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Foreword

Kenya is currently going through a pivotal moment in the journey towards 
Universal Health Coverage (UHC), with the introduction of transformative 
health financing reforms. The Health Financing Progress Matrix (HFPM) is an 
instrument developed by the World Health Organization (WHO) Department of 
Health Financing & Economics. It assesses a country’s health financing system 
against a set of evidence-based benchmarks that were identified as being key 
in making progress towards UHC. Thus, the HFPM signals the direction in which 
the various aspects of the health financing system need to be developed. 

This comprehensive HPFM report thoroughly explores Kenya’s health financing 
landscape. It provides an in-depth analysis of the current state of affairs and 

sheds light on required strategic changes in health financing. The report points out the need to improve public 
financial management within the health sector, for more efficient financial systems. It focuses on better resource-
raising and utilization mechanisms. The matrix highlights the need for consolidation of fragmented health financing 
arrangements, for a more efficient health system. It also emphasizes the need for enhancing strategic purchasing 
of health services, to improve the overall efficiency and quality of care. Additionally, the report stresses the critical 
role of leveraging data and information systems for more evidence-based informed decision-making. These 
recommendations are crucial for advancing Kenya’s health financing system and moving closer to the UHC goal.  
 
The Ministry of Health is thankful to the staff, county government, development and implementing partners, and 
other health stakeholders, especially in the health financing space, who contributed to various aspects of developing 
this report. The successful implementation of the recommendations is vital for the matrix to translate into tangible 
benefits for our population. Implementation will be achieved through a collaborative effort from all stakeholders to 
contribute to our goal of accessible, affordable, and quality health care for all.

Dr. Deborah M. Barasa

CABINET SECRETARY
MINISTRY OF HEALTH
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Executive Summary

Kenya introduced new health financing legislation in late 2023, the final design and implementation 
of which will determine whether key shortcomings of the health system will be addressed. The Health 
Financing Progress Matrix (HFPM) Kenya assessment, based on the situation in 2023, identified several areas where 
further progress is required to accelerate progress to UHC. Priorities for attention include addressing or mitigating 
the consequences of fragmentation, for example across the numerous health coverage schemes, making more 
effective use of data and information systems, and improving public financial management within the health sector.

The extent to which the Social Health Insurance Act, the Primary Health Care Act, the Digital Health Act, and the 
Facility Improvement Financing Act will address current health system performance weaknesses depends on both 
the details of policy design, and the effectiveness of implementation. Given the context of devolved decision-making 
for a substantial part of overall government health spending, a realistic health reform implementation roadmap 
should suggest mechanisms to bring about greater overall coherence in the system, identifying those features 
which can be established nationally while recognizing the limits of what can be imposed centrally. The Health 
Financing Progress Matrix assessment provides guidance to policy-makers, building on international experience and 
evidence, whilst at the same time reflecting the unique features and context of the Kenyan health system.

Recommended priorities for policy attention

1. Address fragmentation directly or mitigate its consequences
Financing arrangements are fragmented in multiple ways in Kenya: by level of public administration (devolution); 
through disease-specific health programme funding, often donor-supported; between the insured (public and 
private) and uninsured; and within the National Health Insurance Fund (NHIF), via multiple contributory and non-
contributory schemes. Most countries face major challenges to reduce fragmentation directly because of the political 
dimension of doing so. However, the new legislation adopted in Kenya will partially address this by consolidating 
some of the current schemes/funding pools within the Social Health Authority (SHA), which supplants the NHIF. 
As further detailed below, important directions for reform are to (a) make different funding sources more explicitly 
complementary in terms of the way providers are paid, and (b) unify underlying data systems on health service use 
under public management, regardless of coverage scheme or programme. 

A foundational step for this is to develop a unified benefits framework for the entire population, within which the 
different coverage programmes can be embedded, aiming to minimize gaps and overlaps while ensuring universal 
service guarantees. The new legislation offers this possibility but requires getting certain key design elements right 
to ensure the necessary foundation for the ongoing process of coverage expansion. In particular, it means taking 
forward an implementation roadmap for the new legislation with the following two key directions in mind:
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a) Ensure that the 3 “funds” (PHC, SHI, and Chronic Illness and Emergency) under the management of 
the SHA use, one common information platform on patient contacts which serves each of these coverage 
programmes. The unified authority would manage the data on behalf of the entire system, for multiple purposes 
ranging from routine operations to informing policy development, more specifically to: (1) enable the purchasing of 
services by the SHA to become more strategic over time; (2) simulate the financial implications of various coverage 
expansion options based on historical utilization patterns; (3) inform wider health policy challenges and strategies, 
particularly for quality improvement; (4) improve tracking and monitoring of performance, as well as public reporting 
and accountability. In other words, the data of the provider payment system is about much more than the payment 
of claims. Data are at the core of creating a learning, adaptive system, and need to be under the direct management 
of the government, with arrangements that facilitate co-utilization of the data by the SHA and the Ministry of Health.  
This unified approach to data management should also be used as the foundation for donor-related funds, including 
disease-specific programming.  These funds remain uncoordinated and lack transparency, which has clear efficiency 
and sustainability concerns, particularly in light of diminishing donor resources.

Priority actions to enable unified and dynamic governance of health financing:
•  Analyse existing patient contact and population data as basis for creating unified reporting forms (national 

standards) and platform to serve all schemes and programmes.
•  In concert with the Ministry of Health, develop an overall performance monitoring and tracking strategy, 

drawing as much as possible on routine financial, service use, and population data, and that incorporates donor-
related accountability processes.

•  Develop governance arrangements for SHA so that it can best fulfil its function as an executing agency for 
health financing policy, including its role relative to the Ministry of Health, county representation, and public 
reporting and accountability requirements. For the latter, review good practice examples to inform decisions on 
what can be included in Kenya’s annual SHA performance report.

b) Universalize PHC services through non-contributory entitlement for the entire population. This 
would be defined by specific levels of service delivery to enable population understanding. The SHI fund would be 
contributory, though with some population groups or services fully subsidized to provide the foundation for future 
pro-poor policy choices as more funding becomes available. Although the international evidence on the limits of 
contributory-based entitlement in contexts of high labour force informality is clear, current fiscal constraints mean 
that not all the coverage programmes can be fully funded from general revenues. Framing the benefits as one 
programme with different entitlements, rather than several distinct programmes, offers the potential to support 
decisions on how to make different funding streams more explicitly complementary. In a context of, at best, slow 
growth in public spending on health and the risks inherent in dependence on external funding, moving towards 
explicit complementarity in the detailed design and funding arrangements for these schemes and programmes 
would enable progress on both levels and inequalities of service coverage and financial protection to be sustained. 

Universal non-contributory benefits would provide the foundation for a unified, more efficient system from which 
there would be, broadly speaking, three directions for expansion of coverage (and reduction of financial barriers and 
out-of-pocket spending) over time:
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i.  increase the scope of PHC services (and medicines) for all
ii.  increase the scope of the chronic illness and emergency services and medicines covered explicitly, for all
iii.  expand population affiliation to the SHI programme through expanded subsidies for defined vulnerable groups 

as well as any contribution collections, though expectations about what can be raised through contributions 
should be tempered, given extensive international evidence that this does not work well in contexts of high 
informality

Real planning for complementarity must also consider the disease control programmes and the financial role of 
county governments. This unified benefits framework can be used to bring coherence to currently fragmented 
donor funds and how they support service delivery.  Additionally, it can harmonize the currently disconnected and 
uneven approach to user fees.  All future options would be facilitated by the data on service use patterns (from point 
i) above) and fiscal scenarios.

Priority actions to enable complementarity and positive dynamic through a unified benefits framework:
•  decision on the universal, non-contributory nature of core PHC and chronic and emergency benefits, in line 

with global evidence and the specific experience of Kenya
•  develop a strategy for explicit complementarity based on a detailed review of funding flows and sources for 

specific services, and for inputs (e.g. salaries) funded from different sources (national Ministry of Health, disease 
programmes including external flows, county governments, NHIF contributions)

•  develop an agreement or framework on the role (e.g. what services or facilities) that direct funding by county 
governments will play

•  design the scope of services, or the facility level, to be covered by the universal PHC fund with estimated 
budgetary requirements

•  define an initial set of explicit services to be included in the Chronic Illness and Emergency Fund and develop 
regulations which require cost–effectiveness and budget impact analysis (HTA) for any future proposed changes 
or additions to that package.

•  develop the means to communicate in simple terms the various benefits of the coverage programmes, including 
whether they are free of charge, or otherwise that there are explicit limits on any co-payments for services or 
medicines, and that these are defined in fixed amounts, rather than as a percent of the bill.

2. Make health budgets work better for UHC by addressing PFM challenges
Any meaningful health financing reform will be driven by an improved ability to match government budget 
revenues to priority services and populations (as reflected in a benefits package), to create incentives for counties to 
spend more and better on health, and to enable public sector providers to directly receive, manage, and account for 
funds. The HFPM identifies specific aspects of public financial management (PFM) in the health sector where Kenya 
can drive improvements, including the alignment of more flexible budget execution processes with the structure of 
programme budgets, improving the predictability and transparency of fund flows from centre to county to health 
facilities, and increasing managerial flexibility for public sector health facilities. The Facility Improvement Financing 
Act offers the potential to address the managerial flexibility aspect of this, and this could also improve budget 
execution and the flow of funds, but only if it results in real PFM changes in county health facilities.
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Priority actions to align PFM and health financing reforms:
•  Identify the PFM changes, as well as the guidance and support (e.g. facility financial management tools) that 

need to accompany the Act so that providers, as well as county and sub-country governments, have the ability 
to directly receive, manage and account for funds. Managers should be progressively freed from line-item 
controls (beginning with non-salary items). Aim for unified financial accounting at provider level so that they 
have one system to report on all funding sources and coverage programmes, with tagging as needed. Develop 
standard reporting formats.

•  Use existing intergovernmental consultative forums for engaging with county governments and CECs to 
develop a joint implementation roadmap for these changes, linking to broader discussions of the flow of central 
government funds to counties, including but not limited to health-specific grants.

•  Set benchmarks for the gradual extension of financial flexibility (“autonomy”) to more non-salary budget lines. 
Monitor implementation to identify any problematic issues.

•  Review programme budget structure to determine if changes are needed to align with the “three funds” of the 
benefits package managed by the SHA.

3. Create enabling environment for harmonizing national health policy implementation in the 
context of devolution

A current challenge to development and implementation of coherent national health reform strategy is devolution: 
the centre cannot dictate the actions of the counties. At the same time, there are instruments available that some 
countries in similar contexts have used to enable greater coherence through a collaborative approach. These are 
important for Kenya to consider, as it will be difficult to realize the benefits of the planned reforms if there is only 
limited buy-in from the counties (or if only a few counties align). In particular, making better use of information 
and data analysis to support ongoing communication and engagement will be central to the approach. Common 
standards for performance monitoring will be especially valuable given the likelihood that counties do not all move 
at the same pace or implement the same way.

Priority actions to enable greater harmonization of county and central government approaches:
•  develop a standardized health system performance assessment reporting framework through a collaborative 

effort of the national Ministry of Health and the county health authorities, that also considers external funding 
priorities. 

•  bring a more systematic approach to existing intergovernmental consultative fora to review performance on 
key indicators, and to exchange experiences with respect to addressing key challenges and the implementation 
of reforms. Build on and use administrative data from the new provider payment systems as well as other 
analyses (e.g. National Health Accounts, household survey analyses, Public Expenditure Tracking surveys) to 
provide the data analysis required for the comparative performance assessment and learning across counties. 

Dr. Patrick Amoth, EBS
Director General, Ministry of Health
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About the Health Financing Progress 
Matrix

The Health Financing Progress Matrix (HFPM) is WHO’s standardized qualitative assessment of a country’s health 
financing system. The assessment builds on an extensive body of conceptual and empirical work and summarizes 
“what matters in health financing for Universal Health Coverage (UHC)” into nineteen desirable attributes, which 
form the basis of this assessment.

The report identifies areas of strength and weakness in Kenya’s current health financing system, in relation to the 
desirable attributes, and based on this recommends where relevant shifts in health financing policy directions, 
specific to the context of Kenya, which can help to accelerate progress to UHC. 

The qualitative nature of the analysis, but with supporting quantitative metrics, allows close-to-real time 
performance information to be provided to policy-makers. In addition, the structured nature of the HFPM lends 
itself to the systematic monitoring of progress in the development and implementation of health financing policies. 
Country assessments are implemented in four phases as outlined in Fig. 1; given that no primary research is required, 
assessments can be implemented within a relatively short time-period. 

Fig. 1: Four phases of HFPM implementation

PHASE 1

PREPARATION

PHASE 2

CONDUCTING THE 
ASSESSMENT

PHASE 3

EXTERNAL 
REVIEW

PHASE 4

REPORT 
FINALIZATION & 

PUBLICATION
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Phase 2 of the HFPM consists of two stages of analysis:

•  Stage 1: a mapping of the health financing landscape consisting of a description of the key health coverage 
schemes in a country. For each, the key design elements are mapped, such as the basis for entitlement, benefits, 
and provider payment mechanisms, providing an initial picture of the extent of fragmentation in the health 
system.

•  Stage 2: a detailed assessment based on thirty-three questions of health financing policy. Each question builds 
on one or more desirable attribute of health financing and is linked to relevant intermediate objectives and the 
final goals of UHC.

Countries are using the HFPM findings and recommendations to feed into policy processes including the 
development of new health financing strategies, the review of existing strategies, and for routine monitoring of 
policy development and implementation over time. HFPM assessments also support technical alignment across 
stakeholders, both domestic and international.

Further details about the HFPM are available online: https://www.who.int/teams/health-systems-governance-and-
financing/health-financing/diagnostics/health-financing-progress-matrix

https://www.who.int/teams/health-systems-governance-and-financing/health-financing/diagnostics/health-financing-progress-matrix
https://www.who.int/teams/health-systems-governance-and-financing/health-financing/diagnostics/health-financing-progress-matrix
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About this report

This report provides a concise summary of the Health Financing Progress Matrix assessment in Kenya, identifying 
strengths and weaknesses in the health financing system, and priority areas of health financing which need to be 
addressed to drive progress towards Universal Health Coverage (UHC). Findings are presented in several different 
summary tables, based on the seven assessment areas, and the nineteen desirable attributes of health financing. 
By focusing both on the current situation, as well as priority directions for future reforms, this report provides an 
agenda for priority analytical work and related technical support. The latest information on Kenya’s performance in 
terms of UHC and key health expenditure indicators, are also presented. Detailed responses to individual questions 
are available on the WHO HFPM database of country assessments or upon request. 

This HFPM assessment was conducted during 2023 (see Methodology and timeline section) and hence reflects the 
situation during that time. This Report is, however, published following new legislation relating to health insurance, 
passed in late September 2023. Whilst the high-level findings and recommendations recognize the intentions and 
potential implications of the legislation, they are based on and reflect the actual situation in 2023. As such this 
assessment provides a pre-reform baseline and can be updated to monitor the effects of the new legislation.

For additional information about this report, please contact the Ministry of Health, Department of Health Financing:

Ministry of Health
Afya House, Cathedral Road
PO Box 30016 Nairobi 00100
http://www.health.go.ke
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Methodology and timeline

Kenya planned and initiated the Health Financing Progress Matrix (HFPM) assessment jointly with the African Union 
Health Financing Tracker, a complementary assessment which compiles a number of indicators related to health 
financing.

The HFPM assessment followed the methodology and technical guidance provided in WHO’’s HFPM Country 
Assessment Guide. The assessment involved the review of key policy documents as well as health financing 
legislation. In Stage 1 of the assessment, the consultant together with the Health Financing Technical Working 
Group developed a landscape of the major health coverage arrangements or schemes in the country using the 
criteria provided on pages 11-13 of the Country Assessment Guide. Stage 2 of the assessment was based on 33 
questions as outlined on pages 16 and 17 of same guide.

The bulk of the assessment was carried out at a workshop held from 11th to 14th April 2023. The first validation 
workshop was held on 1st August 2023 and a second validation workshop held from 25th to 29th September 2023. 

The Principal Investigator was Mr Eric Tama, MPH, health economist and lecturer at Strathmore University, Nairobi, 
Kenya. Hired as an external consultant through a WHO procurement contract, the relevant declaration of conflict of 
interest was managed as part of the processes related to this contract.

The external review process was conducted through November 2023; two health financing experts, Professor Sophie 
Witter and Dr Daniel Mwai, who were not involved in conducting the assessment, independently reviewed the 
question responses and proposed scores, consolidated their feedback and discussed with the Principal Investigator. 
As a results of the external review, further clarifications to the assessment have been made, and scores were revised 
for four questions. 
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Universal health coverage (UHC) 
performance in Kenya

Sustainable Development Goal (SDG) indicator 3.8.1 relates to the coverage of essential health services. It is a service 
coverage index (SCI) with a score between 0 and 100 defined as the average coverage of essential services based on 
tracer interventions that include reproductive, maternal, newborn and child health, infectious diseases, and services 
for noncommunicable diseases, as well as indicators of service capacity and access. A low score means high unmet 
need. In Kenya, the UHC coverage index has been on an upward trend from a score of 28 in 2000 to a score of 53 in 
2021. However, the country is still lagging below the average for lower middle-income countries which stands at 58.

Fig. 2: Service coverage index trend in Kenya 2000 – 2021

Source: Global Health Observatory (https://data.who.int/indicators/i/9A706FD, accessed 1 May 2023)

For some service components of the index, it is possible to obtain disaggregated information, as shown in Fig. 3, to 
get a picture of inequalities in access, which have decreased over time.

28
34

44
50 52 51 53

48
54

47
54 56 59 58

2000
2001

2002
2003

2004
2005

2006
2007

2008
2009

2010
2011

2012
2013

2014
2015

2016
2017

2018
2019

2020
2021

Kenya LMIC (avg)

https://data.who.int/indicators/i/9A706FD


2

Fig. 3: Antenatal care and DPT3 coverage by quintile in 2014 

Fig. 4: Percent of population with household out-of-pocket health spending on 
health greater than 10% of household budget

Source: WHO Global Health Observatory indicators (GHO | By indicator (who.int), accessed 25 May 2022) 

SDG indicator 3.8.2 relates to financial protection, measured in terms of catastrophic spending defined as the 
“proportion of the population with large household expenditure on health as a share of total household expenditure 
or income”. It is calculated using two thresholds: household expenditure on health greater than 10% of household 
budget or greater than 25% of the household budget. Using the 10% of household expenditure threshold, the 
proportion of the population that incurred catastrophic expenditure declined from 5.6% in 2005 to 5.2 in 2015. Also, 
the percentage of the population pushed below the $2.15 a day poverty line as a result of household out-of-pocket 
spending on health fell from 1.6% in 2005 to 1.3% in 2015. These numbers indicate that Kenya is doing better than 
the LMIC average, as indicated in the graph below.

Source: SDG 3.8.2 Catastrophic health spending (and related indicators) [online database]. Global Health Observatory. Geneva: World Health 
Organization; 2023 (https://www.who.int/data/gho/data/themes/topics/financial-protection, accessed 19 Jun 2023).
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Though not an official SDG indicator, an additional metric of financial protection looks at out-of-pocket health 
spending which leads to impoverishment. Indicators are defined as the proportion of the population pushed into, 
or further into, poverty as a result of out-of-pocket health spending. The poverty line used is the extreme poverty 
line, defined as 2017 PPP US$ 2.151 per person per day and where even the most basic standard of living is not 
guaranteed. In Kenya, the level of impoverishment due to out-of-pocket health spending has reduced over the years 
as depicted in Fig. 5.

Fig. 5: Percent of the population pushed below the $1.90 poverty line by household 
health expenditures

1 Purchasing Power Parity

Source: SDG 3.8.2 Catastrophic health spending (and related indicators) [online database]. Global Health Observatory. Geneva: World Health 
Organization; 2023 (https://www.who.int/data/gho/data/themes/topics/financial-protection  accessed 24 March 2023).
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Summary of findings and recommendations 
by assessment area

This section of the report presents a summary of the responses to each of the 33 questions in Stage 2 of the 
assessment, including the ratings for each against the four progress levels as outlined in Annex 1. These results 
reflect the discussions of the TWG workshop held in April 2023, that brought together various stakeholders to assess 
the country’s progress on each of the questions. The results were then presented back to the TWG for validation on 
1st August 2023 and have been revised to reflect the changes as proposed by the workshop participants.

HEALTH FINANCING POLICY, PROCESS & GOVERNANCE

Kenya has launched the Kenya Health Financing Strategy 2020-2030 (KHFS) to guide the country towards UHC and 
focuses on ensuring there is adequacy, efficiency and fairness in financing of health services. The President has 
recently signed a number of important health bills into law. The Social Health Insurance Act, 2023 that establishes a 
Social Health Authority to replace NHIF. The Act also creates three new funds. A Primary Health Care Fund, a Social 
Health Insurance Fund and a Chronic Illness and Emergency Fund. The Primary Health Care Act, 2023 that aims to 
strengthen preventive health services by co-opting 100,000 community health promoters. The Digital Health Act, 
2023 that aims to digitize health services and establish an Integrated Health Information System that is designed 
to manage health and health-related system data that provides the foundation for decision-making. This would 
improve data sharing, set standards for e-health, and personalize patient care, ultimately leading to enhanced health 
care quality and the empowerment of communities through telemedicine. And finally, the Facility Improvement 
Financing Act, 2023 aims to enhance the financial and managerial autonomy of public health facilities, and to ensure 
better resource management, service quality, and community involvement. 

Governance arrangements are in place, but accountability mechanisms remain unclear. There is need to have 
contractual arrangements instead of MoUs that do not have clear mandates on accountability. There are forums 
that are intended to bring various stakeholders in the health sector together, but the meetings do not take place as 
scheduled. 

Ministry of Health is implementing a digital health platform to harmonize data on health statistics and health 
expenditure to provide a mechanism of monitoring and evaluation of the health systems performance from a 
health systems integration view. The system has been piloted and is ready for national rollout. However, there is 
need to establish a health financing dashboard for clear indication of the health financing indicators across counties. 
The Digital Health Act, 2023 will improve data sharing and enhance monitoring and tracking of a variety of health 
indicators. 

The Ministry of Health needs to strengthen the mechanism to monitor and evaluate the implementation of the 
health care financing strategy. This will allow it to reflect on the policy implications by actions expected from the 
different stakeholders. Future NHAs, PET surveys, KHHEUS, annual and periodic Ministry of Health Reports, Annual 
Health Sector Working Group Reports, should be aligned to help strengthen tracking and evidence generation on 
the implementation status of the health financing strategy at both the national and county levels of government.
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Development of the draft road map on domestic resource mobilization for health plus the declarations from the 
National Health Financing Dialogue and from the recent push for UHC emphasize the importance of shifting to 
domestic sources of funds and reducing reliance on external sources of funding for health. 

REVENUE RAISING

•  The country has been making steady progress in increasing allocations to health but there is still room for 
improvement. Government expenditure on health has been increasing as donor funding has been falling 
indicating a commitment by the government to transition to domestic funding. Out-of-pocket share of current 
health expenditure has been increasing marginally indicating the need for increasing financial risk protection 
with OOPs still contributing over 25% of CHE which is higher than recommended, but relatively good for levels 
of public spending on health.

•  Alignment of plans with expenditure is a big challenge at the county level which compromises the predictability 
and stability of funding for health facilities. Occasional delays in the disbursement of funds to the counties 
from the national treasury remains a major challenge. However, the Facility Improvement Financing Act, 2023 
is intended to increase both operational and financial autonomy of public health facilities. If well implemented, 
this can contribute to improved fund flow and service delivery. 

•  The impact of existing health taxes (on alcoholic products, tobacco products and soft drinks) on behaviour 
change has not been significant with consumers opting for cheaper alternatives whose production is not 
regulated and sometimes are harmful to their health.  This suggests that the government should consider their 
re-design with the aim of improving health impact.

•  Kenya has a large informal sector whose contributions to the NHIF are voluntary and not income-rated 
hence making them regressive for many. This leads to low revenues, increases the risk of adverse selection 
and worsens inequity. Addressing this is one of the intentions of the Social Health Insurance Act, 2023, which 
has made contributions mandatory for all Kenyan with exemptions for the indigent and vulnerable groups 
of the population. The new Act proposes the use of a means testing approach to assess income on which 
contributions will be based.

POOLING REVENUES

•  The country’s pooling arrangements are fragmented due to the many schemes (including health programme 
funding) with different entitlements across the schemes. This has reduced the redistributive ability of the pools 
due to the relatively small and non-diverse pools. The non-harmonized benefits enhance inequity in access to 
services due to different entitlements across different pools.

•  Fragmentation in pooling has also led to high administrative costs leaving less funds for actual provision of 
health services. Consolidation of pools and harmonization of benefits is expected to increase the ability for risk 
and financial cross-subsidization and enhance financial protection and equity. The Social Health Insurance Act, 
2023 establishes a Social Health Authority to replace NHIF.

•  In order to address the problem of fragmentation in pooling, the Act has consolidated all the public pools 
currently managed by the NHIF into three new funds. A Primary Health Care Fund, a Social Health Insurance 
Fund and a Chronic Illness and Emergency Fund. When fully implemented, the intent is that this will reduce 
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fragmentation, enhance equity in entitlements and improve efficiency. Under this new Act, the government 
will provide coverage for the indigent and vulnerable persons, with the aim of enhancing equity in financial risk 
protection. 

PURCHASING & PROVIDER PAYMENT

•  There has been progress in moving away from passive purchasing towards strategic purchasing but the use 
PPMs has not been optimized to improve efficiency and quality of care. While various PPMs have been employed, 
the tracking and monitoring of performance indicators against which providers are paid is not done effectively. 
Contracting and empanelment of providers can be improved to ensure providers meet certain quality and 
efficiency standards. There is an opportunity for using data and information systems to improve tracking and 
monitoring of performance. Public facilities have less autonomy compared to private facilities which have more 
flexibility in use and management of resources and are better placed to improve their performance. The Facility 
Improvement Financing Act, 2023, is intended to give public facilities more autonomy and the Digital Health 
Act, 2023, and intends to enhance the use and sharing of data to improve quality monitoring and tracking. 

•  To ensure that the elements of quality of care and care coordination are efficiently and effectively implemented, 
there is need to align all policy documents that promote quality of care. Such documents include the Joint 
Health Inspection (JHI) checklist guidelines, Infection Prevention and Control guidelines, the Kenya Quality 
Model for Health (KQMH) Checklist guidelines. More effort is needed to align these metrics to the purchasing 
arrangements.

BENEFITS & CONDITIONS OF ACCESS

•  A Health Benefits Advisory Panel (HBAP) was established in 2018 to define and cost an essential benefit package 
and the process involved wide consultations with relevant stakeholders. The panel developed a criterion to be 
used to prioritize interventions to be included in the benefit package, and this criterion was later expanded and 
used by the NHIF. However, this criterion has not been well communicated to the public and their involvement 
was limited. The defined benefits were not aligned with the available revenues, available health services and 
purchasing mechanisms.

•  The current NHIF benefit package is costing more than what is pooled as suggested by the level of deficit. 
The SHI Act 2023 aims to address this on the revenue side by making contributions mandatory for every adult 
Kenyan and with the new contributions for the formal sector being based on a percentage of income. Means 
testing will be used to determine the contributions for those in the informal sector. It is hoped that the increased 
revenues arising from these efforts will be greater than the administrative costs of implementing them, thereby 
enhancing the resource envelope for the provision of the new UHC benefit package. A costing exercise has 
been conducted recently to determine the resource requirements of the new UHC benefits package.

•  It is critical that the resource requirement needs of the benefit package are matched to revenues taking into 
account the prevailing macroeconomic climate to ensure that service delivery and quality is not compromised, 
and financial risk protection is provided as intended. There are plans to institutionalize a HTA body which 
will have an elaborate process of determining future revisions to health services and products in the benefit 
package.
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PUBLIC FINANCIAL MANAGEMENT

•  A general PFM diagnostic analysis was completed in the last three to five years including a comprehensive 
Public Expenditure Review (PER) 2018 and a Public Expenditure and Financial Accountability (PEFA) assessment 
done in 2019. The PEFA assessment though is not sector specific. The country has adopted the use of program-
based budgets but there are challenges in budget execution. Predictability of funds is limited by delays in funds 
disbursement to the devolved units of government and by limited autonomy of health facilities.

•  The budgeting process is clear and there is optimal engagement between national and county governments 
but implementation and execution at the county level is not ideal. The Facility Improvement Financing Act, 
2023, seeks to enhance the financial and managerial autonomy of public health facilities for the purpose of 
ensuring better resource management and budget execution. Effective public participation and engagement is 
suboptimal due to limited access to resource tracking reports. There is need for increased sharing of such reports 
accompanied by awareness creation among the public on the importance and value of such engagements. 

PUBLIC HEALTH FUNCTIONS AND PROGRAMMES

•  Many health programmes are donor supported but this support has started to decline as a result of Kenya 
attaining LMIC classification. These health programmes are characterized by multiple programme-specific 
funding streams, with different payment mechanisms that fragment policy and complicate operations all the to 
service delivery level.

•  Most of the donor support is off budget that does not align to the government annual work programme (AWP) 
and the budget cycle, and rather have their own, disconnected and misaligned AWPs.  The lack of transparency 
and ring-fencing of these external funding flows poses clear sustainability concerns as donor funds reduce.

•  The uncoordinated and fragmented funding flows for disease programmes contribute to clear duplications and 
misalignments with respect to how these programmes operate within the context of Kenya’s overall health 
system.  While there are plans to move towards a more integrated system, several structural issues will need to 
be addressed.  As efforts are made to better coordinate and pool funding flows, priority areas for investment 
and integration across programmes include supply chains, human resource distribution and contractual 
arrangements, data and information systems, capacity of country governments to manage programmes, and 
overall service delivery coherence and integration.

•  There is budgetary allocation to IHR at different levels of government and sectors, though the resources set 
aside are inadequate and multisectoral coordination for budget execution is limited. Limited flexibility also 
hinders the rapid deployment of funds to the frontline in case of an emergency especially at the county level.
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Summary of findings and recommendations
Assessment area Summary findings Status

Health Financing 
Policy Process & 
Governance

•  Kenya has launched a health financing strategy that will guide the country towards UHC 
and focuses on how to ensure adequacy, efficiency and fairness in financing of health 
services. 

•  The regulatory and legal frameworks (the SHI Act 2023 and FIF Act 2023) are now in place 
to help in the implementation of the health financing strategy. 

•  Ministry of Health needs to strengthen the mechanism to monitor and evaluate the 
implementation of the health care financing strategy.

•  The draft road map on domestic resource mobilization for health should be fast racked 
and finalized to ensure government utility and ownership. 

Established

   

Revenue raising •  Government expenditure on health has been increasing as donor funding has been falling 
indicating a commitment by the government to transition to domestic funding. 

•  Out-of-pocket share of current health expenditure, though declining, still contribute over 25% of 
CHE. 

•  Alignment of plans with expenditure is a big challenge which compromises the predictability 
and stability of funding for health facilities. 

•  The SHI Act 2023 makes contributions mandatory for all Kenyans with exemptions for vulnerable 
groups of the population. If well implemented, this should lead to an increase in revenues and 
enhance equity in access to services.

•  Health taxes are in place, but they have had minimal impact on behaviour change with people 
opting for cheaper alternatives.

Established

   

Pooling revenues •  There is a high degree of fragmentation leading to reduced redistributive capacity and 
suboptimal financial risk protection. 

•  The non-harmonized benefits enhance inequity in access to services due to different 
entitlements across different pools. 

•  Fragmentation in pooling has also led to high administrative costs leaving less funds for 
actual provision of health services. 

•  If recently approved legislation leads to consolidation of pools and harmonization of 
benefits, it should increase the ability for risk and financial cross-subsidization and thus 
enhance financial protection and equity.

Progressing

   

Purchasing and 
Provider Payment

•  There has been progress in moving away from passive purchasing and strategic 
purchasing but the use PPMs has not been optimized to improve efficiency and quality of 
care. 

•  Payment methods remain disjointed and fragmented across health programmes, which 
requires greater coherence to better coordinate incentives.

•  Tracking and monitoring of performance indicators is not done effectively. Contracting 
and empanelment of providers can be improved to ensure providers meet certain quality 
and efficiency standards. 

•  To ensure that the elements of quality of care and care coordination are efficiently and 
effectively implemented, there is need to align all policy documents that promote quality 
of care.

Progressing

   

Benefits and 
conditions of 
access

•  Benefits are well defined and there is an elaborate process used to prioritize interventions 
to be included in the benefit package for UHC. However, this criterion has not been well 
communicated to the public and their involvement  in the benefit design process has 
been limited. 

•  There is need for more effort in educating beneficiaries about their entitlements and 
obligations under these new reforms.

Progressing
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Summary of findings and recommendations
Assessment area Summary findings Status

Public financial 
management

•  A general PFM diagnostic assessment has been conducted in the last 3 to 5 years. The 
country has adopted the use of program-based budgets but there are challenges in 
budget execution. 

•  The current Standard Chartered of Accounts (SCoA) is undergoing review to ensure 
standardization of codes used in the implementation of PBB by the National Treasury and 
partners.

•  Predictability of funds is limited by delays in funds disbursement to the devolved units of 
government and by limited autonomy of health facilities. 

•  The budgeting process is clear and there is engagement at national and county levels but 
engagement with the public is limited.

•  There is need for increased sharing of public expenditure reports accompanied by 
awareness creation among the public on the importance and value of such engagements.

Progressing

   

Public Health 
Functions and 
Programmes

•  Many health programmes are donor supported but this support has been declining. Most 
of the donor support is off budget and does not align with the overall government AWP.  
This funding is uncoordinated and highly fragmented across all levels of the health system.

•  The multiple, uncoordinated financing flows for health programmes drive many 
duplications and inefficiencies in how the disease programmes are structured within the 
context of the overall health system.  While there are plans to create greater coherence 
and integration, there remains an implementation gap.

•  There is budgetary allocation to IHR at different levels of government and sectors 
though the resources set aside are inadequate and multisectoral coordination for budget 
execution is limited. Limited flexibility also hinders the rapid deployment of funds to the 
frontline in case of an emergency.

Progressing
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Summary of findings and recommendations by 
desirable attributes of health financing

Policy process and governance
Desirable 
attribute GV1

Health financing policies are guided by UHC goals, take a system-wide perspective and prioritize and sequence strategies 
for both individual- and population-based services

Key areas of 
strength and 
weakness in 
Kenya

Kenya has launched the Kenya Health Financing Strategy (KHFS) that will guide the country towards UHC and focuses on ensuring there 
is adequacy, efficiency and fairness in financing of health services. The President has recently signed a number of important health bills 
into law. The Social Health Insurance Act, 2023 that establishes a Social Health Authority to replace NHIF. The Act also creates three new 
funds. A Primary Health Care Fund, a Social Health Insurance Fund and a Chronic Illness and Emergency Fund. The Primary Health Care 
Act, 2023 that aims to strengthen preventive health services by co-opting 100,000 community health promoters. The Digital Health Act, 
2023 that aims to digitize health services is expected to improve data sharing, set standards for e-health, and personalize patient care, 
ultimately leading to enhanced health care quality and the empowerment of communities through telemedicine. And finally, the Facility 
Improvement Financing Act, 2023, aims to enhance the financial and managerial autonomy of public health facilities to create an enabling 
environment for better resource management, service quality, and community involvement.

Recommended 
priority actions

The recent health financing reforms need to be well implemented for the benefits to be realized. There is also a need to use data and 
information more effectively to monitor the implementation of the KHFS.

Desirable 
attribute GV2

 
There is transparent, financial and non-financial accountability in relation to public spending on health

Key areas of 
strength and 
weakness in 
Kenya

Accountability mechanisms exist but these are not very clear, and the public is not sufficiently empowered to hold financing agencies 
accountable. The Digital Health Act 2023 will enhance information sharing improving monitoring and performance tracking.

The FIF Act 2023 aims to improve financial and operational autonomy of health facility and provide an opportunity for increased 
accountability from the health facilities.

Recommended 
priority actions

There is need to have contractual agreements on accountability rather than having MOUs that do not have very clear mandates on 
accountability.

Financial reports on public spending on health should be made publicly available and civic education done on the role and importance 
of the public in financial accountability. 

Desirable 
attribute GV3

International evidence and system-wide data and evaluations are actively used to inform implementation and policy 
adjustments

Key areas of 
strength and 
weakness in 
Kenya

The country conducts national surveys and assessments that generate crucial data. These include NHAs, KHHEUS, KDHS, PET surveys.  The 
Digital Health Act, 2023 seeks to digitize health services and improve data sharing which can be used in monitoring and tracking policy 
implementation.

Recommended 
priority actions

Future NHAs, PET surveys, KHHEUS, annual and periodic Ministry of Health Reports, Annual Health Sector Working Group Reports should 
be aligned to help strengthen evidence generation on the implementation status of the health financing strategy at both the national 
and county levels of government.

Revenue raising
Desirable 
attribute RR1

 
Health expenditure is based predominantly on public/compulsory funding sources

Key areas of 
strength and 
weakness in 
Kenya

Government spending on health has been increasing over the years, however out-of-pocket payments are still a significant source of 
funding.

The Kenya Health Financing Strategy targets to reduce the contribution of OOP payments to 10% by 2030 (KHFS 2020-2030). Currently, the 
country’s out-of-pocket expenditure stands at 20.9% of THE.

Recommended 
priority actions

Implementation of the KHFS and the recent health financing reforms should be monitored effectively to take early lessons that may be 
needed to inform any adjustments.
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Revenue raising
Desirable 
attribute RR2

 
The level of public (and external) funding is predictable over a period of years

Key areas of 
strength and 
weakness in 
Kenya

Kenya executes the Medium-Term Expenditure Framework (MTEF) planning and budgeting process every 3 yrs. Funding from partners 
providing on-budget support is predictable but that from partners providing off-budget support is unpredictable and not tracked.

Delays in the release of funds to county governments coupled with the lack of autonomy in public health facilities, compromises 
predictability. 

Recommended 
priority actions

Reduce or ideally eliminate the delays in releasing funds to county governments.

Implementation of the FIF Act should be closely monitored to identify progress and challenges with regard to the financial autonomy of 
public health facilities.

Desirable 
attribute RR3

 
The flow of public (and external) funds is stable and budget execution is high

Key areas of 
strength and 
weakness in 
Kenya

There are significant delays in disbursement of funds across levels. Delays in the release of funds to county governments coupled with the 
lack of autonomy in public health facilities, compromises stability and leads to low budget execution. 

Recommended 
priority actions

Timely disbursement of funds from the national treasury and from county treasury.

Implementation of the FIF Act, 2023, should be assessed in terms of its effects on  budget execution.

Desirable 
attribute RR4

 
Fiscal measures are in place that create incentives for healthier behaviour by individuals and firms

Key areas of 
strength and 
weakness in 
Kenya

There are sin taxes in place but their impact on behaviour change has not been significant. 

The impact of these taxes on behaviour change has however not been significant with consumers opting for cheaper alternatives whose 
production is not regulated and sometimes are harmful to their health.

Recommended 
priority actions

The government should consider re-design of health taxes with the aim of improving health impact through behaviour change.

Pooling revenues
Desirable 
attribute PR1

Pooling structure and mechanisms across the health system enhance the potential to redistribute available prepaid 
funds

Key areas of 
strength and 
weakness in 
Kenya

The country’s pooling arrangements are fragmented due to the many schemes with different entitlements across the schemes. This 
has reduced the redistributive ability of the pools due to the relatively small and non-diverse pools. The non-harmonized benefits 
enhance inequity in access to services due to different entitlements across different pools. Fragmentation in pooling has also led to high 
administrative costs leaving less funds for actual provision of health services.

Recommended 
priority actions

Implementation of actions to consolidate or harmonize pools (as per recently adopted legislation) should move forward with close 
monitoring of implementation across programme and schemes and levels of government.

Desirable 
attribute PR2

 
Health system and financing functions are integrated or coordinated across schemes and programmes

Key areas of 
strength and 
weakness in 
Kenya

The many schemes in place have led to non-harmonized benefits with different schemes having different benefits which are tied to 
contributions. This has led to inequities in service utilization.

Recommended 
priority actions

Actions to integrate or coordinate the various functions across health financing schemes or programmes should move forward, with 
ongoing analysis and feedback on the implementation process.
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Purchasing health services
Desirable 
attribute PS1

 
Resource allocation to providers reflects population health needs, provider performance or a combination

Key areas of 
strength and 
weakness in 
Kenya

Over the years, there has been significant progress in the allocation of public funds to providers, and to some degree, reflecting 
population health needs.

The has been progress in moving away from passive purchasing towards strategic purchasing but the use PPMs has not been optimized 
to improve efficiency and quality of care. While various PPMs have been employed, the tracking and monitoring of performance 
indicators against which providers are paid is not done effectively.

Recommended 
priority actions

Contracting and empanelment of providers can be improved to ensure providers meet certain quality and efficiency standards. There is 
an opportunity for using data and information systems to improve tracking and monitoring of performance.

Desirable 
attribute PS2

 
Purchasing arrangements are tailored in support of service delivery objectives

Key areas of 
strength and 
weakness in 
Kenya

The has been progress in moving away from passive purchasing to strategic purchasing but the use of contracting and PPMs has not 
been optimized to improve efficiency and quality of care. While various PPMs have been employed, the tracking and monitoring of 
performance indicators against which providers are paid is not done effectively.

Recommended 
priority actions

Contracting and empanelment of providers can be improved to ensure providers meet certain quality and efficiency standards. There is 
an opportunity for using data and information systems to improve tracking and monitoring of performance.

Desirable 
attribute PS3

 
Purchasing arrangements incorporate mechanisms to ensure budgetary control

Key areas of 
strength and 
weakness in 
Kenya

The has been progress in moving away from passive purchasing to strategic purchasing but the use of contracting and PPMs has not 
been optimized to improve efficiency and quality of care. While various PPMs have been employed, the tracking and monitoring of 
performance indicators against which providers are paid is not done effectively.

Recommended 
priority actions

Contracting and empanelment of providers can be improved to ensure providers meet certain quality and efficiency standards. There is 
an opportunity for using data and information systems to improve tracking and monitoring of performance.

Benefits and entitlements
Desirable 
attribute BR1

 
Entitlements and obligations are clearly understood by the population

Key areas of 
strength and 
weakness in 
Kenya

While benefits are clearly defined, there has not been adequate public awareness campaigns to educate the public on their entitlements 
and obligations.

Recommended 
priority actions

Increase efforts to raise awareness amongst the public drawing of successful experience in other sectors.

Desirable 
attribute BR2

 
A set of priority health service benefits within a unified framework is implemented for the entire population

Key areas of 
strength and 
weakness in 
Kenya

The benefit package only caters for NHIF members who constitute about 50% of the entire population but only 24% are active 
contributors. This largely includes Kenyans in the formal sector, a small proportion of the informal sector workers who are contributors 
and the sponsored population (through health insurance subsidies). This leaves out a significant population in the informal sector and the 
indigents who are currently unsponsored.

Recommended 
priority actions

The government should develop a unified benefits framework, inclusive of the entire population, within which certain services defined as 
priorities (e.g. primary care, HIV/AIDS, TB) are made available to all who need them.



13

Benefits and entitlements
Desirable 
attribute BR3

 
Prior to adoption, service benefit changes are subject to cost–effectiveness and budgetary impact assessments

Key areas of 
strength and 
weakness in 
Kenya

While costing has been done for service benefits, information on budgetary impact has not been effectively utilized to inform roll-out. 

Recommended 
priority actions

The institutionalization of a HTA body will ensure there is a transparent process of assessing proposed changes to benefit packages that is 
informed by evidence on cost–effectiveness and impact on budget.

Desirable 
attribute BR4

 
Defined benefits are aligned with available revenues, health services, and mechanisms to allocate funds to providers

Key areas of 
strength and 
weakness in 
Kenya

The defined benefits are not aligned with the available revenues, available health services and purchasing mechanisms. The current NHIF 
benefit package costs more than what is pooled as evidenced by the loss ratios (expenditures exceeding revenues) in recent years.

Recommended 
priority actions

Address imbalances through actions to enhance revenues and to reduce inefficiencies.

Desirable 
attribute BR5

 
Benefit design includes explicit limits on user charges and protects access for vulnerable groups

Key areas of 
strength and 
weakness in 
Kenya

Determination of user fees is not based on assessments of vulnerability nor capacity to pay e.g. indicators for socioeconomic status, 
chronic illnesses amongst others.

For the lower facility levels (2&3), the government policy is that health services are provided for free to increase access and enhance 
financial protection. Despite services being free, some patients are required to make unofficial payments to receive services. This is 
attributed to lack of essential inputs such as drugs and supplies. 

The NHIF co-payments in accredited facilities are not clear and create room for exploitation, especially where the limits set are exceeded 
or approvals for cases are not made.

Recommended 
priority actions

The entitlements and obligations within the benefits package should be made clear to the beneficiaries and providers.

Public financial management
Desirable 
attribute PF1

 
Health budget formulation and structure support flexible spending and are aligned with sector priorities

Key areas of 
strength and 
weakness in 
Kenya

The country has made progress in budget formulation and adopted the use of programme-based budget at all levels (National, County). 
The current Standard Chart of Accounts (SCoA) is undergoing review to ensure standardization of codes used in the implementation of 
PBB by the National Treasury and partners.  

Although County Governments are autonomous, they are expected to be aligned with the national health goals but there are still 
misalignments.        

Some challenges still exist including:
• Limited flexibility of the budget structure and budget execution. 
• Limited alignment to health priorities at provider level e.g. different facilities are supplied the same commodities program structure.
• A challenge in alignment between the program-based structure and provider payment mechanisms.
•  A challenge with predictability of flow of funds especially at County level as well as the flow from the purchaser (NHIF) to the 

providers.

At the facility level managers have limited authority to retain or use funds. 

Recommended 
priority actions

The revision of SCoA to be completed to enhance the implementation of program-based budgets. Introduce actions to enhance the 
autonomy of public health facilities.

Desirable 
attribute PF2

 
Providers can directly receive revenues, flexibly manage them, and report on spending and outputs

Key areas of 
strength and 
weakness in 
Kenya

There is limited financial and operational autonomy in public levels 2,3 and 4 facilities as opposed to levels 5 and 6 facilities and private 
facilities.  Overall, the extent of autonomy granted to managers varies considerably by county.

Recommended 
priority actions

Deepen engagement with county governments to enable greater financial management flexibility for specific levels of government 
health facilities.
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Public health functions and programmes
Desirable 
attribute GV1

Health financing policies are guided by UHC goals, take a system-wide perspective, and prioritize and sequence strategies 
for both individual and population-based services

Key areas of 
strength and 
weakness in 
Kenya

Kenya is committed to making meaningful progress towards Universal Health Coverage (UHC). The current Kenya Health Financing 
Strategy outlines a clear path to align with the UHC goals of financial protection and equitable access by addressing policy gaps and 
challenges from a system-wide perspective, particularly targeting vulnerable populations. However, its implementation has not been 
fully realized:

•  Expanding fiscal space is challenging, especially as donor support to the health sector is declining. However, additional funds will 
be necessary to fill the gap left by donors. There is scope to reduce this resource gap by restructuring the health system, particularly 
for vertical donor-funded programs, in a manner that eliminates unnecessary duplication, redundancies, and other sources of 
inefficiency.

•  The multiple program-based funding streams, each characterized by different payment mechanisms, has contributed to fragment the 
policy vision and complicated operations.

•  There is a need to put in place improved redistributive mechanisms and the prudent use of public resources to achieve the Kenya HFS 
objectives and UHC goals.

Currently, the Government of Kenya is working to implement a National Social Health Insurance set to start in 2024. Several acts have 
been enacted, introducing the legal framework to key reforms aimed at addressing the fragmentation of funding schemes, improving 
and harmonizing purchasing mechanisms for health facilities, and enhancing access to a uniform benefit health package framework for 
all citizens.

Recommended 
priority actions

The recent health financing reforms need to be well implemented for the benefits to be realized.

The health financing reforms and policies to be developed must ensure system-wide approaches and actions as opposed to focusing on 
specific programs goals, to enable strengthening the system components to deliver the expected health services equitably, according to 
the population needs, protecting the most vulnerable from financial hardship.

Desirable 
attribute PR1

Pooling structure and mechanisms across the health system enhance the potential to redistribute available prepaid 
funds

Key areas of 
strength and 
weakness in 
Kenya

Limited risk pooling mechanisms as a consequence of the existence of multiple funds without a specific scheme for accumulating 
prepaid revenues, with the exception of the Linda Mama scheme funded by the government through the NHIF. The NHIF currently 
manages over 74 schemes, which present significant management challenges due to the differing functions and symbolisms of each 
pool.

This fragmentation in pooling has led to various inefficiencies within the health system, including limiting the redistributive capacity of 
available prepaid funds and duplicating the agencies required to manage the pools, especially through the NHIF. Additionally, multiple 
pools entail higher administrative costs when compared to a single pooling and purchasing agency, which could raise system-wide costs. 
Furthermore, the existence of multiple information systems linked to each pool, or purchaser, necessitates additional administrative staff 
at the provider level.

Recommended 
priority actions

The SHI Act, 2023 should be effectively implemented by creating the three national funds under the management of the Social Health 
Authority to finance a unified health benefit package framework.

Donors’ funds could be channelled through the SHI (PHC fund or Emergency fund) to sustain the financing of the Social Health Insurance 
at the PHC level, and to promote integrated service delivery. Alternatively, external funding could be pooled under the counties 
management accounts to finance the APW county plans, promoting ‘’One Plan, One budget, and One M&E framework’’.

Desirable 
attribute PR2

 
Health system and financing functions are integrated or coordinated across schemes and programmes

Key areas of 
strength and 
weakness in 
Kenya

Multiple program specific funding streams with funding flows characterized by different payment mechanisms, fragmenting the policy 
vision and complicate operations.  Uncoordinated purchasing arrangements that apply different aims, approaches and incentives even 
when the policy objectives are the same. Misalignments of partner plans with government Annual Work Plans (AWPs), with differences 
in program priorities. Unsynchronized donor-govt financial cycles that lead to unpredictability in financial flows.  Inconsistencies in the 
application of user fee policy at the service delivery points across counties in relation to health programmes.

Recommended 
priority actions

The SHI Act, 2023 should be effectively implemented to realize the benefits of harmonization of benefits, with specific consideration 
of how to harmonizes health programme funds. Efforts should be made to adopt a “one policy, one strategy and one M&E plan” across 
the AWP process to enable alignment and harmonization of external and conditional grant funds with the overall health financing 
arrangements. 
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Public health functions and programmes
Desirable 
attribute PS2

 
Purchasing arrangements are tailored in support of service delivery objectives

Key areas of 
strength and 
weakness in 
Kenya

Although there has been some progress in moving away from passive purchasing to strategic purchasing, the existing multiple 
purchasers use different payment methods and rates to pay the same providers in an uncoordinated way. This has weakened the 
potential gains from using purchasing as an instrument to influence provider’s behaviour to improve the service delivery.

For the national and county governments, the purchaser mechanisms continue to be passive, irrespective of performance, with no efforts 
to influence the quantity or quality of the services delivery.

Recommended 
priority actions

Under the county stewardship, update and harmonize provider payment methods and mechanisms to health facilities using existing legal 
provisions, ensuring alignment of incentives. Additionally, align health information systems, supervisory, and monitoring mechanisms 
across all funding streams.

Desirable 
attribute PF1

 
Purchasing arrangements are tailored in support of service delivery objectives

Key areas of 
strength and 
weakness in 
Kenya

Health budget formulation manifest misalignments. Partners supporting specific programs do not necessarily align their APW to the 
county’s APW and priorities, leading to lack of clarity on determination of total resources envelope available to contribute to the counties’ 
objectives and targets. Besides, donors support does not align to the Government budgeting cycle and partners do not participate to the 
MTEF process. This unsynchronised approach leads to unpredictability in financial flows from partners, adversely affecting the planning 
and budgeting formulation and priority setting.

Additionally, development health partners rarely declare the total resources available to support counties and the funds are managed 
directly by them, limiting the re-distribution to other less resourced programs to align with sector priorities.

Recommended 
priority actions

•  Enhance the PFM capacity of community, county, sub-county and health facility management teams, by developing strategies 
to increase the capacity for planning, budgeting, accounting and financial analysis with the overall objective of transparency and 
accountability.

•  Enhance partner’s coordination with county’s governments to adopt the principle of ‘’One Policy, One Strategy, and One M&E Plan’’ 
though a join APW process.

• Support the operationalization of the FIF Act 2023, while strengthening CSOs and citizen groups through budget analysis trainings.
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Stage 1  
assessment

The health coverage schemes included in Stage 1 were selected according to the criteria outlined in the HFPM 
Country Assessment Guide. The aim is not to conduct an inventory, but rather to describe the main health 
schemes and programmes which make up the health system, and around which health financing and other 
policies are made, and through which money flows to health facilities. 

A total of 9 schemes were identified in Kenya, out of which five are under the NHIF and the remaining four are 
managed separately. We included the devolved units of government as a scheme due to the health budgets they 
control and because they own and run all levels 2, 3, 4 and 5 facilities in the country. The national government 
health budget was considered a separate scheme due to its role in policy design and running and management of 
level 6 facilities. The following are the schemes identified in stage 1 and Table 1 below outlines the objectives and 
key design features of each scheme.

Coverage schemes:

1. National Government Health Budget
2. The National Insurance Scheme
3. The Civil Servants scheme
4. EDU Afya
5. Linda Mama Programme
6. Other Public Servants scheme
7. County schemes (Equitable share disbursed to county governments)
8. Private Health Insurance schemes
9. Strategic Public Health Programmes (TB, HIV, Malaria)



17

Ke
y 

de
si

gn
 

fe
at

ur
e

N
at

io
na

l 
G

ov
er

nm
en

t 
H

ea
lt

h 
Bu

dg
et

N
at

io
na

l I
ns

ur
an

ce
 

Sc
he

m
e

Ci
vi

l S
er

va
nt

s 
sc

he
m

e
N

H
IF

 –
 E

D
U

 A
FY

A
Li

nd
a 

M
am

a 
Pr

og
ra

m
O

th
er

 p
ub

lic
 

se
rv

an
ts

Co
un

ty
 

Sc
he

m
es

 
(E

qu
it

ab
le

 
sh

ar
e)

Pr
iv

at
e 

H
ea

lt
h 

In
su

ra
nc

e 
Sc

he
m

es

St
ra

te
gi

c 
Pu

bl
ic

 
H

ea
lt

h 
Pr

og
ra

m
s 

(T
B

, H
IV

, M
A

LA
RI

A
)

A
) F

oc
us

 o
f 

th
e 

sc
he

m
e

Po
lic

y 
Te

ch
ni

ca
l 

as
sis

ta
nc

e 
Ca

pa
ci

ty
 

bu
ild

in
g,

 
N

at
io

na
l 

re
fe

rr
al

, S
er

vi
ce

 
de

liv
er

y

Al
l K

en
ya

n 
Re

sid
en

ts
 w

ho
 

co
nt

rib
ut

e 
to

 th
e 

sc
he

m
e 

fro
m

 th
e 

Fo
rm

al
 s

ec
to

r, 
In

fo
rm

al
 s

ec
to

r, 
re

fu
ge

es
, 

sp
on

so
re

d 
in

di
ge

nt
s

Al
l e

m
pl

oy
ee

s o
f t

he
 

N
at

io
na

l G
ov

er
nm

en
t.

Al
l s

tu
de

nt
s e

nr
ol

le
d 

to
 a

 p
ub

lic
 s

ec
on

da
ry

 
sc

ho
ol

Al
l p

re
gn

an
t m

ot
he

rs
 

w
ith

ou
t a

ny
 fo

rm
 o

f 
in

su
ra

nc
e

Em
pl

oy
ee

s o
f 

th
e 

Co
un

ty
 

G
ov

er
nm

en
ts

 
& 

M
in

is
te

ria
l 

de
pa

rt
m

en
t 

Ag
en

ci
es

 
(M

D
A’

’s)

Se
rv

ic
e 

pr
ov

isi
on

 fo
r a

ll 
Ke

ny
an

 c
iti

ze
ns

.

M
ed

ic
al

 c
ov

er
 

fo
r c

or
po

ra
te

s 
an

d 
in

di
vi

du
al

s. 
G

ov
er

nm
en

t 
en

tit
ie

s 
e.

g 
co

un
ty

 
go

ve
rn

m
en

ts

D
ise

as
e 

pr
og

ra
m

m
es

 
(H

IV
, T

B 
M

al
ar

ia
) 

in
cl

ud
in

g 
FP

, 
Im

m
un

iz
at

io
n,

 
KE

M
SA

, C
an

ce
r 

Pr
og

ra
m

B)
 T

ar
ge

t 
po

pu
la

ti
on

Al
l K

en
ya

ns
51

 m
ill

io
n 

Ke
ny

an
s

13
1,

00
0 

em
pl

oy
ee

s, 
30

0,
00

0 
de

pe
nd

an
ts

3 
m

ill
io

n 
st

ud
en

ts
1.

2 
m

ill
io

n 
de

liv
er

ie
s

Ap
pr

ox
im

at
el

y 
80

0,
00

0
Al

l K
en

ya
ns

Al
l K

en
ya

ns
G

en
er

al
 p

op
ul

at
io

n

C)
 P

op
ul

at
io

n 
co

ve
re

d
Al

l K
en

ya
ns

16
,0

28
,3

21
 (o

nl
y 

44
%

 a
re

 
ac

tiv
e)

Al
l

Al
l

76
0,

00
0 

de
liv

er
ie

s
Al

l
53

 m
ill

io
n,

1 
m

ill
io

n
H

IV
/T

B-
1.

2 
m

ill
io

n,
 

M
al

ar
ia

; 4
.9

 m
ill

io
n 

ca
se

s a
nn

ua
lly

Va
cc

in
es

; 8
6%

of
 th

e 
to

ta
l p

op
ul

at
io

n.
Ca

nc
er

; 4
00

00
 c

as
es

 
an

nu
al

ly
.

FP
: W

RA

D
) B

as
is

 fo
r 

en
ti

tl
em

en
t/

 
co

ve
ra

ge

Au
to

m
at

ic
•  S

ch
em

e 
is 

co
nt

rib
ut

or
y

•  M
an

da
to

ry
 fo

r F
or

m
al

 
se

ct
or

 m
em

be
rs

 
•  V

ol
un

ta
ry

 fo
r m

em
be

rs
 

of
 th

e 
in

fo
rm

al
 s

ec
to

r 
(T

ho
ug

h 
Ac

t h
as

 c
ha

ng
ed

 
fo

r i
nf

or
m

al
 s

ec
to

r t
o 

be
 

m
an

da
to

ry
 in

 Ja
n 

20
23

 
bu

t n
ot

 y
et

 im
pl

em
en

te
d)

•  A
ut

om
at

ic
 fo

r i
nd

ig
en

ts
 

an
d 

sp
ec

ia
l g

ro
up

s 
re

gi
st

er
ed

 fo
r c

as
h 

tr
an

sf
er

 p
ro

gr
am

m
es

 
w

he
re

 g
ov

t. 
co

nt
rib

ut
es

 
fo

r t
he

m
.

Au
to

m
at

ic
 e

nr
ol

m
en

t 
on

ce
 in

 s
er

vi
ce

Au
to

m
at

ic
 e

nr
ol

m
en

t 
on

ce
 e

nr
ol

le
d 

to
 a

 
pu

bl
ic

 s
ec

on
da

ry
 

sc
ho

ol

•  N
on

-c
on

tr
ib

ut
or

y 
sc

he
m

e
•  A

ut
om

at
ic

 fo
r a

ll 
pr

eg
na

nt
 m

ot
he

rs
 

w
ith

ou
t a

n 
in

su
ra

nc
e 

sc
he

m
e

•  N
at

io
na

l G
ov

er
nm

en
t 

se
ts

 a
 F

un
d

Au
to

m
at

ic
 

en
ro

lm
en

t 
on

ce
 in

 s
er

vi
ce

Au
to

m
at

ic
Vo

lu
nt

ar
y 

co
nt

rib
ut

or
y

Au
to

m
at

ic

St
ag

e 
1.

 H
ea

lt
h

 c
ov

er
ag

e 
sc

he
m

es
 in

 K
en

ya
: h

ea
lt

h
 fi

na
nc

in
g 

ar
ra

n
ge

m
en

t



18

Ke
y 

de
si

gn
 

fe
at

ur
e

N
at

io
na

l 
G

ov
er

nm
en

t 
H

ea
lt

h 
Bu

dg
et

N
at

io
na

l I
ns

ur
an

ce
 

Sc
he

m
e

Ci
vi

l S
er

va
nt

s 
sc

he
m

e
N

H
IF

 –
 E

D
U

 A
FY

A
Li

nd
a 

M
am

a 
Pr

og
ra

m
O

th
er

 p
ub

lic
 

se
rv

an
ts

Co
un

ty
 

Sc
he

m
es

 
(E

qu
it

ab
le

 
sh

ar
e)

Pr
iv

at
e 

H
ea

lt
h 

In
su

ra
nc

e 
Sc

he
m

es

St
ra

te
gi

c 
Pu

bl
ic

 
H

ea
lt

h 
Pr

og
ra

m
s 

(T
B

, H
IV

, M
A

LA
RI

A
)

E)
 B

en
efi

t 
en

ti
tl

em
en

ts
Ba

se
d 

on
 n

ee
d

1.
  T

he
re

 is
 th

e 
U

H
C 

be
ne

fit
 

pa
ck

ag
e 

fo
r h

ea
lth

 
(2

02
2)

 th
at

 c
ov

er
s 

se
rv

ic
es

 in
 p

rim
ar

y, 
se

co
nd

ar
y 

an
d 

te
rt

ia
ry

 
he

al
th

 fa
ci

lit
ie

s (
, 

in
pa

tie
nt

 c
ar

e 
is 

co
ve

re
d 

fo
r a

 m
ax

im
um

 o
f 1

80
 

da
ys

 p
er

 y
ea

r) 
N

ot
e 

3.
2.

  E
xc

lu
sio

ns
 in

cl
ud

e;
 

co
sm

et
ic

 su
rg

er
ie

s, 
se

lf-
pr

es
cr

ip
tio

ns
, h

er
ba

l 
m

ed
ic

in
es

, s
up

pl
em

en
ts

, 
de

nt
al

 s
er

vi
ce

s a
nd

 
co

rr
ec

tio
n 

of
 re

fra
ct

iv
e 

er
ro

rs
, c

rit
ic

al
 c

ar
e 

ad
m

iss
io

ns
, m

ed
ic

al
 

de
vi

ce
s, 

sc
re

en
in

g,
 

an
nu

al
 m

ed
ic

al
 c

he
ck

-
up

s e
tc

. 

N
B:

 D
en

ta
l a

nd
 e

ye
 

su
rg

er
ie

s a
re

 c
ov

er
ed

.

1.
  S

er
vi

ce
s c

ov
er

ed
 

ar
e 

ne
go

tia
te

d 
by

 th
e 

em
pl

oy
er

 
an

d 
in

cl
ud

es
 a

ll 
se

rv
ic

es
 in

 p
rim

ar
y, 

se
co

nd
ar

y 
an

d 
te

rt
ia

ry
 h

ea
lth

 
fa

ci
lit

ie
s N

ot
e 

4.
2.

  E
xc

lu
sio

ns
 in

cl
ud

e;
 

co
sm

et
ic

 su
rg

er
ie

s, 
se

lf-
pr

es
cr

ip
tio

ns
, 

he
rb

al
 m

ed
ic

in
es

,

1.
  S

er
vi

ce
s c

ov
er

ed
.  

ar
e 

ne
go

tia
te

d 
by

 th
e 

em
pl

oy
er

 
an

d 
in

cl
ud

es
 a

ll 
se

rv
ic

es
 in

 p
rim

ar
y, 

se
co

nd
ar

y 
an

d 
te

rt
ia

ry
 h

ea
lth

 
fa

ci
lit

ie
s N

ot
e 

4.
2.

  E
xc

lu
sio

ns
 in

cl
ud

e;
 

co
sm

et
ic

 su
rg

er
ie

s, 
se

lf-
pr

es
cr

ip
tio

ns
, 

he
rb

al
 m

ed
ic

in
es

, 
m

at
er

na
l h

ea
lth

 
se

rv
ic

es

1.
 A

nt
en

at
al

 s
er

vi
ce

s
2.

 D
el

iv
er

ie
s

3.
 P

os
t-

na
ta

l s
er

vi
ce

s
4.

  C
om

pl
ic

at
io

ns
 

ar
isi

ng
 o

ut
 o

f 
pr

eg
na

nc
y 

an
d 

de
liv

er
y

Em
pl

oy
er

 
ch

oo
se

s t
o 

in
su

re
 w

ith
er

 
th

ro
ug

h 
th

e 
N

H
IF

 o
r p

riv
at

e 
in

su
ra

nc
e.

 
Fo

r t
ho

se
 

w
ho

 c
ho

os
e 

N
H

IF,
 th

ey
 

ge
t b

en
efi

ts
 

sim
ila

r t
o 

Ci
vi

l 
se

rv
an

ts
. F

or
 

th
os

e 
w

ho
 

ch
oo

se
 P

riv
at

e 
In

su
ra

nc
e 

ge
t 

sim
ila

r b
en

efi
ts

 
to

 th
e 

pr
iv

at
e 

in
su

ra
nc

e 
sc

he
m

es

Es
se

nt
ia

l 
in

pa
tie

nt
 a

nd
 

ou
tp

at
ie

nt
 

se
rv

ic
es

 su
bj

ec
t 

to
 a

va
ila

bi
lit

y.

In
pa

tie
nt

, 
ou

tp
at

ie
nt

, 
ov

er
se

as
 

tr
ea

tm
en

t (
ca

n 
be

 ri
ng

-fe
nc

ed
 

by
 s

om
e)

 b
ut

 
de

pt
h 

of
 c

ov
er

 
w

ill
 d

ep
en

d 
on

 
th

e 
sc

he
m

e.

Co
m

m
un

ity
 h

ea
lth

 
se

rv
ic

es
, c

ur
at

iv
e,

 
an

d 
re

ha
bi

lit
at

iv
e 

se
rv

ic
es

F)
 

Co
-p

ay
m

en
ts

 
(u

se
r f

ee
s)

N
o 

Co
-p

ay
m

en
ts

 
bu

t t
he

re
 is

 
us

er
 fe

es

Co
-p

ay
m

en
t e

xi
st

s a
s t

he
 

be
ne

fit
s a

re
 li

m
ite

d 
to

 
fre

qu
en

cy
 p

er
 c

ar
d.

 T
he

 
am

ou
nt

 is
 n

ot
 s

tr
uc

tu
re

d 
as

 th
e 

ho
sp

ita
l b

ill
in

g 
is 

no
t s

ta
nd

ar
di

ze
d.

 

Be
ne

fic
ia

rie
s a

cc
es

sin
g 

H
ea

lth
 fa

ci
lit

ie
s c

on
tr

ac
te

d 
as

 n
on

-c
om

pr
eh

en
si

ve
 

co
-p

ay
 a

lm
os

t 9
0%

 o
f t

he
ir 

m
ed

ic
al

 b
ill

s a
pa

rt
 fr

om
 

di
al

ys
is 

se
rv

ic
es

.

N
o 

co
-p

ay
m

en
ts

 
w

ith
in

 b
en

efi
t l

im
its

. 
Li

m
its

 a
re

 a
llo

ca
te

d 
pe

r m
em

be
r f

or
 

O
ut

pa
tie

nt
, I

np
at

ie
nt

 
an

d 
m

at
er

ni
ty

 s
er

vi
ce

s

N
o 

co
-p

ay
m

en
ts

 
w

ith
in

 b
en

efi
t l

im
its

. 
Li

m
its

 a
re

 a
llo

ca
te

d 
pe

r 
m

em
be

r f
or

 O
ut

pa
tie

nt
 

an
d 

in
pa

tie
nt

 s
er

vi
ce

s

Th
er

e 
is 

no
 

co
-p

ay
m

en
t u

nl
es

s 
fo

r: 
M

an
ag

em
en

t 
of

 c
om

pl
ic

at
io

ns
 

re
qu

iri
ng

 su
rg

er
ie

s a
nd

 
ul

tr
as

ou
nd

s

Li
m

its
 a

re
 

al
lo

ca
te

d 
pe

r 
m

em
be

r f
or

 
O

ut
pa

tie
nt

, 
In

pa
tie

nt
 a

nd
 

m
at

er
ni

ty
 

se
rv

ic
es

Su
bs

id
iz

ed
 u

se
r 

fe
e 

fo
r l

ev
el

s 4
, 

5 
an

d 
6

Co
-p

ay
m

en
t 

ba
se

d 
on

 th
e 

ag
re

em
en

t o
f 

en
tit

le
m

en
ts

.

Co
-p

ay
m

en
t a

pp
lie

s 
in

 s
om

e 
ca

se
s e

.g
 

ca
nc

er
 a

nd
 p

riv
at

e 
se

ct
or

.



19

Ke
y 

de
si

gn
 

fe
at

ur
e

N
at

io
na

l 
G

ov
er

nm
en

t 
H

ea
lt

h 
Bu

dg
et

N
at

io
na

l I
ns

ur
an

ce
 

Sc
he

m
e

Ci
vi

l S
er

va
nt

s 
sc

he
m

e
N

H
IF

 –
 E

D
U

 A
FY

A
Li

nd
a 

M
am

a 
Pr

og
ra

m
O

th
er

 p
ub

lic
 

se
rv

an
ts

Co
un

ty
 

Sc
he

m
es

 
(E

qu
it

ab
le

 
sh

ar
e)

Pr
iv

at
e 

H
ea

lt
h 

In
su

ra
nc

e 
Sc

he
m

es

St
ra

te
gi

c 
Pu

bl
ic

 
H

ea
lt

h 
Pr

og
ra

m
s 

(T
B

, H
IV

, M
A

LA
RI

A
)

G
) O

th
er

 
co

nd
it

io
ns

 o
f 

ac
ce

ss

Ke
ny

an
 C

iti
ze

n 
ac

ce
ss

 s
er

vi
ce

s 
at

 th
e 

pu
bl

ic
 

he
al

th
 fa

ci
lit

ie
s

Ac
ce

ss
 to

 h
ea

lth
 s

er
vi

ce
s i

s 
av

ai
la

bl
e 

ac
ro

ss
 a

ll 
he

al
th

 
fa

ci
lit

y 
ow

ne
rs

hi
p 

ty
pe

s 
in

cl
ud

in
g 

go
ve

rn
m

en
t, 

pr
iv

at
e 

an
d 

fa
ith

 b
as

ed
.

Ac
ce

ss
 to

 h
ea

lth
 

se
rv

ic
es

 is
 a

va
ila

bl
e 

ac
ro

ss
 a

ll 
he

al
th

 fa
ci

lit
y 

ow
ne

rs
hi

p 
ty

pe
s 

in
cl

ud
in

g 
go

ve
rn

m
en

t, 
pr

iv
at

e 
an

d 
fa

ith
 b

as
ed

.

Ac
ce

ss
 to

 h
ea

lth
 

se
rv

ic
es

 is
 a

va
ila

bl
e 

ac
ro

ss
 a

ll 
he

al
th

 fa
ci

lit
y 

ow
ne

rs
hi

p 
ty

pe
s 

in
cl

ud
in

g 
go

ve
rn

m
en

t, 
pr

iv
at

e 
an

d 
fa

ith
 b

as
ed

.

Ke
ny

an
 c

iti
ze

ns
hi

p.
 

Ac
ce

ss
 to

 h
ea

lth
 

se
rv

ic
es

 is
 a

va
ila

bl
e 

ac
ro

ss
 a

ll 
he

al
th

 fa
ci

lit
y 

ow
ne

rs
hi

p 
ty

pe
s 

in
cl

ud
in

g 
go

ve
rn

m
en

t, 
pr

iv
at

e 
an

d 
fa

ith
 b

as
ed

.

Ac
ce

ss
 to

 
he

al
th

 s
er

vi
ce

s 
is 

av
ai

la
bl

e 
ac

ro
ss

 a
ll 

he
al

th
 fa

ci
lit

y 
ow

ne
rs

hi
p 

ty
pe

s i
nc

lu
di

ng
 

go
ve

rn
m

en
t, 

pr
iv

at
e 

an
d 

fa
ith

 b
as

ed
.

Se
rv

ic
es

 a
re

 
ac

ce
ss

ed
 a

t 
pu

bl
ic

 fa
ci

lit
ie

s.

so
m

e 
re

qu
ire

 p
re

-
as

se
ss

m
en

t, 
so

m
e 

rin
g-

fe
nc

ed
 

ou
tp

at
ie

nt
 

se
rv

ic
es

, s
om

e 
rin

g-
fe

nc
ed

 
ac

ce
ss

 o
f 

se
rv

ic
es

 
es

pe
ci

al
ly

 
fo

r c
hr

on
ic

 
co

nd
iti

on
s

Sp
ec

ifi
c 

pa
rt

ne
r 

ag
re

em
en

ts

H
) R

ev
en

ue
 

so
ur

ce
s

D
on

or
 lo

an
s 

an
d 

G
ra

nt
s, 

Ta
xe

s

•  F
or

m
al

 S
ec

to
r –

 s
ta

tu
to

ry
 

co
nt

rib
ut

io
ns

•  I
nf

or
m

al
 s

ec
to

r –
 

vo
lu

nt
ar

y 
co

nt
rib

ut
io

ns
•  R

ef
ug

ee
s –

 c
on

tr
ib

ut
io

ns
 

pa
id

 b
y 

U
N

H
CR

•  I
nd

ig
en

ts
, v

ul
ne

ra
bl

e 
gr

ou
ps

 (P
W

D
’’s

, O
rp

ha
ns

, 
el

de
rly

) –
 H

ea
lth

 
in

su
ra

nc
e 

su
bs

id
y 

Pr
og

ra
m

s b
y 

th
e 

N
at

io
na

l 
& 

Co
un

ty
 G

ov
er

nm
en

ts
 

he
al

th
 b

ud
ge

ts

Em
pl

oy
er

 p
ay

s 
pr

em
iu

m
s

M
in

is
tr

y 
of

 E
du

ca
tio

n 
al

lo
ca

te
s f

un
ds

 fr
om

 
th

ei
r b

ud
ge

t.

M
in

is
tr

y 
of

 H
ea

lth
 

al
lo

ca
te

d 
Fu

nd
s f

ro
m

 
th

ei
r b

ud
ge

t

Em
pl

oy
er

 p
ay

s 
pr

em
iu

m
s

U
se

r f
ee

, 
N

at
io

na
l 

tr
ea

su
ry

-
he

al
th

 b
ud

ge
t 

(s
ha

ra
bl

e 
re

ve
nu

e)
, 

pa
rt

ne
rs

Em
pl

oy
er

s, 
M

em
be

rs
, 

em
pl

oy
ee

-
or

ga
ni

za
tio

n 
co

-f
un

di
ng

, 
Ke

ny
a 

Re

D
on

or
 G

ov
er

nm
en

t 
of

 K
en

ya
 C

o-
fu

nd
in

g

Co
un

ty
 P

ro
gr

am
 

ba
se

d 
G

ov
er

nm
en

t

U
se

r F
ee

s

I) 
Po

ol
in

g
N

at
io

na
l 

G
ov

t t
hr

ou
gh

 
tr

ea
su

ry

Si
ng

le
 p

oo
l

Si
ng

le
 p

oo
l

Si
ng

le
 p

oo
l

A 
fu

nd
 o

pe
ra

te
d 

on
 

re
du

ci
ng

 b
al

an
ce

N
o 

po
ol

in
g

M
ul

tip
le

 p
oo

ls
M

ul
tip

le
 p

oo
ls

.
M

ul
tip

le
 p

oo
ls 

(n
at

io
na

l, 
co

un
ty

, 
do

no
rs

J)
 G

ov
er

na
nc

e 
of

 h
ea

lt
h 

fin
an

ci
ng

Tr
ea

su
ry

, 
M

in
is

tr
y 

of
 

H
ea

lth
, S

AG
A

s, 
Le

ve
l 6

 R
ef

er
ra

l 
H

ea
lth

 F
ac

ili
tie

s, 
N

H
IF

N
H

IF
 B

oa
rd

, M
in

is
tr

y 
of

 
H

ea
lth

M
in

is
tr

y 
of

 P
ub

lic
 

Se
rv

ic
e,

 G
en

de
r a

nd
 

Affi
rm

at
iv

e 
ac

tio
n,

 
N

at
io

na
l T

re
as

ur
y

M
in

is
tr

y 
of

 E
du

ca
tio

n,
 

N
at

io
na

l T
re

as
ur

y
M

in
is

tr
y 

of
 H

ea
lth

, 
N

at
io

na
l t

re
as

ur
y

Co
un

ty
 

G
ov

er
nm

en
ts

Co
un

ty
 

ex
ec

ut
iv

e,
 

co
un

ty
 

as
se

m
bl

y, 
M

in
is

tr
y 

of
 H

ea
lth

, 
Co

nt
ro

lle
r o

f 
bu

dg
et

.

IR
A

. A
KI

, a
nd

 
pr

iv
at

e 
he

al
th

 
in

su
ra

nc
e 

sc
he

m
es

. 
A

ss
oc

ia
tio

n 
of

 K
en

ya
 

Pr
of

es
sio

na
l 

In
su

ra
nc

e 
Ag

en
ts

 –
 A

KP
IA

, 
A

ss
oc

ia
tio

n 
of

 In
su

ra
nc

e 
Br

ok
er

s o
f 

Ke
ny

a 
– 

AI
BK

M
in

is
tr

y 
of

 H
ea

lth
, 

N
at

io
na

l t
re

as
ur

y, 
do

no
rs

 a
nd

 c
ou

nt
y 

go
ve

rn
m

en
t, 

H
ea

lth
 

Se
ct

or
 p

ar
tn

er
sh

ip
 

& 
Co

or
di

na
tio

n 
st

ru
ct

ur
es



20

Ke
y 

de
si

gn
 

fe
at

ur
e

N
at

io
na

l 
G

ov
er

nm
en

t 
H

ea
lt

h 
Bu

dg
et

N
at

io
na

l I
ns

ur
an

ce
 

Sc
he

m
e

Ci
vi

l S
er

va
nt

s 
sc

he
m

e
N

H
IF

 –
 E

D
U

 A
FY

A
Li

nd
a 

M
am

a 
Pr

og
ra

m
O

th
er

 p
ub

lic
 

se
rv

an
ts

Co
un

ty
 

Sc
he

m
es

 
(E

qu
it

ab
le

 
sh

ar
e)

Pr
iv

at
e 

H
ea

lt
h 

In
su

ra
nc

e 
Sc

he
m

es

St
ra

te
gi

c 
Pu

bl
ic

 
H

ea
lt

h 
Pr

og
ra

m
s 

(T
B

, H
IV

, M
A

LA
RI

A
)

K
) P

ro
vi

de
r 

pa
ym

en
t

G
lo

ba
l B

ud
ge

t
Ca

pi
ta

tio
n,

 p
er

-d
ie

m
, C

as
e 

ba
se

d
Fe

e 
fo

r S
er

vi
ce

, C
as

e 
ba

se
d

Fe
e 

fo
r S

er
vi

ce
, C

as
e 

ba
se

d
Ca

se
 b

as
ed

Fe
e 

fo
r S

er
vi

ce
, 

Ca
se

 b
as

ed
G

lo
ba

l b
ud

ge
t, 

in
pu

t b
as

ed
, 

U
se

r f
ee

s

Fi
xe

d 
fe

e-
fo

r-s
er

vi
ce

, 
ca

se
-b

as
ed

, 
ca

pi
ta

tio
n,

 fe
e-

fo
r-s

er
vi

ce

G
lo

ba
l b

ud
ge

t, 
in

pu
t 

bu
dg

et
, L

in
e 

ite
m

s

L)
 S

er
vi

ce
 

de
liv

er
y 

&
 

co
nt

ra
ct

in
g

Al
l G

ov
er

nm
en

t 
of

 K
en

ya
 

fa
ci

lit
ie

s

•  P
ub

lic
, P

riv
at

e-
fo

r-p
ro

fit
 

an
d 

pr
iv

at
e-

no
n-

pr
ofi

t
•  T

he
 K

en
ya

 H
ea

lth
 

Pr
of

es
sio

ns
 O

ve
rs

ig
ht

 
Au

th
or

ity
 a

cc
re

di
ts

 a
ll 

he
al

th
 fa

ci
lit

ie
s

•  K
en

ya
 M

ed
ic

al
 

Pr
ac

tit
io

ne
rs

 a
nd

 D
en

tis
ts

 
Bo

ar
d 

lic
en

se
s a

ll 
Pr

iv
at

e-
fo

r-p
ro

fit
 a

nd
 p

riv
at

e-
no

t-
fo

r p
ro

fit
 fa

ci
lit

ie
s

•  M
in

is
tr

y 
of

 h
ea

lth
 a

nd
 

Co
un

ty
 G

ov
er

nm
en

t 
H

ea
lth

 U
ni

ts
 m

an
ag

es
 th

e 
go

ve
rn

m
en

t f
ac

ili
tie

s
•  N

H
IF

 e
m

pa
ne

ls 
th

es
e 

fa
ci

lit
ie

s w
ho

 m
ee

t t
he

 
se

t q
ua

lit
y 

st
an

da
rd

 
th

re
sh

ol
d

•  P
ub

lic
, P

riv
at

e-
fo

r-
pr

ofi
t a

nd
 p

riv
at

e-
no

n-
pr

ofi
t

•  T
he

 K
en

ya
 H

ea
lth

 
Pr

of
es

sio
ns

 O
ve

rs
ig

ht
 

Au
th

or
ity

 a
cc

re
di

ts
 a

ll 
he

al
th

 fa
ci

lit
ie

s
•  K

en
ya

 M
ed

ic
al

 
Pr

ac
tit

io
ne

rs
 a

nd
 

D
en

tis
ts

 B
oa

rd
 

lic
en

se
s a

ll 
Pr

iv
at

e-
fo

r-
pr

ofi
t a

nd
 p

riv
at

e-
no

t-
fo

r p
ro

fit
 fa

ci
lit

ie
s,

•  M
in

is
tr

y 
of

 h
ea

lth
 a

nd
 

Co
un

ty
 G

ov
er

nm
en

t 
H

ea
lth

 U
ni

ts
 m

an
ag

es
 

th
e 

go
ve

rn
m

en
t 

fa
ci

lit
ie

s
•  N

H
IF

 e
m

pa
ne

ls 
th

es
e 

fa
ci

lit
ie

s w
ho

 
m

ee
t t

he
 s

et
 q

ua
lit

y 
st

an
da

rd
 th

re
sh

ol
d

•  P
ub

lic
, P

riv
at

e-
fo

r-
pr

ofi
t a

nd
 p

riv
at

e-
no

n-
pr

ofi
t

•  T
he

 K
en

ya
 H

ea
lth

 
Pr

of
es

sio
ns

 O
ve

rs
ig

ht
 

Au
th

or
ity

 a
cc

re
di

ts
 a

ll 
he

al
th

 fa
ci

lit
ie

s
•  K

en
ya

 M
ed

ic
al

 
Pr

ac
tit

io
ne

rs
 a

nd
 

D
en

tis
ts

 B
oa

rd
 

lic
en

se
s a

ll 
Pr

iv
at

e-
fo

r-
pr

ofi
t a

nd
 p

riv
at

e-
no

t-
fo

r p
ro

fit
 fa

ci
lit

ie
s, 

•  M
in

is
tr

y 
of

 h
ea

lth
 a

nd
 

Co
un

ty
 G

ov
er

nm
en

t 
H

ea
lth

 U
ni

ts
 m

an
ag

es
 

th
e 

go
ve

rn
m

en
t 

fa
ci

lit
ie

s
•  N

H
IF

 e
m

pa
ne

ls 
th

es
e 

fa
ci

lit
ie

s w
ho

 
m

ee
t t

he
 s

et
 q

ua
lit

y 
st

an
da

rd
 th

re
sh

ol
d

•  P
ub

lic
, P

riv
at

e-
fo

r-
pr

ofi
t a

nd
 p

riv
at

e-
no

n-
pr

ofi
t

•  T
he

 K
en

ya
 H

ea
lth

 
Pr

of
es

sio
ns

 O
ve

rs
ig

ht
 

Au
th

or
ity

 a
cc

re
di

ts
 a

ll 
he

al
th

 fa
ci

lit
ie

s
•  K

en
ya

 M
ed

ic
al

 
Pr

ac
tit

io
ne

rs
 a

nd
 

D
en

tis
ts

 B
oa

rd
 

lic
en

se
s a

ll 
Pr

iv
at

e-
fo

r-
pr

ofi
t a

nd
 p

riv
at

e-
no

t-
fo

r p
ro

fit
 fa

ci
lit

ie
s, 

•  M
in

is
tr

y 
of

 h
ea

lth
 a

nd
 

Co
un

ty
 G

ov
er

nm
en

t 
H

ea
lth

 U
ni

ts
 m

an
ag

es
 

th
e 

go
ve

rn
m

en
t 

fa
ci

lit
ie

s
•  N

H
IF

 e
m

pa
ne

ls 
th

es
e 

fa
ci

lit
ie

s w
ho

 
m

ee
t t

he
 s

et
 q

ua
lit

y 
st

an
da

rd
 th

re
sh

ol
d

•  P
ub

lic
, P

riv
at

e-
fo

r-p
ro

fit
 a

nd
 

pr
iv

at
e-

no
n-

pr
ofi

t
•  T

he
 K

en
ya

 
H

ea
lth

 
Pr

of
es

sio
ns

 
O

ve
rs

ig
ht

 
Au

th
or

ity
 

ac
cr

ed
its

 
al

l h
ea

lth
 

fa
ci

lit
ie

s
•  K

en
ya

 M
ed

ic
al

 
Pr

ac
tit

io
ne

rs
 

an
d 

D
en

tis
ts

 
Bo

ar
d 

lic
en

se
s 

al
l P

riv
at

e-
fo

r-p
ro

fit
 a

nd
 

pr
iv

at
e-

no
t-

fo
r 

pr
ofi

t f
ac

ili
tie

s, 
•  M

in
is

tr
y 

of
 

he
al

th
 a

nd
 

Co
un

ty
 

G
ov

er
nm

en
t 

H
ea

lth
 U

ni
ts

 
m

an
ag

es
 th

e 
go

ve
rn

m
en

t 
fa

ci
lit

ie
s

•  N
H

IF
 

em
pa

ne
ls 

an
d 

co
nt

ra
ct

s 
th

es
e 

fa
ci

lit
ie

s 
w

ho
 m

ee
t 

th
e 

se
t q

ua
lit

y 
st

an
da

rd
 

th
re

sh
ol

d

Se
rv

ic
es

 a
re

 
ac

ce
ss

ed
 a

t 
pu

bl
ic

 fa
ci

lit
ie

s.

Pr
iv

at
e 

he
al

th
 

fa
ci

lit
ie

s, 
FB

O
 –

 B
ro

ke
rs

 
w

ho
 a

ct
 a

s a
n 

in
te

rm
ed

ia
ry

 
e.

g 
M

ed
ic

al
 

Ad
m

in
is

tr
at

or
s 

Ke
ny

a 
Li

m
ite

d 
(M

AK
L)

 fo
r 

te
ac

he
rs

 a
nd

 
po

lic
e 

sc
he

m
es

Co
m

m
od

ity
 &

 s
er

vi
ce

 
le

ve
l c

on
tr

ac
tin

g



21

H
ea

lt
h

 e
xp

en
di

tu
re

 b
y 

St
ag

e 
1 

co
ve

ra
ge

 s
ch

em
es

Fi
g.

 6
: E

xp
en

di
tu

re
 fl

ow
s 

by
 s

ch
em

e 
(S

an
ke

y 
di

ag
ra

m
)

So
ur

ce
: A

ut
ho

r e
st

im
at

es
 b

as
ed

 o
n 

th
e 

H
F 

x 
FS

 b
re

ak
do

w
n 

av
ai

la
bl

e 
us

in
g 

H
ea

lth
 A

cc
ou

nt
s 

20
16

 (M
in

is
tr

y 
of

 H
ea

lth
, K

en
ya

), 
su

pp
le

m
en

te
d 

by
 th

e 
m

os
t r

ec
en

t e
xp

en
di

tu
re

 e
st

im
at

es
 fo

r t
he

 s
ch

em
es

 id
en

tifi
ed

 in
 

St
ag

e 
1. 



22

Stage 2  
assessment
Stage 2 takes a close look at health financing policies 
in the country, based on thirty-three questions 
organized into seven assessment areas. For each 
question a rating between 1 and 4 is indicated, based 
on extensive discussion and validation; this signals 
the current situation in Kenya on each specific area of 
policy, relative to global best practice.
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Source: Based on HFPM data collection template v2.0, Kenya 2023

Source: Based on HFPM data collection template v2.0, Kenya 2023

Fig. 7: Average rating by assessment area (spider diagram) 

Fig. 8: Average rating by goals and objectives (spider diagram)

Summary of ratings by assessment area
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Assessment rating by individual question

1. Health financing policy, process  
& governance

 
3. Pooling revenues

 
5. Benefit and conditions of access

7. Public health functions and programmes

2. Revenue raising

 
4. Purchasing and provider payment

 
6. Public financial management

Advanced

Established

Progressing

Emerging

Q1.1 Q1.2 Q1.3

Advanced

Established

Progressing

Emerging

Q3.1 Q3.2 Q3.3 Q3.4 Q3.5

Advanced

Established

Progressing

Emerging

Q5.1 Q5.2 Q5.3 Q5.4 Q5.5

Advanced

Established

Progressing

Emerging

Q7.1 Q7.2 Q7.3 Q7.4

Advanced

Established

Progressing

Emerging

Q2.1 Q2.2 Q2.3 Q2.4 Q2.5

Advanced

Established

Progressing

Emerging

Q4.1 Q4.2 Q4.3 Q4.4 Q4.5 Q4.6

Advanced

Established

Progressing

Emerging

Q6.1 Q6.2 Q6.3 Q6.4 Q6.5

Fig. 9: Assessment rating by intermediate objective and final coverage goals 

See Annex 3 for question details
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See Annex 3 for question details

Assessment rating by UHC goals

Equity in finance

Health security

Service use relative to need

Financial protection

Quality

Advanced

Established

Progressing

Emerging

Q2.1 Q2.3 Q2.4 Q3.3 Q3.5 Q5.1 Q5.4

Advanced

Established
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Emerging

Q3.2 Q4.6 Q6.2 Q7.3 Q7.4
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Established
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Q2.2 Q2.3 Q3.1 Q3.2 Q3.3 Q3.4 Q3.5 Q5.1 Q5.3Q4.1 Q5.4 Q6.2Q5.5

Advanced

Established

Progressing

Emerging

Q2.1 Q2.3 Q2.4 Q3.1 Q3.2 Q3.3 Q3.4 Q3.5 Q5.1 Q5.3 Q5.5Q5.4

Advanced

Established

Progressing

Emerging

Q4.3 Q4.5 Q4.6

Fig. 10: Assessment rating by intermediate objective and final coverage goals 



26

Assessment rating by intermediate objective

Efficiency

Transparency & accountability

Equity in resource distribution

Advanced

Established

Progressing

Emerging

Q1.1 Q1.2 Q1.3 Q2.1 Q2.2 Q4.6 Q5.2 Q5.3 Q5.5 Q6.1 Q6.5Q6.3

Advanced

Established

Progressing

Emerging

Q3.1 Q3.2 Q3.3 Q3.4 Q3.5 Q4.1 Q4.2 Q4.5 Q6.2

Advanced

Established

Progressing

Emerging

Q3.2 Q3.3 Q3.4 Q3.5 Q4.2 Q4.4 Q4.5 Q4.6 Q6.1 Q7.1 Q7.2Q6.4

Fig. 10 (continued): Assessment rating by intermediate objective and final 
coverage goals

See Annex 3 for question details
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Annex 1: Selected contextual indicators

Fig. A1.1: Health expenditure indicators for Kenya

Source: WHO Global Health Expenditure 2023 (https://apps.who.int/nha/database/Home/Index/en, accessed 1 January 2024)
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Source: WHO Global Health Expenditure 2023 (https://apps.who.int/nha/database/Home/Index/en, accessed 1 January 2024)

Fig. A1.3: Revenue sources disaggregated 2021

Source: WHO Global Health Expenditure 2023 (https://apps.who.int/nha/database/Home/Index/en, accessed 1 January 2024)

Fig. A1.2: Revenue sources for health in Kenya
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Source: WHO report on the global tobacco epidemic 2023 (https://www.who.int/teams/health-promotion/tobacco-control/global-tobacco-
report-2023, accessed 30 July 2023)

Fig. A1.4: Cigarette affordability in Kenya 

Reducing affordability is an important measure of the success of tobacco tax policy. In the longer term, a positive, 
higher measure means cigarettes are becoming less affordable. Short term changes in affordability are also presented.
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report-2023, accessed 30 July 2023)

Fig. A1.5: Excise tax share in Kenya

WHO recommends an excise tax share of 70%. Total tax share includes import duties and levies.
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Source: WHO report on the global tobacco epidemic 2023 ((https://www.who.int/teams/health-promotion/tobacco-control/global-tobacco-
report-2023, accessed 30 July 2023)

Fig. A1.6: Total tax share in Kenya

This indicator represents the best comparable measure of the magnitude of total tobacco taxes relative to the price 
of a pack of the most widely sold brand of cigarettes in the country. Total taxes include excise taxes, VAT/sales taxes 
and, where relevant, import duties and/or any other indirect tax applied in a country.
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Annex 2: Desirable attribute of health financing 

Policies which help to drive progress to UHC are summarized n terms of nineteen desirable attributes of health 
financing policy. For further information see: https://www.who.int /publications/i/item/9789240017405

Desirable attributes of health financing systems
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GV1 Health financing policies are guided by UHC goals, take a system-wide perspective and prioritize and 
sequence strategies for both individual and population-based services

GV2 There is transparent, financial and non-financial accountability, in relation to public spending on health

GV3 International evidence and system-wide data and evaluations are actively used to inform 
implementation and policy adjustments

R
ev

en
u

e 
ra

is
in

g RR1 Health expenditure is based predominantly on public/compulsory funding sources

RR2 The level of public (and external) funding is predictable over a period of years

RR3 The flow of public (and external) funds is stable and budget execution is high

RR4 Fiscal measures are in place that create incentives for healthier behaviour by individuals and firms

P
o

o
lin

g
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ve
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es PR1 Pooling structure and mechanisms across the health system enhance the potential to redistribute 
available prepaid funds

PR2 Health system and financing functions are integrated or coordinated across schemes and programmes
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t

PS1 Resource allocation to providers reflects population health needs, provider performance or a 
combination

PS2 Purchasing arrangements are tailored in support of service delivery objectives

PS3 Purchasing arrangements incorporate mechanisms to ensure budgetary control
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ss

BR1 Entitlements and obligations are clearly understood by the population

BR2 A set of priority health service benefits within a unified framework is implemented for the entire 
population

BR3 Prior to adoption, service benefit changes are subject to cost–effectiveness and budgetary impact 
assessments

BR4 Defined benefits are aligned with available revenues, health services and mechanisms to allocate funds 
to providers

BR5 Benefit design includes explicit limits on user charges and protects access for vulnerable groups

P
u

b
lic

 
fi

n
an

ci
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m

an
ag

em
en

t PF1 Health budget formulation and structure support flexible spending and are aligned with sector priorities

PF2 Providers can directly receive revenues, flexibly manage them and report on spending and output

https://www.who.int /publications/i/item/9789240017405
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Desirable attributes of health financing systems
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GV1 Health financing policies are guided by UHC goals, take a system-wide perspective and prioritize and 
sequence strategies

PR1 Pooling structure and mechanisms across the health system enhance the potential to redistribute 
available prepaid funds

PR2 Health system and financing functions are integrated or coordinated across schemes and programmes

PS2 Purchasing arrangements are tailored in support of service delivery objectives

PF1 Health budget formulation and structure supports flexible spending and is aligned with sector priorities
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Annex 3. HFPM assessment questions

Assessment Question 
number 
code

Question text

1) Health 
financing 
policy, 
process & 
governance

Q1.1 Is there an up-to-date health financing policy statement guided by goals and based on 
evidence?

Q1.2 Are health financing agencies held accountable through appropriate governance 
arrangements and processes?

Q1.3 Is health financing information systemically used to monitor, evaluate and improve policy 
development and implementation?

2) Revenue 
raising

Q2.1 Does your country’s strategy for domestic resource mobilization reflect international 
experience and evidence?

Q2.2 How predictable is public funding for health in your country over a number of years?

Q2.3 How stable is the flow of public funds to health providers?

Q2.4 To what extent are the different revenue sources raised in a progressive way?

Q2.5 To what extent does government use taxes and subsidies as instruments to affect health 
behaviours?

3) Pooling 
revenues

Q3.1 Does your country’s strategy for pooling revenues reflect international experience and 
evidence?

Q3.2 To what extent is the capacity of the health system to re-distribute prepaid funds limited?

Q3.3 What measures are in place to address problems arising from multiple fragmented pools?

Q3.4 Are multiple revenue sources and funding streams organized in a complementary manner, 
in support of a common set of benefits?

Q3.5 What is the role and scale of voluntary health insurance in financing health care?

4) Purchasing
& provider 
payment

Q4.1 To what extent is the payment of providers driven by information on the health needs of 
the population they serve?

Q4.2 Are provider payments harmonized within and across purchasers to ensure coherent 
incentives for providers?

Q4.3 Do purchasing arrangements promote quality of care?

Q4.4 Do provider payment methods and complementary administrative mechanisms address 
potential over- or under-provision of services?

Q4.5 Is the information on providers’ activities captured by purchasers adequate to guide 
purchasing decisions?

Q4.6 To what extent do providers have financial autonomy and are held accountable?
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Assessment area Question 
number 
code

Question text

5) Benefits & 
conditions of 
access

Q5.1 Is there a set of explicitly defined benefits for the entire population?

Q5.2 Are decisions on those services to be publicly funded made transparently using explicit 
processes and criteria?

Q5.3 To what extent are population entitlements and conditions of access defined explicitly 
and in easy-to-understand terms?

Q5.4 Are user charges designed to ensure financial obligations are clear and have functioning 
protection mechanisms for patients?

Q5.5 Are defined benefits aligned with available revenues, available health services, and 
purchasing mechanisms?

6) Public 
financial 
management

Q6.1 Is there an up-to-date assessment of key public financial management bottlenecks in 
health?

Q6.2 Do health budget formulation and implementation support alignment with sector 
priorities and flexible resource use?

Q6.3 Are processes in place for health authorities to engage in overall budget planning and 
multi-year budgeting?

Q6.4 Are there measures to address problems arising from both under- and over-budget 
spending in health?

Q6.5 Is health expenditure reporting comprehensive, timely, and publicly available?

7) Public health 
functions & 
programmes

Q7.1 Are specific health programmes aligned with, or integrated into, overall health financing 
strategies and policies?

Q7.2 Do pooling arrangements promote coordination and integration across health 
programmes and with the broader health system?

Q7.3 Do financing arrangements support the implementation of IHR capacities to enable 
emergency preparedness?

Q7.4 Are public financial management systems in place to enable a timely response to public 
health emergencies?
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Annex 4: Questions mapped to objectives and goals

Each question represents an area of health financing policy, selected given its influence on UHC intermediate 
objectives and goals, as explicitly defined below.

Objective / goal Question 
number code

Question text

Equity in resource 
distribution

Q3.1 Does your country’s strategy for pooling revenues reflect international experience 
and evidence?

Q3.2 To what extent is the capacity of the health system to re-distribute prepaid funds 
limited?

Q3.3 What measures are in place to address problems arising from multiple fragmented 
pools?

Q3.4 Are multiple revenue sources and funding streams organized in a complementary 
manner, in support of a common set of benefits?

Q3.5 What is the role and scale of voluntary health insurance in financing health care?

Q4.1 To what extent is the payment of providers driven by information on the health 
needs of the population they serve?

Q4.2 Are provider payments harmonized within and across purchasers to ensure 
coherent incentives for providers?

Q4.5 Is the information on providers’ activities captured by purchasers adequate to guide 
purchasing decisions?

Q6.2 Do health budget formulation and implementation support alignment with sector 
priorities and flexible resource use?

Efficiency Q3.2 To what extent is the capacity of the health system to re-distribute prepaid funds 
limited?

Q3.3 What measures are in place to address problems arising from multiple fragmented 
pools?

Q3.4 Are multiple revenue sources and funding streams organized in a complementary 
manner, in support of a common set of benefits?

Q3.5 What is the role and scale of voluntary health insurance in financing health care?

Q4.2 Are provider payments harmonized within and across purchasers to ensure 
coherent incentives for providers?

Q4.4 Do provider payment methods and complementary administrative mechanisms 
address potential over- or under-provision of services?

Q4.5 Is the information on providers’ activities captured by purchasers adequate to guide 
purchasing decisions?

Q4.6 To what extent do providers have financial autonomy and are held accountable?

Q6.1 Is there an up-to-date assessment of key public financial management bottlenecks 
in health?

Q6.4 Are there measures to address problems arising from both under- and over- budget 
spending in health?

Q7.1 Are specific health programmes aligned with, or integrated into, overall health 
financing strategies and policies?

Q7.2 Do pooling arrangements promote coordination and integration across health 
programmes and with the broader health system?
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Objective / goal Question 
number code

Question text

Transparency & 
accountability

Q1.1 Is there an up-to-date health financing policy statement guided by goals and based 
on evidence?

Q1.2 Are health financing agencies held accountable through appropriate governance 
arrangements and processes?

Q1.3 Is health financing information systemically used to monitor, evaluate and improve 
policy development and implementation?

Q2.1 Does your country’s strategy for domestic resource mobilization reflect 
international experience and evidence?

Q2.2 How predictable is public funding for health in your country over a number of years?

Q4.6 To what extent do providers have financial autonomy and are held accountable?

Q5.2 Are decisions on those services to be publicly funded made transparently using 
explicit processes and criteria?

Q5.3 To what extent are population entitlements and conditions of access defined 
explicitly and in easy-to-understand terms?

Q5.5 Are defined benefits aligned with available revenues, available health services, and 
purchasing mechanisms?

Q6.1 Is there an up-to-date assessment of key public financial management bottlenecks 
in health?

Q6.3 Are processes in place for health authorities to engage in overall budget planning 
and multi-year budgeting?

Q6.5 Is health expenditure reporting comprehensive, timely, and publicly available?

Service use 
relative to need

Q2.2 How predictable is public funding for health in your country over a number of years?

Q2.3 How stable is the flow of public funds to health providers?

Q3.1 Does your country’s strategy for pooling revenues reflect international experience 
and evidence?

Q3.2 To what extent is the capacity of the health system to re-distribute prepaid funds 
limited?

Q3.3 What measures are in place to address problems arising from multiple fragmented 
pools?

Q3.4 Are multiple revenue sources and funding streams organized in a complementary 
manner, in support of a common set of benefits?

Q3.5 What is the role and scale of voluntary health insurance in financing health care?

Q4.1 To what extent is the payment of providers driven by information on the health 
needs of the population they serve?

Q5.1 Is there a set of explicitly defined benefits for the entire population?

Q5.3 To what extent are population entitlements and conditions of access defined 
explicitly and in easy-to-understand terms?

Q5.4 Are user charges designed to ensure financial obligations are clear and have 
functioning protection mechanisms for patients?

Q5.5 Are defined benefits aligned with available revenues, available health services, and 
purchasing mechanisms?

Q6.2 Do health budget formulation and implementation support alignment with sector 
priorities and flexible resource use?
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Objective / goal Question 
number code

Question text

Financial 
protection

Q2.1 Does your country’s strategy for domestic resource mobilization reflect 
international experience and evidence?

Q2.3 How stable is the flow of public funds to health providers?

Q2.4 To what extent are the different revenue sources raised in a progressive way?

Q3.1 Does your country’s strategy for pooling revenues reflect international experience 
and evidence?

Q3.2 To what extent is the capacity of the health system to re-distribute prepaid funds 
limited?

Q3.3 What measures are in place to address problems arising from multiple fragmented 
pools?

Q3.4 Are multiple revenue sources and funding streams organized in a complementary 
manner, in support of a common set of benefits?

Q3.5 What is the role and scale of voluntary health insurance in financing health care?

Q5.1 Is there a set of explicitly defined benefits for the entire population?

Q5.3 To what extent are population entitlements and conditions of access defined 
explicitly and in easy-to-understand terms?

Q5.4 Are user charges designed to ensure financial obligations are clear and have 
functioning protection mechanisms for patients?

Q5.5 Are defined benefits aligned with available revenues, available health services, and 
purchasing mechanisms?

Equity in finance Q2.1 Does your country’s strategy for domestic resource mobilization reflect 
international experience and evidence?

Q2.3 How stable is the flow of public funds to health providers?

Q2.4 To what extent are the different revenue sources raised in a progressive way?

Q3.3 What measures are in place to address problems arising from multiple fragmented 
pools?

Q3.5 What is the role and scale of voluntary health insurance in financing health care?

Q5.1 Is there a set of explicitly defined benefits for the entire population?

Q5.4 Are user charges designed to ensure financial obligations are clear and have 
functioning protection mechanisms for patients?

Quality Q4.3 Do purchasing arrangements promote quality of care?

Q4.5 Is the information on providers’ activities captured by purchasers adequate to guide 
purchasing decisions?

Q4.6 To what extent do providers have financial autonomy and are held accountable?

Health security Q3.2 To what extent is the capacity of the health system to re-distribute prepaid funds 
limited?

Q4.6 To what extent do providers have financial autonomy and are held accountable?

Q6.2 Do health budget formulation and implementation support alignment with sector 
priorities and flexible resource use?

Q7.3 Do financing arrangements support the implementation of IHR capacities to enable 
emergency preparedness?

Q7.4 Are public financial management systems in place to enable a timely response to 
public health emergencies?
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