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Abstract

Efficiency gains is a potential strategy to expand Kenya’s fiscal space for health. We

explored health sector stakeholders’ understanding of efficiency and their perceptions of the

factors that influence the efficiency of county health systems in Kenya. We conducted a

qualitative cross-sectional study and collected data using three focus group discussions dur-

ing a stakeholder engagement workshop. Workshop participants included health sector

stakeholders from the national ministry of health and 10 (out 47) county health departments,

and non-state actors in Kenya. A total of 25 health sector stakeholders participated. We ana-

lysed data using a thematic approach. Health sector stakeholders indicated the need for the

outputs and outcomes of a health system to be aligned to community health needs. They

felt that both hardware aspects of the system (such as the financial resources, infrastruc-

ture, human resources for health) and software aspects of the system (such as health sector

policies, public finance management systems, actor relationships) should be considered as

inputs in the analysis of county health system efficiency. They also felt that while traditional

indicators of health system performance such as intervention coverage or outcomes for

infectious diseases, and reproductive, maternal, neonatal and child health are still relevant,

emerging epidemiological trends such as an increase in the burden of non-communicable

diseases should also be considered. The stakeholders identified public finance manage-

ment, human resources for health, political interests, corruption, management capacity, and

poor coordination as factors that influence the efficiency of county health systems. An in-

depth examination of the factors that influence the efficiency of county health systems could

illuminate potential policy levers for generating efficiency gains. Mixed methods approaches

could facilitate the study of both hardware and software factors that are considered inputs,

outputs or factors that influence health system efficiency. County health system efficiency in

Kenya could be enhanced by improving the timeliness of financial flows to counties and
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health facilities, giving health facilities financial autonomy, improving the number, skill mix,

and motivation of healthcare staff, managing political interests, enhancing anticorruption

strategies, strengthening management capacity and coordination in the health sector.

Introduction

Kenya has made a commitment to achieve Universal Health Coverage (UHC) by the year 2030

[1]. The country’s UHC policy outlines 4 objectives namely a) strengthen access to health ser-

vices b) ensure quality of health services, c) protect individuals and households from the finan-

cial risks of ill health d) strengthen the responsiveness of the health system. The country

implemented a UHC pilot in selected (4 out of 47) counties that entailed the removal of user

fees in public hospitals and is currently scaling up the UHC programme in the form of provi-

sion of health insurance subsidies to poor households. Despite Kenya’s commitment to achieve

universal health coverage (UHC), this aspiration faces, among others, the challenge of a con-

strained fiscal space for health [2, 3]. For instance, Kenya’s public expenditure on health is

2.3% of the country’s gross domestic product (GDP) [3], far lower than the recommended

level of 5% required to achieve UHC [4]. Improving the efficiency of health systems is one of

the key strategies for unlocking additional resources in the health sector [5, 6], needed to

advance the country’s UHC goal.

Health system efficiency refers to the extent to which health system objectives are met given

the resources invested in the system [7]. Two types of efficiency, technical and allocative effi-

ciency, have been distinguished [8]. Technical efficiency is achieved when resources are allo-

cated such that outputs are maximized for a given level of inputs, or inputs are minimized for

a given level of outputs [9]. Allocative efficiency is achieved when resources are allocated such

that outputs are maximized for a given level of input cost, or input costs are minimized for a

given level of outputs [9]. Given the scarcity of healthcare resources, it is imperative that health

systems orient their operations towards using their resources efficiently to optimize the

achievement of stated health system goals. It has been estimated that 20% to 40% of health sys-

tem spending globally is wasted through inefficiency [10]. Efficiency measurement is therefore

a key dimension of health system performance assessment.

Kenya’s healthcare system is pluralistic, with service provision provided by both public and

private healthcare facilities in almost equal measure. The public healthcare delivery system is

organised into four tiers, namely community (comprising of community units), primary care

(comprising of dispensaries and health centers), county referral (comprising of first and sec-

ond referral hospitals) and national referral (comprising of tertiary care hospitals) [11]. The

health system is financed by revenues collected by [12]: a) The government (national and

county) through taxes and donor funding, b) The National Hospital Insurance Fund (NHIF)

through member contributions, c) Private health insurance companies through member con-

tributions, and d) Out of pocket spending by citizens at points of care. Purchasing of health-

care services is carried out through: (a) Supply-side subsidies to public facilities by national

and county governments; for instance, the county departments of health provides budgets to

county hospitals to finance service delivery to citizens within the county, (b) The NHIF, which

contracts public and private healthcare facilities in Kenya and pays them for services provided

to its enrolled members, and (c) Private health insurance companies that contract private

healthcare facilities and pays them for services provided to their enrolled members [13]. The

Kenyan health system is dependent on donor funding and out of pocket payments, with the
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two contributing 19.1% and 23.3% of total health expenditure, respectively according to the

most recent national health accounts [14].

In parallel with Kenya’s UHC push, the country devolved its governance arrangements in

2013, with the formation of two tiers of government: a national government and 47 semi-

autonomous county governments [15]. Within the health sector, decentralization, and more

specifically devolution entailed the transfer of ownership and management of county health-

care facilities (county hospitals, health centers and dispensaries) and healthcare service deliv-

ery to the county level, while the central Ministry of Health retained the management of

national referral hospitals, health policy and regulatory functions [16, 17]. Kenyan counties

receive block grants from the central government, and in addition collect revenues locally, and

have absolute control over their budgets and priorities [15]. They allocate funds to service

areas and units, including public health facilities, based on their priorities. The relative perfor-

mance of county health systems can therefore be attributed to their capacity to efficiently and

effectively allocate and use available resources.

County health systems are critical determinants of overall health system efficiency in Kenya

given their central role in service provision and significant resource consumption. For

instance, counties consumed 60% of the total government budget for health in the fiscal year

2015–2016 [18]. Decentralization, of which devolution is a specific form, has been promoted

as a key reform for improving health service delivery, among others, improving health system

efficiency [19, 20].

Efficiency analysis is increasingly carried out in healthcare, but most of these studies analyse

the efficiency of healthcare organizations (such as hospitals and health centres) [21, 22]. Few

studies examine the efficiency of national and sub-national health care systems [21, 22]. It has

been argued that empirical measurement of efficiency at system level could be useful for health

system decision makers and managers [22].

Understanding the perceptions of health sector stakeholders on efficiency and the factors

that influence it is a useful initial step in efficiency analysis. This is because health sector stake-

holders have knowhow from their lived experiences, reflecting different perspectives on health

systems, and could provide insights that can inform the formulation and refinement of rele-

vant research questions for the quantitative assessment of health system efficiency. This paper

presents research that is part of a larger study which aims to examine the level and determi-

nants of the efficiency of county health systems in Kenya. In this paper we present findings

from the analysis of group discussions of health sector stakeholders in Kenya on their percep-

tions of how efficiency of county health systems in Kenya can be conceptualized, and the fac-

tors that influence the efficiency of county health systems.

Methods

Study design and data collection

We used a qualitative cross-sectional design [23]. We chose a qualitative approach to facilitate

the identification of factors that influence the efficiency of health systems that are not easily

captured quantitatively (“soft” factors) and provide a starting point for further work to develop

approaches to quantify these factors, where feasible, and explore their effect on health system

efficiency. Qualitative methods also enrich efficiency analysis by facilitating an examination of

the mechanisms of the relationships between health system efficiency and its determinants (i.e.

it allows for the examination of the “how’s” and “why’s” of this relationship). Understanding

these mechanisms provides evidence that is richer than mere identification of determinants of

efficiency and can potentially inform policy design to improve health system efficiency.
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We adopted pragmatism as an interpretative framework, placing importance on the prob-

lem being studied, the questions asked, and the practical implications of the research [23, 24].

Drawing on this interpretive framework, the study was guided by the ontological belief that

reality is what is useful and practical, and the epistemological belief that reality is known using

multiple objective and subjective approaches [23, 24].

We collected data using focus group discussions. We chose to use the focus group discus-

sion approach because we are interested in collective views of stakeholder and because the

method is useful in generating a rich understanding of participant experiences [25]. The focus

group discussions were conducted in a one-day stakeholder workshop we organized in April

2019 to deliberate on the efficiency of county health systems in Kenya. We drew workshop

participants from policy makers and health system managers at the national level (Ministry of

Health, academia, and development partners), and at the county level. The objective of the

workshop was to engage health sector stakeholders to obtain their views about the factors that

should be investigated to understand if and how they influenced the efficiency of county health

systems. For this study, we adopted purposive sampling of participants to gain diverse perspec-

tives from respondents in order to investigate our research objectives. This included represen-

tatives from 1) National Ministry of Health’s Monitoring and Evaluation, Policy and Planning,

and Health Financing units, 2) the multi-sectoral Monitoring and Evaluation technical work-

ing group, 3) the multi-sectoral Health Financing technical working group, 4) Development

Partners for Health in Kenya (DPHK), a forum for local and international donor organizations

that support the Kenyan health sector, and 5) participants from county health departments

representing 10 out of the 47 counties in Kenya. A total of 25 workshop participants from

diverse backgrounds were selected as detailed in Table 1.

In the planning stage of the workshop, the participants were approached through email that

detailed the aim of the study and invited them to participate in the workshop. This was then fol-

lowed up by phone calls to confirm attendance. The national Ministry of Health (MOH) and all

the 10 county governments that were requested to send participants did so, signalling their keen

interest in the study. Three of the researchers, RM, BT, and EB, had prior professional interac-

tions with the national level participants while working on other research projects. None of the

researcher had prior interactions with the majority of the participants who were drawn from

counties. All participants were aware about the goals of the research project and the role of the

workshop as the formative phase of a larger study on health system efficiency. The workshop

was structured into three parts. In the first part we introduced the study and objectives of the

workshop. In the second part we divided the participants into 3 groups and facilitated a focus

group discussion within the three groups to elicit their views about the factors that influenced

the efficiency of county health systems in their settings. Finally, we had a feedback session

where each group shared summary points that were then discussed by the entire group. We

obtained verbal consent to audio record the proceedings of the discussions. We supplemented

the audio recordings with note taking. Each of the focus group discussions was facilitated by co-

investigators in the study; Group 1 led by CN (n = 5), Group 2 led by EB (n = 6) and Group 3

Table 1. Number of study participants.

Category of participants Male Female Total

Ministry of Health 3 4 7

County Health Department 9 3 12

Development Partners 2 3 5

Council of Governors 1 - 1

Total 15 10 25

https://doi.org/10.1371/journal.pgph.0000077.t001
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led by KH (n = 5) assisted by co-authors JJ, SM and RM. All researchers had masters or PhD

level training in health economics. LN, AM, RM, BT, EB had primary training as health care

professionals. We used semi-structured topic guides to facilitate the discussions (S1 Appendix).

Data analysis

The audio recordings were transcribed to MS Word by a commercial transcription services

providers. LN repeatedly listened to the audio recordings to check the accuracy of the tran-

scription prior to importing the transcribed data to NVIVO version 10 for coding and analysis.

We used a thematic analysis to analyse the data (Ritchie and Spencer 1994). LN and EB began

by familiarizing with the data by reading the transcripts several times. LN and EB indepen-

dently developed an initial coding framework based on the questions used to facilitate the dis-

cussions. LN and EB then compared and harmonized their coding frameworks and used

insights from the anonymised transcribed data to refine and modify the coding framework.

LN then applied the refined coding framework to code the transcripts. LN subsequently

charted the data and categorized them into themes. Finally, LN and EB interpreted the data by

identifying connections between the various themes and using this to gain a better under-

standing of participant perceptions about the factors that influence the efficiency of county

health systems. We employed two key approaches to enhance the rigor and trustworthiness of

the study findings. First, carried out member checking [26] by sharing preliminary findings

with selected participants to check that the findings are a true reflection of the discussions. Sec-

ond, we carried out peer debriefing [26], where we shared the preliminary findings with a

group of other researchers in Kenya to obtain their disinterested views about findings.

Ethics

This study received ethics approval from the KEMRI Scientific and Ethics Review Unit

(SERU), approval number KEMRI/RES/7/3/1. All participants were provided with written

briefing notes and an oral briefing providing the study details, procedures, and intention to

analyse and publish the findings from the focus group discussions. Participants were requested

to provide verbal informed consent after this briefing. Specifically, they provided informed

verbal consent for the sessions to be audio recorded, analysed and presented as part of this

study. Verbal consent was preferred by participants to enhance the confidentiality of the dis-

cussions. We ensured confidentiality by anonymizing the transcribed data using codes, and

labelling quotes with respondent categories rather than respondent names. We restricted

access to transcribed data to research team members.

Results

In this section, we present study findings organized in x thematic areas namely stakeholder

understanding of the efficiency of county health systems, relevant inputs to the county health

system, relevant outputs of the county health system, and factors affecting county health sys-

tem efficiency.

Stakeholder understanding of the efficiency of county health systems

Stakeholders generally understood efficiency to mean the best use of available resources to optimize

desired health system outcomes. They saw the county health system as utilizing health system

inputs to produce health system outcomes and regarded efficient county health systems as those

that optimize this process to maximize health system outcomes. Health system inputs are those

resources that are utilized by the health system to achieve its objectives. Outputs on the other hand
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are the intermediate or final intended goals of the health system. Participants highlighted that effi-

cient healthcare delivery should be cost effective and responsive to community healthcare needs.

Therefore, a system wide approach might be needed for improving health system efficiency.

“I think it is about maximizing our outputs and trying to get the best we can from the little
inputs we have. That is what we call efficiency” (Development partner 1, FGD 3)

“Efficiency for me is how our systems are working to make health care delivery less costly and
more responsive to the community needs. For example, what systems do we have? Are they
responsive? If it’s the governance issues, are they responsive to our systems needs as well as the
community needs? How is every other system interacting to like facilitate health care delivery”
(MoH Official 3, FGD 2)

Stakeholders pointed out that the process of transforming health system inputs into desired

outcomes is affected by factors within and external to the health sector. In some cases, the for-

mal county health authority may not have practical authority for health system resource alloca-

tion & distribution in the country. It was indicated that understanding the efficiency of county

health system required an understanding of these factors.

“I find it very complex to determine how efficient a health system is because the health sector
has so many factors that have to come in play to produce something. For example, there are
some factors at the community level that will determine how efficient resources will be used at
the facility level, the management at the county level, leadership at the county level” (MoH
Official 2, FGD 3)

“It’s beyond the department of health because there are so many other factors and decision
makers who have veto power over resource management and have a significant influence on
the efficiency of county health systems. For example, at the county level, it is always assumed
that the County executive for health (CEC) has the overall authority over the department of
health and its resources but in practice that’s not necessarily the case.” (Researcher 2, FGD 3)

Relevant inputs to the county health system

The optimal use of healthcare inputs determines the efficiency of health systems. Workshop

participants distinguished between “hard” and “soft” inputs to the county health system pro-

duction process. Hard inputs were consistent with health system strengthening components

and included county financial resources, human resources for health, health sector infrastruc-

ture, and healthcare commodities (e.g. medicines). Soft inputs included less tangible resources

such as governance systems, policies and guidelines, managerial systems, and the relationships

between stakeholders. Participants highlighted the need for emphasis on soft inputs and also

expressed the difficulty in assessing them to ascertain the health system efficiency.

“Can I call them hard inputs? the ones we can touch for example staff, commodities, infra-
structure, equipment. Then there are the soft inputs such as decision-making skills and how
well resources are managed. It is easy to identify and measure hard inputs, but difficult to
measure the soft inputs” (MoH Official 2, FGD 3)

“Several inputs are important; people, drugs, facilities, transport etc. However, software which
we know is a really important part of health systems is also important. This includes manage-
rial practices, relationships, politics.” (Researcher 3, Joint Forum)
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Workshop participants highlighted the importance of having the optimal mix of inputs for

county health system efficiency, and the need for good coordination between the various

inputs.

“If you look at the counties, we have so many health workers and few resources for operations.
There is no need of sending a neurosurgeon to the county when in the first place you don’t
even have a theatre for them. So, as we plan, we must look at bringing all the pillars of the
health system together. There is always a disconnect when you have so many gardeners but no
tools to work with, or you have too many tools and no gardeners” (County Official 1, FGD 2)

“We had an interesting case where we had a urologist and we didn’t even have urology towers.
We were just lucky that he was kind and would bring his private equipment to work in a gov-
ernment hospital. If we bring in a urologist, we should give them resources to work with.”
(County official 1, FGD 2)

Relevant outputs of the county health system

The level of health output in relation to the level of inputs, the quality of outputs, and link

between the outputs and health system goals determine the efficiency of health systems. Work-

shop participants felt that the health output & outcome indicators used in quantitative assess-

ment of county health system efficiency should represent the disease burden of the county.

They also highlighted the need to select standardized outputs and outcomes indicators that

could be implemented nationally across all counties of Kenya to facilitate valid comparisons.

Participants highlighted the dual burden of disease in Kenya, with an increasing burden of

NCDs along with a continued relevance for infectious diseases & reproductive, maternal, new-

born, child and adolescent health (RMNCAH). Therefore, respondents expressed the need for

monitoring of intervention coverage and health outcome indicators relevant for both NCDs

and infectious diseases which could be compared across 47 counties.

“For outputs, I would look at things like per capita utilization and still go for the traditional
indicators like the RMNCAH indicators for comparability across the 47 counties.” (MoH offi-
cial 2, FGD 3)

“Looking at the health indicators by using our local health indicators, we should be thinking
about NCDs. But we are still talking about infectious disease indicators which don’t work for
some counties. . .Let’s develop tools that don’t just look at the conventional health indicators
that are meant for the poor because different counties have different issues.” (County Official
1, Joint Forum)

In addition to indicators of intervention coverage and health outcomes, participants

highlighted the relevance of including quality of care provided at the healthcare facilities as an

important dimension for assessing the health system efficiency.

“I think we don’t just want to talk about numbers for example the proportion delivered. We
want to talk of quality. If you look at the constitution, it talks about the right to the highest
standard of health. So, when we talk of outcomes, we must consider quality.” (MoH official 2,

FGD 3)

“We need not just to talk about the numbers, we also need to take into consideration the qual-
ity of care that is offered” (County Official 1, FGD 2)
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Factors affecting county health system efficiency

Public finance management. Workshop participants identified several aspects of public

finance management (PFM) in the health sector as influencing the efficiency of county health

systems. One of this was delays in disbursement of funds from the national level to the county

level, and from the county level to the facility level. The smooth flow of funds without unneces-

sary delays in disbursements resulted in more efficient county health systems.

“I will give an example of UHC pilot. Money was received by counties by 20th December
[2018] and three to four months down the line, money was still not at facility level and these
are facilities that are not collecting user fees. So, you can imagine their operations.” (MoH
Official 4, FGD 2)

A second aspect of PFM that influenced efficiency of county health systems was financial

autonomy of health facilities. Participants reported that the practice in most counties, in which

health facility revenues (user fee collections, National Hospital Insurance Fund reimburse-

ments, and budget allocations by the national and county governments) are redirected to a

central county account (the county revenue fund) removed the financial autonomy of public

health facilities and negatively affected their operations.

“Is there facility autonomy? Because if the money is meant for health services but not all of it
is going to health care, that brings about inefficiency. Would it be better to have policies that
will devolve those resources further, so that at the county level, if this money is allocated to
hospital A or a dispensary B or a certain community unit you cannot divert it to another
cause” (MoH official 6, FGD 1)

“We have a challenge in most of the counties whereby the financial collection from facilities
are all directed to the County Revenue fund (including the FIF). And when facilities need
money it is a bottle neck to the funds being available down at the facilities.” (County official

7, FGD 2)

Human resources for health. Participants also identified human resource management

as a factor that influenced the efficiency of county health systems. For example, participants

felt that the efficiency of county health systems was affected by high workload and inadequate

number of healthcare staff employed by the counties.

“And then also if you are talking of the county efficiency, most likely we are going to the
county department of health and looking at how many health workers we have, maybe by
cadre, whichever cadre, cross cutting.” (MoH Official 2, FGD 3)

“You may find some health centres have only one nurse working, therefore though they are
doing data keeping, sometimes they scribble today, tomorrow they don’t. So, for you to know
the exact number of children they have immunized, you may not be able to get an exact figure.
They try as much as possible but sometimes they are understaffed.” (County official 2, FGD 3)

In addition to numbers they also highlighted the importance of having the right skill mix of

healthcare staff in the county health systems. There was maldistribution of healthcare staff,

especially medical specialists, across the counties. This was due to absence of any joint formal

recruitment strategy and lack of cooperation for sharing healthcare staff between counties.

Participants suggested a coordinated sector wide collaboration and sharing of resources for an

improved health system efficiency.
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“I am told of a county that does not have medical officers but has specialists. They deploy spe-
cialists to health centres because they do not have medical officers and they have more than
enough patients. . .. How can we as counties optimize the human resources that we have? For
example, county A can have five-ten surgeons in one sub-county hospital whereas County B
has none. Those are system inefficiencies.” (CoG representative, Joint Forum)

“We were told that a certain surgeon works in three Counties. If he can work and see all these
patients, why can’t the three Counties pay that one surgeon? Maybe there aren’t many surgical
cases in one county. If we can talk as a sector, we would achieve more efficiency.” (MoH Offi-
cial 3, FGD 2)

“I think moving forward, sharing of resources among the counties is going to be important
because there are some places where there is oversupply of some human resources, yet it is dif-
ficult to find a smooth mechanism where those resources can be shared with other counties
that may not have. And if we were to find a way of sharing staff, especially as you go up with
more specialized resources, it may improve efficiency.” (Researcher 1, FGD 1)

Participants reported that challenges in the way counties manage their healthcare staff had

resulted in reduced staff motivation which in turn negatively affected the efficiency of county

health systems. These challenges included delays in payment of salaries, inadequate structures

for staff promotions and transfers, and poor resourcing of health facilities. For example, coun-

ties had experienced frequent healthcare staff strikes that disrupted health service delivery.

Further, the level of absenteeism of healthcare staff was reported to be high. Moreover, there

are also governance issues where the officials do not consider healthcare staff as a priority,

resulting in delayed payment of salaries.

“There was a service delivery survey by World Bank, and one of the major things highlighted
was that, we may have ‘human resource’ but the level of absenteeism was quite high in some
counties.” (MoH Official 2, Joint Forum)

“Governors do not pay their staff on time for no apparent reason, yet they have already received
the resources from the national government. They think that staff in healthcare are not a prior-
ity and we have seen a lot of industrial unrest in the sector.” (MoH Official 3, FGD 2)

Participants also reported that inadequate accountability mechanisms for especially perma-

nent & pensionable healthcare staff contributed to health system inefficiency. One source of

poor accountability was the absence of an effective staff performance appraisal system.

Another was that healthcare staff in the public sector had permanent employment contracts.

“And in terms of even the outcomes or outputs expected, most of our facilities stopped the
appraisal system. You know the government before used to enforce appraisal for all staff, now
it’s done if the county feels like.” (County official 1, FGD 2)

“One source of inefficiency is the way health workers are managed. Health workers are not
held accountable because they have permanent and pensionable employment terms. You will
find a surgeon who decides he will work for one day in a month. Another one will decide that
they are not going to work for the next 3 months and yet nothing can be done to them because
they have permanent and pensionable terms” (MoH Official 3, FGD 2)

Political interests and interference. Participants noted that political interests influenced

the efficiency of county health systems by influencing the allocation of health budgets.
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Specifically, the local politicians preferred allocating health budgets to tangible capital assets

and infrastructure over other forms of intangible investments such as health commodities or

health workers. This was because capital assets and infrastructure were more visible and gained

the politicians political mileage.

“What matters to most politicians is things that can be seen. . . a boat, a big building, infra-
structure, health facilities everywhere, even when you really don’t need them. . .that is why we
have so many white elephants around, because people have put things which are not neces-
sary. Politicians seem to win the day when it comes to health. . ..” (County official 1, FGD 2)

“Political interference affects efficiency. . .as a county health manager, you cannot make deci-
sions out of your own experience or your position because you have to be in favor of a certain
political leader” (County official 5, FGD 1)

Participants reported that politicians at both the national and county level used their power

to interfere with and influence the allocation of county resources in ways that were not opti-

mal. This resulted in discouraging people from taking up the post of health manager leading to

further health system inefficiencies.

“Political interference by both national and county politicians results in the allocation of
resource based on political interests rather than population health needs. An example I can
give is the medical equipment service (MES) program where counties are required to spend a
specified amount of their development budget to lease medical equipment. We [counties] are
spending a big part of our budget on this program. This program was decided and introduced
by politicians at the national level without regard of the priorities of individual counties”
(County official 5, FGD 1)

“In [county x] we built a 150-bed hospital at a cost of KES 140 million. Compare that with the
KES 200 million we are required to pay annually for the lease of the medical equipment pro-
gram. This is what happens when allocation decisions are influenced by politicians rather
than technical staff” (County official 7, FGD 2)

“Nobody wants to be a health manager in the health sector because of political influence.
Everybody is scared because every time you get a lot of interference from politicians. This has
negatively affected the motivation of health facility managers. You will find local politicians
demanding that certain patients are prioritized over others. Local politicians also interfere
with staff recruitment in facilities and you end up with staff that you either do not need or do
not have the skills to do the job” (County Official 1, Joint Forum)

Corruption. It was reported that corruption was one of the factors that influenced the effi-

ciency of county health systems. Among others, corruption influenced procurement decisions

resulting in counties spending more resources than necessary to purchase healthcare com-

modities, leading to inefficiency.

“There is one aspect which is corruption, you may find certain drugs are purchased from out-
side while another one purchases locally which ends up being more expensive. If you ask why
they are purchasing locally you may not get a clear answer. So that is one of the inefficiencies”
(County Official 3, FGD 3)

Management capacity. The management capacity of health facility managers was consid-

ered to influence the efficiency of county health systems. Respondents felt that the practice by
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counties where health workers with clinical backgrounds, but no management training were

appointed to management positions, compromised the management of public health facilities.

“Another source of inefficiency is poor management of health facilities. It is often assumed
that the fact that you are a good doctor means you will be a good manager. The fact that you
are good surgeon, you know how to cut [operate] it is decided that you are going to be the
manager.” (County Official 1, Joint Forum)

“Across our health facilities we have managers that do not have a background in management
or administration. You will find that individuals with clinical backgrounds and no manage-
ment training are picked to oversee health facilities. Clinical officers are picked to manage
health centres and medical doctors are picked to manage hospitals. The individuals have no
training in financial management or administration and yet you expect them to run health
facilities efficiently?” (County official 7, FGD 2)

Coordination of actors. Participants identified inadequate coordination among various

health system actors as a source of county inefficiency. They reported that poor coordination

between the national ministry of health, and the county departments of health, and between

the county departments of health and development partners (donors) led to duplication of

efforts.

“The national and county government, as well as development partners [donors] are not coor-
dinated in their activities. You will find that two development partners, as well as government
are doing the same thing resulting in duplicative allocation of resources. Everyone is doing
their own thing and we are so fragmented rather than work in a coordinated way to ensure
efficient use of the little resources we have.” (MoH Official 3, FGD 2)

“At times we [county governments] don’t even know what activities the national ministry of
health is doing. We are not aware. It is that bad. You will also find instances where the county
governor is not aware of what some development partners are doing in his county. We need to
coordinate and work together so that we get to know where and how resources are allocated”
(County official 6, FGD 2)

Discussion

This study explored healthcare stakeholder perceptions and understanding of the efficiency of

county health systems in Kenya. It also examined their views about what factors influence the

efficiency of county health systems. While the healthcare stakeholders’ understanding of what

an efficient health system is aligned with the generally accepted definition of technical effi-

ciency–maximizing health system outputs or outcomes for a given budget-, they recognized

the need for efficient health systems to be aligned to population health needs. This resonates

with the view that responsiveness to population health needs is one of the key health system

goals alongside efficiency, equitable access, financial risk protection and quality [10].

In considering the inputs to be considered in the analysis of health system efficiency, stake-

holders highlighted the need to consider both hard and soft inputs. Hard inputs include tangi-

ble health system building blocks while soft inputs include less tangible aspects of health

systems such as managerial processes, policies and stakeholder relationships. This aligns with

the conceptualization of health systems as comprised of both hard and soft elements which is

based on the recognition that software aspects of health systems influence their functioning

[27, 28]. Software aspects of health systems are, however, rarely included as inputs in the
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efficiency analysis of health systems. A review of literature on the efficiency of health systems

at the national and sub-national level found that no software aspects of health systems were

included as inputs [29]. This is perhaps because it is difficult to capture intangible health sys-

tems factors as quantitative variables that can be measured and incorporated in analysis.

Healthcare stakeholders also highlighted the need for health system outputs to be aligned

with the changing patterns of disease epidemiology in Kenya. Specifically, they observed that

while the country’s health system has typically been assessed using measures of intervention

coverage and outcomes for communicable disease and reproductive, maternal, neonatal, and

child health indicators, there was a need to broaden these indicators to include indicators for

non-communicable diseases given that NCDs were emerging as a major source of disease bur-

den in the country. Indeed NCDs now account for 50% of inpatient admission, and 50% of

hospital inpatient deaths in Kenya [30]. Stakeholders also indicted the need to consider quality

of care as an output of the health system.

Healthcare stakeholders identified several factors they felt influence the efficiency of county

health systems in Kenya. First, several aspects of public finance management (PFM) we

thought to influence the efficiency of county health systems. These included delays in disburse-

ments of funds from the national government to county governments, and from county gov-

ernments to healthcare facilities funds. Funding delays affect efficiency by compromising the

planning because of the unpredictability of resource availability [31, 32]. Previous studies have

documented delays with funding disbursement to counties and health facilities in the Kenyan

health system as a challenge [2, 33]. Further studies should examine the reasons for these

delays. The fact that public health facilities lacked both financial and procurement autonomy

was also identified as a likely source of county health system inefficiency. Reduced autonomy

compromised facility managers agency to respond and address emergent issues in the opera-

tions of public healthcare facilities and compromised service delivery. Financial autonomy has

been identified as one of the PFM factors that impacts the functioning of health facilities in

Kenya [34], and the efficiency of health systems in Tanzania and Zambia by imposing budget

rigidities that impair health managers’ agency to respond to health needs [35]. There is need

for follow up studies to unpack other aspects PFM and their influence on county health system

efficiency in Kenya.

Second, the number, distribution, motivation, and accountability of human resources for

health was thought to influence the efficiency of county health systems. While overall deficien-

cies in the numbers of healthcare staff have been well documented in Kenya [36], healthcare

stakeholders observed that the maldistribution of healthcare staff, such that some counties had

more medical specialists than they needed while others had fewer (or none), affected county

health system efficiency. The unequal distribution of healthcare staff across regions was shown

to contribute to inadequate health system performance in Ghana [37]. Healthcare staff motiva-

tion was also identified as a factor that contributes to the inefficiency of county health systems.

In Kenya, low staff motivation occasioned by complaints about poor remuneration, inade-

quate resourcing of the health system, and inadequate capacity of counties to manage the

human resource function has manifested in the form of frequent and prolonged health worker

strikes [38] and high absenteeism of health workers [39]. Healthcare stakeholders also

highlighted poor accountability occasioned by an ineffective performance management and

appraisal system as a potential source of inefficiency. Holding healthcare staff answerable for

processes and outcome has been identified as a key dimension of human resource for health

governance [40]. Inadequate accountability has, for instance, been shown to contribute to

healthcare staff absenteeism [41].

Third, political interests were identified as one of the factors influencing the efficiency of

county health system by influencing the allocation of resources. Political actors had a
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preference for infrastructure investments that were visible since these would gain them politi-

cal mileage. Political actors hence preferred allocating health budgets to capital assets such as

ambulances and medical equipment and building health facilities over other forms of invest-

ments such as health commodities or health workers. Political interests have been shown to

influence healthcare priority setting, including for commodities and human resources for

health in Kenya [42–45] and other settings given that resource allocation is a political process

[46].

Fourth, healthcare stakeholders identified corruption as one of the factors that influenced

the efficiency of county health systems. Corruption, and especially procurement corruption,

led to resource wastage. Corruption has been identified as one of the major causes of resource

wastage in health systems [47, 48]. For instance, a study in Kenya reported that resource misal-

location and theft compromised HIV service delivery [49] while stakeholders in Nigeria identi-

fied various forms of corruption, including procurement-related, informal payments, health

financing, and employment-related corruption as compromising the performance of the Nige-

rian health system [50].

Fifth, inadequate management capacity of health facility managers was thought to affect the

efficiency of county health systems. Respondents felt that the practice by counties in which

health workers with clinical backgrounds, but no management training were appointed to

management positions compromised the management of public health facilities. Management

capacity practices has been shown to influence health system performance [51]. For instance, a

study in Italy found that managerial competencies are positively associated to organizational

performance in the health sector [52]. District and health facility level management has also

been shown to be associated with improved health system performance in Ethiopia [53].

Sixth healthcare stakeholders identified the poor coordination between the national MOH,

and the county departments of health, and between both national and county departments of

health and development partners (donors) led to duplication of efforts and waste of resources.

It has been shown that donors influence health sector policies and implementation in low and

middle income countries [54]. For instance, fragmented donor approaches was shown to

undermine the effectiveness of donor support in Zambia and compromise the implementation

of the heath sector strategies [55, 56]. Likewise, the uncoordinated donor support and activities

was identified as one of the key sources of inefficiency of the Democratic Republic of Congo

health system [57]. In Ghana, poor coordination across ministry of health agencies was shown

to result in duplication and reduced clarity or roles, which in turn resulted in inefficiency [58].

Finally, this work highlights the potential contribution of qualitative research in assessing

the efficiency of health systems. Efficiency analysis in healthcare is dominated by quantitative

analysis using frontier approaches (data envelopment analysis and stochastic frontier analysis)

[59]. A literature review carried out by Mbau et al (2021) found that only 3% and 2% of studies

that assessed the efficiency of national or sub-national health systems used qualitative or

mixed methods approaches, respectively. The use of qualitative approaches to solicit stake-

holder views augments these considerations and potentially improves the validity of the

selection.

The study has several limitations. First, the study used only one data collection approach

(stakeholder discussions). Using multiple data collection methods would have improved the

rigor of study by facilitating the triangulation of the data. Second, the focus group discussions

that formed the basis for data collection comprised of participants of varied positional senior-

ity. It is likely that junior participants felt constrained from airing their views freely in the pres-

ence of their superiors. Lastly, while this is a qualitative study that does not require formal

sample size calculation and does not aim for statistical significance, the number and diversity

of study participants from each county is small (1–2 per county) limiting the richness of
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potential views from each county. These limitations notwithstanding, a strength of the study is

the use of thick description of the study context with rich data excerpts that might help in the

transferability of study findings into similar care contexts.

Conclusion

This study reported views of health system stakeholders in Kenya on the efficiency of county

health systems. Stakeholders not only shared their understanding of health system efficiency,

but also identified factors that they considered to influence the efficiency of county health sys-

tems. A key highlight of the findings is the fact that the factors identified included both hard-

ware and software aspects of the system. These include public finance management, human

resources for health, political interests, corruption, management capacity, and poor coordina-

tion. The implication of these findings is that for the analysis of health system efficiency in

Kenya and other settings to be comprehensive, it will need to examine both hardware factors

that are easily quantified and software factors that are harder to quantify and incorporate in

standard quantitative approaches to efficiency analysis. This means that comprehensive effi-

ciency analysis will need to employ mixed methods that include both quantitative and qualita-

tive approaches. The findings also demonstrate the value of engaging health sector

stakeholders to solicit their views to as part of health system analysis such as efficiency analysis.

For policy makers, the study findings suggest that the efficiency of county health systems could

be enhanced by improving the timeliness of financial flows to counties and health facilities,

giving health facilities financial autonomy, improving the number, skill mix, and motivation

of healthcare staff, managing political interests, enhancing anticorruption strategies, strength-

ening management capacity and coordination in the health sector.
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