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About this case
This case study focuses on the decentralisation of government functions in Kenya that
occurred after the adoption of the 2010 constitution, in particular how these changes
affected the local-level health system and service delivery to communities.
The case study was written for use with CHEPSAA’s open access course Introduction to
Complex Health Systems. As such, it is useful for stimulating students’ thinking about topics
such as:
• The influence of the broader political system on the health system;
• The role of time and timing in health system change;
• The (changing) relationships between actors and the software and hardware of the
organisational contexts within which reforms come to life;
• The sometimes counter-intuitive impacts of reforms; and
• The impact that changes in one aspect of the broader government or health system
can have on other aspects of that same system.
However, this case study is also relevant to a health policy analysis course, especially one
that is centred on concepts such as policy actors, context, policy content, policy process and
strategies, policy content analysis and stakeholder analysis. It can therefore also be used in
conjunction with CHEPSAA’s course Health Policy and Policy Analysis and case studies such
the one on the marketing of alcoholic beverages in South Africa, which is part of the same
series as this decentralisation case.
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Case study: health system decentralisation in Kenya (20132015)
Case study focus
In June 2013, the entire governmental system of Kenya, and thus also the health system,
underwent a profound change when the longstanding centralised system of national,
provincial and district level was replaced by one that centred on national government and
47 semi-autonomous counties.

Kenya has a long history of decentralisation. In 1983, the government published a
strategy that identified the district as the basic unit for planning and public service
delivery. Under this policy, districts carried out operational tasks on behalf of higher
levels of government, but did not have many strategic functions. In the health system,
the key decentralised structure was the District Health Management Team, which
oversaw all health sector activities and managed health facilities up to the level of
district hospitals. The 2013 reforms did away with these de-concentrated structures,
most notably the District Health Management Team.

This new system, which is outlined in Kenya’s new constitution of 2010, was to come into
effect after the March 2013 general election, subject to a three-year transition period that
would see the progressive transfer of functions. After the election, however, County
Governors increasingly pressurised the national government to have all functions
transferred to counties immediately. Following this political pressure, the President, in June
2013, ordered this immediate transfer.
The new system came about for a number of reasons, including:
• Widespread frustration with the perceived inefficiency of the previous centralised
government. The goal was therefore to shift power away from the strong central
government and to make government more responsive to citizens;
• Concerns about resource allocation inequities associated with the previous system.
These inequities can, in part, be traced back to colonialism and is reflected in widely
different levels of poverty, education, development, resources and investment in
different areas. The new arrangements were therefore intended to alleviate these
disparities; and
• Local and international political pressure after the violence following the
presidential election in 2007. This violence had party political and ethnic dimensions
and was also intertwined with longstanding grievances about issues such as
resources and inequality. The 2013 changes were therefore also intended to create
more autonomy for different regions and groups.
In practice, the reforms meant that each county was required to establish a semiautonomous executive and legislative arm of government. County governments were

5

directly accountable to the electorate, but had no direct accountability to the national
government.
The legislature is referred to as the County Assembly and is comprised of Members of
County Assembly, who are elected from each electoral ward in the county, and nominated
members who represent special interest groups.
The executive arm of government is made up of an elected County Governor and Deputy
Governor, as well as a County Executive Committee, the 10 members of which are appointed
by the Governor. The members of this County Executive Committee shoulder the overall
political and policy responsibility for the county’s 10 service delivery departments, of which
the County Department of Health is one. Within each department, the Governor also
appoints a Chief Officer. The Chief Officer reports to the relevant County Executive
Committee member and has overall accounting responsibility for the department.
County governments have four major sources of income:
• Unconditional funds from national government. At least 15% of national
government revenue must be put towards this;
• Equalisation funds allocated to marginalised counties for the delivery of social
services. At least 0,5% of national government revenue must be used for this;
• Self-generated revenue through county-level taxes; and
• Conditional grants to address specific national priorities.
This case study explores the implementation of this new system in the period 2013/2015 –
the early days of transition. It focuses on the implications for the County Department of
Health and health system and on the progress and challenges in one specific county: Kilifi
County, in the former Coast Province.

Why decentralise?
Proponents of decentralisation often hope to achieve both political and technical /
managerial objectives. The idea is that decentralisation will give the local level more
autonomy over decision-making and that this autonomy will combine with greater
community participation or community voice to:
• Ensure that government will be more responsive to the needs of citizens, i.e. it will
be more effective in delivering services and it will work to reduce inequities
between people; and
• Increase the accountability of the health system to citizens, so that citizens are
empowered and the health system work efficiently with the available resources to
promote goals such as equity.
The theory is that autonomy, community participation, responsiveness and accountability
will combine to improve the quality of the healthcare delivered.
Source: Atkinson S, Medeiros RLR, Oliveira, PHL, de Almeida, RD. (2000). Going down to the local: incorporating social
organisation and political culture into assessments of decentralised health care. Social Science and Medicine, 51: 619-636.
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What are the types of decentralisation?
The literature commonly distinguishes between four types of decentralisation:
• De-concentration: Handing over some administrative authority to locally based
offices of central government ministries.
• Devolution: Creating or strengthening sub-national levels of government that are
substantially independent of the national level with respect to certain functions.
• Delegation: The transfer of managerial responsibility for certain functions to
organisations outside of central government and only indirectly controlled by central
government. The agent has broad discretion, but ultimately responsibility still rests
with central government.
• Privatisation: The transfer of government functions to voluntary organisations,
profit-making companies or non-profit organisations, often with continued
government regulation.
What type of decentralisation do the
2013 reforms represent?
Source: Mills A, Vaughan JP, Smith DL, Tabibzadeh I. (1990). Health system decentralisation: concepts, issues and country
experience. World Health Organisation: Geneva. (http://apps.who.int/iris/handle/10665/39053)

The organisation of the County Department of Health after devolution
With the advent of the new system, the national Ministry of Health retained certain
responsibilities relating to health policy and regulatory matters such as quality assurance
and standards. The national level is also responsible for the provision of national referral
services (the fourth tier of the public healthcare delivery system), which refers to former
provincial and national-level facilities, where the most specialised care is available.
However, a host of responsibilities and functions now
shifted to the shoulders of the county. These included
budgeting and allocating resources, the management
of human resources, the procurement of medicine and
medical supplies, as well as the delivery of services
related to health promotion and disease prevention,
primary health, county hospitals and ambulances.
Ownership of the physical facilities - county hospitals,
health centres and dispensaries – also rests with the
county government. The devolution was a deeply
political reform that shifted significant power and
decision-making away from central government.
Overall, the delivery of health services in the county is
managed by the County Director of Health and the
County Health Management Team, who report to the
Chief Officer of Health regarding financial issues and

The County Treasury, which
counts with the County
Department of Health as one of
the 10 departments in the
county, and the financial rules
associated with it, had a major
impact on the health system’s
experience of devolution.
The role of the County Treasury
is to direct planning and
budgeting, as well as to manage
public finances.
Each county established a
Consolidate Revenue Account,
to hold all the revenue received
from the national government
and collected within the
county.
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the member of the County Executive Committee responsible for health on policy issues.
First-level referral hospitals (county referral services, the third tier of the public healthcare
delivery system) are the highest-level facilities in the county and these facilities’ Hospital
Management Teams report to the County Health Management Team. Hospital Management
Teams are headed by the Medical Superintendent and include the hospital’s administrator,
heads of department, and nursing officer-in-charge.
Alongside the Hospital Management Teams, the Sub-County Health Management Teams
also report to the County Health Management Team. The sub-county level is very similar to
the former district level, which had its own District Health Management Teams. Kilifi had
seven sub-counties, which were managed by three Sub-County Health Management Teams.
Sub-County Health Management Teams include those who direct health programmes and
departments in the sub-county and are chaired by Sub-County Medical Officers of Health.
In the hierarchy, the Sub-County Health Management Teams are just above the Primary Care
Health Management Teams; nursing officers-in-charge and clinical officers-in-charge who
manage the primary healthcare facilities. Primary healthcare (the second tier of the public
healthcare delivery system) includes dispensaries, health centres, and public and private
maternity homes. Finally, community health services constitute the first tier of the public
healthcare delivery system. This includes creating demand for services, health promotion
and disease prevention through community health workers.

Unpreparedness, unclear roles and bridging arrangements
The fast-paced transfer of functions occurred despite the absence of guidelines and
certainty on all the roles of the national and county governments. Like most counties in
Kenya, Kilifi was caught without the full complement of structures, staff and capacities
required for the new county-level system. Early on in the devolution process, this had a
great impact on processes of budgeting and priority-setting, as outlined in the following
section. However, this issue was much broader.

Human resources for health
Under the new system, the County Public Service Board became the overall employer of all
government employees in the county, replacing the national-level Public Services
Commission, which would continue to oversee the employees of the national government.
When the devolution occurred there was, in the relationship between the county and the
national government, a lack of clarity about which organisations would be responsible for
human resource management issues that was relevant beyond individual counties, for
example the in-service training of health workers, the steps and processes in their career
progression, and managing the transfer of health workers between counties. In the
relationship between the County Public Service Board and the County Department of Health,
it was also unclear who would take care of which day-to-day tasks when it came to matters
such as recruitment, appraisals, promotions and discipline.
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The confusion was not limited to the relationships between the national and county
government, or the County Public Service Board and the County Department of Health, but
also extended to the internal workings of the County Department of Health where subcounty managers in Kilifi complained, for example, about a lack of a clear organogram,
unclear roles and lines of accountability between the County Health Management Team and
the Sub-County Health Management Team, and coordination difficulties between these two
layers of management. In the months before and after the sudden transfer of powers, these
managers felt starved of information (their prior provincial managers would only make
vague statements about what would happen in future; once the devolution process was
under way, they often learnt about new developments from the media), which caused much
anxiety and stoked their fears that they would lose their jobs. These dynamics negatively
affected the motivation of some of these managers.
The new human resources arrangements also had a particular significance for the hospitals
in Kilifi. Hospitals had previously managed their own support staff, who were now also
transferred to the County Public Service Board, leaving the hospitals with no autonomy over
any of their staff. This had certain positive effects – reduced pressure on hospital managers
to recruit and pay these workers, and better benefits for the workers – but went hand-inhand with a perceived increase in indiscipline by these workers, as well as appointments
based on nepotism and tribalism.
Finally, the county’s new role in human resources management was not only a matter of
recruitment, performance or motivation, but also intersected with the financial domain as
there was initially, given the rushed nature of the process, concern that counties had
insufficient capacity in payroll management and that they would therefore fail to pay health
workers’ salaries. It was therefore agreed that the national Ministry of Health would, for an
interim period of six months, continue to pay the salaries of all health workers on behalf of
the counties. At the very start of this process in July 2013, health workers experienced salary
delays. After Kilifi County took over the task in January 2014, the first months saw problems
such as general delays in payment, the non-payment of certain allowances, and the
disappearance of some health workers from the payroll. In an effort to iron out some of the
problems, all staff had to report for a headcount over two days in February 2014. This
headcount included questions about staff’s county of birth and ethnicity, which created
concern that some “outsider” staff would lose their jobs and only fuelled existing tensions,
anxieties and fears related to the human resources and payroll processes.

Financing primary healthcare facilities
In 2009, the Kenyan government introduced the Health Sector Services Fund, through which
payments were made directly from National Treasury to the bank accounts of primary
healthcare facilities, thus bypassing the normal multi-level bureaucracy. The money was
provided by the national government, the donor agency DANIDA and the World Bank; was
distributed quarterly; supported recurrent expenditure; and was a small (US$ 340 – US$
1200) but useful and important source of financing.
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For the first six months of devolution, this funding came to an abrupt halt due to
contestation between the main actors. First, county governments argued that the
management of primary healthcare facilities fell within their ambit and that they should
therefore select and officially gazette the Facility Management Committees (made up of
community members and health workers), which were involved in managing and exercising
oversight over the direct facility funding. Second, the county governments and DANIDA
wanted to change the flow of the money so that it came to the counties, while the national
government and World Bank were in favour of maintaining the direct channel to facilities.
In the end, it was agreed that the counties could gazette the Facility Management
Committees, but that the funds would go directly to the facilities. DANIDA, however,
disagreed and withheld its funding, so reducing the total disbursements to facilities.

The supply of medicine and medical equipment
Under the devolved process of procuring medicines and medical supplies facility managers
provide their estimated needs to the County Pharmacist, who provides technical assistance
to the facility managers if required. The County Pharmacist later consolidates all the facility
estimates, before preparing purchase orders and submitting these to the County Treasury.
The supplies are then bought mostly from the Kenya Medical Supplies Agency, a state
corporation working under the national Ministry of Health.
County managers were in favour of this new system as they thought it would give them
more bargaining power relative to the Kenya Medical Supplies Agency to demand more
efficient service and the option to use other suppliers, should they be dissatisfied with the
Kenya Medical Supplies Agency. Under the previous procurement system, the national
Ministry of Health paid money to the Kenya Medical Supplies Agency, who essentially
created an account for all formally gazetted health facilities, against which facilities could
then order medicines and supplies every quarter.
In the early days of the devolved system, there was contestation around the role of the
Kenya Medical Supplies Agency, although it was eventually agreed that the Kenya Medical
Supplies Agency would be the counties’ first option for procurement, to achieve economies
of scale and quality assurance. At the same time, public health facilities across the country
were experiencing a drug shortage crisis, which was ameliorated by the national Ministry of
Health and development partners making available money for a “starter pack” of 6 months’
supplies for all counties, giving them time to get in place the necessary procurement staff,
structures and processes.
In Kilifi, the County Department of Health began the needs estimation and ordering process
at the end of 2013, with the first supplies to hospitals delivered in February 2014. Although
the supplies to other, lower level, facilities were slightly delayed, the system was seen as
having certain benefits, for example the Kenya Medical Supplies Agency supplying a higher
proportion of the ordered products than before and the fact that the county bought supplies
10

for all public health facilities, not just the formally gazetted ones, thus reaching a wider set
of facilities and supporting facilities that often waited for years after their establishment to
be gazetted by the national government.
In an attempt to secure votes and bolster their power, politicians often favoured
visible interventions. In the early phase of devolution, many counties opted to buy
ambulances. Moreover, County Governors, also in Kilifi, increasingly organised
political rallies when the trucks arrived to deliver drugs and medical supplies.
Devolution also created spaces for politicians to attempt to assert themselves in other
ways in relation to the health system:
• In some counties, there were attempts to ensure that newly qualified doctors
who were deployed there came from the same counties or the same tribes as
the majority of people living there.
• In Kilifi, a facility was closed because the Member of the County assembly and
the community demanded to transfer out the only nurse, which was from a
different tribe.
• Some Members of County Assembly have supported facility managers in their
initiatives. However, there has also been conflict in some cases, for example
regarding facilities not adhering to free care policies (see below).

However, the new system did not affect all stakeholders equally and not all were always
equally positive about its effects. Some Kilifi hospital managers complained of, for example,
lengthy authorisation processes at the county level (previously, such approvals occurred
more swiftly at the district offices, which were closer to the hospitals and less busy), delayed
payments due to factors such as the perceived priority of the order by county officials, and
consequent delays in deliveries, which affects service delivery. As a consequence of the new
devolved system, hospitals also lost much of their autonomy over the strategic planning:
they could no longer develop their own strategic plans (all health facilities were covered by
the County Department of Health’s strategic plan) and while they could still develop annual
work plans, their activities were often unfunded because the budgeting occurred at county
level, outside of their control. Hospitals’ priorities were therefore often at odds with those
of the county, for example when the county built what they felt were unnecessary
structures or procured many ambulances, instead of paying for more staff or responding to
other felt priorities such as additional wards.

The place of the County Department of Health in overall processes of
planning, budgeting and prioritisation
What was supposed to happen?
The fiscal year of the Kenyan government runs from July to June. At the county level, the
annual planning and budgeting process starts in September when the County Department of
Health reviews its previous annual work plan and identifies its priorities for the upcoming
year.
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Also in September, the County Treasury publishes its Budget Review and Outlook Paper,
which outlines expenditure against the prior year’s budget, estimates the total amount of
available resources that will be received from national government and generated within
the county, and allocates an indicative amount to each of the 10 administrative departments
within the county.
In December, there is then a resource bidding process in terms of which the county
administrative departments, infomed by their annual work plans and identified priorities,
lobby for the resources allocated to them to be maintained or increased. February then sees
the release of budget ceilings and the County Fiscal Strategy Paper, which contains countywide strategic fiscal goals that adminisrative departments should align their budgets and
annual work plans to.
In the period from February to April, the County Department of Health adjusts its annual
work plan and budget to fall within the budget ceilings and county priorites, and then
submits a consolidated annual work plan and budget to the County Treasury, which
combines it with the work plans and budgets of the other departments to form the draft
county budget. From April to June, this draft budget then has to be approved by the County
Executive Committee, the budget committee of the County Assembly and ultimately the full
County Assembly, in time for the start of the new fiscal year in July.
At various points in time, this annual process allows for public participation, for example by
County Treasury after the release of the Budget Review and Outlook Paper and Fiscal
Strategy Paper; by the County Department of Health around the time of consilidating its
annual work plan and budget; and by the budget committee of the County Assembly when it
scrutinises the budget towards the end of the process.

What happened in practice?
In part due to the rapid transfer of power and functions from national to county level in June
2013, Kilifi did not have all the organisational structures and staff in place for this annual
budgeting and planning process.
While a Chief Officer of Treasury was appointed in May 2013, political lobbying for positions
meant that the posts of all the other departmental heads, including the Chief Officer of
Health, remained vacant until April 2014 when the Governor finally appointed them. From
May 2013 to April 2014, the Chief Officer of Treasury was therefore the accounting officer
for all the county departments. Weeks before the election of March 2013, the national
Ministry of Health seconded interim county health coordinators to the county, who
established interim County Health Management Teams, who, in turn, designated former
District Health Management Teams as interim Sub-County Health Management Teams and
former Hospital Management Teams as interim Hospital Management Teams. The problem
was that all these structures had no clear guidelines, roles or mandates.
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The upshot of this was that the County Department of Health abandoned the 2013/14
planning and budgeting process (it did not develop an annual work plan or participate
actively in the overall process), as it had no Chief Officer of Health to lead the process. In the
meantime, the County Treasury, who was bound by legal deadlines around budgeting,
developed and had approved generic budgets for all the departments, including the County
Department of Health, to avoid the process being stalled.
In addition to the absence of key structures and personnel, this early period of
decentralisation raised concerns about the capacity of key officeholders to effectively fulfil
their roles in these planning and budgeting processes. There was, for example, a question
mark over the qualifications and previous work experience of some members of the County
Executive Committee and whether this was suitable for their new strategic planning and
oversight roles. In addition, some stakeholders at the county and sub-county levels were
concerned that the new Members of County Assembly did not have the necessary
knowledge and understanding to hold officials and members of the County Executive
Committee to account, and that the latter would be able to use financial incentives such as
allowances to entice Members of County Assembly to be less thorough in their scrutiny of
legislation and policy. Some also expressed this concern about the capacity of Members of
County Assembly in relation to their role in vetting the appointment of senior officials such
of members of the County Executive Committee or the Chief Officer of Health.
In the 2013/2014 planning and budgeting process, the County Treasury did make the budget
available for public comment, once the consolidated budget had been finalised, but before it
was sent to the County Assembly for approval. This limited public participation was even
more limited from the perspective of the health system, with the County Department of
Health’s lack of active participation resulting in virtually no health-specific community or
stakeholder input.

New financial procedures and accessing funding for health service delivery
With the new county government and the establishment of the County Treasury came new
financial procedures and funding flows. In the weeks and months after the transfer of
power, before the appointment of the Chief Officer of Health, long delays in accessing funds
for service delivery was an immediate reality. This was because all requests, including for
routine expenditure on recurrent service delivery, had to be approved by the Chief Officer of
Treasury, which caused major bottlenecks.
However, the new financial procedures and funding flows had much wider consequences,
which rippled through all the levels of the service delivery and management hierarchy, and
across different dimensions of the health system.
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Hospitals
Hospitals experienced some of the biggest changes.
First, before devolution, one of the hospitals’ sources of financing was a direct transfer from
the national government to the hospitals’ bank accounts. After devolution, hospitals were
required to request the goods and services required for service delivery with the county
government, who would order and pay for it directly. Hospitals therefore stopped receiving
a budget allocation from either the national or county government.
Second, the hospitals in Kilifi lost access to their bank accounts after devolution. In the past,
all the hospitals’ funding went into their bank accounts, from where they could access it
with co-signatories from the former district treasury. After devolution, the account
signatories from the hospitals remained, but two mandatory signatories from the county
replaced the former district treasury signatories. The effect was that hospitals could no
longer withdraw money from their accounts.
Third, county hospitals, including those in Kilifi, used to collect user fees, which would be
deposited into their bank accounts, and then used at the hospital to meet the running
requirements of the hospitals, subject to the development of budgets and the necessary
approvals from the provincial level. Under the new dispensation, however, the county
directed the hospitals to bank their user fees into the county’s Consolidated Revenue
Account, which was inaccessible to the hospitals, unless they went through the county-level
centralised order placement and payment system. The County Department of Health was
extremely dissatisfied with this directive and for a year hospitals continued to bank their
user fees in their old accounts, although they could not withdraw it because they had lost
signatory control of these accounts. Some hospital managers went as far as to collect the
user fees and spend the cash, without banking any of the money, on the needs of their
facilities, bypassing the county-wide ordering and approval processes. Kilifi County later
developed a draft law to enable hospitals to retain and spend user fee revenue, but despite
the two-year process, the law is yet to be implemented.
The new financial arrangements affected service delivery in that hospitals lost the flexibility
to respond to day-to-day emergencies such as drug stock-outs or fuel shortages for vehicles,
and experienced long delays in the procurement of essential supplies. It was also linked to
lower staff motivation, because managers could no longer try to ensure that staff had the
basics that they needed to do their jobs, and reduced support from external donors, who
now had to work through the county government, instead of being able to approach
hospitals directly, and were faced with a situation where hospitals could no longer use some
of their own funds to co-contribute to agreed projects.
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Various hospital managers in Kilifi perceived a reduction in their autonomy with
respect to strategic planning, financial management, procurement, and human
resources management. This reduced autonomy did not only affect these functional
areas, but had wider effects, including: (i) the weakening of hospital management
committees (why keep these committees going if they don’t have much power or
resources?); and (ii) lessening the attractiveness of the position of medical
superintendent (why take up this job, which now has reduced power and control over
resources?).
Reduced autonomy also impacted community participation. Hospital Management
Committees, which included community representatives, had some problems before
devolution, but were now completely absent because there was not yet a legal
framework for their establishment and appointment. This affected community input
into hospital decisions, but also hospitals’ ability to communicate with the community.

Sub-County Health Management Teams
The new financial systems and procedures left the Kilifi Sub-County Health Management
Teams starved of money for implementing their activities. With all the money held by
County Treasury, the latter lacked technical capacity to deal with fund requests from all the
different service delivery and managerial units. An added difficulty was that there was no
legal framework for recognising Sub-County Health Management Teams as accounting units.
The Sub-County Health Management Teams could approach the County Health
Management Team with funding proposals, but many of these were ignored or only partially
paid.
This underfunding contributed to:
• The cancellation of the private practitioners meeting, which the former District
Health Management Teams had used to convey guidelines and policy updates to
private sector facilities;
• The abandonment of quarterly meetings to review the performance indicators of
sub-counties;
• A meeting of all health-related stakeholders, previously used for planning and
resource sharing, being limited to the occurrence of emergencies such as outbreaks;
and
• Supportive supervision to health facilities becoming much more irregular, changing
from at least once a quarter to a focus on only those facilities with known problems.
Driven by a sense of duty and a desire for uncompromised services to patients, some subcounty managers funded their activities with their own money, by covering costs for items
such as transport, mobile phones and internet access. Drawing on longstanding working
relationships and a sense of team spirit, sub-county managers met weekly to assess each
other’s performance and to problem solve together and shared resources to enable them to
fulfil some of their roles, for example doubling up by using the resources of specific
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programmes to monitor those programmes, with officers from those programmes also
reporting back on any broader problems in facilities.
Using their networks, sub-county managers were also to some extent able to get funding
from donors and non-government organisations working in their areas for general activities
such as supportive supervision and specific problems, such as when two non-governmental
organisations made it possible for managers to travel to a cholera outbreak area, collect
samples, send them to a laboratory, and transport sufferers to hospital.

Primary Healthcare Facilities and Managers
In the early days of devolution, primary healthcare facilities received financial shocks from
all sides. In June 2013, the President of Kenya announced that primary healthcare facilities
would no longer charge user and maternity fees. The plan was for the national government
to compensate primary healthcare facilities for the lost revenue through direct payments
into their bank accounts, but for months after the announcement no such payments were
forthcoming. Overlapping with the user fee removal was the dispute over the payment of
the Health Sector Services Fund moneys to primary healthcare facilities; money that was
also intended to go directly into the bank accounts of facilities. Funding to facilities only
started flowing six months after the President’s announcement.
In the absence of their national government and user fee funding, primary healthcare
facilities in Kilifi faced a severe cash crunch that affected, among other things, the basic
infrastructure of facilities (water and electricity accounts piled up; one facility was
disconnected), human resources (facilities were unable to pay casual workers such as
cleaners and security guards; some of them stopped working and left filthy facilities in their
wake), and service delivery (some outreach services were cancelled). In an effort to cope
with the crisis, some primary healthcare facility managers worked with sub-county managers
and members of the community to re-introduce user fees. The primary healthcare facility
managers went about this in different ways, adhering to the previous user fee policy to
different extents and setting the fees at different levels.
Like their counterparts in hospitals, the managers of primary healthcare facilities were now,
after devolution, bound to the new system of procuring drugs and other medical supplies
that required them to place their orders through the county and in terms of which delivery is
dependent on timeous payments. Late payments by the county resulted in regular drug
stock-outs, and so there was initially often a feeling that had exacerbated drug shortages,
which have always been a feature of life in primary healthcare clinics. Primary healthcare
facility managers and staff coped with these stock-outs in various ways, including writing
prescriptions so that patients could purchase drugs in the private sector, borrowing drugs
from other facilities, and using their own money to buy drugs, which some sold to patients
at market prices, while others were alleged to charge much more.
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Conclusion
In Kilifi, the 2013/2015 period was therefore characterised by fast-paced change; immense
structural change within and beyond the health system; changing roles and power
relationships between actors; profound changes within functional areas such as finances,
human resource management or medicine procurement; and impacts across functional
areas as governance changes affected staff motivation, financial changes affected medical
products, governance and service delivery, and so on. Many of these changes impacted
quite directly, whether positively or negatively, on the decentralisation objectives of
efficiency, effectiveness, equity, and responsiveness.
Beyond the period that is the focus of this case study, further research has yielded additional
information about Kilifi and other counties that can be used to form a judgement about the
successes and challenges of decentralisation in the health sector in particular.

A study (May – September 2017) that evaluated planning and budgeting processes in
two counties found, with respect to Kilifi, that:

• The budgeting process and the development of annual work plans had not been
synchronised. The latter were at least one quarter late, so that budgets did not
necessarily reflect the priorities in the annual work plans. The Chief Officer of Health
led the budgeting process, while the County Director of Health led the planning.
Managers’ perceptions that the budget was a legal requirement, and the annual
work plans not, also ensured timeous progress in the budget process.
This same study reported:
• The influence of political interests, donors and other partners on resource allocation
decisions. This has the potential to promote inequity, for example by favouring subcounties with the most vocal representation or regions that have supported current
political leaders.
• Criteria related to efficiency and equity was not incorporated into decision-making.
• The planning process came to involve non-governmental organisations working in
health, Hospital Management Teams, Sub-County Health Management Teams and
the County Health Management Team. Primary Healthcare Management Teams and
the public were not involved.
• With respect to budgeting, senior managers invited participation from the public,
Hospital Management Teams and Sub-County Health Management Teams, but the
latter two groups were dissatisfied because they felt disempowered in the process.
Primary Healthcare Management Teams did not participate in budgeting. Public
participation was also limited in scope. The budget does not contain the details of
the recurrent activities, which are usually in the annual work plans, so that
discussion focuses mainly on development / investment expenditure, which only
represents about 30% of the budget.
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Another study (March 2015 – April 2016), conducted in 10 counties, to explore prioritysetting for health equity and health services at the community level, highlighted issues
such as:
• Limited capacity building and guidance for county-level decision-makers, which
created spaces for actors to promote their own interests, for example politicians’
frequent preferences for very visible curative interventions that had the potential to
garner votes.
• Limited action by county governments to address barriers to community
participation, inform citizens of their rights and explain their roles in the budgeting
and planning processes, causing community confusion and increasing the chances of
domination by the local elite and the manipulation of community members.
• The feeling that health equity between counties had improved due to factors such
as pro-poor funding flows from the national government, but that there is less
clarity on equity within counties because of complications such as the influence of
powerful politicians and varied systems of resource distribution, which range from
attempts to favour poorer and disadvantaged areas to the provision of equal
funding to different local areas, regardless of need.
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Sample student tasks / assessments
This section contains an example of an examination that can draw on this case study. This is
by no means the only way of structuring student engagement and this example can, of
course, be adapted to suit different courses and contexts, for example by changing its form
(e.g. into an assignment) or the instructions and questions it contains.

Take-home, open book examination
Source: This example is adapted from Introduction to Health Systems, a course in the
curriculum of the Masters in Public Health of the University of Cape Town, South Africa.
Submission and formatting guidelines
• Because this is a take-home exam, proper academic writing style, and accurate and
consistent academic referencing will be expected.
• The writing should be predominantly narrative in style, although tables or diagrams
may also be used.
• The entire typed exam response is expected to require between 10-12 pages of
response, excluding the reference list and additional appendices.
• In writing up your analysis, please structure your submission around the following
headings:
1) Initial description of the case experience
2) Explaining the factors influencing the health system intervention considered
in the case experience
3) System lessons and policy recommendations
4) References
5) Appendices
Part 1: Initial brief description of the case experience (‘What happened’)
In this section, draw on the case report that was provided, the discussion in class, and
secondary literature, to:
• Describe the health system intervention considered in this case experience, and
what effects the intervention had on other dimensions of the health system,
considering both intended and unintended effects; and
• Discuss the likely implications of the intervention for the public value generated by
the health system.
Note: include a timeline identifying the critical events in the case experience somewhere in
this section
To prepare for this analysis:
Review and revise your course work and read around the case of focus. In particular, you might
want to refer back to the sessions on health system frameworks and experiences of health system
development in countries such as Thailand.
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Part 2: Explaining the factors influencing the case experience (‘Why it happened that way’)
In this section, present an analysis of how the experience unfolded over time, and how its
intended and unintended effects were generated. In this analysis, show how different
influencing factors interact with each other within the experience, including in generating its
effects, as relevant.
In writing this section, consider all of the following issues:
• How agents, their mindsets and their relationships influenced the experience, including
the intervention effects (and include at least 1 diagram showing agents and their
relationships);
• What critical hardware and software issues in the organizational context of the
intervention interacted and influenced this case experience, and how they influenced it;
• What wider contextual factors help explain how the experience unfolded; and
• Any other critical factors that you have identified as explaining how the experience
unfolded over time and the intervention effects (justify their selection by discussing
their influence over this experience).
To prepare for this analysis, review your course work and conduct the following analyses:
Contextual analysis: Think more broadly about the hardware/software of the organizational
context into which the intervention was introduced, drawing on the Aragon framework. Also
think about the wider overarching context of the health system as a whole. Consider how
hardware and software factors, as well as wider contextual factors, influence how the experience
unfolded over time – how they influenced agents, their responses to it and how their
relationships played out in this experience; and how they might have influenced the interventions
effects and likely impact on public value.
Agent mapping and analysis: Identify the key agents who had some influence over, or
engagement with, the situation described at the start of the period examined.
• Draw a diagram to map the relevant agents and the relationships among them.
• Use lines to connect agents to show the inter-relationships among them, with different
lines (e.g. dotted vs. solid lines or different colours) showing different types of
relationships (e.g. relationship based on resources vs. based on information vs. based on
job position vs. based on informal support etc.). Try not to have too many different
categories of relationship to avoid getting too complex.
• On the same diagram, if possible, or in a linked but separate diagram, represent any
change over time in who the key agents were and the relationships among them
(considering at least 2 critical time points in the experience).
• Consider how these agents and the relationships among them influenced the
intervention over time, and identify the factors that allowed them to have influence.
• Also consider whether any additional agents came to have influence over time (and what
influence), as well as whether the influence of any agents lessened over time (and how).
Finally, consider how thinking about agents and relationships provides insights on ‘organisational
software’, and how this software influenced the case experience.

Part 3: System lessons and policy recommendations (“Lessons from the case for HSS”)
From your analysis of this case experience, identify three key lessons about health system
strengthening in general. Justify and explain each of these lessons by reference to your
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analysis of this particular experience and wider literature about health system
strengthening.
To prepare for this analysis: read around other experiences of this type of intervention and health
system strengthening more generally, as well as class notes from across the course).

References
List all the sources of information/papers reviewed that you have drawn on to write this
response. Use one referencing convention only. Do not include references to materials that
have not been used.
Appendices
Whilst you should use some illustrations (diagrams, tables) in the text itself, you may also
include additional diagrams or materials not included in the text of your narrative in the
appendices. However, anything in the appendices should be actively referenced in the text
itself.
Assessment criteria
Clear identification and description of the case (the intervention),
including the intended and unintended effects of the intervention of focus
on other health system dimensions, and its likely implications for the
public value generated by the health system.
Include timeline of critical events.
Full and clear analysis of the factors influencing this experience – including
appropriate consideration of agents, their mindsets and relationships,
hardware/software organizational dimensions and wider contextual
factors; and the interactions among these factors.
Should include diagrams (e.g. agent map, in text or in appendix) and show
use of theoretical frameworks discussed in class.
Three lessons about health system strengthening are provided and each is
well justified and explained – using broader literature to make your
argument.
General
You present a clear argument bridging across all parts of the analysis – and
providing supportive evidence for your argument.
Originality and thoughtfulness (reflexivity) – you present your own ideas
about the case, and also show awareness of the strengths and limits of
these ideas
Appropriate style, adequate reading and references are used to make
conclusions (10 refs minimum), spelling and grammar mostly correct, uses
appropriate referencing conventions
Total

Mark

25

35

25

15

100
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