentralisation initiative, a mix of centralised and decentralised strategies was used to achieve 

the intended outcome of improved access, with most functions retained at the centre and 

workload only decentralised, illustrating that decentralisation should be viewed as a continuum.  

However, by using Bossert’s framework to examine the degree of decision space being opened 

up with decentralisation, this research found that there was almost no decision space on any 

dimension. To accommodate this, the framework was expanded to include an additional 

measure of ‘no choice’ to indicate where there is no choice for a particular function. This 

framework was applied to the Fijian context (see Chapter 7) with commentary from Bossert 

positively acknowledging the addition to his approach.  

 

13.3.2 ‘Guide, Shape and Inform’ – Advancing Understanding of Implementation 

of Policies to Improve Access 

In scholarship on access a significant understanding has been developed on how provider and 

patient characteristics shape access. However, the role of policy and its implementation are not 

adequately reflected in frameworks, although they are central to improving access. Findings in 

this research have highlighted that policies to improve access, such as decentralisation, are 

political constructs. They act as a guide to the implementation process. As in Fiji, political 

decisions can set implementation timelines and provide scope and boundaries for the 

implementation process. Implementation, as suggested in the literature (171, 173, 181), is one 

of the most crucial aspects of ensuring that policy achieves desired outcomes. Decisions made 

during implementation, as shown in findings from this research, shape access. The ‘guide, 

shape and inform’ approach (Figure 58) is a dynamic way of understanding the impacts of 

policy and the implementation in guiding and shaping access. The approach is not independent 

of accepted measures of access including provider and patient characteristics, but rather 

supplements those established measures. When measures are used in conjunction, an enhanced 
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view of access is provided, incorporating policy, implementation and provider and patient 

characteristics. 

 

 

 

Figure 58 ‘Guide, Shape and Inform’ Approach to understanding implementing of policies to 
improve access 

 

13.3.3 Understanding Access – An Interaction of Dimensions  

Several understandings emerge from literature about the dimensions of access. Firstly, access 

is not a neat construct, and as such, there is overlap between dimensions (101). Secondly, the 

interaction between these dimensions are multifaceted and often not captured in these 

frameworks, resulting in the nuances of access being missed. Thirdly, not all dimensions are 

equal (338), and as a result, patients make trade-offs between the dimensions of access (331). 

Finally, access reflects interaction between these dimensions.  

 

However, many frameworks fail to reflect these understandings. Drawing on the findings of 

this research, access as best understood by a patient’s interaction with a health care system, in 

particular, their passage through it (Figure 59). Building on the frameworks of Penchansky et 

al. and Levesque et al., the interactions between the five broad dimensions (14, 76) consisting 

Policy

ImplementationAccess

Guide Inform 

Shape 
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of both supply-side and demand-side elements (75), better reflect the nuanced picture of access. 

As they move through the pathways of care, patients make trade-offs between the dimensions 

of access, actively shaping and attempting to maximise their access.  

 

 

Figure 59 Understanding access – an interaction of dimensions  
Notes: 

1’ S’ denotes supply-side factors 
2 ‘D’ denotes demand-side factors  

 

13.4 Limitations 

This research was conducted over a one-year period, when decentralisation and health services 

were evolving and changing over the time. As such this study provides the experiences of 

administrators, providers and patients in accessing decentralised health services at a single 

point in time. Changes that have occurred since data were collected have been acknowledged 

in footnotes. However, current experiences will be somewhat different.  

 

Variations in population catchment size between subdivisions meant some differences in the 

patient experience. The notably smaller population size of the non-decentralised subdivision 
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affected comparisons to some extent. Moreover, the views of those not accessing public or 

private health services, albeit a significantly minor number, were not captured in this study.  

      

The study was undertaken in one small country. The findings reflect Fiji’s context as a low-

and-middle income country that inherited a highly centralised public sector from its colonial 

era of a century. While the findings and implications are particularly relevant to Fiji and 

countries with similar characteristics, nonetheless the research contributes to knowledge on 

decentralisation models and implementation, and to advancing and developing frameworks to 

understand access.   

 

13.5 Implications and Recommendations 

13.5.1 Implementation of Decentralisation 

The research brought into focus numerous issues that, if addressed, could further strengthen 

local health centres, and draw on lessons learned in the Suva subdivision to inform the roll-out 

of decentralisation. While the following points apply particularly to Fiji, the principles are more 

widely relevant.  

 Fiji’s Ministry of Health is to be applauded for the intention to first conduct a pilot to 

identify what worked well and why, and what did not work well, to be remedied. In 

practice, the opportunity to learn before extending decentralisation was lost, and 

administrators had to make decisions on the run, without the opportunity to reflect and 

consult, an experience to be learned from as the intended roll-out to other subdivisions 

and divisions proceeds. Roll-out of the decentralisation initiative to subsequent 

subdivisions should allow for time between the pilot and the full implementation in 

order for lessons to be learned and incorporated.    

 Evaluation offers a tool to learn from early experiences of decentralisation and apply to 

strengthen decentralised health centres and to future decentralisation. Evaluation should 

be independent of agencies involved in decentralisation policy and operation.  

 A secondary aim of decentralisation was to allow the divisional hospital to develop 

tertiary care. An evaluation of the impacts of the decentralisation policy on the 

divisional hospital is needed to give a complete picture of decentralisation initiative in 

Fiji.  
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 The findings highlighted the negative impacts of inadequate resourcing on several 

dimensions of access and the importance of a coherent approach to strengthening local 

health centres. For low-and-middle income countries like Fiji, a strategic approach is 

needed, e.g. to train workers in ordering, correct storage and inventory management to 

reduce waste, address behaviours such as over-stocking, maintain equipment and 

ensure supply of consumables.  

 Workforce development and retention strategies are needed to supplement the human 

resource needs arising as a result of the decentralisation initiative. Strategies for low-

and-middle income countries like Fiji should include: coordinated human resource 

development activities with training providers to strengthen health professional skills 

and competencies; expanding and extending health practitioner roles (nurse 

practitioners and medical assistant roles, in the case of Fiji) to supplement medical 

officers; and improving retention by reviewing remuneration, providing professional 

development opportunities, resolving frustration and improving job satisfaction by 

resourcing health professionals to carry out their duties.  

 Transfer of decision space needs to accompany transfer of workload, to enable health 

centres and staff to be responsive to patients and local communities in their catchment. 

In the case of Fiji, expansion of decision space in the service organisation function 

would enable the health centres to be more responsive to local communities.       

 Increasing the scope for the active participation of administrators and health 

professionals in all stages of implementation and ongoing policy and strategy 

development is recommended. Implementation of decentralisation in the Suva 

subdivision reflected a top-down approach, and opportunities for those directly 

involved in and affected by decentralisation to influence the process were lost.  

 As the intended beneficiary of better access through decentralisation, space must be 

created for the participation of patients and communities in their local health centre, as 

consistent with World Health Organization’s primary health strategy. In the case of Fiji, 

expansion of decision space in the governance rules function could be achieved by 

democratising the selection of members of the Board of Visitors for each health centre. 
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13.5.2 A Future Research Agenda 

This research brings into focus the need to further investigate the concepts of decentralisation 

and access, and the relationships between them.   

 Measures of access used by Ministries of Health such as in Fiji are often narrow in 

scope, employ proxy measures such as utilisation and fail to capture the complexities 

of access across its many dimensions. Drawing on findings in this and other recent 

studies investigating the multiple dimensions of access and interactions among them, a 

new framework should be constructed and tested in the field. In particular, the aim of 

such research should be to develop sets of indicators of access across the dimensions 

that ministries of health can use to monitor access.  

 Decentralisation created a gatekeeping system for the first time in Fiji. However, the 

literature suggests that gatekeeping can lead to a decline in access to specialist care. 

There is scope to examine the  impact of a  gatekeeping system on patient access to 

specialist care, and on patient perspectives and behaviours in accessing health care 

generally.  

 In this research the implications of the connection between political influence, policy 

and implementation of decentralisation was highlighted, along with the consequences 

for health services and access. Further research is needed to better understand the 

dimension of policy and politics to supplement constructs based on provider and patient 

characteristics.  

 

13.6 Conclusion 

The challenge for health systems is to provide health care that is accessible, efficient and 

effective. Fiji attempted to improve access to primary health care by decentralising the delivery 

of outpatient services. This research set out to investigate the impact of the decentralisation on 

the access to adult outpatient services in the Suva subdivision. The findings revealed that while 

decentralisation was viewed as a positive change, the way it was implemented and resourced 

proved challenging for service delivery, and indeed affected access. Patients, the intended 

beneficiaries of the initiative found access was negatively affected by lengthy wait-times, brief 

engagement with doctors, out-of-stock of medications and a lack of basic and diagnostic 

equipment in decentralised health centres. This research has contributed to advancing 

understanding about models and implementation of decentralisation, and frameworks of 
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access. The importance of transferring decision space as well as workload in decentralisation 

initiatives was highlighted. Theories on access emphasise provider and patient characteristics 

in shaping access, but the role of policy and its implementation are not adequately reflected, 

although they are central to improving access. Finally, existing frameworks on access can be 

enhanced by understanding the interactions between the dimensions of access and drawing out 

supply and demand aspects of each dimension. 
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Appendix A: Participant Information Sheet (Generic) 
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Appendix B: Consent Form (Generic) 
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Appendix C: Notice of Research Being Conducted 
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Appendix D: Sample from Field Journal 
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Appendix E: Sample from Field Notes 
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Appendix F: Sample Utilisation Data Collected 
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Appendix G: Transcriber Confidentiality Agreement 

 

 



326 
 

Appendix H: Example of How Data Was Organised 

 

 
Note: Identifiers have be removed  
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