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Abstract: The study used the county institutional capacity assessment tool (CICAT) to assess the capacities
of selected county health departments (CHDs) along the World Health Organization (WHO) health systems
framework that is organized around the six building blocks. The aim was to determine the current status of
the six health system building blocks in Kenya’s county health departments. The article emanates from data
collected for a technical report on county institutional capacity assessment. Data were analysed using
Microsoft Excel spreadsheet and thematic analysis. The overall performance of the counties was 54%
indicating average capacity. The performance scores were: leadership and governance (39%), human
resources for health (44%), health information systems (66%), medical products and technologies (50%),
health system financing (50%), and service delivery (71%). There was no statistically significant difference
in the overall performance of the counties (p= 0.892). The key issues in some of the worst performing
building blocks included poor work-planning and lack of transparency in budgeting and expenditure, low
funding and irregular disbursements of health budgets, lack of key policies, e.g. workforce strategy and
commodity supply chain. In conclusion, the study proved that the CICAT is useful for assessing the process
of strengthening health systems in Kenyan counties.
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1. Introduction

Capacity development is essential for institutional ownership of policies and plans; for institutional
efficiency; for community empowerment; and for maintaining nationwide progress over time [1]. Capacity
is defined by the Organization for Economic Co-operation and Development's- Development Assistance
Committee (OECD-DAC) as the “the ability of people, organizations, and society as a whole to manage
their affairs successfully; and capacity development as the process by which people, organizations and
society as a whole create, strengthen and maintain their capacity over time”[2]. As opposed to the traditional
view of capacity development as all about human resource development, the broader scope includes whole
system and institutional transformation and local ownership, policy impact, and sustainability[1].

Capacity development in the health sector is crucial to the realization of national health agenda and the
Sustainable Development Goals (SDGs), particularly SDG 3 - Ensure healthy lives and promote well-being
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for all at all ages. To achieve health sector goals, Kenya devolved its governance system in 2013 and created
devolved units of governance called counties. County governments are largely responsible for service
delivery through respective county health departments (CHD). To strengthen service delivery at county
level, the national government has partnered with development agencies to assess and develop capacities of
CHDs across the country. To this end the United States Agency for International Development (USAID)
developed a county institutional capacity assessment tool (CICAT) to guide assessment of capacities and
formulation of capacity development strategies for CHDs. The WHO health systems framework consisting
of six building blocks was used to guide the capacity assessment of the CHDs.

The WHO [3] explains the six building blocks as follows: Leadership and governance involve ensuring
the existence of policy frameworks combined with effective oversight, coalition building, regulation,
attention to system design and accountability. A well-performing health workforce is responsive to patient
needs, fair and efficient to achieve the best health outcomes possible under prevailing financial and social
conditions. A well-functioning health information system ensures the production, analysis, dissemination
and use of reliable and timely information on health determinants, health system performance and health
status. A well-functioning health system ensures equitable access to essential medical products, vaccines
and technologies of assured quality, safety, efficacy and cost-effectiveness, with efficiency in use. A good
health financing system raises adequate funds for health, in ways that ensure people can use needed services
when they need them and are protected from financial catastrophe or impoverishment. Service delivery is
an immediate output of the inputs into the health system, such as the health workforce, procurement and
supplies, and financing. Services delivered are expected to be of sufficient quality to be effective, are
available to those who need them when they need them [4, 5].

Effective and sustainable capacity development requires institutionalized capacity needs assessment to
progressively identify and address capacity gaps. For example, CHDs will need to improve in all the six
health system building blocks and coordinating them in ways that ensure equitable and sustainable health
benefits and outcomes across diverse population groups. This requires technical and political knowledge
and action [6]. The assessment is particularly critical for the counties which are responsible for service
delivery and the country as a whole as it makes reforms for universal health coverage (UHC).

The goal of the assessment was to develop a shared understanding of the current capacity of the
institutions and organizations that the management of the CHDs represent in order to analyse gaps and
develop a responsive capacity building strategy in the form of action plans. USAID Health, Population and
Nutrition (HPN) planned to use assessment results to develop leadership, knowledge and skills of county
health department officials; and strengthen their planning, performance, oversight and public financial

management and revenue generation systems.
2. Methods

The manuscript comes from analysis of data from an institutional capacity assessment exercise
conducted by USAID and International Business and Technical Consultants Inc. (IBTCI). The study was a
cross-sectional survey. The data were collected using a questionnaire tool that was adapted from and
harmonized with a number of Organizational Capacity Assessment Tools (OCAT). Data were collected
from February to June 2018 in five purposively selected administrative zones (counties): Busia, Kakamega
and Migori counties to the west of Kenya, Mombasa County at the coastal region, and Turkana County to
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the north. The five are part of USAID priority counties in Kenya and were selected based on USAID’s
current health portfolio investments [HIV/AIDS, reproductive, maternal, neonatal, child & adolescent health
(RMNCAMH), nutrition and malaria], and presence of other development partners for effective leveraging of
resources for greater impact.

Questionnaire administration was collaborative; i.e. it was first and foremost a self-assessment tool,
meaning that study participants including members of the county and sub-county health management teams
(CHMT) and (SCHMT), and implementing partners worked through each component of the tool together.
The total number of participants per county in the assessment ranged from 20 — 24. The results of the
assessment for each county were later validated in a workshop held in each county. The total number
participating in the validation workshops ranged from 34 — 38 including the original participants in the
initial assessment exercise.

The questionnaire included a summary score sheet organized by building block. Scores were weighted
from 0 to 4, being the lowest and highest scores, respectively. Zero meant no indication of capacity; a score
of 1 meant only the very basic indicators of capacity existed; 2 meant that indicators in 1 in addition to
another or others; 3 meant existence of all indicators in 2 in addition to another/others, and 4 meant high
capacity involving all the indicators in 3 plus other attribute(s). A 4-point Likert scale (Table 1) was used
to rank indicators of capacity for each building block using defined attributes/standards (see tool summary
in Annex 1), while a 5-point Likert scale (Table 1), expressed in percentages, was used to provide overall
capacity indicator by county.

Table 1. Indicator standards score: 4-point Likert Scale and Score Matrix for the CICAT

0-1 No Capacity

2 Low Capacity

3 Moderate Capacity

4 High Functional Capacity

Overall indicator Score: 5-point Likert Scale

20% & below No Capacity

21% — 39% Limited Capacity

40% - 59% Average Capacity

60% - 79% Significant Functional Capacity

80% & above Very Significant Functional Capacity

NB/ All scores were out pf 16 (100%) except service delivery which was scored out of 20 (100%)

The WHO’s six building blocks served as the analytical domains. Basic descriptive statistics were used
in the analysis. A trend analysis was used to determine the overall change in key health financing indicators
over the last 4 years since the start of devolution, plotting year by year to assess the level of the quantitative
indicators using basic statistical analysis methods. For the qualitative component of the evaluation study,
content analysis was used to identify key themes and categories to support quantitative evidence generated
from the questionnaire.

3. Ethical approval
Secondary data sources were used in the manuscript development so no ethical approval was required.
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4. Results

4.1 Overall performance by county

Figure 1 illustrates total capacity of counties before and after validation of the results of the assessment. The
scores after validation were taken as the final scores of the evaluation study.
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Figure 1. Capacity scores before and after validation of findings

There were no major differences in the scores before and after validation of findings except in Migori
County, which was explained on inability to locate key documents before validation of the findings. One-
way ANOVA returned no statistical difference in the overall performance of the five counties (P= 0.892).
4.2 County capacity scores by building block

This section shows total average scores per county by building block. The total average score in all the
six building blocks was 54.3% indicating average capacity for all the counties combined but with individual
county variations. On individual building blocks (Figure 2), the total average capacity in leadership and
governance block (39%) is the lowest with Mombasa County showing the greatest weakness in this block.
As a key building block, it suggests a fundamental weakness in the health system even as Kenya makes
reforms toward UHC. Health information systems (HIS) block is the best performing with all the counties
demonstrating (66% on average).
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Figure 2. Total capacity of counties in each Building Block
[KEY: 20% & below= No capacity; 21% — 39%= Limited capacity; 40% - 59%= Average capacity; 60% - 79%= Significant
functional capacity; 80% & above= Very significant functional capacity]

There is average capacity (50%) in the health commodities and technologies block. Qualitative data
indicated persistent transport problems as the main issue affecting distribution of commodities in health
facilities in low performing counties such as Turkana and a lack of supply chain data tracker in Mombasa
CHD. In the Financing block, Migori County due to low transparency in budget allocation and rigid control
of health funds by the county treasury.
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A trend analysis of health financing for all the counties (Figure 3) indicated limited yet unpredictable
financing for most of the counties, which hinders planning and delivery in priority services. The trends
suggest relatively high budget allocations by county governments to the county health departments, e.g.
30.1% of total county budget in Kakamega County. However, in terms of per capita spending, the figures
are very low ranging from USD 15.2 (Migori) to USD 21.3 (Mombasa). Even with input from the national
government, such levels of expenditure do not meet the USD 90 recommended by the WHO as the minimum
per capita health spending required to guarantee a minimum package of health services.
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Figure 3. Health budget allocations as a percentage of total county budget

The Service Delivery block is quite strong at 71% on average (significant functional capacity). The
high scores could be attributed partly to the technical and financial engagement by donor agencies which
largely support services related to HIV/AIDS, malaria, TB, and reproductive, maternal, neonatal, and child
health (MNCH) services.

4.3 Factors driving county performance in each building block

The results from the indicator scores are summarized in Figure 4.

[Key: 0 — 1= no capacity; 2= low capacity; 3= moderate capacity; 4= high functional capacity]

From the indicator scores, in the Leadership and Governance (L&G) block, all the counties except
Turkana have significant capacity to develop and implement a county health strategy. Lack of funds and
technical capacity were the main reasons cited for the lack of capacity to develop and implement a county
health department strategic plan in Turkana County. The main weakness for all the five counties was in their
“capacity to communicate effectively within the county and sub-county health department and other
departments within the county”. From the qualitative data, this was explained on absence of a
communication strategy and key protocols guiding information flow within the CHD and between the CHD
and implementation partners. Turkana and Migori counties demonstrate significant capacity to “lead and
engage with different health actors working towards a common goal”, a factor which was explained on a
clearly defined memoranda of understanding (MOUs) with implementing partners. Overall, Mombasa CHD
demonstrated ‘no capacity’ in most indicators which was partly linked to a lack of clear policy guidelines
on health sector priorities as well as irregular update meetings to discuss emerging leadership challenges at
county, sub-county and community levels.
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Figure 4. Indicator scores for each Building Block by county
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On the whole, the most outstanding issues contributing to the general weakness in L&G block for
all the counties included lack of a monitoring and evaluation framework to track the progress of county
health sector strategic and investment plan (CHSSIP) as well as inadequate capacity to develop work
plans which affects definition of health department goals and objectives. Besides, the governance
structure fails to properly define the roles and responsibilities of key actors in achieving county health
strategy goals. The actors are poorly coordinated which affects their involvement in annual sector
reviews, work plan development and policy formulation.

In the human resources (HRH) block, the significant capacity showed particularly by Turkana
County, a remote and hardship area, was linked to the political leadership in the county that is keen to
attract and retain health workers. The county health department has since rolled out a number of
incentives including housing, hardship allowances, transport and annual leave allowances as well as
training opportunities, to attract and retain health workers. Busia and Migori CHDs have no capacity in
all but one component of HRH. The main challenges in both counties include a lack of strategy to attract,
recruit and retain HRH, lack of incentives as well as poor working conditions including lack of
opportunities for feedback, unavailability of commaodities at health facilities, poor dissemination of HR
policies and lack staff needs assessment.

The health information systems (HIS) block is performing well; however, there are still capacity
gaps affecting all the counties. These included inadequate regular data analysis and sharing with key
actors such as CHMTs, SCHMTSs and non-state actors for use as evidence in strategic planning and
policy making including rational budgeting and decision-making; inadequate supply of data collection
tools especially at facility and community levels, which affects timely forecasting for commodities and
overall quality of services. Other capacity gaps include inadequate staff capacity on data management
(knowledge and skills) as well as poor dissemination of M&E framework, plans, protocols and
guidelines to the sub counties.

In the health commaodities and technologies block, there are serious weaknesses in specifically two
areas: capacity to develop and/or adopt and use a national/county-owned logistics management
information system (LMIS), and capacity for facilities to effectively store and account for health
commodities. The main focus for all the counties in this building block should be to build capacity to
effectively store and account for all health commodities alongside a fully functional LMIS. The key
issues reported in all the counties included lack of data quality improvement plan for all LMIS elements
as well as lack of adequate storage for health commodities including special storage needs at all levels
(county, sub-county and health facility).

Health system financing block is quite weak especially in Migori County where there is no capacity
in all nearly all the indicators. Qualitative data suggested that Migori CHD specifically lack transparency
in budgetary allocations as well as unclear policies in identifying and guiding the implementation of
county health system priorities. From qualitative data, the main difference between Kakamega CHD,
which performs best in this block, and the others, is the political will that has prioritized the health sector
and has fostered transparent and accountable budget systems that target evidence-based county health
priorities. In as much as not all budgetary wishes are granted, the health sector as a whole faces serious
under-funding, which is complicated by a lack of department expenditure tracking and quarterly review
framework. This often makes the county health department funds exposed to misuse through corruption
and other forms of fraud. Other key weaknesses as informed by the qualitative data included inadequate
use of evidence-based data to inform budget allocation, delays in disbursement of funds from the
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national and county treasuries, and lack of skills in programme-based budgeting (PBB) especially at
sub-county level which affects proper linkages between the budgets and work plans. The main issue
with PBB implementation is lack of capacity to develop clear and implementable programme and sub-
programme objectives and performance indicators. Although most counties have been trained on PBB,
there were no follow ups to entrench PBB skills at county and sub-county levels.

In the Service Delivery block, all the counties are performing relatively well except Turkana
County. The main reason for the lack of capacity in Turkana County was explained on insecurity and
poor road network. This has hampered delivery of commaodities to health facilities as well as discouraged
potential development partners from working in the county. For all the counties, there is limited
interaction between the county health department headquarters, the sub-counties and community units.
This has affected effective planning and budgeting that takes into account input from different
stakeholders. Other key weaknesses included irregular monitoring of compliance in the use of standards
and guidelines at sub-county and health facility levels, and poor data management.

The service delivery portfolio was further disaggregated into specific services that are identified as
key priority programmes for the counties: HIV/AIDS, malaria, TB/Leprosy, RMNCH, Nutrition, Water
& Sanitation, and NCDs (Figure 5).
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Figure 5: Capacity in specific priority service delivery areas

All the counties have very significant capacity in HIVV/AIDS response largely due to the efforts of
donor agencies but very low scores in NCD response. As an emerging health threat, NCDs have not

received funding as a priority area over the years.
5. Implications on health outcomes

The health outcomes for the five counties are summarized in Table 2.

Table 2: Key population health indicators by county (Sources: [7-10])

%Ilmmunization | % Facility | MMR/ U5-MR/ NMR/1000 | (%)HIV/AIDS
coverage delivery 100,000 1000 prevalence
Kakamega | 81 69 316 64 19 4.0
Migori 36 55 673 82 19 14.7
Turkana 56 30.5 1594 74 7.6
Mombasa | 64 82 223 32 7.4
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Busia 80 58 307 11 24 6.7

National 67 61 362 52 22.6 6.0

average

The results in Table 2 indicate that the worst performing county in service delivery (Migori) also
has the worst health outcomes, which suggests a direct correlation between the progress in the building
blocks and health outcomes. Although Busia County is not the best performing overall, it out-performs
the rest of the counties in service delivery leading to better health outcomes including full immunization
(80%, utilization of ITNs (80%), facility delivery (58%), etc.

6. Discussion and conclusion

The study focused on USAID priority counties and the results may not fully reflect other counties,
which have not experienced the same level of investment. Nevertheless, there are critical lessons learnt
on the need to improve the performance of CHDs for effective service delivery. The study aimed at
assessing the current status of CHDs along the six building blocks. In general, all the counties have
average capacity and in terms of progress toward UHC, will have to make significant investment in all
the building blocks to be successful. There are individual county variations in capacity and the key issues
driving these variations include the political will that prioritizes health care, transparency in budget
allocations to the health department, dissemination of key policy documents and protocols, and a
communication strategy to help in coordinating both inter- and extra-county affairs. Getting these key
areas right will contribute to strengthening all the building blocks.

Recently, an increasing number of international and local organizations have taken keen interest in
health systems strengthening (HSS) as a basis for improved health for all [11-13]. The Kenya
Government has also moved to strengthen the health system through such measures as devolving
delivery of health services to the local units (counties) to ensure responsiveness to local needs; i.e.
county governments are now entirely responsible for health system management and service delivery.
This analysis helps devolved health systems to understand their key strengths and weaknesses to allow
for targeted interventions and sustainable progress in HSS and UHC.

The findings indicate that lack of key health systems governance structures such as lack of a
monitoring and evaluation framework and a communication strategy, contributes to significant
weaknesses in the leadership and governance block; e.g. it makes it impossible to track progress of
county health sector strategic and investment plans (CHSSIP). Furthermore, the incapacity to develop
and/or implement annual work-plans at all levels of county departments of health affects implementation
of quality health programmes. Work plans are constructed within the guidance and focus of a strategic
plan [14] so it is difficult for CHD leadership to achieve their objectives from work plans drawn from
strategic plans that are not informed by evidence from appropriate M&E. Work plans are management
tools as such poor work-planning leads to poor management of the health sector [14]. As the results
show, there is generally a weak link between county integrated development plans (CIDP), the work
plans and budgets. Work plans do not seem to be guided by CIDPs and the budgets are not executed
according to work plans for a number of reasons including poor quality work plans, political interference
and inadequate financing for the plans. There is a need for capacity building on annual work-planning
and how this is linked with the county strategic plans, as well as strengthening M&E capabilities of the
counties.

In HRH, the key issues are a lack of a structure and strategy for staff attraction, recruitment and
retention and a lack of timely performance feedback. These have led to poor job satisfaction and
demotivation, and high rates of attrition. Recent studies in Kenya [15] and elsewhere [16, 17] point at
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increased staff demotivation where strategies to attract, recruit and retain staff are lacking. The counties
are currently in need of staff attraction, recruitment and retention strategies as well as capacity building
on Integrated Human Resource Information System (IHRIS). The Ministry of Health (Kenya) in the
current HRH strategy [18] recognizes the challenges in the HRH strategy and is working to lessen their
effect on service delivery.

A common problem across most of sub-Saharan Africa and indeed many developing countries is
lack of essential supplies to health facilities including drugs, basic equipment and medical supplies [19-
21]. As demonstrated in this study, lack of essential commodities demotivates staff and highlights not
only the incapacity of counties to analyse supply chain data for forecasting and quantification but also
a general weakness in the supply chain. It is critical for the devolved units to strengthen their commaodity
supply systems to ensure constant supplies of essential commaodities to improve service delivery.

All the five CHDs demonstrated significant functional capacity in HIS largely because of heavy
donor investment in this block. However, there are still some critical gaps that need to be addressed; e.g.
although the CHDs have developed many guidelines and other standard operating procedures, these
have not been disseminated to the sub-counties and health facilities for quick references. Similar
findings have been reported with the observation that such constraints need to be supported by realistic
health information strategies and a monitoring system [6]. In addition, improvements in internet access
would ease communication and allow staff to update their knowledge and translating to their patients
[6].

In the healthcare financing block, the key issues were low funding and weak financial accountability
mechanisms. Where funding was available, the allocations were characterized by inefficiency and lack
of linkages with evidence-based plans and interventions. Recent reforms such as implementation of PBB
to improve efficiency and accountability at the CHDs are important but unfortunately have been unable
to effectively reduce wastages and enhance cost-effective interventions. This has been partly blamed on
weak PBB skills especially at the sub-county level as well as political interference in health budget
allocations. Nevertheless, the health sector generally is underfunded from public domestic sources which
stand at 37% of the total health expenditure [22] against the 60% benchmark necessary for progress
toward UHCJ[23]. Recent plans to expand enrolment into the National Hospital Insurance Fund (NHIF)
as the main avenue to finance UHC is commendable and likely to resolve some of the financing
challenges. It is expected that as more households contribute to the NHIF and other health insurance
schemes, the national and county governments would be relieved of some financing pressure and
reinvest their budgets into health system strengthening. However, efficiency is critical and widely
acknowledged that improved efficiency is integral to the aspirations of health systems [24-26] .

Service delivery block is highly linked with the performance of the other blocks. Since the other key
blocks- leadership and governance, health financing and HRH, are underperforming, it was expected
that service delivery would be grossly affected. However, the high scores in service delivery could be
explained on the fact that the data heavily relied on the assessment of key services, namely: HIVV/AIDS,
malaria, TB, maternal, neonatal and child health services (MNCH) and sanitation services. These
services are highly donor-driven and their delivery is not entirely dependent on what happens at the
CHDs. Further improvements in service delivery are however, necessary in terms of improved capacity
to develop and distribute policies, strategic plans, guidelines and protocols on service delivery.
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On the whole, the evaluation identified critical capacity gaps in the CHDs. Whereas there is need
for improvement in all the six building blocks, more attention should be paid to the worst performers:
leadership and governance, HRH and financing.
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