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A B S T R A C T

Background: Regulation is a core mechanism for maintaining the availability and quality of the health workforce, 
underpinning a WHO building block for health system improvement, but often fails in resource-constrained 
health systems in the Global South. This paper examines views and experiences of professional regulation for 
doctors and nurses/midwives in Uganda, regulatory problems and opportunities for improvement.
Methods: We conducted focus groups, 60 interviews with Ugandan national regulatory stakeholders, doctors, and 
nurses/midwives, and a national survey completed by 2213 Ugandan doctors and nurses/midwives.
Results: With limited resources, staff, and significant responsibilities, Ugandan health regulators were perceived 
as focusing on collecting fees, registering, and licensing health practitioners, rather than ensuring high-quality 
professional practice. While Ugandan doctors, nurses and midwives support regulation in principle, they re
ported limited engagement with distant regulators, who rarely noticed or addressed malpractice. However, we 
found one positive case where nurses described good personal relationships with a local regulator, who sup
ported, mentored and explained to nurses what regulation and compliance meant in practice, and here nurses 
viewed regulation as working well. Thus, we explain how regulatory relationships can bridge the geographical 
gap between regulators and health professionals and the interpretive gap between written standards and 
practice.
Conclusion: Improving relationships between regulators and regulated health workers holds potential to address 
the regulation-practice gap, which is generally undermining regulation and professionals’ practice in resource- 
constrained countries in the Global South. However, regulatory relationships must be supported by adequate 
resources and transparent mechanisms to prevent local-level regulatory capture, politics, and corruption.

1. Background

Regulation is a key mechanism for ensuring the quality and avail
ability of the health workforce, which is one of the pillars within the 
World Health Organisation’s (WHO) building blocks for a resilient 

health system, and is central to achieving universal health coverage 
(Organization, 2007; Manyazewal, 2017; Bloom et al., 2025). However, 
research suggests that in the Global South, regulation in 
resource-constrained health systems generally (Akhtar, 2011; Sheikh 
et al., 2013; Wafula et al., 2013; Hamill et al., 2021; Nxumalo et al., 
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2018; Cleary et al., 2013), and regulation of health practitioners spe
cifically (Fujita et al., 2019; Mayra et al., 2021; Keshri et al., 2020; 
Dejene et al., 2019; Clarke et al., 2016; McGivern et al., 2024; Badr et al., 
2024; Mahat et al., 2023; Leslie et al., 2023; WHO, 2016, 2024; Hip
grave and Hort, 2014), are often problematic, poorly implemented, and 
weakly enforced.

A 2024 WHO report on ‘health practitioner regulation’ (Badr et al., 
2024; WHO, 2024) detailed regulatory challenges particularly facing 
resource-limited countries in the Global South: inadequacies in regula
tory design, and/or implementation; limited enforcement capacity; 
corruption; lack of transparency and accountability; discrepancies be
tween regulatory bodies’ official functions and the roles they perform in 
practice; low political support; self-interested capture of regulatory 
bodies; information asymmetries and unequal power relations between 
health practitioners and the public.

Thus, regulation may fail due to poor ‘contextual fit’ between how it 
is designed and written ‘on paper’ and the lived circumstances in which 
regulation is enacted (Soderlund, 2000), where ‘pragmatic local norms 
can override formal regulatory provisions for health practitioners’ [17: 
596]. These issues highlight ‘the problem of the gap’ (De Herdt and 
Oliver de Sardan, 2015) between officially prescribed and lived prac
tices, as well as a ‘regulation-practice gap’ (Badr et al., 2024; WHO, 
2024), which has been noted in resource-limited health systems in the 
Global South (Amon et al., 2024; Ramsey et al., 2024; Mbuthia et al., 
2023, 2021; Zhao et al., 2024).

We therefore need, first, to better understand how regulation is 
enacted and experienced in practice in frontline contexts (McGivern 
et al., 2024; Badr et al., 2024; Mahat et al., 2023; Leslie et al., 2023; 
WHO, 2016, 2024) and, second, to develop mechanisms that bridge the 
gap between regulators and practice. One potential way to address these 
problems, supported by research conducted in high-income countries 
(McGivern and Fischer, 2012; McGivern et al., 2015; Huising and Silbey, 
2011) and resource-constrained health systems in the Global South 
(Akhtar, 2011; Wafula et al., 2013; Tama et al., 2022), as well as theories 
of regulation, is to improve the relationships between regulators and 
those they regulate.

Two theories have emerged to explain effective regulation. First, 
‘responsive regulation’ theory explains the key role of regulators in 
persuading regulatees to accept and voluntarily comply with regulations 
(Ayres and Braithwaite, 1992), which depends on the 
regulator-regulatee relationship and dialogue, thereby enhancing un
derstanding, trust, and belief in the legitimacy of the regulation (Tyler, 
2006; May, 2004). While persuasion is more likely to produce compli
ance than punishment for noncompliance (May, 2004), some regulated 
entities may still refuse to comply voluntarily. Therefore, regulators 
depend upon relationships with those they regulate to determine levels 
of compliance, identify who is complying, and when they need to 
threaten to or punish noncompliance (Ayres and Braithwaite, 1992).

Second, ‘relational regulation’ theory similarly highlights the 
importance of a regulator-regulatee dialogue. Relational regulators 
explain regulations to those they regulate, which enhances regulatees’ 
understanding of what regulation and compliance mean in practice. 
Relational regulators also listen to regulatees’ views and experiences of 
enacting and attempting to comply with regulation, which helps regu
lators develop standards that reflect good practice. Accordingly, this 
two-way regulatory dialogue narrows the ‘interpretive gap’ between 
written standards and practice, making regulation easier to comply with 
and more likely to address problems that regulatees experience. Rela
tional regulation theory proposes that regulators are pragmatic, 
acknowledging the impossibility of perfect compliance, and instead 
focus on ensuring that regulated practices are sufficiently close to 
compliance to be safe and effective (Huising and Silbey, 2011).

Thus, both responsive regulation (Ayres and Braithwaite, 1992) and 
relational regulation (Huising and Silbey, 2011) theories highlight the 
importance of relationships between regulators and the regulated. Re
lationships enable responsive regulators to assess levels of compliance 

and balance punishment and persuasion to maximise compliance. For 
relational regulators, the onus of relationships is on helping regulators 
develop regulatory standards that reflect practice, while pragmatically 
accepting an interpretive gap between written standards and practice, 
and thus focusing on ensuring sufficient rather than perfect compliance.

Some research (Akhtar, 2011; Wafula et al., 2013) has suggested that 
responsive regulation may be helpful in resource-constrained health 
systems in the Global South. Similarly, other studies (Fortnam et al., 
2024; Reid et al., 2024) have shown that relational dialogue bridges 
formal health system governance and lived practice, thereby improving 
health system regulation. However, such dialogue requires expertise, 
time, and resources, which are limited in many health systems in the 
Global South (Tama et al., 2022; Chege et al., 2022). Yet research 
examining regulatory relationships in these settings remains limited.

Furthermore, in many African countries, workarounds, improvisa
tion, and practical norms that deviate from official, professional, and 
regulatory norms, standards, and rules are commonplace, creating ‘the 
problem of the gap’ (De Herdt and Oliver de Sardan, 2015). Some 
improvisation, workarounds and practical norms are necessary to 
maintain public services without sufficient resources to meet official 
standards or in the face of circumstances not officially prescribed, while 
others are just harmful (De Herdt and Oliver de Sardan, 2015; Living
ston, 2012; Nzinga et al., 2019; De Sardan, 1999). For example, cor
ruption, nepotism, and absenteeism have been reported as 
commonplace in many health systems in the Global South (Hutchinson 
et al., 2020). Yet the impact of local relationships and practical norms is 
often invisible and misunderstood from a distance (Nxumalo et al., 
2018; Cleary et al., 2013). For example, being ethical and professional 
by reporting or refusing to participate in corruption or malpractice can 
have significant personal and relational costs, such as being ostracised 
and retaliated against (De Herdt and Oliver de Sardan, 2015; De Sardan, 
1999).

Thus, noncompliance may be accidental, justifiable, or intentionally 
harmful, requiring different regulatory responses (Ayres and 
Braithwaite, 1992; May, 2004). Some health professionals lack under
standing of how to comply with regulatory standards, so they need ed
ucation and support. In other cases, compliance with official standards 
may not be possible due to resource constraints, so regulators may need 
to moderate standards to reflect and clarify what constitutes good 
enough professional practice on the frontline. Other health workers may 
deliberately not comply with regulations, making ‘amoral calculations’ 
about the costs and benefits of compliance or noncompliance (Kagan, 
1989), despite knowing their actions are harmful. For example, they 
may decide that the benefits of corruption or malpractice outweigh the 
costs of compliance. In such cases, regulators need to threaten or impose 
more punishment for noncompliance.

So, how do regulators and regulated healthcare workers experience 
and understand regulation and compliance in complex, resource- 
constrained contexts involving ambiguous practical norms and a 
regulation-practice gap? Is improving relationships between regulators 
and regulated health professionals a feasible means of enhancing regu
lation and health systems in resource-constrained countries? To address 
these questions, we need to examine experiences of regulation in 
frontline settings (Akhtar, 2011; Wafula et al., 2013; Nxumalo et al., 
2018; McGivern and Fischer, 2012; Hutchinson et al., 2020). Accord
ingly, we conducted research (in 2019–2021) on professional regulation 
for doctors and nurses/midwives in the resource-constrained Ugandan 
health system.

2. Research context

Uganda is a low-income East African country with a resource- 
constrained health system, in which poor general regulation has his
torically compromised health care quality (WHO, 2017). Uganda’s 
health system is decentralized to district level (Chen et al., 2021), but 
the regulation of Ugandan healthcare professionals is centralized, 
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conducted by regulators with offices in the Ugandan capital, Kampala, 
supported more recently by digitised online systems. Thus, professional 
regulation operates in a complex hybrid context, which impacts regu
lation and health system performance (Chen et al., 2021) and needs to 
be studied in both central/national and district-level research sites.

In 2023/24, Uganda had 9388 registered medical and dental prac
titioners and 119,132 registered nurses and midwives,1 which equates to 
0.2 physicians and 2.3 nurses per 1000 population (2022 figures).2 The 
Uganda Medical and Dental Practitioners Council (UMDPC) regulates 
doctors, and the Uganda Nurses and Midwives Council (UNMC) regu
lates nurses/midwives in Uganda. UMDPC and UNMC are statutory 
governmental bodies, respectively responsible for overseeing the prac
tice and training of medicine and nursing/midwifery. Professional as
sociations, including the Uganda Medical Association (UMA) and the 
Uganda Nurses and Midwives Union (UNMU), collaborate with these 
regulators to develop standards that govern the practice of health 
practitioners.

Doctors renew their medical licences annually by providing a copy of 
a previous medical licence, registration certification or certificate of 
good standing from a regulator in another country, evidence of 
continuing professional development, and paying a licencing fee. In 
2019, the UMDPC introduced an online registration and licensing sys
tem for doctors, with financial support from the World Bank Group.3

Nurses/midwives renew nursing licences every three years by providing 
a copy of a previous nursing licence, certificates demonstrating appro
priate education and training, and paying a licence fee. UNMC intro
duced an online registration and licensure system in November 2022, 
and by April 2024, 42,323 nurses and midwives had used it, with 27,146 
doing so to obtain or renew their licences.4 We therefore note that at the 
time we collected data (in 2019–21), online registration and licensing 
had just been introduced for doctors and had yet to be introduced for 
nurses/midwives.

3. Methods

This paper draws on data collected in Uganda from 2019 to 2021 as 
part of a wider mixed-methods study of the regulation of health prac
titioners in Kenya and Uganda [authors’ anonymised references], 
employing a comparative case study design (Miles et al., 2013). The 
wider study examined views and experiences of professional regulation 
among national regulatory stakeholders and frontline doctors and 
nurses/midwives in rural and urban settings.

We purposefully sampled and interviewed doctors and nurses/mid
wives, as medicine and nursing/midwifery represent the two primary 
professions working in the Ugandan and Kenyan health systems. We also 
sampled doctors and nurses/midwives in one rural/remote and one 
central/urban district in each country to explore geographic differences 
in views and experiences of regulation. We conducted district selection 
in consultation with key health sector leaders, who provided oversight 
and guidance on this study as part of project advisory boards, including 
representatives from Ministries of Health. However, some contextual 
differences are inevitable and have been observed, particularly in urban- 
rural infrastructural development, the socioeconomic status of locals 
and health workers, as well as caseloads at the health facilities. With 
over 130 Ugandan districts, there are limits to the generalizability of 

findings from the two selected Ugandan districts we studied.
In this paper, we focus on Ugandan data because across the two 

professions and four geographic settings we studied in Kenya and 
Uganda, we found only one setting in which regulation was described as 
effective: a local nursing regulatory office in one Ugandan district. 
Drawing on Ugandan data provides a parsimonious way of richly and 
deeply illustrating and analysing the only example of effective regula
tion and the contrasting broader context in which professional regula
tion was generally seen as ineffective. By providing country-specific 
findings, we also aim to guide improvements in regulatory policy and 
programmes in Uganda.

Interviews conducted in Uganda involved national-level regulatory 
stakeholders (including from the Uganda Ministry of Health, health 
professional regulators and professional associations). We then inter
viewed 21 Ugandan doctors and 29 Ugandan nurses/midwives; 27 were 
recruited from hospitals in the two districts, while two doctors worked 
for a national military hospital and an international non-governmental 
organisation. We asked semi-structured interview questions about 
their views and experiences of regulation in the Ugandan health systems.

We also draw upon qualitative data collected during two online/in- 
person focus groups, comprising separate groups of 9 Ugandan nurses/ 
midwives and 12 Ugandan doctors, including doctors and nurses rep
resenting professional associations and unions. We presented our 
research findings from Ugandan districts to these focus groups to vali
date whether they reflected the general experiences of doctors and 
nurses/midwives, and to discuss ideas for regulatory improvement. 
Focus group discussions elicited further data describing participants’ 
views and experiences of the regulation of health practitioners. In
terviews and focus groups were digitally recorded and transcribed 
verbatim. Ugandan and British researchers conducted interviews and 
focus groups. We analysed transcripts for researcher effects to see 
whether researchers’ nationalities and experiences influenced re
spondents in different ways, but we did not find significant differences. 
Table 1 summarises those we interviewed.

We also draw on data from an online/paper-based survey (conducted 
in April-June 2021) that was open to all doctors, nurses/midwives, 
medical and nursing interns and students in Kenya and Uganda. The 
survey opted for a convenience sample, aiming to reach as many par
ticipants as possible. The survey was widely publicised and distributed, 
with assistance from the Uganda Medical Association and the Uganda 
Nurses and Midwives Union, via email lists for Ugandan doctors and 
nurses/midwives, as well as social media (e.g., Twitter and WhatsApp 
groups for nurses and doctors). We also distributed paper copies of the 
survey questionnaire to doctors and nurses in rural counties/districts, 
where internet access was limited, to ensure responses from rural areas.

The survey collected a total of 3466 responses, including 2213 from 
Uganda (340 doctors, 1268 nurses/midwives, 265 medical or nursing 
interns, and 340 medical or nursing students in Uganda). The survey 
explored views and experiences of being regulated as a health practi
tioner. It drew on measures validated in previous survey-based research 
on professional regulation (authors’ anonymised reference) and new 
questions testing the generalizability of key themes emerging from 
interview data. Survey participants responded to statements (e.g., 
‘Regulation has a positive effect on my professional practice’) on the 
Likert scale (1 =strongly disagree to 5 = strongly agree) and de
mographic questions (e.g., about country, profession, age), showing 
variations in responses by characteristics. Below, we present survey 
results by professional group to illustrate the generalizability and vari
ations within professional groups in relation to key themes discussed in 
the paper.

We thematically coded (Braun and Clark, 2006) qualitative inter
view and focus group data. During the first round of data coding, we 
identified key empirical themes, including perceptions that regulators 
are too remote and only interested in collecting fees; ineffective regu
lation and poor compliance; and the need for a better understanding of 
regulation and professional standards. We compared these themes 

1 https://library.health.go.ug/monitoring-and-evaluation/annual-quart 
erly-performance-reports/annual-health-sector-performance-8

2 https://data.worldbank.org/indicator/SH.MED.NUMW.P3?locations 
=UG-KE

3 https://africa-health.com/news/achest-develops-online-platform-registrat 
ion-and-licensing-for-health-professionals/#:~:text=One%20only%20needs% 
20to%20create,delivery%20in%20the%20health%20sector.

4 https://unmu.ug/wp-content/uploads/2024/06/Abstract-2024-online-vers 
ion-2.pdf
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between the two professions (nursing/midwifery and nursing), districts, 
and levels of analysis (national and local) to test their generalisability.

We iteratively theorised (Miles et al., 2013) our findings using theory 
about responsive and relational regulation and regulatory dialogue 
(Akhtar, 2011; Huising and Silbey, 2011; Ayres and Braithwaite, 1992; 
Black, 2002; May and Wood, 2003), which, before our empirical 
research, we had identified as candidate theories (alongside other the
ories) that might explain findings. Analysing our empirical findings, we 
hypothesised that a lack of engagement between regulators and 
healthcare practitioners was one mechanism underlying the regulatory 
problems described. The positive case of nursing regulation in one 
Ugandan district provided further support for different levels and types 
of relational engagement between regulators and regulated health pro
fessionals explaining our findings in Uganda.

Finally, we reflect on how the research team may have impacted 
research findings. Most authors have experience in conducting research 
and/or clinical practice in the resource-limited health systems in 
Uganda and/or Kenya. The majority of authors are either Ugandan or 
Kenyan nationals, while others are from the United Kingdom. We 
formed an ‘insider-outsider’ research team (Louis and Bartunek, 1992), 
using diverse knowledge and experience to design, implement, analyse, 
and interpret the research, with insider-outsider dialogue stimulating 
diverse interpretations of research findings, as well as reflexivity about 
potential biases affecting them.

4. Results

4.1. General experiences of regulation as a health practitioner

In Uganda, bodies regulating health practitioners have a significant 
and wide-ranging responsibility but few staff and resources, as in
terviewees described: 

“The staff of the [Uganda Nursing and Midwives] Council are 23, but 
only two… on government payroll… The Council is not supported 
much by government… depend so much on revenue from registra
tion licensure.” (Regulatory representative, Uganda)

“We’ve had challenges. We’re understaffed; we didn’t have enough 
resources…. [if] you are limited, you have about 15 staff country
wide, you can’t survive.” (Ugandan regulator)

“The UMDPC is poorly funded… employs a few people who are 
usually overwhelmed with work.” (Doctor, Ugandan focus group)

These regulators therefore focused on ensuring health practitioners 
paid licence fees, held valid licences, and were listed on professional 
registers, rather than engaging with them or regulating the standard of 
practice and behaviour, which undermined health practitioners’ per
ceptions of their legitimacy and functionality. As Senior Doctor 3 (Mil
itary hospital) noted: 

“Regulators simply collect revenue… the only time you interface 
with the registration body is when they need the fee… If a patient 
complains of malpractice, nobody is interested… Regulatory bodies 
are not functional; they are not looking at professionalism or quality 
of service.”

Interviewees complained about the time it took for the UNMC to 
register “nurses who finished their internship two years back but don’t 

have the licences yet.” (Graduate nurse intern (Mbuthia et al., 2023), 
Central District). During this time, nurses were unable to work, earn 
money or gain clinical experience, and may even forget what they had 
learned at nursing school, as Nurse 14 (Remote District) described: 
“Seated [waiting] for two years… A person who relaxes for a long time 
tends to forget things.” Again, such experiences undermined health 
practitioners’ perceptions of regulators’ legitimacy and competence.

Other than registering and renewing their professional licences, 
Ugandan doctors and nurses then had little contact with regulators. 
Nurse 2b (Remote District) commented: “Since I started working here, I 
have never seen [UNMC] in more than ten years.” Likewise, a doctor 
(focus group discussion) commented: “Leaving medical school, I was 
required to pay my provisional licence fees at the UMDPC… I’ve never 
heard from them again.”

Health practitioners “up country” - meaning those in rural areas far 
from the Ugandan capital city of Kampala, where regulators’ offices 
were based - also complained that renewing their professional licences 
involved taking time off work, travel and accommodation expenses, as 
Medical Director 7 (Remote District) described: 

“Regulators are not easily accessible to the health workers… being in 
Kampala. That distance is cumbersome and leaving “up country” to 
Kampala to have your practising license renewed, it is not simple… it 
means you are giving that person time off [work] for two days.”

Interviewees noted that regulators rarely visited remote health fa
cilities, so were unaware of the challenges they faced: “Councils never 
get time to come and visit up-country. The challenges we are getting as 
health workers; they are not aware.” (Medical Director 7, Remote Dis
trict); “We’re here suffering… professionalism is dying because those 
guys [UNMC] are not coming out of their offices” (Nurse 2c, Remote 
District).

Due to limited contact with regulators, health practitioners lacked 
understanding of what regulation meant in practice and how it could 
enhance clinical practice: “We don’t have any guidance… We need to 
see [regulators] helping [health care] facilities. Let them come down to 
this earth” (Nurse 2a, Remote District). Lack of engagement between 
professionals and regulators is problematic as it undermines pro
fessionals’ understanding and perceptions of regulatory legitimacy, as a 
senior doctor (4, Central District) described: 

“My personal experience is of cracked engagement on the part of 
health workers because the opportunities to interface with [regula
tors] are not usually frequent, especially for us who are up-country… 
we remain highly out of the picture. We haven’t had any direct 
engagement [with regulators]… Health workers don’t see how they 
are relevant… What does it mean to be regulated by these people?”

In our survey, only about a third of Ugandan doctors (35 %) and 
nurses (30 %) agreed, ‘I have had sufficient contact with staff from my 
regulator in the last year’ and almost half of Ugandan doctors (46 %) and 
nurses (42 %) agreed ‘my regulator is just interested in collecting 
registration and licence fees.’

Thus, due to a lack of engagement and interface with regulators, 
Ugandan doctors and nurses suggested that regulation had little impact 
on professional practice. Instead, good practice was seen as dependent 
on health practitioners’ professionalism inculcated during medical and 
nursing school, as Senior Doctor 3 (Military hospital) described: 

Table 1 
Research participants.

Profession Remote District interviews Central District interviews National interviews Focus groups Total

Doctors 4 3 2 12 21
Nurses/midwives 12 8 ​ 9 29
National regulatory stakeholders ​ ​ 10 ​ 10
Total 16 11 12 21 60
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“No regulatory body, nobody monitors. There is no consequence for 
doing wrong. Most of us [doctors] are driven by the oath and medical 
training that tends to train you to care, look after patients, and do the 
right thing. But even if you don’t do the right thing, the consequences 
are not there… That engrains that feeling among health workers that 
nothing will happen to them even if [patients] complain.”

Similarly, Nurse 11 (Remote District) commented: “Regulations… 
are not enough… People are not doing what they are supposed to do… 
We nurses lose our manners when we are in practice… [In] nursing 
school [tutors] are very strict… but after qualifying, I think [nurses] lack 
follow-up.”

In our survey, the majority of Ugandan doctors (58 %) and almost 
half of Ugandan nurses (47 %) had ‘witnessed medical or nursing 
negligence where I work’. About two-thirds of Ugandan doctors (63 %) 
and nurses/midwives (67 %) reported having ‘had concerns about a 
professional colleague’s ability to do their job’, yet only 8 % of them 
‘reported the concerning colleague to their professional regulator’. 
Almost half of Ugandan doctors (47 %) and nurses (49 %) agreed 
‘sanctions my regulator can impose deter malpractice’, but many 
Ugandan doctors (38 %) and almost half of nurses/midwives (49 %) said 
‘my regulator does not deal effectively with malpractice’. Perceptions 
that professional regulators are failing to address malpractice may 
explain the low levels of reporting of negligence.

Instead, interviews described serious malpractice, like “extorting 
money” from patients (Senior Doctor 25, Central District), being re
ported to senior hospital managers. Minor malpractice, including 
“absenteeism or late coming” (Medical Director 7, Remote District) and 
treating patients poorly, was commonly addressed locally by senior 
health practitioners or hospital ‘disciplinary committee’ meetings. 
Nurse 9 (Principal Nursing Officer, Remote District) noted: “In case 
someone misbehaves, we have a disciplinary committee; it sits whenever 
there is a problem. We also talk to them… about what is right… We also 
refer to higher powers [regulators], if necessary, but most of the time we 
just handle it.” Thus, malpractice was typically addressed by a locally 
constituted group of health practitioners, who considered each case of 
malpractice on an individual basis.

Doctor 26 (NGO) suggested that health facilities handled profes
sional malpractice and negligence internally to avoid bringing negative 
attention: “Facilities don’t want to be in the limelight for that negli
gence, so usually find a way of dealing with it internally.” However, 
Doctor 3 (Military hospital), suggested that health workers often pro
tected one another, even where malpractice had occurred: “Your own 
fraternity will defend you because of the image of the profession… no
body is held accountable… we are locked into protecting each other 
even when wrong has been done.” Thus, there is a need for transparency 
to increase the likelihood that health practitioners hold one another 
accountable for malpractice.

Interviewees also described a difference between formal written 
regulatory standards and frontline compliance due to working in 
resource-constrained settings. A representative of the Uganda Medical 
Association argued that when: “You’re starting with improvisation that 
demolishes the regulatory framework because, first and foremost, you’re 
not following the guidelines as prescribed.” (Medical Association 
representative)

In our survey, nearly all Ugandan doctors (87 %) and nurses/mid
wives (92 %) agree that ‘In principle, regulation is a good idea’. Most 
Ugandan doctors (80 %) and nurses/midwives (82 %) also agree that 
‘Regulation has a positive effect on my professional practice’. However, 
almost half of Ugandan doctors (46 %) and nurses (43 %) said that ‘At 
times, I am unable to comply with some regulatory standards.’ These 
findings raise questions about how regulators can determine whether 
health practitioners are complying with the intent of regulation or 
develop regulatory standards suitable for local resource-constrained 
contexts and improvised practice when they are far removed from the 
frontline.

Indeed, many interviewees indicated a desire to interface with and 
be guided by professional regulators. For example, Doctor 10 (Remote 
District) contrasted their experience of their professional regulator 
[UMDPC) with the Health Monitoring Unit (a national regulator, which 
operates in parallel to health professional regulators and is responsible 
for monitoring health care and investigating malpractice), which had 
visited the district where the doctor worked: 

“[Health Monitoring Unit] are doing a good job, at least they come… 
monitor… You feel they have guided… They are rough … [but] they 
are helpful. If you compare it with the Medical Council [UMDPC], at 
least we have interfaced with them [Health Monitoring Unit] at 
work. But for the other one [UMDPC], no.” (Doctor 10, Remote 
District)

Similarly, Doctor 15 (Remote District) commented that being regu
lated by an effective regulator led health workers to be ‘more careful’: 
“Health workers… know in case of any neglect it can backfire and get 
repercussions; it has actually helped to maintain health in Uganda… 
[Health Monitoring Unit] have done more good; at least health workers 
are more careful about their work.”

In summary, Ugandan doctors, nurses, and midwives generally 
perceived regulators as remote, unaware of problems affecting health 
practitioners, and focused on collecting fees, licensing, and registering 
health practitioners, rather than regulating the quality of professional 
practice or preventing malpractice. They also describe a large regulatory 
gap between written professional standards and frontline practice, 
which some interviewees suggested involved ‘improvised’ care due to 
resource limitations. Where poor health professional practice was 
addressed, this was commonly done by health practitioners and man
agers locally, without the awareness or involvement of national-level 
regulators.

4.2. Positive experiences of local nursing regulation

While Ugandan doctors and nurses were generally negative about 
regulation, nurses in the Central District were positive, providing a 
counter case we can learn from. Here, the UNMC had established a local 
‘Coordination Centre’, which integrated the regulation and management 
of nurses in the district and broader region. The Coordination Centre 
was based in a regional referral hospital and run by the hospital’s head 
nurse (Assistant Commissioner for Nursing; ACN), who combined re
sponsibilities for hospital management and the regulation of local nurses 
in a single role. The ACN had significant experience in nursing and 
administration, as well as a master’s degree in public administration, 
making them knowledgeable about nursing, regulations, and 
management.

Nurses in the Central District described the Coordination Centre as 
having improved regulation in several ways. First, it enabled renewal of 
licences locally, reducing the geographical distance between nurses and 
their regulator. Head Nurse 5 (Central District) noted: “Instead of nurses 
and midwives moving to Kampala to the centre, they bring their docu
ments here, and then I take them to… the Council to renew their 
licenses.” Having a local regulatory office resolved nurses’ difficulties 
renewing their licences. Nurse in Charge 22 (Central District) similarly 
noted: “Once registration was brought to this hospital, there’s now no 
problem.”

Second, the regulation coordinator and district hospital nurse man
agers working under them actively supervised, mentored, counselled, 
and trained local nurses to follow regulatory codes of conduct, ethics, 
and professionalism. Head Nurse 5 (Central District) noted they: “Su
pervise and mentor, or even remind them [nurses] about professional
ism, because others [nurses] will look at it [nursing] as just getting a 
salary… they’ve not really embraced professionalism.”

Third, since the UNMC had established the Coordination Centre, 
Central District was better connected to UNMC through frequent visits 
from UNMC officers: “Lately they [UNMC] are coming so frequently; this 
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year they came twice. They just talk to us; they gather all the nurses… 
tell them what they do as our regulatory body.” (Nurse In Charge 6, 
Central District). Thus, through more regular interactions with regula
tors, nurses in the central district enhanced their understanding of how 
and why they should comply with regulations. Connection between 
UNMC and the local regulation coordinator also helped address local 
problems: “Here the ACN is connected to the [Nursing] Council… So, the 
ACN can forward [problems to UNMC, who] … then come to the 
ground… come up with solutions” (Nurse In Charge 22, Central Dis
trict). We note that this connection might also have been helped by the 
Central District’s proximity to the main UNMC offices in the Ugandan 
capital city.

Finally, nurses described how their local regulator personally rep
resented regulation and having a respected senior nurse mentoring and 
supervising nurses in a local regulatory leadership role increased 
compliance with regulatory standards, which would otherwise be un
known or too abstract: 

“I really don’t have a lot of information about [UNMC], but we have 
the ACN who is in charge of all the nurses. So, if anything goes 
wrong, you go to the ACN… [Nurses don’t comply with regulations 
when] leaders are not there, that’s human nature, but having such 
leaders in place helps to ensure they have complied.” (Graduate 
Nurse Intern, Central District)

We acknowledge that contextual factors in the Central District, 
including its relative affluence, proximity to the Ugandan capital, and 
the ACN’s local personal credibility and standing may have influenced 
the perceived efficacy of this UNMC office. Nonetheless, we argue that 
having this local regulator, with good relationships with local health 
professionals, helped bridge the regulation-practice gap, enhancing 
regulatory engagement, views and experiences of regulation, which 
contrasted with the generally held negative views of healthcare regu
lation in Uganda.

Indeed, other Ugandan health practitioners called for the establish
ment of regional professional regulatory officers. For example, Medical 
Director 7 (Remote District) noted: “It’s high time the [Medical] Council 
establishes regional offices… There is no need of going to the head
quarters… The Council needs to decentralize the operations… it should 
be easier for us to go to these regional offices to assess our issues.” 
Likewise, a Doctor in the Ugandan medical focus group commented: 
“The [Ugandan Medical] Council could do better if they utilized the 
Allied Health Professionals Council model of decentralizing services.”

However, decentralisation and developing local regulatory offices 
also risk regulation being undermined by politics, corruption and 
nepotism at the local level, as interviewees described: 

“Districts’ recruitment was decentralized, its District Service Com
mission will get someone [into a health practitioner role], a relative, 
but the person is not trained.” (Nursing Council representative)

“We have failed to sanction [malpractice]… because that nurse or 
midwife is a relative to the senior nursing officer here. It’s all cor
ruption.” (Nurse in Charge 8, Remote District)

Accordingly, the development of local regulatory offices would need 
to be accompanied by transparency mechanisms that link to national- 
level health professional regulators, thereby reducing the risk of local- 
level corruption and political interference.

5. Discussion

Achieving high-quality, universal health coverage depends on hav
ing a sufficient, well-trained, and motivated health workforce (WHO, 
2016), which is one key building block for health system improvement, 
as identified by the WHO (Organization, 2007; Manyazewal, 2017). Yet, 
in many resource-limited countries in the Global South, health practi
tioners are poorly and/or irregularly paid, and lack the necessary 

resources to deliver high-quality care, leading to demotivation 
(Hipgrave and Hort, 2014; Mbuthia et al., 2023, 2021; Zhao et al., 2024; 
Effa et al., 2021; Willis-Shattuck et al., 2008; Koon, 2021; Nyawira et al., 
2022), absenteeism, corruption, nepotism, and malpractice (De Herdt 
and Oliver de Sardan, 2015; Hutchinson et al., 2020; Onwujekwe et al., 
2019; Naher et al., 2022).

Professional regulation is a mechanism for preventing and address
ing these issues and underpins health system improvement 
(Organization, 2007; Manyazewal, 2017; Bloom et al., 2025). However, 
research also suggests that regulation in health systems is generally 
poorly implemented and weakly enforced in resource-limited countries 
in the Global South (Akhtar, 2011; Sheikh et al., 2013; Wafula et al., 
2013; Hamill et al., 2021; Nxumalo et al., 2018; Cleary et al., 2013), and 
specifically for health practitioners (Fujita et al., 2019; Mayra et al., 
2021; Keshri et al., 2020; Dejene et al., 2019; Clarke et al., 2016; 
McGivern et al., 2024; Badr et al., 2024; Mahat et al., 2023; Leslie et al., 
2023; WHO, 2016, 2024; Hipgrave and Hort, 2014), with little impact 
on professional practice.

Echoing the literature on health practitioner regulation (Badr et al., 
2024; WHO, 2024), our empirical research on Ugandan doctors’ and 
midwives/nurses’ views and experiences of professional regulation 
highlights a problematic ‘regulation-practice gap’ undermining practice 
on the clinical frontline (Amon et al., 2024; Ramsey et al., 2024; Mbu
thia et al., 2023, 2021; Zhao et al., 2024). Ugandan doctors in both 
districts, and nurses in one district, perceived regulators as remote, 
unaware of problems affecting health workers, and focused on collecting 
fees, licencing and registering health practitioners rather than regu
lating standards of professionalism, quality, and preventing malpractice. 
Our data also highlight an interpretive gap between written regulatory 
standards and often improvised professional practice in 
resource-constrained health systems. Thus, a regulatory-practice gap 
exists in terms of both the geographical distance between central regu
lators and regulated health professionals, as well as an interpretive gap 
between written regulatory standards and complex, lived frontline 
practice (Badr et al., 2024; Mahat et al., 2023; WHO, 2024; Soderlund, 
2000).

Our data also suggest that where poor professional practice is 
addressed, this is usually done by health workers and managers locally, 
reflecting the wider literature and research on regulation in resource- 
constrained countries in the Global South. Here, health professionals 
are more likely to understand the context, improvisation, and practical 
norms that influence professional practice, and differentiate between 
accidental or necessary noncompliance and deliberate, consciously 
harmful malpractice, which require different responses, such as educa
tion, support, or punishment (Ayres and Braithwaite, 1992; May, 2004). 
Professionalism, inculcated during clinical training, therefore has a 
significant bearing on health workers’ practices and behaviours. Yet 
research (Akhtar, 2011; Fujita et al., 2019; Keshri et al., 2020; McGivern 
et al., 2024; Reynolds et al., 2013) raises questions about whether and 
how professionalism and ethics are being adequately taught to new 
health practitioners.

Our empirical research highlighted one positive case, where health 
professionals viewed regulation positively—a local nursing regulatory 
office in the Central District, against the backdrop of generally weak 
regulation and resulting negative attitudes by healthcare workers. Here, 
nurses described regulation as functioning well, with problems being 
reported to and addressed by their professional regulator, and nurses 
being locally supervised and mentored in ways that maintained their 
professionalism.

Descriptions of this local nursing regulatory office reflect research 
showing relational dialogue helping bridge the gap between formal 
governance mechanisms and informal practices, leading to improve
ments in the health system (Fortnam et al., 2024; Reid et al., 2024), and 
ideas about ‘relational regulation’ (Huising and Silbey, 2011). The se
nior nurse running the office personally helped local nurses/midwives 
interpret what regulations and compliance meant in practice and 
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arranged visits from UNMC representatives to facilitate this. She also 
listened to local nurses and midwives, understood their concerns, 
addressed issues affecting them, or ensured that the UNMC did so, so 
nurses perceived their professional regulation as legitimate and valu
able. Thus, the local nursing regulator embodied and represented 
helpful and legitimate regulation, personally transcending the 
geographical distance and interpretive gap between regulators and 
health practitioners unfamiliar with their rules. While we were unable to 
evaluate these nurses’ levels of compliance, research and theory (Ayres 
and Braithwaite, 1992; Tyler, 2006; May, 2004; May and Wood, 2003) 
suggests that understanding and believing in the legitimacy of regula
tion increases compliance.

However, our positive findings in the Central District may be limited 
in terms of generalizability. Relational regulation here depended on the 
exceptional leadership, relational skills, and personal credibility of its 
local regulator, which may be lacking in other settings. The Central 
District is relatively well-resourced, making it more likely to attract and 
retain a high-calibre regulatory leader and provide the necessary re
sources to regulate effectively.

Proximity to national regulators in the Ugandan capital, Kampala, 
may also have contributed to the relational regulation in the Central 
District, as regulators can travel between Kampala and the Central 
District within a day, facilitating personal regulatory relationships. By 
contrast, health professionals we interviewed in the Remote District, far 
from Kampala, were scathing about their lack of engagement with reg
ulators and regulation more generally.

Interviewees expressed concerns about local-level politics, nepotism, 
corruption, and regulatory capture, which align with the broader liter
ature on regulation in resource-constrained countries in the Global 
South (Badr et al., 2024; WHO, 2024; De Herdt and Oliver de Sardan, 
2015; Hutchinson et al., 2020; Onwujekwe et al., 2019; Naher et al., 
2022). Reporting corruption or malpractice can have significant per
sonal and relational costs at the local level, which is why malpractice 
often remains unaddressed. At the same time, ambiguity around the 
interpretation of regulations can increase scope for corruption (De Herdt 
and Oliver de Sardan, 2015; De Sardan, 1999). Local regulatory offices 
and regulatory relationships therefore need to be subject to trans
parency, social accountability and governance by national regulators 
(including professional regulators and Uganda’s Health Monitoring 
Unit). These national regulators also need to support local regulators, 
and enable them to draw on national regulators’ power to address 
malpractice.

As Ugandan health regulators have begun to digitise regulatory 
administration and health practitioner data, this could provide trans
parency and free up their regulatory staff and resources to develop, 
support and govern local regulatory offices. Initially, local regulatory 

offices might be established at the regional or sub-regional level in 
Uganda, based in local health facilities, with a small number of local 
staff, at a relatively low cost. Different professional regulators might 
share office space to save costs and facilitate support and shared learning 
between professional regulators. Local regulatory staff could combine 
regulatory roles with other local managerial or professional roles also 
focused on improving professional practice (like the nursing regulator in 
the Central District). However, local regulators require training, central 
regulatory support, and dedicated time and resources to implement local 
regulations effectively. They also need local professional credibility and 
motivation to improve clinical practice through professional regulation.

We summarise our model in Fig. 1. Here we show the ‘regulation- 
practice gap’ between centralised regulators, along with their written 
standards and formal regulatory rules, and frontline health professional 
practice, affected by resource constraints, corruption, and practical 
norms, including necessary improvisation and harmful malpractice. The 
regulatory practice gap encompasses both a geographical gap between 
central regulators and frontline health professionals, as well as an 
interpretive gap between written standards and frontline practice. We 
show relational regulation (involving dialogue, trust and engagement) 
bridging the regulation practice gap, which requires resources and 
transparency mechanisms to prevent local corruption.

Our study examined professional regulation for only two health 
practitioner groups in two districts of Uganda. However, perceptions of 
weak professional regulation were generalised across Kenya in our 
broader study (authors’ anonymised reference). We therefore need more 
research on regulation at the frontline of health service delivery in 
resource-constrained countries in the Global South, as well as for other 
health professional groups, to test the generalisability of our findings. 
This research could address several key questions: What similarities and 
differences exist between regulatory relationships in different countries 
and between different regulators and health professionals, and with 
what effects? How does geographical proximity between regulators and 
regulated health workers impact regulation and regulatory relation
ships? How can regulators close the research-practice gap, get closer to 
professional practice, and develop standards that better reflect practice 
on the frontline? What role do levels of regulators’ and health systems’ 
resources play, and how might these be produced and used? What 
constitutes effective regulatory leadership, and how does this impact 
regulation at the national and local levels? How do politics and cor
ruption impact regulation, and how might accountability and trans
parency mechanisms mitigate these problems?

The Ugandan Allied Health Professionals Council has recently 
established ten regional regulatory offices, which interviewees reported 
were functioning well, making this another interesting regulatory case 
to research. Indeed, researching positive instances in which regulation is 

Fig. 1. Model of relational regulation.
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effective could provide learning beneficial to regulators in health sys
tems in resource-constrained countries in the Global South.

6. Conclusions

This paper examines views and experiences of professional regula
tion for Ugandan doctors and nurses/midwives, including those on the 
frontline of healthcare delivery. We found that interviewees generally 
perceived health care regulation as remote and ineffective in Uganda. 
We explain that the ‘regulation practice-gap’ is a key problem under
mining regulation in this setting.

However, in one district, we found a local nursing regulation office, 
run by a senior nurse, which interviewees described as providing 
effective regulation. Drawing on theory about ‘relational regulation’ 
(Huising and Silbey, 2011) and this positive empirical case, we explain 
how developing relationships between regulators and regulated health 
practitioners can enhance understanding, engagement, and compliance 
with regulation, and address local problems. Thus, we contribute to the 
knowledge of health systems by explaining how relational regulation 
can enhance regulation and health systems by bridging the 
regulation-practice gap, including the geographical gap between regu
lators and frontline health professionals, as well as the interpretive gap 
between written regulations and lived practice.

However, this also depends on strong local leadership, resources, and 
transparency and social accountability mechanisms that prevent regu
latory capture, corruption, and nepotism. Our findings suggest that 
policymakers may need to provide resources to establish functional local 
regulatory offices and foster local regulatory leadership in resource- 
constrained health systems in countries in the Global South, thereby 
enhancing regulation and the quality of health professional practice. 
However, further research is needed in other resource-constrained 
countries and on other health professions in the Global South to test 
our suggestions for improving health practitioner regulation. Future 
research may examine how regulatory relationships, proximity between 
regulators and the regulated, levels of resources, leadership, politics, 
corruption, accountability, and transparency mechanisms affect health 
professional regulation and health system improvement.
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