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Universal coverage (UC) currently dominates the global health policy agenda. Since the 58th World Health Assembly of 2005 that endorsed the move towards UC, governments, international organisations, civil society as well as researchers worldwide are continuously engaged in active debates on how best to achieve UC in different contexts. Most recently, the 2010 World Health Report re-emphasized the need for countries to move rapidly towards universal coverage by modifying their health financing systems [1, 2], while in 2011, the 64th World Health Assembly urged countries to develop sustainable health financing structures. Many other initiatives have highlighted the important role for universal health systems [3]. 

Universal coverage is defined as access to appropriate promotive, preventive, curative and rehabilitative health care for the whole population of a country when they need it and at an affordable cost [4]. It has two main goals:  financial risk protection and access to needed care [1]. Achieving these goals require   significant levels of income and risk cross-subsidisation between the rich and the poor; the healthy and the ill. Universal coverage also embodies important health objectives including equity in access, good quality services and broader social protection [5, 6]. If carefully planned and implemented, UC can contribute towards overall social and economic development, poverty alleviation and achievement of Millennium Development Goals (MDGs).  

Despite UC dominating policy debates worldwide,  the reality is that a significant proportion of the population do not seek care because they cannot afford to pay [7]. When they seek care, they often incur high cost burdens, which have significant implications for their livelihoods [8-11]. Globally it is estimated that 150 million people suffer financial catastrophe each year due to health care payments and approximately 100 million are pushed into poverty [12]. Catastrophic health care payments occur in both rich and poor countries, but over 90% of the people affected reside in low-income countries [13]. In Kenya, for example, about half a million people live below the international poverty line due to out-of-pocket health care payments [14]. Other barriers related to availability and acceptability of health care services have also been shown to be important [15]. Clearly mechanisms to promote access and financial risk protection through universal coverage are urgently needed.

Very few countries have achieved some form of UC, the majority of which are high income countries [1, 6].  Recent developments in the former Soviet Union [16] and other middle income countries like Thailand, have demonstrated that UC can be achieved in middle income countries so long as there is adequate commitment towards change [17-21]. Many other low and middle-income countries (LMIC) are currently undertaking or are considering undertaking health financing reforms to expand access to health care. Some have implemented a minimum health benefit package that is accessed by all (for example Tanzania), while others are moving rapidly to or have implemented universal access to a wide range of health care services (e.g. Ghana, Thailand and Sri-Lanka). Countries like Chile, Mali and Gabon have also made significant progress towards UC [17, 18, 22, 23]. A few countries in Africa including Rwanda [24] and Ghana [25, 26] have demonstrated that it is possible to make quick progress in challenging circumstances.

Evidence shows that policy makers have largely relied more on the technical aspects of health financing policy design  (e.g. sources of funds, contribution rates and contribution mechanism), with little or no attention given to other elements that are essential for the successful implementation of UHC. Such aspects include ensuring that proper institutions and organisation arrangements are put in place.  Improved understanding of a country’s health financing system and the context in which policies are implemented is an important starting point for conceptualising health financing reforms for UHC.
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The TOR guiding this study is part of a wider exercise commissioned by the Ministry of Health, through the Universal Health Coverage technical working group to conduct a situational analysis of universal health coverage in Kenya. The overall aim of the situational analysis is to collate and synthesize information on the current situation, and recommend possible future alternatives relating to the Universal Coverage framework for Kenya, which would then guide development of the strategy and road map for attaining Universal Coverage in its three dimensions; –increase population coverage, broaden services offered and reduce direct costs of accessing care. Specifically, the assignment will:
· Elaborate a comprehensive description of the Situation Analysis of different elements of the Universal Coverage Conceptual Framework
· Propose a set of options the Country can apply across the different elements of the Universal Coverage Conceptual Framework to achieve the goal of UC.

Specific tasks for the work presented in this document include:
· Conduct a literature review including both the local context and relevant international experiences
· Conduct key informant interviews with both state and non-state actors. State actors should not only include Ministry of Health officials but also related agencies and ministries such as the Ministry of Finance, NHIF, Social Protection Secretariat while non-state actors should include the private for profit, NGO and FBO stakeholders
· Lead the technical writing of drafts and represent SHOPS in the compilation of the final report
· Prepare and make presentations as is required to the UHC TWG including but not limited to the methodology, drafts of the document and the final report.
· Coordinate and regularly consult the other consultants implementing the different subcomponents of this assignment to ensure a coherent final deliverable
· Participate in the dissemination of the final report
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To comprehensively address the specific objectives, this work adopts the use of multiple methods, combining both quantitative and qualitative methods. The application of multiple methods is essential to understanding the institutional and organisational arrangements of the Kenyan health financing system and their implication for progress towards UHC; weaknesses associated with a particular methodological approach are corrected by others to ensure valid and comprehensive data analysis and interpretation. The analytical framework, data collection and analysis methods are briefly described below:
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This work draws heavily on a combination of conceptual and analytical frameworks (Kutzin 2001; WHO 2010). The main analytical framework draws from the Organisational Assessment for Improving and Strengthening Health Financing (OASIS) developed by Mathauer and Carrin 2010, to analyse the institutional design and organisational arrangements of health financing in Kenya.  The OASIS approach (Figure 1) analyses the performance of a health financing system along performance indicators related to revenue collection, pooling and purchasing. The OASIS approach was built upon institutional analysis literature and tool kits in the social sectors and applied in various countries to assess their institutional arrangements for UHC. It differs from other health financing frameworks due to its particular attention to institutional design issues, including rules and regulations that specify and determine health financing functions. The framework argues that weak health financing performance can be attributed to various drawbacks in institutional design and organisation practice. Such an analysis allows for the identification of bottlenecks in the way institutions and organisations function and identify mechanisms to improve performance.

Institutions refer to the “formal and informal rules, enforcement characteristics of rules and norms of behaviour that structure repeated human interaction” between individuals, within or between organisations, through incentives, disincentives, constraints and enhancement (North 1989: 1321). Rules guide individuals or organisations on how to behave and function (Ostrom et al 1994). Rules can be formal or informal: formal rules refer to written, legally based provisions, which are stipulated by health financing related policies and are found in legislation and regulations. Organisations refer to “groups of individuals bound together by some common purpose to achieve certain objectives (North 1993). The extent to which organisations implement and comply with formal rules to perform health care financing functions largely depends on its organisation capacity. For health care financing reforms to be effective, rules should have enforcement characteristics to indicate monitoring of compliance and the mechanisms for enforcing and penalising non-compliance.

Figure 1: Analytical Framework
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Source: [27]

Briefly, health financing has three interrelated functions [5] namely: 
1. Revenue collection, which refers to the process by which health systems receive money from households and organizations; 
2. Pooling, which involves the accumulation and management of revenues to ensure that the risk of paying for health care is borne by all the members of the pool and not by each contributor individually and; 
3. Purchasing, referring to the process by which pooled funds are paid to providers in order to deliver a set of health care interventions. 
Achieving UHC will depend on the extent to which countries combine these functions to ensure there is equitable and efficient revenue generation, the extent to which financing systems encourage cross-subsidisation and the degree in which health systems provide or purchase effective health services [4, 28, 29].

According to the OASIS framework, achievement of UHC and health performance indicators depends largely on (Mathuer and Carrin 2010):
· Underlying institutional design of the three health financing functions; the set of rules that make up the health financing system including the formal rules related to the health financing functions (revenue collection, pooling, purchasing). Ideally, these rules should be formulated and designed in a way that contributes towards achieving health financing objectives and performance indicators.  

· Organisations involved in health financing operate within rules and regulations (i.e. institutional context). Organisations include political and regulatory bodies, ministries, purchasers, health care providers, civil society and membership organisations. Key focus in this work is the activities and tasks undertaken by different organisations in relation to the health financing functions.  Organisations are also influenced by the respective incentives that they create and the specific interests of organisations and individuals. Individual interests are shaped by preferences, informal rules, cultural norms, professionalism and motivations of solidarity. Organisational context ultimately determines the actual and potential advantages and disadvantages as perceived by organisations and individuals. Table 1 presents an overview of health financing rules and the respective organisations.

The OASIS approach consists of three steps:
· Reviewing the health financing system and assessing health financing performance
· Detailed institutional and organisational analysis of rules and how they are implemented
· Recommendation to improve health financing performance through strengthening institutional and organisation arrangements.





Table 1:  Examples of health financing rules
	Type of Rule
	Legislation and other regulatory provisions of rules
	Organisations 

	Revenue collection

Taxation rules


SHI contribution rules





Membership/registration rules.


Provider schedule of user fees 
	

Income tax rates 


Contribution rates (employer/employee); informal sector workers contribution rates; contributions for the poor.



Mandatory or voluntary 



Who pays user fees at public and private health facilities
	

MoF or revenue collection authority

For payroll deductions: health insurance fund and MoF; for informal sector: NGOs, district authorities, microfinance institutions

Health insurance fund/registration department; NGOs involved in outreach activities

Public and private health providers

	Pooling

Pooling across MOH and health insurance


Risk equalization rules among SHI funds

Pooling within the health insurance scheme

	

Are health insurance funds transferred to the MoH to subsidize services rendered to the non-insured?

Presence of any risk equalisation mechanisms across pools.

Structure of contribution rates (income-related and not risk-related); access is based on need.
	

MoH, MoF, health insurance fund



Risk equalisation agency


Health Insurance fund

	
Health Insurance rules on purchasing


HI rules on type and rate of provider remuneration


MoH rules on type and rate of provider remuneration




Rule on MoH benefit package


Rule on benefit package definition of MoH

	Purchase arrangements (from both public and private facilities); contracting and accreditation arrangements.


Provider payment mechanism; rates and how they differ between public and private facilities.

MoH processes of allocating budgets to sub-national levels based on rational criteria (population characteristics, epidemiological profile, and poverty rates within that sub-national unit).

Range of services provided by MoH provides at all levels of care

Criteria for setting benefit packages (e.g.  cost-effectiveness, analysis results and considerations of equity of the disease burden; the benefit package is reviewed every 2 years.
	Health Insurance fund/contracts department, health providers associations or health providers, accreditation agency

Health insurance
fund/remuneration department, health providers


MoH, subnational MoH units such as health districts, MoF



MOH


MoH or a national benefit package committee



Adopted from [27]
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Data will be collected in three phases: documents review, key informant interviews, and validation with stakeholders working on health care financing in Kenya. This report is largely drawn from document reviews. Key informant interviews and the validation exercise will be conducted in the next two-four weeks.

Phase 1: Document review
The first component will entail conducting a detailed review of legal instruments, policy documents, Public Expenditure reports, Annual institutional reports, and national health accounts, among other documents related to institutional and organisational arrangements of the Kenyan health financing system. The document review was guided by a review template highlighting the key relevant features to ensure that all important information was drawn from the documents in a systematic way. In addition to synthesizing information, the document review aims to identify information gaps and key issues to explore in detail through key informant interviews. The document review process will also endeavour to identify and summarise experiences from other countries that can inform health financing reforms in Kenya.

  
Phase 2: Key Informant Interviews
The second component will involve conducting key informant interviews with key stakeholders in health financing and social protection in Kenya. The aim of the key informant interviews will be to document stakeholders’ experiences and views on institutional and organisation arrangements of health care financing in Kenya and to gather potential recommendations of these rules moving forward. The range of stakeholders to be interviewed will include but are not limited to Ministry of Health officials, related line ministries and departments such as the Ministry of Finance, National Hospital Insurance Fund, and Social Protection Secretariat while non-state actors should include the private for profit (KEPSA), Non-Governmental Organisation (HENNET) and Faith Based Organisations, Association of Kenya Insurance, Insurance Regulatory Authority, Pharmacy and Poisons board among others.

Phase 3: Validation with key stakeholders

Results from this work will be presented and discussed at the UHC TWG meetings in an ongoing process to give updates on progress and to ensure that the technical working group gives continuous feedback. Depending on the UHC TWG, the recommendations may be presented to a wider audience of health financing stakeholders.


Work Plan
The work plan is guided by the MOH main milestones identified following a discussion with representative from the ministry and the consultant. These milestones are presented in Table 2.

Table 2: Work plan
	Action
	Responsibility
	Recipient
	Deadline

	Literature review, methodology and draft tools
	Consultant
	Chair
	8th October

	Circulation of the above for comments
	Chair
	TWG and P4H
	8th October

	Comments from TWG and P4H
	TWG and P4H
	Secretariat
	11th October

	Meeting to agree and incorporate  comments
	Chair
	TWG
	18th October

	Presentation of final Literature review and tools
	Consultant
	TWG and P4H
	23rd October

	Key informants interviews
	Consultant
	-
	1st November

	Drafting of first report
	Consultant
	-
	11th November

	Sharing of first draft report
	Consultant
	Chair
	11th November

	Circulation of the above for comments
	Chair
	TWG and P4H
	11th November

	compiling comments from TWG and P4H
	Secretariat
	Chair
	18th November

	Meeting to agree and incorporate comments
	Chair
	TWG and P4H
	19th November

	Incorporate  of agreed comments (2nd draft report)
	Consultant
	Chair
	2nd December

	Submission of 2nd draft report
	Consultant
	Chair
	2nd December

	Stakeholder dissemination and discussions
	Chair and MOH
	Health Sector
	5th December
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