INCEPTION REPORT UNIVERSAL HEALTH COVERAGE (UHC): STATUS AND OPTIONS REVIEW
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[bookmark: _Toc242549886]Acronyms

	ANC
	Ante Natal Care

	CBHF
	Community Based Health Fund 

	FY
	Financial Year

	GDP
	Gross Domestic Product 

	KEPH
	Kenya Essential Package for Health

	KES
	Kenya Shillings 

	KHP
	Kenya Health Policy

	KHPF
	Kenya Health Policy Framework

	MIP
	Medical Insurance Providers 

	MOH
	Ministry of Health

	NHIF
	National Hospital Insurance Fund

	OOP
	Out-of-Pocket Expenditure

	SHI
	Social Health Insurance

	THE
	Total Health Expenditure

	THEHIV
	Total Health Expenditure HIV/AIDS

	TWG
	Technical Working Group 

	UHC
	Universal Health Coverage 




[bookmark: _Toc242549887]Introduction
The World Health Report of 2010 on universal coverage of health care and the declaration of the 58th World Health Assembly of 2005 encouraged member countries to aim at providing affordable universal coverage and access for all citizens on the basis of equity and solidarity. Many countries are currently considering how to reform their health financing systems with the aim of achieving universal health coverage.
[bookmark: _Toc242549888]Background
The Kenya Vision 2030 aims at ensuring access to quality health care to all while the Kenya Constitution 2010 provides for the right to the highest attainable standard of health, which includes the right to health care services(The Constitution of Kenya 2010, 2010). Kenya is committed to reforming its health system by providing affordable and equitable, access by the population to essential health services thereby putting the country on the path to achieving universal health. The financing reforms that the country has been implementing are all geared towards expanding coverage in a financially sustainable way. Achieving the above goals requires timely access to health services. This cannot be achieved, except for a small minority of the population, without a well-functioning health financing system, which determines whether people can afford to use health services when they need them. Universal coverage can be defined as a health financing system where all people have access to services and do not suffer financial hardship paying for them(World Health Organization, 2005).

The definition of universal health coverage embodies three related objectives:
1. Equity in access to health services - those who need the services should get them, not only those who can pay for them;
2. The quality of health services is good enough to improve the health of those receiving services; and 
3. Financial-risk protection - ensuring that the cost of using care does not put people at risk of financial hardship(World Health Organization, 2010). 

Universal coverage is analyzed in terms of breadth, depth, and height, with breadth indicating coverage in terms of population; depth indicating coverage in terms of services provided; and height indicating coverage in terms of the extent of financial protection. 
[bookmark: _Toc242549889]Broad Objectives of Assignment
The overall aim of the proposed assignment is to collate and synthesize information on the current situation, and possible future alternatives relating to Universal Coverage framework for Kenya, which would then guide development of the strategy and road map for attaining Universal Coverage in its three dimensions of:
1) Population coverage; 2) Services and; 3) Direct costs.

[bookmark: _Toc242549890]Specific Objectives
The specific objectives of the assignment will be to:
· Conduct a comprehensive situation analysis of the status of universal coverage in Kenya with regard to aspects of equity, and access, and the scope of services under the Kenya essential package of health. 
· Assess different schemes currently offering the entire Kenya Essential Package of Health or a part of the defined KEPH services and assess which services of the KEPH are currently used by which share of the population.
· Propose a set of options the Country can apply across the different elements of the Universal Coverage Conceptual Framework to achieve the goal of UHC in the different aspects as defined by the Kenyan Health Financing Policy.

[bookmark: _Toc242549891]Methodology (Proposed Approach)
In conducting the situational analysis two methods will be used; a review of existing literature and key informant interviews.

The review of existing documents will include both published and grey literature. For published literature an Internet search of PubMed and Google search will be conducted using MESH Terms. The review of grey literature including government and stakeholder reports, conference proceedings, evaluation reports, and university abstracts. The consultant will rely on members of the UHC technical working group (TWG) to identify and provide grey literature. The bibliography of reviewed documents is found in appendix.

Key informant interviews will be done with the actors involved in healthcare financing, health care provision, health policy in Kenya operating primarily at national level. Interviews will be carried out to capture informants’ views on; equity of access, quality of health services and financial risk protection at the national and program level. The primary objective will be providing a sense of stakeholder concerns and interests concerning the broad policy direction of reforms on UHC that would promote health system equity, quality of care and financial risk protection.


The situation analysis, will endeavour to define the current context, contextual factors and other direct or indirect factors that have contributed; Define the current problem and the gap that exists and what is needed; Identify research that can identify significant features of the defined policy problem(Collins, 2005). 

[bookmark: _Toc242549892]Expected deliverables of the assignment 
· Inception Report
· Draft Report
· Final Report

[bookmark: _Toc242549893]Sampling Strategy and data collection
The sampling for the key informant interviews will be purposive. Key informants will be persons who have unique skills or professional background related to the issue of universal coverage in healthcare. It is expected that about 15 interviews will be conducted. A list of proposed interviewees is included in appendix. Kenya informant interviewees will be contacted first by letter and phone and appointments set up. Interviews are expected to take no more than 30-45 minutes each. 

[bookmark: _Toc242549894]Data Analysis 

The resulting notes will be typed into Microsoft word and analyzed for emergent themes to enrich, fill the gaps of data from the desk review and prepare possible options and solutions to increasing universal coverage. 

[bookmark: _Toc242549895]Preliminary Findings of the Desk Review
[bookmark: _Toc242549896]Background

A review of the current situation of universal health coverage requires an understanding of the context of Kenya’s health sector and how it compares to global trends and other contextual factors that influence the health policies and strategies existing. This section presents the background context. 

A steady economic growth is important for increasing health financing coverage as it enhances the capacity of citizens to make contributions. In economic growth Kenya lags behind its neighbours and is below average for East Africa (Figure 1). 


[bookmark: _Ref242527649]Figure 1: Economic Growth Rates-East Africa Countries 2010-2012

Selected economic indicators provide a picture of Kenya’s economy,(Table 1). 

[bookmark: _Ref242528239]Table 1: Kenya. Selected economic indicators 
	Selected Socio-economic Indicators 
	2007
	2008
	2009
	2010
	2011

	Real GDP Growth (%) 
	7.1 
	1.7 
	3.1 
	5.2 
	6.4 

	Inflation (%) 
	9.8 
	26.2 
	10.1 
	5.9 
	5.0 

	Revenue and grants as % of GDP 
	22.3 
	24.4 
	22.3 
	22.5 
	22.6 

	Expenditure as % of GDP 
	29.3 
	32.0 
	30.3 
	28.4 
	28.3 

	Budget deficit as % of GDP 
	-4.2 
	-6.0 
	-6.6 
	-4.5 
	-4.2 

	Total public debt as % of GDP 
	41 
	40 
	45 
	44 
	44 

	(Source: 09/10 Kenya Budget Notes, Ministry of Finance)



Kenya’s population was reported at 38.6 million by the Kenya Population and Housing Census of 2009, with a projected annual growth rate of 2.9 percent. Individuals under 20 years of age account for about 60 percent of the population. The average age in Kenya is just 19 years of age. Kenya’s large share of youth population provides an opportunity for a demographic dividend provided the government invests in the human capital formation of its youth.

Kenya had a per capita gross domestic product of Kenya shillings 38,970 in 2011(Kenya National Bureau of Statistics, 2012). Over 67% of the population lives in the rural areas and over 60% are dependent on rain-fed agriculture for survival. Kenya’s unemployment rate is estimated at 40%, which is catastrophically high for a country whose population is growing rapidly. 40% of Kenyans account for 13% of national economic output pointing to significant economic disparities in the Country. Wealth in Kenya is also distributed inequitably, with the richest quintile earning 51.2 percent of national income while the poorest quintile earns only 5.6 percent of national income. The majority of the very poor lives primarily in rural areas (75 percent), but there are also large numbers of urban poor living in informal peri-urban settlements(The World Bank, 2010).

Kenya’s health sector is currently guided by Kenya Heath Policy (KHP 2012-2030), the follow up to Kenya Health Policy Framework (KHPF 1994-2010). The current policy is guided by Vision 2030 and the new Constitution 2010. KHP 2012-2030 focuses on six objectives (Table 1), to attain the overall government’s goals in health taking into account the different roles of county and national levels of government in health service delivery (Ministry of Medical Services Ministry of Public Health and Sanitation, 2012). 

[bookmark: _Ref242450921]Table 2: Six Policy Objectives of Kenya Health Policy 2012 – 2030 
	Policy Objectives
	Select Strategies

	1. Eliminate communicable conditions 

	· Attain universal access to preventive health services addressing major causes of the disease burden due to communicable conditions;
· Ensure quality of care in provision of the preventive and promotive services addressing major causes of the burden due to communicable conditions;

	2. Halt and reverse the rising burden of non communicable conditions 
	· Ensure universal access to interventions addressing recognized non communicable conditions in the country

	3. Reduce the burden of violence and injuries
	· Ensure universal access to quality emergency care (curative and rehabilitative)

	4. Provide essential health care
	· Scale up physical access to person-centred health care by prioritizing solutions targeting hard to reach, or vulnerable populations;
· Ensure provision of quality health care, as defined in the norms and standards and guidelines, and by users;

	5. Minimize exposure to health risk factors
	· Strengthen mechanisms for screening and management of conditions arising from health risk factors at all levels;

	6. Strengthen collaboration with other sectors that have an impact on health.
	· Security and justice: ensure enhanced security and fair justice system important in managing access to food, water and sanitation, housing, employment opportunities, and other determinants of wellbeing; 
· Education and early life: enhance education of both women and men to promote their abilities to address challenges relating to health;
· Agriculture and food: promote considerations of safety in food production systems, manufacturing, marketing and distribution;
· Nutrition: ensure adequate nutrition for the whole population through promotion of proper nutrition practices;



The theme running through the policy objectives is the need for universal coverage in achieving the required health status as envisioned in Vision 2030 (Ministry of Planning and National Development, 2007).

The KHP 2012-2030 is intended to build on the earlier health policy framework, a review of which brought out a number of weaknesses in its’ implementation. Key among these weaknesses were a lack of critical mass and other inputs at central MOH to develop and facilitate the implementation of health policy. In addition accountability and democratic participation in health policy dialogue was weak leading to poor dissemination and implementation of new policies and guidelines,(Kenya Institute for Public Policy Research and Analysis, 2010). The KHPF 1994-2010 with a strategic theme of ‘investing in health’ was implemented through three successive five-year strategic plans, (Table 2).

[bookmark: _Ref242525168]Table 3: Strategies in Implementing Kenya Health Policy Framework 1994 -2010
	Policy 
	Kenya Health Policy Framework 1994 2010

	Strategic Plan 
	KHPF Implementation Plan 1996 - 1999
	National Health Sector Strategic Plan I
1999 - 2004
	National Health Sector Strategic Plan II
2005 - 2010

	Key Achievements 
	
	
	Development of Kenya Essential Package for Health (KEPH)



The results of these plans have been a modest achievement in health goals as outlined in the Kenya demographic Health Survey 2009. Mortality levels and trends provide good measures of the health status of a population. Under-five mortality dropped from 74 deaths per 1,000 births in 2003 to 52 deaths per 1,000 live births in 2009. HIV/AIDS remains the leading cause of death accounting for about 30% of all deaths reported,(Kenya National Bureau of Statistics and ICF Macro, 2010).

[bookmark: _Toc242549897]Equity in access to health services 

There is no single, universal theory of equity, but it is widely agreed that equity implies equality. Equity in health care requires that patients who are alike in relevant respects be treated in like fashion; and that patients who are unlike in relevant respects be treated in appropriately unlike fashion, horizontal and vertical equity respectively(Culyer, 2001). Every person should be able to achieve his/her optimal health status, without discrimination. Disparities in health and its determinants are the metric for assessing health equity, the principle underlying a commitment to reducing disparities in health and its determinants; health equity is social justice in health(Braveman et al., 2011).

The Constitution, in section 43 (Chapter 4 – Bill of Rights) is explicit on the requirement for every citizen to enjoy the right to economic and social rights as well as the Government’s responsibility in ensuring that these rights are protected(The Constitution of Kenya 2010, 2010). Social health insurance may be considered as one of the means to achieving these economic and social rights. Currently, Kenya does not have a mechanism to fully protect these rights. For instance, the Country does not have an indigent scheme, nor is social security fully provided for. Consequently, future policies must be implemented to ensure that these rights are achieved(Deloitte Consulting, 2011a). 

Kenya’s Vision 2030 Kenya’s Vision 2030 is the country’s development blueprint that aims to transform Kenya into a newly industrialising, “middle-income country providing a high quality life to all its citizens by the year 2030”. The Vision is based on three “pillars”: the economic, the social and the political pillars. The health sector is included in the social pillar and aims to improve the overall livelihoods of Kenyans by providing an efficient and high quality healthcare system with the best standards. One of the key strategic projects envisaged under the Vision 2030 is the implementation of a social health insurance scheme to promote equity and access to healthcare financing(Ministry of Planning and National Development, 2007).

Crucial issues are the equity implications of different financing mechanisms, and patterns of service use. Physical and financial barriers to service access must be addressed if universal coverage is to become a reality(Mills et al., 2012). An indicator of access to healthcare is antenatal care (ANC). Approximately 92 percent of women in Kenya receive antenatal care from a medical professional, either from doctors (29 %), or nurses and midwives (63 %). However only 43% of births are attended by a skilled health provider. These averages mask considerable differences geographically with births in Nairobi province three times more likely have a skilled health provider compared to western province. Quality of care as indicated by proportion of newborns that receive newborn interventions in health facilities indicate possible reasons for poor health status (Table 4). There is inequity not only in the overall health status indicator (mortality) but in health service delivery indicators as well. 






[bookmark: _Ref242532922]Table 4: Select Health Service and health indicators by Province
	Province
	% Skilled Delivery 
	Health Facility Performed essential elements of newborn care
	Under 5 Mortality Rate

	Nairobi
	89
	69
	64

	Central 
	74
	68
	51

	Coast
	46
	28
	87

	Eastern
	43
	24
	52

	Nyanza
	45
	43
	149

	Rift Valley 
	34
	65
	59

	Western
	26
	26
	121

	North-Eastern 
	32
	32
	80



The adoption of the Kenya Essential Package for Health (KEPH) constitutes a paradigm shift in the delivery of health services. The KEPH approach integrates health programs into a single package that focuses on interventions to improve health in each of six defined cohorts of the human development cycle, and to organize the delivery of services around well-defined levels of care,(Ministry of Public Health and Sanitation, 2008). The challenge is overcoming geographical disparities. For example, nationally, About 22.5 per cent of illnesses are diagnosed by a medical worker at a health facility, with self-diagnosis (36.1%) followed by diagnosis by other household member with no medical training (23.7%) being the leading forms of diagnosis of illnesses. Broken down by provinces, self- diagnosis is lowest in Central Province (30.9%) and highest in Western (45.8%) and Nyanza (39.6%) Provinces where, there is high prevalence of morbidity,(Kenya National Bureau of Statistics, 2006).

[bookmark: _Toc242549898]Financial-risk protection 

Health financing approaches are central to universal coverage. The goal of health financing is to raise sufficient financial resources to fund healthcare delivery, while ensuring equity and efficiency in resource mobilisation, allocation, and utilization. 
The way funds are collected, pooled, and used to purchase or provide services should be carefully considered to ensure that population needs are addressed under a universal health system. Without proper health care financing strategies, no government can hope to successfully meet the health needs of its citizens. Financial-risk protection is meant to protect households against catastrophic expenditure. The widely used measure is defined as out of pocket (OOP) exceeding 40% of household non-subsistence spending within a one-month period. However, the Kenya integrated household survey does not capture health expenditures at household level. 

The Kenyan health sector relies heavily on out-of-pocket payments. Government funds are mainly allocated through historical incremental approach. The sector is largely underfunded and health care contributions are regressive (i.e. the poor contribute a larger proportion of their income to health care than the rich). Health financing in Kenya is fragmented and there is very limited risk and income cross-subsidisation,(Chuma & Okungu, 2011).

Between 2001/02 and 2009/10, total health expenditure (THE) increased by 49% from Ksh 82.2 billion (US$1,046 million) in 2001/02 to Ksh 122.9 billion (US$1,620 million). Despite population growth, THE per capita also increased, from $34 to $42 in the same period. However, THE as a percentage of the Gross Domestic Product (GDP) has remained nearly constant, at 5% with government health expenditures as a percentage of total government expenditures declining from 8 % in 2001/02 to 4.6 percent in 2009/10. Over the same period, donors contribution doubled from 16% to 35%(Ministry of Medical Services & Ministry of Public Health and Sanitation, 2010). The significance of donor funding is that it is concentrated in the priority diseases; HIV/AIDS, Malaria and Reproductive Health. 


Figure 2: THE on Priority Expenditure Areas , NHA 2009/10

Donors continue to finance the bulk of HIV/AIDS expenditures, although their contributions as a percentage of THEHIV have declined from 70 percent in 2005/06 to 51 percent in 2009/10. The government’s contribution to HIV/AIDS expenditures has increased from 7 percent of THE in 2005/06 to 21 percent in 2009/10, due largely to increased expenditures in level 4-6 facilities, which were apportioned to obtain un-earmarked funding to HIV/AIDS(Ministry of Medical Services & Ministry of Public Health and Sanitation, 2010).

Social health insurance is aimed at improving equity and access to healthcare. Only about 12% of THE is pooled, divided between the national hospital insurance fund (NHIF), private insurance companies and parastatals, (Table 5). 

[bookmark: _Ref242536601][bookmark: _GoBack]Table 5: Pooled Funds by Agent 2001/02 – 2009/10
	Agent
	2001/02
	2005/06
	2009/10

	Private Insurance
	3.8
	5.4
	6.7

	NHIF
	3.9
	3.7
	4.7

	Parastatals
	2.8
	1.3
	2.4



The estimated population coverage of insurance in 2010 is about 7.77 million (20% of population). Established in 1966, NHIF currently covers 2.8 million principal members for an estimated total of 6.6 million (including dependents); this accounts for 18% of Kenya’s population. The membership has been growing at an average of 13.5% per annum for the last few years. The membership has grown fastest in the informal sector though it still accounts for only 19% of the total membership of the Fund (i.e. as at FY 2010, 523,000 informal sector members out of 2,800,000 total members). The year-on-year growth for informal sector members has averaged 38% in the last 5 years and 10% for formal sector members. The informal sector which constituted 79.8% of total employment continued to form the bulk of total jobs created (433.5 thousand jobs).The formal sector’s compliance rate is estimated by NHIF to be close to 100% and therefore any additional growth is likely to be from the informal sector rather than the formal sector which in Kenya is stagnant with membership saturated and compliant,  (Deloitte Consulting, 2011a). 

Private health insurance schemes (excluding employer run schemes) have about 700,000 lives  (9%) and the Community based health funds (CBHF) estimated to cover 470,000 lives (6%).  The majority of these lives like those of NHIF are people in the formal sector(Deloitte Consulting, 2011b). NHIF therefore has about seven times the number of lives of other pooled funds despite only controlling a third of funds. The total funds in 2009 (excluding Employer in-house schemes) are summarized in the (Table 6):

[bookmark: _Ref242536823][bookmark: _Toc307401855]Table 6: Gross premiums written in 2009 by risk pool vehicle
	Risk Pooling Vehicle
	Total Contributions (2009 KES)
	Proportion %

	NHIF
	5,079,569,000
	36%

	Private Insurance Companies
	5,887,151,817
	42%

	Medical Insurance Providers (MIPs) 
	2,000,000,000*
	14%

	International Private  Insurance
	1,000,000,000*
	7%

	Community based health funds
	150,000,000*
	1%

	Total
	14,166,720,817
	100%


(*Estimates for MIP’s, CBHF and international private insurance)

Strong evidence suggests that CBHF and SHI provide financial protection for their members in terms of reducing their OOPS, and that they improve utilization of inpatient and outpatient services(Spaan, Mathijssen, Tromp, Mcbain, & Baltussen, 2012). The stated goal of moving towards an SHI platform requires a shift from the 12% of pooled funds and covering the 80% of population not currently covered by pooled funds. The challenge is that this population is found mainly in the informal sector and rural areas. Membership to a health insurance scheme in Kenya is related to level of education, level of income, whether one is in a rural or urban area and status of employment(Deloitte Consulting, 2011b). Therefore moving towards universal coverage through SHI and CBHF requires strategies that can capture the poor and relatively less educated Kenyans. Further no SHI system these days is financed entirely by payroll deductions anymore. Kenya has to follow examples of governments that have extended coverage to people who cannot pay, such as the poor and the unemployed, meeting or subsidizing their contributions from government tax or non-tax revenues(Doetinchem, Carrin, & Evans, 2010).

Further there is weak evidence that both SHI and CBHF have a positive impact on social inclusion as indicated by enrolment and utilization patterns among vulnerable groups(Spaan et al., 2012). Comparing Kenya with countries such as Rwanda (91% coverage) and Ghana (60% coverage) some of the enabling factors for increasing coverage rapidly include a strong pre-existing community-based healthcare financing system, strong solidarity concept, legal, regulatory and institutional reforms to mandate cover, government subsidies and donor support,(Deloitte Consulting, 2011b). For Kenya given the weak leadership, relatively low donor dependency, weak social cohesion, and the devolution of government as envisaged under the constitution SHI and CBHF require considering social engineering in order to work well.  

[bookmark: _Toc242549899]Limitations

· Given the time frame for the assignment it will not be possible to contact various authors considered to be experts in the field to provide possible elaboration and any unpublished literature that might have been useful for this exercise. 
· 
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[bookmark: _Toc242549901]Appendix 2: Proposed Key Informant Interviewees 



	
	Organization 
	Name

	Healthcare financing, 

	NHIF
	

	
	Major Private Insurance Co. (top 2) or AKI
	

	
	MIPS (top 2)
	

	
	
	

	Health care provision
	KEPSA
	

	
	CHAK – sec general
	

	
	Catholic Secretariat
	

	
	MOH - DMS
	

	
	County Health (Nairobi )
	

	Health policy

	
	

	
	University (public)
	

	
	University (private)
	

	
	NSSF
	

	
	Ministry responsible for social services
	

	
	Ministry of Finance 
	

	
	National Social Cohesion & Integration Commission 
	

	
	Donors  USAID, GIZ
	







Draft Data collection instruments



[bookmark: _Toc242549902]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





Economic Growth Rates East African Countries 2010-2012
Burundi	2010.0	2011.0	2012.0	3.8	4.2	4.2	Kenya	2010.0	2011.0	2012.0	5.8	4.4	4.6	Rwanda	2010.0	2011.0	2012.0	7.2	8.6	7.7	Tanzania	2010.0	2011.0	2012.0	7.0	6.4	6.5	Uganda	2010.0	2011.0	2012.0	6.1	5.1	4.2	EAC	2010.0	2011.0	2012.0	6.3	5.5	5.5	Annual % growth rate
TOTAL HEALTH EXPENDITURE ON PRIORITY AREAS, 2009/10
Other Health Services	HIV	Malaria	Reproductive Health 	TB	0.35	0.25	0.25	0.14	0.01	
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