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Executive summary*** 
FOREWORD
The Government is committed to implementing Universal Health Coverage as one of the Big Four agenda for the Government. This will ensure that all individuals and communities in Kenya have access to quality essential health services without suffering financial hardship. This access to and use of health services shall enable Kenyans to be more productive and active contributors to their families, communities, and society at large.  UHC is expected to bring health and development efforts together and contribute to poverty reduction as well as building solidarity and trust.; aspirations that are also enshrined in the Government Development Blueprint, “The Kenya Vision 2030”.    
In order to guide the implementation of Universal Health coverage agenda in the health sector and the country at large, the Kenya UHC roadmap was developed.  The process of developing the roadmap was consultative and participatory under the stewardship of the UHC coordination department in the Ministry of Health.  
The roadmap   spells out the UHC goal, and aspirations for the country and further provides the strategic interventions and priority areas of implementation towards achieving UHC in the country.   It is noted that the successful implementation of UHC requires coordinated efforts of many sectors and participation of all stakeholders in the health sector. Hence, the document also spells out the role of the different players /enablers in achieving UHC. In addition, it spells out the Monitoring and Evaluation plan as well as the plan for communication for UHC.  
The roadmap is an important management and governance tool that will assist the entire health sector to maintain a clear focus on the goals of UHC in Kenya   and aim to focus the attention of all stakeholders and guide efforts towards attaining the UHC aspirations for Kenyans. This will ensure that the sector is working towards common UHC goals and in a synchronized manner and  is expected to result in reduction of duplication of efforts and enhance efficiencies, in use of existing resources.  
It is my sincere hope that all stakeholders will join in the implementation of the UHC agenda as spelt out in this document and contribute to the improvement in access to quality essential health services, to all Kenyans and especially to the poor and the Vulnerable groups.
Mrs. Sicily Kariuki, EGH, MBS, CBS
Cabinet secretary 
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CHAPTER ONE
1.O

INTRODUCTION BACKGROUND
The Constitution of Kenya provides the overarching legal framework to ensure comprehensive right based approach to health delivery in Kenya. 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 and promotive healthcare. 
The Health Sector is responsible for the provision and coordination of the health policy formulation, ensuring quality of service delivery and regulation and control of health care. The responsibility is guided by the understanding that good health guarantees an active population that immensely contributes to the overall productivity and economic development of the country. This is a direct contribution to the achievement of the national poverty reduction strategies as outlined in the country’s Vision 2030.
The global health agenda has identified 17 Sustainable Development Goals (SDGs), which are an intergovernmental set of aspirations towards improving, in a sustainable way, the future we want. These goals, to be achieved by 2030 and represent the succession of the Millennium Development Goals (MDGs). Attainment of good health is goal 3 in the SDGs, with required health actions reflected across all the other SDGs. Sustainable Development Goal 3; target 3.8 spells out the need to achieve Universal Health Coverage, including financial risk protection, access to quality essential health services, medicines and vaccines for all. 
           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. The Government is committed to implementing Universal Health Coverage as one of the big Four Government Agenda. Universal Health Coverage is an integral part of the country’s efforts to attain the desired status of health as elaborated in Kenya 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 as a result. This entails:
1. Each person has access to a benefit package that addresses the health needs
2. Essential health interventions are provided to all areas of the country, including hard to reach areas
3. All Kenyans are protected from potential financial catastrophe arising from use of services 
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. 
Prioritization of HSS actions for UHC will need to vary depending on County contexts and needs, but must be underpinned by a commitment to a human rights-based approach. A human rights-based approach is premised on the principle that access to quality health services is universal, putting a particular emphasis on the poorest, vulnerable and marginalized groups and on the principle of non-discrimination. This implies that the promotion of UHC must be underpinned by a commitment to address inequalities and exclusion. In this way, a human rights-based approach provides not only a framework for accountability, but also for development of inclusive health policies and programs, and for mobilizing all stakeholders including civil society to achieve the right to health.
There is no one-size-fit all approach to HSS for Universal Health Coverage. The following principles have been identified to guide action in prioritizing and implementing HSS: 
1. Leaving no one behind: a commitment to equity in access to services, non-discrimination and a human rights based approach 
2. Access to quality health services 
3. Transparency and accountability for results 
4. Evidence-based national health strategies and leadership 
5. Making health systems everybody’s business with engagement of citizens, communities, civil society and private sector 
6. Use of relevant technologies
7. International cooperation based on mutual learning across countries and development effectiveness principles.
HSS should focus on five dimensions of health system performance: (i) equity; (ii) quality; (iii) responsiveness; (iv)efficiency; and (v) resilience. Kenya has made significant strides in implementation of priorities towards UHC.  The main progress and challenges thereof are outlined below.
Equitable access: Strides have been made in attaining universal primary education, reducing infant and child mortality and in the fight against HIV/AIDS. Whilst Kenya made substantial progress towards meeting the Millennium Development Goals (MDGs), that progress was uneven across specific goals and within the country. Several other programs have been initiated to ensure equity and availability of health services. These include establishment of health facilities in informal settlement, Free Maternity Services among others. 
However, SDG progress must focus more on socio-economic equity of benefits in order to make sure that Kenya delivers on its SDG agenda to leave no-one-behind. 
Approximately 19% of Kenyans have a form of Health Insurance offering financial protection
. 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. 
Education is a social vaccine and is associated with positive health outcomes. Studies have consistently shown that education attainment has a strong effect on health behaviors and attitudes. Accordingly, teenage girls with no education or those with primary education only, are more likely to begin childbearing compared to those with secondary education and above. The KDHS (2014) indicates that 33% of teenage girls (15-19 years) with no education had begun childbearing compared to 12% of girls with secondary or higher education. Furthermore, teenagers from the poorest households were more likely to experience teenage pregnancy and motherhood (26%) compared to teenagers from wealthiest backgrounds (10%). 
Moreover, also between Counties, significant inequalities prevail in health outcomes. According to the Mid-term review report of the Kenya Health Sector Strategic plan (KHSSP 2014-2018), 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. Urban areas had a substantially higher prevalence of TB compared to rural areas. Four counties:- Turkana, Isiolo, Garissa and Kisumu - have institutional maternal mortality over 200 per 100,000 deliveries while two counties: Elgeyo-Marakwet and Nyamira have institutional Maternal Mortality Ratio (MMR) less than 50 per 100,000 deliveries. Basic vaccination stands at 36% coverage in West Pokot but increases to over 95% in Nyamira, Nandi, Kiambu, Kirinyaga and Tharaka-Nithi.  Regarding non-communicable diseases, the data from the STEPS 2015 show that the prevalence of overweight and obesity have increased, and are reaching epidemic proportions especially among women, with 38% of the women in Kenya either overweight or obese. County differences in overweight and obesity among women were quite large, with for instance 45% of women in counties in the central region and cities overweight or obese compared to 15% in counties in the arid regions. 
Health system efficiency: The mission of the MOH is to deliberately build progressive, responsive and sustainable technologically-driven, evidence-based and client-centered health system for accelerated attainment of highest standard of health to all Kenyans. The vision is to contribute to being a globally competitive, healthy and productive nation. The mandate of the health sector is to promote and participate in the provision of integrated and high quality curative, promotive, preventive, palliative and rehabilitative services that is equitable, responsive, accessible and accountable to Kenyans.
Over recent years and under the leadership of the MOH, the Health sector has made important strides towards attaining its mission but various challenges remain regarding optimization of efficiencies within its health system. 
The minimum benefit package that should drive the UHC agenda aims at making sufficient costing and planning for efficient delivery of care very challenging.
In leadership, each County has developed its structures based on what it thought was best without guidance on structural and organizational arrangements, resulting in very different organizational structures among counties. There is no agreed partnership framework between the national and county levels among different stakeholders (government-MOH and counties, development and implementing partners). Due to this, it is not clear how external resources mobilized from partners are equitably distributed among priorities and counties. There are no systematic resources tracking mechanisms at sector-wide level or even for government health spending at county level. All is hampering health system efficiency.
Moreover, the health sector is underfinanced as compared to international benchmarks, which is well reflected in poor performance of Primary Healthcare (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.  
Furthermore, as per the 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. There is also a high level of absenteeism of human resources which translates to inefficiencies.  
In health infrastructure, the average population living within 5 km from the health facility is about 62% (SARAM, 2013). There have been concerted efforts by both National and county governments towards 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.  
Quality of healthcare; Kenya Quality Model for Health is the mechanism/strategy that the country has adopted to assess and improve the quality of health services.
In health leadership, investment is taking place at both levels of the government to improve stewardship, implementation of appropriate system of health governance and consolidating health partnership arrangements. The 2017 Health Act and Kenya Health Policy (2014-2030), and norms and standards (e.g. HRH, and infrastructure) are offering overall guidance to the health sector in the delivery of quality care. Counties established their health service management structures. In addition, more specific service delivery related policies, strategies and guidelines that translated the overall health policy and strategy into action are being developed. 
In human resources, devolution created an enabling environment for counties to employ more staff which enhanced the health worker population ratio especially in hard to reach areas for instance Kenya has 24 doctors per 100,000 populations, 41 clinical officers per 100,000 population and only 172 nurses per 100,000 respectively in 2017 amongst other cadres, which is below the required WHO recommendations
. Knowledge and diagnostic skills of the health workers remain insufficient based on the Service Delivery Indicators Survey.
In infrastructure, the Managed Equipment Supply (MES) programme helped to embark on a comprehensive programme to upgrade 98 hospitals, 2 in each of the 47 Counties and in the 4 National hospitals. Counties have started to improve their infrastructure as can be seen throughout the country. 
In health products and technology, the ability of KEMSA to respond to requests improved, with its fill rate increasing from 50% in 2013/14 to 84% in 2017/18
. However, low capacity in quantification for essential commodities in the Counties still pose a big risk in planning for health commodities. 
Despite these setbacks, training of over 3,000 health workers on the Logistics Management Information System (e-LMIS) has improved turnaround time of medical commodities. It has reduced from 12 days in 2013/14, to 9 days in 2017/18.  The development and functioning of the LMIS and the use of WhatsApp to follow-up stock levels have helped to monitor and reduce stock-outs. 
Responsiveness; The concept of responsiveness refers to the extent to which a health system meets people’s expectations and preferences concerning non-health matters, including the importance of respecting people’s dignity, socio-cultural beliefs and preferences, autonomy and the confidentiality of information, besides responding to the needs and demand of patients.
The Government is committed to fulfilling the requirements provided for in the Constitution that guarantees all citizens the right of access to quality healthcare, including Reproductive Health and Emergency treatment. This has been demonstrated in the implementation of various policies and programmes in the last five years that have been targeted at not only increasing access to quality healthcare but providing financial protection through the reduction of out of pocket payments when accessing care. The key policies and programmes that have been implemented include, the Free Maternity Services (Linda Mama) where now over 1 million mothers get free services every year when delivering; the Removal of Use Fees, where about 45 million free outpatient services are provided annually; the Health Insurance Subsidy Programme and the Medical Scheme for the Elderly and People with Severe Disabilities that has benefitted 181,000 households and 42,000 people respectively; the Managed  Equipment Service program in which 98 hospitals have been equipped with modern diagnostic and management equipment and the Slum Upgrading Programme that is placing health mobile clinics in disadvantaged areas in major urban centers. This is in addition to the primary and secondary level programmes and projects that are providing access to essential health services to the public. Further, The ministry has also developed Emergency Medical Care Policy 2018-2030 which provides a framework for provision of Emergency Medical care fund and establishment of an efficient Emergency Medical Care system for all.
Resilience; Although resilience lacks a formally accepted definition, it is referred to here as “the capacity of health actors, institutions, and populations to prepare for and effectively respond to crises; maintain core functions when a crisis hits; and, informed by lessons learned during the crisis, reorganize if conditions require it.” 
  1.1
UNIVERSAL HEALTH COVERAGE ASPIRATIONS FOR KENYA  
The Government, as aforementioned, is committed to implementing Universal Health Coverage as one of the Big Four Agenda. Universal Health Coverage will be integral in the country’s efforts to attain the desired status of health as elaborated in Kenya Health Policy. 
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Universal Health Coverage will ensure that Kenyans receive quality, promotive, preventive, and curative and rehabilitative health services without suffering financial hardship. As such the main objectives towards UHC in Kenya Include; 
1. Increase population under health insurance from 19% to 100%
2. Provision of a unified progressive health benefit package that will be accessible to all Kenyans
3. Increase availability of quality essential interventions 
4. Enhance financial risk protection for Kenyans and with a special focus on the poor and the vulnerable groups
5. Enhance equity and efficiency in allocation and use of resources 
6. Provision and maintenance of adequate Health resources that will be appropriate for delivery of health services
7. Strengthen leadership and governance within the Health sector 
Table 1: The objectives and expected outputs of UHC in Kenya.
	SNo. 
	UHC aspirations /objectives for Kenya  
	Expected outputs/outcomes

	1. 
	Increase population under health insurance from 19% to 100%
	By 2022, 100% of Kenyans are covered by mandatory social Health Insurance.  The projected population to benefit from health insurance are disaggregated as: 
i. 9 million formal members’ contribution (the formal sector which is already covered through check-off premiums; 
ii. 12 million in the informal sector - the main target for the expanded coverage;
iii.  1.79 million elderly (70+ years) and the persons living with severe disability on government subsidy, 
iv. 1.5 million poor households (the indigents)
v. The pregnant mothers up to 1-year coverage, under the Linda Mama program (Estimate. 1.36million/year) 
vi. 100% of Public Secondary school children 
vii. 100% enrollment of persons with mental illness into insurance

	2. 
	Provision of a unified progressive health benefit package that will be accessible to all Kenyans
	i. Benefit Package Advisory Panel (BPAP) established to develop and review UHC the benefit package. The panel will later transform into a Health Benefits and Tariffs Authority that will provide an advisory role in designing and reviewing the benefit package
ii. Several targeted Government subsidized programs with different benefits/entitlements consolidated to a unified, explicit health benefit package for all in order to ensure social justice.  (see Annex for the current basic package –Supa-cover…and expected package from BPAP)
iii. A comprehensive benefit package with an integrated range of clinical and public health interventions that respond to the major disease burden and financial protection objectives to achieve higher health outcomes 
iv. Legal, policy, technical and administrative reforms to regulate medical insurance benefit entitlements 


	3. 
	Increased availability of quality essential interventions 
	Offer high quality people centered services; so that Kenyans access and receive quality health services. 
i. Improved quality of services and patient safety
ii. Strengthened primary care networks, specialized and hospital services to increase access to health care
iii. Investment in community and primary health care services 
iv. Equipping health facilities including with specialized equipment
v. Infrastructure development  
vi. Capacity building for primary health care and specialized services
vii. Investment in human resource production, development, retention and optimizing utility at the different levels of care
viii. Increased Human resources for health ratio by 50% Increase in ratio of health worker to 10,000 people (from 16.7:10,000 population to 25: 10,000 population )
ix. Investment  in health Commodities and Technologies (increased financing informed by demand, targeted improvement in data collection, strategic purchasing of health commodities, supply chain strengthening)

	4. 
	Enhance financial risk protection for Kenyans and with a special focus on the poor and the vulnerable groups
	i. Targeting the marginalized and the vulnerable groups/ Effective safety nets for the poor and vulnerable: this will include expanding service delivery to the marginalized groups; implementing pro-poor interventions; reaching the informal sector. 
ii. Reduction of out of pocket expenditure (50% reduction in out of pocket medical expenses by 2022)
iii. Standardization of prices for medicines and medical commodities
iv. Increased Government expenditure on health to 15% of the total Government expenditure

	5. 
	Enhance equity and efficiency in allocation and use of resources
	i. Compliance of health facilities in offering insured services (health benefits package (HBP)) 
ii. Fairness in distribution of health sector resources at all levels of the health system 
iii. That resources will be prioritized to provide the essential health services that people of Kenya need.
iv. To maximize Efficiency and value for money in the management and utilization of available health resources
v. Moving from passive to “strategic purchasing” to drive performance and contain cost 


	6. 
	Provision and maintenance of adequate Health resources that will be appropriate for delivery of health services

	i. Increase government spending on health; increased domestic resource mobilization 
ii. Mandatory contributions for financial sustainability, mitigate adverse selection 
iii. Targeted external resources that are predictable and guided to specific interventions. 


	7. 
	Strengthen leadership and Governance within the Health sector
	  Legal and Institutional framework to guide UHC
i. Ensure the necessary legislations; policies; strategies and plans are in place to guide UHC implementation 
ii. Strengthen mechanisms for intersectoral collaboration (working with the other enablers
iii. Strengthen health sector partnership towards UHC 
iv. Improvement of health information system including establishment of a unified national database on patient activity
v. Establishment of clear monitoring and reporting system towards UHC at both national and county levels 
vi. Increase Effective Governance, accountability and transparency


CHAPTER TWO
2
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 Annexes.  Additionally, Annex xx    provides an action plan for the first next four years (2018-2022) towards meeting the UHC four year targets. 
2.1
Population Coverage 

Kenya has made mixed progress in terms of coverage and equity of critical health services and interventions.   There has been notable progress in some critical interventions and decline in coverage of others such as immunization while progress on some has been slow.  The mid -term review of the Kenya Health sector strategic plan clearly showed where progress had been made while demonstrating disparities between counties. 
The RMCNH service coverage index (family planning, antenatal visits, institutional delivery, and full child immunization coverage) progressed only slowly during the KHSSP period, with only slight reductions in inequality between counties. The RMNCH index was highest in Kiambu, Nyeri and Nyamira (80%) and lowest in Mandera and West Pokot (less than 40%); yet, progress had been greatest in counties like Mandera, Garissa and Wajir, as well as Kwale and Taita Taveta. • The communicable disease control coverage index (HIV, TB and malaria) progressed more than the RMNCH index, driven by HIV and malaria intervention coverage. Meru, Busia, Bungoma and Laikipia counties made the greatest progress.
Analyses of the numbers of the county target population not receiving specific services (no family planning, no full child immunization, no ART, home deliveries) or at risk (obesity, tobacco use) showed the great differences within Kenya by intervention. In terms of numbers of people in need or at risk obesity and tobacco use and lack of HIV treatment were particularly strongly concentrated in central Kenya for the NCD risk factors in the Lake counties for HIV). Home deliveries (western Kenya and lake counties), family planning needs and lack of full immunization were less concentrated. Nairobi County often topped the list of numbers of target population not benefiting from interventions because of its large population size.
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 under-served 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, health commodities. Infrastructure etc. (*** discussed separately in other sections of this document)
6. At least 80% of the population utilizing essential mental healthcare interventions particularly in Hard to Reach populations
7. Improving service coverage calls for very strong information system, quality data and analytics in order to inform implementation. Key priorities will include mapping areas that are left behind using the available data and Information. 
2.2
Improving Access to Quality Health services 
2.2.1
 The Kenya Essential Package for Health (KEPH) 
The Kenya Essential Package for Health (KEPH) is a comprehensive package of health services and interventions to be provided for six Policy Objectives, as stipulated in Kenya Health Policy 2014-2030.  
Availability of the KEPH services varies significantly, depending on the specific set of services.  Those services addressing communicable disease elimination are available in most health facilities.  Fifty-four percent (54%) of health facilities provide more than half of the expected services aimed at elimination of communicable conditions, while provisions of essential health services are least available (27%). On the other hand, approximately 1 in every 4 facilities had the full scope of services aimed at reducing exposure to health risk factors (24%), while only 239) facilities (less than 1% of health facilities surveyed) had the full scope of essential health services. Source: SARAM 2013) 
At present, different social health protection programs co-exist at different levels of care, provided by different sectors and for a few specific target groups for instance one donor organization providing cover for informal urban settlers for limited period.  Yet the availability of those programs is not well known, and offered benefits are neither always comprehensive nor available in the area where the targeted groups reside.  In fact, the target groups are the least informed among all the stakeholders. The skewed availability of KEPH services proves that the decision to offer which elements of health services is largely made by supply side, with prices being set by free market competition. These result in inefficiencies and inequitable resource allocation in accessing quality service by the less fortunate and marginalized.
There is need to review the KEPH to ensure the comprehensiveness of the services to serve the population of all cohorts (life-cycle approach).  The reviewed KEPH services will be progressively made available across the country, through promotion of strategic purchasing/investment at all levels.  Availability of KEPH services will be regularly monitored through surveys (e.g. SARAM).  
2.2.1.1
Benefit Package
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, shall be announced.  An explicit UHC-EBP will be 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 shall be 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 shall be fully-KEPH compliant.   
A sustainable EBP in general have four attributes that distinguish it from other priority-setting strategies (Glassman et al. (2016)):
1) The 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 (Glasman 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 non 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. The 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 Health Products and Technologies (HPTs) 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 HPTs.  

2.2.2
Improving quality of services and Patient safety
The Constitution of Kenya in chapter four Article 43 on Bill of rights is clear on the need to address the citizens’ expectations of the right to the highest attainable standards of health, including reproductive health and emergency treatment. In addition, the social pillar for Vision 2030 calls for improvement of the overall livelihoods of Kenyans, through provision of efficient and high quality healthcare systems with the best standards. To achieve these aspirations and as a long term target, the Ministry of Health has developed KQMH that will be implemented at all levels of service delivery. 
Currently the health sector has a multiplicity of regulatory bodies that carry out regulation of health workers’ functions, with no clear coordination mechanism or forum where they can converge and deliberate on issues affecting the health professionals and practice standards. The country has also witnessed challenges related to human resource management which has negatively impacted on the delivery of quality health services. The Health Act No. 21 of 2017 has been enacted paving way for implementation and development of other health related legislative instruments that will address the health rights.  It provides for the establishment of a Kenya Health Professionals Oversight Authority that will improve and streamline the regulation of health care practitioners and the establishment of an intergovernmental Kenya Health Human Resource Advisory Council to guide both levels of government to address human resource challenges. The body shall manage health human resource and set universally binding standards at both levels of government. The Act makes provision for the development of the Traditional Health Practitioners (THP’s) bill that will be crucial in setting up structures for the mainstreaming and regulation of Traditional and Alternative medicine. Consensus has been reached by stakeholders on a Health Act Implementation Roadmap.
Irrational use of medicines, medical products and poor Infection prevention control (IPC) practices encourages the spread of antimicrobial resistance (AMR) and the spread of new infectious diseases. The World Health Organization estimates the prevalence of Health Associated Infections (HAIs) in developing countries to vary between 5.7% and 19.1%. There is scant data from Kenya, but one study found the incidence of post cesarean infection to be 19% overall.  Being able to gather data around HAIs will strategically inform Kenya on where infections are occurring and guide programmatic decisions about how to best combat them. The Cabinet Secretaries for the Ministries of health and agriculture, livestock & fisheries approved and signed the “National Policy for the Prevention and Containment of Antimicrobial Resistance (AMR) in Kenya” and its “National action plan on the prevention and containment of Antimicrobial Resistance” in June 2017. Key to the implementation of these documents are the AMR surveillance system, AMR consumption surveillance system, preservation of existing molecules through stewardship programs and enhancing awareness on AMR to the public.     
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 enshrined in the KQMH. The purpose for this is to equip the health professionals with skills and knowledge in Quality Improvement (QI) for delivery of quality health services. Continued technical assistance to County Health management Teams (CHMTs) will be required so as to cascade the QI approaches to implementers and develop ToTs, mentors and coaches for QI.
2.2.3
Strategies to improve Quality of Health Service Delivery
To achieve UHC, it is important to ensure that a defined and but standard quality of care are available to all Kenyans in an equitable manner. This implies, irrespective of ethnicity, gender, religious and geographical location where/when a client visits, he/she should get the same quality of services.  Selection and accreditation of providers by the party who is not involved in the actual purchasing of services is needed to assure this (-> Refer the section 3.4.3.)
The following initiatives will be undertaken to improve services at the National referral facilities:
Mathari National teaching and Referral centre will be upgraded into a centre of excellence with a mental health institute to support training and research, with linkage to five regional centre of excellence (Mombasa, Kisumu, Nakuru, Meru and Garrisa)
The following are strategies that the Ministry of Health will undertake to inspire and improved quality of health service delivery in the counties:
1. In order to promote universal access to quality health services there will be need to conduct enhanced joint health inspections in collaboration with regulatory agencies to ensure compliance with the minimum patient safety standards. This will entail establishing a web based monitoring of inspections systems through digitized health services which will enable intensified joint health inspections of all health facilities in counties   
2. Establish a framework to guide continuous quality improvement of health services through graded   improvement programs as enshrined in the Kenya Quality Model for Health (KQMH) quality standards. This will involve updating and launching KQMH, providing technical assistance on counties to institutionalize Quality Improvement setting up of a national external quality of care assessment with a view of recognition and award for health facilities showing exemplary performance and innovation in their Quality Improvement (QI) initiatives.
3. Implementation of the Health Law by developing and/or reviewing the requisite legislations/ regulations and establishment of key bodies based on the health law. It will also require review the organization structure of MOH in line with the health law.
4. To achieve UHC, it is important to ensure that a defined and standard quality of care are available to all the population in an equitable manner. This implies, irrespective of where/when a client goes, he/she should get the same quality of services.  Selection and accreditation of providers by the party who is not involved in the actual purchasing of services is needed to assure this
5. Strengthen the management of Emergencies and disasters through provision of life-saving health products and technologies specifically for the management of any medical  emergency that may arise regardless of the place, time or type
The detailed activities, targets and budgetary requirements are outlined in Annex xx
2.2.4
Investment in community and Primary healthcare services
The community unit (CU) structure comprises Community Health Committees (CHCs), Community Health Extension Workers (CHEW), Community Health volunteers (CHVs), households, public health officers and technicians ,social workers and affiliate health facilities. The nearest health facility is the community’s link for seeking all health services. The community unit, which draws its membership from the catchment area, is led by the CHC and CHEW to support the CHVs in their community-related health work. Post- devolution, there is increased investment by counties on the community strategy e.g. Turkana’s own community health service bill has been approved by the county assembly.
Additionally, a community health policy has been drafted and is being reviewed by the Council of Governors. Regarding capacity building for the CHVs and CHEWs, a curriculum of 13 modules for CHEWs has been developed as well as 6 basic and 7 technical manuals for community health volunteers. The introduction of 4 contextualized CHEWs (e.g. urban, nomadic, agrarian etc.) is being explored. Currently, there are 4587 community units established with 4048 CHEWs and 90758 CHVs. There is however need to further strengthen the community strategy as a means of reaching the community through investment of additional resources for community based interventions including leveraging on the use of community health workers in enrolling the population to the National Hospital Insurance Scheme.
Comprehensive and integrated primary care for the bulk of the assorted health problems in the community is more efficient than relying on separate services for selected problems, partly because it leads to a better knowledge of the population and builds greater trust. Health services that offer a comprehensive range of services increase the uptake and coverage of, for example, preventive programmes, such as cancer screening or vaccination. They prevent complications and improve health outcomes. Comprehensive primary care services also facilitate early detection and prevention of problems, even in the absence of explicit demand. Organization of the Health Service Delivery model to include primary care networks will facilitate a predictable entry point.  Ambulatory care (medical care provided on an outpatient basis) for health- and health-related problems problems should, thus, offer a comprehensive range of integrated diagnostic, curative, rehabilitative and palliative services.
Key strategic interventions focused on the provision of Primary Health Care Services in Kenya will include but not limited to the following services, increasing availability of Immunization services; raising awareness on Non-Communicable Diseases (NCD) risk factors for prevention; Intensifying NCD screening services; reducing morbidity and mortality from vaccine preventable diseases (HPV); ensuring the uninterrupted availability of high quality Routine and Emergency vaccines;  provision of integrated mental health services at the primary care level; screening school going children for worm infestations as well as prioritizing vector control measures. In this regard, the diagnostic and laboratory capacity (personnel, equipment and reagents) for the same must be strengthened to effectively support these primary care services. 

2.2.5
Development of the Necessary Health Infrastructure
The national average health facility density in 2013 was 2.04 health facilities per 10,000 population.  This has increased to 2.2 per 10,000 in 2016. As a result, outpatient visits have gone up from 1.8 to 2.2 visits per capita per year and access to inpatient care increased from 3.8 to 4.4 inpatients admission / 100 population (APR MOH, 2018).
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Fig. XX Health facility density by county/10,000 pop
Recommendations to further improve the outcomes of these infrastructural programs include: 
· Revisiting the norms and standards for infrastructure, preferably based on the minimum health services package towards UHC. The following Counties may be required to put up more health facilities to facilitate ease of access to healthcare facilities: Nairobi, Kwale, Mandera, Wajir, Kisii, Busia, Bungoma, Vihiga, Bomet, West Pokot, Narok, Laikipia, Trans Nzoia, Uasin Gishu, Nandi and Murang’a Counties. Development of Heath infrastructure Investment and Rehabilitation Plans to guide prioritization and rationalization investment. 
· Strengthen investment in ICT. The process underway to network all 98 hospitals that have MES equipment is estimated to cost XXXXX
2.2.6
Investment in Health Commodities and Technologies
The need for a continuous supply of good quality health products and technologies (HPTs) is paramount to the success of the Universal Health Coverage agenda. An increased scope of commodities is also necessary to support the reviewed KEPH that focuses on responsiveness to the population needs especially expanding primary care services e.g. laboratory commodities for screening, as well as coverage for more non-communicable diseases.  In addition, improving governance for HPTs (e.g. reviewing the National Pharmaceutical policy to give way to the Kenya Food and Drug Act and implementation of the Health Act) will be very critical towards strengthening the systems. Other interventions such as cost/price reduction strategies, prudent commodity management and rational/appropropriate use will play a greater role in ensuring access. The specific strategies identified are as follows:
Strategic Objective 1: To expand current capacity for access to all health commodities: To support this process, a total of 3.22B Kenya shillings is required as a one off seed fund to KEMSA to enable procurement of health commodities for pulling by health facilities in 2018/19. This must be accompanied by a corresponding expansion of capacity at the counties to procure these commodities amounting to an extra requirement by counties of 15.95B to support health commodities by 2022. This is from the current 8.88B to 23.97B by 2022. This need requires to be reviewed based on county forecasting and quantification processes. 
i. There is need to increase KEMSA capacity to supply essential medicines to meet Universal Health Coverage needs. KEMSA status and baseline in terms of stock base was assessed and further monetary requirement calculated to increase capacity to meet UHC needs using projected coverage.
ii. Counties’ current health commodity capital was assessed for further monetary requirements to increase their capacity to deliver UHC. The need within counties will require to be revised based on forecasting and quantification for essential HPTs which is not currently available. 
iii. Expansion of Essential Medicines & Medical Supplies (EMMS) lists to incorporate new commodities e.g. commodities for chronic diseases such as cancer chemotherapy medicines, protective wear for chemotherapy, dialysis commodities, laboratory commodities for screening, implants etc. in line with reviewed KEPH e.g the 2016 KEML is due for review by March 2019.
iv. Cost reduction in prices of medicines and other health commodities through expansion of access programs; the access programs works through negotiation of medicine prices between MOH and the pharmaceutical companies. 
v. Ring fencing of health commodity funds at the county level through review of the PFM Act of 2012 review and possibility of having counties deposit commodity funds into KEMSA and/or MEDs for drawing rights. 
Strategic Objective 2: To support this process, ensure all health commodities in the country are of good quality (intensify combating of sub-standard, spurious, falsely labeled, falsified, counterfeit and poor quality commodities) to support UHC Agenda. This include a budget of 6B KSH to upgrade the national quality control laboratory, 1.6B KSH for quality assurance and 229,000,000 KSH for post market surveillance. The regulatory body will work with the sector stakeholders to assure Kenyans of good quality health products through;
i. Conducting GMP inspections for manufacturing sites; both local and external 
ii. Quality control testing
iii. Upgrading the National Quality Control Testing Laboratory (NQCL)
iv. Intensify Pharmacovigilance (enhanced reporting of poor quality commodities and adverse drug reactions);
v. Post market surveillance for selected life-saving commodities on a regular basis
vi. Improve end-user storage capacities to support product quality through enhancing storage infrastructure e.g. cold chain for vaccines, fridges and storage buildings.
Strategic objective 3: To ensure safety in commodity use: Support rational use of commodities: 
(i) Ensure sufficient personnel in place; (See HR section)
(ii) Ensure continuous capacity building in rational use of health commodities.  (See HR section)
(iii) Ensure medicines and therapeutic committees/TWGs in health facilities are active
Strategic objective 4: To support this process, intensify support on prudent management of health commodities to help minimize wastage through pilferage and expiries.  
(i) Ensure personnel in place; (see HR section)
(ii) Encourage all counties to have county commodity security committees/TWGs to address commodity management concerns in consultation with stakeholders.
(iii) Ensure continuous integrated capacity building for health commodity management for all personnel handling health commodities (see HR section)
(iv) Provide an efficient monitoring tool to track the stock outs and expiries.
Strategic objective 5: To automate the healthcare supply chain
(i) Automation of the healthcare supply chain for efficiency at different levels. These levels include   – KEMSA, PPB, County and at the health Facilities. The budget requirement for the automation is estimated to cost Ksh 611,000,000. 
Strategic objective 6: To support existing public health program commodities for sustainability and enhance emergency preparedness. 
(i) There is need to increase government percentage of co-financing for public health commodities. From current <7% to 55% to meet gaps in view declining/flattening donor funding. This will see the current approximately 2.5B KSH GOK budgetary allocation to public health programs (HIV, TB, Malaria, Nutrition, Vaccines & FP products) increase to 105B KSH. Consideration should be made to progressively include public health programs interventions and accompanying commodities in the UHC health benefit package.
(ii) Increase budgetary allocation to National Blood Transfusion Services to assure a reliable supply of blood and blood products. Emergency preparedness is a critical component of system resilience for UHC. 
(iii) Increase budgetary allocation for division of health emergencies and disaster preparedness and response
Strategic objective 7: Offer support supervision and monitoring on rational health commodities 
(i) Provide Supportive supervision & Monitoring on rational commodity use and stock management among others. This will be important at county level for all health commodities (nutrition, laboratory, pharmaceuticals).
Strategic objective 8: To institutionalize on health technology assessment (HTA) to support decision making in resource allocation for health commodities and technologies. 
HTA will be a useful tool for making reimbursements decisions under benefit packages and coverage policies for health interventions and pricing policies for medicines/pharmaceuticals, & medical technologies.  
2.2.6
Equipping health facilities 
In an effort to ensure access to health care services needed the MOH embarked on a process of establishing the gaps in terms of basic and specialized equipment. This led to the Managed Equipment Services (MES) Project. The MES Project, has enabled the deferment of upfront capital outlay, enabling the Ministry of Health to assign critical funds to address the country’s most pressing healthcare challenges while also addressing the bigger picture and improving the wider healthcare system. The project represents one of the government’s flagship programs to deliver tangible benefit to people locally by decentralizing specialized healthcare services from national referral hospitals to a county level. The aim of this partnership is to increase access to affordable healthcare for all and enable earlier diagnosis and treatment of various diseases. By 30th June 2018, 94 hospitals have been equipped (annex __), with a further 21 to be equipped in the 2018/2019 financial year. The private sector contracted to service equipment, train equipment users and medical engineers for seven years. As a result of this program, there are considerably larger numbers of patients visiting hospitals and a rise in the use of different types of radiology services (x-rays, ultrasound and mammograms). For example, the installation of the latest digital mammography has enabled more than 30% of level 5 hospitals (regional centers providing specialized care including intensive care, life support and specialist consultations) to offer in-house mammography exams for the first time, increasing capacity for breast cancer screening. 
A situational assessment in the counties provided the following. 
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Figure 1: Hospitals with Major Equipment
Table 2: Health facility and bed facility density/10,000 population
	County
	Population
	No. HHs
	No. HFs
	No. of CUs
	No. Beds
	HF density /10000 
pop.
	Bed density/ 10000 pop.

	Kisumu
	1,177,137
	   229,928 
	219
	195
	        1,969 
	1.9
	16.7

	Nyeri
	830,291
	236,771
	323
	251
	        1,731 
	3.9
	20.8

	Isiolo
	184,768
	     36,954 
	54
	38
	297
	2.9
	16.1

	Machakos
	   1,216,120 
	   243,224 
	341
	74
	        2,312 
	2.8
	19.0

	Trans Nzioa
	   1,111,686 
	   201,995 
	151
	87
	1454
	1.4
	13.1

	Nakuru
	   2,176,581 
	   435,316 
	674
	249
	        3,297 
	3.1
	15.1

	Samburu
	       292,000 
	     58,440 
	82
	30
	558
	2.8
	19.1

	Kajiado
	       933,033 
	   213,901 
	305
	60
	1791
	3.3
	19.2

	Uasin Gishu
	   1,209,453 
	   241,891 
	120
	57
	3348
	1.0
	27.7

	Laikipia
	       541,985 
	   108,397 
	85
	18
	814
	1.6
	15.0

	Elgeyo Marakwet
	       502,412 
	   100,482 
	130
	35
	511
	2.6
	10.2

	Baringo
	       754,013 
	   150,803 
	228
	58
	765
	3.0
	10.1

	Turkana
	   1,161,197 
	   232,239 
	228
	158
	2204
	2.0
	19.0

	Narok
	1154986
	214598
	154
	54
	924
	1.3
	8.0

	West Pokot
	       695,447 
	   139,089 
	117
	60
	586
	1.7
	8.4

	Bomet
	       963,723 
	   192,745 
	158
	39
	857
	1.6
	8.9

	Kericho
	       989,422 
	   197,884 
	212
	45
	        1,660 
	2.1
	16.8

	Nandi
	   1,022,380 
	   204,476 
	183
	36
	689
	1.8
	6.7

	Kakamega
	   1,941,663 
	   364,142 
	           365 
	316
	        1,687 
	1.9
	8.7

	Vihiga
	       679,589 
	   135,918 
	103
	89
	713
	1.5
	10.5

	Bungoma
	   1,608,241 
	     91,288 
	201
	301
	        1,565 
	1.2
	9.7

	Busia
	       869,978 
	   173,996 
	129
	184
	        1,003 
	1.5
	11.5

	Homa-Bay
	   1,224,950 
	   244,990 
	263
	262
	        1,916 
	2.1
	15.6

	Siaya
	       981,557 
	   226,000 
	213
	193
	        1,409 
	2.2
	14.4

	Migori
	   1,119,186 
	   223,837 
	230
	142
	        1,694 
	2.1
	15.1

	Kisii
	   1,406,043 
	   281,209 
	200
	106
	        2,895 
	1.4
	20.6

	Nyamira
	       730,018 
	   136,501 
	141
	86
	           960 
	1.9
	13.2

	Garissa
	       725,589 
	   120,926 
	196
	88
	           559 
	2.7
	7.7

	Wajir
	       809,574 
	   115,653 
	115
	47
	           327 
	1.4
	4.0

	Mandera
	   1,325,000 
	   265,000 
	104
	14
	           738 
	0.8
	5.6

	Kilifi
	   1,496,583 
	   262,558 
	268
	83
	           902 
	1.8
	6.0

	Lamu
	       137,182 
	     27,436 
	48
	10
	           140 
	3.5
	10.2

	Tana River
	       324,054 
	     52,356 
	59
	54
	           184 
	1.8
	5.7

	Mombasa
	   1,266,358 
	   153,272 
	317
	44
	        4,183 
	2.5
	33.0

	Kwale
	       876,529 
	   182,318 
	149
	165
	           400 
	1.7
	4.6

	Taita Taveta
	345296
	69059
	92
	28
	516
	2.7
	14.9

	Kitui
	   1,119,874 
	   279,969 
	338
	220
	           837 
	3.0
	7.5

	Meru
	   1,501,411 
	     75,071 
	508
	133
	        2,239 
	3.4
	14.9

	Nyandarua
	       713,767 
	   142,754 
	223
	69
	           866 
	3.1
	12.1

	Nairobi
	   4,941,708 
	   988,342 
	686
	232
	        6,866 
	1.4
	13.9

	Kirinyaga
	       632,154 
	   164,062 
	227
	58
	        1,760 
	3.6
	27.8

	Muranga
	1,128,177
	225,635
	216
	237
	810
	1.9
	7.2

	Kiambu
	   1,905,085 
	   381,017 
	457
	120
	3840
	2.4
	20.2

	Marsabit
	       322,567 
	     56,772 
	106
	58
	           251 
	3.3
	7.8

	Tharaka Nithi
	       440,225 
	     19,324 
	151
	29
	           956 
	3.4
	21.7

	Makueni
	       978,932 
	   165,155 
	319
	110
	        1,174 
	3.3
	12.0

	Embu
	       571,413 
	   142,854 
	188
	47
	        1,485 
	3.3
	26.0

	Kenya
	49,039,337
	8,530,836
	9,490
	4,683
	63,476
	1.9
	12.9


Under the MTP II flagship program (2013-2018), there was upgrading of health infrastructure in the informal settlements, coordinated by the National Government in consultation with the relevant county governments.  The target was to procure, install and commission 100 fully kitted portable clinics in slum areas in Mombasa, Kisumu, Nairobi, Nyeri, Uasin Gishu, Nakuru, and Kiambu counties. In 2014/15 eleven (11) clinics were established in the Kibera slum to provide basic primary health care services out of which eight (8) are operational.  In 2015/16, a feasibility survey and mapping in 12 major towns to determine appropriate sites and number of clinics to be placed prior to the placement was undertaken; and procurement of 100 fully equipped portable clinics was undertaken are ready for placement in the identified sites. There will be need to upgrade these clinics to be fully functional by ensuring that there is a mix of human resource, medical supplies (drugs and other consumable) and utilities such as water, electricity and security.  
The need to ensure availability of basic equipment for lower primary facilities has gained priority towards UHC. Basic equipment have been identified as follows and are expected to be available at all L2,L3, L4 and L5 facilities. 
Table 3: Prioritized basic medical equipment
	No.
	Equipment Name
	Approximate cost

	1.
	Weighing scale ( digital)
	           10,000 

	2.
	Infant Weighing scale
	             4,500 

	3.
	Drip stand
	             6,000 

	4.
	Digital thermometer 
	                 300 

	5.
	BP machine  - digital
	             2,000 

	6.
	Paediatric weighing scale
	             5,500 

	7.
	KEPI Cool bo
	         160,000 

	8.
	MUAC tape
	           13,000 

	9.
	stethoscope
	             2,500 

	10.
	Fetoscope-doppler (digital)
	                 200 

	11.
	standard wheelchair 
	           20,000 

	12.
	nebulizer
	             5,000 

	13.
	sphygmomanometer.
	             4,000 

	14.
	Emergency lamp
	             1,500 

	15.
	Examination lamp-mobile
	           37,000 

	16.
	Microscope
	           65,000 

	17.
	CHV Kits
	     30,000.00 


The estimated total cost to equip all health facilities with basic equipment is Ksh. 9,707,251,000 as per the annex XXX . (Review the table to show how you arrived at 9 billion stated below the table)
2.2.7
Digitization of NHIF 
The health sector has provided a guide to automation through the Kenya health enterprise architecture (KHEA) which is a blueprint for health information systems investments.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; which have been factored into the 2018/2019 budget:
Enterprise Infrastructure
a. Modernize IT infrastructure by setting up a Tier 3 Data center in line with KHEA. 
b. Enhance core networking to be software defined
c. Security management solutions – Network and Applications Security 
Enterprise Applications
a. Replace Great-lakes system with a Tier 1 Enterprise Resource Planning (ERP) Back office Solution that serves as future foundation for NHIF
b. Custom develop Core Fund Operations
c. Implement Customer Relationship Management and Social Marketing
d. Implement middleware - Enterprise Service Bus for seamless integration
e. Implement Business Intelligence and Data warehousing
Operating Enablers
a. Establish IT Transformation Office
b. Conduct Business Process Reengineering exercise
c. Implement IT governance and Project framework under COBIT and PMI best practices
d. Establish Change management competency
e. Design ISMS27001 standards for enhancing ICT process maturity
f. Institutionalize ICT capacity building
2.2.8
Human Resource for Health 
Human resources is one of the key investments area required for attainment of UHC. The Health Sector requires adequate, well trained, knowledgeable, competent and equitably distributed human resource health services with the right cadre mix /fit-for-purpose. To attain Universal Health Coverage under the Government’s Big Four Agenda and the realization of Vision 2030, Primary Health Care is critical hence the need to invest specifically at the community level workforce (e.g. Community Health Extension Workers, and Community Health Volunteers).The Sector has therefore a huge responsibility of creating a pool of health workforce in terms of adequacy and equitable distribution, with the right Knowledge, skills and competencies to achieve the aspirations in line with the KHSSP. Human Resources for health are one of the core building blocks of a health system. Global evidence points to a direct correlation between the size of a country’s health workforce and its health outcomes. In 2006, the World Health Organization (WHO) alerted the world of a shortfall of 4.3 million trained health workers, with the worst shortages being experienced in the poorest countries in Africa. The direct result of this is that millions of people die or are disabled every year. The WHO (2006) report   indicates that Kenya is one of the 57 countries in the world that face a severe health workforce crisis and is one amongst the 36 within sub-Saharan Africa.
At present the public sector workforce is approximately 72,000 (88%) inclusive of KNH & MTRH. KBS – private sector 10,000 (12%) thus 82,000/ 49,000,000 thus 16.7 HWs/10,000 population, the envisioned 50% increase would translate to 25/10,000 thus hiring of 41,000 additional workers in both public and private sector Public sector hiring approximately 36,080 (88%), Private sector hiring approximately 4,920 (12%) . Total workforce current & proposed additional new hires 123,000 do not t take into consideration annual population growth and annual attrition.


The table below should go to the annex
	County
	Grand Total
	County
	Grand Total

	Baringo
	                                                  1,185 
	Meru
	1,658

	Bomet
	                                                     739 
	Migori
	1,193

	Bungoma
	                                                  1,660 
	MoH Headquaters
	2,751

	Busia
	                                                  1,160 
	Mombasa
	1,669

	Elgeyo Marakwet
	                                                     932 
	Murang'a
	1,381

	Embu
	                                                  1,125 
	Nairobi
	3,665

	Garissa
	                                                     616 
	Nakuru
	2,504

	Homa Bay
	                                                  2,248 
	Nandi
	1,295

	Isiolo
	                                                     371 
	Narok
	1,093

	Kajiado
	                                                     825 
	Nyamira
	1,279

	Kakamega
	                                                  2,177 
	Nyandarua
	846

	Kericho
	                                                  1,219 
	Nyeri
	1,581

	Kiambu
	                                                  3,146 
	Samburu
	437

	Kilifi
	                                                  1,450 
	Siaya
	2,017

	Kirinyaga
	                                                  1,326 
	Taita Taveta
	758

	Kisii
	                                                  2,025 
	Tana River
	368

	Kisumu
	                                                  2,940 
	Tharaka Nithi
	1,581

	Kitui
	                                                  1,218 
	Trans Nzoia
	1,172

	Kwale
	                                                  1,094 
	Turkana
	1,207

	Laikipia
	                                                     723 
	Uasin Gishu
	1,261

	Lamu
	                                                     425 
	Vihiga
	703

	Machakos
	                                                  1,864 
	Wajir
	532

	Makueni
	                                                  1,752 
	West Pokot
	805

	Mandera
	                                                     386 
	 Grand Total 
	65,107

	Marsabit
	438 
	
	


Kenya has an estimated 11,000 doctors
 (reference KMPDB) and 76,000 nurses - out of whom only 47,000 nurses are active
 (reference NCK). This translates to an average of 21 doctors and 100 nurses per 100,000 population compared to WHO recommended minimum staffing level of 36 and 356 doctors and nurses respectively. The public health sector has an estimated 4,300 doctors and 35,000 nurses. 
Similarly, the country has a total of 53,090 Community Health Volunteers (CHVs) and 1,600 Community Health Extension Workers (CHEWS) 
In addressing staffing shortages, a rational approach with the aim of developing an equitable and adequate capacity to deliver a defined set of health services should be engaged.  
(1. *Reminder: get estimates of numbers of other health worker cadres plus recommended staffing norms from WHO can appear as a foot note in the table )
(2. How many Community Health Units are active.
(3. Proper citation of reference documents 
The National Human Resources for Health Plan for the period 2012-2018 was aimed at supporting the National Health Sector Strategic Plan  goal of reducing health inequities and reversing the decline in the key health indicators. The health worker density target was 7 per 10,000 people, and the achievement at midterm is 6 per 10,000. Kenya has not been able to fill the approved positions in all the health facilities; the gap is much worse in primary health facilities than tertiary care.  Overall, only 15% of approved positions were filled, 40% of approved positions in tertiary care facilities are filled while only 13% is filled at levels 2 and 3 facilities. Moreover, specialized medical care is mostly available in urban areas, with inequity in distribution of workforce: urban –rural, regions with high and low socioeconomic development. By June 2018, retained number of doctors was 7,156 and that of dentists was 782. This translates to 1/6,083 population against WHO recommendation of 1/600 by 2020. On the other hand, the ratio of dentists to patients stood at 1/63,576.
According to the Nursing Council, by June 2018, there were 76,000 registered nurses out of whom 50,000 had renewed their annual licenses. This translates to 119 nurses per 100,000 population compared to WHO recommended minimum staffing levels of 356/100,000 population.
By July 2018, community health workforce was as follows:
· 53,090 Community Health Volunteers (CHVs) against a target of 95,700
· 1,740 Community Health Extension Workers (CHEWS) against a target of 18,736
· 5,309 Community Health Units (CUs) against a target of 9,570
Regarding staff availability and distribution, there is general shortage and inequitable distribution of health workforce. There are more workers concentrated in urban areas compared to rural areas. There is weak application of HRH Norms and Standards regarding staffing of the health facilities. At the community level there is no structured mechanism to address HRH issues. For example there is no policy on to address motivation and retention of Community health volunteers. Staffing levels vary across different counties with those in marginalized areas hard hit. This is compounded by lack of national policy on rationalization of staff working in the counties.
Currently, available data especially in the counties are fluid. In addition, there is no centralized skills inventory for health workers in the country. Some counties lack human resource units. Some even lack staff establishments for all cadres, and where they exist, they are not based on Norms and standards.  Hiring of health of health varies from county to county depending on needs. Further, there is no clear communication mechanism between the two levels of government which is impacting negatively on the HR management and development. Another challenge noted in the HR management is inadequate supervision, mentoring, performance monitoring and succession management. 
As shown from the table below, the number of medical doctors and specialists  still remain low at 3,286 thus 6.9/100,000; nurses & specialist  at 27,081 translating to 55 per 100,00 and clinical officers at 5,944 thus 12/100,000. The World Health Organization recommends 21.7 doctors per 100,000 population and 228 nurses per 100,000 population
Table 4: Summary of national staffing needs
[image: image6.png]A summary of the current (2014) National HRH staffing needs by cadres is presented in Table 45.

Table 45: Summary: National HRH staffing needs

Category

Individual

Calculated

STAFF - Standard Final staff
Sub categories Allowance | Allowance Staff

CATEGORY workload Factor Factor Requirement requirement
Community Oral Health 817 112 690 1,604 1,604
Officers

Dental staff | Dental assistant B 120 - - 1,924
Dental general practitioner 493 182 66 962 962
Dental specialist 75 205 B 359 359
Laboratory assistant - 136 - B 11,157

Laboratory staff | Laboratory technician 4107 136 B 5569 5,569
Laboratory technologist 1,085 136 B 1471 1471

i Nutrtionist 1322 172 60 2335 2,335

Medical Clinical Officer 9,188 172 471 16278 | 16,278

practitioners
Medical Officer 7,650 170 11 1141 | 13,141
Enrolled Midwife - 205 - B )

Midwives ° -
Registered Midwife. 5847 219 493 13308 | 13,308
Emergency / trauma specialist 4 193 B s 572

Non surgical . -

et Physician / internal medicine. 601 182 452 1544 1544
Psychiatrists 5 182 452 461 461
ENT B 182 452 452 152
General surgeon 264 182 467 947 947
Obstetrics / Gynaecology 73 182 452 585 585





[image: image7.png]Emergency / trauma specialist

i 4 193 - 8 572

:‘p"e’;‘l’lg;‘“' Physician / internal medicine 601 182 452 1544 1,584
Psychiatrists 5 182 452 461 461
ENT - 182 452 452 452
General surgeon 264 182 467 947 947
Obstetrics / Gynaecology 73 182 452 585 585

. Ophthalmologist 47 182 467 552 552

z:::::'m Orthopedician 15 182 467 495 495
Pediatrician 30 182 452 506 506
Orthopedic technician - 120 - - 831
Orthopedic technologist 299 120 56 416 416
Plaster technician - 120 - - )
Nurse assistant - 127 - - )
Enrolled nurse 17,360 127 1529 23574 | 23574

Nurses Registered nurse 2085 205 7,059 11335 | 11335
BSN nurse. - 941 467 467 467
specialised nurse 1110 254 121 2039 2,939
Dispenser - 122 - - o

Pharmacy staff | Pharmacy technologist 2543 122 - 3106 3,106
Pharmacist 3 205 719 724 724
Radiology assistant - 130 - - 1,505
X-ray technician - 130 - - o

Radiology staff
Radiographer 579 130 - 753 753
Radiologist 0 235 575 576 576





 Table 5: The first training requirements
[image: image8.png]he First Training Requirements

Specialist InPost | No.required | Criticalno.needto | Years needed to train
be trained per year required number*

Anesthetists 25 88 15 59
Obst,/Gynecologists 73 300 15 200
General Surgeons 83 300 16 188
Family Physicians 7 540 20 270
ENT Surgeons 24 51 4 128
Eye Specialists 20 62 4 155
Psychiatrists 21 91 6 152
Oncologists ~ General 0 2 8 28
Pathologists 14 60 4 150
Radiologists 16 a1 B 82
Renal Physicians 2 4 55
Renal Pediatricians 2 4 55





Table 6: Current Staff per county (update with data shared from iHRIS june 2018-refer to Janet Muriuki email)
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2.2.9
Investing in Health Information system/Digitization of Health 
Strengthening the health information system is key to the achievement of Kenya’s Universal Health Coverage goals. A well-functioning Health Information System (HIS) is critical for health sector performance, evidence-based decision making, accountability and monitoring of the actions that follow from those decisions. Use of good-quality information acts as a catalyst for an effective health sector governance and stewardship, improving the quality and availability of health care service delivery.  A robust health information system is ultimately essential for tracking progress towards the attainment of Kenya’s health goals including the Jubilee governments Big Four Health agenda on UHC, the Sustainable Development Goals (SDGs) and the Kenya National Vision 2030 as well as the Kenya Health Policy 2014-2030 aspirations.
Over the last ten years, the Ministry of health has invested in an integrated health information system by developing a HIS blueprint,Kenya Health enterprise architecture (KHEA) that provides a guide to automation. The District Health Information System (DHIS-2) has been adopted countrywide as the main platform for routine reporting from all health facilities (public and private, NGOs and FBOs facilities).  There have also been efforts to introduce electronic data systems in the health facilities (at the point of care) to streamline management and make information of patient care available. Additionally, community based data is also collected through the evolving community health information system. Several surveys are also carried out to provide survey based data for key performance indicators. 
Though a lot of progress has been made in the Kenya Health Information systems, the HMIS is not fully developed just like in most low and middle income countries. The existing sources of health information are still not fully integrated while household surveys that provide population based data are periodic and expensive. Limited capacity exists to translate the existing data to information and knowledge that can be used to inform planning, program management and budgeting .  
As such the Ministry will focus on improving the key areas of health information by digitalizing health information systems, . Health information generation, validation, analysis, dissemination and utilization.  This shall enhance the use of information form the various sources such as the routine information system, vital statistics (vital events in the communities such as births, deaths, cause of death in community), disease surveillance and survey information. 
The Health Act, 2017 provides a broad framework for enforcing compliance with the new reforms towards an integrated health information system. Innovative mechanisms are required such as establishing virtual systems inter-linking different data bases of health information system to ensure information is connected and web based. This will ensure timely generation of information and use of quality data for decision making.  There is need to transition from current investments in EMR to the adoption of use of electronic health records (EMR) for improved quality of care at the facility level as well use of IT for e-consultation is crucial. 
Some of the key activities that have been planned for include the establishment of a health Observatory-a platform that brings all health data from all sources into one portal. Additionally, the establishment of data centers in health facilities such Kenyatta National Hospital for collection and collation of information on specialized services and linking the data Centre with other peripheral facilities for purposes of e-consultation and aggregation of data on specialized services has been planned.  Detailed activities with timelines are in Annex xx.
2.3
Financing for Health 
Government’s financing for health (national and county government allocations) has been increasing over the last four years. Although there was a dip in allocation in 2013/14 (the first year of devolution), allocations have rapidly increased as county government systems stabilized and prioritized health.  County governments’ allocation to health has increased from 13 per cent in 2013/14 to above 25 per cent in 2015/16.  On the other hand, the Ministry of Health budget increased from KSh. 36 billion to KSh. 60 billion between 2013/14 and 2016/17 – an increase of about 67 per cent.  But the government allocations to health in proportion to the total government budget still just about 7 per cent – less than a half of the 15 per cent Abuja target. (fiscal analysis report WHO).
In FY2016/17, donors contributed 63.4 percent (or Ksh 19.8 billion) of the Ministry of Health’s development budget of Ksh 30.7 billion in FY 2016/17, up from 62 percent or Ksh 19.0 billion in FY 2015/16.  Much of the donor funding was allocated to HIV, reproductive health, immunization, and health systems support. In contrast, the government’s contribution to the health development budget amounted to 36.6 percent of the Ministry of Health’s development budget allocation (or Ksh 11.4 billion) in FY 2016/17, down from Ksh 11.6 billion in FY 2015/16. (national and county budget analysis, HPP USAID)
Government health spending as a proportion of total government expenditure was estimated at 8%, 5.1%, 4.8%, 6.1% and 6.7% in 2001/02, 2005/06, 2009/10, 2012/13 and 2015/16, respectively.  According to the Economic Survey, spending on health by County governments increased from Ksh 8.5 billion in 2013/14 to Ksh 69.4 billion in 2016/17, with its share in total spending increasing from 5.3% in 2013/14 to 19.3% in 2016/17. The higher spending on health is mainly because health is a devolved function.  However, the health spending by both central and county governments combined translates to an average of only 5% of total government expenditure.  
Table XX below shows the expenditure breakdowns on health.  Kenya National Health Accounts (NHA) 2015/16 indicate that Kenya’s Total Health Expenditure (THE) is Ksh 345.7 billion (US$ 3,476 million) on health in 2015/16 compared to Ksh 271.9 billion (US$ 3,188 million) in 2012/13, which represents an increase of about 28%.  
Table XX: Expenditures on health 
	 
	2001/02
	2005/06
	2009/10
	 2012/13
	2015/16

	Total government expenditure (Ksh million)
	469,454
	891,153
	1,173,991
	1,485,560
	2,271,730

	Total government expenditure (US$ million)
	5,973
	12,141
	15,484
	17,416
	22,836

	Total Health Expenditure (THE) (Ksh million)
	125,437
	155,557
	193,999
	271,971
	345,747

	Total Health Expenditure (THE) (US$ million)
	1,596
	2,119
	2,559
	3,188
	3,476

	Current Health Expenditure (CHE) (Ksh million)
	n/a
	n/a
	193,858
	261,902
	325,690

	Capital Formation (HK) (Ksh million)
	n/a
	n/a
	6,765
	19,315
	20,057

	THE per capita (Ksh)
	4,021.60
	4,364.80
	5,024.60
	6,602.30
	7,822.30

	THE per capita ($)
	51.17
	59.47
	66.27
	77.4
	78.6

	THE as a % of Nominal GDP
	5.1%
	4.6%
	5.5%
	6.8%
	5.2%

	Government Health Expenditure as a % of Total Government Expenditure
	7.9%
	5.1%
	4.8%
	6.1%
	6.7%


(Source: National Health Accounts 2001/02, 2005/06, 2009/10, 2012/13, 2015/16)
Spending on health in the counties increased from Ksh 8.5 billion (5%) in 2013/14 to Ksh 69.4 billion (19%) in 2015/16 following the devolution of health services.
Statistics from the Kenya Household Health Expenditure and Utilization Survey (KHHEUS 2013) revealed that households in the poorest wealth quintile predominantly sought healthcare from public health centers (51.4%) compared to households in the richest quintiles (40%). This could be attributed to deliberate government policies to improve the poor’s access to primary level public health facilities. Similarly, the dominance of wealthier individuals among private hospital users is largely due to the factors that facilitate access to private care, especially access to medical insurance.
In order to meet the objectives and targets of the UHC, the government proposes the following health financing approaches/reforms: Resource mobilization; Resource pooling and management; and shifting from passive to strategic purchasing. 
These strategies are explained further in the next section. 
2.3.1
Revenue mobilization
To finance healthcare meeting the UHC aspirations, the government would require to increase the funding to increase the quality and the quantity of essential health services that people of Kenya need, both at national and county levels.  The government will also need to allocate resources to provide access to subsidized health insurance for the marginalized and indigent population to protect them from financial risk.  Options to expand the fiscal space would include increased budgeting for health sector, increasing tax rates, exploring a number of innovative financing strategies, and improving efficiency in both revenue collection and use of available resources. Some of the innovations in financing include tapping into non-tax sources such as natural resources, levies on mobile phone transactions, tax on international money transfers and surcharge on VAT, ear-marking levies and taxes on beer and cigarettes given their adverse effects on health.
The proportion of external donor on-budget funding in MoH development budget has been increasing after devolution (see Table xx)
 Table xx: MOH Development Budget by Source, FYs 2014/15–2016/17 
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(Source: National and County Health Budget Analysis, 2016/17)
However, a significant proportion of the health sector financing is still provided off-budget that targets few major communicable diseases.  This approach undermines strategic prioritization and will have contingent liabilities on the government when funding by the donors declines. There is need to mainstream, integrate and harmonize donor support to the health sector.  
Ministry shall launch Resource mapping and tracking dashboard to identify the extent of extra donor support (both on-budget and off-budget) in the country.  The dashboard will:
· Determine whether scarce health resources are being used equitably and efficiently;
· Check the match between the distribution of health resources within the country and the priority health programs;
· inform advocacy for resource mobilization;
· Demonstrate any duplication or absence of interventions (specific geographic regions, population groups, or domains of activity);
· Estimate input-output relationships;
· Aid in the cross-linking of budget categories to programmatic areas (e.g., disease, intervention)
2.3.2
Increasing Population covered by population-targeted health insurance programs
The Ministry of Health through 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 is mandated with provision of social health insurance in the country and its insurance 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 aims to cover:  
· 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 employer contributions shall be introduced to match the contributions made from employee salaries.
· 12 million informal sector members and their family members: shall be the main target to achieve 100% population coverage.  The informal sector need 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 and religious networks, utilization of Community health workers.  Innovative mechanisms shall be employed to incentivize county governments for enrollment /premium collections among others e.g.  National government will scale up results-based fiscal transfer system to County governments to incentivize/reward the increased informal sector contributions.  
· The older poor persons over 70: The Ministry of Health initiated a program in the year 2014/15 to provide medical insurance cover for older persons over 70 years that have been receiving cash transfers from the Ministry of Labour and Social protection. More elderly persons over 70 years shall be enrolled into the medical insurance program to increase coverage of health insurance.   
· The Retirement Benefit Act (RBA) shall be reviewed to ensure retirees who are entitled to receive pension shall receive medical insurance cover (check-off premiums).  
· Persons with Severe Disabilities (PWSD): Those persons with disabilities who are eligible for cash transfer program shall be provided with medical cover by the Ministry of Health. It is estimated that 2.8% of the population are persons living with disability
. The list of beneficiaries is maintained by the Ministry of Labour and Social Protection. 
· An 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 health facility, and become eligible for free antenatal visits, delivery, immunization and paediatric care for the new-born for one year. 
· Approximately 1.5 million indigents shall be covered by the National government.  They will be identified through the list of the eligible families maintained by Ministry of Labour and Social Protection.
· About 3 million children currently attending public secondary school will be covered with insurance by the Government 
· 100% enrollment of persons with mental illness into insurance. Medical social workers will undertake work on social diagnosis, support inter-linkages for persons with mental illnesses to access NHIF insurance and quality care. The Mental Health Act section 46 stipulates that it's illegal to be discriminated by insurance industry on ground of Mental illnesses. Persons suffering from SUD, Suicidality and other forms of mental illness should therefore not be discriminated in enrolment 
2.3.3
Revenue pooling and management 
Several models for revenue pooling exists with duplicitous administrative costs running into several millions and inevitably opening avenues for multiple coverage on one individual. These include, the NHIF, health Insurance Subsidy for the Poor, the Students cover, the teachers medical scheme, the police and disciplined forces medical scheme, linda mama, focused on promoting RMNCAH. The use of unique personal identification e.g. through use of IDs could potentially lead to equitable allocation of scarce financial resources. Revenue pooling and management strategies are intended to ensure funds raised are used in the most efficient and equitable manner. Currently, there are multiple arrangements for pooling of resources without proper coordination mechanism in place, resulting in high inefficiencies and administrative costs.  Government-managed pools are increasing in the amount of funds, but these are divided into multiple sub-pools that reduce the solidarity, while increase the administrative costs.  
To ensure maximum availability and fairness in resource utilization, the pooling and management mechanisms for UHC will seek to leverage on efficiency gains from ICT investments in the management of these schemes. These initiatives broadly fall within three categories; : i) government funding and ii) mandatory insurance mechanisms to provide essential benefit package called Kenya UHC-EHBP, with iii) options for voluntary health insurance mechanisms. 
i) Government tax-based resources and external funds will be managed at National and county levels, by establishing designated financial pools, which protect and assure the channelled funds are used for health management functions, and preventive and promotive activities for health. 
ii) A mandatory insurance mechanism will be in effect through the establishment of Kenya Social Health Insurance Fund (Kenya SHIF), which will coordinate and manage prepayment revenues (premiums) to be used for curative and rehabilitative essential services that are UHC-EBP defined.  A single social health insurance fund is the preferred way to reduce administrative expenses. Registration of and collection of premium from the members will be managed by counties and contracted agents. 
Voluntary insurance mechanisms include facility insurance mechanisms, community-based health insurance, and private insurance.  These are the options provided for those who can provide extra (either in-kind services or funding) to offer insurance coverage for the services that UHC-EBP does not cover.  Such an institutional mechanisms will be able to serve its purpose only when its complementarities to UHC-EBP are clearly defined.  The Ministry will take the responsibility to improve the relevant regulations to enable better coordination of the health insurance market. 

2.3.4
From passive to strategic purchasing
The sector currently is principally driven by input-based purchasing arrangements, where financing is provided for inputs (human resources, infrastructure/equipping, HPTs). This has contributed to the absence of motivation mechanisms for staff, as there is no incentive to improve performance. The results are varied and inconsistent quality in public services, leaving people unhappy with their experiences and driving them more towards more costly private sector services, as seen in the increased out-of-pocket payment and overall cost of care.   
Strategic purchasing of health services has been introduced in many countries and is becoming a central approach to improve health system performance in the context of UHC.  Strategic purchasing mechanisms would encourage output- or outcome- based purchasing of services, thus is expected to address most of the motivation and quality issues that the public sector is facing. Yet it needs to be introduced in a manner that does not lose the benefits of passive purchasing (bureaucratically easier to administer, provides better job security, among others).
At present, there are overlaps between the financing agents and the purchaser of services.  This creates potential for abuse and corruption, as there is limited transparency in the process. To address this, independence of accreditation and technical audit processes (to be done before and periodically for the health facilities to access health insurance payment) will be set in place in a manner that ensures efficiency.  Details of accreditation reform is found in the Kenya Health Financing Strategy.
An effective split between these functions would instill independent check & balance system to enable constant monitoring of the service performance and the use of funds, efficient use of public funding to health services which is crucial for financial sustainability of Kenya UHC
Table XX: Targets and key interventions for increasing access to quality health services (transferred and modified from the HF strategy) can split the table and place in relevant sections e.g. KEPH section for first part of the table etc. 
	Mechanism
	Key interventions

	
	Target 3.3.1: Transition to an Unified, explicit and progressive Health Benefit Package (HBP) that is compatible with Kenya Essential Package for Health (KEPH)

	
	Review and gazette the KEPH UHC-HBP every 2-3 years 

	
	

	
	Revise the tariffs for the KEPH UHC-HBP, informed by latest efficiency analysis.

	
	

	
	Annually review, as part of sector monitoring process, changes in access to the KEPH and its component packages  

	Selection & accreditation of providers
	Target 3.2:  Put in place a functional National Accreditation System

	
	KENAS recognition of MOH (Department responsible for standards) as a conformity assessment body

	
	Develop a government position paper outlining scope and expectations of accreditation for health providers

	
	Put in place a comprehensive national accreditation framework informed by the position paper

	
	Review the KQMH for each 5 year health strategy

	
	Development and implementation of quality improvement plans for all purchasing entities

	
	Biannually review norms and standards for service delivery based on KQMH

	
	Put in place system for regulatory bodies to coordinate licensure and accreditation processes based on KQMH and the accreditation framework

	Purchasing of services
	Target 3.3: Establish country-wide results based and incentive driven provider remuneration mechanisms

	
	Define legal framework and regulations guiding establishment and functioning of PCNs and SHIFAs

	
	Review and provide guidance for MOH and County health teams requirements as purchasing entities

	
	Put in place a comprehensive framework for monitoring and appraising performance of purchasing entities

	
	Review and provide guidance on efficient and equitable provider payment mechanisms for the different EHPs and pooling mechanisms

	
	Define a legal framework / regulations guiding agreed provider payment mechanisms


2.4 Cross Cutting Issues 
2.4.1
The legal and regulatory arrangements 
Development of the necessary legal and regulatory framework to guide the implementation of Universal Health Coverage and especially the health financing reforms for implementation of UHC is a crucial strategic approach. Institutions and Organizations that need to be established for purposes of implementation of health financing reforms will require clear legal and regulatory frameworks. 
Some of the legal requirements shall include,the establishment of mandatory social health insurance, Essential Health package entitlement, contracting arrangements, accreditation of providers among others.  Some of the envisaged legal frameworks for health financing reforms shall include; 
· Elaboration of the role of county and national government in financing Essential Package for Health 
· The framework for review and Gazzettment of EPH entitlements 
· Establishing the Social Health Insurance Fund (single risk pooling fund) and the social Health Insurance Fund Agents (SHIFA)
· Establishing and accreditation system 
Implementation of the Health Act shall also require robust legislations and regulations. Some of the other targeted legal reforms include; the Review of the NHIF act, Review of the IRA, RBA as well as the PFM act. As one of the quick wins review of The NHIF Act no 9 of 1998 requires amendments towards UHC shall be done. 
The detailed implementation matrix for the review of the legal framework is detailed in Annex xx
2.4.2
ADVOCACY AND COMMUNICATION FOR UNIVERSAL HEALTH COVERAGE
Effective communication with key stakeholders and the public is essential to ensuring the successful implementation of health reforms that are necessary for the achievement of Universal Health Coverage.
This section provides a road map for advocacy and communication to reposition and realign the health service framework that will enable the realization of Universal Health Coverage (UHC) in Kenya. Effective communication with key stakeholders and the public is essential to ensuring the successful implementation of health reforms that are necessary for the achievement of Universal Health Coverage. A communication plan will be developed 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 Jubilee Government’s Big Four agenda. The public are critical stakeholders who should be informed about health initiatives being undertaken by the government and their impacts. The communication plan will cover the role of diverse stakeholders that have the role to educate, influence and advocate for health care consumers. 
A UHC advocacy and communication plan will be developed to ensure expanded stakeholder awareness and engagement in the implementation of UHC. The Plan will elaborate   UHC initiative and are adequately knowledgeable about the changes that directly impact them and the roles that they are expected to play. The plan also aims to position the government as accountable for its pledges to the people.  
It has three-pronged objectives namely; awareness, attitude change and behavioral change.
The Plan suggests a list of enablers, identifies and profiles the stakeholders, discusses strategies for engagement and the time frame for the roll out.
Table 8: Role of stakeholders in UHC advocacy and Communication 
	Stakeholder
	Strategy
	Objective
	Activities

	Ministry of Health
	Percolate information within the Ministry staff
	Create ambassadors of UHC within the Ministry
	Meetings; Circulars; Publications; Website ; Notice Board; 

	
	Effective communication with stakeholders
	Ensure widespread everyone is on the on UHC activities and play their expected roles

	Meetings; Working groups; 

	NHIF
	Forge working relationships
	Support UHC, mobilize membership
	Regular meetings; Strategic briefings; Brainstorming sessions


	KEMSA, KNH, MTRH, KMTC
	”
	Ensure their support for UHC implementation
	Meetings; Working groups


	Treasury, State Law Office
	Regular updates
	Ensure timely actions as necessary
	Regular meetings; Strategic meetings; Working groups


	Parliament
	Purposeful engagement with Parliamentary committees on Health
	Win support for necessary UHC legislation in Parliament
	Meetings; Strategic briefings; Retreats


	Presidential Delivery Unit
	Regular update
	Ensure informed and timely decisions
	Strategic briefings


	Council of Governors (COG)
	Engage COG in UHC conversation 
	Effective coordination of UHC implementation activities in counties 
	Meetings; Strategic briefings


	County Governments
	Forge working relationships
	Win support and goodwill in the implementation of UHC by counties
	Meetings; Visits; Working groups

	Health care workers
	Delivery of the essential package of health services 
	Create awareness and empower them to support the implementation of UHC activities in their respective postings 
	Sensitization meetings, production of communication materials 

	Development Partners
	Engagement on UHC
	Support and resource mobilization for UHC
	Round table meetings; Strategic briefings


	Insurance and private, healthcare providers
	Sensitization on UHC
	Create awareness and support for UHC by the providers

	Meetings; Updated information on Website

	Companies operating in the health space
	Engagement on UHC
	Optimization of public private collaboration
	Public Private Dialogues; Strategic briefings

	Commercial and private investors
	Engagement on UHC
	Optimization of commercial and private investments for UHC
	Strategic briefings and dialogues

	Medical / Professional Associations
	Engagement on UHC
	Optimization of public private collaboration
	Regular meetings; Strategic briefings

	General Public
	Inform, educate, mobilize
	Create awareness, and manage expectations. 
	Messaging through: Digital and Broadcast media’ Traditional media’ Events


	Media
	Advocacy and visibility for UHC
	Optimize earned and paid communication mix
	Print ;Television; Radio; Adverts (including social media; OpEds (including social media)


CHAPTER THREE 
 IMPLEMENTATION FRAMEWORK 
Implementation of UHC in the country shall be done within the existing structures for the management and governance of the health system at national and county levels. The National government and counties may establish additional structures and mechanisms to fast track the implementation of UHC within their respective context. This section elaborates a broad implementation framework for implementing UHC focusing on 3 pillars; top leadership support and governance for UHC; a robust legal and regulatory environment and effective health sector coordination for UHC.
3.1
Leadership and Governance for UHC 
Top leadership support is critical to the achievement of Kenya’s UHC goals. At both national and county level, both executive and technical management levels of the health sector will be 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. Drawing from the Health Sector Partnership Framework.  Effective leadership and governance are crucial for implementation of UHC. It allows all sector stakeholders to coordinate their actions recognizing each other’s specific responsibilities.  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-sectorial coordination and results. Additionally, development and implementation of UHC strategies depends highly on effective mechanism for inter-sectorial dialogue and action. 
The roles of key stakeholders are as outlined below. 
· Representation of ALL 4 pilot counties in the national coordination structures
· 2. County structures?
· 3. Representation of national level in County structures?
· 4. County UHC champions link
· 5. Ease of communication, information flow and feedback 
Partnership framework
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3.2
 The role of various actors 
3.2.1
Role of the Ministry of Health 
The Ministry of Health plays an overall stewardship and oversight mandate in the planning, implementation, tracking and reporting on investments to achieve the UHC goals. This will entail the formulation of vision documents, policies, strategies and plans that articulate priorities for UHC. Firstly, the Ministry will develop the minimum package of essential health services. The Ministry will work with a wide array of partners to design innovative strategies for resource mobilization. In line with its constitutional mandate, the Ministry will establish robust regulatory mechanisms, and ensure effective functioning of the health sector regulatory bodies and professional associations. It will also establish and strengthen the implementation of standards and guidelines for UHC and ensure effective monitoring and evaluation of the implementation of UHC priorities. The Ministry will offer sustained technical support and capacity building for the counties to enable effective implementation of UHC. 
The semi-autonomous government agencies under the Ministry of Health with play crucial roles in the implementation of UHC as per their established mandate. These include NHIF, KEMSA, KMTC, KEMRI, NACC, KNH and MTRH (including national specialized facilities; Mathare and Spinal Injury referral hospitals). Similarly the various regulatory bodies will be responsible for regulation of health professionals as well as quality of services.  Finally, Ministry will fast track the operationalization of existing coordination framework provided in the Health Sector Partnership Framework. 
3.2.2
The role of county Governments 
County governments have the primary mandate, established structures and ongoing investment to enable the provision of health services. In advancing UHC goals, the County departments of health will be supported in to ensure the delivery of health services to all citizens.  The county governments are crucial to achieving UHC in Kenya.  UHC guidelines that describe the respective responsibilities towards UHC, as agreed by two levels of Government, will be developed in close discussion with Council of Governors (CoG). Some of the roles to name just a few include
· Resource allocation to health including some subsidy for health Insurance to the vulnerable groups
· Registration of the Population for health insurance through NHIF. 
· Use of county commissioners for registration
· Use of ward administrators
· Use of chiefs/ the chiefs barazas
· Maintenance of population data bases 
· Identification of the vulnerable groups
· Financing for UHC
· Provision of quality Health services
· Community Health services
· Infrastructure development/ Construction, operation and maintenance of county health facilities
· Human resource for health management and development
· Communication and advocacy for UHC Enablers at County governments include departments in charge of power, water, roads, agriculture, Environment, to name a few.  
3.2.3
Role of Enablers /other line ministries
The realization of Kenya’s UHC goals will require the mobilization, support and investments from stakeholders in the health sector and non-health stakeholders and agencies. These enablers include i) other governmental agencies, the private sector and development partners. In table XX below, we elaborate the anticipated contribution from some of the key enablers for the implementation of UHC. 
Enablers in the implementation of UHC
· Presidential Delivery Unit
· National Treasury
· State Law Office
· Parliament
· Council of Governors 
· Office of the ombudsman
· Other line ministries 
A profile of actors in UHC implementation
· Ministry of Health: Driver of UHC implementation playing the coordinative role of other stakeholders. 
· NHIF: As the social health insurance provider NHIF is key to UHC implementation. It plays the role of a working partner with the Ministry. 
· KEMSA: As the Government health commodities supplier for UHC
· KNH, MTRH, KMTC:  As training and labour providers for UHC
· National Treasury: Provides financial resources for UHC implantation
· State Law Office:  Drafting and legal advisory support 
· Parliament: Support legislation necessary for UHC implementation 
· Presidential Delivery Unit: Lends political goodwill for the implementation of UHC
· Council of Governors (COG): Coordinates County Governments activities hence its support is necessary for UHC implementation. Some matters can be addressed at this level. 
· County Governments: As public health service providers, county governments are key to the implementation of UHC.
· Development Partners: Building of the requisite partnerships that are essential to UHC implementation. 
· Healthcare service providers: (private and faith-based) – Service delivery in UHC.
· Health Insurance Service Providers: Their role in healthcare has an impact on UHC. 
· Companies operating in the health space: As private suppliers of health commodities and supplies, equipment and technology, they impact UHC.
· Commercial and private investors: as potential financiers they impact UHC 
· Medical / Professional Associations: Key for UHC governance and coordination
· Academia: In support of UHC research and thought-leadership

· Civil society groups: They play the public watchdog role on what the government is doing. 
· The Opposition: Influence opinion. 
· Religious bodies: Shape public opinion on matters of interest and have in the past opposed important government healthcare programmes.
· 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.
· Media: Key in terms of advocacy and visibility of UHC.
3.3.4
Role of Enablers 
For Success in Implementation of UHC, collaboration with all stakeholders working in health and other line Ministries is crucial. 
	SNo. 
	Enabler
	Role 

	1
	Ministry of Education 
	· Overseas training institutions/universities for health providers/professionals 
· Develop health information materials for school children
· Collaboration in school health program: school-based health check-ups/screening
· Liaise with NHIF to cover all the public secondary school children by health insurance
· Communication & advocacy 

	2
	Ministry of Interior & Coordination of National Government

	· Mobilization and sensitization of communities to advocate for insurance uptake  
· Roll-out of third generation identity cards (that can integrate NHIF card)
· Disaster and emergency response
· Border security for support in control of diseases across borders 
· Safeguarding national health data/information under UHC
·  Advocacy

	3
	Ministry of Transport & Infrastructure, housing and urban development 

	· Supportive infrastructure towards smooth flow of health services
· Provide roads between health facilities to facilitate universal access to services and smooth referrals 
· Distribution of vaccines
· Essential and program commodities 
· Enact and enforce laws to reduce casualties from road accidents.
· Enforce building construction standards to reduce casualties from man-made accidents/disasters
· Ensure the environment is conducive for physical activity to reduce the burden of NCDs related to increased sedentary lifestyles such as playgrounds, recreational parks and cycling/walking areas 

	4
	Ministry of Devolution & Planning 
	· Coordination between national and county government 
· Custodian of Health workers’ personnel database (DPSM)
· Expand health-related public services at Huduma centers
· UHC media and communications support (through NCPD)
·  Advocacy

	5
	Ministry of Defense

	· National Security
· National disasters and emergencies especially health care in danger
· Contribution to the global health security agenda 


	6
	The National Treasury & Planning
	· Financing and resource mobilization including guidance and support towards proposed innovative models of financing e.g. imposing new levies and taxes to finance health under UHC such as Increase taxation of unhealthy foods/substances such as tobacco, alcohol, sugary drinks etc and direct these fund to public health activities
· Implementing fiscal measures to encourage the consumption of healthy foods and healthy beverages (e.g. subsidizing fruit and vegetable sales and vendors)
· Increase tax revenues for sustainable funding for UHC
· Timely resource allocation
· 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
· Enrollment through leveraging on their wide client networks e.g. the banking sector
·  Public private partnerships 
· Advocacy for UHC

	7
	Ministry of Information, Communication and Technology

	· IT Infrastructure support
· Digitalization of health facilities/NHIF
· Technical expertise towards data hubs/safeguarding our national data under UHC (Data security)
· Security of data 
· Communication and advocacy for UHC Promote utilization of ICT for the dissemination of preventive health messages eg through mass media, mobile phones
· Restrict or ban advertising of alcohol. tobacco and other harmful substances such as fast foods that have negative effects on health

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

	9
	Ministry of Public Service, Youth & Gender Affairs

	· Recruitment of health staff
· Collaboration on gender issues
· Universal Health Coverage to improve the youth’s health, thus contributes to more productive workforce.
· Advocacy for UHC

	10
	Ministry of  Water & Irrigation

	· Secure water availability in the communities

	11
	Ministry of Agriculture 

	· Food security to combat malnutrition
· Food diversity for nutrition and better health 
· Advocacy for UHC
· Increase production, distribution, marketing and retail of healthy foods such as fresh fruits and vegetables, lean proteins, legumes, complex grains/slow digesting carbohydrates, nuts, seeds, olive oils and other unsaturated fats.
· Regulate and limit population exposure to harmful foods such as processed foods that contain trans-fats and/or are high in saturated fats, sugar, and sodium.

	12
	Parliament

	· 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

	· Custodian of database of groups who are eligible for free NHIF coverage. (registration of pensioners, Elderly and Indigents)
· Collaborate with EAC for regional health system strengthening, including insurance portability.
· 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

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

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

	16
	Office of ombudsman
	· Handling grievances  from the public and various stakeholders


3.3.5
The Role of partners working in health 
The role of partners is broadly defined in the Health partnership framework and include the provision of both technical and financial support to enable the realization of UHC. Technical assistance will 
· Technical support – 
· Financial support 
                3.3.6
The Role of private sector
 Intro needed 
46% of health services are delivered by the Private sector in Kenya
· Technical support
· Financial support 
· Private Insurance practitioners shall provide complimentary health insurance cover to those who can afford to pay.
· Provision of quality health services (private institutions/facilities)
· Provision of necessary expertise and resources to expand provision of health services through PPPs
CHAPTER FOUR 
Monitoring and Evaluation for UHC
An elaborate Monitoring and Evaluation Framework is critical for implementation of UHC. A set of indicators shall be used to monitor UHC within the overall health sector Monitoring and Evaluation Framework. The following table outlines some of the results framework for monitoring UHC implementation in the country. 
Table 7: Results framework for Monitoring UHC
	Narrative Summary
	Objectively Verifiable Indicators
	Means of Verification
	Important Assumptions

	Overall Goal

	People attain high standard of health status with sufficient access to quality health services without financial difficulty.  

	1
	(Improved health outcome) 
1-1. Life expectancy at birth
(Baseline: 60 in 2013 / Endline: xx in 2030)
1-2. Years of Life lived with illness / disability
(Baseline: 12 in 2013 / Endline: xx in 2030) 
	Survey data; 
KDHS  / Census
	

	
	2
	(Access to healthcare) 
Service Coverage Index【SDG-UHC Indicator 3.8.1】
(Baseline: 57 in 2015 / Endline: xx in 2030)
	Health sector review report /
UHC Global Monitoring Report
	

	
	3
	(Cost of healthcare) Incidence of catastrophic expenditure at 10% and at 25% of household total consumption or income【SDG-UHC Indicator 3.8.2】
(Baseline: 5.83 & 1.51 in 2005 / Endline: xx & xx in 2030)
	KHHEUS /UHC Global Monitoring Report
	

	Outcomes

	
	1.
	Population insurance coverage in Kenya: 
Baseline: 17% in 2014
Endline: XX% in 2019
	KDHS 

	 


	Increased investment to health sector made more people accessing health services with less fear for financial burden, and they are healthier.
	2.
	Reduced out-of-pocket expenditure:
2-1. by population-based survey: 
(Baseline: 26% in 2013 / Endline: 12% in 2023)
2-2. against total health expenditures:
(Baseline: 32% in 2012/13 / Endline: 16% in 2023/24)
	2-1. KHHEUS
2-2. NHA 
	

	
	3.  
	Reduced morbidity and mortality of diseases of high-burden (list both CDs and NCDs below) (every 6 months)
	DHIS2
	

	
	4.
	Total Health Expenditures (THE) against 
i) Total Government Expenditures (TGE); 
ii) Gross Domestic Products (GDP).  
	Audit Reports (?), Expenditure reports?
	

	Outputs

	1
	Expand population insurance coverage/financial protection
	1.
	% of people covered by health insurance, disaggregated by different population groups 
(formal; informal; vulnerable groups (indigents, elderly, persons living with disability, orphans; Linda mama; school children) 
	NHIF
	

	
	
	2.
	2-1. Health Benefits Package revised every 2-3 years, informed by latest efficiency analysis. 
2-2. Number of health services/treatments/medicines covered in Minimum Benefits Package (MBP): 
  Baseline: xxxx treatments/drugs/goods (2018)
  Endline: xxxx treatments/drugs/goods (2022)
	
	

	
	
	3.
	Increased customer satisfaction to the UHC initiative.
(Not only NHIF services, but ask any changes in their perception regarding the access and the quality of health services in their community)
	Consolidate info from several information sources, incl. NHIF customer care, HF-based survey, periodical customer Satisfaction Survey
	

	2
	Legal environment conducive to UHC implementation
	1.
	Enact a law to introduce mandatory Social Insurance system
	
	

	
	
	2.
	Revise the relevant law to set health sector pool in Country Revenue Fund account
	
	

	
	
	3.
	Review NHIF Act and IRA, RBA Act to align the UHC objectives.
	
	

	
	
	4.
	Issue other regulations. Decrees to support the implementation of UHC in Kenya
	
	

	3
	Human Resources for Health
	1.
	50% increase in ratio of health worker to 10,000 people (Baseline: 16.7 / Endline: 25)
· Further disaggregate by cadres
	MoH
	

	
	
	2.
	Health workers’ diagnostic capacity, absence from facility, etc. (List the specific indicators below)
	SDI survey
	

	
	
	3.
	Capacity to provide services by National/County
 (List the specific indicators below)
	SARAM
	

	4.
	Infrastructure/supply/commodities 
	1.
	Availability of Infrastructure, Equipment, health commodities 
(List the specific indicators below)
	SDI survey
	

	
	
	2.
	Capacity to provide services by National/County 
(List the specific indicators below)
	SARAM
	

	
	
	3.
	Network 98 MES-equipped hospitals with the National Data Centre (NDC) hosted at KNH.
	MoH
	

	5.
	Increased financial resources for health
	1.
	Proportion of government budget allocation to health (both to MoH and to Counties)
(Baseline: 7% / Endline: 10%)
	Division of Allocation Bill; 
County Allocation of Revenue Bill
	 

	
	
	2.
	Increased resources for health through collection of social insurance premium (Baseline: zero / Endline: XXX KES)
	NHIF?
	

	
	
	3.
	% of development budget expenditures by health sector (both National and County-level) with better planning and resource tracking. (Annual) 
	Audit reports? Expenditure reports?
	

	
	
	4. 
	Resources committed by external development partners (Annual, by amount KES)
	Resource map
	

	6.
	Governance 
	1.
	UHC Coordination mechanism is set and functional.
	
	

	
	
	2.
	Experts taskforce is established to set formularies for drugs and medical treatment/services. Introduce HTA-informed methodology.
	
	

	
	
	3.
	Mechanism to review HBP is established.  
	
	

	
	
	4.
	Regular dialogue between MoH and County Health to update the progress of UHC.
	IGF?
	

	7
.
	Communication/Advocacy/ Health Information System/Information generation/ 
	1.
	New announcement on UHC progress is made regularly to the pubic (to keep them interested) 
	
	

	
	
	2.
	Single, unified health record system set up to allow comprehensive, advanced cost-benefit analysis both at disaggregated (Counties) and aggregated (MoH) levels.
	Health Data Platform?
	

	
	
	3.
	Best-performing hospitals ranking is posted on the website. (Annually)
	Product of Health Data Platform
	

	
	
	4.
	Encourage researches in the field of health economics, Social Welfare-related laws and political science to avail evidence-based information for decision making.
	Creation of academic dialogue
	


CHAPTER FIVE
 5.1
FINANCIAL REQUIREMENTS 
	SUMMARY OF FINANCIAL REQUIREMENTS 

	NO
	INVESTMENT AREA
	 ESTIMATED COST  KES
	COMMENTS

	1
	Communication for UHC costs
	 
	NOT YET DETERMINED

	2
	Designing of the Benefit package
	 
	APPROX COSTS MAY BE KNOWN

	3
	Investments in Health Information systems 
	 
	NOT YET DETERMINED

	4
	Infrastructure - Buildings 
	 
	NOT YET DETERMINED

	
	Infrastructure - Digitalization
	 
	SEVENS SEAS COST??

	5.
	Health commodities - National
	                       9,385,483,710.00 
	 KEMSA CAPACITY AND OTHER NATIONAL INSTITUTIONS DEALING WITH COMMODITIES 

	
	Health commodities - Counties
	                                       15,955,586,613.53  
	REQUIRES REVIEW BY CARRYING OUT ACTUAL F&Q FOR EMMS

	
	Health commodities - Public health programs
	                   105,487,404,378.00 
	AMOUNT OF GOVERNMENT CO-FINANCING REQUIRED

	6.
	Equipment - Specialized 
	 
	COULD BE ESTABLISHED FROM EXISTING MES PROGRAM

	
	Equipment - Basic 
	                   9,707,251,000.00 
	 

	7.
	HRH - National including HRH mgt system
	                       1,073,000,000.00 
	 

	
	HRH - County (12% of need)
	                     18,435,436,251.00 
	 

	8.
	Increasing access to quality systems - KQMH
	                           279,102,000.00 
	 

	9.
	Increasing access to quality systems - Other Priorities and Targets for improving quality of health services 
	 
	TO BE DETERMINED

	10.
	Cost of insurance premiums – Kenya??
	3,9000,000,000
	Pilot counties only 

	11.
	Cost of monitoring and evaluation for UHC
	 
	TO BE DETERMINED ONCE FRAMEWORK IS COSTED

	12
	Cost of Establishing emergency medical care system 
	3,500,000,000
	To be determined once the EMC guidelines is costed

	13
	Emergency preparedness and response (stockpiles, NFI, Tents, Field hospitals for emergency and disaster management)
	5,000,000,000
	Contingency plan and DRM policy

	TOTALS
	                   160,323,263,952.53 
	


ANNEX 1; Priorities, Targets and budgets for Improving Population Coverage  
	Priority Initiatives 
	Key Output
	Output Indicator
	Indicator Targets
	Key Activities
	Sub-activities 
	          Timelines
	Responsibility
	Budget 

	
	
	
	Baseline (2017)
	Target (2018)
	Target (2022)
	
	
	Q  1
	Q  2
	Q  3
	Q  4
	2019
	2020
	2021
	2022
	 
	 

	UHC Critical Driver:  Population Coverage 

	Strategic Objective 1:  To ensure availability of key services in the country through a unified, progressive health benefit package for all Kenyans    

	Strategic Objective 2:  To ensure equity, non-discrimination and human rights approach especially by targeting the vulnerable when delivering health services              

	Strategic Objective 3:  To scale up interventions in geographical regions that are lagging behind

	Strategic Objective 4:  To expand the scope and coverage of services (increased scope)

	Key Outcome  1: Equitable reduction in morbidity and mortality by ensuring all Kenyans are reached with essential health services 

	Strategic Objective 1: To ensure availability of key services in the country through a unified, progressive health benefit package for all Kenyans   

	Provision of a progressive health benefit package to all Kenyans 
	Benefit Package
	No of benefit package defined
	0
	1
	 
	Put a health benefit advisory panel in place
	Put Benefit Package Advisory Panel
	 
	x
	 
	 
	 
	 
	 
	 
	MOH/Panel
	 

	
	
	
	
	
	
	
	Develop work plan for the Benefit Panel 
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Hold stakeholder consultation meeting on the process of defining the package 
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Roll out benefit package 
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Monitor and review implementation of the health benefit package 
	 
	 
	 
	 
	 
	x
	 
	x
	
	 

	Strategic Objective 2:  To ensure equity, non-discrimination and human rights approach especially by targeting the vulnerable when delivering health services     

	Ensure no Kenyans are discriminated when delivering health services
	Vulnerable Kenyans reached with health services
	No. of vulnerable Kenyans reached with health services
	 
	 
	 
	Plan and reach out to the vulnerable in society
	
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	 
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	 
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	 
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Medical social workers will undertake work on social diagnosis, support inter-linkages for persons with mental illnesses to access NHIF insurance and quality care
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	Strategic Objective 3:  To scale up interventions in geographical regions that are lagging behind

	Increase availability of Immunization services
	Increased Proportion (%) of Immunizing Public Health Facilities  
	Proportion of Health Facilities Offering Immunization Services
	65%
	100%
	 
	Procure vaccine storage equipment for all Health Facilities to ensure universal access to immunization
	Conduct a National Inventory of Cold Chain equipment
	x
	x
	 
	 
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	
	Conduct an Assessment to determine vaccine storage capacity needs for all levels
	x
	x
	 
	 
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	
	Procure Cold Chain Equipment
	 
	x
	 
	 
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	
	Distribute and Install cold chain equipment
	 
	x
	x
	x
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	Uninterrupted availability of high quality Routine and Emergency Strategic Vaccines
	Proportion of Sub-counties reporting vaccine stock outs in a year
	5%
	0%
	 
	Procure and distribute Routine and Emergency Strategic Vaccines to all Counties
	Conduct a National and County Vaccine forecasting
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	
	Procure Routine and Emergency Strategic Vaccines for all Counties
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	
	Distribute all Routine and Emergency Strategic Vaccines to all Counties
	x
	x
	x
	x
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	
	Monitor utilization of the vaccines (Coverage) appropriately
	x
	x
	x
	x
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	Support vaccine clearance and operationalization (O&M) of the Regional Vaccine depots and distribution
	Procure vaccine clearance and Distribution services
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	
	Secure financial allocation for O&M and daily running of Regional vaccine depots
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	
	
	
	
	
	
	
	Monitor utilization of the vaccines (Coverage) appropriately
	x
	x
	x
	x
	 
	 
	 
	 
	MOH/DPPHS Dept/County
	 

	Strategic Objective 4:  To expand the scope and coverage of services (increased scope)

	Reduce morbidity and Mortality from vaccine preventable diseases (HPV)
	 New vaccines Introduced.
	No. of new vaccines introduced
	1
	1
	 
	Plan for and Procure new vaccines
	Set up planning committees for new vaccine introduction
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/Preventive/promotive dept 
	 

	
	
	
	
	
	
	
	Procure and Distribute new vaccines (HPV)
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Train National, County and Operational staff on the new vaccine
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Develop and disseminate messages on the new vaccines to drive uptake
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Monitor utilization of the new vaccines (Coverage) appropriately
	 
	 
	x
	x
	 
	 
	 
	 
	
	 


ANNEX 2; Priorities, Targets and budgets for Improving Service coverage for Quality Health Services 
	Priority Initiatives 
	Key Output
	Output Indicator
	Indicator Targets
	Key Activities
	Sub-activities 
	          Timelines
	Responsibility
	Budget 

	
	
	
	Baseline (2017)
	 Target (2018) 
	 Target (2022) 
	 
	 
	Q  1
	Q  2
	Q  3
	Q  4
	2019
	2020
	2021
	2022
	 
	Total

	UHC Critical Driver: Increase access to quality health services

	Overal Objective I: To improve quality of services and patient safety 

	Overal Objective II. To increase investments in community and primary health care servces 

	Overal Objective III: Ensure develop necessary health infrastructure 

	Overal Objective IV: Ensure availability of Health Products & Technologies

	Overal Objective V: To ensure health facilities are equiped including with specialized equipment

	Overal Objective VI: To ensure optimization and sufficient Human Resources for Health

	Key Outcome: Reduced morbidity and mortality due to ill health

	Overal Objective I: To improve quality of services and patient safety 

	Strategic Objective 1: To roll out the Kenya Quality Model for Health

	Strategic Objective 2: To institute key service reforms 

	Strategic Objective 3: Strengthem referal services

	Strategic Objective 4: 

	Roll out the Kenya Quality Model for Health with capacity building of counties on KQMH 
	Updated KQMH Finalized and launched 
	Document launched
	1
	 1 (updated) 
	 
	 
	 
	X
	 
	 
	 
	 
	 
	 
	 
	 
	                                        8,000,000 

	
	
	Number of counties with TOTs trained on KQMH
	0
	                            27.00 
	            27.00 
	Train county TOTs on KQMH
	 
	 
	10
	10
	17
	 
	 
	 
	 
	 
	                                      63,000,000 

	
	
	Number of counties trained on KQMH
	0
	                            37.00 
	            47.00 
	Train Counties on KQMH
	 
	2
	 
	 
	 
	10
	10
	10
	17
	 
	 

	
	
	No.of counties with mentorship QI programs implemented 
	0
	                            32.00 
	            47.00 
	Mentorship QI programs implemented
	 
	2
	10
	10
	10
	15
	10
	 
	 
	 
	32,000,000

	Institutionalize focused joint inspection
	Joint Inspections 
	Number of joint inspections done
	0.00
	                               4.00 
	            16.00 
	Integrated supportive supervision carried out
	 
	X
	X
	X
	X
	X
	X
	X
	X
	 
	32,000,000

	
	
	
	 
	 
	 
	Implement a joint inspection manual
	Updating training manual 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	1,700,000

	
	
	
	 
	 
	 
	Implement a web based monitoring system
	Develop a web based monitoring system 
	X
	X
	 
	 
	 
	 
	 
	 
	 
	30,000,000

	
	
	
	 
	 
	 
	 
	Train county coordinators and Health facility inspectors 
	 
	X
	X
	X
	 
	 
	 
	 
	 
	62,000,000

	
	
	
	 
	 
	 
	 
	Conduct Joint inspections with counties 
	 
	X
	X
	X
	X
	X
	X
	X
	 
	53,000,000

	Rating/grading of Health facilities
	Graded facilities
	List of graded helth facilities
	0.00
	 
	 
	Develop an award system 
	 
	 
	 
	X
	 
	 
	 
	 
	 
	 
	2,000,000

	
	
	
	
	
	
	Review and include 25 counties in the award system 
	 
	 
	 
	 
	X
	 
	 
	 
	 
	 
	2,000,000

	
	
	
	
	
	
	Conduct external inspections of the health facilities in selected counties 
	 
	 
	X
	 
	 
	25 counties
	47 counties
	47 counties
	 
	 
	57,400,000

	
	
	
	
	
	
	Award Best performing facilities
	 
	 
	 
	X
	 
	 
	 
	 
	 
	 
	2,000,000

	Strategic Objective 2: To institute key service reforms 

	Service delivery reforms 
	 
	 
	 
	 
	 
	 
	Develop a concept note
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Stakeholders engagement 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Launch of the package 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Implementation   
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Monitoring and Review 
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	Develop a concept note
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Form the TWGs 
	 
	 
	 
	 
	 
	 
	 
	 
	MOH
	 

	
	
	
	
	
	
	
	Develop draft KEPH
	 
	 
	 
	 
	 
	 
	 
	 
	MOH
	 

	
	
	
	
	
	
	
	Stakeholder Consultations (Counties, partners, line Ministries)
	 
	x
	 
	 
	 
	 
	 
	 
	MOH
	 

	
	
	
	
	
	
	
	Finalize KEPH Review and launch
	 
	 
	x
	 
	 
	 
	 
	 
	MOH
	 

	
	 
	 
	 
	 
	 
	 
	Definition of the expanded package
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/NHIF
	 

	
	 
	
	
	
	 
	 
	Registration of private care providers
	 
	x
	x
	x
	 
	 
	 
	 
	NHIF
	 

	
	 
	 
	 
	 
	 
	 
	Construction of data Centre and reporting hub in KNH (ongoing)
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Curative and rehab department
	 

	
	 
	
	
	
	 
	
	Equipping of the centre 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	
	 
	
	
	
	 
	
	Training of the health staff (users)
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	
	 
	
	
	
	 
	 
	Site preparation, installation and commissioning of equipment in the facilities;
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	 
	
	
	
	 
	
	Training of Health care workers
	 
	
	
	
	 
	 
	 
	 
	
	

	Raise awareness on NCD risk factors for prevention and control
	Increased awareness of NCDs
	Proportion of people with information on NCD risk factors and prevention
	xx
	xx
	 
	 
	Hold meetings , barazas; use of media  to Raise awareness on healthy diets; physical activity, Tobacco and substance abuse; exposure to harmful environmental contaminants and products among other risk factors 
	x
	x
	x
	x
	 
	 
	 
	 
	MOH/Preventive/promotive dept
	 

	Intensify NCD screening services
	NCD Screening programs in place
	Number of individuals screened for priority NCDs
	xx
	xx
	 
	 
	VIA/VILI and cryotherapy capacity strengthened
	x
	x
	x
	x
	 
	 
	 
	 
	MOH/Preventive/promotive dept
	 

	
	
	
	
	
	 
	
	Screening for Diabetes done as routine and opportunistically by CHW
	x
	x
	x
	x
	 
	 
	 
	 
	
	 

	
	
	
	
	
	 
	
	Screening for Hypertension done as routine and opportunistically by CHW
	x
	x
	x
	x
	 
	 
	 
	 
	
	 

	School health
	School health program expanded
	Proportion  of school going children aware of healthy living and wellness
	 xx
	50% 
	 
	Increase NCD awareness content in the program
-capacity building for teachers on NCD prevention and control
	Review content of the school health program 
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/MOEST
	 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	Train teachers on prevention NCDs   (e.g. diabetes, hypertension and priority cancers)
	x
	 
	 
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Training of students
	x
	x
	x
	x
	 
	 
	 
	 
	 
	 

	Intensify Rehabilitation and palliative care
	Stand alone and hospital base palliative care units established
	Institution based and home based palliative care done 
	 xx (get baseline from KEHPCA)
	100
	 
	 
	Continuous Institution based and home based palliative care  
	x
	x
	x
	x
	 
	 
	 
	 
	 
	 

	Overal Objective II. To increase investments in community and primary health care servces 

	Expand/ set up new community units by recruiting additional community Health Workers
	  
	 
	 
	 
	 
	Recruit and train CHVs
	Plan for and allocate resources to recruit CHVs
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	Increased number of community health workers 
	Number of recruited community health workers  
	xx 
	100,000
	 
	
	Conduct a mapping exercise to determine the distribution of CHVs
	x
	 
	 
	 
	 
	 
	 
	 
	MOH
	 

	
	 
	 
	 
	 
	 
	
	Recruit and deploy CHVs
	 
	x
	 
	 
	 
	 
	 
	 
	MOH
	 

	
	 
	 
	 
	 
	 
	
	Train the CHVs to deliver on the Health Objectives
	 
	x
	x
	x
	 
	 
	 
	 
	MOH
	 

	Overal Objective III: Ensure develop necessary health infrastructure 

	Availability of medical infrastructure for specialized services 
	 
	 
	 
	 
	 
	 
	 Cabinet Memo on establishment of centres of excellence
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department 
	 

	
	
	 
	
	 
	 
	
	Cabinet memo on creation of National Referral Hospital Authority of Kenya
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	
	 
	 
	
	 Write bill on creation of National Referral Hospital Authority of Kenya
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	
	 
	 
	
	  Conduct feasibility study on establishment of centres of excellence in 10 sites
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	Conduct  Stakeholders engagement  (visits to the 4 sites and hold county stakeholders meetings )
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Cancer program.
	 

	
	
	
	
	
	 
	
	Preparation of project documents including drawings 
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Cancer program.
	 

	
	
	
	
	
	 
	
	Operationalize  two chemotherapy centers by; 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	o    Procure chemotherapy equipment 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	o    Refurbish the identified space
	 
	
	x
	x
	 
	 
	 
	 
	
	

	
	
	
	
	
	 
	
	o    Conduct trainings for the health workers 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	Identification and restructuring (refurbishment ) of chemo sites 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	Installation of mixing hoods and chemo chairs
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	Linkages with comprehensive cancer centers for capacity building and streamlining of referral 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	Production of treatment algorithms and training on use 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	 
	
	Administration of chemo operational 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	Develop the scheme design and Bill of Quantities for the Institute
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab.
	 

	
	
	
	
	
	 
	
	 Advertise for Expression of Interest (EOI) for construction  
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	Evaluation of the tenders  and award the contract 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	Construction of the institute(site preparation, construction of superstructure, and finishes, fittings and fixtures, electrical works)
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	Procurement of biomedical engineers 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	 
	
	Preparation of International equipment specifications and advertisement for tender 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	Overal Objective IV: To ensure availability of Health Products & Technologies

	EXPAND ACCESS TO HEALTH PRODUCTS: Increase capacity of the market to offer a continuous supply good quality health products (Counties, KEMSA, MEDS etc). 
	Increased capacity to procure quality HPTs at County level
	Increased allocation to HPTs at County level
	      8,897,000,000.00 
	         16,374,729,894.67 
	##########
	 Lobby for allocation of funds to Counties to procure quality HPTs 
	 Increase total funds for procuring HPTs 
	 
	 
	 
	 
	                 18,012,202,884.13 
	                    19,813,423,172.55 
	           21,794,765,489.80 
	              23,974,242,038.78 
	County/National Treasury/Partners
	                              23,974,242,039 

	
	
	
	
	
	
	
	 Ring fence County funds for HPTs 
	 
	 
	 
	 X 
	 X 
	 X 
	 X 
	 X 
	County
	 

	
	
	
	
	
	
	
	 Carry out quantification of HPTs to inform needs 
	 
	 
	 
	 
	 
	 
	 
	 
	County Pharmacist/ OtherLosistics personnel
	 

	
	Improved capacity to supply quality HPTs at national supplier level
	Allocation to existing EMMS increased
	4,861,912,775
	4,861,912,775
	##########
	Increase Kemsa capacity for supply of quality HPTs
	Increase total funds for procuring existing/new pharms and non-pharms
	4,861,912,775
	 
	X
	 
	5,348,104,052
	5,882,914,458
	6,471,205,903
	7,118,326,494
	GOK/National treasury - KEMSA/County government_ Facilities
	                              29,682,463,682 

	
	
	Oncology products stocked
	                               -   
	              800,000,000.00 
	##########
	provide seed capital to expand EMMS lists (to incorporate NEW products) e.g. products for chronic diseases e.g. cancer chemotherapy medicines, protective wear for chemotherapy, dialysis products, laboratory screening products, implants etc. in line with reviewed KEPH
	Provide seed capital to procure new oncology drugs (Pharmaceuticals)
	800,000,000
	 
	X
	 
	880,000,000
	968,000,000
	1,064,800,000
	1,171,280,000
	
	                                4,884,080,000 

	
	
	Chemotherapy  products stocked
	                               -   
	                83,461,200.00 
	##########
	
	Provide seed capital to procure new chemotherapy protective devices
	83,461,200
	 
	X
	 
	91,807,320
	100,988,052
	111,086,857
	122,195,543
	
	                                   509,538,972 

	
	
	Renal products stocked
	                               -   
	              291,047,869.44 
	##########
	
	Provide seed capital to procure new renal consumables
	291,047,869
	 
	X
	 
	320,152,656
	352,167,922
	387,384,714
	426,123,186
	
	                                1,776,876,348 

	
	
	Implants stocked
	                               -   
	              700,000,000.00 
	##########
	
	Implants
	700,000,000
	 
	X
	 
	770,000,000
	847,000,000
	931,700,000
	1,024,870,000
	
	                                4,273,570,000 

	
	
	Allocation to laboratory  products increased
	                               -   
	330,731,593
	##########
	
	Increase allocation for laboratory reagents
	330,731,593
	 
	X
	 
	363,804,752
	400,185,228
	440,203,750
	484,224,125
	
	                                2,019,149,449 

	
	
	Dental & optical products stocked
	                               -   
	                                          -    
	                                            -    
	
	Provide seed capital for KEMSA to start stocking dental & Optical products
	 
	 
	X
	 
	                                         -   
	                                           -   
	                                           -   
	                                           -   
	
	                                                       -   

	
	
	Improved overal KEMSA Capital Base
	3,135,316,822
	3,135,316,822
	##########
	
	CURRENT KEMSA CAPITAL BASE
	 
	 
	X
	 
	 
	 
	 
	 
	
	 

	
	
	Total KEMSA need for UHC 
	
	10,202,470,259
	##########
	
	Provide funds to support  KEMSA  NEED FOR UHC
	
	 
	X
	 
	11,222,717,285
	12,344,989,014
	13,579,487,915
	14,937,436,706
	
	                              77,224,537,885 

	
	
	Current available funds
	7,997,229,597
	7,997,229,597
	7,997,229,597
	
	 
	
	 
	X
	 
	 
	 
	 
	 
	
	 

	
	
	Gap
	 
	2,205,240,662.54
	##########
	
	GAP
	 
	 
	X
	 
	3,225,487,688.45
	4,347,759,416.96
	5,582,258,318.31
	6,940,207,109.80
	
	                              20,095,712,534 

	
	Improved management of access programs
	Number access programs in place
	5
	 X 
	 X 
	Expand access programs 
	
	X
	X
	X
	 
	X
	 
	 
	 
	MOH and Private Pharma sector
	                                                       -   

	
	
	
	
	
	
	MOU Review
	 
	X
	X
	X
	 
	 
	 
	 
	 
	
	 

	
	 
	 
	0
	 
	              1.00 
	Price control for health products and technologies
	Establish health benefits and Tarrifs Authority
	 
	 
	 
	 
	 
	X
	 
	 
	 
	 

	
	 
	 
	0
	 
	              1.00 
	Ring fence health commodity funds at county level through legislation  (review PFM Act 2012)
	Draft and submit ammendment on ring fencing HPTs funds
	 
	X
	X
	 
	 
	 
	 
	 
	MOH national and County governments
	 

	ASSURE QUALITY OF ALL HEALTH PRODUCTS:  Ensure all health products in the country are of good quality: (Intensify combating of counterfeits and poor quality products) 
	Improved quality of HPTs 
	No. of GMPs conducted
	 
	 
	 
	Conduct GMP inspections for manufacturing sites; both local and external
	 
	X
	X
	X
	X
	X
	X
	X
	X
	PPB
	 

	
	
	Report on tested products
	0
	                               1.00 
	              4.00 
	Quality assurance testing of health products and technologies in the country; (Drugs, gloves, syringes, condoms, herbal preparations etc.)
	 
	X
	X
	X
	X
	X
	X
	X
	X
	NQCL
	1,603,976,599.8

	
	
	
	
	
	
	Generating reports
	 
	 
	 
	 
	X
	X
	X
	X
	X
	
	

	
	
	Databank in place
	0
	 
	              1.00 
	Develop concept note to mobilize resources
	 
	 
	X
	X
	 
	X
	 
	 
	 
	NQCL
	500,000.0

	
	
	
	
	
	
	Create a databank on the quality of health products and technologies in the country
	 
	 
	 
	 
	 
	X
	 
	 
	 
	
	

	
	
	Upgraded Lab
	 
	 
	              1.00 
	Finalize pleriminaries and sign MOU
	 
	 
	X
	X
	 
	 
	X
	 
	 
	NQCL
	6,000,000,000.0

	
	
	
	
	
	
	Initiate Construction
	 
	 
	 
	 
	 
	X
	X
	X
	X
	
	

	
	
	Improved reporting for adverse drug reactions and poor quality medicines
	ADR  New (1615)  Cumulative 11,444 Poor Quality products New 20 Cumulative 725
	 
	 
	Intensify Pharmacovigilance (Active reporting of poor quality health products and adverse reactions to drugs enhanced); 
	Appoint pharmacovigilance champions in health facilities/sub county and county levels
	X
	X
	X
	X
	X
	X
	X
	X
	County
	

	
	
	
	
	
	
	
	Sensitize/capacity build on PV identification reporting including poor quality medicines
	X
	X
	X
	X
	X
	X
	X
	X
	PPB
	29,800,000.0

	
	
	
	
	
	
	
	Provide reporting tools
	X
	X
	X
	X
	X
	X
	X
	X
	PPB
	

	
	
	N0. of PMS done
	2
	                                4.00 
	             16.00 
	Post market surveillance for selected lifesaving health  products on a regular basis
	Enforcement of quality (Reports required)
	X
	X
	X
	X
	X
	X
	X
	X
	Regulatory Bodies (PPB, others), 
	200,000,000.0

	
	
	Improved storage conditions
	 
	 See Equipment & Infrastructure section 
	 
	Improve end user storage capacities to support product quality through enhancing 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	TO ENSURE SAFETY IN COMMODITY USE: Support rational use of products:    
	Rational use of commodities
	 
	 
	 SEE HR Section 
	 
	Ensure personnel in place: Pharmaceutical, laboratory, nutrition, program health products
	Recruit personnel (pharmacists and other personnel handling logistics
	X
	X
	X
	X
	X
	X
	X
	X
	Counties
	 

	
	
	
	
	 
	 
	Aestablish and sctivate facility medicines and therapeutic committees
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	 SEE HR Section 
	 
	Continuous capacity building; training of personnel including specialists
	
	X
	X
	X
	X
	X
	X
	X
	X
	National, counties
	 

	INTENSIFY SUPPORT ON PRUDENT MANAGEMENT OF HEALTH  PRODUCTS: To minimize wastage e.g. (through pilferage and expiries) 
	 
	 
	 
	 SEE HR Section 
	 
	Put  personnel in place
	Receuit personnel
	X
	X
	X
	X
	X
	X
	X
	X
	Counties/ National
	 

	
	 
	 
	 
	 SEE HR Section 
	 
	Ensure continuous capacity building in health commodity management for all  health products (integrated approach is key for efficiency)
	 
	X
	X
	X
	X
	X
	X
	X
	X
	 
	 

	
	 
	 
	XX
	 
	 
	Minimize all health products % stock outs indicator in health facilities (From x to zero)
	 
	X
	X
	X
	X
	X
	X
	X
	X
	Counties
	Counties to cost

	
	 
	 
	XX
	 
	 
	Monitor all health products expiries indicator  in facilities (From x  to Zero)
	 
	X
	X
	X
	X
	X
	X
	X
	X
	Counties
	counties to cost

	AUTOMATE HEALTHCARE SUPPLY CHAIN
	 
	KEMSA/PPB automation
	100%
	                               1.00 
	              1.00 
	End to end Automation of the supply chain 
	 
	X
	X
	X
	X
	X
	X
	X
	X
	KEMSA
in collaboration with counties & partners
	 

	
	
	#counties maintained ordering  health products online 
	47
	                            47.00 
	            47.00 
	
	 
	X
	X
	X
	X
	X
	X
	X
	X
	
	 

	
	
	# of counties with commodity dispensing/management system in place
	1 (Kajiado county piloting by KEMSA)
	 
	            47.00 
	
	 
	X
	X
	X
	X
	7
	10
	10
	20
	
	611,000,000

	
	
	# of facilities with commodity management modules
	1 (Kajiado District Hospital piloting by KEMSA)
	 
	 X 
	
	 
	X
	X
	X
	X
	X
	X
	X
	X
	
	

	SUPPORT EXISTING PUBLIC HEALTH PROGRAM products FOR SUSTAINABILITY  
	Improved Sustainable funding for public health commodities
	Increased funding under GOK co-financing 
	 
	 
	 
	Allocate funds to Progressively increase GOK % in Co-financing for program health products to foster sustainability
	Raise concept note indicating neeeds and gaps
	 
	 
	X
	X
	 
	 
	 
	 
	MOH
	Partners /National Treasury

	
	
	
	
	
	
	
	Lobby National treasury for increased financing 
	 
	 
	 
	 
	X
	X
	X
	X
	
	

	
	
	Increased GOK co-financing to HIV commodities
	24,019,908,900.00
	27,699,103,656.00
	 
	Allocate additional HIV products (includes PWD cost)
	REQUIREMENT
	 
	 
	X
	 
	31,256,546,328.00
	32,487,687,468.00
	34,761,825,590.76
	37,195,153,382.11
	National treasury
	

	
	
	Increased GOK co-financing to Malaria commodities
	 _ 
	88,481,700.00
	 
	MALARIA products
	
	 
	 
	X
	 
	261,758,900.00
	337,712,400.00
	337,712,400.00
	337,712,400.00
	
	

	
	
	Increased GOK co-financing to family planning  commodities
	1,401,742,400.00
	2,031,665,824.00
	 
	FAMILY PLANNING products
	
	 
	 
	X
	 
	2,172,014,254.00
	2,324,055,251.78
	2,486,739,119.40
	2,660,810,857.76
	
	

	
	
	Increased GOK co-financing to vaccines commodities
	1,345,739,400.00
	1,417,426,400.00
	 
	VACCINES products
	
	 
	 
	X
	 
	1,484,249,700.00
	1,578,085,300.00
	1,676,984,000.00
	1,777,603,040.00
	
	

	
	
	Increased GOK co-financing to nutrition commodities
	3,434,779,487.00
	4,822,677,608.00
	 
	NUTRITION products
	
	 
	 
	X
	 
	5,655,975,156.00
	6,221,572,671.60
	6,843,729,938.76
	7,528,102,932.64
	
	

	
	
	Increased GOK co-financing to TB commodities
	948,716,220.00
	948,716,220.00
	 
	TB products
	
	 
	 
	X
	 
	948,716,220.00
	948,716,220.00
	948,716,220.00
	948,716,220.00
	
	

	
	
	TOTAL NEED (KSH)
	31,150,886,407.00
	37,008,071,408.00
	 
	 
	
	 
	 
	X
	 
	41,779,260,558.00
	43,897,829,311.38
	47,055,707,268.92
	50,448,098,832.51
	
	

	
	
	AVAILABLE FUNDS (KSH)
	22,940,312,600.00
	22,940,312,600.00
	 
	 
	
	 
	 
	X
	 
	22,940,312,600.00
	22,940,312,600.00
	22,940,312,600.00
	22,940,312,600.00
	
	

	
	
	GAP
	8,210,573,807.00
	14,067,758,808.00
	 
	 
	
	 
	 
	X
	 
	18,838,947,958.00
	20,957,516,711.38
	24,115,394,668.92
	27,507,786,232.51
	
	

	
	
	GOK ALLOCATION 
	2,255,201,400.00
	14,067,758,808.00
	 
	 
	
	 
	 
	X
	 
	18,838,947,958.00
	20,957,516,711.38
	24,115,394,668.92
	27,507,786,232.51
	
	

	
	
	AVERAGE GOK ALLOCATION AS % OF TOTAL NEED
	7%
	38%
	 
	 
	
	 
	 
	 
	 
	45%
	48%
	51%
	55%
	
	

	
	
	TOTAL GOK ALLOCATION REQUIRED
	 
	14,067,758,808.00
	 
	 
	 
	 
	 
	 
	 
	18,838,947,958.00
	20,957,516,711.38
	24,115,394,668.92
	27,507,786,232.51
	
	

	OFFER SUPPORT SUPERVISION ON HEALTH PRODUCTS  - end user monitoring 
	Improved commodity management at health facilities
	Reduced stock out rates
	_
	 Quarterly - i.e. 4 Across all health  products (integration) 
	 Quarterly - i.e. 4 Across all health  products (integration) 
	Supportive (Integrated) commodity  supervision  at counties
	Offer On Job Training to staff
	X
	X
	X
	X
	X
	X
	X
	X
	CHMT
	Counties to cost

	
	
	Reduced commodity expiry rates
	
	
	
	 
	Validate data (Data Quality audits)
	X
	X
	X
	X
	X
	X
	X
	X
	
	 

	LEVERAGE ON HEALTH TECHNOLOGY ASSESSMENT TO SUPPORT DECISION MAKING IN FINANCING OF HEALTH PRODUCTS & TECHNOLOGIES UNDER UHC
	Institutionalize Health Capacity Assessment in the Country
	Functional HTA institution in the country
	0
	 _ 
	              1.00 
	Raise necessary legislations 
	 
	 
	 
	 
	X
	X
	 
	 
	 
	MOH
	?? To be determined 

	
	
	
	
	
	
	Awareness creation 
	
	 
	 
	 
	 
	 
	X
	 
	 
	
	

	
	
	
	
	
	
	Implement HTA
	
	 
	 
	 
	 
	 
	X
	 
	 
	
	

	
	
	
	
	
	
	Monitor implementation process
	
	 
	 
	 
	 
	 
	X
	 
	 
	
	

	Overal Objective V: To ensure health facilities are equiped including with specialized equipment

	Ensure availability of medical equipment
	 
	 
	 
	 
	 
	 
	 Install and commission the CT scans
	 
	x
	x
	x
	 
	 
	 
	 
	MOH/Curative and Rehab dept 
	 

	
	
	
	
	
	
	
	· Train health workers (radio imaging staff) on operationalization of the equipment
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	
	 
	 
	 
	 
	 
	         Preparation of site
	
	 
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department 
	 

	
	
	
	
	
	
	
	         Install and commission the equipment
	
	x
	 
	 
	 
	 
	 
	 
	 MOH/Curative and Rehab department
	 

	
	
	
	
	
	
	
	         Train health workers on operationalization of the equipment
	
	x
	 
	 
	 
	 
	 
	 
	 MOH/Curative and Rehab department
	 

	
	
	 
	 
	 
	 
	 
	-Preparation of site
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department
	 

	
	
	
	
	
	
	
	-Install and commission the equipment
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	-Train health workers on operationalization of the equipment 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	 
	 
	 
	 
	 
	Preparation of site
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department 
	 

	
	
	
	
	
	
	
	-Install and commission the equipment
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	-Train health workers on operationalization of the equipment 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	 
	Preparation of site
	 
	x
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department
	 

	
	
	
	
	
	
	
	-Install and commission the equipment
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	-Train health workers on operationalization of the equipment 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	 
	 
	 
	 
	 
	Preparation of site
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department
	 

	
	
	
	
	
	
	
	-Install and commission the equipment
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	-Train health workers on operationalization of the equipment 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	 
	Preparation of site
	 
	x
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department
	 

	
	
	
	
	
	
	
	-Install and commission the equipment
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	-Train health workers on operationalization of the equipment 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	Preparation of site
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	 
	 
	 
	 
	 
	Preparation of site
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department
	 

	
	
	
	
	
	
	
	-Install and commission the equipment
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	-Train health workers on operationalization of the equipment 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	 
	Preparation of site
	 
	x
	 
	 
	 
	 
	 
	 
	MOH/Curative and Rehab department
	 

	
	
	
	
	
	
	
	-Install and commission the equipment
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	-Train health workers on operationalization of the equipment 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	 
	 
	
	
	
	 
	 
	 
	 
	
	

	
	
	 
	 
	 
	 
	 
	 Procurement of the equipment 
	 
	 
	 
	 
	 
	 
	 
	 
	 MOH/Dept of Preventive/Promotive services /procurement
	 

	
	
	
	
	
	
	
	Distribution of equipment 
	 
	x
	x
	x
	 
	 
	 
	 
	MOH/preventive/promotive dept
	 

	Overal Objective VI: To ensure optimization and sufficient Human Resources for Health

	Increased investment in human capital
	 
	 
	 
	 
	 
	 
	Develop a recruitment plan 
	 
	x
	 
	 
	 
	 
	 
	 
	MOH(/HR dept); Counties 
	 

	
	 
	
	
	
	 
	 
	Advertise for the posts
	 
	x
	 
	 
	 
	 
	 
	 
	
	 

	
	 
	
	
	
	 
	 
	shortlist and conduct interviews 
	 
	x
	 
	 
	 
	 
	 
	 
	
	 

	
	 
	
	
	
	 
	 
	Induction and Deployment of  the staff
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	 
	
	
	
	 
	 
	Develop and attract expertise in Key areas
	 
	 
	 
	 
	 
	 
	 
	 
	
	 

	
	 
	 
	 
	 
	 
	 
	Offer apprentice/internship positions
	 
	x
	x
	x
	 
	 
	 
	 
	MOH
	 

	
	 
	
	 
	 
	 
	 
	Train oncologists 
	 
	x
	x
	x
	 
	 
	 
	 
	MOH
	 

	
	 
	
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	 
	 
	 
	MOH
	 


	Priority Initiatives 
	Key Output
	Output Indicator
	Indicator Targets
	Key Activities
	Sub-activities 
	          Timelines
	Responsibility
	Budget 

	 
	 
	 
	Baseline (2017)
	Target (2018)
	Target (2022)
	 
	 
	Q  1
	Q  2
	Q  3
	Q  4
	2019
	2020
	2021
	2022
	 
	Total

	Key Outcome: Reduced morbidity and mortality due to ill health 
	 
	 
	 
	 
	 
	 
	 
	 

	Strategic Objective 1: To strengthen provision of quality health services in the counties
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Capacity building of counties using KQMH 
	KQMH Finalized and launched 
	Number of documents
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	             8,000,000 

	
	Counties trained on KQMH
	Number of counties trained on KQMH
	0
	37
	 
	 
	 
	Two Counties trained on KQMH
	TOT in Ten Counties trained on KQMH
	TOT in Ten Counties trained on KQMH
	TOT in 17 Counties trained on KQMH
	Ten Counties trained on KQMH
	Ten Counties trained on KQMH
	Ten Counties trained on KQMH
	Ten Counties trained on KQMH
	 
	           63,000,000 

	
	Mentorship QI programs implemented
	Mentorship QI programs done 
	XX
	 
	 
	 
	 
	Mentorship QI programs done in 2 counties 
	Mentorship QI programs done in 10 
	Mentorship QI programs done in 10  counties 
	Mentorship QI programs done in 10  counties 
	Mentorship QI programs done 15 counties 
	Mentorship QI programs done in 10 Counties 
	
	 
	 
	32,000,000

	
	 
	 
	XX
	 
	 
	 
	 
	 
	Integrated supportive supervision carried out
	Integrated supportive supervision carried out
	Integrated supportive supervision carried out
	Integrated supportive supervision carried out
	Integrated supportive supervision carried out
	Integrated supportive supervision carried out
	Integrated supportive supervision carried out
	 
	32,000,000

	Institutionalize focused joint inspection
	Training manual implemented
	Number of documents
	XX
	 
	 
	 
	Updating training manual 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	1,700,000

	
	Implementation of a web based monitoring system
	Web based monitoring system
	XX
	 
	 
	 
	 
	Develop a web based monitoring system 
	Develop a web based monitoring system 
	 
	 
	 
	 
	 
	 
	 
	30,000,000

	
	 
	 
	XX
	 
	 
	 
	 
	 
	Train county coordinators and Health facility inspectors 
	Train county coordinators and Health facility inspectors 
	Train county coordinators and Health facility inspectors 
	 
	 
	 
	 
	 
	62,000,000

	
	 
	 
	XX
	 
	 
	 
	 
	 
	Joint inspections by counties 
	Joint inspections by counties 
	Joint inspections by counties 
	Joint inspections by counties 
	Joint inspections by counties 
	Joint inspections by counties 
	Joint inspections by counties 
	 
	53,000,000

	Rating/grading of Health facilities
	 
	 
	 
	 
	 
	 
	 
	Develop an award system 
	 
	 
	Review and include 25 counties in the award system 
	 
	 
	 
	 
	 
	2,000,000

	
	 
	 
	 
	 
	 
	 
	 
	 
	Conduct external inspections of the health facilities in selected counties 
	 
	 
	Conduct external inspections of the health facilities in 25 counties and Award Best performing facilities
	Conduct external inspections of the health facilities in 47 counties and Award Best performing facilities
	Conduct external inspections of the health facilities in 47 counties and Award Best performing facilities
	 
	 
	57,400,000

	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Award Best performing facilities
	 
	 
	 
	 
	 
	 
	2,000,000

	Implementation of the Health Law
	 
	 
	 
	 
	 
	 
	 
	 
	Development /review of the requisite legislations based on the health law
	Development /review of the requisite legislations based on the health law
	 
	 
	 
	 
	 
	 
	10,000,000

	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Review the organization structure of MOH in line with the health law
	 
	 
	 
	 
	 
	6,000,000

	Strategic Objective 2: Ensure availability of Health Products & Technologies
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	EXPAND ACCESS TO HEALTH PRODUCTS: Increase capacity of the market to offer a continuous supply good quality health products (KEMSA, MEDS etc). 
	 
	 
	4,861,912,775
	 
	 
	Increase Kemsa capacity for supply of essential medicines
	Total for existing/new pharms and non-pharms
	4,861,912,775
	5,348,104,052
	5,882,914,458
	6,471,205,903
	7,118,326,494
	GOK/National treasury - KEMSA/County government_ Facilities
	    29,682,463,682 

	
	 
	 
	XX
	 
	 
	Expand EMMS lists (to incorporate NEW products) e.g. products for chronic diseases e.g. cancer chemotherapy medicines, protective wear for chemotherapy, dialysis products, laboratory screening products, implants etc. in line with reviewed KEPH
	Oncology drugs (Pharmaceuticals)
	800,000,000
	880,000,000
	968,000,000
	1,064,800,000
	1,171,280,000
	
	      4,884,080,000 

	
	
	
	
	
	
	
	Chemotherapy protective devices
	83,461,200
	91,807,320
	100,988,052
	111,086,857
	122,195,543
	
	         509,538,972 

	
	
	
	
	
	
	
	Renal consumables
	291,047,869
	320,152,656
	352,167,922
	387,384,714
	426,123,186
	
	      1,776,876,348 

	
	
	
	
	
	
	
	Implants
	700,000,000
	770,000,000
	847,000,000
	931,700,000
	1,024,870,000
	
	      4,273,570,000 

	
	
	
	
	
	
	
	Laboratory
	330,731,593
	363,804,752
	400,185,228
	440,203,750
	484,224,125
	
	      2,019,149,449 

	
	
	
	
	
	
	
	Dental & Optical products
	 
	                                         -   
	                                           -   
	                                           -   
	                                           -   
	
	                          -   

	
	
	
	
	
	
	
	KEMSA CAPITAL BASE
	3,135,316,822
	3,448,848,504
	3,793,733,354
	4,173,106,690
	4,590,417,359
	
	    19,141,422,728 

	
	
	
	
	
	
	
	KEMSA  NEED FOR UHC
	10,202,470,259
	11,222,717,285
	12,344,989,014
	13,579,487,915
	14,937,436,706
	
	    62,287,101,179 

	
	
	
	
	
	
	
	Available Funds
	7,997,229,597
	7,997,229,597
	7,997,229,597
	7,997,229,597
	7,997,229,597
	
	    39,986,147,983 

	
	
	
	
	
	
	
	GAP
	2,205,240,663
	3,225,487,688.45
	4,347,759,416.96
	5,582,258,318.31
	6,940,207,109.80
	
	    22,300,953,196 

	
	Reviewed MOU
	MOU Review
	 
	 
	 
	Cost reduction in prices of medicines and other health products through expansion of access program; 
	Access programs
	X
	X
	X
	 
	 
	 
	 
	 
	National governmental/MOH and Private Pharma sector
	                          -   

	
	 
	 
	 
	 
	 
	Price control for health products and technologies
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	 
	 
	 
	 
	 
	Make use of WHO Intellectual property (TRIPS) provisions under the Industrial property Act to increase access to medicines and health products 
	 
	 
	 
	 
	 
	X
	X
	X
	X
	PPB and National government
	 

	
	 
	 
	 
	 
	 
	Ring fence health commodity funds at county level through legislation e.g. PFM Act 2012 review
	 
	 
	 
	 
	 
	 
	 
	 
	 
	MOH national and County governments
	 

	ASSURE QUALITY OF ALL HEALTH PRODUCTS:  Ensure all health products in the country are of good quality: (Intensify combating of counterfeits and poor quality products) 
	 
	 
	 xx 
	 
	 
	(i) Conduct GMP inspections for manufacturing sites; both local and external
	 
	X
	X
	X
	X
	X
	X
	X
	X
	PPB
	 

	
	 
	 
	xx
	 
	 
	(ii) Quality assurance testing of health products and technologies in the country; (Drugs, gloves, syringes, condoms, herbal preparations etc.)
	 
	X
	X
	X
	X
	X
	X
	X
	X
	NQCL
	1,603,976,599.8

	
	 
	 
	xx
	 
	 
	(iii) Create a databank on the quality of health products and technologies in the country
	 
	 
	 
	 
	 
	 
	 
	 
	 
	NQCL
	500,000.0

	
	 
	 
	 
	 
	 
	(iv) Put up an ultra-modern laboratory 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	NQCL
	6,000,000,000.0

	
	Reported incidences
	 
	ADR  New (1615)  Cumulative 11,444 Poor Quality products New 20 Cumulative 725
	 
	 
	(v) Intensify Pharmacovigilance (Active reporting of poor quality health products and adverse reactions to drugs enhanced); 
	PPB to support PV reporting in counties
	X
	X
	X
	X
	X
	X
	X
	X
	PPB
	29,800,000.0

	
	 
	 
	xx
	Minimum 4 PMS per year
	Minimum 4 PMS per year
	(vi) Post market surveillance for selected lifesaving health  products on a regular basis
	Enforcement of quality (Reports required)
	X
	X
	X
	X
	X
	X
	X
	X
	Regulatory Bodies (PPB, others), 
	200,000,000.0

	
	 
	 
	 
	See Equipment & Infrastructure section
	 
	(vii) Improve end user storage capacities to support product quality through enhancing 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	TO ENSURE SAFETY IN COMMODITY USE: Support rational use of products:    
	 
	 
	 
	SEE HR Section
	 
	 
	Ensure personnel in place: Pharmaceutical, laboratory, nutrition, program health products
	X
	X
	X
	X
	X
	X
	X
	X
	Counties
	 

	
	 
	 
	 
	SEE HR Section
	 
	Intervention not costed at county level. Counties to cost
	Continuous capacity building; training of personnel including specialists
	X
	X
	X
	X
	X
	X
	X
	X
	National, counties
	 

	INTENSIFY SUPPORT ON PRUDENT MANAGEMENT OF HEALTH  PRODUCTS: To minimize wastage e.g. (through pilferage and expiries) 
	 
	 
	 
	SEE HR Section
	 
	(i) Ensure personnel in place
	 
	X
	X
	X
	X
	X
	X
	X
	X
	Counties/ National
	 

	
	 
	 
	 
	SEE HR Section
	 
	(ii) Ensure continuous capacity building in health commodity management for all  health products (integrated approach is key for efficiency)
	 
	X
	X
	X
	X
	X
	X
	X
	X
	 
	 

	
	 
	 
	XX
	 
	 
	(ii) Minimize all health products % stock outs indicator in health facilities (From x to zero)
	 
	X
	X
	X
	X
	X
	X
	X
	X
	Counties
	Counties to cost

	
	 
	 
	XX
	 
	 
	(iii) Monitor all health products expiries indicator  in facilities (From x  to Zero)
	 
	X
	X
	X
	X
	X
	X
	X
	X
	Counties
	counties to cost

	AUTOMATE HEALTHCARE SUPPLY CHAIN
	 
	KEMSA/PPB automation
	100%
	100%
	100%
	End to end Automation of the supply chain 
	 
	X
	X
	X
	X
	X
	X
	X
	X
	KEMSA
in collaboration with counties & partners
	 

	
	 
	#counties ordering  health products online 
	47
	47
	47
	
	 
	X
	X
	X
	X
	X
	X
	X
	X
	
	 

	
	 
	# of counties with commodity dispensing/management system in place
	1 (Kajiado county piloting by KEMSA)
	 
	 
	
	 
	X
	X
	X
	X
	7
	10
	10
	20
	
	611,000,000

	
	 
	# of facilities with commodity management modules
	1 (Kajiado District Hospital piloting by KEMSA)
	 
	 
	
	 
	X
	X
	X
	X
	X
	X
	X
	X
	
	

	SUPPORT EXISTING PUBLIC HEALTH PROGRAM products FOR SUSTAINABILITY  
	XX
	XX
	 
	 
	 
	(i) Progressively increase GOK % in Co-financing for program health products to foster sustainability
	 
	 
	 
	 
	 
	 
	 
	 
	 
	National treasury
	Partners 

	
	
	
	24,019,908,900.00
	 
	 
	HIV products (includes PWD cost)
	REQUIREMENT
	27,699,103,656.00
	31,256,546,328.00
	32,487,687,468.00
	34,761,825,590.76
	37,195,153,382.11
	
	

	
	
	
	 _ 
	 
	 
	MALARIA products
	
	88,481,700.00
	261,758,900.00
	337,712,400.00
	337,712,400.00
	337,712,400.00
	
	

	
	
	
	1,401,742,400.00
	 
	 
	FAMILY PLANNING products
	
	2,031,665,824.00
	2,172,014,254.00
	2,324,055,251.78
	2,486,739,119.40
	2,660,810,857.76
	
	

	
	
	
	1,345,739,400.00
	 
	 
	VACCINES products
	
	1,417,426,400.00
	1,484,249,700.00
	1,578,085,300.00
	1,676,984,000.00
	1,777,603,040.00
	
	

	
	
	
	3,434,779,487.00
	 
	 
	NUTRITION products
	
	4,822,677,608.00
	5,655,975,156.00
	6,221,572,671.60
	6,843,729,938.76
	7,528,102,932.64
	
	

	
	
	
	948,716,220.00
	 
	 
	TB products
	
	948,716,220.00
	948,716,220.00
	948,716,220.00
	948,716,220.00
	948,716,220.00
	
	

	
	
	
	31,150,886,407.00
	 
	 
	 
	TOTAL NEED (KSH)
	37,008,071,408.00
	41,779,260,558.00
	43,897,829,311.38
	47,055,707,268.92
	50,448,098,832.51
	
	

	
	
	
	22,940,312,600.00
	 
	 
	 
	AVAILABLE FUNDS (KSH)
	22,940,312,600.00
	22,940,312,600.00
	22,940,312,600.00
	22,940,312,600.00
	22,940,312,600.00
	
	

	
	
	
	8,210,573,807.00
	 
	 
	 
	GAP
	14,067,758,808.00
	18,838,947,958.00
	20,957,516,711.38
	24,115,394,668.92
	27,507,786,232.51
	
	

	
	
	
	2,255,201,400.00
	 
	 
	 
	GOK ALLOCATION 
	14,067,758,808.00
	18,838,947,958.00
	20,957,516,711.38
	24,115,394,668.92
	27,507,786,232.51
	
	

	
	XX
	XX
	7%
	 
	 
	 
	AVERAGE GOK ALLOCATION AS % OF TOTAL NEED
	38%
	45%
	48%
	51%
	55%
	
	

	
	 
	 
	 
	 
	 
	 
	TOTAL GOK ALLOCATION REQUIRED
	14,067,758,808.00
	18,838,947,958.00
	20,957,516,711.38
	24,115,394,668.92
	27,507,786,232.51
	
	

	
	 
	 
	 
	 
	 
	Blood and blood products
	 
	 
	 
	 
	 
	 
	 
	 

	OFFER SUPPORT SUPERVISION ON HEALTH PRODUCTS  - end user monitoring 
	 
	 
	XX
	Quarterly - i.e. 4 Across all health  products (integration)
	Quarterly - i.e. 4 Across all health  products (integration)
	Supportive (Integrated) commodity  supervision  at counties
	 
	X
	X
	X
	X
	X
	X
	X
	X
	Counties
	Counties to cost

	LEVERAGE ON HEALTH TECHNOLOGY ASSESSMENT TO SUPPORT DECISION MAKING IN FINANCING OF HEALTH PRODUCTS & TECHNOLOGIES UNDER UHC
	 
	 
	XX
	 
	 
	(i)              Carry out country status assessment
	
	 
	 
	 
	 
	 
	 
	 
	 
	National governmental
	?? To be determined 

	
	 
	 
	XX
	 
	 
	(ii)            Institutionalize HTA 
	
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	
	 
	 
	XX
	 
	XX
	(iii)          Subject some identified products and technologies to the HTA process
	
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	
	 
	 
	XX
	 
	 
	(iv)  Price control for health products and technologies through evidence based  HTA
	
	 
	 
	 
	 
	 
	 
	 
	 
	
	


ANNEX 3; Priorities, Targets and budgets for Improving Financial Risk Protection
	Priority Initiatives 
	Key Output
	Output Indicator
	Indicator Targets
	Key Activities
	Sub-activities 
	          Timelines and Resources (KES Millions)
	Responsibility
	Budget 

	 
	 
	 
	Baseline (2017)
	Target (2018)
	Target (2022)
	 
	 
	Q  1
	Q  2
	Q  3
	Q  4
	2019
	2020
	2021
	2022
	 
	 

	3:UHC Critical Driver: 3-Financial Protection 

	3:1: Strategic Objective 1: To Increase population covered by health insurance from 36% in 2017  to 100%  by 2022 (16,538,982 persons to 56,740,788 persons);               

	3:2: Strategic Objective 2: To reduce the out-of-pocket expenditure from 26%  in 2017 to 12% by 2022

	Key Outcome  1: Increased financial risk protection in health 

	Increase NHIF uptake 
	Increased health insurance coverage through NHIF
	% of the population Covered with Health Insurance
	36
	56
	100
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	NHIF
	 

	
	
	Number of Persons contributing to health insurance
	7.16 M                                                  - (Formal; 3.8), (Informal; 3.14), (Indigents; 181k), (Older Persons; 42k), (Linda mama;1.2)
	9.9 M                                                    - (Formal; 3.8), (Informal; 4.71), (Indigents; 350k), (Older Persons; 1.04M), (Linda mama 1.23)
	21M
(Formal; 9M), (Informal 12.12M), (Indigents; 1.5k), (Older Persons; 1.74M), (Linda mama 2.23)
	
	Develop a concept note on scale up of Insurance registration
	x
	 
	 
	 
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	Advocate through religious organizations 
	Hold advocacy meetings with religious groups 
	x
	x
	x
	x
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	Enlist 100,000 community health volunteers to recruit 20 households per CHV
	Sensitize the community & CHVs
	x
	 
	x
	 
	300
	362
	447
	267
	NHIF
	 

	
	
	
	
	
	
	
	Register the CHVS 
	x
	x
	 
	 
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	
	Continuous recruitment of members 
	x
	x
	x
	x
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	Digitization of NHIF
	Carry out an ICT audit  
	x
	 
	 
	 
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	
	Implementation the recommendations from the audit 
	 
	x
	x
	x
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	 
	Mobilize and sensitize potential agents/self-help groups
	x
	 
	 
	 
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	Enrolment into Insurance 
	Enrolment of indigents for health insurance 
	x
	x
	x
	x
	      1,545 
	      4,350 
	      6,150 
	      7,350 
	MOH/NHIF
	 

	
	
	
	
	
	
	
	Enrolment of elderly persons covered 
	x
	x
	x
	x
	         252 
	      6,552 
	      6,880 
	      7,224 
	MOH/NHIF
	 

	
	
	
	
	
	
	
	Enrolment of women to the free maternity programme 
	x
	x
	x
	x
	      5,290 
	      5,315 
	      6,100 
	      6,500 
	MOH/NHIF
	 

	
	
	
	
	
	
	
	Enrolment of secondary school students for medical cover 
	x
	x
	x
	x
	      4,500 
	      4,500 
	      4,500 
	      4,500 
	MOEST/MOH/NHIF
	 

	
	
	Number of agents recruited to support recruitment of the informal sector
	0
	                          29,000 
	 
	Enlist 37,000 banking sector agent network; 4 banks, 3 mobile Telkom networks 2)  - Ajira agents  3) -Self-help groups 
	Carry out Registration of agents (banking and Ajira) and the self-help groups  
	x
	x
	x
	x
	 
	 
	 
	 
	NHIF
	 

	
	
	 
	 
	 
	 
	 
	Sensitization of agents/self-help groups and continuous recruitment of members through the agents /self-help groups
	 
	x
	x
	x
	 
	 
	 
	 
	NHIF
	3-5% commission

	
	
	Number of registered SACCOs
	0
	                               162 
	 
	 
	Sensitization of self-help groups and continuous recruitment of members through the agents /self-help groups
	 
	x
	x
	x
	 
	 
	 
	 
	NHIF
	3-5% commission

	3:3: Strategic Objective 3: To advocate for  increase in the total health expenditure on health as a % of GDP from 2.5% to 3.5%

	Key Outcome 3: Increased  financial resources for health 

	Increased financing to health    
	budgetary allocation to health increased 
	Proportion of government health expenditure as  a function of Total Government expenditure
	7%
	8%
	10%
	Increased budgetary allocation to health 
	Advocacy/lobby for increased budgetary allocation 
	 
	x
	x
	x
	 
	 
	 
	 
	MOH 
	 

	
	
	
	
	
	
	
	Gradual increment in the budgetary allocation to health
	x
	x
	x
	x
	 
	 
	 
	 
	National Treasury 
	 

	
	increased private sector investment 
	Proportion of private sector investment in health as  a function of Total health  expenditure
	 
	 
	 
	Attract private sector Investment
	 Promote PPP in health /enter into PPP arrangements with relevant stakeholders in implementation of the priority areas
	x
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	Alternative financing models in health developed and implemented
	Number of alternative financing models in the health sector 
	0
	1
	1
	Implement alternative financing models 
	Dedicate a proportion of excise duty and  Sin tax to health 
	 
	x
	 
	 
	 
	 
	 
	 
	 National Treasury 
	 

	
	
	
	
	
	
	
	Explore opportunities for introduction of Robin hood taxes
	 
	 
	x
	x
	 
	 
	 
	 
	National Treasury 
	 

	
	  Implementation of existing Financing programs continued
	Per capita OPD utilization in primary health facilities
	 x
	 xx
	 xx
	 Reimbursement for foregone user fee
	Reimbursement of Primary care facilities for the foregone user fee 
	x
	x
	x
	x
	 
	 
	 
	 
	MOH
	 

	
	Increased efficiency in health financing
	National Level staff trained on performance  based  budgeting  and resource tracking 
	 x
	 xx
	 xx
	Develop the capacity for performance  based  budgeting and resource tracking in the health sector
	Train national health staff on performance  based  budgeting and resource tracking
	 
	x
	x
	x
	 
	 
	 
	 
	MOH
	 

	
	
	number of counties trained on performance  based  budgeting  and resource tracking 
	12
	20
	47
	
	Train counties on performance  based  budgeting and resource tracking
	 
	 
	x
	x
	 
	 
	 
	 
	MOH
	 

	
	
	Counties implementing Results Based Financing Project
	21
	21
	47
	
	Implementation of RBF Projects
	x
	x
	x
	x
	 
	 
	 
	 
	MOH
	 

	
	
	Resource tracking dashboard developed 
	0
	1
	1
	
	Development of resource tracking dashboard
	x
	x
	x
	x
	 
	 
	 
	 
	MOH
	 


ANNEX 4; Priorities, Targets and budgets for Improving Cross Cutting Issues
	Priority Initiatives 
	Key Output
	Output Indicator
	Indicator Targets
	Key Activities
	Sub-activities 
	          Timelines
	Responsibility
	Budget 

	
	
	
	Baseline (2017)
	Target (2018)
	Target (2022)
	 
	 
	Q  1
	Q  2
	Q  3
	Q  4
	2019
	2020
	2021
	2022
	 
	 

	UHC Critical Driver: Cross cutting issues (Governance, enablers, M&E and communication)

	Strategic Objective 1: Undertake specific legal, policy, technical and administrative reforms to strengthen leadership and governance for UHC              

	Strategic Objective 2: To strengthen health sector partnership and intersectoral collaboration (working with the other enablers) towards UHC 

	Strategic Objective 3: To strengthen health information system including establishment of a unified national database on patient activity   

	Strategic Objective 4: To strengthen monitoring and reporting system towards UHC at both national and county levels 

	Strategic Objective 5: To establish an effective communication mechanism for UHC

	Key Outcome: Improved planning, coordination, accountability and learning for UHC amongst stakeholders 

	Strategic Objective 1: Undertake specific legal, policy, technical and administrative reforms to strengthen leadership and governance for UHC              

	Ensure policy documents are in place
	The Second Kenya Health sector strategic plan developed 
	Number of documents
	1
	1
	 
	Developing of the  Second Kenya Health sector strategic plan 
	Development and endorsement of  the concept note 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Develop draft plan
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Stakeholders engagement  (internal review, county reviews, intergovernmental forum, external review)
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Finalization and launch for implementation 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	
	Kenya Health Financing strategy finalized
	Number of strategies
	0
	1
	 
	Finalization of the Kenya Health Financing Strategy
	Hold MOH internal  review meetings for inputs and comments to the draft
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/Dept of policy planning 
	 

	
	
	
	
	
	
	
	Review meeting with the UHC-Steering committee to validate 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Review meeting with the health financing ICC to validate the draft 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Hold validation meeting with the Health sector Intergovernmental forum  
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Health sector stakeholders validation meeting 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Develop and submit to cabinet a cabinet memo on Health financing strategy 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Draft legal instruments (sessional paper, bills)
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Dissemination of the financing strategy for implementation 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	Put in place necessary legal reforms for UHC 
	Health Law Implemented 
	Number of requisite legislation reviewed/developed
	xx
	xx
	 
	Implementation of the Health Law
	Development /review of the requisite legislations based on the health law
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	 MOH Organizational structure 
	1
	1
	 
	
	Review the organization structure of MOH in line with the health law
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	
	NHIF Act aligned to UHC
	 Amended NHIF Act 
	-
	1
	 
	Align NHIF Act  to UHC  
	Propose amendments 
	x
	 
	 
	 
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	
	Stakeholders engagement
	 
	x
	x
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Develop a sessional paper and present to cabinet  
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 

	
	 Insurance Regulation Act (IRA)  reviewed to increase uptake of private Health Insurance to cushion NHIF 
	 Reviewed IRA act
	-
	2
	 
	Review IRA 
	Propose amendments and present them to treasury 
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/NHIF
	 

	
	Retirement Benefit Authority Act (RBA) reviewed to ensure pensioners are covered by insurance
	 Reviewed IRA Act
	-
	2
	 
	Review RBA act
	Propose amendments and present them to treasury 
	x
	 
	 
	 
	 
	 
	 
	 
	MOH/NHIF
	 

	
	CARA and PFM Act amended to ring fence health funds at county level (changes to PFM act)
	Amended CARA and PFM Act
	-
	1
	 
	Amend CARA and PFM Actto ring fence health funds at county level (changes to PFM act)
	Propose amendments and present them to treasury 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Strategic Objective 2: To strengthen health sector partnership and intersectoral collaboration (working with the other enablers) towards UHC 

	Ensure mechanisms are in place to allow all stakeholders participate in UHC
	Partnership and coordination framework finalized 
	Partnership frameworks
	0
	1
	 
	Finalization of the Partnership and coordination framework 
	 Hold MoH internal review meeting for inputs to the existing drat 
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Policy planning dept 
	 

	
	
	
	
	
	
	
	 Health sector stakeholders review meeting 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	 Launch and dissemination of the framework for implementation 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	Participation of stakeholders in UHC process
	Number of National & County UHC coordination structures
	0
	1 / 1
	 
	Establish UHC cordination structures at National & County level
	Hold UHC interagency oversight, steering and sub-committee meetings
	 
	 
	 
	 
	 
	 
	 
	 
	National/County
	 

	
	
	
	
	
	
	
	Develop and implement UHC sub-committee work plans 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Cordinate sector activities effectively
	Health sector coordination strengthened
	number of  quarterly health sector Inter governmental forums held
	4
	4
	 
	Coordination of the health sector stakeholders
	Hold quarterly health sector Inter governmental forums 
	x
	x
	x
	x
	 
	 
	 
	 
	MOH/Counties 
	 

	
	
	Number of Inter-agency Coordination Committees (ICCs)
	xx
	xx
	 
	
	Hold relevant Inter-agency Coordination Committees (ICCS) e.g financing ICC, HR ICC 
	x
	x
	x
	x
	 
	 
	 
	 
	MOH
	 

	Strategic Objective 3: To strengthen health information system including establishment of a unified national database on patient activity   

	Leverage on ICT to Improve the data platforms 
	integrated health data platform developed 
	Health Data Platform
	0
	1
	 
	Develop an integrated health data platform
	Develop an Integrated data platform (Kenya Health Observatory platform) 
	 
	 
	 
	 
	 
	 
	 
	 
	MOH/Strategic Information Division 
	 

	
	
	 
	 
	 
	 
	
	Biometric registration of all kenyans 
	
	
	
	
	 
	 
	 
	 
	Ministry of ICT/Interior
	 

	Strategic Objective 4: To strengthen monitoring and reporting system towards UHC at both national and county levels 

	Enhanced performance monitoring and review for UHC
	UHC Monitoring & Evaluation Framework developed
	UHC Guidelines
	0
	1
	 
	Development of M&E framework for UHC
	Development of the draft M&E Framework
	x
	 
	 
	 
	 
	 
	 
	 
	 MOH/UHC Department/County
	 

	
	
	
	
	
	
	
	Stakeholders consultations
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Finalization of the draft
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Dissemination for implementation
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	Performance monitoring and review done
	number of 100 day RRIs
	xx
	xx
	 
	Implement 100 day RRIs
	Develop RRI Templates
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Develop key priority RRI plans 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Implementation of the RRIs
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	50th day review of the RRIs
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	100 day RRIs review 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	Monthly performance review meetings held
	12
	12
	 
	 
	Carry out monthly   meetings  to review progress in implementation 
	x
	x
	x
	x
	 
	 
	 
	 
	MOH/ME 
	 

	
	
	 End year review 
	-
	1
	 
	 
	Mid -year review of progress 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	
	
	Mid- year review
	-
	1
	 
	 
	End year review of progress (Including Development of reports that are also aligned to the SDGs report for Kenya.)
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 

	Strategic Objective 5: To increase Effective Governance, accountability and transparency for UHC

	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 MOH/UHC Department/County
	 

	
	
	
	
	
	
	
	 
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	 
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	 
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	Strategic Objective 6: To establish an effective communication mechanism for UHC

	Improve awareness, Communication and advocacy for UHC 
	UHC Road Map Developed 
	UHC Roadmap
	0
	1
	 
	Development of UHC Roadmap
	Development of the draft guidelines
	x
	 
	 
	 
	 
	 
	 
	 
	 MOH/UHC Department/County
	 

	
	
	
	
	
	
	
	Stakeholders consultations
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Finalization of the draft
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Dissemination for implementation
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	UHC guidelines Developed 
	UHC Guidelines
	0
	1
	 
	Development of guidelines on UHC
	Development of the draft guidelines
	x
	 
	 
	 
	 
	 
	 
	 
	 MOH/UHC Department/County
	 

	
	
	
	
	
	
	
	Stakeholders consultations
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Finalization of the draft
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Dissemination for implementation
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	UHC Monitoring & Evaluation Framework developed
	UHC M&E Frameworks
	0
	1
	 
	Development of M&E framework for UHC
	Development of the draft M&E Framework
	x
	 
	 
	 
	 
	 
	 
	 
	 MOH/UHC Department/County
	 

	
	
	
	
	
	
	
	Stakeholders consultations
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Finalization of the draft
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Dissemination for implementation
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	UHC Training Manual Developed 
	UHC Training manual/sensitization/capacity building materials 
	0
	1
	 
	Development of Training manual UHC
	Development of the draft Training manual and sensitization/capacity building 
	x
	 
	 
	 
	 
	 
	 
	 
	 MOH/UHC Department/County
	 

	
	
	
	
	
	
	
	Development of the draft sensitization/capacity building 
	x
	 
	 
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Stakeholders consultations
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Finalization of the draft
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Dissemination for implementation
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	UHC Impelmentation plan for phase I countiesDeveloped 
	UHC Implementation plan
	0
	1
	 
	Development of implementation plan for Phase I counties UHC
	Development of the draft guidelines
	x
	 
	 
	 
	 
	 
	 
	 
	 MOH/UHC Department/County
	 

	
	
	
	
	
	
	
	Stakeholders consultations
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Finalization of the draft
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Dissemination for implementation
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	UHC communication strategy Developed 
	UHC communication strategy
	0
	1
	 
	Development of Communication strategy on UHC
	Development of the draft guidelines
	x
	 
	 
	 
	 
	 
	 
	 
	 MOH/UHC Department/County
	 

	
	
	
	
	
	
	
	Stakeholders consultations
	 
	x
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Finalization of the draft
	 
	 
	x
	 
	 
	 
	 
	 
	
	 

	
	
	
	
	
	
	
	Dissemination for implementation
	 
	 
	x
	x
	 
	 
	 
	 
	
	 

	
	Stakeholder engagement on UHC done
	Number of stakeholder engagements
	0
	 
	 
	Profiling of UHC stakeholders
	Identification of UHC stakeholders 
	 
	 
	 
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	
	Establishing roles of various stakeholders 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Key Stakeholder consultation on roles
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	0
	 
	 
	Conducting the stakeholder engagements
	Stakeholders engagement including;  
	 
	 
	 
	 
	 
	 
	 
	NHIF
	 

	
	
	
	
	
	
	
	∙         County  governors
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	∙         National Assembly
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	∙         Partners (funding and implementing partners )
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	High level publicity/advocacy
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Engage H.E the first lady/and county first ladies 
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Media campaigns
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Radio shows
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Print media
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Bulk sms
	x
	x
	x
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	Use social media platforms  e.g. Twitter,    Facebook, whatsapp etc. 
	x
	x
	x
	 
	 
	 
	 
	 
	 


ANNEX 2;  NHIF Super Cover  Benefit package 
	To be replaced by package defined by BPAP PACKAGE
	PACKAGE CONTENT
	ACCESS
	BENEFIT COST (KES)
	CHALLANGES
	PROPOSED 

	Out Patient Care Cover

	Cover includes; Consultation, Diagnosis and treatment of common ailments, Lab tests including ante natal profiling, basic X-ray investigation, Health education, wellness and counseling, Routine screening for conditions e.g. cervical  and prostate cancer, daycare procedures, family planning services.
	Capitated Facilities 

	1,200 Per Person per Annum
	Portability of service
Inappropriate referrals
Limited 24hr access to some facilities
Sub-optimal services
Patient Cream skimming 
	Fixed Fee for Service 
Capped between 500-4,000 KES

	Inpatient cover

	Cover Includes; Consultations, Accomodation/bed charges, Nursing care, diagnostic  laboratory tests, Radiology examinations, Physician’s, surgeon’s, anaesthetist’s, Physiotherapist’s fees, Operating theater charges, Specialist consultations or visits, Prescribed medications and dressings.

	Comprehensive inpatient: No copayment
Contracted facilities under contract A and B.
Non Comprehensive Inpatient: member tops up deficit by self-pay or co-insurance.
Contracted providers at Contract C
	Rebate Mode ranges from 1,500 – 4,000
	Fraud- Impersonation, Unnecessary long stays, Wastage and Abuse, Skewed referrals.
	Under review for Case Based Payment


	Maternity Package

	Midwifery and surgical services pertaining to child birth by ways of normal delivery and caesarean section as necessitated.
Newborn care, vaccinations, breastfeeding advice and family planning are provided as per health policies up to 6 weeks after delivery. 

	Comprehensive under contract A and B.

	Normal Delivery – 10,000
Caesarian Section – 30,000
	Normal Delivery claimed as Caesarian.
Unwarranted admission to Newborn Units.
Upsurge in Caesarian type of delivery visa a viz Normal delivery.
	Maintain at the current costs.

	Renal Dialysis Package

	It caters for hemodialysis for the needed care plan per visit 
Specialists’ reviews, nursing and dialysis services, intra-care and dispensed medications, routine laboratory tests, nutrition, counselling and follow up
Limits: Maximum of two sessions per week 
	Comprehensive cover in Contracted dialysis facilities.

	9,500 for two sessions per week
	Falsification of claims for service not rendered.
Unbundling of package
	Under Review to incorporate three weekly session up from the current two.

	Rehabilitation Package: Drug and Substance Abuse 

	Orientation / Social detoxification through admission, Primary Treatment that focuses on the 12 steps of the program of recovery and finally the Discharge Planning
Limit: One treatment session per year
	Contracted facilities
(Co-Payment) up to 90 days admission

	Up to 60,000 Per Card Per Year
	Regulation of health providers.
	Under review to incorporate Mental Health, Substance Disorder and Social Care Management.

	Foreign Treatment 

	Treatment accessed outside the country both medical and surgical that is not locally available e.g. Bone Marrow Transplant, Pet Scans etc.

	Letter of approval by DMS to seek treatment abroad required for claiming

	 Up to 500,000 following approval by DMS
	Logistical aligned to use of intermediaries pertaining to  hospital billing, choice of facilities, after care and  coordination of follow-ups after treatment.
	Under Review

	Radiology Package

	Magnetic Resonance Imaging (MRI) 
Limit: 2 per family per year 
Computerized Tomography (CT scans) 
Limit: 2 per family per year  

	Referral from capitated facility

	MRI – 15,000
CT Scan – 8,000
Ultra Sound – 3,000
	Fraud, Waste and Abuse.
Exposure to radiation due to multiple requests at once.
	Pre-Authorization.
Regulation of stand-alone units.

	Oncology Package

	Radiotherapy: Provided for radiotherapy treatment
Chemotherapy: All the treatment and drugs and services needed. Pre authorized based on case presentation, diagnosis, staging and treatment plan 

	Contracted Facilities 

	1st line – 25,000 up to 6 sessions
2nd line – 150,000 up to 4 sessions
CT Simulation – 8,000
Radiotherapy – 3,600 up to 20 sessions
	Request of additional sessions.
Unclear first and second line treatment as requests differs by site, aggressiveness and tumor stage.
Falsified/Inaccurate line of care prescribed to accrue benefits.
Primary Insurers abdicating their mandate to NHIF
Numerous beneficiary expectations.
Incomplete documentation.
Variation of costs for similar medication.
	Review Administration of Oncology to align with evidence based practice

	Surgical Package

	Minor surgeries
Major Surgeries
Specialized surgeries

	(Comprehensive cover in Contract A&B facilities) Contracted facilities as per Level of Care

	Minor – 40,000
Major – 130,000
Specialized– 500,000
Overseas treatment- 500,000
	Overuse.
Minors claimed as major
Shunting by specialty.
Quality of care.

	Reviewed and implemented as annexed.

	Emergency Care Package

	Emergency care on site, evacuation and high quality pre-hospital care designed for ambulance
Transportation & transfer of a sick member or dependents for treatment to nearest NHIF declared hospital 
	Kenya Red Cross

	Member Subscription Rate as negotiated with E-Plus
	Well managed.
	Maintain as current.

	
	
	
	
	
	


ANNEX 5; Health commodities and Technologies
	REQUIREMENTS FOR COUNTY MEDICAL COMMODITIES BUDGETS FOR UHC 

	 
	ASSUME 10% GROWTH EACH YEAR

	 
	County
	NEEDS AS PER COUNTY F&Q reports where available
	2017/18FY Proposed County Budgets
	ADJUSTMENT TO 100% (Assume current 60%) where actual need not available as per F&Q reports
	18/19
	19/20
	20/21
	21/22

	1
	BOMET
	 
	                   148,000,000 
	              246,666,666.67 
	                                    271,333,333 
	                          298,466,667 
	                       328,313,333 
	                           361,144,667 

	2
	BUNGOMA
	 
	                   210,000,000 
	              350,000,000.00 
	                                    385,000,000 
	                          423,500,000 
	                       465,850,000 
	                           512,435,000 

	3
	BUSIA
	 
	 300,000,000 
	500,000,000.00
	     550,000,000 
	 605,000,000                          
	        665,500,000                 
	   732,050,000                       

	4
	HOMA BAY
	 
	                   319,000,000 
	              531,666,666.67 
	                                    584,833,333 
	                          643,316,667 
	                       707,648,333 
	                           778,413,167 

	5
	KAKAMEGA
	 
	                   340,000,000 
	              566,666,666.67 
	                                    623,333,333 
	                          685,666,667 
	                       754,233,333 
	                           829,656,667 

	6
	KERICHO
	 
	                   236,000,000 
	              393,333,333.33 
	                                    432,666,667 
	                          475,933,333 
	                       523,526,667 
	                           575,879,333 

	7
	KISII
	 
	                   200,000,000 
	              333,333,333.33 
	                                    366,666,667 
	                          403,333,333 
	                       443,666,667 
	                           488,033,333 

	8
	KISUMU
	                   743,526,738 
	                   180,000,000 
	                             743,526,738 
	                                    817,879,412 
	                          899,667,353 
	                       989,634,088 
	                       1,088,597,497 

	9
	MIGORI
	 
	                   192,000,000 
	              320,000,000.00 
	                                    352,000,000 
	                          387,200,000 
	                       425,920,000 
	                           468,512,000 

	10
	NAROK
	 
	                   180,000,000 
	              300,000,000.00 
	                                    330,000,000 
	                          363,000,000 
	                       399,300,000 
	                           439,230,000 

	11
	NYAMIRA
	 
	                   150,000,000 
	              250,000,000.00 
	                                    275,000,000 
	                          302,500,000 
	                       332,750,000 
	                           366,025,000 

	12
	SIAYA
	 
	                   250,000,000 
	              416,666,666.67 
	                                    458,333,333 
	                          504,166,667 
	                       554,583,333 
	                           610,041,667 

	13
	VIHIGA
	 
	                   180,000,000 
	              300,000,000.00 
	                                    330,000,000 
	                          363,000,000 
	                       399,300,000 
	                           439,230,000 

	14
	EMBU
	 
	                   100,000,000 
	              166,666,666.67 
	                                    183,333,333 
	                          201,666,667 
	                       221,833,333 
	                           244,016,667 

	15
	ISIOLO
	 
	                     56,000,000 
	                93,333,333.33 
	                                    102,666,667 
	                          112,933,333 
	                       124,226,667 
	                           136,649,333 

	16
	KIRINYAGA
	 
	                   146,000,000 
	              243,333,333.33 
	                                    267,666,667 
	                          294,433,333 
	                       323,876,667 
	                           356,264,333 

	17
	LAIKIPIA
	 
	                   120,000,000 
	              200,000,000.00 
	                                    220,000,000 
	                          242,000,000 
	                       266,200,000 
	                           292,820,000 

	18
	MARSABIT
	 
	                   100,000,000 
	              166,666,666.67 
	                                    183,333,333 
	                          201,666,667 
	                       221,833,333 
	                           244,016,667 

	19
	MERU
	 
	                   150,000,000 
	              250,000,000.00 
	                                    275,000,000 
	                          302,500,000 
	                       332,750,000 
	                           366,025,000 

	20
	NYANDARUA
	 
	                   126,000,000 
	              210,000,000.00 
	                                    231,000,000 
	                          254,100,000 
	                       279,510,000 
	                           307,461,000 

	21
	NYERI
	 
	                   270,000,000 
	              450,000,000.00 
	                                    495,000,000 
	                          544,500,000 
	                       598,950,000 
	                           658,845,000 

	22
	THARAKA NITHI
	 
	                     70,000,000 
	              116,666,666.67 
	                                    128,333,333 
	                          141,166,667 
	                       155,283,333 
	                           170,811,667 

	23
	BARINGO
	 
	                   200,000,000 
	              333,333,333.33 
	                                    366,666,667 
	                          403,333,333 
	                       443,666,667 
	                           488,033,333 

	24
	ELGEYO MARAKWET
	 
	                   100,000,000 
	              166,666,666.67 
	                                    183,333,333 
	                          201,666,667 
	                       221,833,333 
	                           244,016,667 

	25
	NAKURU
	                   989,609,372 
	                   200,000,000 
	                             989,609,372 
	                                 1,088,570,309 
	                      1,197,427,340 
	                   1,317,170,074 
	                       1,448,887,082 

	26
	NANDI
	 
	                   230,000,000 
	              383,333,333.33 
	                                    421,666,667 
	                          463,833,333 
	                       510,216,667 
	                           561,238,333 

	27
	SAMBURU
	 
	                     70,000,000 
	              116,666,666.67 
	                                    128,333,333 
	                          141,166,667 
	                       155,283,333 
	                           170,811,667 

	28
	TRANS NZOIA
	 
	                   150,000,000 
	              250,000,000.00 
	                                    275,000,000 
	                          302,500,000 
	                       332,750,000 
	                           366,025,000 

	29
	TURKANA
	 
	                   300,000,000 
	              500,000,000.00 
	                                    550,000,000 
	                          605,000,000 
	                       665,500,000 
	                           732,050,000 

	30
	UASIN GISHU
	 
	                   200,000,000 
	              333,333,333.33 
	                                    366,666,667 
	                          403,333,333 
	                       443,666,667 
	                           488,033,333 

	31
	WEST POKOT
	 
	                   200,000,000 
	              333,333,333.33 
	                                    366,666,667 
	                          403,333,333 
	                       443,666,667 
	                           488,033,333 

	32
	GARISSA
	 
	                   130,000,000 
	              216,666,666.67 
	                                    238,333,333 
	                          262,166,667 
	                       288,383,333 
	                           317,221,667 

	33
	KILIFI
	 
	                   240,000,000 
	              400,000,000.00 
	                                    440,000,000 
	                          484,000,000 
	                       532,400,000 
	                           585,640,000 

	34
	KWALE
	 
	                   186,000,000 
	              310,000,000.00 
	                                    341,000,000 
	                          375,100,000 
	                       412,610,000 
	                           453,871,000 

	35
	LAMU
	 
	                     50,000,000 
	                83,333,333.33 
	                                       91,666,667 
	                          100,833,333 
	                       110,916,667 
	                           122,008,333 

	36
	MANDERA
	 
	                   138,000,000 
	              230,000,000.00 
	                                    253,000,000 
	                          278,300,000 
	                       306,130,000 
	                           336,743,000 

	37
	MOMBASA
	                   779,927,118 
	                   200,000,000 
	                             779,927,118 
	                                    857,919,830 
	                          943,711,813 
	                   1,038,082,994 
	                       1,141,891,293 

	38
	TAITA TAVETA
	 
	                   115,000,000 
	              191,666,666.67 
	                                    210,833,333 
	                          231,916,667 
	                       255,108,333 
	                           280,619,167 

	39
	TANA RIVER
	 
	                     90,000,000 
	              150,000,000.00 
	                                    165,000,000 
	                          181,500,000 
	                       199,650,000 
	                           219,615,000 

	40
	WAJIR
	 
	                   120,000,000 
	              200,000,000.00 
	                                    220,000,000 
	                          242,000,000 
	                       266,200,000 
	                           292,820,000 

	41
	KAJIADO 
	 
	                   235,000,000 
	              391,666,666.67 
	                                    430,833,333 
	                          473,916,667 
	                       521,308,333 
	                           573,439,167 

	42
	KIAMBU 
	 
	                   220,000,000 
	              366,666,666.67 
	                                    403,333,333 
	                          443,666,667 
	                       488,033,333 
	                           536,836,667 

	43
	KITUI 
	 
	                   250,000,000 
	              416,666,666.67 
	                                    458,333,333 
	                          504,166,667 
	                       554,583,333 
	                           610,041,667 

	44
	MACHAKOS 
	 
	                   250,000,000 
	              416,666,666.67 
	                                    458,333,333 
	                          504,166,667 
	                       554,583,333 
	                           610,041,667 

	45
	MAKUENI 
	 
	                   250,000,000 
	              416,666,666.67 
	                                    458,333,333 
	                          504,166,667 
	                       554,583,333 
	                           610,041,667 

	46
	 MURANG'A 
	 
	                   300,000,000 
	              500,000,000.00 
	                                    550,000,000 
	                          605,000,000 
	                       665,500,000 
	                           732,050,000 

	47
	NAIROBI 
	 
	                   450,000,000 
	              750,000,000.00 
	                                    825,000,000 
	                          907,500,000 
	                       998,250,000 
	                       1,098,075,000 

	 
	TOTAL
	           2,513,063,228
	           8,897,000,000 
	         16,374,729,894.67 
	   18,012,202,884 
	    19,813,423,172 
	 21,794,765,489 
	  23,974,242,038 

	CUMMULATIVE TOTALS 
	 
	 
	7,477,729,894.67
	1,637,472,989
	1,801,220,288
	1,981,342,317
	2,179,476,548


ANNEX 6; Equipping health facilities
a) Basic equipment
	
	
	Estimated cost of basic medical equipment

	County
	 Level 1  
	Level 2
	Level 3
	level 4 and 5
	Estimated Total in KSHS

	Kisumu
	         73,260,000 
	         41,988,000 
	         9,087,500 
	         8,502,000 
	                         132,837,500 

	Nyeri
	         75,300,000 
	         34,290,200 
	         8,724,000 
	         3,542,500 
	                         121,856,700 

	Isiolo
	         22,020,000 
	         11,896,600 
	         1,454,000 
	         1,417,000 
	                           36,787,600 

	Machakos
	         73,500,000 
	         51,085,400 
	         9,814,500 
	         4,251,000 
	                         138,650,900 

	Trans Nzioa
	         45,000,000 
	         22,743,500 
	         4,362,000 
	         4,959,500 
	                           32,065,000 

	Nakuru
	         72,660,000 
	         54,934,300 
	       10,541,500 
	         6,376,500 
	                           71,852,300 

	Samburu
	         42,000,000 
	         22,043,700 
	             727,000 
	         1,417,000 
	                           24,187,700 

	Kajiado
	         73,500,000 
	         31,491,000 
	         5,089,000 
	         2,125,500 
	                           38,705,500 

	Uasin Gishu
	         82,500,000 
	         38,139,100 
	         5,816,000 
	         2,834,000 
	                           46,789,100 

	Laikipia
	         73,500,000 
	         24,842,900 
	         4,362,000 
	         2,834,000 
	                           32,038,900 

	Elgeyo Marakwet
	         42,600,000 
	         32,890,600 
	         6,543,000 
	         4,251,000 
	                           43,684,600 

	Baringo
	         44,100,000 
	         64,731,500 
	         7,997,000 
	         2,834,000 
	                           75,562,500 

	Turkana
	         50,400,000 
	         54,234,500 
	         4,725,500 
	         4,959,500 
	                           63,919,500 

	Narok
	         62,400,000 
	         33,940,300 
	         6,543,000 
	         2,834,000 
	                           43,317,300 

	West Pokot
	         44,400,000 
	         32,190,800 
	         2,181,000 
	         2,834,000 
	                           37,205,800 

	Bomet
	         43,800,000 
	         38,838,900 
	         4,725,500 
	         2,834,000 
	                           46,398,400 

	Kericho
	         46,500,000 
	         48,286,200 
	         4,362,000 
	         4,959,500 
	                           57,607,700 

	Nandi
	         64,500,000 
	         43,737,500 
	         3,998,500 
	         2,834,000 
	                           50,570,000 

	Kakamega
	       100,350,000 
	         41,638,100 
	       15,994,000 
	         8,502,000 
	                           66,134,100 

	Vihiga
	         43,500,000 
	         11,896,600 
	         6,179,500 
	         2,125,500 
	                           20,201,600 

	Bungoma
	         84,000,000 
	         41,988,000 
	         5,089,000 
	         6,376,500 
	                           53,453,500 

	Busia
	         43,500,000 
	         23,443,300 
	         3,998,500 
	         3,542,500 
	                           30,984,300 

	Homa-Bay
	         22,020,000 
	         45,487,000 
	       14,176,500 
	         8,502,000 
	                           68,165,500 

	Siaya
	         42,000,000 
	         37,439,300 
	       10,541,500 
	         4,959,500 
	                           52,940,300 

	Migori
	 49,500,000 
	 41,988,000 
	 6,179,500 
	7,085,000 
	55,252,500 

	Kisii
	         81,000,000 
	         39,188,800 
	         8,360,500 
	         9,210,500 
	                           56,759,800 

	Nyamira
	         61,380,000 
	         17,844,900 
	       12,359,000 
	         5,668,000 
	                           35,871,900 

	Garissa
	         64,500,000 
	         23,443,300 
	         5,452,500 
	         6,376,500 
	                           35,272,300 

	Wajir
	         37,170,000 
	         29,391,600 
	         9,814,500 
	         7,085,000 
	                           46,291,100 

	Mandera
	         42,000,000 
	         18,194,800 
	         7,270,000 
	         4,959,500 
	                           30,424,300 

	Kilifi
	         75,000,000 
	         34,990,000 
	         5,452,500 
	         3,542,500 
	                           43,985,000 

	Lamu
	         36,000,000 
	         13,996,000 
	         1,090,500 
	         2,125,500 
	                           17,212,000 

	Tana River
	         19,200,000 
	         16,095,400 
	         2,181,000 
	         1,417,000 
	                           19,693,400 

	Mombasa
	         90,000,000 
	         17,145,100 
	         1,817,500 
	         2,834,000 
	                           21,796,600 

	Kwale
	         16,200,000 
	         32,190,800 
	         4,362,000 
	         2,125,500 
	                           38,678,300 

	Taita Taveta
	         54,000,000 
	         15,395,600 
	         6,543,000 
	         3,542,500 
	                           25,481,100 

	Kitui
	         63,000,000 
	         98,671,800 
	       15,994,000 
	         7,793,500 
	                         122,459,300 

	Meru
	         58,500,000 
	         50,385,600 
	         8,360,500 
	         9,919,000 
	                           68,665,100 

	Nyandarua
	         44,640,000 
	         22,393,600 
	         8,724,000 
	         1,417,000 
	                           32,534,600 

	Nairobi
	         82,500,000 
	         30,791,200 
	       11,268,500 
	         9,210,500 
	                           51,270,200 

	Kirinyaga
	         40,650,000 
	         21,693,800 
	         8,360,500 
	         2,834,000 
	                           32,888,300 

	Muranga
	         62,160,000 
	         44,437,300 
	         5,089,000 
	         5,668,000 
	                           55,194,300 

	Kiambu
	         81,000,000 
	         27,642,100 
	         9,087,500 
	         5,668,000 
	                           42,397,600 

	Marsabit
	         42,000,000 
	         22,393,600 
	         5,452,500 
	         2,125,500 
	                           29,971,600 

	Tharaka Nithi
	         61,500,000 
	         24,143,100 
	         5,089,000 
	         2,125,500 
	                           31,357,600 

	Makueni
	         82,500,000 
	         73,479,000 
	       10,178,000 
	         4,959,500 
	                           88,616,500 

	Embu
	        82,500,000 
	        28,691,800 
	        3,271,500 
	        3,542,500 
	35,505,800 

	Kenya
	   ,694,210,000 
	  1,628,784,500 
	    318,789,500 
	   211,841,500 
	                  4,853,625,500 


Table XXX. Estimated cost of basic equipment 
ANNEX 7; Human resource 
Human resources for health requirements for UHC (Health facility staff and CHVs)
	County
	Current
	Norms Technical
	GAP's
	Required to Start
	Estimated Cost per Year
	Total Cost(Ksh)

	 
	Technical
	CHV's
	 
	 
	 
	Technical
	CHV's
	 

	Nyeri
	1444
	2510
	6208
	4764
	561
	383,927,218
	              60,240,000 
	               444,167,218 

	Kisumu
	2110
	2442
	10750
	8640
	627
	               500,738,568 
	              58,608,000 
	               559,346,568 

	Isiolo
	417
	734
	1661
	1244
	310
	               271,856,550 
	              17,616,000 
	               289,472,550 

	Machakos
	2050
	2450
	9670
	7620
	708
	               476,451,194 
	              58,800,000 
	               535,251,194 

	Baringo 
	919
	1470
	4235
	2855
	567
	               287,767,030 
	              35,280,000 
	               323,047,030 

	Bomet 
	822
	1460
	5,156
	1,921
	384
	               196,499,023 
	              35,040,000 
	               231,539,023 

	Bungoma 
	2057
	2800
	7902
	3489
	872
	               365,482,260 
	              67,200,000 
	               432,682,260 

	Busia 
	1303
	1450
	6754
	4254
	425
	               466,504,398 
	              34,800,000 
	               501,304,398 

	Elgeyo-Marakwet 
	934
	1420
	9670
	2883
	577
	               292,683,535 
	              34,080,000 
	               326,763,535 

	Embu 
	1145
	2750
	11526
	8807
	881
	459,619,692
	              66,000,000 
	               525,619,692 

	Garissa 
	1130
	2150
	5165
	3836
	959
	               277,889,515 
	              51,600,000 
	               329,489,515 

	Homa Bay 
	2067
	734
	2285
	2285
	575
	               154,744,394 
	              17,616,000 
	               172,360,394 

	Kajiado 
	924
	2450
	8016
	2973
	597
	         303,131,109.60 
	              58,800,000 
	               361,931,110 

	Kakamega 
	3380
	3345
	11663
	9221
	1107
	               856,474,157 
	              80,280,000 
	               936,754,157 

	Kericho 
	1568
	1550
	4261
	2661
	532
	               270,725,551 
	              37,200,000 
	               307,925,551 

	Kiambu 
	2498
	2700
	11526
	9028
	854
	415,205,292
	              64,800,000 
	               480,005,292 

	Kilifi 
	1450
	2500
	9471
	8021
	907
	706613472
	              60,000,000 
	               766,613,472 

	Kirinyaga 
	1303
	1355
	8026
	7056
	511
	               258,793,542 
	              32,520,000 
	               291,313,542 

	Kisii 
	2265
	2700
	11526
	5138
	617
	               355,224,744 
	              64,800,000 
	               420,024,744 

	Kitui 
	3265
	2100
	11526
	8261
	991
	620,036,359
	              50,400,000 
	               670,436,359 

	Kwale 
	1096
	540
	2384
	1295
	324
	               137,127,326 
	              12,960,000 
	               150,087,326 

	Laikipia 
	1306
	2450
	7059
	3033
	607
	               305,191,390 
	              58,800,000 
	               363,991,390 

	Lamu 
	454
	1200
	1765
	940
	460
	               132,713,705 
	              28,800,000 
	               161,513,705 

	Makueni 
	1145
	2750
	9121
	4088
	409
	426,588,978
	              66,000,000 
	               492,588,978 

	Mandera 
	1024
	1400
	5460
	5165
	497
	               302,343,797 
	              33,600,000 
	               335,943,797 

	Marsabit 
	760
	1400
	1805
	1047
	126
	92,532,278
	              33,600,000 
	               126,132,278 

	Meru 
	1190
	1950
	10126
	8906
	891
	               519,999,972 
	              46,800,000 
	               566,799,972 

	Migori 
	2602
	1650
	9220
	3729
	373
	               195,911,994 
	              39,600,000 
	               235,511,994 

	Mombasa 
	1951
	3000
	11645
	2978
	193
	                  75,351,650 
	              72,000,000 
	               147,351,650 

	Muranga 
	2489
	2072
	11526
	9037
	904
	465,309,780
	              49,728,000 
	               515,037,780 

	Nairobi 
	5033
	2750
	9121
	4088
	408
	               426,588,978 
	              66,000,000 
	               492,588,978 

	Nakuru 
	3206
	2422
	9032
	6992
	1132
	               717,849,850 
	              58,128,000 
	               775,977,850 

	Nandi 
	1288
	2150
	3788
	2378
	595
	               220,334,350 
	              51,600,000 
	               271,934,350 

	Narok 
	817
	2080
	3855
	2455
	491
	               245,427,401 
	              49,920,000 
	               295,347,401 

	Nyamira 
	1344
	2046
	9625
	4670
	934
	               278,979,890 
	              49,104,000 
	               328,083,890 

	Nyandarua 
	4212
	1488
	9032
	5690
	749
	               505,084,622 
	              35,712,000 
	               540,796,622 

	Samburu 
	490
	1400
	2460
	1806
	316
	               185,998,183 
	              33,600,000 
	               219,598,183 

	Siaya 
	1161
	1400
	7678
	4348
	877
	               303,131,110 
	              33,600,000 
	               336,731,110 

	Taita Taveta 
	970
	1800
	5165
	1948
	234
	               258,986,484 
	              43,200,000 
	               302,186,484 

	Tana River 
	1109
	640
	2384
	1275
	153
	124793359.2
	              15,360,000 
	               140,153,359 

	Tharaka Nithi 
	1317
	2050
	9876
	8637
	988
	               537,344,958 
	              49,200,000 
	               586,544,958 

	Trans-Nzoia 
	1143
	1500
	5665
	2518
	630
	               175,603,385 
	              36,000,000 
	               211,603,385 

	Turkana 
	1219
	1680
	4283
	2883
	577
	               292,888,390 
	              40,320,000 
	               333,208,390 

	Uasin Gishu 
	1091
	2750
	11675
	7056
	847
	               663,081,955 
	              66,000,000 
	               729,081,955 

	Vihiga 
	967
	1450
	2285
	2285
	575
	               154,744,394 
	              34,800,000 
	               189,544,394 

	Wajir 
	940
	1239
	3765
	943
	391
	               324,457,875 
	              29,736,000 
	               354,193,875 

	West Pokot 
	948
	1480
	5165
	2805
	561
	               291,334,594 
	              35,520,000 
	               326,854,594 

	Grand Total
	         74,323 
	               89,807 
	                      331,962 
	         207,952 
	                      28,804 
	         16,280,068,251 
	        2,155,368,000 
	         18,435,436,251 
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