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ABSTRACT
The financing of public health facilities influences 
their performance. A key feature that defines health 
facility financing is the degree of financial autonomy. 
Understanding the factors that influence public health 
facility financial autonomy is pertinent to developing 
strategies to addressing challenges that arise from 
constrained autonomy. In this paper, we apply a 
complexity lens to draw on a body of research that we 
have conducted in Kenya over the past decade, from the 
onset of devolution reforms, to unpack the determinants 
of public health facility financial autonomy in a context 
of decentralisation and provide suggestions for pertinent 
considerations when designing interventions to address 
financial autonomy challenges. We find that the factors 
that affect public health facility autonomy are not only 
structural, but also procedural, and political and interact 
in complex ways. These factors include; the public finance 
management (PFM) laws, sense- making by actors in the 
health system, political interests in control over resources, 
subnational level PFM capacity, PFM implementation 
bottlenecks and broader operational autonomy. Drawing 
from this analysis, we recommend that efforts at resolving 
public health facility financial autonomy include: PFM 
capacity development for subnational levels of government 
in decentralised settings, the use of a political lens that 
recognises interests and seeks to align incentives in 
engagement and solution finding for health facility financial 
autonomy, the audit of PFM processes to establish and 
resolve implementation bottlenecks that impinge on public 
health facility autonomy, and the resolution of operational 
autonomy to as a facilitator of financial autonomy.

INTRODUCTION
The financing of public health facilities influ-
ences their performance, and ultimately, 
broader health system performance. A key 
feature that defines health facility financing is 
the degree of financial autonomy.1 Financial 
autonomy refers to the level of control and 
influence that health facility managers have, 
to mobilise, allocate and spend financial 
resources. Financial autonomy is only but one 
dimension of the broader concept of facility 
autonomy, which encompasses the level of 

control and influence that health facilities 
have over key functions that include health 
facility administration, financial management, 
procurement, human resource management 
and strategic management.1 The granting of 
autonomy to health facilities is a pathway to 
operationalising decentralisation in health 
systems. In the past three decades, several 
low- income and middle- income countries 
(LMICs) have implemented decentralisation 
reforms with the aim of improving the equity, 
efficiency and accountability of govern-
ment service delivery.2 3 Three dimensions 
of decentralisation interact to influence the 
experience and outcomes of decentralisation; 
fiscal, political and administrative.4 Fiscal 
decentralisation refers to the assignment of 
financial management functions including 
budgeting, revenue raising and authority to 

SUMMARY BOX
 ⇒ Health facility financial autonomy is a key aspect of 
health financing, and determines the function and 
performance of public health facilities.

 ⇒ The legal framework and structure of public finance 
management (PFM) systems determines the extent 
of financial autonomy that public facilities have.

 ⇒ Beyond, legal and structural issues, public health fa-
cility financing is influenced by the complex interac-
tions of multiple factors that include sense- making, 
political interests, health facility capacity, PFM bot-
tlenecks and broader operational autonomy.

 ⇒ Subnational levels of government in decentralised 
settings should be supported to develop PFM 
capacity.

 ⇒ A political lens that recognises interests and incen-
tives should be applied in engagement and solution 
finding for health facility financial autonomy.

 ⇒ An audit of PFM processes to establish and resolve 
implementation bottlenecks that impinge on public 
health facility autonomy should be explored.

 ⇒ Efforts at addressing financial autonomy should also 
resolve operational autonomy issues to give mean-
ing to the former.
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spend. Political decentralisation refers to the assignment 
of political responsibilities to subnational levels, while 
administrative decentralisation refers to the transfer 
of administrative functions such as human resource 
management, procurement among others.

While the impact of health financial autonomy has been 
reported as mixed (enhancing health systems goals in 
some instances, and not doing so in other instances) and 
contingent on other factors, there is evidence that it may 
enhance the efficiency of resource allocation and opera-
tions, and responsiveness of public health facilities.5–7 For 
instance, hospital financial autonomy reforms have been 
shown to improve the technical efficiency (where outputs 
are maximised for a given level of resources or vice versa) 
of hospitals in Columbia,8 Uganda9 and Kenya.10 On the 
other hand, lack of financial autonomy can compromise 
health facility functioning in several ways. Inadequate 
autonomy can constrain access to resources, and compro-
mise allocative efficiencies by misaligning priorities and 
reducing the responsiveness of health facilities to local 

health needs. Inadequate autonomy can also intro-
duce operational inefficiencies because of bureaucratic 
delays, poor staff motivation and stock outs of essential 
supplies.11–13 Inadequate autonomy has also been shown 
to weaken health facility leadership, management and 
accountability.1

While decentralisation is often expected to enhance 
financial autonomy at the local levels, evidence has 
shown that this is not always the case.1 14 15 For instance, 
in Kenya decentralisation resulted in a counterintuitive 
recentralisation of autonomy over financial manage-
ment from the public health facility level to the local 
government level.1 Understanding the factors that influ-
ence public health facility financial autonomy is perti-
nent to developing strategies to addressing challenges 
that arise from constrained autonomy. In this paper, we 
draw on a body of research that we have conducted in 
Kenya over the past decade (table 1), from the onset 
of devolution reforms, to unpack the determinants of 
public health facility financial autonomy in a context of 

Table 1 Reviewed literature

Literature

1 Nyawira L, Tsofa B, Musiega A, Munywoki J, Njuguna RG, Hanson K, et al. Management of Human Resources for 
Health: Implications for health systems efficiency in Kenya. BMC Health Serv Res. 2022;16;221 :1046.

2 Musiega A, Tsofa B, Nyawira L, Njuguna RN, Munywoki J, Hanson K, et al. Examining the Influence of the Budget 
Formulation Structures and Processes on the Efficiency of County Health Systems in Kenya. medRxiv. 2022;

3 Musiega A, Tsofa B, Nyawira L, Njuguna RG, Munywoki J, Hanson K, et al. Examining the Influence of the Budget 
Execution Processes on the Efficiency of County Health. medRxiv. 2022;

4 Orangi S, Kairu A, Ondera J, Mbuthia B, Koduah A, Oyugi B, et al. Examining the implementation of the Linda Mama free 
maternity programme in Kenya. Int J Health Plann Manage. 2021;(December 2020):1–20.

5 Kairu A, Orangi S, Mbuthia B, Ondera J, Ravishankar N, Barasa E. Examining health facility financing in Kenya in the 
context of devolution.12;21 (1086):1–13.

6 Nyawira L, Mbau R, Jemutai J, Musiega A, Hanson K, Molyneux S, et al. Examining health sector stakeholder 
perceptions on the efficiency of county health systems in Kenya. PLOS Glob Public Heal (Internet). 2021;1 
(12):e0000077. Available from: http://dx.doi.org/10.1371/journal.pgph.0000077

7 Tsofa B, Musotsi P, Kagwanja N, Waithaka D, Molyneux S, Barasa E, et al. Examining health sector application and utility 
of program- based budgeting: County level experiences in Kenya. Int J Health Plann Manage. 2021;(February):1–12.

8 Kagwanja N, Waithaka D, Nzinga J, Tsofa B, Boga M, Leli H, Mataza C, Gilson L, Molyneux S, Barasa E. Shocks, stress 
and everyday health system resilience: experiences from the Kenyan coast. Health Policy & Planning. 2020 Jun 1;355 
:522–535. doi: 10.1093/heapol/czaa002.

9 Barasa EW, Manyara AM, Molyneux S, Tsofa B. Recentralization within decentralization: County hospital autonomy 
under devolution in Kenya. PLoS One. 2017;12.8

10 Tsofa B, Goodman C, Gilson L, Molyneux S. Devolution and its effects on health workforce and commodities 
management - Early implementation experiences in Kilifi County, Kenya Lucy Gilson. Int J Equity Health. 2017;161 :1–13.

11 Tsofa B, Molyneux S, Gilson L, Goodman C. How does decentralisation affect health sector planning and financial 
management? a case study of early effects of devolution in Kilifi County, Kenya Lucy Gilson. Int J Equity Health. 
2017;161 :1–12.

12 Nyikuri MM, Tsofa B, Okoth P, Barasa EW, Molyneux S. “we are toothless and hanging, but optimistic”: Sub county 
managers’ experiences of rapid devolution in coastal Kenya Lucy Gilson. Int J Equity Health. 2017;16.1

13 Barasa EW, Cleary S, Molyneux S, English M. Setting healthcare priorities: a description and evaluation of the budgeting 
and planning process in county hospitals in Kenya. Health Policy Plan. 2016;1–9.

14 Nyikuri M, Tsofa B, Barasa E, Okoth P, Molyneux S. Crises and Resilience at the Frontline- Public Health Facility 
Managers under Devolution in a Sub- County on the Kenyan Coast. PLoS One. 2015 Dec 22;1012 :e0144768. doi: 
10.1371/journal.pone.0144768. eCollection 2015
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decentralisation and provide suggestions for pertinent 
considerations when designing interventions to address 
financial autonomy challenges. We reviewed this liter-
ature to identify evidence on the factors that influence 
health facility autonomy in Kenya.

KENYA COUNTRY CONTEXT
In 2013, Kenya adopted a devolved government system 
characterised by a central government and 47 semiau-
tonomous county governments.16 In the health sector, 
the national government retained policy and regulatory 
roles, and national referral services, while the county 
governments took on service delivery roles, including 
the ownership and management of public health facili-
ties.17 Counties are now responsible for priority setting, 
planning and budgeting, and allocation of resources to 
the health sector; procurement and human resource 
management, as well as overseeing service delivery. 
Counties are funded from an unconditional block grant 
(equitable share) and specific conditional grants from 
the national government, from total government reve-
nues, own source revenues and donor funding.17 The 
unconditional block grants allocations by the national 
government contribute the largest share of the county 
resources.18

The public healthcare delivery system is now organised 
into four tiers, namely community, primary care, county 
referral (all managed by counties) and national referral 
services (managed by the national government). Commu-
nity health services include all community- based demand 
creation activities that are guided by theministry of health 
(MOH) community strategy. Primary healthcare includes 
services that are provided by public and private maternity 
homes, health centres and dispensaries. The county- level 

public health facilities are funded by county budget allo-
cations, reimbursements and prospective payments by 
the public insurer, the National Health Insurance Fund, 
donor funding and (for hospitals), user fee collections.12 
Alongside devolution, a new public finance management 
act (PFM act 2012) came into effect to guide the manage-
ment of public resources under this new governance 
arrangement.

DETERMINANTS OF PUBLIC HEALTH FACILITY FINANCIAL 
AUTONOMY
Predevolution, public health facilities in Kenya had 
greater financial autonomy.19 However, postdevolution, 
public health facilities in Kenya lost this autonomy.1 
While this challenge (recentralisation within decentral-
isation) has often been thought of as formal and struc-
tural, the Kenyan experience shows that public health 
facility financial autonomy is determined by the complex 
interaction of both formal and informal factors. Similar 
findings have been reported in Uganda, where de jure 
autonomy is often different from de facto autonomy, 
with the latter being dynamic and influenced by multiple 
factors.5 Further, these factors are not only structural, 
but also procedural and political. Figure 1 identifies and 
outlines the interactions across these factors from the 
Kenyan experience. We discuss them in turn.

Public finance legislation
Our early research on public health facility autonomy in 
Kenya identified legislation as the cause for the recen-
tralisation of financial autonomy from the health facility 
level to the county level.1 17 The new PFM law, which 
defined fiscal decentralisation arrangements, created 
a single treasury account—the consolidated county 

Figure 1 Determinants of public health facility autonomy. PFM, public finance management.
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revenue fund (CRF) and required that all county govern-
ment resources including public health facility funds be 
rerouted to the CRF and managed centrally.1 17 The PFM 
act derolled public health facilities from being budgeting 
and expenditure units, having access to the integrated 
financial management information system and having 
rights to funds collected in their bank accounts. Public 
facilities hence lost the access and authority to directly 
spend cash resources from multiple sources (budget allo-
cations, national hospital insurance fund reimbursements 
and user fee collections). PFM legislation determined the 
structure of the PFM system, which in turn constrained 
public health facility autonomy (figure 1). Legislation has 
also been shown to influence health facility autonomy in 
Turkey,20 Pakistan,21 Iran22 and Vietnam.23

This understanding of the problem informed policy 
discussions to either amend Kenya’s PFM laws to reinstal 
public health facility financial autonomy or develop 
county- level legislation that provide for health facilities 
to have access and control over financial resources. While 
the PFM act has not been amended, some counties have 
developed legislation to provide for health facility finan-
cial autonomy. However, this legal intervention has had 
mixed effects. While the introduction of county level legis-
lation has resulted in the re- instalment of health facility 
financial autonomy in some counties, it has not had an 
impact in other counties.12 Further, some counties have 
reintroduced health facility financial autonomy without 
amending existing or developing new legislation.12 It is 
also instructive that negotiations between development 
partners and the government led to the creation of special 
purpose accounts for donor conditional grants for public 
primary health facilities.12 The creation of these special 
purpose accounts has been within the existing PFM laws 
and led to a situation in some counties where primary 
healthcare facilities have financial autonomy while public 
hospitals do not.12 So, while the PFM laws that determine 
PFM structure and processes clearly have a role to play in 
determining public health facility financial autonomy, it 
is apparent that this is only part of the picture, and that 
other factors are at play.

The role of sense-making
How system actors understand and interpret PFM legis-
lation determines its de facto implementation. The 
Kenyan experience has been that while the PFM laws 
provide for provisions for public health facilities to have 
financial autonomy, system actors at the county level in 
some counties have inappropriately (mis)interpreted 
the PFM laws as providing no exceptions or options for 
autonomy at the public health facility level.12 Counties 
that allowed public health facilities to have financial 
autonomy without the need to develop or amend legisla-
tion correctly implemented PFM laws, while counties that 
developed or amended legislation and then provided 
health facilities with financial autonomy are likely to have 
innocently misinterpreted PFM legislation. However, we 
argue that counties that have continued to deny public 

health facilities financial autonomy, with or without new 
or amended legislation, are likely strategically misin-
terpreting PFM laws, driven by political interests in the 
control of resources. This is especially so because there 
have been extensive engagements with county govern-
ments and capacity development initiatives by non- state 
partners on PFM laws in Kenya over the past decade. 
These engagements have resulted in county govern-
ments agreeing on a joint resolution in 2020 to resolve 
the facility financial autonomy issue.

Political interest in control over resources
While decentralisation has at times been discussed in 
health literature as a technocratic process, aimed at 
solving technical problems, Kenya’s devolution has 
been shown to also be political aimed at solving polit-
ical problems of resource allocation.17 24 Political decen-
tralisation under Kenya’s devolution established a local 
political elite, with a Governor as the political head of 
the county government, and members of county assem-
blies as political representatives of wards. It also created 
a local bureaucracy, with the executive arm of county 
governments omposed of county executives that head 
sectoral county departments. Tensions between national 
and subnational levels over resource allocation, function 
allocation and control over resources in the context of 
decentralisation have been documented in literature.14 15 
What we see in Kenya is similar tensions between the 
county government and subcounty levels that include 
public health facilities. At the county level, control over 
resources is concentrated at the county treasury, with 
other departments, including the county department of 
health and units under it, such as health facilities having 
limited power and control over resources.25 26 Given 
that public health facilities are one of the key sources of 
locally generated revenues at the county level, county- 
level actors are reluctant to relinquish control over these 
resources to public health facilities (figure 1). County 
leaders are keen to consolidate their power and retaining 
control over resources and decision making is one way 
to achieve this. This control could also be used inappro-
priately, and county level political interests have been 
shown to influence decisions with negative implications 
for health system performance.13 27 It is likely that such 
political interest in control over resources manifests in 
overt resistance by some counties to give public health 
facilities autonomy, or covert resistance, camouflaged in 
strategic misinterpretation of PFM laws. Similar findings 
have been reported in Malawi where politicians resisted 
hospital autonomy reforms on the basis that it would lead 
to loss of power and control over resources.28

PFM capacity at the decentralised level
We have also reported PFM capacity challenges at the 
county level. The rapid devolution resulted in the transfer 
of functions before the capacity to implement these 
functions were fully formed.17 29 Counties were charac-
terised by lack of guidelines and fragmented approaches 
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to planning and budgeting in the health sector, making 
it problematic for health facilities to plan and budget 
for their resources.17 30 Early on, county treasuries expe-
rienced challenges coping with financial requests.29 
These capacity challenges have manifested in subop-
timal budget formulation, execution and monitoring 
challenges that have affected health facility autonomy 
(figure 1).25 26 Capacity challenges as impediments to de 
facto autonomy have been documented elsewhere.5 6

Operational autonomy
Financial autonomy is only relevant to the extent that it allows 
health facility managers to take action over other health 
management issues. Administrative decentralisation arrange-
ments in Kenya’s devolved system have transferred key health 
functions to county governments including human resource 
management (hiring, deployment remunerating and firing) 
and procurement. However, these functions are consoli-
dated at the county level, with subcounty levels including 
health facilities relinquishing these roles. This has meant that 
health facilities have lost their operational autonomy over 
these functions. Operational autonomy refers to decision- 
making latitude over key organisational functions—human 
resource management, procurement, strategic management 
and administration. While debates about health facility 
autonomy focus more on financial autonomy, our work in 
Kenya shows that the autonomy of health facilities over other 
key functions (operational autonomy) is equally important. 
While operational autonomy is inherently important to 
public health facilities, it is also instrumentally important 
to the extent that it operationalises financial autonomy 
(figure 1).1 We found that health facility financial autonomy 
can only be leveraged on by health facilities if they also 
have autonomy over operational decisions.1 The fact that in 
Kenya, the recruitment and management of casual staff, the 
procurement of health commodities, and the planning and 
budgeting of healthcare resources were recentralised away 
from public health facilities to the county level meant that 
health facilities de facto lost autonomy even for funds that 
they retained at the health facility level because they could 
not exercise discretion in allocating funds to these key organ-
isational functions.

PFM process bottlenecks
Our findings in Kenya show that even when the laws and 
structure de jure assure public health facility financial 
autonomy, everyday PFM bottlenecks may de facto constrain 
autonomy. With regard to budget formulation, we found 
that county health department budget ceilings are not always 
transparent and hence not communicated to public health 
facilities (figure 1).25 Without visibility over the resources that 
are allocated to them, public health facilities found it difficult 
to plan and budget and were hence disenfranchised from 
the opportunity to plan for and allocate resources. While 
the inadequate transparency of budget ceilings is partly 
attributed to process inadequacies, it is also a manifestation 
of political interests by county level actors that are keen to 
retain control over resource allocation and expenditure 

decisions.25 The inadequate visibility over resources avail-
able to health facilities was also caused by the off- budget 
support that counties and health facilities got from donors.25 
Public health facility’s ability to adequately plan, prioritise, 
and spend is compromised by the practice whereby donors 
do not reveal their funding support to counties and health 
facilities, and go ahead to implement supported activities 
outside of government PFM systems and planning and budg-
eting processes.12 25 Further, in some counties, the budgeting 
and planning for public health facilities was carried out by 
the county health department rather than the public health 
facilities themselves. This entrenched the inability of health 
facilities to plan and allocate resources.12

Several bottlenecks are apparent with regard to the budget 
execution process (figure 1). We found that the credibility of 
health budgets in some counties was inadequate.26 County 
health departments often received less funds than what 
was originally allocated in official budgets. Further, funds 
disbursements by county treasuries to county departments of 
health, and public health facilities was often delayed. This was 
partly because of the fiscal constraints at the national level 
and hence delaying disbursements to county governments.26 
Resource scarcity meant that funds were not available for 
disbursement at all, or on time. Non- disbursement or late 
disbursement was also because of the political interest in 
county- level actors to have control over resources. This mani-
fested in the form of county level actor reallocating budgets 
originally meant for health, to other priorities through devel-
opment of supplementary budgets.26 None or late disburse-
ment was also because of corruption, whereby funds were 
either misappropriated or county level offers sought bribes 
before disbursements could be made (rent seeking). Non- 
credible budgets, coupled with funding disbursement delays 
resulted in constrained resources, and uncertainty about the 
level of funding, crippling planning and decision making. 
The cash disbursement process also affected public health 
facility autonomy. We found that treasury accountants that 
were responsible for cash disbursement unilaterally (to 
the exclusion of county health managers) prioritised what 
programmes or activities to disburse funds for.26 So, while on 
paper budgets outlined priorities, in practice, this informal 
priority setting by county treasury accountants determined 
priorities. The informal priority setting by county treasury 
was occasioned by lack of clear guidelines on how to prior-
itise disbursements. It was also as a manifestation of the 
county treasury desire for control over resources. It also 
offered an opportunity for corruption by rent seeking county 
treasury staff who demanded bribes to make payments. This 
contributed to the disempowerment of public health facility 
managers from making decisions about priorities and how to 
spend resources allocated to them.

CONCLUSION
While challenges in public health facility autonomy 
in LMICs are often treated as techno- structural 
phenomena, the experience in Kenya, applying a 
complexity lens reveals that process, and politics also 
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play a key role, and that often these factors are inter-
dependent. It is apparent that all three dimensions of 
decentralisation—political, fiscal and administrative 
interact to influence health facility autonomy. A focus 
on financial autonomy should be in tandem with a 
focus on operational autonomy, as well as the role 
of politics in facilitating health facilities to use their 
resources to carry out their functions. These observa-
tions have a range of potential implications for efforts 
to reform country health systems to provide public 
health facilities with financial autonomy.

First, it is imperative that subnational levels of 
government in decentralised settings are supported 
to develop PFM capacity. This includes the translation 
of overarching PFM laws into operational systems and 
processes that are adapted to the roles that have been 
assigned to them. It also includes PFM knowledge 
capacity development efforts of subnational level 
decision makers, especially in countries that are plan-
ning to or have only recently introduced decentralisa-
tion reforms. Second, a political lens that recognises 
interests and incentives should be applied in engage-
ment and solution finding where subnational levels 
are not keen to relinquish control over resources. 
For instance, rather than making it a zero- sum game, 
where either the subnational level or the health 
facility gains control over resources, revenue sharing 
arrangements and other negotiated positions could 
be explored. Further, incremental and progressive 
reforms are more likely than large- scale overnight 
reforms, given that such reforms threaten entrenched 
actor interests. Third, anticorruption measures 
should be explored to minimise the impact of rent- 
seeking interests on PFM processes. A discussion of 
anticorruption strategies is beyond the scope of this 
paper. Fourth, an audit of PFM processes to estab-
lish and resolve implementation bottlenecks that 
impinge on public health facility autonomy should 
be part of efforts to address health facility autonomy 
issues. Lastly, financial autonomy is useless without 
operational autonomy. Efforts at addressing financial 
autonomy should also resolve operational autonomy 
issues to give meaning to the former.
Twitter Edwine Barasa @edwinebarasa
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