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Abstract
Low-and-middle-income countries (LMICs) face overwhelming challenges providing health services to their populations, and even more
for provision of health services to displaced populations. Little is known about how health services are organized and delivered to
displaced populations in these countries especially following repatriation.

Objective

To examine the organization and delivery of health services following the repatriation of South Sudanese refugees in Uganda from three
west Nile districts of Arua, Adjumani, and Moyo.

Methods

We conducted a qualitative case study in three West Nile refugee hosting districts of Arua, Moyo, and Adjumani. We used the World
health Organization Health System Framework focusing on four blocks: health services, �nancing, medicines, and supplies and human
resources. We conducted in-depth interviews with 32 purposefully selected respondents representing health service managers, district
civil leaders, staff from local government and international aid agencies, and health service providers across primary, secondary, and
tertiary levels of care. Content analysis was conducted.

Results

Following repatriation, the District Health Teams in the three districts assumed overall responsibility for planning, management, and
provision of health services. Health service delivery was based on an integrated model. Health facilities provided comprehensive health
services based on a decentralized framework in all the three districts. In addition, health services were available in most areas except for
former refugee settlements where facilities were either closed or relocated. Post repatriation, the main source for health �nancing was
government funding through the Primary Health Care grant with limited support from aid agencies. Districts, however, faced several
challenges in health service delivery including shortage of medicines and essential supplies, inadequate health workers, and poor
infrastructure.

Conclusion

The repatriation of refugees affected health services delivery in the refugee affected districts notably reduction in �nancial resources,
availability of skilled human resources, equipment and as well as closure of some health facilities. Key stakeholders should plan and
prepare for refugee repatriation and put in place mechanisms to support the continuity of health services delivery in refugee affected
settings. Further research to examine health systems adaptability and resilience following repatriation is recommended.

Introduction
Globally, there were an estimated 86.5 million displaced persons in 2019. These included 20.4 million refugees and 43.5 million
Internally Displaced Persons. Most, (86%) of displaced populations originate from and are hosted in low-and middle-income countries
(LMICs) (World Bank 2017). Countries in Sub-Saharan Africa and Asia Paci�c regions host an estimated 9.3 million refugees (UNHCR,
2018). The number of refugees in Sub-Saharan Africa grew from 2.2 million in 2010 to 6.3 million in 2019. This increase was mainly due
to crises in several countries including South Sudan, Somalia, the Democratic Republic of Congo, and the Central African Republic. The
countries hosting the highest numbers of refugees include Uganda hosting 1,400,000 refugees, Kenya hosting 471,300 refugees,
Ethiopia hosting 536,000 refugees, and Sudan hosting 906,600 refugees (UNHCR 2020). A common key feature across these countries
is that they are already struggling to meet the health needs of host communities mainly due to weak health systems and shortages of
funding, making it challenging to provide adequate health services for refugees (Spiegel, Chanis et. al, 2020, Maystadt et.al 2019).

Ensuring effectiveness in the delivery of health services in refugee settings is a global concern for governments and humanitarian
agencies. Health service delivery in these settings requires approaches that ensure that the needs of both refugees and host
communities are met through effective and sustainable interventions. The organization of health services in refugee settings is
in�uenced by several factors. First, the need to provide health services based either integrated or parallel structures. In addition, it is
important to consider primary health care and emergency medical assistance (Van Damme, 2002). Second, the response capacity and
adaptability of local health systems in refugee-hosting countries to providing health services following sudden and massive in�ux of
refugees. Third, humanitarian aid is essential to enable local health systems to provide effective healthcare services to refugees. An
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equally important and often unexamined question is how can host countries effectively organize health services throughout the different
phases of the refugee emergency, particularly during the emergency phase of refugee in�ux and after repatriation of refugees and
departure of aid agencies.

Uganda has been a host to refugees since the pre-independence period. From 1942 to 1944, 7,000 Polish exiles were settled in Nyabyeya
in Masindi and Mukono districts (Gingyera-Pinycwa, 1998). The second biggest caseload was the in�ux of Sudanese refugees during
the 1980s and 1990s following severe famine and civil con�ict. By 1995, an estimated 210,000 Sudanese refugees had settled in
various parts of the country (Merkx, 2000). In the period 2000–2009, Uganda hosted over 200,000 refugees (Merkx, 2000), from several
countries including Sudan, the Democratic Republic of Congo (DRC), and Rwanda. Most, (80%) of the refugees settled in the West Nile
districts of Arua, Yumbe, Moyo and Adjumani where they lived in designated settlements, interspersed amongst host communities
(Kaiser, 2006). Following the cessation of the con�ict in Sudan, between 2007–2009, an estimated 90,000 refugees were voluntarily
repatriated to South Sudan (Kaiser, 2010). The refugees were repatriated from the three west Nile districts of Arua, Moyo, and Adjumani.
However, an estimated 10,000 refugees remained under the care and protection of the government with the support of the United
Nations High Commission for Refugees (UNHCR) (UNHCR 2009).

During various phases of a refugee emergency, the organisation of health services is crucial to address the immediate and long-term
health care needs of the displaced population and nationals. In many refugee emergencies, emphasis is placed on interventions during
the acute phases with the establishment of temporary and a gradual shift towards more comprehensive health service delivery
structures. A de�ning characteristic is that health services for refugees are often delivered through different administrative structures,
parallel to those of nationals. This can lead to poor coordination and duplication of services. The end of a refugee emergency and
subsequent repatriation of refugees can have signi�cant impact on the organization of health services in a country. The government will
have an increasing role in planning, coordination, management, and delivery of health services that were previously provided by NGO’s.
The government may need to investments in health service delivery through the construction of health facilities, recruitment of health
workers and provision of medicines and supplies.

Few studies have been conducted on the organization of health services in refugee settings. A study by (Porignon et al., 1998) in Zaire -
now the Democratic Republic of Congo showed that despite pre-existing challenges and an in�ux of refugees into the country, the
district health systems were resolute and continued to meet the health needs of the population at the end of the crises. This was
attributed to the limited but sustained support from partners in building health facilities and supporting the district health system with
material and �nancial resources. While (Goyens et al., 1996) revealed that while the local health systems were overwhelmed, it made
substantial contributions in providing preventive and curative services and remained resilient during and after the refugee crises. Overall,
limited evidence calls for in-depth analysis of the organization of health services following repatriation in refugee settings. The current
study examines how health services were organized and delivered before and following the repatriation of South Sudanese refugees
from three West Nile districts of Arua, Adjumani, and Moyo in Uganda. The �ndings are key for informing policy and practice, and
development programs towards more effective organization and delivery of health services for both refugees and host communities.

Materials and methods

Study design
We carried out a qualitative case study (Yin, 2013). The design was considered appropriate where description, interpretation, and
explanation of complex phenomena are pursued (Lee, 1999). This study drew on the World Health Organisation Health Systems
Framework to explore the organization and delivery of healthcare services following the repatriation of refugees from the West Nile
districts. Four components of the Health Systems framework were examined including the organization, service delivery, �nancing, and
health workforce. This was informed by the study objectives and enabled the researchers to narrow the research scope, concentrate on
the most relevant areas and delve into speci�c aspect of organization of health services in refugee settings. In addition, the organization
of health service delivery in refugee settings presents unique priorities and challenges that require a tailored approach to produce
relevant and impactful insights. This was considered key for enhancing the practicality and relevance of our �ndings for policy makers,
practitioners, and other stakeholders.

Study setting
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We conducted this study in three west Nile districts of Arua, Adjumani, and Moyo between October 2016 and February 2017. The three
study districts were selected purposefully because of their history of hosting refugees for several decades and the establishment of
health service infrastructures. The three districts have an estimated population of 1,916,298 people (UBOS, 2014). In 2020, there were an
estimated total of 957,729 refugees in the West Nile districts of Arua, Moyo, and Adjumani (UNHCR, 2020).

This was a case study conducted in three districts. In all three districts, health services are provided based on a decentralized framework
through the District Health O�ce (DHO). Health services were provided through a mixture of public and private providers. Health services
for refugees and host populations were provided through two administrative structures: the integrated model and the parallel model. In
the integrated model, health services are provided through established structures in the district health system. As such, refugees and
host communities access health services using the same facilities and workers and are supported by matching resources. The District
Health Team (DHT) is responsible for the planning, management, and administration of health services. Aid agencies assist the DHT to
support service delivery in health facilities serving refugees. In the parallel model, health services are established primarily for refugees
are managed and maintained by humanitarian organizations including United Nations agencies and international non-government
organizations through separate structures often not available and accessible to host communities (Rowley et al., 2006). Health services
for refugees are funded by the UNHCR and other aid agencies with several non-governmental organizations (NGOs) providers.

Study population, sampling and sample size
We purposefully recruited a diverse range of respondents to ensure wide-ranging perspectives. Initially, we consulted the DHO and the
Chief Administrative O�ce in each district to identify potential respondents. Respondents were identi�ed based on their knowledge,
experience and roles in health service delivery in the three districts. We interviewed 32 respondents including district local government
staff (civil leaders, managers, and administrators), health workers and project managers, and staff from aid agencies –NGOs and United
Nations (UN) agencies. We approached potential respondents individually, by phone and email requesting an interview. In some
instances, respondents referred the interviewers to others who they considered were knowledgeable about the subject matter. A total of
32 respondents were interviewed. These included health services practitioners, policy makers and district administrators.

Data collection
Data were collected using key informant interviews. A semi-structured interview format was developed stepwise (Nicky, B., 1995) based
on the study objective and review of relevant literature. The interview guide was developed with the WHO health Systems Framework
building blocks covering four of the six including the health services organisation, health services delivery, health workers, �nancing, and
other features of service delivery. Questions in the interview guide included probes to ensure a sustained focus on pertinent issues
during the discussions. The interview guide was piloted, and edits made based on the �ndings to improve the interview format. Follow-
up interviews were conducted with the DHO and health workers to enable in-depth exploration of issues arising from earlier discussions.
This allowed respondents to elaborate on key discussion points identi�ed earlier or recurring in other interviews (Kvale, 1996). Interviews
were conducted in English and lasted between 60–90 minutes. All interviews were audio-taped by moderators with �eld notes and
memos written during and immediately after the interviews.

Data management
Interview recordings were transcribed verbatim by two research assistants and reviewed by the authors. Transcripts were checked by the
researchers for accuracy to ensure that the actual meaning was not lost during transcription. Transcripts were anonymized and code
numbers were assigned for identi�cation purposes. Data were entered into Microsoft word processing and saved in password-protected
�les. All data �les were saved with identi�ers indicating the respondent type, location, date, and time of the interview.

We adopted the WHO Health System Framework building blocks to inform the assessment of organization of health services following
refugee repatriation (WHO, 2007, WHO, 2010). The framework was chosen because of its applicability and adaptability to various
settings. The framework provides a structure for describing the multifaceted aspects of health services in refugee settings. The
framework is composed of the key components required for optimum health systems performance and has been adopted to inform the
assessment of organization of health services in several settings (Qarani W., et al 2015, Jabeen, R., et al 2021, Other studies suggest that
using the WHO health system building blocks has limitations especially in complex settings (Mounier-Jack et al. 2014, Sacks E., et al
2019).
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Health systems building blocks are essential for informing health service delivery in refugee settings. Health Service delivery focuses on
evaluating access to health care delivered e�ciently to those who need it. Medicines and medical equipment (products, vaccines,
technologies measure the availability, affordability and use of essential medicines, vaccines and technologies. Health workforce
measures whether available resources of the system are adequate to respond to the health needs. Financing includes the mobilization,
allocation and use of resources to provide health services. Health information systems involve the timeliness, accuracy of collection,
analysis and use of health data to inform clinical and systems decision-making,

Data analysis
We used qualitative content analysis. The analysis process was iterative and ongoing throughout the study. The �rst author developed
the �rst process of analysis from codes to categories. The �rst author and two research assistants and independently read and
familiarized themselves with all the transcripts. The team met and the tentative codes, categories and themes were discussed and
revised several times and applied to three transcripts. The team reviewed and resolved any differences in the coding. The codes were
developed based on issues emerging from the data. A coding frame was developed based on the components of the health systems and
applied to all subsequent transcripts. The coding frame was expanded as new issues arose, with those related grouped into broader
categories. Once the coding was completed, subgroup analysis identi�ed differences between respondent groups and each of the three
study districts. The developed codes were merged into wider categories based on the relevance to the objectives of the study. This was
followed by the development of the themes. The analysis of the organisation and factors in�uencing health services delivery in refugee-
hosting districts produced several themes (Table 1). Findings are presented with the support of representative quotes.
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Table 1
Themes emerging from the coding

General theme Categories Basic code

Organization Planning of service delivery DHO and UNHCR

Management of service delivery Management of health services by DHT

Supervision body Support supervision by Ministry of Health

Coordination of health services Administration of health services

Model of service delivery Parallel and integrated service delivery

Service delivery Objectives of health service delivery Provision of basic health services

  Focus on refugee health needs

  National health services objectives

Framework for health service delivery Decentralized service delivery

  Parallel refugee health services

  Linkage to public health facilities

  Emergency health services

Health service availability Temporary facilities

  Health facilities situated in and around settlements

  Emergency health services

  Referral services for refugees

  Free health services

  Lack of accreditation of health facilities

Health �nancing Source of funding Government funding through PHC grant

  Personal funds

  Limited funding by the UNHCR

  Reduced funding from aid agencies

Essential medicines and supplies Pharmaceutical supplies Government through NMS

  Limited support by UNHCR and other agencies

  Decrease in medicines and supplies

  Stock out in health facilities

Human resources for health Health worker challenges Shortage of health workers

  Uneven distribution of health workers

  Inadequate skill mix

  Increased workload

Reorganization of health workers Redeployment of health workers

  Recruitment of health workers

  Laying off unquali�ed health workers

  Training of health workers

  Limited speci�c support by UNHCR
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Results
We interviewed civil administrators, managers, health facilities, and project staff. The sample consisted of 32 respondents from the
three districts who represented different pro�les. Overall, 23 males and 9 females were interviewed in each participant group with most
having quali�ed with a degree or more. The respondent’s demographics and location are shown in Table 2.

 

 
Table 2

Districts and participant pro�les
District N=32 Civil Administrator Health Manager Service provider UN/INGO Project staff

District

Arua

 

11

 

3

 

2

 

2

 

2

Adjumani 12 3 2 2 2

Moyo 9 3 2 2 0

Sex          

Male 23 9 3 3 3

Female 9 2 3 3 2

Age in years          

           

26 – 35 3 0 1 1 2

35 – 44 18 5 4 4 2

>45 11 4 1 1 0

Education          

Diploma 4 0 0 4 0

Degree 16 3 8 2 3

Post graduate 12 6 5 0 1

 

Health services organization
Based on the analysis, the most frequently discussed aspects of the organization of health services in this thematic area included; the
model of health service delivery, planning, and management, and coordination.

Planning and management of health service delivery
Before the repatriation exercise, the District Health Team (DHT) and NGOs collaborated on planning and management of health services
for refugees and host communities in all three districts. Following the repatriation exercise, the DHT assumed overall responsibility for
health service delivery for refugees and host community (Table 3). These included planning and management, and allocation of
resources for health services at all administrative levels. The DHT delivered health services based on national health policies. Health
services were delivered by the DHT in collaboration with the UNHCR and other partners.

“As the DHT, we took over all health services in line with MoH governance structure at all levels including, sub-county, health facility and
the community levels. These included primary health facilities previously managed by aid agencies. We ensured that all service delivery
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including management and administration, disease management protocols and guidelines, service delivery, health workers and
infrastructure were according to Ministry strategies”.(District Health O�cer) 

While the DHT assumed responsibility for healthcare services, the UNHCR and other agencies continued to support health service
delivery to refugees. This arrangement was apparent in Adjumani district where a considerable number of refugees remained following
the repatriation exercise. In all three districts, the DHT utilized administrative and service providers in facilities at various levels to
facilitate health service delivery for both refugees and host communities.

“The DHO continued to receive donations and capacity building from NGOs and other partners following the repatriation of refugees in
the district. We also continued to make plans and discussion with the UNHCR regarding health services particularly for refugees.(District
Health O�cer)

Model of health service delivery
Health services for refugees and host populations are provided based on an integrated approach following the repatriation exercise in all
three districts. Health facilities, equipment, ambulances, and other forms of support previously owned and managed by implementing
partners were handed over to the DHT in all three districts. All forms of support by aid agencies were provided through the DHT.

“When the refugees were repatriated, and NGOs left all technical departments like DHO were in charge of service delivery. All assistance
for service delivery and structures managed and operated by NGOs were absorbed by the DHO. NGOs only reinforced the districts with
some �nancial support, drugs and supplies in a few areas and health facilities where refugees are present”.(District planner)

“As a district, we supported and facilitated the integration of health services for both refugees and host communities. Well, the
integration started when the refugees were still here, but it became more rooted following the repatriation exercise.”(District Health
O�cer)

Coordination of health service delivery
Health services for both refugees and host communities in the three districts are coordinated by the DHO after the repatriation exercise.
Respondents indicated that transferring coordination of health services to the DHO enhanced the process of integration, bringing
together resources and technical expertise to ensure that the needs of all communities were met.

“It has not been easy but the DHO has been organizing health in the complexity of meeting the health needs of refugees and host
communities because of many stakeholders… With the repatriation exercise, the district took over organization of health services ... The
DHO ensured more structured system and personnel that made it easier to provide services. The health department is therefore in better
position to respond to the health problems in the communities.”(District Health O�cer)

Planning, coordination, and management, of health services in Arua was mainly the roles of the District Health O�ce, while in Adjumani,
implementing partners played a role during the pre-repatriation period in all the three districts (Table 3). In Arua, health services were
integrated while in Moyo and Adjumani, a mix of both parallel and integrated models were used. Health Service delivery in all three
districts were delivered based on a decentralized framework with a minimum basic package of health services. Health services were
provided in Primary Health Care Facilities in settlements before the repatriation of refugees. Government funding through the Primary
Health Care grant was the main source of funding for health services with additional support from humanitarian agencies.
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Table 3
Health service delivery

Health system
building block

Before repatriation After repatriation

Arua Adjumani Moyo Arua Adjumani Moyo

Health service delivery

• Focus of
health service
delivery

Emergency,
curative, and
preventive
health
services for
refugees.

Emergency,
curative, and
preventive
health services
for refugees.

Emergency,
curative, and
preventive
health services
for refugees.

Comprehensive
health care
services to
address the
health needs of
both refugees
and hosts
communities.

Comprehensive
health care
services to
address the
health needs of
both refugees
and hosts
communities.

Comprehensive
health care
services to
address the
health needs of
both refugees
and hosts
communities

  Emergency
medical
assistance
with shift to
PHC

Emergency
medical
assistance with
shift to PHC

Emergency
medical
assistance with
shift to PHC

Focus of PHC in
all health
facilities

Focus of PHC in
all health
facilities

Focus of PHC in
all health
facilities

• Framework
for service
delivery

Decentralized
health service
delivery

Decentralized
health service
delivery

Decentralized
health service
delivery

Decentralized
health service
delivery

Decentralized
health service
delivery

Decentralized
health service
delivery

  Based on
Uganda
Minimum
Health Care
Package.

Based on
Uganda
Minimum
Health Care
Package.

Based on
Uganda
Minimum
Health Care
Package.

Health services
integrated with
other related
sectors.

Health services
integrated with
other related
sectors.

Health services
integrated with
other related
sectors.

  Basic health
services
provided in
�rst line
health
facilities HC II,
III and IVs.

Basic health
services
provided in �rst
line health
facilities HC II,
III and IVs.

Basic health
services
provided in �rst
line health
facilities HC II,
III and IVs.

Health services
provided in
permanent
health facilities.

Health services
provided in
permanent
health facilities.

Health services
provided in
permanent
health facilities.

Health service
availability

Basic health
services
provided in
�rst line
health
facilities HC II,
III and IVs.

Basic health
services
provided in �rst
line health
facilities HC II,
III and IVs.

Basic health
services
provided in �rst
line health
facilities HC II,
III and IVs.

Health facilities
serve a de�ned
catchment of
both refugee and
host population.

Health facilities
serve a de�ned
catchment of
both refugee and
host population.

Health facilities
serve a de�ned
catchment of
both refugee and
host population.

  Health
services
provided in
permanent
structures.

Health services
provided in
intermediate –
semi
permanent
health facilities
linked to
referral system.

Health services
provided in
intermediate –
semi
permanent
health facilities
linked to
referral system.

Tiered network
of primary,
secondary, and
tertiary levels of
health facilities

Tiered network
of primary,
secondary, and
tertiary levels of
health facilities

Tiered network
of primary,
secondary, and
tertiary levels of
health facilities

  Strict referral
system for
emergency
and
specialized
care for
refugees

Strict referral
system for
emergency and
specialized
care for
refugees

Strict referral
system for
emergency and
specialized
care for
refugees

Health facilities
providing an
integrated
continuum of
health care.

Health facilities
providing an
integrated
continuum of
health care.

Health facilities
providing an
integrated
continuum of
health care.

  Secondary
and tertiary
health care
provided by
HC IVs and
hospitals.

Secondary and
tertiary health
care provided
by HC IVs and
hospitals.

Secondary and
tertiary health
care provided
by HC IVs and
hospitals.

Secondary and
tertiary health
care provided by
HC IVs and
hospitals.

Secondary and
tertiary health
care provided by
HC IVs and
hospitals.

Secondary and
tertiary health
care provided by
HC IVs and
hospitals.
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Health system
building block

Before repatriation After repatriation

Arua Adjumani Moyo Arua Adjumani Moyo

Access to
health
services

Health
facilities
responsible
for up to
50,000 or
more
inhabitants.

Health facilities
responsible for
up to 50,000 or
more
inhabitants.

Health facilities
responsible for
up to 50,000 or
more
inhabitants.

Health facilities
responsible for
up to 10,000 or
more
inhabitants.

Health facilities
responsible for
up to 10,000 or
more
inhabitants.

Health facilities
responsible for
up to 10,000 or
more
inhabitants.

  Health
services
provided free
of charge to
both refugee
and host
populations.

Health services
provided free of
charge to both
refugee and
host
populations.

Health services
provided free of
charge to both
refugee and
host
populations.

Health services
provided free of
charge to both
refugee and host
populations.

Health services
provided free of
charge to both
refugee and host
populations.

Health services
provided free of
charge to both
refugee and host
populations.

  Health service
delivery
supported by
a strong
referral
system.

Health service
delivery
supported by a
strong referral
system.

Health service
delivery
supported by a
strong referral
system.

Referral systems
weakened in
former refugee
health facilities

Referral systems
weakened in
former refugee
health facilities

Referral systems
weakened in
former refugee
health facilities

  Heath
facilities
located in and
around
refugee
settlements < 
5 km distance

Heath facilities
located in and
around refugee
settlements < 5
km distance

Heath facilities
located in and
around refugee
settlements < 5
km distance

Health facilities
accessible to
most
populations
within ≤ 5km
distance.

Health facilities
accessible to
most
populations
within ≤ 5km
distance.

Health facilities
accessible to
most
populations
within ≤ 5km
distance.

Model of
health service
delivery

Integrated
health
services for
refugees and
hoists

Parallel and
integrated
health services

Parallel and
integrated
health services

Integrated health
services for
refugees and
hosts

Integrated health
services for
refugees and
hosts

Integrated health
services for
refugees and
hosts

Management
and
administration

DHO with
District Health
Team (DHT)
members

DHO and
UNHCR
implementing
partners - NGOs

DHO and
UNHCR
implementing
partners - NGOs

DHO for both
refugees and
host
communities

DHO for both
refugees and
host
communities

DHO for both
refugees and
host
communities

Planning DHO for both
host and
refugees’
communities

DHO for host
and
UNHCR/NGOs
for refugee
communities

DHO for host
and
UNHCR/NGOs
for refugee
communities

DHO for both
refugees and
host
communities

DHO in
consultation
with UNHCR

DHO for both
refugees and
host
communities

Coordination DHO and
UNHCR/NGOs
implementing
partners

DHO for host
and
UNHCR/NGOs
for refugee
communities

DHO for host
and
UNHCR/NGOs
for refugee
communities

District Health
O�ce

District Health
O�ce

District Health
O�ce
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Table 4
Health Financing

Health
system
building
block

Before repatriation After repatriation

Arua Adjumani Moyo Arua Adjumani Moyo

Health �nancing

Source
of health
�nancing

Government funding
through PHC grant

UNHCR/WHO/UNICEF
and other donors

Government funding
through PHC grant

UNHCR/WHO/UNICEF
and other donors

Government funding
through PHC grant

UNHCR/WHO/UNICEF
and other donors

Government
�nancing
through
PHC grant

Government
�nancing
through
PHC grant

Government
�nancing
through
PHC grant

  Private out of pocket
in private health
facilities

Private out of pocket
in private health
facilities

Private out of pocket
in private health
facilities

Out of
pocket
payment in
private
health
facilities

Out of
pocket
payment in
private
health
facilities

Out of
pocket
payment in
private
health
facilities

  Funding for service
delivery provided by
UNHCR and NGOs.

Funding for service
delivery provided by
UNHCR and NGOs.

Funding for service
delivery provided by
UNHCR and NGOs.

No
additional
support by
UNHCR

Partial
�nancial
support by
the UNHCR

No
additional
support by
UNHCR

  Limited government
funding for refugee
health services

Limited government
funding for refugee
health services

Limited government
funding for refugee
health services

Increased
government
funding to
former
refugee
health
facilities

Increased
government
funding to
former
refugee
health
facilities

Increased
government
funding to
former
refugee
health
facilities
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Table 5
Human resources for health

Health
system
building
block

Before repatriation After repatriation

Arua Adjumani Moyo Arua Adjumani Moyo

Human resources for health

Health
worker
availability

Health
services
provided
largely by
health
workers in
public
facilities.

Health services
provided by public
and
expatriate/contract
health workers.

Health services
provided by public
and
expatriate/contract
health workers.

Health
workers
available in
the health
facilities

Inadequate and
unevenly
distributed
human
resources
across former
refugee health
facilities

Inadequate and
unevenly
distributed
human
resources
across former
refugee health
facilities

Skills mix Appropriate
skill mix
among health
workers

Inadequate skills
mix among health
workers due to
transfers and
laying off staff.

Inadequate skills
mix among health
workers due to
transfers and
laying off staff.

Appropriate
skill mix
among health
care workers

Inadequate
skills mix
among health
care workers.

Inadequate
skills mix
among health
care workers.

Support for
human
resources for
health

Health
workers
recruited and
paid by
Government
and NGOs.

Health workers in
refugee health
facilities recruited
and paid by NGOs.

Health workers in
refugee health
facilities recruited
and paid by NGOs.

Limited
support by
UNHCR

Partial health
workers
support by
UNHCR

Limited health
worker support
by UNHCR

  Training of
health
workers by
government
and NGOs.

Training of health
workers by
government and
NGOs.

Training of health
workers by
government and
NGOs.

Training of
health
workers by
government

Training of
health workers
by government

Training of
health workers
by government

Health
management

Recruitment
and payment
by the DLG

Recruitment and
payment by DLG
and NGOs

Recruitment and
payment by DLG
and NGOs

Absorption of
NGO staff
into local
health service.

Absorption of
NGO staff into
local health
service.

Absorption of
NGO staff into
local health
service.

        Redeployment
of health
workers in
health
facilities

Redeployment
of health
workers in
health facilities

Redeployment
of health
workers in
health facilities

          Laying off non-
quali�ed health
staff

Laying off non-
quali�ed health
staff
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Table 6
Medicines, supplies and equipment

Health
system
building
block

Before repatriation After repatriation

Arua Adjumani Moyo Arua Adjumani Moyo

Medicines, supplies & equipment

• Source of
medicines
and
supplies

Government
through
National
Medical
Stores,

UNHCR and
other aid
agencies -
WHO &
UNICEF.

Government
through
National
Medical
Stores,

UNHCR and
other aid
agencies -
WHO &
UNICEF.

Government
through
National
Medical
Stores,

UNHCR and
other aid
agencies -
WHO &
UNICEF.

Mainly
government
through National
Medical Stores

Mainly
government
through National
Medical Stores

Mainly
government
through National
Medical Stores

        Limited or no
additional support
from
humanitarian
agencies

Additional support
from the UNHCR

Limited or no
additional support
from humanitarian
agencies

Availability
of
medicines
and
supplies

Medicines and
supplies
available with
stock outs in
most health
facilities

Medicines and
supplies
available with
stock outs in
most health
facilities

Medicines and
supplies
available with
stock outs in
most health
facilities

Frequent stock out
of essential
medicines and
supplies in former
refugee health
facilities

Frequent stock out
of essential
medicines and
supplies in former
refugee health
facilities.

Frequent stock out
of essential
medicines and
supplies in former
refugee health
facilities

          Rationing and
sharing of drugs
in health facilities

Rationing and
sharing of drugs in
health facilities

 

Health services delivery
The analysis revealed several features related to health service delivery including focus of health service delivery, framework for service
delivery, and the availability and accessibility of health services.

Focus of health service delivery
In all three districts, the DHT provided comprehensive health services in all facilities (Table 3). Health services delivery focused on
maintaining and provision of health (curative services) to both refugees and host populations. This contrasts with the pre-repatriation
phase where health service delivery was dominated by the provision of curative services by NGOs that focused on emergency care
services. The DHO and UNHCR/NGOs provided health services for both refugees and host communities with the available resources.

“The DHO provided health services to meet the health needs of both refugees and host communities, which is the goal of the
decentralized health services. But also, while we did this, we ensured that the health needs of both communities addressed with the
resources which were available.”(District Health O�cer)

Framework for health service delivery
Health service delivery is based on the decentralized framework in all three districts. Participants observed that while for several years’
decentralization has been the overarching principle, the refugee emergency made its operationalization challenging. However, following
the repatriation exercise, health services were organized by the DHT.
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“As a district, we have been following decentralized structure for service delivery. So, health services have also been delivered following
these guidelines even when the refugees were still here. But for the time we hosted refugees, the implementation of services using the
framework was di�cult, for example, the implementing partners would not disclose and share their budgets with the local
authorities.”(District Planner)

In all three districts, health services for refugees and host populations is based on national guidelines and standards. This contrasts
with the pre-repatriation period where health service delivery by NGOs was focused on emergency health care. The NGOs used
humanitarian standards and guidelines to support health service delivery. This was applied across all levels of care for both refugees
and host communities.

“Health service delivery was based on the Uganda National Minimum Healthcare package at all levels of care post repatriation …. The
focus was on providing priority health services using available resources to improve the well-being of the population, by promoting
health, and responding to community health problems. The services were for both populations at referral hospitals, district hospitals,
sub-district and lower-level facilities”(District Health O�cer)

Availability of health services
Health services are provided for de�ned population in speci�c locations following the repatriation exercise in all the three districts. In
several former refugee settlements, prior to repatriation, health services were available through a tiered network of lower-level health
facilities with specialist care available in hospitals in the region. Health services are provided through a continuum of integrated
facilities in all three districts. This is in contrast to the pre-repatriation phase which was characterized by the provision of health services
in temporary facilities that exclusively served refugee communities.

Coverage of essential health services varied considerably from one health facility to another following the repatriation exercise in the
three districts. Health services in most facilities in Arua district were available as most remained operational with health workers, drugs
and supplies. While in Adjumani and Moyo districts, availability of health services in several facilities varied. In these facilities’, coverage
was affected by operational status of facilities, availability of resources including health workers, drugs and medical supplies.

“As the district health o�ce, we observed differences in volume of services following repatriation and restructuring of health facilities.
Lack of medicines and other supplies and health workers affected service delivery in facilities. Several facilities opened for only a few
hours because staff were either laid off or posted to other facilities. We observed that few people were using the services.”(Refugee
health focal person)

Health service were delivered through a network of linked permanent facilities in all three districts. However, several facilities were in
poor structural conditions in all three districts. The DHT inherited facilities from aid agencies that were operated in temporary structures.
Many were not in line with the guidelines of the Ministry of Health. As such, a few facilities did not receive accreditation from the
Ministry of Health. These facilities did not receive any public funding, and other forms of support.

“While services were available in all areas, it was also a challenge because of poor infrastructure. Up to the time of repatriation even
after more than 10 years, some health facilities continued to be operated in semi-permanent structures and in a poor physical state and
not recognized by the Ministry of Health. In fact, several facilities till now don’t receive government funding and support because they
were not approved by the ministry.”(Refugee Health Focal Person)

The district health services reorganized and restructured health facilities to ensure they remained operational and minimized disruptions
in all the three districts. Facilities were renovated and new ones were built in certain locations. In other instances, facilities that did not
meet minimum requirements for a designated level were downgraded or even closed. In Adjumani district, two facilities were relocated to
new locations. These included redistribution of health workers, rationing, and sharing drugs and other supplies to support and ensure the
facilities remained operational.

Medicines, supplies and equipment
Government supplies through the National Medical Store was the main source of drugs and supplies for most health facilities. Health
facilities accredited by the Ministry of Health were supplied drugs and other supplies. Adjumani district continued to receive some
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support for medicines and other supplies through the UNHCR. This facilitated service delivery to refugees who remained in the district.
However, there were shortages of drugs and supplies in health facilities. Shortages were more pronounced in Arua and Moyo districts
where aid agencies withdrew completely affecting service delivery.

Human resources
From the informant’s discussion, three aspects emerged about human resources; availability of health workers, skills mix in health
facilities, support by aid agencies, and health worker reforms.

Availability of health workers
Health worker availability varied in several health facilities and in each of the three districts following repatriation exercise. Health
workers were generally available in all facilities in Arua compared to Adjumani and Moyo districts. Respondents indicated that during
the establishment of the refugee facilities in Arua district, the administration made efforts to ensure that sta�ng of all facilities was
conducted according to MoH guidelines and with the involvement of the local government.

“The repatriation affected the distribution and availability of health workers in refugee facilities differently. The district administrative
and DHO engaged the UNHCR and its partners to ensure health facility sta�ng was guided by the Ministry of Health and Ministry of
Public Service standards. Health workers were recruited and paid through the district services commission. In this way, repatriation did
not affect health service through the would-be departure of contracted staff”(District Health O�cer)

In Moyo and Adjumani districts, health service delivery was affected by inadequate numbers and skills mix following the repatriation
exercise. Respondents indicated that health workers recruited and paid by the aid agencies were laid off following the repatriation
exercise. Sta�ng levels were below the minimum standards required to ensure effective service delivery in several health facilities.
Health workers who did not have the necessary quali�cations in accordance with the guidelines of the Ministry of Health and Ministry
Public Service were laid off.

“The health facilities were affected by the reduction of number of health workers. Several facilities lacked staff to function according to
established guidelines. Health workers employed by NGOs were out of contract could not continue working. However, we also laid off
some because of lack of academic quali�cation according to the public service and ministry guidelines. There were also recruitment and
transfer of health workers to beef up understaffed facilities”.(District Health O�cer)

 

Health worker reforms
To address the gaps, the administrators, and technical departments in Adjumani and Moyo, reorganized the recruitment and
redeployment of staff to meet the service delivery goals. In Adjumani district, a few quali�ed health workers previously employed by aid
agencies were absorbed by the district health o�ce. The UNHCR facilitated the recruitment and supported salaries of health workers in
selected health facilities serving refugees who had remained.

“As the DHO, we had to ensure that the facilities are delivering services. We advertised, conducted interviews, and recruited health
workers. Few quali�ed NGO staff were absorbed by the DHO. The UNHCR recruited and continued to pay four health workers, two
midwives and two nurses in facilities where refugees had remained. Others were deployed to understaffed facilities.”(District Health
O�cer)

Financing
Government funding, and partial support by the UNHCR were the main sources of health �nancing in all three districts. The Primary
Health Care Conditional Grant (PHC-CG) disbursed by the central government to District Local Governments for the implementation of
Uganda National Minimum Health Care Package (UNMHCP) in public and Private not for Pro�t (PNFP) health facilities was the main
source of funding. Most (pubic and PNFP) health facilities in all the three districts were funded through PHC grants. Government
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provides per capita based funding for the provision of the UNMHCP in all facilities estimated at US$41.2 in 2008/2009 rising to US$47.9
in FY2011/2012. These funds were used to cater for health service delivery for both refugees and host populations in all the three
districts. Most refugee established health facilities that had been accredited receive the PHC grant to support health service delivery
following the repatriation of refugees.

Cost-sharing was used to ensure service delivery in all three districts. The PHC grant and UNHCR funding were the main sources of
health �nancing in Adjumani district. The UNHCR continued supporting the DHO to provide health services to host and refugee
communities who had remained in the district. Funding for the few facilities established for refugees was challenging as they were never
absorbed by the government, meaning these could not access PHC funding. The DHO and administrative authorities had to manage
resources to support the facilities not supported by the PHC grant.

“The main source of funding for health services in the refugee hosting districts was the PHC grant and limited speci�c support by the
UNHCR for service provision for refugees. For example, salaries for midwives and nurses in refugee established facilities and fuel and
service for the ambulance were provided by UNHCR”(District Health O�cer)

Discussions
The study identi�ed and examined several features of the organization of health services prior to and following the repatriation of health
services in the three West Nile districts of Arua, Adjumani, and Moyo. We found that the DHTs in all three districts took over the
responsibility for planning, management, and coordination of health services based on an integrated model. Three issues emerged
regarding health service delivery including the provision of comprehensive services by the DHTs for both refugees and host populations,
the decentralized framework of service delivery, and availability of services for communities. The study showed that public health
workers provided health services after the repatriation exercise. However, following repatriation health facilities lacked adequate staff
and limited skills mix in former refugee settlements. The health services were mainly funded by the government through the PHC grant
with limited support from humanitarian agencies for the districts that continued to host refugees. Many of the changes that happened
during the repatriation process presented several challenges to the DHT in delivering health services mainly due to inadequate funding,
drugs and supplies, and lack of human resources.

In this study, we examined the models of health service delivery following the repatriation of refugees. Our results show that health
service delivery in the three West Nile districts, shifted from a parallel to an integrated model following the repatriation exercise. This
meant that in all three districts there were no distinctions in the health services provided to either refugees or host population. Several
stakeholders including humanitarian agencies supported the DHT or local health authorities to establish and maintain integrated health
services to ensure sustainability of services in the three districts. Governments at national and sub-national levels need to strengthen
policy, and legal frameworks to support and strengthen the health services in refugee settings and especially the integration of services.

Health services were funded primarily by the host government through the PHC grant in the three districts following the repatriation was
provided. This is contrary to the notion that the departure of aid agencies would affect health system capacity to mobilize �nancial
resources to ensure the continuation and sustainability, of service delivery. However, in order to enhance the continuity, sustainability and
minimize disruption of health services provision, aid agencies and donors need to channel assistance through national and local
�nancing systems and structures (Hart et al., 2015). Emphasis should be placed on ensuring that public �nancing remains the main
source of funding to effectively address health disparities and social exclusion amongst refugees and host communities. This, will go a
long way in guaranteeing national health sovereignty of developing countries rather than depending on humanitarian assistance
(Abramowitz, 2016). It is noteworthy that owing to the weak health systems in developing countries, harnessing �nancial support from
development partners to meet the health needs of both refugees and the host populations still is critical towards enabling the provision
of quality and sustainable health services. Funding and other forms of support should be channelled through the national health system
throughout all stages of the emergency. This will ensure both humanitarian assistance and development goals are met and health
system is strengthened.

The �ndings show that all three districts were �exible and adapted to the challenges and changes brought about by the repatriation of
exercise. In our study, the District Health Teams in the three districts took over the leadership and management of health services
delivery following the repatriation exercise. This included the planning, administration, and provision of health services to both refugee
and host populations. This transition originated from a process of planning and capacity building to ensure that the district health
authorities were in position to provide leadership for management and delivery of health services (Rowley, 2006). The process may have
likely helped ease the harmonization of the administration and management structures of humanitarian aid agencies and the district
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health authorities with a greater focus on the integration of services. In many refugee emergencies, exit strategies and handover from
humanitarian aid agencies to local administrators are fraught with several challenges including haste and lack of transparency. The
transition process and transfer of responsibilities require greater engagement and coordination to mitigate any gaps in the governance
and leadership of health services.

Our �ndings show that health services in all three districts were maintained and were available to host communities and refugees. The
district health services provided comprehensive health services through the decentralized service delivery structure. This is despite the
limited and reduced resources to support service delivery. The study shows that the district health system was able to “adapt” to the
changes and maintain its functionality to provide for both refugees and host communities after the repatriation exercise. The three
districts have hosted refugees for over three decades. As the refugee emergency continues to evolve, it is critical to monitor the health
services in the refugee affected districts to ensure continuity and sustainability of health services following refugee repatriation in the
refugee affected settings.

Strengths and Limitations
The major strength of this study lies in the use of in-depth qualitative methods to explore the organization of health services in a
protracted refugee setting. In our study, we speci�cally targeted respondents with knowledge and experience in managing and providing
health services to refugees and host population. The main limitation of this study is that the analysis did not include perspectives from
the o�cials at central government who may have provided perspectives on policy issues. However, data collection technique adopted
aimed for maximum variation of perspectives and saturation of emergent issues to describe the organization and delivery health service
in the study setting.

Conclusion
The repatriation of refugees had signi�cant impact on the health services delivery in the refugee affected districts leading to reduction in
�nancial resources, availability of skilled human resources, equipment and as well as closure of some health facilities. Key stakeholders
ought to adequately plan and prepare for refugee repatriation and put in place mechanisms to support the continuity of health services
delivery in refugee affected settings. Further research to examine health systems adaptability and resilience following repatriation of
refugees in low income countries is recommended.
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