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Abstract

Background Effective public financial management (PFM) is a foundational enabler of sustainable progress toward
Universal Health Coverage (UHC). Achieving UHC requires not only increased funding for the health sector but

also the efficient, equitable, and accountable use of resources. In 2019, Kenya piloted a UHC initiative across four
counties to generate evidence to inform national scale-up. This study examines the PFM processes underpinning the
pilot implementation, with a focus on how financial planning, budget execution, and accountability mechanisms
influenced the delivery of UHC interventions at the county level.

Methods This study employed a qualitative research design to explore PFM processes during the implementation
of Kenya's UHC pilot in four counties. Data were collected through 51 in-depth interviews and five focus group
discussions with key stakeholders, including healthcare workers, patient representatives, and senior members of the
County Health Management Teams (CHMTs). An inductive thematic analysis approach was employed to identify
patterns and themes that emerged from the data. The analysis was facilitated using Dedoose software (Version
9.0.17), which enabled systematic coding and organization of the qualitative data.

Results The UHC pilot program in Kenya featured a hybrid planning model, combining top-down directives from the
national government with bottom-up inputs from county stakeholders. Despite this collaborative approach, county
budgeting processes remained governed by the stipulations of the PFM Act. While counties welcomed additional
UHC funds, the removal of user fees led to reduced facility-level revenue, increased service demand, and strain on
human and material resources. Delays in fund disbursement, rigid budget structures, and limited financial autonomy
further constrained implementation. These experiences underscore the need for a more coherent integration of PFM
and health financing policies at the subnational level to ensure sustainable and equitable health service delivery.

Conclusion The UHC pilot offers critical lessons for future health financing reforms. Addressing PFM bottlenecks—
particularly those related to timely disbursement, budget flexibility, and local revenue generation—is essential to
ensure the sustainability of UHC in Kenya and similar contexts. The study’s limitations necessitate further research
before scaling up nationwide.
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Introduction

Globally, effective PFM is widely recognized as a cor-
nerstone of efficient and equitable health systems [1].
Public Financial Management (PFM) encompasses the
rules, institutions, and processes that govern the col-
lection, allocation, use, and accountability of public
resources, typically structured around the budget cycle,
which includes formulation, execution, and evaluation
[2-4]. According to the World Health Organization
(WHO), PEM influences health system performance
through three primary channels: the level and allocation
of public funds, the efficiency of spending, and the flex-
ibility of fund use [5]. Inadequate resource allocation,
misalignment between budgets and policy priorities, and
rigid budget structures often result in inefficiencies and
service delivery gaps [6]. In response, the Global Action
Plan Sustainable Financing Accelerator has called for tar-
geted PEM reforms in the health sector, with a particular
emphasis on policy-based and program-based budgeting
[7].

Across sub-Saharan Africa, countries have adopted
decentralization as a governance reform aimed at
improving service delivery, accountability, and respon-
siveness. However, the implementation of PFM reforms
has been uneven [8]. While high-income countries have
institutionalized program-based budgeting to enhance
flexibility and resource alignment, many low- and mid-
dle-income countries (LMICs) in Africa remain in transi-
tion. Only 18% of the 41 African countries have adopted
program-based budgeting, and just a few, including
Kenya, Burkina Faso, Gabon, Mauritius, and South
Africa, have institutionalized these reforms [9]. Persistent
challenges include underspending, weak prioritization,
and inequitable resource allocation, particularly the over-
emphasis on secondary and tertiary care at the expense
of primary healthcare [2]. Moreover, decentralization has
often introduced fragmentation in budgeting processes,
with limited coordination between central and subna-
tional governments [10, 11].

Kenya is a lower-middle-income country located in
East Africa, with a population of approximately 47.6 mil-
lion, as reported in the 2019 Population and Housing
Census [12]. The country is administratively divided into
47 counties, which vary significantly in population size.
The most populous counties include Nairobi, Kiambu,
Nakuru, Kakamega, and Bungoma [12]. Following the
promulgation of the 2010 Constitution, Kenya under-
took a major governance reform in 2013, transitioning
from a centralized to a devolved system of government.
This reform introduced a two-tier structure comprising

a national government and 47 county governments,
each with distinct but interdependent mandates [13].
The Fourth Schedule of the Constitution outlines the
functions of each level of government, with counties
assuming responsibility for key service delivery sectors,
including health [14]. The principle of “consultation and
cooperation” governs the relationship between the two
levels of government.

The rationale for devolution included improving equity,
enhancing accountability, and aligning services with local
needs [10]. However, the transition has been marked by
coordination challenges between national and county
governments, particularly in aligning health financing
mechanisms with decentralized governance structures
[11, 15, 16]. Counties receive funding through national
block grants and locally generated revenue, but dispari-
ties in local revenue capacity have led to variations in
health sector funding across counties [17]. In the health
sector, this has involved transferring decision-making
authority over resource allocation and service delivery
to county governments. Governance structures such as
Facility Management Committees (FMCs) and District/
Hospital Management Boards (D/HMBs)—comprising
elected community representatives and appointed offi-
cials—were established to provide oversight and com-
munity participation in health planning and budgeting
[18]. The institutional framework of county governments
includes two arms: (i) the County Executive, led by an
elected Governor and Deputy Governor, responsible for
implementing devolved functions; and (ii) the County
Assembly (CA), composed of elected Members of the
County Assembly (MCAs) representing electoral wards,
along with nominated members representing special
interest groups such as women, youth, and persons with
disabilities. The allocation of nominated seats is propor-
tional to party representation within the CA [13].

Kenya’s healthcare system is organized in a hierarchi-
cal structure comprising six levels of care. It begins at
the community level (Level 1), where community health
workers provide basic services such as health education
and disease prevention. Levels 2 and 3 include dispensa-
ries, private clinics, and health centers that offer outpa-
tient care, maternal health services, and minor surgeries.
Secondary care is provided at Level 4 through sub-county
hospitals, while Level 5 county referral hospitals offer
specialized and advanced medical services. The highest
level, Level 6, comprises national referral hospitals that
provide highly specialized care and are managed by the
national government [19]. Before devolution, community
and subnational stakeholders had limited involvement
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in health sector planning and budgeting, often result-
ing in a disconnect between local needs and centrally
determined priorities [20]. While devolution has theo-
retically addressed these top-down planning limitations,
empirical studies have identified persistent challenges at
the county level, including limited technical capacity for
planning and budgeting, politicization of health sector
priorities, and weak coordination mechanisms [21-23].

Kenya, like many countries, has adopted UHC as a
national policy priority, aligned with Sustainable Devel-
opment Goal 3.8 [24]. Kenya has implemented a series
of health sector reforms aimed at achieving Universal
Health Coverage (UHC), a key component of Sustain-
able Development Goal 3.8 [25, 26]. In 2017, the govern-
ment committed to achieving Universal Health Coverage
(UHC) by 2022 as part of the President’s Big Four Agenda
[27], which prioritized expanding access to essential
health services and reducing out-of-pocket expenditures.
Despite notable progress, the country continues to face
significant challenges, including constrained fiscal space,
a high disease burden, and widespread poverty, which
limit access to healthcare for low-income households
[28].

Kenya’s UHC strategy is anchored on three pillars: (a)
publicly financed primary healthcare services, includ-
ing preventive, promotive, outpatient, and basic diag-
nostic services; (b) a Social Health Insurance Fund
(SHIF) administered by the National Health Insurance
Fund (NHIF); and (c) a national fund for chronic and
catastrophic illnesses, covering conditions such as can-
cer, diabetes, stroke, and pandemics [29]. This fund is
financed through a combination of government alloca-
tions and insurance levies [10]. As part of the Big Four
Agenda [30, 31],. The government launched a UHC
pilot program in December 2018 to assess the feasibility
of eliminating user fees in public health facilities. Four
counties were selected based on specific health indica-
tors: Machakos (high incidence of injuries), Nyeri (preva-
lence of non-communicable diseases), Isiolo (nomadic
population dynamics), and Kisumu (high burden of infec-
tious diseases such as HIV/AIDS and tuberculosis) [32].

The pilot program was funded by the national govern-
ment, which required county governments to eliminate
user fees at level 4 and 5 health facilities. In exchange, the
national government committed to reimbursing counties
for the resulting loss in revenue [33]. The distribution of
funds was structured as follows: 72% was allocated to the
provision of basic and specialized healthcare services,
15% to health systems strengthening, 12% to community
health services, and 1% to public health initiatives [34].
Within the allocation for basic and specialized care, 70%
was directed to the Kenya Medical Supplies Author-
ity (KEMSA) for the procurement of essential medical
equipment, pharmaceuticals, and related supplies. The
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remaining 30% supported operational costs and mainte-
nance of level 4 and 5 health facilities [35]. A significant
portion of the health systems strengthening budget was
utilized to hire healthcare personnel on a contractual
basis. Community health service funds were primarily
used for training and equipping community health vol-
unteers. Meanwhile, the allocation for public health ser-
vices was channeled to county health management teams
to support quality assurance, data collection, and disease
surveillance activities.

The pilot aimed to deliver a defined package of health
services at no cost to patients, with the government
assuming full financial responsibility for these services.
The pilot concluded in 2019, generating critical lessons to
inform the national scale-up of UHC across all 47 coun-
ties. The articulation between decentralization and health
financing policy at the county level is crucial to achieving
UHC [36]. The 2019 UHC pilot program presented both
opportunities and challenges in aligning PFM processes
with health financing objectives. Although the national
government led the pilot, it was operationalized through
existing county-level PEM systems. Previous studies have
examined broader PFM issues in Kenya’s health sector
[15, 34, 37], but there is a gap remaining in understand-
ing further the specific PFM experiences during the UHC
pilot, especially about the diverse contexts in the four
counties. This study, therefore, aimed to examine the
PFM experiences encountered during the implementa-
tion of the UHC pilot program in four counties in Kenya.
Specifically, the study aimed to (a) explore the role of
county-level PFM systems in the planning, allocation,
and utilization of UHC pilot funds and (b) identify key
PFM-related constraints and enablers that will affect the
implementation and sustainability of countrywide UHC
programs in the future.

Methods

Study setting

Kenya is a lower-middle-income economy located in East
Africa, with an estimated population of 55.1 million as of
2023 [26]. This study was conducted in Kisumu, Macha-
kos, Isiolo, and Nyeri counties in Kenya.

Machakos is a semi-urban county located in Kenya’s
Eastern region. As of the 2019 census, the population was
approximately 1.42 million. The county has relatively high
health service coverage, with over 90% of births attended
by skilled health personnel. Immunization coverage for
children under one year exceeds 85%, and the contra-
ceptive prevalence rate is among the highest nationally.
However, non-communicable diseases (NCDs), particu-
larly injuries from road traffic accidents, are a growing
concern [38].

Isiolo is a sparsely populated, arid county in north-
ern Kenya, with a population of approximately 268,000.
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Table 1 Respondents’characteristics

Characteristics Variable Frequency  Per-
cent-
age
(%)

County Isiolo 6 17.7

Kisumu 10 294
Machakos 7 206
Nyeri 1 325
Gender Male 20 589
Female 14 41.1
Place of work County Government 12 353
Health Facility 22 64.7
Primary role County officer 12 353
EPI/MCH 5 14.7
Facility Administrators 7 206
Health Care Service 10 294

Provider

It is characterized by nomadic pastoralist communities,
which pose unique challenges for health service delivery.
Skilled birth attendance remains below the national aver-
age, and immunization coverage is comparatively low.
The county also experiences high rates of maternal and
child mortality, and access to health facilities is limited
due to geographic and infrastructural barriers [39].

Nyeri, located in the Central region, has a population of
about 759,000 and is one of the most urbanized counties
in Kenya. It has a robust health infrastructure and high
rates of health service utilization. Skilled birth attendance
and immunization coverage are both above 90%. How-
ever, the county has a high burden of non-communicable
diseases, particularly diabetes and hypertension, which
are leading causes of outpatient visits and hospital admis-
sions [40].

Kisumu, situated in the western region along Lake Vic-
toria, has a population of approximately 1.16 million.
The county faces a dual burden of disease, with a high
prevalence of infectious diseases such as HIV/AIDS and
tuberculosis, alongside rising NCDs. HIV prevalence in
Kisumu is among the highest in the country, estimated at
over 16%. Despite this, the county has made significant
progress in expanding access to antiretroviral therapy
and maternal health services [41].

Study design and participant selection

The study employed a cross-sectional, qualitative design
involving interviews with senior county Department of
Health officials in the four pilot counties. This qualita-
tive study conducted in-depth interviews (IDIs) with key
informants. A purposive sampling strategy was employed
to select participants who were directly involved in
implementing the UHC pilot program. These included
members of the County Health Management Teams
(CHMTs), Sub-County Health Management Teams
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(SCHMTs), hospital administrators, and departmental
heads. In total, 51 stakeholders were interviewed, repre-
senting a diverse range of perspectives across the county
health system. Table 1 below shows the distribution of
participants across the four counties.

Data collection

Data collection was conducted between August 2021 and
January 2022. JOO and MO, two experienced researchers
with expertise in public financial management and quali-
tative methods, conducted in-depth interviews using a
semi-structured interview guide. This followed the pro-
vision of informed consent by all participants, and inter-
views were held in quiet, private settings chosen by the
participants to ensure comfort and confidentiality. All
interviews were conducted in English and lasted between
30 and 60 min. Audio recordings of the interviews were
made with participants’ permission and subsequently
transcribed verbatim by AOA, JOO, and CA.

Data analysis

An inductive thematic analysis approach was applied
to identify emerging themes from the data following
the steps outlined by Braun and Clarke [42]. The team
familiarised themselves with the interview data by par-
ticipating in the data collection (JOO), transcribing the
interview audios (JOO, AOA, and CA), and then reading
all the transcripts (JOO, AOA, CA, SK, SO, RN, and CN)
several times and taking note of initial ideas [43]. Three
team members (AOA, JOO, and CA) coded the initial set
of five transcripts and discussed and agreed on the ini-
tial codebook, which was then applied to the remaining
transcripts. Additional codes were developed inductively
based on patterns that emerged within the transcripts
during the coding process. Related codes were charted
and grouped into emerging themes, and these findings
were reported in a narrative format. Dedoose Version
9.0.17 software was used to facilitate the data coding and
analysis [43].

Findings

Community registration, service uptake, and systemic
pressures

Community-based enrolment and out-of-pocket payments
The UHC pilot program began with the registration of
eligible residents across the four participating counties.
Community health promoters facilitated enrolment using
a mobile phone application, and registration cards were
issued upon verification of identity through a national ID,
birth certificate, or a letter from the local chief. Eligibility
was contingent upon prior registration with the National
Health Insurance Fund (NHIF), ensuring that only NHIF-
registered individuals could access services under the
pilot.
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“If you came, we registered you so long as you had
the needed requirements. The ID, the birth certifi-
cate, or a letter from the chief... Registration was
through phones, and you would dial 253#..” (FGD-
01-21).

Enrolled individuals were entitled to receive a defined
package of healthcare services free of charge at public
health facilities. However, services not available within
the public sector—such as advanced imaging and special-
ized laboratory diagnostics—were not covered and had
to be paid for out of pocket at private facilities.

“He was being treated for everything but for tests
that required a lot of money, that UHC didn’t pay
for... like head scans, stomach... one would come, he
was told to go and take them outside the hospital..”
(EGD-07-21).

Increased service utilization led to systemic pressure

The removal of user fees led to a significant increase in
health-seeking behavior, resulting in higher patient vol-
umes at public facilities. This surge placed considerable
strain on existing infrastructure and human resources,
prompting counties to recruit additional healthcare
workers to manage the increased workload.

“Because when everyone heard that there were free
services, all those patients with chronic conditions...
all wanted to be managed in Provincial General
Hospital” (ID-21-21).

“Some more staff were employed through that fund...
But of course, it wasn’t commensurate with the
workload.” (ID-25-21).

To ensure continuity of care, financial grants were pro-
vided to national referral hospitals, enabling referred
patients to continue receiving services at no additional
cost. This policy aimed to maintain equity and access
across all levels of the health system.

“The government paid for it, and the mwananchi
was to get the services free of charge at whatever
level... even at Level 6 (KI-27-21).

Despite the availability of essential medicines, the
increased patient load exposed limitations in facility
infrastructure. Overcrowding and space shortages were
reported, which affected the quality of care and patient
experience.

“..patients would often share beds because drugs
were available and free, leading to a high volume of
patients. However, space was limited.” (ID-02-21).
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Planning and budget formulation across governance levels
Facility-level needs assessment and usual annual work
planning (AWP) continued

The planning and budgeting process for the UHC pilot
began at the facility level with a structured needs assess-
ment and prioritization exercise. Each department within
the health facility—such as nursing, laboratory, and phar-
macy—developed its budget proposal, which was then
consolidated into an annual work plan. This process typi-
cally commenced in April and was finalized before the
end of the fiscal year on June 30th.

“When planning, every department makes its bud-
geting... we sit as departments, and each depart-
ment brings its budget, then we write proposals...
and forward them to the county.” (ID-10-21).

“We need first to identify our needs and then... look
at the resources that we’ve been given. Of course, the
resources are never enough.” (ID-21-21).

Once departmental work plans were developed, they
were reviewed by internal governance structures such as
the Hospital Management Board or the Executive Expen-
diture Committee (EEC). These bodies had the authority
to adjust the proposed budgets based on projected finan-
cial availability or strategic priorities before submission
to the county health department.

“We meet a small committee called the EEC...
we deliberate on the priorities and allocate these
resources in different vote heads... then present the
budget to the hospital management team. (ID-21-
21).

County-level budget consolidation and public input

were followed by submission to the national level and
conditional disbursement

At the county level, facility budgets were consolidated
to inform the overall county health budget. Adjustments
were made based on available resources, equity consid-
erations across facilities, and public input. The County
Health Services Fund Board played a key role in review-
ing proposals and incorporating community concerns.

“The County Management Fund Board... look at
them from the perspectives of the whole county...
and may have concerns from the community. That
board also has the right to make some adjustments,
of course, with justification” (ID-25-21).

Following county-level consolidation, the health budgets
were submitted to the Ministry of Health for approval.
The Ministry then forwarded the approved budgets to the
National Treasury for the disbursement of UHC funds.
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While the first-quarter disbursement was based solely on
approved budgets, subsequent disbursements required
financial accountability reports for the previous quarter.

“The proposed budget [was] sent to the ministry...
the ministry looked at it, probably ratified it, and
then sent it to the treasury for disbursement.” (ID-
35-21).

“We were to spend 91 million, account for it, then
the Ministry of Health would give another disburse-
ment... our county had not got the second disburse-
ment because of the first disbursement.” (KI-04-21).

Budget execution and fund flow mechanisms

Dual financing structure, fund allocation, transfers, and
procurement

The UHC pilot program adopted a two-tier PFM model,
with funding contributions from both the national and
county governments. While the national government
provided the bulk of the UHC funds, counties were
expected to supplement these with allocations from
their existing health budgets. Approximately 70% of the
UHC funds were managed centrally by the national gov-
ernment through the Kenya Medical Supplies Agency
(KEMSA), primarily for the procurement of drugs and
non-pharmaceuticals. The remaining 30% was trans-
ferred to county-level special UHC accounts, with strict
guidelines on eligible expenditures.

“The agreement with the National government was
that funding was still going to be there on top of what
the government was going to prepare.” (KI-38-21).
“The money for the drugs was sent to KEMSA... to
supply drugs and pharmaceuticals, laboratory con-
sumables, and X-ray consumables” (KI-03-21).
“Funds were later sent to the county with clear
guidelines on what they are supposed to be imple-
mented. (KI-05-21).

Delayed disbursements despite the designated use of
county-level UHC funds and the need for supplementary
budgeting

Thirty percent of the funds deposited into county UHC
accounts were earmarked for specific purposes, including
payment of UHC staff salaries, health system strengthen-
ing, public health services, and operational costs. Desig-
nated county officials jointly managed these accounts to
ensure compliance with national directives. Since UHC
funds were disbursed after counties had finalized their
annual budgets, they had to be incorporated through
supplementary budgeting processes. This led to delays in
fund utilization, as county assemblies had to approve the
revised budgets before expenditures could be made.
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“The funds used to be sent to a special UHC
account... for supervision, day-to-day running...
and only meant for this hospital and one more.” (KI-
38-21)"There are some components... public health,
community, systems strengthening, and basic mate-
rials” (KI-03-21).

“This money had to be factored into our budget...
as a supplementary budget for 2018/2019... it took
some time.” (KI-03-21).

Facility-level allocation, loss of facility improvement funds,
operational use of funds, and constraints

Once approved, funds were allocated to individual health
facilities based on their submitted budgets. These alloca-
tions were used for operational expenses such as casual
staff wages and minor facility upkeep. However, the funds
were often insufficient to cover facility needs fully. The
elimination of user fees under UHC meant that facili-
ties could no longer collect Facility Improvement Funds
(FIF), which had previously supported operational flex-
ibility. This created financial strain, mainly when KEMSA
did not supply certain essential commodities, which facil-
ities were then unable to procure independently. To miti-
gate the burden on high-level referral hospitals receiving
patients from multiple counties, the national government
provided direct grants to these facilities. These grants
were intended to offset the loss of revenue and meet the
increased demand for services.

“We met the budget at the county level and allocated
this money... However, what was allocated was like a
third of the budget of each facility” (KI-05-21).

“The facility has a bank account... used to cater for
some of the needs... like paying for the salaries for
the casuals and also... buying tea.” (ID-34-21).

“It’s almost like a business that you are not sell-
ing, and you are constantly giving to customers... it
became constantly worse.” (ID-30-21).

“They were getting a direct grant from the National
Government... to bridge the gap of what was now
remaining” (KI-05-21).

Budget evaluation

Justification of budget allocation and compliance with
government financial reporting and auditing guidelines
Participants emphasized the importance of reviewing
previous work plans and achievements to justify new
budget allocations. There is a clear expectation that
county officials must present data on past performance
to support future funding requests. Budget processes are
generally approved if they align with government regula-
tions on collection, utilization, and accountability. Regu-
lar audits are a key mechanism for ensuring compliance.
Monthly financial reports are consistently prepared,
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regardless of the level of economic activity, and are con-
solidated for annual audits. The emphasis is on maintain-
ing proper documentation to avoid audit queries.

“You need to give data about the year, which is end-
ing, and what your targets were, how much you have
achieved, because that is what will be used to justify
giving your finances” — ID-47-21.

“It’s as if we have blanket approval. So long as the
processes of collection, utilization, and accountabil-
ity are in line with the government guidelines. And
of course we are audited all the time” — ID-25-21.
“We prepare financial reports every month, regard-
less of whether there is money or not. And we evalu-
ate that, which is audited annually” — ID-26-21.
“They are managed properly so that we avoid the
audit queries that come out” — KI-03-21.

Public financial management challenges during UHC
Delayed, insufficient, and irregular budget releases

Delayed submissions by county governments and itera-
tive fund release processes led to late disbursements.
Supplementary budget approvals were required after
counties had already passed their annual budgets, caus-
ing further delays. Sequential disbursement conditions
(i.e., requiring spending and accounting for one quar-
ter before receiving the next quarter’s funds) created
bottlenecks.

“We submitted somewhere in May... the county
delayed submitting on financial closure somewhere
in June... impacted the fourth quarter disburse-
ment” — ID-35-21.

“This quarter, one money 91 million dollars, which
we did not spend until the end of the financial year”
—KI-04-21.

Lack of autonomy and involvement of health facilities
Facilities lacked autonomy in spending and were
excluded from planning and budgeting processes. There
was no clear breakdown of budget allocations at the facil-
ity level, limiting transparency and accountability.

“We don’t have a figure that I can put into my hand
and say that was our budget” — ID-35-21.

Stockouts and supply chain failures

Inconsistent budget releases led to stockouts of essen-
tial drugs and supplies. KEMSA’s failure to supply lab
reagents and diagnostic consumables forced patients to
seek services in the private sector, thereby undermining
the goals of UHC.
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“The program did not budget for laboratory
reagents... diagnostics suffered... encouraged out-of-
pocket expenditure” — KI-05-21.

Loss of user fees and accumulation of debt

Facilities could not charge user fees under UHC, remov-
ing a key source of operational funds. To cope, they
acquired supplies of credit, leading to debt accumulation.
Some countries continued to offer free services even after
national funding ended due to political motivations and
worsening financial strain.

“We had already accrued a lot of debt... from elec-
tricity, water, suppliers..” — KI-01-21.
“Nobody told us to stop... Our governor looked so
good to his constituency” — ID-21-21.

Discussion

This study explored the PFM experiences and challenges
encountered during the UHC pilot program in four
Kenyan counties. The UHC pilot program was aligned
with the constitutional mandate under the 2010 Bill of
Rights, which guarantees every Kenyan the right to the
highest attainable standard of health. The program aimed
to eliminate OOP expenditures by providing free access
to quality healthcare services. However, despite this
objective, the study found that OOP expenditures per-
sisted, particularly for diagnostic services. This was pri-
marily due to frequent stockouts of laboratory reagents
and the exclusion of specialized referral services from the
program’s coverage. These findings are consistent with
previous studies that highlight the persistent burden of
OOP expenditures in Kenya despite policy interventions
[44-46].

From a PFM perspective, the study revealed that plan-
ning and budgeting processes were initiated at the facil-
ity level through the development of AWPs, which were
then consolidated at the county level. However, the tim-
ing of UHC fund disbursements was misaligned with
county budget cycles. The first tranche of UHC funds
was released after county assemblies had approved
their annual budgets, necessitating supplementary bud-
get approvals that delayed the utilization of the funds.
This misalignment undermined the efficiency of budget
execution and is reflective of broader coordination chal-
lenges between national and county governments [40]
and other studies [18, 47, 48].

The execution of the UHC budget was predominantly
supply-based, with approximately 70% of funds allocated
to health products and technologies (HPTs) procured
through the Kenya Medical Supplies Authority (KEMSA).
While this approach temporarily improved the avail-
ability of essential commodities, it lacked flexibility and
responsiveness to facility-specific needs. Facilities were
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not involved in procurement decisions, leading to mis-
matches between supplied items and actual demand, par-
ticularly in diagnostics and imaging. These findings align
with concerns raised in prior research regarding the limi-
tations of centralized procurement models in dynamic
healthcare environments [44, 46].

Moreover, the study identified significant delays and
irregularities in the disbursement of funds. Counties were
required to fully expend an account for each quarterly
disbursement before receiving subsequent tranches. This
sequential funding model created bottlenecks, resulting
in service interruptions and the accumulation of pending
bills. The lack of timely and predictable funding flows is a
recurring theme in health financing literature across low-
and middle-income countries [49-51].

A critical challenge identified was the erosion of finan-
cial autonomy at the facility level. The suspension of user
fees under UHC removed a key source of operational
revenue, yet facilities were not granted control over alter-
native funding streams. Consequently, many facilities
resorted to credit-based procurement, leading to signifi-
cant debt accumulation. This lack of autonomy, coupled
with limited involvement in budgeting and procurement,
undermined both accountability and the efficiency of ser-
vice delivery. Similar dynamics have been documented in
other Kenyan counties, where centralized decision-mak-
ing has led to a misalignment between resource alloca-
tion and service delivery needs [52, 53].

Budget oversight and evaluation processes were found
to be weak. Although monthly financial reporting and
annual audits were conducted, there was limited evi-
dence of structured budget evaluation to inform future
planning. This reflects a broader trend of declining bud-
get oversight in sub-Saharan Africa [9] and highlights the
need to institutionalize robust monitoring and evaluation
mechanisms within the health financing framework.

Our findings suggest that while the pilot aimed to
reduce financial barriers to healthcare, patients seem to
have continued incurring OOP payments due to the lack
of coverage for specific services and stockouts of supplies.
Previous analyses reported mixed and context-dependent
results. For example, the review by the International
Trade Administration [54] reported a reduction in OOP
payments for households, for services like outpatient care
and maternal health, where utilization increased due to
reduced cost barriers. Although our study did not spe-
cifically assess OOP payment levels by county, it is likely
that households from pilot counties with stronger health
systems and better planning capacity would incur lower
OOP payments than those from counties with poor plan-
ning and coordination. This is an important finding to
consider when expanding UHC nationally in Kenya [55,
56].
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Finally, the study observed instances where counties
continued to offer free services beyond the official end
of the UHC pilot, driven by political motivations. This
placed additional strain on county budgets and exacer-
bated facility-level debt. The politicization of health ser-
vice delivery has been widely documented as a barrier to
sustainable health financing reforms [37, 50, 57].

One critical aspect of PFM that warrants further
attention is the capacity of health facilities and county
health departments to formulate and execute budgets
effectively. While much of the previous discourse has
focused on structural issues—such as the misalignment
between UHC fund flows and county budget cycles, or
the delays in fund disbursement—there has been rela-
tively little emphasis on the internal capacity constraints
within these institutions as part of future expansion of
UHC. As seen in this study and others [37, 58], coun-
ties faced issues such as limited technical expertise,
inadequate planning tools, and weak financial manage-
ment systems at both the facility and sub-county levels.
Addressing these capacity gaps is essential for ensuring
that resources are not only allocated but also utilized effi-
ciently to improve health service delivery.

The findings of this study offer several lessons for
the national scale-up of UHC in Kenya. The following
actions are recommended: (a) Synchronize budget cycles
by aligning national and county budget planning and
approval timelines, which is essential to ensure timely
fund disbursement and utilization; (b) Enhance facility
autonomy by granting health facilities greater control
over financial resources, which can improve respon-
siveness and accountability; (c) Adopt flexible procure-
ment models by using a hybrid procurement approach
that combines centralized and facility-level purchasing
may better address diverse and evolving service delivery
needs; (d) Institutionalize budget evaluation by strength-
ening budget oversight and integrating evaluation into
the budget cycle can enhance learning and resource
optimization; (e) And ensure sustainable financing by
developing long-term, blended financing strategies that
include national, county, and donor contributions are
critical for sustaining UHC.

Strengths and Limitations

This study is the first to systematically focus on the PFM
processes during the implementation of Kenya’'s UHC
pilot program. It represents a pioneering effort to explic-
itly link PFM practices with UHC policy objectives in the
Kenyan context. As such, it provides foundational evi-
dence to inform future PFM reforms aimed at aligning
financial systems with the goals of UHC, offering a valu-
able reference point for subsequent research and policy
development.
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Despite these contributions, several limitations should
be acknowledged. The study was conducted in four coun-
ties, which limits the generalizability of the findings.
Kenya’s counties differ significantly in terms of disease
burden, governance capacity, and PFM implementation,
which may influence the applicability of these findings to
other contexts. Additionally, while the study identified
structural misalignments between UHC fund flows and
county budget processes, it did not extensively explore
the underlying capacity constraints within county health
departments and health facilities. Understanding the
institutional capacity to formulate, execute, and monitor
budgets is crucial for effective PFM and warrants further
investigation. Moreover, although the UHC pilot aimed
to eliminate OOP expenses, the study did not system-
atically document the extent or impact of such spending
during the pilot phase.

Conclusion

The UHC pilot program in Kenya marked a significant
step toward achieving equitable access to healthcare by
delivering free services to all residents in the four par-
ticipating counties. The initiative temporarily improved
the flow of resources and enhanced the availability of
essential medicines, contributing to better service quality
and utilization. However, systemic PFM challenges hin-
dered the efficiency and effectiveness of service delivery.
Key issues included delayed and irregular fund disburse-
ments, rigid budget classifications, and limited flexibility
in budget execution. These challenges, compounded by
increased demand for services, led to shortages of health
products and technologies and constrained the opera-
tions of facilities. Moreover, the lack of autonomy at the
facility level and the supply-based procurement model
limited responsiveness to local needs.

To ensure the success of future UHC initiatives or a
UHC scale-up, it is imperative to adjust PFM systems
to promote timely, sufficient, and flexible financing.
Strengthening budget planning, execution, and over-
sight—alongside exploring sustainable health financing
mechanisms—will be critical. Drawing lessons from the
pilot, Kenya should prioritize scaling up UHC nation-
wide, accompanied by a robust and responsive PFM
framework, to accelerate progress toward achieving UHC
by 2030.
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