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[bookmark: _Toc521073226][bookmark: _Toc294367282]Introduction 
Universal Health coverage will ensure that Kenyans receive quality, promotive, preventive, curative and rehabilitative health services without suffering financial hardship and ensuring that Kenyans have access to an explicit unified progressive Health benefit package. This manual is designed for stakeholders who will be involved in implementing UHC. It is intended to stimulate active learning through discussions, group exercises, and experience sharing e.t.c.
The main objectives of UHC are:
i.  To increase population covered by defined essential health package
ii. To increase the population having access to a defined essential health service package 
iii. To increase availability of quality people centered essential interventions/services so that Kenyans access and receive quality health services.
iv. Strengthen Leadership, Governance and Management through establishments of Legal and Institutional framework for successful coordination of the implementation of UHC for Kenya by 2022.
v. To ensure adequate Human Resource for Health (HRH) workforce that is equitably distributed, competent, appropriately equipped and well-motivated to deliver quality health services to all

UHC is a top priority in the Kenya Health Sector Strategic and Investment Plan (KHSS&IP) 2018-2023. A UHC roadmap has been developed to outline the implementation process, together with an M&E framework which will be used to monitor its implementation.

Based on informal interaction with various stakeholders within the health sector, it has emerged that there are different understanding, interpretation, approaches and scope of UHC. A standard curriculum is therefore necessary to ensure that all actors have a uniform understanding of the process and approaches, together with their roles and responsibilities in UHC. 

[bookmark: _Toc521073227]Purpose
The purpose of this training is to equip the trainee, drawn from the health stakeholders, at the policy and practitioner levels in the public and private sectors, with Universal Health Coverage information to enable them advocate for and pro-actively engage in the implementation of UHC agenda in Kenya.

[bookmark: _Toc521073228]Learning Outcomes
By the end of the training, the learner should be able to:
1. demonstrate awareness of core concepts and different components of UHC, roles and responsibilities of different actors 
2. demonstrate appreciation key health system issues related to the delivery of effective, efficient, and quality health care services, especially to the marginalized and vulnerable populations in Kenya.
3. facilitate exchange of views, concerns, experiences, and learning among stakeholders currently engaged in UHC related activities, especially through advocacy and research in Kenya.

[bookmark: _Toc521073229]Training content
Introduction of UHC: Origin of UHC including success cases in other countries, the components of UHC. UHC in Kenya: the basics including the necessary enabling legislation and objectives. Implementation strategy. Implementation activities. UHC Assessment. Experience sharing on building UHC awareness-translating learning to action.

[bookmark: _Toc515026616][bookmark: _Toc521073230]Mode of Delivery
Class sessions, peer-group discussions and presentations

[bookmark: _Toc521073231]Instructional Materials and Equipment
Training manual for UHC; paper publications; white boards/flip charts and white-board markers; laptops, video clips.

[bookmark: _Toc515026617][bookmark: _Toc521073232]Feedback mechanism
Training programme evaluation questionnaire

[bookmark: _Toc521073233]Reference Materials
1. Road map towards UHC in Kenya
2. UHC implementation guidelines in Kenya
3. UHC Monitoring and Evaluation frame work in Kenya
4. The constitution of Kenya
5. Vision 2030
6. The Health Act 2017
7. PFM Act
8. The Inter-Governmental relations Act 2012
9. NHIF Act – 1998
10. The County Government Act 
11. The Kenya Health Policy Framework 2014-2030
12. The KHSSP 2018-2022





[bookmark: _Toc521073234]Session 1: Introduction to UHC

[bookmark: _Toc521073235]1.1 Origin of UHC 
The United Nations unanimously adopted Universal Health Coverage as an essential element of international development on 12th December, 2012; rallying Governments to move towards providing all people with access to affordable, quality health-care services. The resolution reaffirms WHO’s leading role in supporting countries to respond to the challenges of implementing universal Sustainable Development Goals No.3 which puts emphasis for nations to provide Universal Health Coverage to its populations.
Universal health care systems vary according to the degree of government involvement in providing care and/or health insurance. In some countries, such as the UK, Spain, Italy, Australia and the Nordic countries, the government has a high degree of involvement in the commissioning or delivery of health care services and access is based on residence rights, not on the purchase of insurance. Others have a much more pluralistic delivery system, based on obligatory health with contributory insurance rates related to salaries or income and usually funded by employers and beneficiaries jointly.
The promotion of UHC in Africa has been largely built on the optimism associated with the continent’s commodity boom and improved economic performance over the past decade. As the economic outlook for the continent deteriorates, optimism about the viability of ambitious UHC policies and targets is beginning to recede. This paper argues that if the continent is to remain committed to the concept of UHC, the associated policies and financial tenets need to incorporate the nature of Africa’s non-linear, fragile growth[footnoteRef:1] [1:  Russo G, Bloom G. What does the end of Africa’s boom mean for Universal Health Coverage? IDS Rapid Response Brief. 2017;16 http://www.ids.ac.uk/publication/what-does-the-end-of-africa-s-boom-mean-for-universal-health-coverage] 

[bookmark: _Toc521073236]1.2 The components/dimension of UHC
a) Provision of quality essential interventions.
b) Promotion of Equity among population.
c) Health financing for universal coverage- Mobilization of resources, efficient resource allocation and use.
d) Financial risk protection for all.
e) Health systems governance for UHC.
f) Communication. 
g) Monitoring & Evaluation


[bookmark: _Toc521073237]Session 2: UHC in Kenya

2.1 [bookmark: _Toc521073238]Introduction 
The Constitution of Kenya provides for the highest attainable standard of health which includes the right to health care services under Article 43A.  The health sector has an articulate and elaborate Kenya Health Policy (KHP 2014 -2030) aimed at assisting the sector realign to new emerging issues and enable the country to attain its long-term goals as outlined in the Kenya’s Vision 2030 and the Kenyan Constitution (2010). One of the goals of the Vision is to improve the overall health outcomes and indicators of Kenyans by shifting focus from curative healthcare to preventive, promotive and rehabilitative healthcare. 
Universal Health Coverage (UHC) has been identified as one of the Government’s Big Four Agenda towards socio-economic development in Kenya to be delivered by the year 2022. Universal Health Coverage is an integral part of the country’s efforts to attain the desired status of health as elaborated in the constitution of Kenya (2010) and Health Policy. By 2022, it is envisaged that all persons in Kenya will have access to essential services they need for their health and wellbeing through a single unified benefit package, without the risk of financial catastrophe. 
UHC implementation will be guided by the following principles:
1) Equity
2) Quality
3) Responsiveness
4) Efficiency
5) Sustainability and Resilience 
6) Evidence Based
7) Right Based Approach
8) Accountability 

2.2 [bookmark: _Toc521073239]Why does Kenya need Universal Health Coverage?
Approximately 19% of Kenyans have a form of Health Insurance offering financial protection[footnoteRef:2]. As a result, approximately 1 million Kenyans fall into poverty every year due to catastrophic health expenditures. Increased healthcare financing will be required to ensure all Kenyans can benefit from UHC.  [2:  Kenya Integrated Household Budget Survey 2015/16] 

According to Mid-term review report of the Kenya Health Sector Strategic plan (KHSSP 2014-2018), significant inequalities prevail in health outcomes in different counties. For example, on average, HIV and malaria prevalence were 4 times higher than the national average in 4 counties bordering Lake Victoria: Migori, Kisumu, Siaya and Homa Bay. Four counties: Turkana, Isiolo, Garissa and Kisumu have institutional maternal mortality over 200 per 100,000 deliveries. Basic vaccination stands at 36% coverage in West Pokot to over 95% in Nyamira. 

The health sector is underfinanced as compared to international benchmarks, which is well reflected in poor performance of Primary Health Care (PHC) curative care and rehabilitative care. External funding is poorly aligned and harmonized because of the weak coordination, absence of joint annual planning and poor resource mapping. Ninety-six percent of external resources are off budget. With increasing numbers of conditional grants going to counties (Free maternity, user fees, HSSF, NHIF), the fragmentation is high and hence the risk of inefficiency. The MOH was able to only spend 68% of the total allocated budget (52% development and 86% recurrent) in the last three years.
According to national staffing norms, Kenya has only been able to fill 15% of the approved positions in all health facilities; the gap is much worse in primary care facilities (13%) than in tertiary ones (30%). There is inequity in the distribution of workforce: urban–rural, regions with high and low socioeconomic development. Moreover, specialized medical care is mostly available in urban areas and major challenges in the management of the human resources leading to poor staff motivation and staff retention. 
In health infrastructure, the average population living within 5 Km from the health facility is about 62%. There have been concerted efforts by both National and County Governments towards establishing and equipping health facilities. Despite the efforts, gaps still remain with facilities having inadequate and dilapidated equipment and with some not meeting the required norms and standards.
2.3 [bookmark: _Toc521073240]What is needed to achieve Universal Health Coverage? 
Universal Health Coverage calls for a holistic systems approach to improving health system performance. Health System Strengthening (HSS) involves investments in inputs in an integrated and systemic way, but also reforming the architecture that determine how different parts of the health system operate and interact to meet priority health needs through people-centered integrated services. HSS is, therefore, the key means to achieve UHC. The seven key elements which are needed to achieve Universal Health Coverage are: 
1. Strong political leadership and long-term commitment to achieve Universal Health Coverage
2. Generate multi stakeholder support for Health Care Financing Strategy and Universal Health Coverage implementation
3. Broader technical discussion on design issues with key stakeholders and joint development of a roadmap on Universal Health Coverage implementation
4. Develop and strengthen institutions which perform the functions of stewardship, oversight and governance with respect to Universal Health Coverage
5. Initial coverage and future up-scaling criterion 
6. Finalization of regulatory, legal and institutional framework
7. Development and implementation of Monitoring and Evaluation framework

[bookmark: _Toc521073241]2.3.1 Coverage
i. NHIF scale up
ii. Community based health coverage
iii. Enhancing private health insurance coverage
[bookmark: _Toc521073242]2.3.2 Access to Services
i. Strengthen and broaden primary health care system
ii. Increase and equitably distribute human resource for health
iii. Ensure availability of medical commodities & equipments
iv. Digitize health e.g. supply chain, telemedicine
v. Develop and disseminate the UHC benefits package
vi. Enhance geographical access to health services to within 5km radius
[bookmark: _Toc521073243]2.3.3 Financing
i. Increase health budget allocation (7% to 10%)
ii. Attract private sector investment
iii. Embrace pooling of resources through insurance mechanisms
[bookmark: _Toc521073244]2.3.4 Governance
i. Strengthen leadership coordination at both levels of government for UHC
ii. Enhance community participation through governance structures
iii. Enhance accountability and transparency on utilization of resources
iv. Increase political commitment to UHC at all levels
v. Review and operationalize policies, regulatory, legal and institutional framework to align with UHC agenda
2.3.5 [bookmark: _Toc521073245]M & E and Evidence Generation
This entails the development and implementation of an M&E framework for UHC
2.4 [bookmark: _Toc521073246]Objectives of UHC in Kenya
The objectives of the UHC agenda in Kenya is to: 
i. increase the population having access to a defined essential health service package
ii. reduce out pocket health expenditure
iii. increase availability of quality people centered essential interventions/services so that Kenyans access and receive quality health services
iv. strengthen Leadership, Governance and Management through establishments of Legal and Institutional framework for successful coordination of the implementation of UHC for Kenya by 2022
v. ensure adequate HR workforce that is equitably distributed, competent, appropriately equipped and well-motivated to deliver quality health services to all

2.5 [bookmark: _Toc521073247]The UHC Priorities and Targets for the Next Four Years
The Ministry has defined priorities with targets to be implemented in the next four years (2018-2022). The priorities range from increasing the population covered by health insurance, legal reforms, increasing the range of health services, investments in health commodities, ensuring the necessary infrastructure and equipment and that human resource for health are availed for efficient service delivery. Additionally, the priorities also include increasing financing to the health sector, supervision, monitoring and evaluation as well as communication and advocacy for UHC.  This section spells out some of the strategies that shall be employed in each of the priority areas in-order to progressively move towards achieving the aspirations of UHC. The detailed priorities with targets as well as the resource requirement for each of the areas are outlined in the Monitoring and Evaluation frame work. The action plan for the first one year (2018) towards meeting the UHC four-year targets is also outlined in the M&E frame work. 
[bookmark: _Toc507356205][bookmark: _Toc521073248]2.5.1 Increasing Population covered by population-targeted health insurance programs
Ministry of Health NHIF has been playing a major role in Social Health Protection through the implementation of the targeted health insurance programs to those who had not been covered before (e.g. the indigents and vulnerable population) in recent years. The NHIF pool consists of contributions from the formal sector, a portion of the informal sector and government subsidies which provide insurance for the poor, vulnerable and the elderly. Currently slightly over 7 million individuals have registered as members into the Fund. The following demand-side programs will continue expanding their coverage to reach 100% of the targeted beneficiaries. By 2022, Ministry of Health/NHIF aims to cover:
i. 9 million formal sector members and their family members (Contributions are based on the salary scale and through check-off premiums). As is the practice in many other countries, mandatory employers’ contributions shall be introduced to match the contributions made from employee salaries.
ii. 12 million informal sector members and their family members: Shall be the main target to achieve 100% population coverage.  Informal sector needs to be sensitized on the benefits of national social health insurance.  County Governments shall devise effective means to reach out to the informal sector population and encourage their enrollment through administrative, occupational, social, religious networks.  Innovative mechanisms shall be employed to incentivize county Governments for enrollment /premium collections among others e.g.  National Government could introduce results-based fiscal transfer system to County governments to incentivize/reward the increased informal sector contribution.  
iii.  Older persons over 70: The cash transfer program for elderly over 70+ years who do not receive pension shall start in March, 2018.   Their health insurance will be covered by National government. The list of beneficiaries has been maintained by Ministry of Labour and Social Protection.
iv.  Retirees who are entitled to receive pension shall receive medical insurance cover (check-off premiums) 
v.  Persons with Severe Disabilities (PWSD): Those who are eligible to cash transfer program shall be covered by medical cover. 3.5% (1,330,312) of the population are estimated to be persons living with disability. The list of beneficiaries has been maintained by Ministry of Labour and Social Protection. There is need for concrete data for persons with severe disability.
vi. Estimated 1.36 million women/year:  Pregnant women who are not covered by any medical insurance cover, shall be registered to Linda Mama program upon their first contact at a participating facility, and become eligible for free antenatal visits, delivery, immunization and paediatric care for the new-born for one year. 
vii. Approx. 1.5 million indigents: Shall be covered by National Government.  They will be identified through the list of the eligible families maintained by Ministry of Labour and Social Protection.
viii. Children who attend Public Secondary Schools: About 3 million children currently attending secondary school. 
ix. Estimated persons with mental illnesses: Medical social workers to undertake work on social diagnosis, support inter linkages for persons with mental illnesses to access NHIF insurance and quality care.

[bookmark: _Toc521073249]2.5.2 Digitization of NHIF
Coverage of a wider population with efficiency requires robust ICT systems. To this end NHIF is implementing interventions that require non-human intervention for both registration and claims processing.  The transition to e-claims has commenced as well as biometric project for registration. An institutional ICT audit was conducted with the following recommendations; these have been factored into the 2018/2019 budget.
[bookmark: _Toc521073250]2.5.3 Enterprise Infrastructure
i. Modernize IT infrastructure by Setting up Tier 3 Data center. 
ii. Enhance core networking to be software defined
iii. Security Management Solutions – Network and Applications Security 

[bookmark: _Toc521073251]2.5.4 Enterprise Applications
i. Replace Great-lakes system with a Tier 1 Enterprise Resource Planning (ERP) Back office Solution that serves as future foundation for NHIF
ii. Custom Develop Core Fund Operations
iii. Implement CRM and Social Marketing
iv. Implement middleware - Enterprise Service Bus for seamless integration
v. Implement Business Intelligence and Data warehousing

[bookmark: _Toc521073252]2.5.5 Operating Enablers
i. Establish IT Transformation Office
ii. Conduct BPR exercise
iii. Implement IT Governance and Project framework under COBIT and PMI best practices
iv. Establish Change Management Competency
v. Design ISMS27001 standards for enhancing ICT process maturity
vi. Institutionalize ICT Capacity Building

[bookmark: _Toc507356206][bookmark: _Toc521073253]2.5.6 Improve Coverage of Health services 
[bookmark: _Toc507356207]In-order to address the challenges of low coverage of critical interventions as well as inequity in coverage of services in the different regions/counties/sub counties, the following strategies shall be employed;
1. Ensuring availability of key services in the country and in the different sub national level/regions.  For example, expansion of primary care services to be targeted in the underserved geographic areas
2. Targeting the vulnerable populations and designing programs tailored to their needs. This will include designing and implementing programs tailored to the needs of the vulnerable populations. 
3. Scale up interventions in regions that are lagging behind. For example, scaling up immunization services in counties that have shown a drop-in immunization coverage. 
4. Implementation of Innovative approaches to expand coverage of services. Such could include; Performance based financing; integrated service delivery approach; conditional cash transfer; public private partnerships in delivery of services among others
5. Ensuring availability of critical health systems inputs e.g. human resource, commodities. Infrastructure etc. 

[bookmark: _Toc521073254]2.5.7 Increasing access to quality health services (the Benefit Package) 
[bookmark: _Toc507340425][bookmark: _Toc507356209]The manifesto of health services that all Kenyans are entitled to access (Kenya UHC-Essential Benefit Package – Kenya UHC-EBP), together with the rules and the requirements to access the services, once they enrolled in the national health insurance scheme is in place. An explicit UHC-EBP is set in order to strengthen accountability both by ensuring that covered services are in fact provided as well as by drawing boundaries to clarify which services are not covered (World Bank, 2015). The initial UHC-EBP is designed to address the gap between need and utilization of most essential health services. But it aspires to progressively cover major disease burdens that Kenyans are suffering from, and is fully-KEPH compliant.
A sustainable EBP in general have four attributes that distinguish it from other priority-setting strategies (Glassman A, Gideon U. et al. (2016)):
1) EBP includes a portfolio of multiple services, rather than single services or categories of services or technologies, so as to allow more integral costing of the package;
2) EBP portfolio of services will be properly costed using actuarially informed estimates of supply and demand, based on realistic projections of current and future utilization.   Countries that did not cost the services, were found to have resulted in fiscal imbalances; (Glassman et al 2016)
3) EBP could either completely or partially constrain the products and services that will be made available through the publicly funded health system.  It could be a set of prioritized services made available to the entire population under pre-specified cost-effective clinical and none clinical guidelines and standards.  

EBP remains a living, evolving policy instrument that should adapt as new evidence and capabilities emerge.  Processes should be in places that lead to a relatively consistent and predictable process of inclusions and exclusions over time Kenya UHC-EBP shall be reviewed regularly (every 2-3 years) to keep up with the changing disease patterns and inclusion of new high-tech, cost-effective interventions, to further improve on the fairness and efficiency of service delivery within the available budget. Setting up of an apolitical, technically-sound process and structure (Benefit Package Authority) that identifies the most cost-effective Kenya UHC-EBP that also give due consideration to equity and affordability, should be given highest priority. Implementation of an effective and financially-sustainable Kenya UHC-EBP shall be measured by the level of reduction of out-of-pocket (OOP) expenditure, as well as have a long-term and profound impact to reduce catastrophic health expenditures – one of the indicators for SDG goal 3.8.: “achieve UHC”. 
Further standardization of prices for medicines and medical commodities and Health Technologies Assessment shall go a long way in informing the UHC-EBP.  There is a need for streamlining the management of HPTs to ensure continued patient safety, efficiency in management, maintaining costs and generation of meaningful data to inform decision making. A standardized coding for HPTs will be a necessity towards regulating the prices of medicines and medical commodities.  	
Cross-subsidization effect of health insurance with the other social protection/safety net programs (e.g. cash transfer program for elderly, orphans, pension program, etc.) in reducing inequality shall be monitored, in line with the other social SDG targets (i.e. SDG 1.3.: implement nationally appropriate social protection systems; SDG 10.4.: adopt fiscal, wage, and social protection policies to achieve greater equality).
[bookmark: _Toc521073255]2.5.8 Improving quality of services and Patient safety
MOH has been certified with ISO 9001:2008 standard and there will be expectation for transitioning to ISO 9001:2015. Kenya Quality Model for Health (KQMH) has been reviewed and forms the basis for Quality of Care measurement and accreditation. Out of 47 Counties, 40 of them have had their County Health Management teams (CHMTs) trained on Quality Improvement approaches as the purpose for this is to equip the health professionals with skills and knowledge in Quality Improvement enshrined in the KQMH. (QI) for delivery of quality health services. Continued Technical Assistance to CHMTs will be required so as to cascade the QI approaches to implementers and develop ToTs, mentors and coaches for QI.


[bookmark: _Toc521073256]2.6 Exercises

To be discussed by the group (10 mins)
1. How does the existing policy and legal framework in Kenya support UHC?
2. What are the priorities set out for the UHC agenda in Kenya?





[bookmark: _Toc521073257]Session 3: Implementation strategy

[bookmark: _Toc521073258]3.1 Leadership and Governance for UHC in Kenya
At both national and county level, both executive and technical management levels of the health sector are mobilized to support the realization of UHC goals. In order to ensure mutual accountability for results, a robust health governance structures will need to be established and strengthened. Effective coordination mechanisms are important to foster societal dialogue, ensure robust political commitment to UHC and translate the commitments by all stakeholders to funding, actions, multi-sectoral coordination and results. 

[bookmark: _Toc521073259]3.2 UHC coordination structures
The Inter-ministerial oversight committee will provide overall strategic leadership and Governance oversight for realization of Universal Health Coverage for Kenya. The Oversight committee shall be chaired by Cabinet Secretary for Health and will have membership as follows; 
i. Cabinet Secretary -Ministry of health
ii. Presidential Delivery Unit-Chief of staff 
iii. Council of Governors- Chair of the Health Committee
iv. State Law Office- Attorney General
v. Chief executive officer-NHIF
vi. Chief Executive Officer- KEMSA
The Inter-agency steering committee will comprise of all Heads of departments at the Ministry of Health, and membership from stakeholders within the health sector (including Representatives of development partners, County Government, Enabler Ministries and State departments, Faith Based Organizations). This committee will be chaired by the Principal Secretary, with the Director of Medical Services being the Secretary.
The Sub-committees will be technical committees with membership drawn from representatives as in the Inter-agency committee. Working groups will be formed as need arises within the main subcommittees. 
All committees shall have Membership drawn from all health sector stakeholders in order to ensure that all are implementing the same vision.
[image: ]
[bookmark: _Toc507341437]Figure 1: UHC coordination structures

[bookmark: _Toc521073260]3.3 Financing of UHC

Universal health care in most countries has been achieved by a mixed model of funding. General taxation revenue is the primary source of funding, but in many countries, it is supplemented by specific levies (which may be charged to the individual and/or an employer) or with the option of private payments (by direct or optional insurance) for services beyond those covered by the public system. The following measures are to be put in place to assure financial security of UHC: 
i. Mobilizing and pooling of resources (taxation, contributions, grants etc.)
ii. Strategic purchasing of benefits
iii. Equity
iv. Efficient and effective utilization of the resources
v. Transparency and accountability
vi. Financial risk protection

[bookmark: _Toc521073261]3.4 Communication and advocacy of UHC
A communication plan to inform, educate and engage all stakeholders to support the government’s health care reform initiatives to accelerate the realization of UHC as part of the realization of the Government’s Big Four agenda has been developed. The communication plan covers the role of diverse stakeholders that have the role to educate, influence and advocate for health care consumers. 
Communication channels and flow of information will be through:
i. Meetings; 
ii. Circulars; 
iii. Publications; 
iv. Website; 
v. Visits; 
vi. Notice Board, 
vii. Working groups; 
viii. Strategic briefings; 
ix. Brainstorming sessions, 
x. Print media;
xi. Television; 
xii. Radio; 
xiii. Adverts (including social media; OpEds (including social media)
[bookmark: _Toc521073262]3.5 Exercises

To be discussed by the group (10 mins)
a) What is the role of the National Government and County Government on UHC?
b) How do you ensure efficient use of resources for the realization of UHC?
c) What are the different ways to raise resources for UHC?





[bookmark: _Toc521073263]Session 4: Implementation activities

The UHC actors who will be undertaking the activities include:
1. National Government:
2. County Government
3. Enabler ministries
4. Development and Implementing Partners
5. Private sector
	Sno. 
	Actor
	Role 

	1
	Ministry of Education 
	1. Oversees training institutions/universities for health providers/professionals 
2. Develop health information materials for school children
3. Collaboration in school health program: school-based health check-ups/screening
4. Liaise with NHIF to cover all the public secondary school children by health insurance
5. Communication & Advocacy 

	2
	Ministry of Interior & Coordination of National Government

	1. Mobilization and sensitization of communities to advocate for insurance uptake  
2. roll-out of third generation identity cards (that can integrate NHIF card)
3. Disaster and emergency response
4. Border security for support in control of diseases across boarders 
5. Safeguarding national health data/information under UHC
6.  Advocacy

	3
	Ministry of Transport & Infrastructure, housing and urban development 

	1. Supportive infrastructure towards smooth flow of health services
· Distance/roads between health facilities to facilitate universal access to services and smooth referrals 
· Distribution of vaccines
· Essential and program commodities 
2. Enact and enforce laws to reduce casualties from road accidents.
3. Enforce building construction standards to reduce casualties from man-made accidents/disasters

	4
	Ministry of Devolution & planning
	1. Co-ordination between national and county government 
2. Custodian of Health workers’ personnel database (DPSM)
3. Expand health-related public services at Huduma Centers
4. UHC media and communications support (through NCPD)
5.  Advocacy

	5
	Ministry of Defense
	1. National Security 
2. National disasters and emergencies
3. Contribution to the global health security agenda 


	6
	National Treasury 
	1. Financing & Resource mobilization including guidance and support towards proposed innovative models of financing e.g. imposing new levies and taxes to finance health under UHC
2. Increase tax revenues for sustainable funding for UHC
3. Timely resource allocation
4. Support in review of existing legal frameworks in support of UHC e.g. review of Public financial Management (PFM) Act  and ring-fencing of finances for health at counties ; the Insurance Regulations Act (IRA); RBA
5. Enrollment through leveraging on their wide client networks e.g. the banking sector
6.  Public private partnerships 
7. Advocacy for UHC

	7
	Ministry of Information, Communication and Technology

	1. IT Infrastructure support
· Digitalization of health facilities/NHIF
2. Technical expertise towards data hubs/safeguarding our national data under UHC (Data security)
3. Security of data 
4. Communication and advocacy for UHC 

	8
	Ministry of Environment & Natural Resources
	1. Improved sanitation/ Clearing of dangerous environs
2. Enforce proper disposal of medical waste

	9
	Ministry of Public Service, Youth & Gender Affairs

	1. Recruitment of health staff
2. Collaboration on gender issues
3. Universal health coverage to improve the youth’s health, thus contributes to more productive workforce.
4. Advocacy for UHC

	10
	Ministry of Water& Irrigation

	1. Secure water availability in the communities

	11
	Ministry of Agriculture 

	1. Food security to combat malnutrition
2. Food diversity for nutrition and better health 
3. Advocacy for UHC

	12
	Parliament

	1. Support and facilitate Legal reforms in review of existing laws to support UHC e.g. 
· NHIF act
· Review IRA and RBA acts to increase uptake of private Health Insurance to cushion NHIF
· Amend CARA to ring fence health funds at county level (changes to PFM act)
· Support with interpretation and review of new Health act towards UHC 

	13
	Ministry of Labour and Social Protection

	1. Custodian of database of groups who are eligible for free NHIF coverage. (registration of pensioners, Elderly and Indigents)
2. Collaborate with EAC for regional health system strengthening, including insurance portability.
3. Share the responsibility of improving social welfare of the nation, both their programs and Universal Health Coverage contributes to poverty alleviation.

	14
	Ministry of Industry, Trade and Cooperatives

	1. Negotiate the import tax of medicines
2. Encourage domestic production of health products and technologies Continue increasing the tax revenues by putting measures to collect taxes from informal sector. 
3. Advocacy to enroll organizations, cooperatives to NHIF

	15
	Ministry of Energy 
	1. Stable and reliable power supply ; 3 phase power   



A profile of stakeholders in UHC implementation
i. Ministry of Health: Driver of UHC implementation playing the coordinative role of other stakeholders. 
ii. NHIF: As the social health insurance provider NHIF is key to UHC implementation. It plays the role of a working partner with the Ministry. 
iii. KEMSA: As the Government health commodities supplier for UHC
iv. KNH, MTRH, KMTC: As training and labour providers for UHC
v. National Treasury: Provides financial resources for UHC implantation
vi. State Law Office: Drafting and legal advisory support 
vii. Parliament: Support legislation necessary for UHC implementation 
viii. Presidential Delivery Unit: Lends political goodwill for the implementation of UHC
ix. Council of Governors (COG): Coordinates County Governments activities hence its support is necessary for UHC implementation. Some matters can be addressed at this level. 
x. County Governments: As public health service providers, county governments are key to the implementation of UHC.
xi. Development Partners: Building of the requisite partnerships that are essential to UHC implementation. 
xii. Healthcare service providers: (Private & Religious) – They have an input in UHC.
xiii. Health Insurance Service Providers: Their role in healthcare has an impact on UHC. 
xiv. Companies operating in the health space: As suppliers of private medical commodities and supplies, equipment, technology, they impact UHC.
xv. Commercial and private investors: as potential financiers they impact UHC 
xvi. Medical/Professional Associations: key for UHC governance and coordination
xvii. Academia: in support of UHC research and thought-leadership	
xviii. Civil society groups: They play the public watchdog role what government is doing. 
xix. The Opposition: Influence opinion. 
xx. Religious bodies: Shape public opinion on matters of interest and have in the past opposed important government healthcare programmes.
xxi. General public: Consumers of healthcare and as such need to be mobilized to support the programme through being informed, educated about it as well as their role in it.
xxii. Media: Is key in terms of advocacy and visibility of UHC.




[bookmark: _Toc521073264]Session 5: UHC Assessment in Kenya
The universal health coverage implementation progress will be assed through the elaborate structures, already in place, championed by the M&E unit in the Ministry of health. Monitoring is a systematic and long-term process that gathers information in regards to the progress made by an implemented project. Evaluation is time specific and it’s performed to judge whether a project has reached its goals and delivered what expected according to its original plan.
[bookmark: _Toc521073265]5.1 The need for assessment of UHC in Kenya
The assessment of UHC will be necessary so as to check whether the programme is achieving set targets. For instance, by monitoring the implementation of UHC you will easily understand whether strategic changes need to be made and act accordingly. Second, M&E are relevant to partners and stakeholders who need to assess whether the programme is efficient. By reviewing milestones and final outcomes of UHC, donors will decide on the accountability of the programme, upon which further collaborations could be established.
[bookmark: _Toc521073266]5.2 The process of monitoring and evaluation of UHC in Kenya
UHC will be evaluated both at mid-term and the end-term (2022) against the baseline data at inception. The components of the M&E strategy include:
1. Evaluation: Clearly state what are the milestones of UHC and what are the final outputs. This will strengthen the overall consistency of the implementation strategy. 
2. Monitoring of outputs: Clearly elaborate on a methodology able to constantly monitor the implementation of UHC so that the evaluation of partial and final outputs is consistent with the monitoring process. 
3. Monitoring of outcomes and impacts: Outcomes and impacts are more difficult to assess. Whereas it is clear how to measure the success of an implemented project by stating that a certain goal was reached, to measure the impact of an activity in community dynamics is more challenging. By designing a monitoring strategy able to assess outcomes and impacts, you will succeed in proving to the stakeholders that the implemented activities will have a positive, long-term effect in the community. Further, you can draw on the results of your monitoring practice to design new follow-up.

Figure 2: Process for generation of statistics for monitoring UHC in Kenya

[bookmark: _Toc521073267]5.2.1 Sources of data
The main Sources of data will be:
1. Routine from data platforms eg. Dhis2, NHIF, Programme specific data bases system 
2. Non-routine data from surveys, EMR and EHR
[bookmark: _Toc521073268]5.2.2 Analysis of the data
Analysis of the data will entail:
1. Collating data, dash boards and score cards
2. Packaging of information for decision making
This step ensures that there will be transformation of data into information which can be used for action at the health facility, sub-county or country level. The systematic steps would include the following;
1. Generation of indices for each dimension and domain for monitoring UHC. The indices consolidate information across the statistics relating to the dimension, into a single value. This is done sequentially:
a. Correcting all indicators, to ensure they are all moving in a positive direction. The inverse values for indicators that capture data in the negative direction are used, to ensure all indicators are reflecting positive movement as desired
b. Normalization of indicators. This involves converting the values into a range of 0 – 1, respectively representing the lowest and highest possible values. This will be done automatically in a spreadsheet or statistical application 
c. After normalization, the data is averaged for the set of indicators for a given dimension, to derive the dimension index. The index value is within a range of 0 to 1, with 1 being the best possible value.
Where there is no data, the data point is ignored in deriving the average (index score) and so it doesn’t contribute in weighting of the index.
2. Compare movement of the index over time. The trend in the index is plotted over 3 data points to discern trends in its value. 
3. This trend is extrapolated to the year 2022, to see whether the index will reach at least 0.8 / 1. 
a. If above 0.8 at 2022, then the improvement trajectory dimension is on track 
b. If between 0.5 to 0.8 at 2022, then efforts need to be accelerated in the dimension
c. If under 0.5 by 2022, then critical actions are needed, including change in focus
4. Compare distribution of the index current value. The distribution is looked at by
a. Arranging the current County, Sub-county unit index values from lowest to highest 
b. Averaging the index values for the County, Sub-county units making up each quintile
c. Deriving the percentage difference of average index values for highest and lowest quintiles
5. Contextualizing the index value. The level and distribution of the index value will be compared against key contextual factors, such as GDP, poverty levels, employment status, levels of security.

[bookmark: _Toc521073269]5.2.3 Use of indicators
The proposed reference list of indicators is aligned to the latest guidance on SDG targets and indicators, the WHO Global Reference List of 100 Core Health Indicators and to the Kenyan 3rd edition reference list of health sector indicators and standard operating procedures manual available in existing country M&E systems.  The proposed indicators and their data requirements have been grouped into the following domain areas of the results chain.
i. Inputs 
ii. Outputs 
iii. Outcomes 
iv. Impact 

Examples
i. Input indicator: Health worker density and distribution 
ii. Output indicator: Government spending on health as % of total government spending 
iii. Outcome indicator: Percentage of Children Fully immunized 
iv. Impact indicator: Under Five Mortality Rate
[bookmark: _Toc521073270]5.2.4 Data quality
Routine data quality surveillance will be conducted by the M&E to ensure that data are of high quality based on three criteria: 
1. Accuracy and validity
2. Reliability
3. Completeness
4. Legibility
5. Timeliness
6. Accessibility
The Dissemination structure of the information will be presentation and reporting, as well as organizing dissemination forums. The main achievements will be packaged into policy documents.

5.3 [bookmark: _Toc521073271]Exercises
Give a scenario/Case study and the following questions to be answered
1. Identify different sources of data
2. How do you ensure data quality and integrity?
3. How do you use this data to inform the way forward?


[bookmark: _Toc521073272]Session 6: Translating learning to action

This section will involve participatory discussions towards giving recommendations, consensus building and way forward

Lead Questions
1. From your experience, what are the opportunities and bottlenecks in the implementation of UHC?
2. What would you recommend to address the bottlenecks?






[bookmark: _Toc521073273]Appendices
[bookmark: _Toc521073274]Appendix 1: Training programme evaluation questionnaire

This is a questionnaire is purely for evaluation purposes. Kindly respond to
each item honestly

1. Rate the programme management in the following areas 1 (very poor) to 5 (very good) scale 
	 scale
	1
	2
	3
	4
	5

	Course material 
	 
	 
	 
	 
	 

	Provided time has been adequate 
	 
	 
	 
	 
	 

	There has been enough break time 
	 
	 
	 
	 
	 

	General organization and coordination 
	 
	 
	 
	 
	 




2. Rate the content and materials in the following areas 1 (very inappropriate) to 5 (very appropriate) 
	Scale
	1
	2
	3
	4
	5

	The material were clearly written 
	 
	 
	 
	 
	 

	The material were helpful for learning 
	 
	 
	 
	 
	 

	The activities have been helpful for learning 
	 
	 
	 
	 
	 

	The room has been well organised 
	 
	 
	 
	 
	 




3. Rate the instructors in the following areas 
	Scale
	1
	2
	3
	4
	5

	The instructors were knowledgeable on the subject 
	 
	 
	 
	 
	 

	The presentations were well organized 
	 
	 
	 
	 
	 

	The instructors made the course interesting 
	 
	 
	 
	 
	 

	The explanations were clear 
	 
	 
	 
	 
	 

	The instructor has covered the objectives 
	 
	 
	 
	 
	 




4. My expectations were fulfilled 					Yes 		No 

5. The acquired skills are relevant to my job 				Yes 		No 

6. I would recommend this course to my other colleagues 		Yes 		No 

7.In which of the topics do you need further training?







8. In what way do you think the acquired knowledge will be helpful in your work?







9. List two objectives of UHC in Kenya




10. Other comments









[bookmark: _Toc521073275]Appendix 2: Training time table
	Day and time
	Topic

	Day 1
	 

	8.30 am - 9.00 am
	Registration

	9.00 am - 10.30 am
	Introduction

	10.30 am - 11.00 am
	Health break

	11.00 am - 1.00 pm
	[bookmark: RANGE!C33]Session 1: Introduction to UHC

	1.00 pm - 2.00 pm
	Lunch break

	2.00 pm - 4.30 pm
	[bookmark: RANGE!C35]Session 2: UHC in Kenya

	4.30 pm - 5.00 pm 
	Tea break

	5.00 pm
	End of day 1

	 
	 

	Day 2
	 

	8.30 am - 10.30 pm
	[bookmark: RANGE!C40]Session 3: Implementation strategy

	10.30 am - 11.00 pm
	Health break

	11.00 pm - 1.00 pm
	[bookmark: RANGE!C42]Session 4: Implementation activities

	1.00 pm - 2.00 pm
	Lunch break

	2.00 pm - 4.30 pm
	Feedback for the exercises

	4.30 pm - 5.00 pm 
	Tea break

	5.00 pm
	End of day 2

	 
	 

	Day 3
	 

	8.30 am - 10.30 pm
	[bookmark: RANGE!C49]Session 5: Programme Assessment

	10.30 am - 11.00 pm
	Health break

	11.00 pm - 1.00 pm
	Session 6: Translating learning to action

	1.00 pm - 2.00 pm
	Lunch break

	2.00 pm - 4.30 pm
	Feedback for the exercises

	4.30 pm - 5.00 pm 
	Tea break

	5.00 pm
	End of day 3



Team formation


Data sources identification


Data collation into observatory


Data verification


Indicator selection
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