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Introduction 
The Maternal and Newborn Improvement (MANI) project has been supporting Bungoma County since 
2015 to strengthen health service provision, with specific attention to maternal and newborn health 
services. This support addresses all six WHO health system building blocks, including health 
financing and health governance and leadership.1 Interventions under these building blocks have 
included the development of Bungoma County’s first Public Expenditure Review as well as technical 
assistance with annual performance reviews (APRs) and annual workplans (AWPs). This is the third 
consecutive year that technical support has been availed to the county for the APR and AWP.  

The objective of this case study is to assess the development and implementation of APRs and AWPs 
in Bungoma county and identify lessons for improving planning and budgeting within Bungoma 
County and other counties. Specific objectives include: 

• Identify what has worked and what has not worked with the development and implementation 
of AWPs  

• Identify opportunities, challenges and emerging issues in the development and 
implementation of AWPs at county and sub-county levels  

• Identify lessons for improving planning and budgeting performance 
• Document experiences and lessons learnt for internal and external dissemination 
• Apply lessons to planning and budgeting processes  

 
The case study will be revisited at a future date to verify if lessons have been applied and 
improvements made to the planning and budgeting processes in Bungoma County. 
 

Methodology 
The study deployed a qualitative case study approach, drawing on primary and secondary data 
sources. Secondary data included county-generated APRs and AWPs as well as other relevant 
contextual and background documentation.  The case study focused on the APR for 2015/16 and the 
AWP for 2017/18, both of which were developed over the period March - July 2017, however 
stakeholders made reference to previous reviews and plans in their feedback.  

Primary data was collected from key information interviews, these included: 

• The Senior Leadership of the Department of Health – The County Executive Committee 
Member, Chief Officer and County Health Director 

• The County Health Management Team (CHMT) 
• The Sub-County Health Management Teams (SCHMTs) 
• MANI technical advisors and consultants  
• Partners who have participated in the development and implementation of APRs and AWPs 

 
Key informants from SCHMTs were selected from four of the ten sub-counties of Bungoma, two in 
which the MANI project operates (Tongaren and Sirisia) and two sub-counties where other partners 
provide support (Kimilili and Cheptais). Interviews were conducted in July 2017 and included a total of 
six interviews comprising 22 respondents. Key themes explored considered what worked well; what 
worked less well; capacity; performance; and ways to improve the process.  

Findings 
Worked well 

All stakeholders noted improvements in the APR and AWP process over time, since the 
support of the MANI project. One respondent noted that ‘the document exists’-- the fact that the 
AWP was produced, in his view, was an accomplishment in itself. The AWP was prepared in advance 
of July, the start of the new fiscal year.2 Financial support from partners was availed to facilitate 
development of the APR and AWP. While no financial resources were forthcoming from the county, 
the DoH did avail staff and time. This included some CHMT members, including the finance manager 

                                                            
1 World Health Organisation, 2007. Everybody’s Business: strengthening health systems to improve health outcomes (WHO’s Framework 
for Action), WHO, Geneva. 
2 The Government of Kenya is on a July to June fiscal year. 
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and health economist, all SCHMT heads, and community health representation in some sub-counties, 
through the presence Community Health Extensions Workers (CHEWs). In these sub-counties, the 
CHEWs worked with community units (CUs) to develop AWPs, which were consolidated with those of 
the health facilities (however due to time constraints, these were not adequately reflected in the 
AWP). While the hospital boards were not involved, they were at least informed of the process. The 
county executive members were present, albeit briefly, at the final APR and AWP consolidation 
session. As reflected, ‘senior people attended the Kisumu meeting and listened.’ (Partner 
stakeholder) 

There was a broad range of external participation, more so than in previous years. In total, there 
are 23 health partners in Bungoma County, including non-governmental, community and faith-based 
organisations; of these, the activities and budgets of six partners are reflected in the AWP.3 Whereas 
in previous years some partners had provided this information, the AWP only reflected multi- and 
bilateral partner contributions. The inclusion of partner activities in the current AWP was viewed 
positively by those consulted as it reduces potential duplication and improves transparency.    

Technical assistance, provided through MANI, was considered essential to the process. As one 
partner respondent noted, the MANI consultant is highly skilled and ‘assisted the teams with all of the 
steps.’ The same consultant had worked with the teams over consecutive APRs and AWPs providing 
continuity and ‘familiar’ support. 
 
Did not work well 

While there was broad participation in the APR and AWP, this was not considered optimal by 
all respondents. For example, there was lack of involvement of CHMT programme managers 
(laboratory, nutrition, EPI, community health, human resources, TB and the County AIDS Coordinator 
(CASCO) were mentioned). As these critical functions were not represented in the review and 
planning meetings, it was difficult to reflect their inputs in the APR and AWP. At sub-county level, four 
positions were viewed as spearheading the process: the sub-County Medical Officers for Health 
(often referred to as the ‘MOH’), the Public Health Nurse, the Public Health Officer and the Health 
Records Information Officer (HIRO). There was no representation of the faith-based and private 
sectors, despite these sectors comprising 34% of all service delivery points, including four of the 14 
hospitals, found in the county.  

There was limited ‘advanced’ preparation for the APR and AWP meetings. Rather, participants 
came to the meetings without all the necessary information (this is the main reason that functions not 
present were difficult to reflect in the documents). As one partner noted, ‘you can't go to a meeting to 
consolidate without the information.’ The lack of preparation was viewed as symptomatic of poor 
internal communication, with some CHMT members refusing to collaborate as they had been left out 
of the meetings.  

The budget for the APR and AWP were considered inadequate for optimal participation but 
expensive to partners, who bankrolled meetings and workshops. In total, eight partners4  
supported the AWP and ARP at a total cost of KES 3,932,000 (USD 37,459). Some partners were left 
in a difficult position justifying with their head offices ‘value for money’ of the process.  Of the partners 
which financially contributed, all except one attended final consolidation meeting.  

‘Poor communications, unclear process, poor value for money.’ (Partner respondent)  

Concerns with data, in terms of its availability and quality were raised by several respondents, 
particularly for the APR. Given the compressed time for the review, which is supposed to occur 
earlier in the GoK planning cycle and not as part of the AWP, it was felt that there was not enough 
time for ‘sense-checking’ the data or for quality assurance. In addition, some CHMT members 
highlighted that some of the indicators have no tool for their collection, meaning that there is not a 
defined or consistent way to reflect performance. This was particularly noteworthy of the community-
based and behavioural indicators, such as those related to WASH and infant and young child feeding 
(IYCF). 

                                                            
3 MANI, APHIAplus, AMPATHplus, Tupime Kaunti, DSW and World Bank. 
4 These included AMPATH, MANI, Save the Children, APHIAplus, Ipas, Tupime Kaunti, DSW, and Marie Stopes Kenya. 
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Capacity 
Respondents noted a range of limitations and capacity issues that impeded the APR and AWP 
process. This ranged from inadequate time to disseminate the review and planning tools, which 
impeded hospital management boards, health facilities and CUs from feeding into the process. As a 
result, the process was described by many respondents as ‘top down.’ 

‘The process is supposed to be bottom up but is top down. Health facilities for example have no idea 
what their budgets are nor do the health facility management committees and hospital management 

boards.’ (Partner respondent) 

Competing tasks were also cited as a limitation, with one county respondent noting that there 
was ‘need to have the activity in the calendar’. While the GoK has a predictable planning cycle 
and calendar (Figure 1)5, this is not adequately prioritised or reflected in county planning. It was 
indicated that reliance on partners to bankroll the process limits the ability of the DoH to adhere to the 
planning cycle. SCHMT members also noted that staff transfers affect health facility participation as 
there is need to sensitize new staff. This, in their opinion, leads to fragmentation, and lack of 
institutional knowledge.  

 
Figure 1: Planning, review and budget cycle 

 
 

Several respondents noted the lack of capacity development to effectively contribute to the 
ARP and AWP. As indicated, the quality and impact of training in general (i.e. not specific to the ARP 
and AWP) is minimal as it is vested in select individuals. As reported, ‘there is concentration of posts 
in few people so they can skim the opportunities’. (SCHMT respondent). Learning is not fed back to 
others through continuous medical education (CME). Training is mainly funded by partners, as county 
budget earmarked for training is later ‘reprogrammed’. (SCHMT respondent)  

There was confusion over the tool which led to challenges with consolidation. The teams were 
oriented on the tool from the previous year by the MANI consultant but this tool was subsequently 

                                                            
5 Ministry of Health, n.d. Overall sector direction and overview of planning, budgeting cycle: Transforming Health, Accelerating 
attainment of Universal Health Coverage, Power point presentation.  
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replaced by the national Ministry of Health. This created confusion and misalignment at the different 
planning levels.   

The AWP is not being used to guide service delivery and programmes. There was broad 
consensus that this is not happening as it is not being enforced by the top leadership. There were 
also challenges with the authority of those participating to contribute and effectively represent the 
interests of their sub-county, team or programme. 

‘We can plan, but we shelve what we plan.’ (CHMT respondent) 

‘There should be ownership of the results at the SCHMT level, send representatives who can 
communicate this to the CHMT level.’ (Partner respondent) 

There is need for role delineation as it is unclear who owns the APR and AWP. There was a 
view expressed amongst partners that the HRIOs, at county and sub-county level, were ‘over-
delegated’ in the APR and AWP process. Partner and SCHMT respondents viewed responsibility as 
resting with the County Executive, however, when probed, this was not confirmed by County 
Executive members, who gave differing responses to ‘who was in charge’, and ultimately responsible, 
for the APR and AWP. There was also the view that the relevant people are not included,  

‘The accountants are in control and reallocate what the programme people have prioritized’. (CHMT 
respondent) 

‘There is confusion over who is responsible for the AWP…some think the Health Economist while 
others think the County HIRO’. (Partner respondent) 

 

Performance 
The APR, despite some data limitations, reveals 
uneven performance across a range of service areas 
and indicators. Table 1 provides a sample of indicators; 
while aggregated, sub-county performance indicators 
suggest greater variability in health services. As one 
SCHMT member noted, ‘with devolution, performance is 
down’. This was attributed to a sense of apathy as [the 
SCHMT] ‘can't do anything’ - the teams depend on 
partners, ‘when, what and where’, which may not always 
align to SCHMT priorities or plans (SCHMT respondent). 
A partner, in turn, reflected that the county has not 
defined priority areas, and say ‘yes’ to whatever partners 
bring.  

‘There are many partners with many activities, 
they are answerable to donors, not the county. 
The county is not driving evidence-based 
programming, partner activities are not 
questioned.’ (Partner respondent)  

There is misalignment of CHMT and SCHMT priorities with control vested at the County. As 
lamented, ‘the CHMT has failed us, we don't know what they do, they are politically appointed’6 
(SCHMT respondent). Others suggested that some of the top managers do not understand health. 
Partners also concurred with SCHMTs; as they noted, finance is centrally managed by the county so 
SCHMTs cannot make decisions, which means, effectively, they cannot implement the AWP for their 
sub-county.  

 

‘There is no sustainability, the county does not take this seriously as a tool to improve service delivery 
as they have competing activities.’ (Partner respondent) 

                                                            
6 More accurately, the only officer that is politically appointed is the CECM. The Director, Chief Officer and entire CHMT is appointed by the CPSB 
however, there is the perception that this is done based on cronyism and not necessarily merit. 

Table 1: APR performance trends 

Indicator Performance 
(2014/15) 

Performance 
(2015/16) 

1st ANC 81% 78% 

4th ANC 36% 47% 

Measles 90% 81% 

Unimmunised 16% 23% 

Deliveries 
conducted by 
skilled attendant 

56% 60% 

Family planning 
uptake 

62,337 60,325 
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There was broad consensus that only activities funded by partners were done. County and sub-
county teams therefore ‘copy-paste’ from one year to the next S/CHMT activities as these are not 
initiated and/or completed. Previously hospitals could retain and programme user fees as part of their 
authority to incur expenditure (AIE) while health centres and dispensaries had the Health Sector 
Services Fund (HSSF).7 This is no longer the case; SCHMT respondents noted that funding is now 
irregular with the county deciding how it is used, a phenomenon referred to as ‘recentralisation within 
decentralisation’ by other commentators.8  

 
‘The challenges remain the same year-on-year. SCHMTs focus on partner areas of interest only, 

which can be very vertical.’ (CHMT respondent) 

‘Partners do not look at the AWP, they present their own workplans, it is a coincidence if they have 
the same activities.’ (SCHMT respondent) 

 

Ways to improve the process 
Follow the APR and AWP timeline as indicated in the GoK planning cycle. Partners noted that 
the AWP is done after the budget is announced, meaning that there is no means of influencing the 
budget allocation. Furthermore, while the AWP is supposed to be upload by the 30th June into the 
DHIS, it was not at the time of the consultation, nor had CHMT and SCHMT members reviewed the 
final versions of the APR and AWP documents.  

There should be adequate time to reflect on performance in the APR. This requires separation of 
the APR from the AWP. The APR process should allow for critical, ‘root cause analysis of 
performance’ (CHMT respondent). This should be bottom up and include public participation, as 
outlined in the GoK planning cycle (refer to Figure 1). 

 
‘The review is done late and in a hurry. There is no time to analyse.’ (Partner respondent) 

‘There is a lack of reflection on the APR, no investigation or identification of solutions to poor 
performance.’ (Partner respondent) 

Reduce the cost of the APR and AWP as well as reliance upon health partners for financing. 
Partners expressed scepticism about the length of time taken to do target setting (one week). Others 
also noted that a consolidation workshop, again one week, in another county (Kisumu) is very 
expensive, and reinforces reliance on partners, which affects ownership and sustainability.  

 
‘We cannot sustain the APR and AWP without MANI…the health system is riding on partner support.’ 

(SCHMT respondent) 

The APR and AWP should be technically informed by health managers and programme 
specialists; it should be bottom up, starting at the health facility under the leadership of the in-
charge. The role of the HIROs should be to facilitate the availability of data (not present the data), the 
role of the accountant and health economist should be to guide on financial matters. Roles should be 
clearly delineated in job frameworks, including ultimate responsibility for the APR and AWP. 

‘Develop space for more evidence-based decision making. Activities should be well planned, 
‘not shoddy’’. (Partner respondent) 

‘[We are] always late, which forces the need for a top down approach…you are told you get 
this amount so pick your activities, this compromises quality.’ (CHMT respondent) 

 
Streamline the APR and AWP process  
Suggestions included: 

• Ensure a ‘harmonised’ template is being followed at all planning levels 
• Establish clear channels of communication and designate a focal point at county level, such 

as the Liaison Officer 
                                                            
7 The HSSF is used to reimburse health centres and dispensaries for foregone user fees.  
8 Barasa EW, Manyara AM, Molyneux S, Tsofa B (2017) Recentralization within decentralization: County hospital autonomy under devolution in 
Kenya. PLoS ONE 12(8): e0182440. https://doi.org/10.1371/journal.pone.0182440 
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• Implement a leaner and more meaningful approach to planning  
• Streamline feedback - while teams work off soft copy, feedback comes in hard copy, making 

the process of consolidation onerous  
• Integrate procurement planning with the AWP process throughout   
• Include the private and faith-based sectors 
• Build in contingency plans (Box 1) 

 
Performance reviews should be more frequent so 
that CHMT and SCHMTs ‘not scrambling at the 
end’ to remember what was implemented. While it 
was acknowledged that CHMT and SCHMT meetings 
do occur, these are more administrative in focus. One 
SCHMT suggested the need for a circular enforcing 
activity reports and budget utilisation, and that this be 
reviewed on a quarterly basis. It was also suggested 
that there is need for proper handover when staff are 
transferred, a frequent occurrence in the county. 
There was a further suggestion that performance be 
linked with individual appraisals as currently there is 
‘no skin in the game’. (CHMT member) 
 
‘As there is no review process, we do not know where 

to focus to improve.’ (CHMT respondent) 
‘We are working in the dark.’ (SCHMT respondent) 

 
The power and resources to implement the AWP need to be vested in the SCHMTs. There is 
strong consensus amongst Bungoma stakeholders that the funds need to devolve to the SCHMTs 
and they be held accountable for their use. This would include the AIE. As noted in Barasa et al 
(2017), ‘county governments should exercise the rights given by the public finance management act 
of Kenya, develop, and implement by laws that provide for sub-county units such as hospitals to have 
residual rights over the revenues that they generate.’9 Partners further recommended investing in 
supportive supervision at health facility level to ensure implementation of the AWP. 
 

Conclusion 
Within Kenya, decentralization has been promoted to improve health sector performance through, 
inter alia, greater responsiveness and local accountability of health services. However, this case study 
shows mixed views of decentralization in the context of Bungoma County as pertains to the APR and 
AWP. These processes have a critical function in the performance of service delivery and ultimately 
population health, as well as the morale of those at the service delivery front line. It is hoped that 
insights from this case study can be used to improve health planning, review and budgeting 
processes in Bungoma County. The MANI project intends to continue to support these functions and 
monitor satisfaction and progress with the APR and AWP in a subsequent case study. 

 

 

 

For further information on this case study or the MANI project, please contact the MANI Team Leader, 
Nicole Sijenyi Fulton, n.fulton@manikenya.com The MANI project is a component of the Maternal and 
Newborn Health Programme of the UK Department for International Development in Kenya.   

 

                                                            
9 Barasa EW, Manyara AM, Molyneux S, Tsofa B (2017) Recentralization within decentralization: County hospital autonomy under devolution in 
Kenya. PLoS ONE 12(8): e0182440. https://doi.org/10.1371/journal.pone.0182440, page 16. 

Box 1. Contingency planning 

Contingency planning is not part of the AWP. At 
the time of data collection, a nurse’s strike was 
taking place in the public sector, crippling 
services. Before this, there was a doctor’s strike in 
the public sector which lasted over three months 
(100 days). In either event, no contingency plans 
were activated, despite the availability of free 
maternity services through the Linda Mama 
programme in the private and faith-based sectors, 
which is currently underway. This is reflective of 
limited engagement of the faith-based and private-
for-profit sectors in the county. As a result, 
programmes such as MANI were left to figure out 
where women should go for delivery in the 
absence of a functioning public-sector maternity 
service.  

mailto:n.fulton@manikenya.com
https://doi.org/10.1371/journal.pone.0182440
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