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Abstract
Background Decentralisation has increasingly been adopted by countries as an important health sector reform 
aimed at increasing community participation in decision making while enhancing swift response at decentralised 
levels, to accelerate the attainment of health system goals. Kenya adopted a devolved system of government where 
health services delivery became a function of the 47 semi-autonomous county governments with planning and 
budgeting functions practised at both levels of government. This study sought to explore challenges facing health 
sector planning and budgeting and how they affect immunisation service delivery at the county level.

Methods Data were collected through 77 in-depth interviews of senior county department of health officials across 
15 counties in Kenya. We applied an inductive thematic approach in analysing the qualitative data using NVIVO 
software.

Findings The study found a lack of alignment between planning and budgeting processes, with planning 
being more inclusive compared to budgeting. Inadequate capacity in conducting planning and budgeting and 
political interference were reported to hinder the processes. Limited budget allocations and delayed and untimely 
disbursement of funds were reported to affect execution of health and immunisation budgets. Low prioritisation of 
preventive health interventions like immunisation due to their perceived intangibility influenced resource allocation 
to the programs.

Conclusion The findings highlight the need for effective strategies to align planning and budgeting processes, 
increased technical support to counties to enhance the requisite capacity, and efforts to improve budget execution 
to improve budget credibility. Counties should plan to increase their funding commitment toward immunisation to 
ensure sustainability of the program as Kenya transitions from GAVI support.
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Background
Immunisation is an important primary health care inter-
vention averting millions of deaths globally [1]. The 
World Health Assembly in May 2012 ratified the Global 
Vaccine Action Plan (GVAP) 2011–2020, as a means of 
ensuring that there is universal access to vaccines across 
the globe, hence reducing the burden of vaccine prevent-
able diseases [2]. Further, the immunisation agenda 2030 
underscores the significance of immunisation in building 
stronger and resilient primary health care systems for the 
attainment of universal health coverage (UHC) [2].

Immunisation goals are attainable through adequate 
financing and full integration of immunisation services 
within revitalised primary health care programs. This 
necessitates effective planning and budgeting to ensure 
that all health system building blocks are adequately 
resourced [3]. Planning helps to translate health policies 
into specific activities critical to the overall attainment 
of health system goals [4]. Moreover, proper planning 
is necessary to ensure that activities are undertaken at 
the appropriate time [5]; while budgeting ensures that 
resources are allocated towards execution of plans [6].

While planning and budgeting have been traditionally 
undertaken at the central level, countries have increas-
ingly adopted decentralisation as a key health sector 
reform [7]. Decentralisation is arguably beneficial since 
it enhances bottom-up planning, ensures increased 
resources and accountability at the local levels, and leads 
to improved health outcomes [7–10]. Decentralisation 
exists in many forms ranging from de-concentration 
whereby the decentralised unit has the least autonomy to 
devolution that provides the highest form of local auton-
omy [7].

Kenya adopted devolution in 2013 following the prom-
ulgation of the new constitution in 2010, that led to the 
creation of 47 semi-autonomous county governments 
[11]. Health service delivery at subnational level became 
a function of county governments, with the national gov-
ernment being responsible for health policy formulation 
and oversight over national referral hospitals [11]. Previ-
ous studies have highlighted inadequate capacity for pri-
ority setting, delayed funding of county departments of 
health, and political interference to be some of the chal-
lenges facing devolved health systems in Kenya [10, 12, 
13].

The immunisation program in Kenya is run by both 
national and county governments [14]. The national gov-
ernment is responsible for formulation of immunisation 
policy, oversight, vaccine procurement and transport to 
regional depots, and immunisation technical support 
to counties. The counties are responsible for distribu-
tion of vaccines from depots to facilities and provision 
of immunisation logistics and human resources. The 
immunisation program is funded by national and county 

governments, GAVI (the vaccine alliance), and other 
development partners [14].

Planning and budgeting are conducted at both levels 
of government guided by the Public Financial manage-
ment (PFM) Act [15]. According to the PFM Act, the 
budget cycle starts in August (n year) and ends in June 
(n + 1 year) and is initiated by the treasury at the respec-
tive level of government [15, 16]. At the county level, the 
county treasury releases a budget circular that outlines 
the budget preparation schedule including the key dates, 
methodology of reviewing and projecting expenditures, 
policy areas, and public participation procedures by the 
end of August. In September, the county annual devel-
opment plan is presented and approved by the county 
assembly (CA) for approval, following public participa-
tion. At the same time, the county treasury prepares 
the county budget review and outlook paper (CBROP), 
which reviews previous fiscal year’s expenditure and 
outlines the projections for the next fiscal year [15, 16]. 
The CBROP, presented to the county executive commit-
tee by the end of September, is approved by the county 
assembly by the end of October. By end of February 
(n + 1 year), the county treasury presents the county fis-
cal strategy paper (CFSP) to the CA, which outlines the 
budget ceilings for various county departments [15, 16]. 
The CFSB, approved by mid-March by the CA, guides the 
budget formulation. The initial county budget propos-
als presented at the CA by the end of April and must be 
approved by the end of June, to allow for budget imple-
mentation from July [15, 16].

GAVI, the Vaccine Alliance, currently provides fund-
ing for vaccines, effective planning, and prioritisation of 
immunisation programs at the county level. As Kenya 
prepares to transition from GAVI funding, understanding 
the effect of county planning and budgeting on immuni-
sation programs would be key for program sustainabil-
ity. This study sought to understand the challenges faced 
by counties in planning and budgeting for health, with 
a focus on how these processes affect the immunisation 
program. Findings from this study will inform policy at 
subnational level regarding immunisation financing espe-
cially in the context of Kenya’s transition from GAVI 
funding.

Methods
Study setting/context
This study was conducted in 15 counties in Kenya 
between April 2019 and August 2021. Kenya is a 
lower-middle income country located in East Africa 
with a devolved system of government composed of 
one national government and 47 semi-autonomous 
county governments. Each county has a department of 
health headed by a county executive committee mem-
ber (CECM) working together with the county health 
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management team (CHMT). Immunisation programs 
in counties are coordinated by Expanded Programme 
on Immunization (EPI) logisticians, who oversee the 
implementation of planned immunisation activities 
in the county in liaison with the National Vaccines and 
Immunization Program (NVIP). Vaccine procurement 
is a function of the national government, while counties 
are responsible for financing all the other non-vaccine 
components of the EPI program, majorly the operational 
expenses.

Sampling
For this study, counties were grouped into regions (for-
mer provinces) with the number of counties selected 
per region determined based on the region’s sampling 
weight. In consultation with national level stakeholders at 
NVIP, purposive sampling was used to select counties per 
region based on the average immunisation coverage for 
the period 2014–2017 [17]. For each region, except North 
Eastern which was excluded due to security and logisti-
cal reasons, we selected at least one county with highest 
average immunisation coverage and one with the lowest 
immunisation coverage. The final list of selected coun-
ties included: Mombasa, Taita Taveta, Makueni, Thar-
aka Nithi, Kiambu, Muranga, West Pokot, Uasin Gishu, 
Bomet, Nakuru, Kisumu, Kisii, Kakamega, Bungoma, and 
Nairobi. We have kept the anonymity of the counties in 
the subsequent sections of the paper to protect the iden-
tity of the study participants.

Recruitment of participants
Participants were purposely selected based on their roles 
in supporting the county departments of health (CDOH) 
in planning and budgeting at the county level. Snowball-
ing was employed to identify the diverse range of relevant 
staff at the county health departments. A comprehen-
sive list of stakeholders was shared with two stakehold-
ers at the national government with knowledge on Kenya 
immunisation programmes to ensure that it was exhaus-
tive enough for this study. Invitation emails were sent 

to all the identified participants providing details of the 
study and explaining the reasons for their participation. 
For participants that did not respond to the email invi-
tations, follow-up reminders were made via email and 
phone calls. Overall, we conducted 77 in-depth inter-
views involving senior county department of health and 
finance officials. Table  1 summarises the profiles of the 
interviewees:

Data collection
Data were collected through in-depth interviews that 
lasted between 20 and 45  min. Questionnaires were 
developed and finalised by AOA and JOO. After pro-
viding written informed consent, participants were 
interviewed using a semi-structured interview guide 
(Supplementary File 1). Interviews were conducted in 
English language by JOO. Participants were interviewed 
in a quiet environment within their county premises. 
Interviews were recorded and audios transcribed by JOO 
and AOA with support from two research assistants. 
All transcripts by research assistants were reviewed 
and quality checks done by the interviewer. Transcripts 
were anonymized during analysis and reporting. Ethi-
cal approval was granted by Moi University-Institutional 
Ethics and Research Committee (approval number 
0003605).

Data analysis
Inductive thematic analysis was applied in coding and 
analysis of the transcript data by four members of the 
research team with expertise in public financial manage-
ment and/or qualitative research (AOA, JOO, EOAW, 
CA). We used a systematic process to identify emerging 
themes from the data as proposed by Braun and Clarke 
[18]. First, the research team immersed themselves in 
the data by reading the first ten transcripts several times 
to familiarise with the data and obtain a sense of its 
breadth. The team members met on several occasions to 
discuss their initial impressions of the dataset. Secondly, 
the team generated an initial codebook using an induc-
tive approach. Two members of the team (JOO, EOAW) 
independently coded the initial set of transcripts after 
which the team met to agree on the initial codebook that 
was then applied to the remaining transcripts. Addi-
tional codes were added during the analysis as nuanced 
from the data using an iterative process. Related codes 
were grouped into overarching themes, which were then 
reviewed and organised into a coherent pattern. The 
themes were then given names depending on the distinct 
challenge facing planning and budgeting for health and 
immunisation. NVIVO Software was used to facilitate 
transcript coding and data analysis.

Table 1 List of interviewees
Title/Position Number 

Interviewed
County Executive Committee Member (Health) 3
Chief Officer of Health/Public Health/Medical Services 7
County Director of Health/Public Health/Medical Services 13
Chief Nursing Officers 5
Director of Nursing Services 2
EPI Logistician 15
CDOH Accountant/Economist/Finance 12
Other CHMT Members 20
TOTAL 77
EPI-Expanded Programme on Immunization; CDOH- County Department of 
Health; CHMT- County Health Management Team
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Results
Challenges facing planning and budgeting for health and 
immunisation
Nonalignment between planning and budgeting processes
Late onset of planning was reported across most counties 
perceivably due to the lack of clearly defined timelines in 
law as opposed to budgeting whose timelines are guided 
by the PFM Act and initiated by the county treasury. 
Besides, planning depended on availability of resources 
to convene planning meetings, causing further delays.

“There has been an issue of linking the annual work 
planning and the budgeting. The budget cycle starts 
in September. Although the annual performance 
review (APR) normally comes early (between July 
and September), the actual annual work planning 
starts in February…. If the APR was done in August, 
why would you wait until February to start the 
annual work plan (AWP) development?” (KII 061).

Delays in the onset of planning resulted in a rushed plan-
ning process resulting in budgets that were not informed 
by plans. Some respondents reported “historical plan-
ning” described as the use of planning templates from 
previous years, due to poor planning and tight timelines.

“…we start late, sometimes we do in a hurry so we 
are not able to capture all things so sometimes we 
have to duplicate some of the roles we did last year 
and at times we do not have enough time to imple-
ment what was remaining in the previous year ….” 
(KII 042).

Conversely, planning was more inclusive compared to the 
budgeting process. The bottom-up approach applied in 
planning ensured that various county level stakeholders 
were involved in formulating county plans from the com-
munity, facility, sub-county to county levels. However, 
budgeting in most counties was done by a smaller team 
within the CDOH, led or constituted by the chief officer 
of health.

“The challenge is just as I have told you, budgeting is 
not all inclusive like planning…” (KII 026).
 
“…the department has a group of people who par-
ticipate (in budgeting) …just a small group of people 
who prepare those budgets, they go to the parliament 
to defend it…” (KII 002).

The perceived lack of inclusion of key stakeholders, 
including immunisation program officers, in the bud-
geting process implied that important components of 
budgets for health (and immunisation) programs were 

overlooked in the final budgets submitted to the assem-
bly for approval. Immunisation program officers reported 
reduced decision space with regards to influencing 
resource allocation decisions toward the program.

“But the challenge comes in when maybe the adjust-
ments need to be done very quickly without conven-
ing a meeting with the department heads. I would 
find that at that level, an activity has been deleted 
which I thought to me was a priority. Something 
else has been left. At one point, the top-level man-
agement, the chief officers may make a decision that 
will affect my program without my consultation.” 
(KII 006).

Respondents reported reduced morale for planning since 
planning was perceived as a redundant process that did 
not contribute to resource allocation decisions.

“…there is very minimal involvement so I think that 
also tends to kill the motivation in the participa-
tion in the planning so it looks like it is just a rou-
tine exercise…you know…whether you do it or you 
do not…execution will happen with or without it…” 
(KII 018).

Limited budget allocation
Limited budget allocation featured as a key challenge 
that affects the planning and budgeting for immunisa-
tion. Respondents indicated that the allocated funds were 
seldom enough to implement all the planned activities by 
the county department of health. Additionally, the funds 
disbursed were often lower than those requested for dur-
ing the planning which led to readjustments of the plans 
to fit the provided funds. The respondents reiterated that 
the limited budgets, coupled with the high operational 
costs within the CDOH, strained the prioritisation of 
planned activities and resulted in inadequate implemen-
tation as some important activities were often excluded.

“The limited resources. Because now the budget ceil-
ing for the department is a limitation. We are given 
a ceiling that when you try to accommodate most of 
the items, it becomes very tricky.” (KII 003).
 
“But normally, you will find that the approved bud-
get is lower. Such that you will find that we also 
come back and scale down some line items for the 
budget.” (KII 006).
 
“The first one is reduced funding. The allocation is 
less than what you really wanted. Because in the 
annual work plan you can make one worth so much 
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but when you compare what you have planned and 
what you are given, it is less…so that leaves you with 
a challenge of deciding on priority areas… which one 
do you prioritise, and which one do you not priori-
tise.” (KII 012).

Delayed disbursement of funds
Delays in disbursement of funds from the national trea-
sury emerged prominently as a challenge, with respon-
dents citing late release of funds which affects the 
implementation of planned activities. While certain 
activities can be implemented and the funds claimed 
later, activities like paying suppliers require cash-in-hand.

“Yes, it is not paid [on time]. You have done the 
paperwork, you have signed the service agreement 
with the service provider for that machine, the guy 
has gone for the service, the guy has come to service 
the machine, the paperwork is there, and everything 
is there but payment has not been done. Those are 
the challenges we face.” (KII 001).

The erratic schedule of funds disbursements from the 
national treasury resulted in a further prioritisation of 
expenditure by the county treasury deviating from the 
planned schedule of program implementation.

“Accessing the funds is somehow a process, because it 
is pegged on the disbursement, from the national. If 
there are delays in terms of disbursement, then also 
it affects the activities. As we speak, we have closed 
the year, but we are two months behind in terms of 
disbursement from the national government. This 
also affects the activities.” (KII 003).
 
“It is erratic, and I think it is because of disburse-
ments from the national government. It is not a 
problem with the county itself because once the 
funds have come, then we spend them. And when 
they are not there, we are told we wait until there 
will be a release from…” (KII 008).
 
“The challenge we are facing is that we are not 
funded as per our plan. We budget as the allocation 
or the budget ceiling but the disbursement of funds 
delays…” (KII 015).

Failure to execute budgets in a timely fashion renders 
the unspent budget lines susceptible to reallocation, 
especially when supplementary budgets are being made. 
Program budgets could be reallocated either to other 
programs within the CDOH or to other departments, 
hence reducing the initial allocation.

“There are a lot of re-allocations. So, you may have 
planned for a certain activity, but someone some-
where feels maybe this one can wait…I can get this 
fund and put it on another project which is not a 
health one.” (KII 013).
 
“Occasionally as you move on there will be realloca-
tion especially with supplementary budget. So, some 
items might remain unfunded, yet they were in the 
budget previously…” (KII 027).

Financial management resource and system challenges
The departments faced challenges with systems involved 
in the control of expenditure which delayed and compro-
mised the process. There were multiple challenges with 
the integrated financial management information system 
(IFMIS) that caused delays in the execution of budgets.

“In most cases, expenditures are lower. Why? You 
will always be told that IFMIS is not working… 
IFMIS is hanging…you know…things must be pro-
cured through IFMIS and then sometimes you are 
told those things were not uploaded in the system. 
So, you will find those challenges. And in the long 
run, there are certain activities that will not be 
implemented by closure of the financial year. So, you 
will find the expenditure is slightly down.” (KII 008).

Another challenge related to poor systems of account-
ability and reporting from the health facilities in counties 
which makes it difficult to conduct the tracking of expen-
ditures and reporting against planned budget items.

“Planning I think mostly it is when you want to plan 
so that it is bottom up it is not easy especially when 
the system of accountability have not been set up 
when the reporting systems have not been set up… 
you know it becomes easy if you have information 
say on a quarterly basis because if you ask a facili-
ties to plan or to give you estimates for their electric-
ity or water then you realise it is different compared 
to the actual expenditures…” (KII 013).

The respondents also mentioned that health facilities did 
not have proper documentation tools which affected data 
capture for monitoring health priorities. As one respon-
dent reports about the lack of immunisation registers:

“Another challenge I am facing is the documentation 
tools as a county we are supposed to print out our 
own but when I was going round I was seeing some 
facilities are using outdated ones when I was asking 
the facility incharges they were saying they have not 
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been given adequate funds to print the immunisa-
tion registers so I was asking them what have you 
prioritised because immunisation registers should 
be among the ones you are printing.” (KII 016).

Additionally, the departments experienced logistical 
challenges related to transport, accommodation, and 
communication, during the implementation of immuni-
sation activities.

“You find sometimes vehicles are a problem, now 
when you talk about maybe taking immuniza-
tions from the central point to those other facilities 
there, it is a problem, most times fuel is a challenge, 
vehicles are a challenge so to distribute vaccines is a 
nightmare.” (KII 051)
 
“The main reason here is issues of transport. That is 
the main challenge that we have. Because issues of 
transport are all decided in another department. So, 
even to get the vehicle to go to maybe wherever you 
want to go, it is sometimes a challenge.” (KII 004)

Participants also perceived that the procurement pro-
cesses were time consuming and could be made faster.

“The problem is what we can refer to as bureaucra-
cies in procurement. There are so many processes 
that you must go through for you to procure and 
account and evaluate what you have done. So, those 
processes take a lot of time, sometimes become very 
hard even to exhaust the vote even though maybe 
there are some things that we have not bought…” (KII 
017).

Inadequate technical capacity for planning and budgeting
Lack of expertise to conduct costing of health programs 
was cited as a major challenge experienced by CHMTs 
during planning and budgeting. This limits the ability to 
adequately estimate the resource needs during budgeting.

“The other challenge is in terms of costing exactly the 
services. It is still challenging because they do not do 
a proper costing because the idea would be we would 
want to identify let’s say the target population look 
at the cost of the service and then from there cost 
and on a quarterly basis…” (KII 027).
 
“…as a department, our challenge remains in cost-
ing…when doing the budget, we are unable to make 
proper estimates for programs…this interferes with 
the implementation…you know, we are not experts 
in this field…” (KII 063).

Further, inadequate capacity in conducting program-
based budgeting was brought up as a major challenge: 
line-item budgeting was prepared alongside program-
based budgets. Fortunately, CHMT members in some 
counties have benefited from partner-led training on 
planning and budgeting, especially on how to conduct 
program-based budgeting (PBB). While the training has 
helped improve capacity at county level on PBB, it was 
noted that the capacity is still lacking at the lower levels.

“But you see like members of county assemblies 
(MCAs), the law states that we have to do for them 
program-based budgets but I can tell you that this 
is Kenya…our MCAs do not understand program 
based budgets…so we do for them both the line bud-
gets and the program based budgets…” (KII 034).
 
“…as a CHMT, we were trained on program-based 
budgeting…our competence has really improved…
the challenge remains at the facility level…mmm…
the quality of plans is sometimes very low…the 
CHMT capacity is better” (KII 045).

Lack of political will in planning and budgeting
Respondents reported a mismatch in the priorities of 
the CDOH and those of the political wing. While county 
health management teams preferred investments in pub-
lic health initiatives and activities focusing on improv-
ing service delivery and health outcomes, politicians 
favoured presumably ‘tangible’ projects that can be seen 
by the electorate. This means that health facilities may be 
constructed but lack requisite staffing and essential sup-
plies to be fully operational. The mismatch has adversely 
affected resource allocation towards preventive and pro-
motive health programs like immunisation because they 
are deemed to be ‘intangible’ compared to curative ser-
vices whose investments and outcomes are visible in the 
short-term.

“…remember we are in a political environment. So, 
sometimes what we plan, especially for services, we 
find challenges in the assembly, because for them 
they want to see a structure. For them development 
means you have put up a dispensary, a new dispen-
sary, maybe you have put an ambulance, which is 
development the political way. But for us develop-
ment, we look at it in terms of service. Sometimes 
what we plan is not approved” (KII 031).
 
“…political interference which you cannot avoid… 
we have reached a level that we are feeling we should 
not concentrate in so many new projects but com-
plete the stalled projects and then we equip those 
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facilities, but you get that the MCAs… they are the 
ones passing the budget each and every MCA will 
like a new facility in his area” (KII 048).

Despite being an important PHC intervention, the 
immunisation program is often ignored in planning and 
budgeting as its returns are not immediately visible.

“Politically, its (immunisation) ranking is very low 
but in the department of health it is ranked high 
although not well supported. You will hear people 
talking of immunisation, feeling that it is doing a 
lot for our children, doing very well for our women, 
but it is the support which maybe the department 
doesn’t have. But politically it is not a big priority…” 
(KII 002).

Resource allocation towards programs at the county 
level depends on whether the program receives support 
from the national government and partners. Since vac-
cine procurement function is centralised, counties have 
continually perceived immunisation to be a national gov-
ernment program, hence the low level of commitment. 
Nonetheless, some counties were increasingly taking up 
the financing of immunisation, especially with increased 
advocacy by different stakeholders.

“…for the financial year 2019–2020 it is at least 
when they have allocated some finances before that 
they were not allocating anything they assumed 
the national program does everything but this time 
round they have allocated at least 6  million for 
immunisation…” (KII 029).

However, in other counties, low allocation towards 
immunisation programming led to facility-level stock-
outs of essential immunisation commodities and last-
mile logistical challenges affecting service delivery.

“…there was a time GAVI bought us some syringes 
and they were at the national depot so I had to look 
for support from the county to go and bring them, 
but the support was not really forthcoming it took 
me about 4 months until I liaised with a partner 
who helped me get them. Services had come to a 
standstill. We had no single immunisation syringe… 
that was around November last year.” (KII 054).

Discussion
This study sought to understand the bottlenecks fac-
ing planning and budgeting for health and immunisa-
tion programs at the county level in Kenya. We explored 
senior county managers’ experiences with various stages 

of the PFM cycle from priority setting to execution of 
budgets. The study found that a bottom-up planning 
approach was practised, involving several stakeholders, 
at countylevel guided by various national and county pol-
icy documents. However, budgeting was noted to be less 
inclusive compared to planning, with the two processes 
reportedly not aligned to each other. While respondents 
reported improved capacity to conduct planning and 
budgeting compared to the early days of devolution, 
inadequate capacity, especially at sub-county and health 
facility levels, still emerged as a major impediment to 
effective planning and budgeting. Also, inadequate, and 
untimely funding of planned activities were reported to 
affect effective implementation of plans. Political inter-
ests were reported to affect priority setting at the county 
level, overriding those of the CDOHs. This affects the 
financing of preventive programs like immunisation at 
the county level.

Health sector decentralisation is argued to increase 
community participation in implementation of various 
health policies and enhance social accountability mecha-
nisms [19, 20]. The study found that most counties adopt 
a bottom-up approach to planning. Health facilities iden-
tify priority areas of investment that are cascaded to sub-
county and county levels before being consolidated into 
county AWPs. Though the bottom-up planning approach 
was reported by county level managers, the finding 
could be better corroborated with those of sub county 
and health facility managers. Shayo and colleagues [21] 
reported that in Tanzania, district managers and health 
facilities were not consulted by regional managers while 
setting priorities for the prevention of mother to child 
transmission (PMTCT) of HIV/AIDS program contrary 
to previous reports by the regional managers. In Uganda, 
low public participation was reported to affect the dis-
trict-level priority setting meetings [22]. Previous studies 
in Kenya have also reported low participation of commu-
nities in priority setting at the local level [23].

Nevertheless, the planning process was reported to be 
more inclusive than budgeting. Immunisation program 
officers in some counties reported not being involved in 
the budgeting process leading to the program’s priori-
ties not being funded. This confirms previous findings of 
a study in a Kenyan county that found budgeting to be 
less inclusive compared to planning [24]. Also, there was 
a lack of alignment between plans and budgets, consis-
tent with previous findings both at county [24, 25] and 
national level [26] in Kenya. While the PFM Act defines 
the budget cycle with clear timelines, planning was noted 
to begin late and did not inform the budgeting process, a 
finding consistent with previous studies [27]. Institutional 
separation between the planning and budgeting leads to 
the misalignment since the two processes are led by dif-
ferent officers. The county director of health, who leads 
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planning, is not a member of the county executive com-
mittee. Moreover, the misalignment is attributed to the 
lack of resources to convene planning meetings, which 
usually depend on partner support. To address the mis-
alignment between the two processes, the World Bank 
introduced the medium-term expenditure framework 
(MTEF) [28], adopted by Kenya in 2001/02. The MTEF 
helps to map out an estimate of the resource envelope in 
the medium term. Moreover, the PFM Act 2012 requires 
counties to adopt program-based budgeting (PBB) as a 
means of ensuring that budgets are tied to results [15]. 
If conducted appropriately, PBB would ensure that plan-
ning and budgeting processes are performed simultane-
ously, and budget al.location done based on the target 
results to be achieved.

Our study revealed varied experiences across coun-
ties with regards to the conduct of planning and budget-
ing, with some counties reporting low capacity of county 
teams in costing of health programs and conducting PBB. 
Despite various implementing partners providing tech-
nical support to counties, the study found inadequate 
capacity especially at sub-county and health facility man-
ager level. Lack of capacity has been linked to the prac-
tice of historical budget al.locations [25] and inability of 
the health departments to lobby for more resources to 
the sector [29]. This calls for renewed efforts to boost 
the capacity of subnational levels regarding planning and 
budgeting, especially at the lower levels. However, such 
technical support should be targeted towards counties 
with the highest need. A recent study in Kenya found 
maldistribution of health financing partners across coun-
ties and lack of coordination of partner technical support 
at county level leading to duplication of efforts [30]. Also, 
fewer partners provided technical support related to 
budgeting and costing compared to advocacy [30]. Part-
ner provided technical support should be aligned with 
county priorities.

The study found slow and unpredictable release of 
funds from the national treasury to affect the imple-
mentation of health budgets at the county level. Simi-
lar findings were reported in Tanzania where delays 
and insufficient funding from the central government 
affected district councils’ and health facilities’ ability to 
procure drugs and essential medical supplies [31, 32]. 
In Zambia, frequent delays in receiving actual budget 
al.locations from the central government were reported 
and when funds were received, they were always less 
than the initial budget al.location [33]. County govern-
ments in Kenya are funded through national exchequer 
transfers and own-source revenue, with the former mak-
ing a significant proportion of the total revenue [15]. 
Donors also fund specific activities at the county level 
either directly or through implementing partners. Delays 
in receipt of funds were so significant to the extent that 

funding for activities planned for the first quarter were 
received in the last quarter of the financial year. The 2022 
public expenditure review published by the World Bank 
reported complex and fragmented funds flow mecha-
nisms in Kenya’s devolved settings that ultimately affect 
service delivery [34]. This implies that resources may 
not be utilised on high impact activities due to the rush 
to spend resources towards the end of the financial year. 
Immunisation programme was affected by stockouts 
in essential commodities (especially syringes and other 
non-vaccine supplies) being experienced at the county 
level due to the lack of funding. An appropriate frame-
work of funds transfers should be implemented to guar-
antee timely transfers of funds to counties to ensure 
seamless service delivery.

The study found interests of politicians sometimes 
conflicting those of CDOHs affecting the sector prior-
ity setting process. Politicians were reported to prefer 
investments with an ‘electoral appeal’ and thus would 
influence the projects to be planned by the CDOH. This 
created a bias towards physical infrastructure projects 
and curative health care projects at the expense of pre-
ventive and promotive programs like immunisation. 
This finding confirms those of previous studies in Kenya 
that found county budget al.locations to be influenced 
by political interests [24, 35, 36], leading to the neglect 
of the less visible programs like community health ser-
vices at the expense of curative services [10, 37]. There 
need to be sustained efforts to engage the political arm 
of county governments to enhance their understanding 
of health sector priorities and the role of primary health 
care (PHC) interventions in the attainment of univer-
sal health coverage. This engagement would ensure that 
CDOHs receive political support from resource alloca-
tion to execution of budgets. There may be a need for 
revised structural policies related to health financing in 
order to consider priority program spending.

Stronger PFM and governance systems are associated 
with improved immunisation coverage [38] and reduc-
tion in under five mortality [39]. These challenges fac-
ing planning and budgeting in Kenya directly affect 
immunisation financing at the county level. We found 
varied commitment towards immunisation financing 
across counties. The national government procures vac-
cines while counties are responsible for financing all the 
logistics related to immunisation service delivery [14]. 
Over time, immunisation has been viewed as a national 
government program that is also supported by various 
partners, informing the low domestic budget al.locations. 
The low support could also be attributed to the lack of 
understanding by key stakeholders at the county level 
on the need to invest in immunisation as a program 
especially due to its perceived ‘intangibility’. Inadequate 
funding towards immunisation affects service delivery 
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crippling delivery of critical components of the program. 
Kenya is currently in the accelerated phase of transi-
tion from GAVI (The Vaccine Alliance) funding and is 
expected to fully finance its vaccine needs by 2027 [40]. 
This translates to significant increase in vaccine procure-
ment budget, further highlighting the need for counties 
to take a more prominent role in immunisation financ-
ing. To ensure sustainability of the immunisation pro-
gram beyond GAVI support, continuous advocacy with 
relevant actors is a necessary condition. This is the way to 
ensure that counties understand the current investments 
in immunisation and the financial implications during 
GAVI transition. Moreover, partner support towards EPI 
operational expenses should be on-budget to enhance 
increased visibility and preparedness as well as strength-
ening of national and subnational processes beyond 
donor support.

Limitations
This study explored the challenges facing counties in 
planning and budgeting through interviews of senior 
county department of health and finance officials 
involved in planning and budgeting across 15 counties in 
Kenya. Involvement of other key actors in the planning 
and budgeting process like politicians, sub county and 
health facility managers would help enrich the findings. 
In addition, the diverse nature of the 47 counties renders 
our findings not generalizable to the other counties.

Conclusion
Effective planning and budgeting are prerequisites for 
adequate resourcing of the health system, especially in 
decentralised settings like Kenya. The study aimed at 
exploring the challenges facing county departments of 
health in planning and budgeting. Based on the reported 
challenges, we make the following recommendations: (1) 
Efforts should be made to make planning and budget-
ing aligned and ensure that all relevant stakeholders are 
involved in both processes. PBB is one such tool that can 
promote the alignment of planning and budgeting. (2) 
There is a need for enhanced capacity of various county 
teams on how to conduct planning and budgeting and 
lobbying for increased budget allocation for health. The 
government and implementing partners should collabo-
rate in enhancing this capacity. (3) County departments 
of health should continuously engage the political wing 
at the county level to promote their understanding of 
and obtain support for health sector priorities. (4) Sus-
tained efforts are required to improve budget execution 
and accountability leading to increased budget credibil-
ity. (5) Continued advocacy is necessary to highlight the 
need for increased funding towards the immunisation 
program.
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