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FOREWORD 

·· The Sessional Paper No. 2 of 2017 on the Kenya Health Policy 2014-2030, gives direction 
to ensure significant improvement in the overall status of health in Kenya in line with the 
Constitution of Kenya 2010, the country's long-term development agenda, Vision 2030 and 
global . commitments. It demonstrates the health sector's commitment, under the 
government's stewardship, to ensuring that the country attains the highest possible 
standards of health, in a manner responsive to the needs of the population. 

This sessional paper is desi§,ined to be comprehensive and focuses on the two key 
obligations of health: the realisation of fundamental human rights including the right to 
health as enslu·ined in the Constitution of Kenya 2010 and; the contribution to economic 
development as envisioned in Vision 2030. It focuses on ensuring equity, people 
centeredness, participation, efficiency, social accountability and a multisectoral approach, 
in the delivery of healthcare services. The policy embraces the principles of protection of 
the rights and fundamental freedoms of specific groups of persons, including the right to 
health of children, persons with disabilities, youth, minorities, the marginalised and older 
members of the society, in accordance with the Constilution. 

The sessional paper focuses on six objectives and eight oriet1tations to attain the 
government's goals in health. It takes into account the functional responsibilities between 
the two levels of government (county and national) with their respective accountability, 
reporting, and management lines. It proposes a comprehensive and im1ovative approach to 
harness and synergisc health services delivery at all levels and by engaging all actors, 
signalling a radical departure from past approaches in addressing the health agenda. There 
i~ therefore, need to raise awareness and ensure that the objectives of the policy are 
understood and fully owned by the various stakeholders and implementing partners. 

The sessional paper was developed through a participatory process involving all 
stakeholders in health including government ministries, departments and agencies; clients, 
counties, constitutional bodies, development partners (multilateral and bilateral) and 
implementing partners (faith-based, private sector, and civil society). The detailed 
strategies, specific programmes and packages will be elaborated in subsequent five~year 
strategic and investment plans. 

It is my sincere hope that under the devolved system of government, all the actors in health 
in Kenya will rally around these policy directions to ensure that we all progressively move 
towards the realisation of the right to health and steer the counhy towards the desired 
health goals. 

~;;t,,;L 
DR. CttcrlfA MAILU, EGH 
CABINET SECRETARY 
MINISTRY OF HEALTH 
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CHAPTER 1: INTRODUCTION 

1.1. Sessional Paper No. 2 of 2017 on the Kenya health policy 
2014 .. ,2030 and the Constitution of Kenya 2010 

The Constitution of Kenya 2010 provides the overarching legal framework to 
ensure a comprehensive rights-based approach to health services delivery. It 
provides that every person has a right to the highest attainable standard of 
health, which includes reproductive health rights. It further states that a 
person shall not be denied emergency medical treatment. and that the State 
shall provide appropriate social security to persons who are unable to support 

themselves and their dependants. 1 

The Constitution f-ttrther obligates the State and every State organ to observe, 
respect, protect, prornotc, and fulfil the rights in the Constitution and to take 
"legislative, policy and other measures, including setting of standards to 
achieve the progressive realisation of the rights guaranteed in Article 43." 
State organs and public officers also have a constitutional obligation to 

address the needs of the vulnerable groups2 in society and to domesticate the 
provisions of any relevant international treaty and convention that Kenya has 

ratified. 3 The State has a constih1tional obligation under Article 46 of the 
Constitution to protect consumer rights, including the protection of health, 
safety, and economic interests. 

The Constitution outlines the values and principles which all State organs and 
officers are expected to employ in the delivery of services. The health sector 
is therefore obligated to implement the principles in Articles 10 and 232, 
Chapters 6 and 12 of the Constitution, among others, and establish the 
framework necessary to support their implementation. Table 1 summarises the 
main constitutional articles, among others, that have implications for health. 

1 Article 43 of 1he Constitution of Kenya 2010 
2 The,e include women, older members of society, persom with disabilities, children c1nd youth, 
members of minorily or marginalised communities, and members of particulm ethnic and 
religious or cultural communities. 
3 Arlicle 2(6) of the Cons1ituiior1 recognises ratified international treaties as part of the laws of 
Kenya. 
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Table 1: Main Constitutional Artides that have Implications for 
Health 

I 
----...... "'~·~ ·--

ARTICLE CONTENT 7 

20 

... 

20 (5) {a) Responsibility of the S tate to show resources are not available. 
20 (5) (b) fn allocating resources , the State will give priority to ensuring widest 

1 possible enjoyment of the right or fundamental freedom having regard to prevailing 
erability of particular groups or individuals. circumstance, lnc/uding the vuln 

--
21 _Duty of the State and State orga ns to take legislative, policy and other measures for 7. 

progressive realisation of rights under Article 43, including addressing the needs of · 

43 

26 

vulnerable groups within society and the international obligations regarding those 

rights. 

(1) Every person has the right~ 
(a) To the highest attainable 

healthcare services, includin 
(b} To reasonable standards 

standard of health, which lncludes the right to 

g reproductive healthcare; 

of sanitation; 

(c) To be free from hun"fer an a have aaequate food of acceptable quality; and 

adequate quantities. (d) To clean and safe water in 

(2) A person shall not be denied emergency medical treatment. 

Right to life 
Ufe begins at conception; abort/ on is not permltted unless, in the opinion of a 
trained health professional, ther e is need for emergency treatment, or the life or 

, or if permitted by any other written law. health of the mother is in danger 

32 Freedom of conscience, religion 
~---

46 Consumers have the right to pr 
I 

0-~-~e~f, ~~~-~-in_io~~~------- - ---.--~I 
otection of their health, safety, and economic 

53-57 
~::,:: special groups ----------------------

! -Children have right to basic nutrition and healthcare. 
i -People with disabilities have right to reasonabJe access to health facf!it!es and 

materials and devices. 

-Youth have the right to relevant education and protection from harmful cultural 

practices and exploitation. 

l -Minority and marginalised_~_°,:P~ have the 1~i~~~~~~~~-onable health services. 

174-175 ! Objectives and prfndples of devolved governrnent 

l 
189-191 I ·cooper~tion bet;~-;n national and county govern·~-~nts, support to county 

'-----~--~i-~~-~~0ments, and conflict_of laws_between different_levels of government _________ J 
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..• -~!-A~-T=i_tL_E_·-+'-------~--'-'----'- ·. CONTENT 

'',,, f()ur~h ' National: Health policy; national-r-eferralhealth facilities; cap~city bullding and ' 
· · Schedule technical assistanceto counties; · · · ·. · · ·. 

C()L111ty health services: County health facilities and pharmacies; ambulance 
services; promotipn of primary healthcare; licensing and control of Lt ndertakings .•. · 
that sell food in public places; veterinary services; cemeteries, funeral .paJlours,and 
crematoria; refuse removal, refuse dumps, and solid waste; and 
Staffing of county governments: Within the framework of the norms and standards·\ 
set by the National government [n accordance with the relevant legislation and ) 

-·--•--·------ p_~_i_~ ie s. _______________ .... _ ... _. _____ ., ______________________________________________________________________ ,, _____ , 

1.2. Heali'h under the Devolved System of Government 

The most significant feature of the Constitution of Kenya 2010 is the 
introduction of a devolved system of government, which is unique to Kenya 
and provides for one (1) national government and forty-seven ( 4 7) county 
governments. The governments at the national and county levels are "distinct 
and interdependent," and are expected to undertake their relations through 

"consultation and cooperation.,,4 The distinctiveness of the governments 
under the devolved system is determined by the Fourth Schedule of the 
Constitution, which has assigned different functions to the two levels of 
government. 

In observance of this provision, the Sessional Paper No. 2 of 2017 takes into 
account the objectives of devolution, which include the following: 

The promotion of democracy and accountability in delivery of 
healthcare; 

Fostering of seamless service delivery during and after the transition 
period; 

Facilitating powers of self-governance to the people and enhancing their 
participation in making decisions on matters of health affecting them; 

Recognising the right of communities to manage their own health 
affairs and to further their development; 

Protection and promotion of the health interests and rights of minorities 
and marginalised communities, including informal settlements such as 
slum dwellers and under-served populations; 

Promotion of social and economic development and the provision of 
proximate, easily accessible health scTVices throughout Kenya; 

Ensuring equitable sh21ring of national and local resources targeting 
health delivery throughout Kenya; 
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Enhancing capacities of the two levels of governments to effectively 
deliver health services in accordance with their respective mandates;. 

Facilitating the decentralization of state organs responsible for health, 
their fonctions and services from the Capital of Kenya 

Enhancing checks and balances and the separation of po\vers between 
the two levels of government in delivery of health care 

The Sessional Paper No. 2 of 2017 takes cognisance of the specific functions 
assigned to the two levels of governments, vlhich are as fo1lows: National 
government: leadership in health policy development; management of 
national refeITal health facilities; capacity building and teclmica.l assistance to 
counties; and consumer protection, including the development of norms, 
standards and guidelines. County governments: responsible for county health 
services, pharmacies; ambulance services; promotion of primary healthcare; 
licensing and control of undertakings that sell food to the public; cemeteries, 
foncral parlours and crematoria; and refuse removal, refuse dumps, and solid 
waste disposal. 

Defails of the activities urider the national and county govemrnents' 
respective fimctions have been forlher defined through the unbundling of 
functions, and any modifications thereof, pursuant to the provisions of the 
Transition to Devolved Government Act and Alticle 187 of the Constitution, 
and the sector intergovernmental agreements between the national and county 
governments. This Sessional Paper fonns the fundamental frame,vork for 
managing the devolution of the healthcare sector, during and beyond the 
transition period. The SessionaI Paper provides for the development and 
strengthening of the necessary national, county, and intergovernmental 
mechanisms and frameworks vvithin 1111hich health y.vill be managed as a 
devolved function. 

1.3. Sessfonal Paper No. 

2 of 2017 and the 
National 
Development 
Agenda 

Over the years, Kenya has 

strived to overcome 
development obstacles and 
improve the socioeconomic 

Key objectives of the Sessional Paper f'.lo. 
2 of 2017 

✓ 

✓ 

Eliminate communicable conditions 

Halt and reverse the rising burden of 
non-cornmunicable conditions 

✓ Reduce the burden of violence and 
injuries 

✓ Provide essential healthcare 

✓ Minimize exposure to health risk factors 

✓ Strengthen collaboration with private 
and other health-related sectors 
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. ·• status of her citizens, including health. Some of the initiatives include the 
·. •· qevelopment and implementation of the Kenya Health Policy Framework 

{KHPF 1994--2010), •· Vision 2030, the promulgation of the Kenya 
Constitution 2010, and fast-tracking actions to achieve the Millennium 

· Pevelopment Goals (MDGs) by end of 2015. The Government ofKenya 
·· .. ·•. (GOK) also upholds the fundamental right to health access for every Kenyan 

as envisaged in Vision 2030. 

Th~ implementation of KHPF 1994--2010 led to significant investment in 
public health progrmmnes resulting in the improvement of health indicators in 
infectious diseases and child health. However, the emerging increase of non­
communicable diseases is a threat to the gains made so far. This sessional 
Paper aims at consolidating the gains attained so far, while guiding 
achievement of further gains in an equitable, responsive, and efficient manner. 
It is envisioned that the ongoing govenunent refcmns, together with the 
anticipated sustained economic grnwth, will facilitate the achievement of the 
health goals. 

Vision 2030 is the long term development blueprint for the country, aiming to 
transform Kenya into a "globally competitive and prosperous and newly 
industrialised middle-income country providing a high quality of life to all its 
citizens in a clean and secure environment by 2030". Health is one of the 
components of delivering the Vision's Social Pillar; given the key role it plays 
in maintaining a healthy and skilled work.force necessary to drive the 
economy. To realise this ambitious goal, the health sector defined priority 
reforms as well as flagship projects and programmes, including the 
restructui-ing of the sector's leadership and governance mechanisms, and 
improving the procurement and availability of essential health products and 
technologies. Other projects include digitization of records and health 
information system; accelerating the process of equipping of health facilities 
including infrastructure development; human resources for health 
development; and initiating mechanisms towards universal health coverage. 

The goal of the I(enya Health Policy 2014--2030 is attainment of the highest 
standard of health in a manner responsive to the needs of the Kenya 
population. In addition, policy principles and orientations have been 
formulated to facilitate the development of comprehensive health 
investments, health plans, and service provision within the devolved 
healthcare system. 

1.4. Principles Guiding lhe IC(c?1·1yc1 Hecilt-h Policy 

l O and together vvith Chapters 6 and 12 of the Constitution 
provide guidance on the values and principles that all State organs and 

Sessior1al Paper l\lo. 2 of 2017 on the Kenya Health Policy 2014-2030 s 



officers are expected to uphold in the delivery of services. In the 
implementation of this Sessional Paper, the health sector will embrace the 
following principles: 

1. Equity in distribution of health services and interventions; 
11. Public participation, in which a people-centered approach and social 

accountability in planning and implementation shall be encouraged, in 
addition to the multisectoral approach in the overall development 
planning; 

111. Efficiency in application of health technologies; and 
1v. Mutual consultation and cooperation between the national and county 

governments and among county governments. 

1 .5. Organisation of Healthcare Service Delivery System 

Kenya's healthcare system is structured in a hierarchical manner that begins 
with primary healthcare, with the lowest unit being the community, and then 
graduates, with complicated cases being referred to higher levels of 
healthcare. Primary care units consist of dispensaries and health centres. The 
current structure consists of the_following six ]_eve ls: 

Level 1: Community 
Level 2: Dispensaries 
Level 3: Health centres 
Level 4: Primary refen-al facilities 
Level 5: Secondary referral facilities 
Level 6: Tertiary referral facilities 

1.6. National, Regional, and Global Health Challenges 

Globalisation, political instability, and the emerging regional and national 
macroeconomic challenges triggered by the global economic downturn, 
together witi1 climate change, have had an adverse impact . on health. In 

. addition, the increased cross-border movements of goods, services, and 
people, as well as international regulations and institutions, have had a 
considerable influence on national health risks and priorities. To respond to 

· -these challenges, regional and global initiatives focusing on health have been 
mide1iaken, This Sessional Paper No. 2 of 2017 was developed at a time when 
the global development efforts towards the attainment of the MDGs were 

communicable diseases (NCDs), social determinants of health, and managing 
efrierging and re-emerging health t)u-eats are gaining momentum. Fw1her, 
there are emerging global efforts and cornmitrnents on aid effectiveness, 
which include the declarations in Rome 2003, Paris 2005, Accra 2008, and 
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'i 
1 

, r 

'i 

· •· ·. · .. Busan 2011 tha.t focus on aligning donor support to country policies, 
.· .. •·. .· .. .. strategies, and priorities, and using coµntry systems during implementation ·.. . .. . . .. . . 
· ··.. · .: < ·for purposes o:f ownership. In line with Article 2 of the Constitution, the , •·. · .. ' .. ' ... •· .. 

, : · .. •• .. ·•·.. . $essionaJPaper will confonu to iliese internationally ratified obligations. The · .. ·. · ···•··· .•. ··••·. 
·•···.·• \ 9oµntry $tjllfaces healtl:i cJ:iallenges, especially c:onceming childrep., for whom . . ···.·•· •· · 

... ····. 11nder-nutrition is the single greatest COITlributoT to child mortality. These ... ·· . ·· .. · 
challenges will be addressed through the ~lready existing policies and 
strategies on nutrition such as the National Nutrition Action Plan; the 
Agriculh1re and Nutrition Security Policy; Kenya high impact Nutrition 
interventions; · commitment to the · Global Scaling up Nutrition (SUN) 
movement and commitment to the MDGs, specifically goals 1, 4, 5 and 6. 

Other factors that contribute to high mortality include immunisable diseases 
and high maternal deaths arising from prepartum, childbirth, and postpartum 
conditions. Many people are also exposed to a heavy and wide-ranging 
disease burden, partly because of the country's unique geographical and 
climatic conditions. The difficult, disaster-prone environment in the arid and 
semi-arid regions of the country, and the lush but malaria-prone regions in 
other parts of the countty, all have unique health risks associated with them. 

Stunting levels remain unacceptably high, at 26 percent,4 with major national 
implications for survival, productivity, and economic development. 

Kenya faces challenges of emerging and re-emerging diseases. Tuberculosis 
(TB) is a threat and a major cause of ill health. While HIV prevalence has 
been steadily declining, with a prevalence rate of 5.6% in 2012, the number of 
those infected continues to increase, with annual new infections standing at 
106,000 in 2012(KAIS, 2012). In addition, the country faces an increasing 
health burden from injuries and non-communicable diseases, which are 
exacerbated by the negative underlying social health determinants in the 
country. Political instability in the Eastern Africa region and the subsequent 
in-migration of refogees into Kenya has the result of increasing the demand 
for health services in the country and raising the risk of spreading 
communicable diseases. 

Limitations in the regulatory and resource capacity and utilisation have 
constrained the health sector's ability to harness fully the existing technology 
to manage most of the direct causes of ill health and death. The unionisation 
of health workers and recurrent industrial action also _present new demands 
and challenges to the sector. 

,Kenya Demographic and Health Survey (KOHS) 2014. 
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This Sessional Paper provides guidance on how Kenya will address some of 
the challenges observed and build on the gains made so far. 

1.7. The Policy Development Process 

The Kenya Health Policy 2014~2030 was developed under the stewardship of 
the national govermnent over a period of two years through an evidence-based 
and extensive consultative process with stakeholders. These stakeholders 

· included relevant government ministries, departments, and agencies; county 
governments; constitutional bodies; multilateral and bilateral development 
partners; and faith-based, private sector, civil society and implementing 
partners. The definition and development of the policy objectives and 
orientations was based on a comprehensive and critical analysis of the status, 
trends, and achievement of health goals in the country during the 
implementation period of the previous policy framework of 1994-2010. The 
outputs from these processes are available as background information for the 

. policy. 5The first draft was prepared after initial consultations at the national 
levei and the regions in 2012, and circulated to the county governments and 
other stakeholders in mid-2O13 for their review. The stakeholders' inputs 
were incorporated inthe final policy draft during joint sessions between the 
national-level and county government representatives that were facilitated by 
the Commission on the Implementation of the Constitution. The resultant 
consensus policy document was then presented for consideration by Cabinet 
and the National Assembly. 

sGovernmenl of Kenya, 20i0.Heolth Situotion Trends and Distribution, 1994-20/0, and Projections 
to 2030. 
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CHAPTER 2: SITUATION ANAL YS!S 

This section summarises the progress made in Kenya in (1) overall population health 
status, (2) investment made in health, and (3) outcomes from the implementation of 
interventions under the previous policy period. The situation analysis was informed 
by a comprehensive review of the 1994-2010 Kenya.F[ealth Policy Framework and 
periodic health sector and other surveys. More surveys and reviews will be 
undeiiaken during the implementaticm of the new policy to update this information. 

2.1. General Health Profile 

Over the past decade, there has been general improvement in the health profile for 
Kenya. Life expectancy (LE) at birth in Kenya dropped from 58 years in 1993 to a 
low of 50 years in 2000, but rose to 59 years by 2009 and is cuncntly estimated to be 

61 years6. Towards the end of the last policy period, evidence of improvements in 
indicators for specific age groups emerged, pa1ticularly those related to adult, infant, 
and child health. Based on cunent impact estimates, improvements in infant and child 
health indicators have been sustained right up to the begi1111ing of the policy period, 
while neonatal and maternal health have also started to show improvements (see 
Figure 1 below). 

Figure 1: Recent Trends in Healtf1 Impact Indicators in Kenya, 1993-
2014 
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Source: Respective Demographic &Health Surveys 

The overall trend in health status is positive, with the sector noting significant 
improvements in all f01ms of morlality. There are however significant disparities by 
county, sex and gender. 

oKenya Demographic & Health Surveys. 2014: MMR based on World Health Statistics eslimotes 
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The country still faces a significant burden of disease from communicable and non­
communicable conditions, and from injuries including those that result from violence. 
The common leading causes of death and disability are shown below. 

Tobie 2: Leading Causes of Death and Disability in Kenya 

('O ~ % ro ..:,,: 
0::: C 0::: C 

death % 
Disease or injury total Disease or injury total 

DALYs 
s 

1 HIV/AIDS 29.3 1 H!V/AIDS 24.2 
2 Conditions arising during 9.0 2 Conditions arising during 10.7 

perinatal period perinatal period 
3 Lower respiratory infections 8.1 I 3 Malaria 7.2 
4 Tuberculosis 6.3 4 Lower respiratory infections 7.1 
5 Diarrhoeal diseases 6.0 5 Diarrhoeal diseases 6.0 
6 Malaria 5.8 6 Tuberculosis 4.8 
7 Cerebrovascular disease 3.3 7 Road traffic accidents 2.0 
8 fschemic heart disease 2.8 8 Congenitai anomailes 1.7 
9 Road traffic accidents 1.9 9 Violence L6 

10 Violence 1.6 10 Unipolar depressive 1.5 
disorders 

Source.: GDK 2010. Review of the Kenya Health Policy Framework, 1994-2010. Note: DAL Ys = 
Disability-adjusted Life Years-Time lost due to incapacity arising from ill health. 

This trend in the health status is attributed to a number of contextual factors. 

Specifically, despite improvement of some indicators, the population growth rate has 

remained high, at 2. 7 7 per cent per annum, with a large young and dependent 
population that is increasingly urbanised. 

Alt1!ough there were improvements in Gross Domestic Product (GDP) and a reduction in 
the percentage of i.he population living in absolute pove1ty (e:-;pecially in urban areas) in 

the period under review, absolute poverty levels remained high, at 468 per cent. 

Literacy levels reached 78. l per cent, although inequalities in age and geographical 
_rf;~t-,;i..~~t-!0"!"'1 ?-..-=ir{!~cf-9 n.0 ~:J.0~· ~ic:!-r-?.r~f-i~-=! ;~~~"!n qJcr!'l!hr-:1nt ,u;th th.o Gr--nfip.r TnPnn-::il-it,r ""---LA.v......., .1,vL,_L,._....,g pv_.._...,..,._....J.__ • ..._.-..., .... ,,._..._ ... ""'..., ............... p......,i ..... t...-..vw= ..., .._,I.J.___,;_~-------.~ i...:;,...,b ..... ::.......--'-. .-<....,,:L;_;:_~t-, ..-~ .;. .. ..._i -;.._._.,.,.__. ...__,,.,, .. .-"--_,,._,._.._,.._ ~-=.~"c..1 ,_.,_.,_~;;. .... •~J 

Index, the measure of disparity on health, empowerment and labour market standing at 

7 Economic Survey 2014 
8 Economic Survey 2014 

9 Government of Kenya, 2009. National Population and Housing Census 
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·.. Fii1ally, security c:onc:ernspersist in some a.reas of the country, making it difficult for.·._.· .•..•... 
. . . . communities to access and use existing services. Gender-based crimes also persisted .. · · 
.. · ... :With reportedrape and defilement cases increasing from 3,228 in 2009 to 4,100 .in 

201211 .• In addition, •-~ ~ignifica11t number of people expe~ience domestic yiolenc~: ·. · .. ·· 
·· . .According to the 2014 KDHS, 41 % of women, and 11 % of men have experience~ . . ... 

physical or sexual violence from their spouse/ partner. · · · ·· 
.. , .. 

Table 3: Population Distribution by Age and Sex 2013 

:;-1 _··A_·-=-g·-e=.c--g-r=o=u=p=· ======M=· """a-,l=e=-===1i ....... _ -__ --F-e-m-a-,e--.-~--.,.._.,T-;o_t_a:-l _-_· -___ ...,_:===%==·· _·--1 

1,___o-_4 __ ~_, __ ,,. ________ 3-'-, 2_s---'1,_9_67--t---·-?, 18s, 233 6,4:31 ,200 1 s.4 

t--~~ ~-14 •"-•-·-·+_,=====~::~=:=;:-:!~~:~:_ .. -_.-=--=---=-2---'-
2

..!...:-:_:-=-:::3-
8

_~-8-1
1
+~-=--=--=--=-~~::~-=_!~!-=-:_~-~:_~:J_-~~---:_:-~~~-

lf---1_5-_2_4 ___ : ____ 4~, 2_0_2~,9_0_6+--·····-·---·-4.;.._,4_0_7;_,8_9_41----·--8-,_,~~-o.-'-,_80_0 __ 2_0_. 6_----I 
L 2s-34 3,012,944 3,113,4s6 6,186,400 14.a 

----+~·-··--·--····--~-----· -----·- ···---
35-49 2,575,517 2,565,883 5,141,400 12.3 

-····-"-----t------'---'--------+-----·--·_.....c...--"---+--~----''--.....,__-----+ ___ ----i 

50-59 902,121 ........ ___ 8_9~4,_6_78_>---__ 1_~,?.~7,_:!9.Q.L. ___ 4_.3_----1 

60-64 311, 7~.i -·------·-·----.. .3151287 627,ooo 1.s 
-- 65+ 661,520 801,479 1,463,000 ____ 3~-

--~~;;.~--------- __________ 20,7~~:~~~l._____ 21,0~~:~:~ 41,~~~:~~~ ~~~----· 

Source: Computed data from Economic Survey 2014 and 2009 census 

10UNDP, Human Development Report, 2013 
11Government of l<enya, 2014, Economic Survey 
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2.2. Progress in Overall Health Status 

2.2.1 St.of us of key health indicators 

During the previous policy period, interventions were introduced in the health sector 
to address key challenges, such as maternal and child health and nutrition, HIV/AIDS 
and TB, malaria, and the emerging threat ofNCDs, with mLxed results. 

Coverage of critical interventions related to maternal and child health have shown 
signs of improvement, as shown by trends in the Demographic and Heal.th Surveys 
between 2008/09 and 2014. hnprovements are seen with use of any modem 
contraceptive method (46% in 2008/09 to 61% in 2014), total fertility rate (4.6 in 
2008/09 to 3.9 in 2014), health facility deliveries (44% in 2008/09 to 61.2 % in 
2014). There are also improvements in child health; the percentage of children who 
are stunted reduced from 35% in 2008/09 to 26% in 2014, and those underweight 
reduced from 16% in 2008(09 to 11 % over the same period. However, coverage with 
childhood vaccinations has stagnated (fully immunized cbildren remaining at 68% in 
2008(09 and 2014). Achievement on MDG goals for maternal and child health have 
remained below the set targets, except for percent of children undenveight. 

A key policy intervention during implementation of the previous policy was adoption 
of the multi-sectoral . approach in. response to HN . and AIDS~ _f-91lowi~g 
implementatioii" of sessioiial paper ni.rmbei--4 o:t:"1997 and e-stablishment of NACC i11 

1999. HIV/AIDS control showed progress, with evidence of declining incidence, 
prevalence, and mortality with the latest data showing the HIV prevalence at 5.6 in 

2012 from a high of 10.5% in 1995-612. The 2014 World Health Statistics showing 
HN incidence as having reduced from 426, to 226 new cases per 100,000 persons 
between 1990 and 2012, with the contribution of HIV to under 5 mortality reducing 
from 13% to 4% in the same period. According to the 2014 KDHS, 83% and 71 % of 
women and men respectively had ever been tested for I-UV and received results. 
However, differences persist in coverage of interventions with regard to age, sex, 
geographical location and among high risk groups. · 

Although efforts to control TB were hampered by the HIV epidemic, there were 
improvements on some key indicators, including, case detection and treatment 
success rates that stood at 79% and 87.7% respectively as at 2013. The TB 
prevalence (all fonns), and incidence in 2013 were 299 and 272 per 100,000 persons 
respectively. However, the emergence of drug-resistant strains since 2005 is a key 
challenge. There are approximately 250 MDR cases being identified per year, with a 

treatment success rate at 71 %. 13 . 

The-re is also evidence of a red1u::.ticn1 i11 ~/ector-bor11e disease mortality, attributed to 
the scaling up of effective interventions, such as fosecticide Treated Nets (ITN s ), 

12Kenya AIDS Indicator Survey, 2012 
13World Health Organization: Tuberculosis Report 2013, Kenya TB annual report 2013 
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lntennittent Preventive Treatment in pregnancy (l"PTp ), and Indoor Residual 
Spraying (IRS). According to the 2014 Demographic and .Health Survey, up to 77% 

·. qf pregnant mothers and under 5s are reported to be using ITNs in households with at 
· least one ITN. High coverage has been <achieved in interventions addressing 
/Neglected Tropical Diseases (NTDs), although they stiH. exist among different 

·· ·• populations in the country. · · 

Non-communicable conditions, which include cardiovascular diseases, cancers, 
respiratory diseases, digestive diseases, psychiatric conditions, and congenital 
anon1alies, represent an increasingly significant burden of ill health and death in the 
coun1l-y. In particular, an estimated 39,000 people are diagnosed with cancer and 
27,000 die from the disease annually. However, 80% of people with cancer are 
diagnosed late, when the only treatment option that can be offered is palliative care. 
The incidence of injuries and violence is also high, with mortality levels increasing 
over the years to account for 7.9% of all deaths in 2013, and mainly affecting the 
productive and younger population. 

Table 4: Mortality rot'es, and years of life lost by disease domain, 2013 
~---........ -~--~~--·-~---.---.--- ---,-----------~----~----·~,~~----
1 ·. Mc>rta lity rate, per 100,000 . V drs of Life- Lost per 

I population {% of total) 100,000 population 

Communicable co;;-d·iti~ns·---···-·-·~-- 657 (51.6%) ---·-t-- -- 37,031 -l 

~===-~omm~=~==~s~~=~~J __ _:3~ ___ __I 
lnj~:-~~------------'------ 10~-~~9~2_-----·--·-·· L·---------· 5,271 J 
Source: WHO World Health Statistics, 2014 

2.2.2 Risk facfors to health 

Risk factors to good health in Kenya include unsafe sex, 14 suboptimal breastfeeding, 
under-nutrition, alcohol and tobacco use, obesity and physical inactivity, among 
others. The table below shows the top 10 risk factors contributing to mortality and 
morbidity . 

::\i. ,.,Unsofe sex leads to nicmy conditions of rec ting hec1lth. such m HIV, reproductive trod cancers/conditions 
,'=', 

cincl other trc1nsmttecl infections, unvK111ted anclpsycl1osociol conditions, amon<;J 
i.c.- olhCcrs. 
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Table 5: Leading Risk Factors and Contribution to Mortality and 
Morbidity 

Mortality { deaths) 
·-----1 

Burden (DALYs) I 
~-~-...____,.~ ---~'- . ........,__..,..__~~----....---~- ~--~-~---J 

% i % i 
·- ~ 

tota/i Rank Risk Factor total i Rank Risk Factor 
deaths 

I 
' DALYs t 

1 Unsafe sex 29.7 I 1 Unsafe sex 25.2 
2 Unsafe water, sanitation, & 5.3 

l 
2 Chlldhood 5 

hygiene underweight 
I 3 Suboptimal breast feeding 4.1 I 3 Household air 4.8 

I pollution I 
! I 

4 Childhood & maternal 3.5 4 Suboptimal breast 3.8 i 
I 

underweight feeding I 
5 Indoor air pollution 3.2 5 Iron deficiency 2.8 

6 Alcohol use 2.6 I 6 Unsafe water and 2.0 

sanitation 
7 Vitamin A deficiency 2.1 7 High Blood Pressure 1.8 
8 High blood glucose 1.8 8 Alcohol use 1.7 
9 i,iih ~looct,e~es~u!e 1.6 9 Smoking 1.3 

l 
-- - -- -- -~,~. •·--- --- -• 

10 Zinc deficiency 1:_? __ ____l 10 Occupational risks 1.2 

Source: GOK 2010. Review of the Kenya Health Policy Framework, 1994-2010; Institute for 
Health Metrics and Evaluation (IHME} Morch 2013: The Global Burden of Disease Study 
(GOB 2010). DALYs = Disability-adjusted Life Years-Time lost due to incapacity arising from 
ill health 

Available evidence suggests that there has been a reduction in unsafe sexual 
practices, with people increasingly embracing safer sex; this can be attributed to 
steady improvements in knowledge and attitudes regarding sexually transmitted 
infections (STis) and HIV. The percentage of women of child bearing age who had 2 
or more sexual partners in the previous 12 months reduced from 2% to 1 % between 
2008/09 and 2014. This has however remained the same for men at 13 %. 

Breastfeeding practices have also improved, with exclusive bTeastfeeding for up to 
six (6) months showing significant improvement. Up to 61 % of children less than 6 
months are being exclusively breast fed in 2014, up from 32% in 2008/09. 

Whereas 5 percent of an deaths from non-communicable conditions and 55 percent of 
deaths from cancers of the trachea, bronchitis and lungs are attributable to tobacco 

·r - ~ - - · - ~ .r 1 " • 1 ' -use; lJ.l perce11t 01 i11ales a11ct LLj percei1t oJ 1e111a1es aJ11011g actults popu1.at1011 15 

yeais and above or about 2.5 million persons were using tobacco products in 2014 15. 

15 Ministry of Heafth: Global Adult Tobacco Survey 2014 

-~------..... - ..... ._..........._....,._. ~-
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The same pattern is seen in the use of alcohol products among sexes, with the impure 

and unhealthy alcohol products found more in the rural areas and urban slums 16. 

Cases of alcohol poisoning were reported during the previous polic:y period, and more 
than 2 per cent of all deaths in the c01mtry were attributed to alcohol use. Further, it is 
estimated that 25 per cent of all persons in Kenya arc overweight or obese, with the 

•. prevalence being highest among women in their mid- to late 40s and in urban areas. 

2.2.3 Social determinants ofhealth 

Other determinants of health include the literacy levels of vvomen; nutrition; and 
access to safe water, adequate sanitation, and proper housing, roads and infrastr(tcture 
among others. The literacy level of \vornen has a strong correlation with a child's 
health and survival. According to KDHS 2014, 93 % of women had at least primary 
school education. 

Nutrition is a vital building block in the foundation of human health and 
development. The right nutrition early in life, particularly in the first 1,000 days 
between a woman's pregnancy and her child's second birthday helps ensure healthy 
growth and cognitive development, leading to a lifetime of health and economic 
benefits. Nutrition is not just a social determinant of health, bu! bas a direct 
relationship with health status. According to the Demographic and Health Surveys, 
stunting, wasting and underweight have improved from 35%, 7% and 16% in 
2008/09, to 26%, 4% and 11 % in 2014 respectively. The nutrition status of women 
has however stagnated. 12.3 per cent of adult women have a low Body Mass Index 
(BMI -- under 18.5), with under-nutrition higher among women ages 15--19 years and 
in rnral areas of the country. On the other hand, 18% of women of reproductive age 
are overweight, with this higher amongst women residing in urban areas as compared 
to those in rural areas. 

There were improvements in availability of safe water sources and sanitation 
facilities. Population wiLh access to safe water increased from 59% in 2008 to 62% in 

2013, with rnral areas registering 55% access in 2013 17. However, some regions, 
such as arid and semi-arid areas, still have poor access to safe water. 

The proportion of the population in active employment grew marginaliy from 28 .3 Slo 

in 2009 to 32.4% in 2013 18; however, there has been an associated increase in the 
absolute numbers of the unemployed population. Migration from rural to urban areas, 
most noted among people ages 20~34 years, has contributed to an increase in the 
urban population and their associated health risks mostly affecting the urban informal 
settlements in the country. 

16Rapid Assessment of Drug and Substance Abuse in Kenya 2012/13, NACADA 
17 Kenya Household Health Expenditure and Utilization Survey, 2013 

18 Econornic Survey 2014 
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2.3. Review of Health Investments 

2.3.1 Health sector financial allocations and expenditure 

As shown in Figure 2, The total health expenditures (THE) have been on an 
increasing trend, with the latest estimates of 66.6 US$ spending per person per 

year. 19 The increases are driven primarily by donor and household spending, though 
recent initiatives to reduce. household expenditures such as the free maternity and 
primary care services should start to reverse these inequitable trends. 

Figure 2: Overall Health Expenditure Trends: 2001-2013 

2001/02 . 2005/06 2qo9/10 
liillillllllilllli'To taf,Heafth 'Expenditure as'% (if nominal GDP' 
- ,\;qverrimeritHea!thfxpentllture~~})~·.of.Goi;i_ernmeilft.ot~l:\'XJ}ej\~iti1re. 
---~--~ Tot.i)Jje~iti1 fxii~1Ji_tl!rf;per'_cav.lta:<tJ~l , 

.?O 
. :10 

0. 

Source: 2001/02, 2005/06, 2009/101 and 2012/13 National Health Accounts 

The Government expenditures as percent of total government expenditures are at an 
estimated 6.1% in 2013, which is still below the commitment of 15% made by the 
government (AbujR Declaration). This propo1tion is going to vary. in the future, 
depending on the county level of prioritization. 

2.3.2 Human resources 
The health workforce constitutes those persons recruited primarily for health a..l'ld 
related service provision and management in the state and non-state sectors, who 
have undergone a defmed, formally recognised training programme. An adequate, 
productive, and equitably distributed pool of trained health workers who are 
accessible is necessary for the effective delivery of healthcare. 

The \Vorld Health Organ.i.sation recon1111e11ds 21.7 doctors per 100,000 pop1.1latiori 
and 228 nurses per 100,000 population. However, due to sub-optimal working 
conditions, brain drain is a common feature in the Kenyan health labour market 

192014 National Health Accounts 
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· Kenya had 21 doctors per 100,000 population and onlyJ59 nurses per 100,000 
·.·respectively in2013as shown in Table 6. · · 

.>Table 6: Breakdown .of SelectedRegistered Health Personnel 

"; • • • • • • : . • • • • •• • '. • : •"•"••-••••••••-,.,--•-••" • ••••••·-•••••••-•••••••-•.e--•,•••• •• • ' •••-• ••• --•• •• • •••,• • 

i /> ·•·· · l · 'f\Jq.per 
Health Personnel · I 2010 2011 2012 2013 · 100,000 

. : ' .·. pop. 

! ,;> --- ... _ -- --·- __ _.",,:· · __ , __ .. ____ ,,,. __ , :_J: -- ,"ff::;, i / i::< (2013) ; 
) Doctors 7,129 7,549., t > 8,092-· - i -8:6~g•· - 1 . 21 .... 
! f i 1 _____ .. -~-- .. ___ I __________ , _______________ , .... _ l _______ ... ,.·--•.--------~---··-··; 
j-o;~tists - -- --- · - ;-- 898 · · 1 9-3□ -- - . : 985 l 1,04s ; 3 

[___ . ; [ ' ---1---------·-·"···--· 
I, Pharmacists - - 3,097 - ···- ' 3,205 f 2;076 I 2,202 : 5 

' ---- J_ ·-·---·--------·- ' i ' ' _ _) __________________ _J___________ +-- _., ___________ ) 
) · Pharmaceutical 2,233 2,409 5,236 i 6,204 15 
\ Technologist 
\ ~-~----•-.,_ --·-····-·'--··· . 

( Nursing officers 
! 

i Enrolled Nurses 34,282 

34,071 36,680 j 39,780 95 

' 34,576 i 26,621 26,841 64 

' ~---····,·····-····-····-··;······ ······-·-·····----··-···--··· ..... ·:--···-······-·---·-····-··-·-·-·······'.· ··-··---·····---·······- ... ... : .. ... ·-·--··-·-·--·······'.,. ~-.~-·-······-~,-·-.... , .. ,' 
( Clinical Officers 8,598 9,793 :, 11,185 i 13,216 32 
! I 

1, __ ,•-····-···~ .... _~ .. -• ...... --.--- .. -.. -.--.•·-······-·········L······-~-~-······--·····--····-··-·--·i. ······-········-··-·······-···;. __ ._ .......•• ~-.... _., ........ ~ ......•••. _~ .. -._--··~--~-····-ln~•-~----~--·----·····---·-·' 

Source: Economic Surveys (Various) 

The dist1:ib~~ti'on of workf~rce -has tended to favour regions perceived to h~~e high ' 
socioeconomic development, leaving marginalised and hard-to-reach areas at a 
disadvantage, despite the contribution of FBO sector health workers in hard-to-reach 
areas. There is a skewed urban-rural distribution of health workers, with the urban 
areas having the highest proportions at the expense of rural and remote areas where 

70% of the population lives20. Moreover, specialized medical care is mostly available 
in urban areas. 

Lack of essential tools and medical and non-medical supplies in health facilities, and 
a poor and unsafe working environment contribute to low morale and productivity of 
health workers. Other challenges that affect perfo1111ance and motivation include 
uneven remuneration and disparities in the terms of service mnong the same cadres of 
staff in the public sector. 

202013 Economic Sui-vey 
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2.3.3 Infrastructure 

At the beginning of the policy period, the country had 8,401 registered health 

facilities21 , with Nairobi County having the highest number of facilities (10.4%) 
while Isiolo County had the least number of health facilities (0.5%). 49% of all the 
health facilities in the Country are public, 16% are p1ivate not-for-profit and 33% are 
private for-profit. Of the total health facilities, 66% are in rural areas and 34% in 
urban areas. Hospitals constituted 7%, Health Centres 13%, dispensaries 46% private 
clinics JO% and .Maternity and nursing homes 4% ... 

Bungoma County has the lowest facility density of less than 1 facility per 10,000 
persons, while Mombasa had the highest health facility density of over 3.5 per 10, 
000 population. The national average facility density was 2.04 facilities per 10,000 
persons. The facility density by type was dispensaries with 0.93, private clinics 0.62, 
hospitals 0.15 and health centres 0.26 in that order per 10,000 populations. Public 
health facilities had the highest density of 0.99 or 1, Private not-for profit 0.33 and 
private for- profit 0.67 per 10,000 persons. 

21 Ministry of Health: Kenya Service Availability and Readiness Assessment Mapping, 2013. 
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Figure 3: Facility density by County 2013 
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Table 7: Facility numbers and type by level of care and county, 2013 

i C~unty · - · j Population : Total · ; · Numbers of faciiities J Density offacilities by ! 
I 2012 f number 1 __ .. -.-- _ byJype __ ~ 0 . . LtYP§(per ·/ 0,O00personsJ j 

( / _ of · l Hospitafs) Primary l Hospitals ;1 Primary care j 
l . j facilities J . . . .. . ; cqre .. L - . . : } facilities i 

I Baring~------···- l 5~;,840·• 0f l .•·. 169 -~-r!. ,,;,,,7 }tl fa~~l;le_s ___ +}\;i;s;.1.l~l\! I 27.28 ;i;; 

l i -- -~- I . ·--~~! ! 

[~-~~~~-~~~~=~r-~782_:_~~~---- +-' ~1_1_1_-_--_·-,-~~---_5_--_ )~_1_0~--==t~~~:~-~---· ! ----~-~---5_5_~-1 
j Bungoma j 1,473,458 'L. 141 _ I 11 l 130 I 0.75 i 8.82 _ _ j r~~:0-=~-r :~::::: . 1 · 1

3
1~ - +-: -+-::i- -1-~:~~ r-;~o~--=1 
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Source: 
2013 and 2014 Economic surveys 
Ministry of Health: Kenya Service Availability and Reodiness Assessment Mapping, 2013. 
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2.4. Review of the Outcomes of the Implementation of the Previous 
Policy 

The previous policy framework (KHPF 1994-2010) included interventions listed 
under seven policy imperatives and a comprehensive reform agenda. Overall, the 
outcomes from the implementation of those interventions are mixed, as detailed in the 
following :Sections. 

Policy imperative 1: Ensure equitable allocation of government 
resources to reduce disparities in health status 

A comprehensive bottom-up planning process was instituted in the second half of the 
policy period. However, other systemic issues, such as actual capacity to implement 
priorities, affected the prioritisation process. As a result, the interventions chosen did 
not necessarily lead to equitable access to essential curative and preventive services. 
Additionally, inadequate information on resources available made it difficult to link 
the microeconomic frai:nework with the epidemiological information for a rational 
planning framework. A criterion was not established for geographic allocation of 
resources. Neve1iheless, a standard resource allocation criterion for district hospitals 
and rural health facilities (health centres and dispensaries) was in use, but only for 
operations and maintenance. The norms and standards for health service delivery, 
which include human resources, equipment, and infrastructure, were developed in 
June 2006 but not operationalized. Allocation for essential medicines and supplies, 
based on facility type for lower-level facilities, was in place for most of the policy 
period. Some regions of the country had negative experiences with the pull system, 
which was based on special drawing rights for pharmaceuticals and medical supplies 
from the Kenya Medical Supplies Authority (KEMSA). 

Policy imperative2: Increase the cost-effectiveness and efficiency of 
resource a/location and use 

The burden of disease and cost-effectiveness analyses were not completely applied to 
determine priority interventions, but the process took into account the feasibility of 
implementation, the system's capacity for implementation, and availability of 
resources to facilitate implementation. Data from the health management information 
system (HMIS) was used to determine the disease burden during the policy period, 
and partiali.y considered in setting priorities. YWhiJe norms and standards defiiliilg the 
appropriate mix of personnel, operations, and maintenance inputs at all levels were in 
place, these were not utilised to ensure efficiency. Additionally, the health sector was 
not able to define and use unit costs for service delivery in its priority setting. 
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Policyimperative 3: Continue to manage population grqwth 

Reprodllctive health services were strengthened across the country, ·. and 
; improvements were achieve.cl in the availability and range of modem contraceptives 

for users, resulting in a g·radual increase in contraceptive prevalence rates, as showxi 

-1 

below. · · ·· 

Figure 4 Trends in Contraceptive Use Rote among Married Women 

70 7 

60 58 
Contraceptive Use Rate among Married Women (percent] 

50 

39 

30 -

20 

10 7 

·.-
2003 2008 2014 

Source: Kenya Demographfc and Health Surveys 

Information, education, and communication (LEC) materials and strategies were 
developed throughout the policy period, facilitating dissemination of famil.y plmming 
messages. There was also community involvement in the advocacy and dissemination 
of info1111ation, leading to increased access, availability, and uptake of services. This 
contributed to a drop i.n the fertility rates from 5.4 in 1993 to 3.9 tn 2014, a trend 
observed in most regions of the country. Efforts were made to raise awareness of 
sexual and reproductive health among youth and a strategy put in place to roll out 
youth-friendly services in health facilities aimed at reducing unwanted teenage 
pregnancies. 

Policy imperative 4: Enhance the regulatory role of government in all 
aspeds of healthcare provision 

Measures were put in place to decentralise governance and management decision­
making to provinces and districts and leave the central l.evel to focus on policy 
functions. However, their impact was limited clue to the lack of a legal framework and 
weak management capacity in the decentralised units. The promulgation of the new 
Constitution in 2010 provided the necessary framework for entrenching devolution, 
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although the Public Health Act has not been amended to reflect the stewardship role 
of the government · in the current health delivery environment. Gradual 
decentralisation of the management and control of resources to lower-level 
institutions was initiated through the Hospital Management Services Fund (HMSF) 
and the Health Sector Services Frn1d (HSSF). 

Pq_(icy imperative 5: _ Create an enabling environment for increased 
private sector and community involvement in health services provision 
and finance 

A framework for sector coordination and partnership was established in 2006 with the 
formalisation of the Kenya Health Sector-wide Approach (SWAp) process. Necessary 
instruments were defined, based on memoranda of understanding and a code of 
conduct to guide this dialogue and collaboration. In addition, the government 
suppmted health service delivery by non-state actors by providing access to public 
health commodities and medical supplies, and giving tax exemptions for donations in 
some of the facilities. The government also seconds critical public health staff to non­
state facilities in specific cases, especially in under-served areas. However, the major 
beneficiaries of these. initiatives have .. been_faith-based service providers and not the 
private for-profit sector, which accounted for 17.9% of all hospital admissions in 

201322. Collaboration with private for-profit actors and alternative. medicine 
practitioners is not well structured. The government began providing health 
promotion and targeted disease prevention and curative services through community­
based initiatives as defined in the 2007 Comprehensive Community Health Strategy 
(MOH2006). 

Policy imperative 6: Increase and diversify per capita financial flows to 
the hea/fh sector 

The health sector was not able to expand the budgetary allocations to health care in 
real terms. However, strategies were put in place to influence resource allocation, 
which included the development and costing of sector plans and active participation 
in resource allocation discussions. Nominal increases in allocations were achieved, 
especially in the period after 2006, and accelerated with the Economic Stimulus 
Program (ESP) in 2009. These increases were nominal, not real, and represented a 
shift in total sector financing away from govemment and households towards donors. 
The trends in government health expenditure are sensitive to events in government, as 
seen by the real reductions in 2009. 

22Kenya Household Expenditure and Utilization Survey Report 2013 
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Fig11re 5: Trends in recurrent an,d development expenditure, 2002 -· 2014 . 
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Source: Respective Sector Report, Controller of Budget office {*2014/15 are 
budget a/locations as obtained from Controller of Budget) 

There was a relative increase in allocations to development, up to 33% of government 
health expenditures in 2014/1523and mainly focused on expansion of preventive and 
promotive healthcare infrastructure. Overall, the financing of health services has 
become increasingly progressive. 
Access to health insurance has also expanded, with an increase in the number of 
insurance providers and the population covered. The contributions and the benefit 
package for the NHIF members have been enhanced through revised policy and 
legislation while the civil servants, teachers and the disciplined forces have been 
receiving comprehensive medical cover since 2012. However, insurance coverage has 
remained mostly limited to urban areas and formal sector employees. 

Table 8: Trends in NHIF resources and membership, 2008/09 to 2013/l '4 
d 
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?) 23Various Health Sector Reports 
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The 10/20 policy on cost sharing introduced in 2004 reduced the direct payment for 
services to a token amount in public dispensaries and health centres. Further, 
exemptions for user fees were introduced for some specific health services, including 
treatment of children under five years old, prisoners, maternity services, TB and 
HIV/AIDS treatment, and immunisation services. l'n 2013, the Government further 
abolished the 10/20 policy in public health centres aud dispensaries and provided a 
budgetary allocation to compensate health facilities for lost revenue. This has 
significantly improved financial access to services. 
Community-based health financing initiatives have not been prominent in the 
country, despite the existence of a relatively strong community-based Savings and 
Credit Cooperative Organisations (SACCO) system that could have acted as a 
backbone for community-based insurance initiatives. 

Policy imperative 7: Implementation of the reform agenda 
A number of reform initiatives were undertaken in the policy period, with mixed 
results: 

1. Strengthening the capacity of the Ministry of Health (MOH) in planning and 
monitoring was achieved, although capacity limitations persist in other areas, 
such as leadership and management; 

11. An essential package of health has been defined with each strategic plan, 
though its application to guide service delivery priorities has been limited; 

m. Innovative service delivery strategies have been applied, such as mobile clinics, 
outreach programmes or community-based services, although their application 
has been limited to some areas and programmes; 

1v, Sub-national management functions have been strengthened to allow them to 
better facilitate and supervise service delivery, though this mandate has been 
exercised differently in the various provinces/regions and districts; 

v. New statutes, laws, and policies guiding different aspects of the health sector 
have been introduced, though in an uncoordinated manner, and no update of 
existing laws has been undertaken; 

v1. The sector has made some efforts to develop a health financing strntegy to 
guide its resource rationalization and mobilization approaches; 

v11. The human resource component has been strengthened through motivation of 
existing staff, redistribution, increase in numbers and review of management 
struchrres in accordance with the norms and standards .. However, the sector 
lacks and 311 investment plan to guide the distributic!'! and improvement of 
health infrastmcture, leading to low investments for both new aud existing 
in:frastru cture. 

vm. Contrnl ofHN/AIDS and other STls is now coordinated thrnugh a semi­
al!t?0om~us insJ~tution---the _Nati~~1~} AID~ Con?"~l Co1!ncil (N~CC}-::­
ivl11cl1, pr1or to LU 13 was 11nd.er a ctrtterent line 1n1i.11stry trom the lY10.t-l. 
However, this administrative arrangement brought about challenges in 
coordinating financing and integrating the HIV response into the overall 
health agenda. However, the new political dispensation has placed the NACC 
under the MOH, hence the need to continue coordinating the multi-sectoral 
response to HIV and AIDS through NACC. 
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1x. Vvhile an explicit National Drug Policy existed, its implementation during the 
· policy period was slow; only afraction of the steps set out were realized. 

Some of the notable achievements include improvement in coron1odity 
management, and harn1onization of procurement, warehousing, and 
distribution mechanisms tlu·ough KnMSA. An Essential Medicines List has 
been made available, the first one in 1981, although adherence to its use has 
been poor. Attempts to introduce a demand-driven procurement system were 
instituted, and there is evidence that it led to better availability of the required 
commodities in public health facilities. 

x. HMIS architecture has improved infonnation completeness. However, the 
information collected is still limited to a few conditions, and there are 
weaknesses in its completeness and quality. Additionally, information 
analysis, dissemination, and use is not well entrenched in the sector. The use 
of information sources beyond routine health management infom1ation 
remains weak. 

x1. Cost containment and control strategies have not been wholly applied in the 
sector. Information on costing of services is inadequate, and expenditure 
review data and recommendations have not been applied. Strategies to 
contract health services from providers were not employed as a means of cost 
control. 

xn. There has been an increase in the scope of clinical and biomedical research and 
a number of operational decisions have been influenced as a result of some of 
these studies. However, there is little collaboration among different research 
institutio11S, and poor linkage between research and policy. 

xm. The decentralization offi.mctions of the MOH to the provinces and districts did 
not take place as anticipated. The central level instead expanded as more 
vcrtica1 programmes were established, necessitating more programme 
management units. Bowever, this is expected to change with the 
implementation of the new Constitution. 

2.5. Overall Performance in Country Commitments 

From the situation analysis, it is evident that progress towards attaining the stated 
health goals achieved mixed results. Notably, there has been slow progress towards 

attaining the count1y's commitment to MDGs24 l (eradicate extreme poverty and 
hunger), 4 (reduce child mortality rates), and 6 (combat HN, malaria, and other 
diseases). There has been slow progress towards MDG 5(improve maternal health), 
and limited progress towards meeting the obligations in the African tJnion Maputo 

Plan of Action,25 which aimed to reduce poverty levels. . 

24United Nations Millennium Sumrnil, 2000. 
?.sAfrican Union Commission. 2006, Pion of Action on Sexual and Reproductive Health and Rights /Maputo 
Pion of Action/. 
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Although the Paris Declaration on }.id Effectiveness26was prioritised, adherence to 
the principles has been a challenge especially ou alignment to country systems. In 
addition, limited progress has been made towards achieving the commitments of the 
Abuja Declaration, in which countries committed to spend at least 15 per cent of their 
public expenditures on health. 

The policy provides a framework to address some of these pending issues and build 
on successes to enable Kenyans to attain the right to the highest standard of 
healthcare, including reproductive health and the right to emergency treatment within 
the Kenya's system of devolved government. 

260ECD. 2005. Paris Declaration on Aid Effectiveness. 
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CHAPTER 3: POLlCY PROJECTIONS AND FRAMEWORK 

The health sector, in its endeavour to provide the highest standards of health as 
• enshrined in the Constitution, has projected an achievable decline in mortality based on 
the situation analysis and assuming an appropriate policy' framework. This section 
provides the policy projections, the components of the policy framework, and the 
underlying principles that will gllide the health sector towards the realisation of better 
health desired by all in Kenya 

3.1. Policy Projections 

The emerging iTends point to the fact that non-communicable diseases, injuries and 
violence-related conditions will increasingly be significant contributors to the high 
burden of disease in the country, even though communicable diseases will remain 
dominant. This implies that future policy frameworks will address the high disease 
burden arising from a11 of these conditions. 

The total annual mortality is estimated at 426,000 persons, out of which 64 per cent, 26 
per cent, and 10 per cent are due to conununicable, non-communicable, and injury 

conditions, respectivel/7. As interventions to address conmrnnicablc conditions reach 
maturity and attain sustained universal coverage, projections show that there will be 
reductions in this category of disease burden, although these reductions will be slow 
due to the large populations that facilitate transmission of communicable diseases .. 

Future projections indicate that, if the current policy directions and interventions28 are 
effectively implemented, the overall annual mo1iality will decline by 14 per cent by 
2030. The contribution to the annual mortality by disease domain would be different -
communicable diseases would decline to 39 per cent and non-comrnunicable and 
injuries conditions will increase to 4 7 per cent, and 14 per cent respectively. This 
represents a 48 per cent reduction in absolute deaths due to communicable conditions, 
but a 55 per cent increase in deaths clue to non-communicable conditions and a 25 per 
cent increase in deaths due to injuries and violence, as shown in the Figure 6. 

Current efforts to tackle malmia, TB, and HIV are expected to bear fruit in the short 
and medium term. Their contributions to the overall disease burden will. be reduced 
significantly. However, non communicable conditions will continue to contribute 
immensely to the overall disease burden, and thus erode out any gains made through 
existing interventions on conmrnnicable diseases. To ensure significant reductions in 

27 MOH, Synthesis Report 2010 and MOH Annual Status Report, 2013 
2a Thal is, lhe existing policy directions and inierventions that the Kenya Policy 2014-2030 airns to change. 
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the overall ill health and mortality in Kenya, efforts should be put in place to ensure 
increased investments for health interventions to address communicable and non 
communicable conditions including social determinants of health. 

Figure 6: Projections for moridity, by disease domain area, 20 l 0 - 2030 

By disease domain 
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Source: Kenya Health Policy situation trends and distribution, 1994-2010, and projections to 
2030 

The Kenya Health Policy 2014-2030 therefore seeks to ensure a significant reduction 
i..n the general ill health in the Kenyan population by achieving reductions in deaths due 
to communicable diseases by at least 48 per cent and reducing deaths due to non­
communicable conditions and injuries to below levels of public health importance 
without losing focus on emerging conditions. This would translate to a 31 per cent 
reduction in the absolute numbers of deaths in the country, as opposed to only a 14 per 
cent reduction. This target corresponds well with current mortality trends in middle­
income countries. WHO's 2008 Global Burden of Disease estimates suggest a 0.68 per 
cent mortality rate in a representative group of middle-income countries (.A .. ..rgentina, 
Brazil, Indonesia, and Egypt) as compared to the 0.94 per cent mortality rate for Kenya 
(a 27% difference). It is evident that reducing deaths due to HIV and AIDS will make 
the biggest contribution in reducing overall mortality caused by communicable 
diseases. This level of mortality in 2030 represents a 50 per cent reduction in overall 
deaths per 1,000 persons when the population estimates are taken into consideration, 
translating to a reduction of 62 per cent for communicable conditions, 27 per cent for 
non-comimmicable conditions, and 27 per cent for violence/injuries. 
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Table 9: Absolute and Relative Mortality Targets for Kenya, 2010-2030 
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Viol~~-injuries ! 40,000 - _ __:_·~-------~0,0~=]-o,;= 
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Source: Projections by Ministry of Health 

The scenarios and outcomes anticipated are achievable over the policy implementation 
period. However, an ingenious and logical anangement of the applicable and 
interlinked policy elements into a comprehensive and coher,:mt framework is important, 
as described in the next section. 

3.2. Comp-onents of the Policy Framework 

The health sector will adopt the policy framework presented in the following sections to 
address the prevailing and emerging health challenges that the country is facing. The 
figure below shows how high-piiority policy investment areas (policy orientations) will 
operate to influence outcomes (policy objectives). It also delineates linkages among 
relevant contexhml ( environmental) factors that play a role in reaching specific policy 
goals. 
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Figure 7: Policy Framework for Health: Orientations, Principles, Objectives 
and Goal 

The components and elements of the framework are as follows: 

32 

The policy goal defines the overarching intent and impact that the policy is designed 
to accomplish regarding the health of all people in Kenya. This is elaborated 
qualitatively (aim of policy), and quantitatively (target of policy). The goal of 
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"attaining the highest possible standard of health in a rfsponsive manner'' will 
be achievedprogressively. 

The policy objectives define the sector's intent relating to the desired health 
outcomes needed to facilitate attainment of the overall goal, and are based on ill 
health and disease burden. 

The policy outputs are key areas of intervention that will be the focus so as to attain 
the policy objectives. These relate to creating demand and imprnving access and 
quality of care. 

The policy principles will guide sector investments as provided for m the 
Constitution (Article 10). 

The policy orientations define the sector's intent relating to investments to be made, 
which will facilitate attainment of the policy objectives. They relate to 
leadership/governance, the health workforce, health products and technologies, 
health infrastructure, health financing, service delivery systems, and research and 
development. Their effectiveness is measured in te1ms of improvements in health 
outputs, re la ting to better access to care, improved quality of care, and demand for 
care, all resulting in better health service utilisation. Prioritisation of investments in 
each policy orientation will be informed by the set of policy principles. 

Each of the policy objectives and orientations is not mutually exclusive and must be 
addressed from a synergistic point of view to support attainment of the policy goal. 

3.3, Policy Principles 
The principles aim to guide investments, interpretation of targets, and performance of 
the sector towards attaining its overall aspirations. These principles arc based on an 
interpretation of primary healthcare principles. They include: 

3.3.1 Equity in the disi-riburion of health services and interveni'ions 

There will be no exclusion or social disparities in the provision of healthcare services. 
Services shall be provided equitably to all individuals in a community, inespective of 
their gencler, age, caste, colour, geographical location, tribe/ethnicity, and 
socioeconomic status. The focus shall be on inclusiveness, non-discrimination, social 
accountability, and gender equality. 
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3.3.2 People~centered approach to health and health interventions 

Healthcare services and health interventions will be based on people's legitimate needs 
and expectations. This necessitates community involvement and participation in 
deciding, implementing, and monitoring interventions. 

3.3.3 Participatory approach to delivery of interventions 

The diffe;ent actors in health will be involved in the design and delivery of 
interventions in order to attain the best possible outcomes. A participatory approach 
should be applied when potential for improved outcomes exists. The private sector shall 
be regarded as being complementary to the public sector in terms of increasing access 
to health services, including the scope and scale of services provided. 

3.3.4 Mu/tisectoral approach to realising health goals 

A multisectoral approach is based on the recognition of the importance of the social 
determinants of health in attaining the overall health goals. A 'Health in all Policies' 
approach will be applied to attain the objectives of the policy. The relevant sectors 
include, am9gg gtli~i;s, agrirnHure-_ igch1_Qj_gg fooc-1 1ecui:ity; _ educa_tion-secondary­
level female education; roads-focusing on improving access among hard-to-reach 
populations; housing~decent housing conditions, especially in high-density urban 
areas; and environmental factors~focusing on a clean, healthy, unpolluted and safe 
environment 

3.3.5 Efficiency in the application of health technologies 

This aims to maximise the use of existing resources. The health sector will consider and 
apply technologies that are appropriate (accessible, affordable, feasible, and culturally 
acceptable to the community) in addressing health challenges. 

3.3.6 Social accountability 

Healthcare service delivery systems will be reoriented towards the application of 
principles and practices of social accountability, including reporting on perfo1111ance, 
creation of public awareness, fostering transparency, and public participation in 
decision making on health-related matters. 
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CHAPTER 4: POLICY GOAL, OBJECTIVES, AND ORIENTAT10NS 

This section defines the goal of the policy, describes 1he six key policy objectives that 
must be met to achieve that goal, and outlines the various orientations that will lead 
towards realisation of those objectives. 

4.1. Policy Goal and Jargets 

The goal of the Policy is "to attain the highest possible standard of health, in a 
responsive manner." 

The health sector aims to achieve this goal by supporting equitable, affordable, and 
high-quality health and related services at the highest attainable standards for all 
Kenyans. The sector will be guided by the primary healthcare approach, 29which 

remains the most efficient and cost-effective way to organise a health system. 30This 
will be realised progressively during the policy period (2014-2030). 

The target of the health sector is to attain a level of health that is commensurate with 

that of a middle-income country.31 This calls for attainment of targets presented in 
Table 10. 

Table 10: Kenya Health Policy Targets 

I'\~~~~:' J"01;2~;~w % Change 
;,.--.~~-----'-~-~~~~~~~.:--

Indicator 

61 I 72 1 18% improvement 

1---A-n-n·-u-al-□-e-a-th;(p·;·-1,-oooper_s_o_n_s)~--.10.6--T---5)[--- 15□%· reduction 

Ufe Expectancy at Birth (years) 

j Years Lived with Disability . ----;_-~----r--·- 8 [-;% improvem_e_n_t_ 
L____ .. --~-,------~--~-~-- --~---~-·-~·----~------~--------~- ·-------~·~-•-'• ......... -~-~-~~-

In the policy period, the sector will seek to deliver on two obligations on health: 

1. Progressive :realisation of the right to health: The national and county 
governments will put in place measures to progressively realize the right to 

health as outlined in Article 21 of the Constil1.1tion. The sector will employ a 

29 The primary healthcare approach aims lo provide essential healthcare based on p1octicol. scientifically sound, and 
socially acceptable methods and technology mode universally accessible lo individuals and families in lhe community 
through their full porlicipo1ion, and a I a cost Illa! \he community and ttie country con afford to maintain al every stage of 
their development in the spirit of seli-relionce and self-determination. 
,oWorld Health Organization. 2008. Primary rleotrh Core: Now, More than Ever. World He□lih ReporL 
31Averoge Yo1Ue5 for Argeniin□. Brazil. Egypt and Indonesia ore token as represenlotive of middle-income countries to provide \he 
target Kenya will oirn lo achieve. 
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human rights-based approach in healthcare delivery and will integrate human 
rights nom1s and principles in the design, implementation, monitoring, and 
evaluation of health interventions and programmes. This includes human 
dignity; attention to the needs and rights of all, with special emphasis on 
children, persons with disabilities, youth, minorities and marginalized groups, 
and older members of the society (Constitution of Kenya 2010 Article 53-57); 
and ensuring that health services are made accessible to all. ; 

During the policy period, a basic and expandable package-the Kenya Essential 
Package for Health (KEPH),will be defined and shall consist of the most cost­
effective priority healthcare interventions and services, addressing the high disease 
burden, that are acceptable and affordable within the resources available for the 
sector. The package shall consist of the following clusters: 

a. Health promotion, environmental health, disease prevention and 
community health initiatives, including epidemic and disaster 
preparedness and response 

b. Maternal and Child health 
c. Prevention,_rt;tf~nagE!_p;iynt,a,gg control of communicable diseases 
d. Prevention, management and control of non-communicable diseases 

The composition of the package shall be re-visited periodically depending on 
changes in disease burden, availability of new interventions based on evidence 

and changes in the cost-effectiveness of the interventions· 

11. Contribution to development: The policy will contribute to the attainment of 
the country's long-term development agenda outlined in Kenya's Vision 2030 
through the provision of high-quality health services to maintain a healthy and 
productive population. 
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· , ! 4.;l. Policy Objectives 

The main objective of the policy is to attain universal coverage of essential services 
that positively contribute to the realisation of the policy goal. Six policy objectives 
axe defined. 

Policy objective 1: Eliminate communicable conditions 

The policy aims to reduce the burden of communicable diseases to a level that is not of 
major public health concern. The priority policy sh·ategies inc1ude the following: 

1. Promote provision and progressive realization of universal access to the 
preventive and promotive services addressing major causes ofthe disease 
burden due to c01mnunicable conditions; 

11. Put in place Lnterventions directly addressing the elderly and the vulnerable, 
marginalized, and indigent popubtions affected by communicable conditions; 

llL Enhance comprehensive control of communicable conditions by designing and 
applying integrated health service provision tools, mechanisms, and processes 
such as, but not limited to, combating existing public health concerns; 

1v. Control vaccine-preventable diseases; 

v. Put in place mechanisms for elimination of HN and AIDS; 

v1. . Promote good hygiene and sanitation to control food and water -borne diseases; 

v11, Improve nutrition and food safety throughout the life-course; 

v111. Eradicate vector- and insect-borne diseases and other NTDs; 

1x, Promote rational use of antirnicro bials and other drugs, in order to minimize drng 
resistance to pathogens; 

x. Promote disease surveillance, epidemic preparedness and response; 

x1. Control entry of infectious conditions at national borders; 

x11. Strengthen health information systems for complete and timely reporting of 
communicable disease incidences; 

xm. Increase access to improved water safety and sanitation; 

x1v. Scale up implementation of high-impact health interventions and integrate them 
with the community health strategy; and 

xv. Adherence Lo international health regulations and health related issues. 
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Policy objective 2: Halt and reverse the nsmg burden of non~ 
communicable conditions and mental disorders 
This will be achieved through implementing strategies to address all of the identified 
non-communicable conditions and mental disorders in the country. The priority policy 
strategies include the following: 

1. Promote universal access to interventions addressing priority non-communicable' 
conditions and mental disorders in the country; 

11. Ensure that services relating to non-communicable conditions meet set standards, 
with a view to maximize utilization of the services the population has access to; 

m. Strengthen advocacy for health-promoting activities aimed at preventing 
increased burden of non-con1IIlunicable conditions; 

iv. Put in place intersectoral programmes for non-communicable disease prevention 
and control; 

v. Put in place interventions directly addressing the elderly, marginalized and 
indigent populations affected by non-communicable conditions; 

vi. Design and implement integrated health service provision tools, mechanisms, and 
processes, with a view to enhancing comprehensive control of non­
communicable diseases; 

vu. Decentralise screening for non-communicable diseases to lower levels to increase 
access and early detection; 

v111. Strengthen the integrated smveillance system to monitor trends in non­
communicable diseases and mental disorders, including risk factors, to infonn 
policy and planning; 

1x. Support optimal health and survival of children by improving teclmical guidance, 
regulation, and protection of children's rights; and 

x. Adopt and implement the Kenya High Impact NutTition Interventions, integrating 
it in the community health strategy 

Policy objective 3: Reduce the burden of violence and injuries 

This will be achieved by putting in place strategies to address the causes of injuries and 
violence; with special consideration for gender, age, persons living with disEtbility and 
geographical distribution. The priority policy strategies include the following: 

1. Promote corrective and intcrsectoral preventive interventions to address causes of 
injuries and violence; 
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· ... , ,11. . Facilitate universal access to timely and high-quality eIT1ergeI1cy care services 

· that mitigate the effects of injuries and violence; · · · · · · · · · · · 

· iii. .Pµt in place interventions directly addressing marginalized and indigent 
· · pCJpulations affected by injuries a,nci violence; · · 

1v. Scale up physical and psychosocial rehabilitation services to address long-term 
effects of violence and injuries; · 

v. Address the health effects of emergencies, disasters, crises, and conflicts, and 
minimize their social and economic impacts; 

vi. Promote public health aspects of road safety; 

vii. Enhance disaster risk management through disaster forecasting and emergency 
response; and 

vm. Mainstreaming gender in planning and implementation of a11 health programmes. 

Policy objecf'ive 4: Provide essential healthcare 

The provision of essential health services will be geared towards providing affordable, 
equitable, accessible and quality healthcare that is responsive to clients' needs. This 
will be achieved by strengthening the county and national plam1ing and monitoring 
processes relating to healthcare provision to ensure that demand-driven priorities are 
efficiently and effectively implemented. The health sector shall also continue to 
delegate relevant functions to autonomous national institutions. The priority policy 
strategies to achieve this are as follows: 

1. Design, pilot and implement appropriate service delivery models for vulnerable 
and marginalized poputation groups; 

11. Ensure access to emergency care; 

111. Ensure Disaster Risk Management with emphasis on Emergency Preparedness 
and Response (EPR); 

1v. Ensure access to comprehensive maternal, neonatal, and reproductive health 
services; 

v. Provide a quality K.EPH as per the set norms, standards and guidelines in 
accordance with the defined levels of care; 

vi. Ensure quality of care in provision of preventive and promotive services 
addressing major causes of the burden of disease due to communicable 
conditions; 
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vu. Integrate NCD prevention and control in the established communicable diseases 
infrastructure to leverage the existing infectious diseases programmatic 
capacity; 

vu1. Integrate nutritional interventions in all disease management; 

ix. Ensure access to quality diagnostic services; 

x. Ensure access to curative and rehabilitative services 

x1. Ensure provision of safe and adequate blood and blood components in the 
country thrqugh suppmting nationally coordinated blood transfusion services; 

xu. Promote establishment of instihrtes and centres of excellence as a means to 
ensure availability of highly specialized quality care in the country and in 
addition promote health tourism; 

xm. Ensure that complete, reliable, timely, efficient and effective health management 
information for healthcare is provided and shared an1ong all stakeholders in the 
sector; 

x1v. Plan, design and install Information, Communication and Technology (ICT) 
infrastructure and software for the management and delivery of care; 

xv. Make hospitals semi- autonomous and strengthen management capacity at all 
levels within hospitals including community health departments; 

xv1. Strengthen a National referral system for primary, seco_i:i,d.ary and tertiary care; 
and ·· 

xvii. Provide services in an integrated manner in order to harness efficiency and only 
maintain vertical programmes where they remain the most efficient and 
effective way of achieving specific objectives. 

Policy objective 5: Minimize exposure to health risk factors 

To minimise health risks, the sector will strengthen health promotion interventions and 
facilitate the use of products and services that lead to healthy lifestyles in the 
population. Drning the policy period, the key policy strategies that will be employed to 
achieve this objective include the following: 

1. Promote healthy diets and lifestyles across all lifecycles; 

11. Promote breastfeeding a11d complementary feeding practices; 

111. Reduce anaemia among women and children to leYels below it being a public 
health problern(less than 20%); 

1v. Reduce Vitamin A deficiency to levels belmv it being a pub.lie health 
problem(less than 10%) 
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v. Promote a healthier environment m1d intensify primary prevention of 
.. environmental threats to health, including protection from bio~hazarclous 
materials; 

vi. Ensure that Health Impact Assessment(HIA) is conducted for any major 
infrastrnctura1 development; 

v11. Reduce unsafe sexual practices, particularly among key populations~ 

v111. Mitigate the negative health, socia1, and economic impacts resulting from the 
excessive consumption and adulteration of alcoholic products; 

1x. Reduce the prevalence of tobacco use and exposure to tobacco smok:e and other 
harmful addictive substances; 

x. Institute population-based, multiscctoral, multidisciplinary, and culturally 
relevant apJ1roaches to promoting health, diet, and physical activity; 

x1. Strengthen mechanisms for the screening and management of conditions arising 
from health-risk factors at all levels; 

xu. Strengthen intersectoral collaboration mechanisms for regulation of the food 
industry to promote healthy products and responsible marketing; 

xm. Promote conirnl of micronutrient deficiency diseases and disorders through 
intersectoral collaboration; 

Policy objective 6: Strengti1en collabomtiori with private and other 
sectors f·ha1" have cm impact on health 

There are many sectors that have an impact on health and should include health in their 
programmes. These include economic growth and employment, security and justice, 
education and early life, agriculture and food1 infrastructure, planning and 
transport, environments and sustaiirullbiJity, housing, land and culture, and 
population growth. This will be achieved by adopting a 'Health in aU Policies' 
approach, which ensures that the health sector interacts with and influences the design, 
implementation, at1d monitoring of interventions in all of these sectors. 

Consequently, the policy will also sc;ek to influence the fo1lowing social detenninants 
of health: women's literacy, access to safe water and adequate sanitation, safe housing, 
occupational hazards, road safety, security, income, and community participation, 
among others. The level of involvement of the health sector shall depend on ~he 
anticipated level of the other sector's impact on health. 

The private health sector includes Private-Not-For-Profit (PNFP), Private For Prnfit 
Health Providers (PFP), Faith Based Organizations (FBOs) and Traditional and 

Sessionol Poper No. 2 of 2017 on the Kenya Health Policy 20 \ 4-2030 41 



Complementary Medicine Providers (TC:MP), and collaboration will be strengthened 
through; 

i. Development of a Public Private Partnership in Health(PPPh) policy framework; 

n. Establishment of appropriate legislative frameworks and guidelines to facilitate 
and regulate the private sector in line with existing laws and regulations; and 

111. Work with the private sector to refonn incentive mechanisms (e.g. ·fiscal) that 
would attract registered private health practitioners to the under-se:rved and 
difficult to reach areas. 
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4.3. Policy Orientations 

These define how the health sector will be structured to facilitate the attaimnent of the 
• .. six objec;tives. There are eight orientations, or key action areas, where investments wiH 

be made to facilitate the attainment of the policy objectives as follows: 

L Organization of Service Delivery; Organizational atTangements required for 
delivery of services; 

11. Health Leadership and Governance: Oversight required for delivery of 
services; 

111. Health Vl'ork.forc.e: Human resomces required for provision of services; 
1v. Health Financing: Financial arrangements required for provision of se1vices; 
v. Health Products and Technologies: .Essential medicines, medical supplies, 

vaccines, health teclmologies, and public health commodities required for 
provision of services; 

v1. Health Information: Systems for generation, collation, analysis, dissemination, 
and utilization of health-related infonnation required for provision of services; 

vu. Health Infrastructure: Physical infrastructure, equipment, transport, and 
information communication technology (ICT) needed for provision of services; 
and 

v111. Research and Development: Creation of a cultme in which research plays a 
significant role in guiding policy formulation and action to improve the health 
and development of the people of Kenya. 

As illustrated in Figure 8, the effects of investments in these eight orientations will be 
measured through attainment of desired health outputs; these are improved access, 
quality of care, and demand for services. 

Figure 8: Policy orientalions and desired outputs 
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The specific commitments related to each of the three outputs (improved access, quality 
of care, and demand for services) are as follows: 

Policy commitments in refation to improving access to services: 
a) All persons shall have adequate physical access to health and related services, 

defined as "living at least 5km from a health service provider where feasible, 
and having the ability to access the health service"; 

··.. :·.·. 

b)Financial. barriers hindering access to services will be minimized or removed for 
all persons requiring health and related services; guided by the concepts of 
Universal Health Coverage and Social Health Protection; and 

c) Socio-cultural barriers hindering access to services shall be identified and directly 
addressed to ensure all persons requiring health and related services are able to 
access them. 

Poficy commitments in relation to improving quality of care: 
a) Clients and patients shall have positive experiences during utilization of health 

and related services; 

b)The available health and related services shall be provided in a manner that 
ensures patient, client and health worker safety-potential harm as a result of 
using services should be anticipated and mitigated against; 

c) The health and related services provided shall be the most effective as is feasibly 
possible; 

d)The sector shall have a quality management policy that will act as a guide for 
quality management implementation and coordination; 

e) Establish a national accreditation framework for the sector through a recognized 
legal body to accredit health provider institutions to comply with standards; and 

f) Establish mechanisms for a regular review of standards of care. 

Policy commitments in relation to improving demand for health and 
related services: 

44 

a) Clients and patients shall have adequate awareness of the health actions needed to 
maximize their health; . 

b)Clients and patients shall practice appropriate health-seeking behavibl1.rs when 
·. ·. they are made aware of an existing potential threat to their health; 

c) Clients and patients shall practice healthy lifestyles; 

d)Clients shall be well-informed of available services at the various health service 
providers and facilities; and 

e) Clients shall be encouraged to enrol in schemes that enhai.1ce social health protection. 
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4 .. 3. 1 Policy orientation 1: Organizatlcm ofservice delivery 

This relates to how the delivery of health and related services are organised to create an 
efficient service delivery system that maximises health outcomes. Under the policy, the 
sector will focus on and invest in the eight areas shown below; 

Table 11.Areas of Jntervention in Organisation of Service Delivery 

· :§~yl~t:))~t ' ' '~~ 11' ifff? . .'$~icr)p\Jo_n ·-;)lt*i: \f' . 'i;'J: .. ·St'~~~ ~Mi.F<2S~1J-~·~-~--
i. Organisation What the services that wi\l Identification and monitoring of the health 

of the health be prov·1ded are, and their interventions to be provided 

service 

package 

linkages 
--~---~-----------------~--1 
Organisation of interventions by life cohorts 

and service areas 

~-----ti-.--0-rg_a_n_i-sa--t-io_n ___ l_H_o_w_t_h_e_h_e_a __ \t·h-·system is to Levels of care for provision of services 

of the hea!th lbe structured to deliver 

system desired services 

iii. Organisation How communities are 

of community able to engage in 

services improving their hea!th 

iv. Organisation 

of facility 
services 

How the facility organises 

itself internally, to provide 
and manage delivery of 

care 

I 

I
C;;-mpr;hensive community strategy to b~id .. 
demand for services through improving 

community awareness and health-seeking 

behaviours 

Programme-targeted community services to 

I improve supply of services by taking services 

to the community 

Micro-planning for service dellvery to reach I 
-~~er-::_:_r:_ved =-ommunities _______ _! 

I 

Epidemic preparedness and planning I 

Therapeutics mana~~~;nt.and monito~:ing 7 
Lp~~~~-~!ety~n itlatives ·----~-:-~-II 

Developing long-term facility master plans 

r for iong-term development I 
~-v-.--0-rg_a_n-is_a_t_lo-n~~ Ho~-;ervices~re~lanned I Physical client mo1;;·ent (physi~;i--;:;fur;;l)-l 

f and delivered across IL. · ------- ----7 
o · emergency Patient parameters movement (e-hea\th) _J 
and referral different levels of ~ \ 

I Specimen movement (reverse cold chain 1 

services facilities j 
1 and reference laborator~~__:~.::r'l~----~~--

The focus is on ensuring 

holistic delivery of 
services 

Expertise mov_~ment (reverse referral) i 
Formulation of National referral strategy J 
and guidelines 
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vi. Coordination 
of national 
disasters, 
emergencies; 
and disease 
outbreaks 

vii. Organisation 
of outreach 
services 

iii. Organisation 
of supervision 
and 
mentor-?"11ip 
services 

How services will be 
organised to respond to 
national drsasters, 
emergencies, and disease 
outbreaks 

How services (preventive 
and curative) are supplied 
to communities, as per 
their needs 

How health workers are 
mentored and supported 
to continually improve 
their c9_n,_petences, skills 
and expertise in providing 
high-quality services 

Formulation of an Emergency Medical 
Services (EMS) policy 

Coordinated by the national government in 
line with the disaster risk management 
policy and tegi~lation; management ofposs­
border outbreaks will also be carried out 
through intergovernmental mechanisms 

Outreaches by facilities to under-served 
communities 

Mobile cf inics in hard-to-reach areas 

Integrated facilitative supervision 

Emergency supervision 

Technical supervision and coaching 

1. Organization of the health service package 
This relates to the services and interventions that will be provided over each five­
year period-in line with the requirements of the Bill of Rights in the 
Constitution. The national government, in consultation with stakeholders, will 
define a service package and delivery system that will constitute the following 
elements: 

a) The six lifecycle cohorts for which services will be provided: 
1. Pregnancy and the newborn child (up to 28 days of age) 

11. Early childhood (28 days to 5 years) 
m. Late childhood (6 to 12 years) 
iv. Adolescence and youth (13 to 24 years) 
v. Adulthood (25 to 59 years) 

vi. Elderly ( 60 years and over) 

b)The progran1me areas that will be prioritized every five years. These will 
be infonned by the burden of disease and risk factors at the time; 

c)The service areas around \Vhich integration of care \vill be effected; 

d) The iJ:?tervent:ie:ns that \:7ill be provided during tl~e given fi?~e years for each 
service area: mterventrnns vnll be comprehensrve, reflectmg the broad 
scope required for addressing health needs; and 
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-__ e) The coverage targets that need to be att~inecl for eZtch intervention area. _ 
. . . . . 

_ -_- _ -•- - ii. Organizati~~ ~f the health syst~m - · • ·- _ · --_ - -·- · · \ -_- __ -_ ·-••-- •·- ·_ i - -·• __ -_-_ -•-- \ •· 
· .. ·- -.. __ -._- _-··-·-_.The health. delivery system will progressively transform from the c~ire;1t six tiers , -_ ----•· -- ___ -

·- •- -- to a four-tier system by the end of the poh~y penod.throtigh penod1~ .reviews_•-·-­
every five years in accordance with norms and standards: co:mmunity, primary -
care, se.~_ondary referral, and tertiary referral. Community services will focus 
9µ ~reating appropriat~ dema?-d for s~rvic~~. while primary car~;:and referral 
services will focus on respondmg to this demand. The table below illustrates the 
cmTent situation at the beginning of the policy and desired levels of care at the 
end of the policy. 

Table l 2.Tiers and Levels of Core 
. .. , "· . , .. ·-· 

;-,~,~\icy tiers of care 
:Cp)';'tespondir1g•le.vel~:,of ¢af:¢.a\ i Pe$irf!qJev~l1>iofcare by_ end 

beginni.hg ofpolicy .bfppUPY 
~-~-~----~~~ --

Tier 1: Community Level 1: Community Level 1: Community 
________ .. 
Tier 2: Leve\ 2: Dispensaries and clinics Level 2: Primary care facilities 
Primary care Level 3: Health centres 

~-- ·-·-
Tier 3: Level 4: Primary care hospitals Level 3: County hospitals 
Secondary referral Level 5: Secondary care 

hospitals 

Tier 4: Tertiary Level 6: Tertiary care hospitals Level 4: National referral 
referral hospitals 

--~---· --·--· 

a) The community services will focus on creating appropriate demand for 
services., The community services will comprise all community-based 
demand creation activities and health services organized around a 
comprehensive community strategy defined for the health sector; 

b)The primary care services will comprise all dispensaries, health centres, 
and maternity and nursing homes in both public and private sectors. Their 
capacity will be upgraded to ensure that all of them can provide 
appropriate services. It is envisaged that by the end of the policy period, 
the health centre will be the lowest level of a health facility,· 

c) The county referral services will include hospitals operating in and 
managed by a given county. These will consist of all the former level 4 
and level 5 hospitals in the county, both public and private. All these 
hospitals in a given county form the county referral system, with specific 
services shared among the existing county referral facilities to form a 
virtual network of comprehensive services; 
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d) The national referral services will include the service units providing tertiary 
and highly specialized services, including high-level specialist medical care, 
reference laboratory support, blood transfusion services, and research. The 
units include national-level semi-autonomous agencies and such public 
hospitals shaU operate with a defined level of self-autonomy from the 
Ministry of Health, allowing for self-governance. 

A National Referral Health Facility is the highest level of health care which 
provides highly specialized health care services. It links up with other national and 
international health care providers. Its functions include: 

a)Provision of highly specialized services 
b) In consultation with other levels of health and social care, setting national 

nonns and standards for quality patient care 
c) Provides specialist outreach and reference support services to 1ower level 

health facilities. 
d)Provides clinical and. practical training for attached students 
e) Conducts scientific and operational research. 
f) Monitors and evaluates and reviews the :functioning of the referral system; 

and 
g) Conducts consultative meetings with private health care providers and 

establish referral procedures including air transportation of clients 

The corresponding intergovernmental coordination and cross-tier linkages including 
the levels of care to be provided at each tier are illustrated in Figure 9. 
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Figure 9: Organization of the health service delivery system 
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General specialization (2) Discipline speciolizolion, and (3) 
Geographical/regional specialization. Focus is on: Highly 
specialized healthcare, for area/region of specialization, 
Training and research services on issues of cross-county 

importance 

====.........,----~ 

Referral Health services t 
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COUNTY REFERRAL HEALTH SERVICES 
J\\ 

Comprise all primary and secondary hospirals and services in the 
county: forms the County Health System r'ogether with /hose 
managed by non-state actors. Provides: 

-Comprehensive in patieni diagnostic, rnedica/, surgicc1/, 
Hobilita/ive and rehabilitative core, including reproductive 
health services; 1 

\ -Specialized outpatient services; and ! 
\"'" --Facilitate, and manage both vertical and /iorizontal referrals._) 
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Referral Health 
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( PRIMARY CARE SERVJCES -\ 
Comprise a// dispensaries and health centres, including those j 
managed by non-state actors. They provide; j 

-Disease prevention and heoith promo/ion 
services; -linkage to community units 
-Basic outpatient diagnostic, medico/ surgical & 
rehabilitative services; -Ambulatory services 
-Inpatient services for emergency clients awaiting referral, 
clients for observo!ion, and normal delivery services 

! 
l 
g 

j 
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Referrol Heatrh Services f 
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! COMMUNITY HEALTH SERVICES ~ 
' I 
I 

-Facilitate individuals, households and communities to ! 
embrace appropriate healthy behaviors; , 
-Provide agreed health service; l 

i -Recognize sigm and symptoms of condi/ions requiring _ .. _.J 

" referral; .:-
'"'- es~. _ .--"·-··-=~-- ,,.c.c,s--.c ...... ,, /2. y =c ..c ,,,,= ' -~•" 

Comprise community units in the County. 
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The National government, in consultation with the county governments, will 
develop legislative and administrative frameworks that will guide the 
classification and operations of each level of the health service delivery system. 

iii. Organization of community seNices 

A comprehensive approach shall be defined, ,vhich outlines how health and 
related services are organised and managed at the community level. The 
community services shall consist of the following: 

a)Promotion of healthy lifestyles; 
b )Personal and domestic hygiene; 
c) Treatment of minor ailments; and 
d) Interventions focusing on building demand for existing health and related 

services, by improving community aivareness and health-seeking 
behaviours and taking defined interventions and services closer to the 
clients/households. 

1v. Organization of the health facility services 

Each health facility will organise and manage the delivery of expected services 
based on its level. Each facility will be managed by a health management team 
with an approved organisational strncture and oversight governance team. The 
services will include, but not be limited to: 

50 

a) Provision of essential niedical services, including habiiitative services ; 

b) Provision of preventive and promotive health services to the communities 
within facility catchment areas; 

c)Disease surveiIIance and epidemic response; 

d)Emergency preparedness and response, including disaster management; 

·e)Promotion of rational use of drugs as per national phaimaceutical policies; 

f) Health promotion and education; 

g)Continuous professional development (CPD) of technical staff; 

h)Infrastntctura1 development; 

i) Provision of outreach services; 

j) Responding to national public health cornrnitments, such as Ii1ass 

campaigns; 

k)Implementation of quality improvement standards, including infection 
prevention and patient safety; and 

l) Implementation of national standards, gLiidelines and regulations. 
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v .. Organization of emergency and referral services 

This i~ to ensure that clients receive the benefits ~f care available in the health 
system, irrespective of the point of service, to ensure continuity of care. 
Er11ergency health services shall be a part of the referral services and shall be 
provided by the nearest health facility, regardless of ownership (both public and 
private). An emergency medical services (EMS) policy will be developed with 
strategies for establishing an emergency response mechanism. Emergency 
services will comprise of 

a)Prc-hospital emergency care 
b) Protection of vulnerable groups against the impacts of a disaster or 

emergency 
c)Hospital emergency care and psychosocial support for victims 
d)Ambulance services for referral services 

The envisaged refen-al system will be actualized through medium term refenal 
strategics and guidelines that will ensure delivery of effective referral services, 
which will comprise of:-

1. Physical client movement (physical referrals); 
2. Patient parameters movement, using e-health initiatives; 
3. Specimen movement, through ensuring a reverse cold chain and a 

reference laboratory system; and 
4. Expertise movement, through reverse. refonals and outreach services. 

vi. Coordination of noJ-ionol disasters, emergencies, and disease 
ouibreoks 

The health response to national disasters, emergencies, and disease outbreaks 
will be coordinated by the national govenm1ent in conjunction with county 
governments and in line with the disaster management policy and legislation. 
Management of cross-border outbreaks will also be carried out through 
intergovernmental mechanisms. The office of the Director of Medical Services or 
its successor will be re5ponsible for declaring any epidemics and disease 
outbreaks of public health concerns, and the appropriate emergency response. 

vii. Organization of outreach services 

The aim of outreach services is to bring services closer to the people. Outreach 
services will be in the form of preventive, curative, or rehabilitative health 
services. The national referral health services, the county health services, and 
community health services will coordinate outreach services. Outreach services 
wiH include the following: 

a) Community health outreach services 
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b )Mobile health services for under-served areas and populations 
c)Specialist services to lower levels 
d)Disease outbreak control 

viii. Organization of supervision and mentorship services 

Supervision is essential for continuous quality improvement and maintenance of 
the highest standards of healthcare. Mentorship is key in skills and competence 
development for a11 health workers. Supervision will be done at different levels 
and cover all facilities (GOK, faith-based, and private-for-profit), comprising the 
following: 

a) National-level supervision~which can be programmatic, cadre-based, or 
specialization-based--of national refeiral services to maintain standards 
and the highest quality of healthcare delivery; 

b) County supervision will be done by the county health management teams 
to ensure that health policies are implemented and regulations and 
standards, adhered to in the delivery Qf healthcare; 

Mentorship will be clone at both National and county levels for h_ealthcare 
workers, to improve their knowledge, skills, and competencies to accomplish 
various tasks for high-quality health service delivery. Mentorship will take the 
forrn:-

a) Technical assistance, from the national level to the county, in the form of 
expertise and service delivery tools; 

b)Technical assistance from cmmty to county; 

c) On-the-job skills development; and 

d) Training courses, workshops, seminars, attachment, apprenticeship and 
internship. 

The MOH will, from time to time, in conjunction with county governments, 
pro:fessiona1 bodies, FBOs, the private sector and facility managers, develop 

. comprehensive continuous professional development (CPD) guidelines and a 
monitoring and evaluation framework. 

• --•L---"••~>••~~-•· --~---- • -•• 
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4.3.2 Policy orfentaffon 2: Henlth leadership and governance 

This relates to how the oversight of the delivery of health and related services 
shaU be provided. The policy aspiration is for a comprehensive leadership that 
delivers on the health agenda. The sector shall. focus on the following six areas 
in which it ·will make its investments:- - · -- · 

1. Management systems and functions 
2. Partnership and coordination of healthcare delivery 
3. Govemance systems and functions 
4. Engaging ofpubhc and private services providers 
5.Planning and monitoring systems and services 
6. Health regulatory, monitoring and evaluation framework. 

The national govermnent will provide overall policy directton, strategic 
leadership and stev-1ardship aimed at defining the vision of the health agenda in 
Kenya. This will also aim at setting the pace for good governance in the delivery 
of li ealth services. 

The national and county goven-111.1.ents shall muhrnlly consult and cletenuinc the 
services that require intergovermnentaI relations to deliver. County governments 
may consult '-Nith respect to any sers/1ccs that require inter-county relations to 
deliver. 

Intergovernmental struch1res fornied in accordance with the Intergovernmental 
Relations Act win be charged ·with the responsibility of resolving any cross­
cutting issues of the tvvo hers of government. The forum will be chaired by the 
cabinet secretary responsible for health, vvho wi!J be deputised by an executive 
committee member for health from one of the counties. The national government 
and the county governments will establish intersectoral collaboration and 
partnership frameworks. 

The health governance and management structures 1,vill ensure that the foHowing 
are _provided: 

a) Oversight for implementation of a functionally integrated, piuralistic 
health system 

b) Putting in place mechanisms for engaging with health-related actors 
c) Jointly developing operational. and strategic plans and undertaking 

review processes 
d) Oversight to regulate and assess standards and quality of services 
e) A comprehensive legal and regulatory framework that guides sector 

actions 
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4.3.3 Policy orientation 3: The health workforce 

The health workforce constitutes those persons recruited primari:ly for health and 
related service provision and management in the state and non-state sectors who 
have undergone a defined, formally recognised training programme. The policy's 
aspiration is for an adequate and equitable distribution of a productive 
health workforce that is fit for purpose and fit for practice in support of 
Universal Health Coverage through the implementation of the Kenya 
Essential Package of Health. 

The policy aspiration will be attained through systemic implementation of 
medium and long term human resources for health policies, strategies and plans 
based on comprehensive health labour market analyses developed by national 
and county governments in consultation with the Ministry responsible for 
devolution and planning, Public Service Commission and County Public Service 
Boards, among others; focussing on the following: 

i) Availability of health workforce 

--
a)Ensuring an adequate supply on the health labour market of aH health workers 
required for the implementation of the current and future KEPH as defined in the 
2014 I-ffil{ norms and standards, and to progressively expand the effective 
coverage of the KEPH. Supply refers to the number of health workers produced 
annually from relevant state and non-state training institutions, and their 
competencies upon graduation. 

On production of health workforce, the development, implementation, 
monitoring and regular review of the strategies will specify the relationship of 
outputs from training institutions with labour market objectives such as the 
number of available positions, national staffing needs and jnternational cai-cer 
opportunities; as well as guide programmes for professional development and 
progression of staff. 

Further, the strategies and plans will provide for adequate investments in 
relevant pre-service training programmes, including direct investment by 
national government, creating an attractive investment climate for private 
investments, and advocacy among external actors for investments in pre-service 
training of health workers. 

b) On the demand side, the national and county governments shall endeavour to 
progressively adhere to the required set norms and standards; maintain databases 
for aH health worker positions and vacancies; and strengthen the capacity of 
health service providers in the public and private sectors to incentivise young 
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. . . . . people to enter health labour market, and to retain them. The latter will be 
· ·· · · ·. achieved by systematic identification; monitoring and action on the main factors 

.. that contribute to failure to attract and retain workers in the health sector, such as 
.· unfair remun~ration, inadequate social protection, poor career prospects, lack of 
training opportunities, poor and unsafe working environments, and poor access 
to dispute settlement mechanisms, among others. 

ii) Equitable distribution of health workers 

To ensure equity in the availability of health workers, specific attention will be 
given to the hard to reach and marginalized pa1is of the country, including 
development and implernentation of innovative health financing mechanisms 
that incentivise health workers in such area...:;, innovations in intergovernmental 
collaborations such as sharing of services from specialists; as well as 
encouraging investments from both private-for-profit and private•not-for profit 
health subsectors including public-private partnerships. 

iii) Health w011(force performance 

fo order to improve the performance of the health workforce in te1ms of quality 
('fit for purpose and practice') and productivity, the sector will focus on: 

a) general and subsector-specific policy, legislative and regulatory frameworks, 
including ensuring the development, enforcement and sanctioning of appropriate 
regulations on licensing of practitioners and _professional misconducts; setting 
standards of quality and productivity (professional categories and tasks) to be 
achieved through establishment of a national appraisal mechanism for clinical 
practices and interventional procedures for some categories of health workers; 
and developing, as appropriate, and implementing schemes of service for all 
health workers. 

b) health workforce management improvements, including establishment of 
functional structure and innovations to support performance at workplace and 
elsewhere, where necessary; strengthening performance appraisal in the public 
sector; strengthening supportive supervision and providing opportunities for in­
service training and continuing professional development. 
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4.3.4 Policy orientation 4: Health financing 

This relates to the process of mobilising and managing reqni:red finances to 
ensure provision of health and :related services. The policy's commitment is to 
progressively facilitate access to services hy al1 by ensuring social and financial 
1isk protection through adequate mobilisation, allocation, and efficient 
utilisation of financial resources for health service delivery. The primary 
responsibility of providing the financing required to meet the right to health lies 
with the national and county governments. 

This will be attained through ensuring equity, efficiency, transparency, and 
accountability in resource mobilisation, allocation, and use. Efforts will be made 
to progressively build a sustainable political, national, and c01mnunity 
c01mnitment with a view towards achieving and maintaining universal health 
coverage through increased and diversified domestic financing options. This 
will be achieved through the foJlowing: 

1. Advocacy for increased budget allocations to health by both national and 
county governments to attain universal health coverage; 

11. Advocating for increased financing for health and related sectors to meet 
agreed national and international benchmarks and to ensure that required 
interventions are implemented; 

111. Establishing a social health protection mechanism to progressively 
facilitate attainment of universal coverage; 

1v. National and county govermnents shall put in place resource mobilization 
strategies targeting all sources of funds, including specific levies and taxes, 
domestic and international, to progressively move towards increasing per 
capita expenditures in health; 

v. Establishing a mechanism for sustainable financing for HIV and AIDS, 
TB, and other strategic commodities including for irr1111Unization and non­
com1nunicab.le diseases such as ca._T1ce.r and diabetes; 

v1. Developing and strengthening innovatiw he"1!thcare financing for 
commw1ities by periodically reviewing the criteria for resource allocation 
and purchasing mechanisms to !Il1prove efiiciency 31Jd utilization of 
resources; 

v11. Progressively working towards the elimination of payrnent at the point of 
use for health services, especially by the marginalized and indigeut 
populations, through social health insurance and government subsidies; 

v111. Putting in place comprehensive mechanisms for financing of emergency 
health services; 
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• 1x. · >Promoting private sector participation in financing of healthcareJriroµgh 
· public-private paiinerships and other mechanisms; · · 

• · · .. ·. · x .. · •••·Pooling of resources to increase efficiency in utilization of health resources . . 
by undertaking comprehensive health care financing reforms in the health. · .. · • · 
sector; 

x1. · Supporting financing innovations that ensure availability of modem 
medical equipment, infrastructure and other capital investments for 
provision of quality health care services; and 

xn. Developing and implementing a healthcare financing strategy. 
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4.3.5 Policy orientation 5: Health information 

The ministry of health will put in place mechanisms to ensure generation, and 
management of information to guide evidence-based decision making in the 
provision of health and related services at the national and county levels. All 
healthcare providers shail therefore be obligated to report on infonnation 
emanating from their activities through established channels in a manner that 
meets· safety and confidentiality requirements, and according to the health 
research and infon11ation policies, regulations, and standards that will be 
developed. The target consumers of information include health managers, 
policymakers, clients and all other actors in the health sector, with a view to 
guiding their decision-making processes. This will be attained through focusing 
on implementation of the following strategies: 

1. Ensure digitalization of all health records and systems on an architectural 
platform with emphasis on interoperability 

u. Collaborating, harmonizing, and integrating data coHection, analysis, 
storage, and dissemination mechanisms of state and non-state actors to 
ensure availability of adequate a11d complete information for decision 
making and service delivery; 

111. Continued sLTengthening of accuracy, timeliness, and completeness of 
health information from the population and health facilities; 

1v. Strengthening mechanisms for health information dissemination to ensure 
information is available where and when needed; 

v. Putting in place health surveillance and response mechanisms; 

VJ.. Ensure all counties carry out nutrition surveillance monitoring and 
incorporate the data in the health information system 

v11. The National goverm11ent, in consultation wjth connty governments, will 
develop reporting guidelines; 

vm. Developing and implementing a health information systems (HIS) policy; 

1x. Facilitating access to infom1ation to the public while protecting privacy and 
confidentiality. 
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4.3.6 policy orienfaUon 6: Health produds and technologies 

Investments under this orientation vviH be geared towards ensuring that effective, 
safe, and affordable health products and teclmologies are available and rationally 
used at all times, while moving towards maintaining a strategic national health 
products and technologies (HPT) reserve. This will be attained through the 
development and implementation of a national HPT po1icy and relevant 
rcgulato1y frameworks that will further elaborate on the following strategies: 

x. Defining and applying an evidence-based essential package of health 
products and technologies. This shall be judiciously applied in acquisition, 
financing, and other access-enhancing interventions. It will incorporate 
national lists of essential medicines, health products and diagnostics., 
treatment protocols, and standardized equipment. 

The commodities will be categorized as 

Strategic commodities that include vaccines and drngs for TB, HIV/ AIDS, 
epidemics and FP commodities 

Special and expensive commodities that include cancer drugs, 
immunosuppressive agents among others 

Basic essential products 

x1. Establishing a national appraisal mechanism for bea1th products and 
technologies. This will provide guidance on the clinical and cost­
effectiveness of new health products, technologies, clinical practices, and 
interventional procedures. 

xn. Putting in place a harmonized national regulato1y framework. for health 
products and technologies. This shall advance quality, safety, and 
efficacy/effectiveness based on sound science and evidence. The regulatory 
framework shall be autonomous in its operations and shall encompass 
human drugs; vaccines, blood and its products; diagnostics, medical 
devices, and technologies; anirnal and veterinary drugs; food products, 
tobacco products, and cosmetics; management of bio-hazardous products; 
and emerging health technologies. 

xm. Rational investment in and efficient management of health products and 
technologies. This aims to ensure the most effective management of 
patients in line with established standards. This will incorporate cost­
effective prescribing and other interventions to improve the rational use of 
drugs and other health products. 

xiv. Have in place effective and reliable procurement and supply systems. These 
shall leverage public and private investments to advance patient access to 
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essential health products and technologies and ensure value for money 
across the system. 

xv. Promoting local production, research, and innovations of essential health 
products and technologies. This shall be done in a manner that advances 
universal access and promotes national competitiveness. 

xvi. Ensuring availability of· affordable, quality health products and 
technologies.·. This shall be done through full application of all. options 
(such as promoting use of generics and exploiting all provisions in the 
trade-related aspects of intellect11al property rights) and public health 
safeguards relating to health products and technologies, through 
multisectoral interventions on trade, agriculture, food, and related sectors. 

xv11. The national govemment will to ensure strategic reserves for public health 
commodities (Tuberculosis, Vaccines, Anti-retrovirals, Family Planning), 
special and expensive categories of products and any other commodities 
for emerging global. conditions of public health concern; which the county 
governments will focus on the availability of basic essential products at 
county-health facilities in accordance with the Kenya Essential t/Iedicines 
List (KEML). 
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· 4.3~ 7 Policy orientation 7: Health infrastructure 

·. Health infrastrncture relates to all the physical infrastructure, non-medical 
equipment, transport, and technology infrastmcturc {including ICT) required for 
effective delivery of services by the national and county governments and 
other health service providers. The goal of the policy is to have adequate and 
appropriate health infrastructure. There shall be a network of :functional, 
efficient, safe, and sustainable health infrastructure based on the needs of the 
clients. This will be attained through focusing on the following strategies: 

1. Adopting evidence-based health infrastructure investments, maintenance, 
and replacement through utilization of nonns and standards in line with 
national policies; 

11. Facilitating development of infrastrndurc that progressively moves towards 
the prevailing norms ancl standards; 

111. Developing n01ms and standards to guide the planning, development, and 
maintenance of health infrasb:uctme; 

1v. Both national and county governments shall invest in hcaJ.th infrastructure 
to ensure a progressive increase in access to health services; 

v. Providing the necessary logistical support for an efficiently functioning 
refen-al system; 

vi. Promoting and increastng private sector investments in the provision of 
heaith services thwugh infrastructure development; 

v11. Developing guidelines for donations and purchases of vehicles, medical 
equipment, and the disposal of the same; 

v111. Strengthening the regulatory framework to enforce health infrastructure 
standards; and 

1x. Developing and implementing health infrastructure policy. 

x. Digitalize the inventory of all infrastructure and any other asset 
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4.3.8 Policy orientation 8: Research and Development 

The Ministry of health will prioritise research in order to supp01t 
evidence based policy and intervention formulation, identifying gaps and 
critical factors for special needs for vulnerable groups especially the 
women, children and the elderly. Particular attention will be given to how 
research can be used to guide the development and implementation of 
health systems, health promotion, environmental health, disease 
prevention and early diagnosis and treatment. The health sector shall take 
lead in formulation of the agenda for operations research while other 
institutions such as the universities shall be more involved in the 
execution of research. This will be achieved through the following: 

1. Development of a prioritized national health research agenda; 
11. Effective dissemination ofresearch findings; 

111. Harnessing development partners' and government funds to 
implement the national health research agenda 

1v. Promotion of research to policy dialogue in order to ensure that 
. research is .r_d~v-'=!nt tci the nec:flti of th<2p~ople; 

v. Strengthening of health research capacity in institutions at all levels 
and develop quality human resource and infrastructure 

vi. Ensuring an ethical code of conduct for health research in Kenya in 
accordance with the Science, technology and Innovation Act of 
2013 
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PART 3: 
POUCY IMPLEMENTATION 
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CHAPTER 5: IMPLEMENTATION FRAMEWORK 

5.n. lnstifutiona! frameworl< 

This Sessional Paper recognises that coordination of service delivery in the health 
sector has, in the previous policy period, been done through a sector-wide approach, 

the Kenya Health SW Ap (lD.--!SW Ap ), 32 which brought together all health 
stakeholders and was managed through a partnership instrument, the Code of 

Conduct.33Govemance structures and systems have also existed llu-ough boards and 
committees at the respective service delivery Jeve1s (hospitals and county), 
including a common framework for planning and implementation. 

The successf-1.11 implementation of this Sessional paper will be dependent upon the 
collaborative cffo1i:s and synergies of all the stakeholders and actors through 
establishment of an effective partnership framework through new institutional and 
managem.ent arrangements. This Sessional Paper is also alive to the functional 
assignments between the two levels of government with respective accountability, 
reporting, and management responsibilities. The Sessional Paper therefore provides 
a structure that harnesses and synergises health service delivery at all levels of this 
devolved system and seeks to meet the following objectives: 

l. 

11. 

Delivery of efficient, cost-effective, and equitable health services; 

Devolution of health service delivery, administration, and management to the 
community level; 

UL 

lV. 

V. 

Vl. 

Stakeholder participation and accountability in health services delivery, 
adminislration, and management; 

Operational autonomy; 

Efficient and cost-effective monitoring, evaluation, reviewing, and reporting 
systems; 

Smooth transition from the current to the proposed devolved arrangements; 
and 

vu. Complementarity of cff01is and interventions. 

32Government of Kenya, 2005,Kenya Health SWAp concept paper.October 2005. Ministry of Health. 
JJGovernrnent ot Kenya, 2007.Health Sec1or Code of Conduct.August 2007. Ministry of Health. 
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Under the existing legal and other government policy :frameworks, this Sessional 
Paper will be implemented through five-year Strategic and Investment Plans, 
Medium Term P1ans (MTPs) Multi-year County Sectoral Plans, and Annual Plans. 

5.2. Stakeholders in Health Service Delivery 

The policy implementation process win adopt a multisectoral approach involving 
different stakeholders--state actors (government ministries and agencies) at the 
national and county levels; clients/consumers (individuals, households, 
comrnunities);regulatory bodies; professional associations; health workers unions; 
non-state actors (civil society organisations [CSOs], F'BOs/nongovemmental 
organisations [NGOs], the private sector);and development partners. The following 
are the key health sector actors and their respective roles in implementing the 
policy: 

5.2.1 The Ministry of Health and health-related semi-autonomous 
government agencies {SAGAs) 

The lVfiuistry for health shall establish and facilitate an institutional and 
management structure to coordinate and manage delivery of the consfrt11tionally 
defined health mandates and services at the national level while championing the 
implementation of the policy. The MOH and related SAG As shall be responsible for 
the following functions: 

1. Developing national policy and legislation, setting of standards, national 
reporting, sector coordination, and resource mobilization; 

IL Offering technical support, with emphasis on planning, development, and 
monitoring of health service delivery quality and standards throughout the 
country; 

m. Providing guidelines on tariffs chargeable for the provisions of health services; 

1v. Promoting mechanisms for improving administrative and management 
systems, including conducting appropriate studies; and 

v. Capacity building of county governments to effectively deliver high-quality 
and responsive health services. 

5.2.2 County government departments and entities responsible for 

The Constitution of Kenya 2010 has assigned delivery of health services to the 
counties, with the exception of national referral services. Counties shall establish 
structures that harness competencies at the county level and synergise health service 
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. delivery across counties and between the two levels of government. Counties sball 
put in place departments and entities to coordinate and manage delive1y of the 
constitutionally defined health mandates and services at the county level. The roles 

. and responsibilities of the departTnents and entities shall be aligned to the following 
functions, as defined in the Fourth Schedule of the Constitution: 

1. County health facilities and pharmacies 
11. Ambulance services 
m. Promotion of prin:1ary healthcare 
1v. Licensing and contra l of undertakings that sc11 food to the public 
v. Veterinary services ( excluding regulation of the profession) 

v1. Cemeteries, funeral parlours, and crematoria 
v11. Refuse removal, refuse dumps, and solid waste disposal 

ln addition to the above f1mctions, county govcnm1e11ts may be assigned other 
functions agreed upon during the intergovernmental consultative forums and shall 
take a lead role in advising, mobilising, and collaborating with other government 
ministries, departments, and agencies. 

5.2.3 Clients/consumers 

Individual: The pohcy recognises the role an individual plays tbxough 
adoption of appropriate health practices and healthcare-seeking behaviours 
as key in the realisation of the country's health goals. The policy shall 
therefore seek to enhance the capacity of the individual to effectively play 
this role. 

Household: The sector shall ensure that housebolds are empowered to take 
responsibility for their own health and well-being, and are facilitated and 
capacitated to participate actively in the management of theirlocal 
healthcare systems. 

Communities: The policy recognises the significant role that communities 
have traditionally played in contiibuting to the achievement of national, 
community, and family health goals tbrnugh various innovative 
interventions. These have ranged from informal community pro grammes to 
home-based interventions. These will continue to be encouraged. 

5.2.4 Non-stcde actors 

These are implementing partners that play a role in health service delivery. They 
include the private sector, NGOs, FBOs, and CSOs. The policy recognises the 
strengths of these actors in mobilising resources for health service delivery, 
designing and implementing development programmes, and organising and 
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interacting with community groups. The implementing partners have also been a 
critical source of human and monetary resources that would be critical in the 
implementation of the policy. In addition, the policy acknowledges the range of 
interventions implemented by these partners in addressing rjsk factors to health in 
the areas of education, health, food security, and water sectors, among others. 

Other non-state actors include firms involved in the manufacturing, importation, and 
distribution of I-IPT and health infrastrncture, as wel1 as health insurance companies. 

5.2.5 Development partners 

Health services require significant financial and technical investment in a context of 
limited domestic resources. Development Pminers and international 
nongovernmental organisations have traditionally played a key role in providing 
resources for the health sector. This role has been structured around principles of aid 
effectiveness, which place emphasis on government ownership, alignment, 
harmonisation, mutual accountability, and managing for results of programmes in 
the health sector. The implementation of the policy will require the continued 
support of development partners in health, including support to the devolved system 
of government. 

5.3. Mechanisms for Intergovernmental Relations in Health 

The Constitution of Kenya2010 requires that the national and county governments, 
though distinct, shall conduct their mutual relations on the basis of consultation and 
cooperation. This requirement formed the basis for the establishment of the Health 
Sector Intergovernmental Consultative Forum (HSICF) established in August 2013. 

This consultative fonun will provide a platform for dialogue on health system issues 
of mutual interest to the national and county governments. Overall, the fornm will 
seek to ensure that health services remain unintenupted during the transition period 
and beyond, while maintaining the focus on delivering the constitutional guarantee 
to the highest attainable standard of health for all Kenyans. More specifically, the 
forum will be responsible for the following: 

66 

Identify issues for discussion during the intergovernmental consultative 
. !11echan.isms a.IJrI est2blish -SJ/stems to 8,ddress these issues; 

Facilitate and coordinate the transfer of functions, power, or competencies 
from and to either level of government; 

Coordinate and hannonise development of health policies and laws; 
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Evaluate the performanceof the national or county governments in realising 
.. · · · .. health goals and recommend appropriate action; . . . . . 

· ·. Monitor the implementation of national and counties' sectoral plans for 
··· health; · · 

Produce annual reports on national health statistics pertaining to the health 
status of the nation, health services coverage, and µtilisation; 

Promote good governance and partnership principles across the health system; 

Implement and follow up Dn actions and recommendations from the National 
and County Government Coordinating Summit; and 

Consider issues on health that may be referred to the forum by members of 
the public and other stakeholders, and recommend measures to be 
undertaken. 

The consultation process between the national and county governments at both 
levels will also observe the principles of intergovernmental relations in line with 
Article 189 of the Constitution and Article 4 of the Intergovernmental Relations Act 
2012. 
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CHAPTER 6: MONITORING AND EVALUATION 

The implementation of the policy will be tracked using a set of financial and non­
financial targets and indicators. These targets will reflect the constitutional 
requirements, national goals and targets, and health sector priorities elaborated in 
Vision 2030, and county-specific targets and goals that will be elaborated in the 
National and County Multi-year Sectoral Plans. These plans will be implemented 
and monitored through amrnal workplans and medium-term plans. The policy will 
undergo a mid-term reviev,r. The targets will be benchmarked against best practices 
from across the globe. 

6.1. Monitoring and Evuluaition Framework 

The Sessional Paper No: 2 of 2017 on Kenya Health Policy 2014-2030 is the 
primary policy document providing long-term direction for health in Kenya for the 
pe1iod 2014-2030. The policy will be implemented through medium-tenn strategic 
plans that will elaborate on the comprehensive medium-term strategk and 
investment approaches through t,No key elements: 

l. Medium-term health and related services objectives and outcome (coverage) 
indicator targets for each of the six policy objecti.ves, defined by the national 
govenm1ent; and 

2. Priority investments across the seven policy otientations required to attain 
the abovementioned medium-term health and related services objectives. 
Priority investments wou1d be defined by the respective planning units 
(counties, SAGAs), to enable attainment of defined objectives and targets 
for the sector. 

The policy principles as applied here form the basis for defining the resource 
allocation criteria across the various health system building blocks and counties. 
This enables a shifr in the basis for prioritisation of investments, from diseases to 
the areas in the building blocks . 

The policy will be implemented through five-year Health Sector Strategic Plans 
(HSSPs). These plans will be supported by programme business plans and strategic 
frameworks with sector-wide objectives around specific services ( e.g., HfV or 
malaria) or systems (e.g., human resources for health (HRH) or health financing). 

Health Sector Investment Plans shall be used to identify key investrnent areas in 
1-ISSPs. These plans shall be developed for specific decision-making units, 
including the following: 
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1. Counties: as autonomous, decentralized management units that are able to plan 
and raise resources for defined services; 

11. Referral facilities: as critical service delivery units in counties and the national 
level (national referral facilities); and 

m. . .. SAGAS: as units defined to deliver specifie~ services with independent 
budgets. ·· · 

Investment plans provide information and guidance on the annual targets and 
budgeting processes. The budgeting process and framework therefore will be based 
on agreed-upon priority investments in the respective investment plans. During the 
budgeting process, the priorities for investment should be directly derived from the 
building block investments. The eight JJolicy orientations form the sector 
programmes in tl1e budget, around which priorities and budgets are defined. 
The defined priorities and budgets form the guide for the elaboration of annual 
work plans and the priority activities for implementation in the short tenn, based on 
the resources available. 

. . . . ·>.· : : ·:i:· .... ...:.•··--· .............. . . . . . . . . . . . . . . ' . . . . . . . . . . . . . . . . . .., . . . . . . . . . . . . . . . . . . 
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---_• .Figure .10: Overarching health planning and review framework· - . 
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6.2. Progress Indicators 

These are based on the respective domain areas. Indicators that will be used are 
shown below. Targets are based on the WHO statistics of the average value of four 
middle-income countries~Argentina, Brazil, Egypt, and Indonesia. These targets 
shall be measured in absolute achievement and variation in achievement across 
counties in the country. 

Table 13: Indicators for Measuring Kenya Heo!th Policy 2014~2030 
Performance 

life expectancy at birth 
.61 72 18% increase 

Level and 
(years) 

Annual deaths {per 1,000 50% 
distribution 

persons) 
10.6 5.4 

reduction 
Policy of health 

Goal Years lived with disability 12 8 
33% 
reduction 

Responsive 
ness of Client satisfaction 84.87 95 12% increase 
services 

Communica Annual deaths due to 
62% 

b!e comrnunicab[e conditions (per 6.8 2.6 
reduction 

conditions 1,000 persons) 

Non-
Annual deaths due to non-

communica 
communicable conditions (per 2.8 2.0 

29% 

ble reduction 
conditions 

1,000 persons) 

Policy ~---- ~·.,_.,_.__,------~- ~-- ..._ __ ,...-......--..-~--

Annual deaths due to 
Object 

Violence and violence/injuries (per 1,000 1.0 0.7 30% 
ves injuries persons) reduction 

Neonatal mortality rate (per 
14 7 

50% 
1,nnn hirth ,) n:::id 11rtinn 

Essential Infant mortality rate {per 
39 18 

54% 
healthcare 1,000 births) reduction 

Under-5 mortality rate (per 
52 24 

54% 
1,000 births) reduction 
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Maternal mortality rate (per 
350 113 

68% 
100,000 births} reduction 

Adult mortality rate (per 
23 20 

13% 
100,000 births} reduction 

Deathsduetotop10r~k 
56% 37% 

34% 
factors reduction 

Risk factors 
Disabilities due to top 10 risk 

47% 31% 
34% 

and healthy 
factors reduction 

62% 
behaviours Stunting 26% 10% 

reduction 

Underweight 11 % 4% 
64% 
reduction 

Health-
related Coverage of health-related 

63% 85% 
35% 

sector sector outcome index34 improvement 
services 

34 1ndex is the average% valL1e of a group of health related indicators with the highest effects on health. These are 

(with baseline values): Population above the Poverty Line (54%}; Literate population (87.4%); Population with access 

i .\ to toilet facflities (31%); Population with adequate food security (Tl%); Population with access to safe water (59%); 
i, I 

and Road network classified as good/ fair (69%). Achievement w\11 be derived from surveys by the respective sectors 
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CONCLUSION 

The policy represents a commitment towards improving the health of the people 
of Kenya by significantly reducing ill health to levels similar to those of 
middle-income countries, such a~ Argentina, Brazil, Egypt, and Indonesia. The 
policy proposes a comprehensive and innovative approach to addressing the 
health agenda, which represents a radical departure from past approaches to 
addressing the health challenges in the country. It is based on the Constitution 
of Kenya 2010, Vision 2030, and Kenya's global health commitments. 

The policy was developed through an inclusive and paiticipatory process 
involving all stakeholders in the health sector and related sectors over a period 
of two years. A situation analysis, based on review of the progress made in 
implementation of the previous policy framework (1994-2010) was undertaken 
to provide evidence of the challenges affecting the health sector, existing 
opportunities, and to define the necessary interventions. 

The policy defines the health goal, objectives, principles, orientations, and 
strategies aimed at achieving the highest standard of healthcare in Kenya. It 
also outlines a comprehensive implementation framework to achieve the stated 
goal and objectives. It delineates the roles of the different stakeholders in the 
sector in delivering the health agenda and details the institutional management 
a1rn11gements under the devolved system. of government, taking into account the 
specific roles of the national and county levels of government. It therefore 
provides a structure that harnesses and gives synergy to health service delivery 
at all levels of government. 

Finally, the policy defines the monitoring aud evaluation framework to enable 
tracking of the progress made in achieving its objectives. The monitoring of 
progress will be based on the level of distribution of health services; 
responsiveness of health services to the needs of the people; progress in 
respective disease domain areas, including communicable, non-communicable, 
and injury/violence conditions; risk factors; and the interventions of health­
related sectors. 
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GLOSSARY OF TERMS 

·. · i\boriion: Termination ofa pregnancy before it js viable as an independentlife 
outside of the womb. This can occur spontaneously or be iriducedhy external 
actions. Cunent medical expertise in the country tan sustain a viable life 
outside the womb from 24 weeks of gestation. As medical expertise improves, 
this should be reduced further. Unsafe abortion remains a major cause of 
maternal mortality. 

Ambulatory: A condition m- a procedure not requiring admission to a hospital. 
These are managed on an outpatient basis. 

Disease: Any condition that causes pain, dysf-tmction, distress, social problems, 
and/or death to the person afflicted, or similar problems for those in contact 
with the person. lt may be caused by external factors, such as infectious 
diseases, or by internal dysfunctions, such as cancers. Diseases usually affect 
people not only physically, but also emotionally, as contracting and living with 
many diseases can alter one's perspective on life and one's personality. 

E-health: The use in the health sector of digital data-transmitted, stored, and 
reiTieved electronically---in support of healthcare, both at the local site and at a 
distance. 

Emergency: Health tlu-eats that are of sudden onset in nature, arc beyond the 
capacity of the individual/community to manage, and are life threatening or will 
lead to in-eversible damage to the health of the individual/community if not 
addressed. 

Emergency treatment: Healthcare services necessary to prevent and manage 
the damaging health effects due to an emergency situation. It involves services 
across all aspects of healthcare services and includes first aid treatment of 
ambulato1y patients and those with minor injuries; public health information on 
emergency treatment, prevention, and control; and administrative support, 
including maintenance of vital records and providing for a conduit of 
emergency health funds across govemmcn t. 

Essential Health Products and Technologies (EHPT): Those products that 
" ... satisfy the priority healthcare needs of the population. They are selected 
with due regard to public health relevance, evidence on efficacy and safety, and 
comparative cost-effectiveness. EI-IPTs are intended to be available within the 
context of a functioning health system at all tirnes in adequate amounts, in the 
appropriate dosage forn1s, with assured quality and adequate information, and 
at a price the individual and the community can afford." The im1Jle1nentation of 
the concept of essential health products is intended to be flexible and adaptable 



to many different situations; exactly which health products are regarded as 
essential remains a national responsibility. 

Habilitative Senices: 'are services provided in order for a person to attain and 
maintain a skill or function that was never learned or acquired and is due to a 
disabling condition .... ' The services include but are not limited to physical 
therapy~ occupational therapy and speech therapy for the treatment of a child 
with a congenital or genetic birth defect 

Health: A state of complete physical, mental, and social well-being, not merely 
the absence of disease or infirmity. 

Healthcare services: The prevention and management of disease, illness, 
injury, and other physical and mental impairments in individuals delivered by 
healthcare professionals through the healthcare system; they can either be 
routine health services or emergency health services. 

Healthcare workforce: The workforce that delivers the defined healthcare 
services. The workforce includes all those whose prime responsibility is the 
provision of heaitbcare services, iffes_pective of their organisational base (public 
or non-public). 

Health products and technologies: The application of organised knowledge 
and skills in the fom1 of medicines, devices, vaccines, procedures, and systems 
developed to solve a health problem and improve the quality of lives. Essential 
health teclmologies encompass medical devices; biological products; 
diagnostics and medical laboratory technologies; transplantation of human 
cells, tissues, or organs; and emergency, surgical, and e-health technologies. 
Their regulatory scope encompasses human drugs; vaccines, blood, and 
biologics; medical devices and technologies; animal and veterinary drugs; food 
products, tobacco products, and cosmetics; and emerging health technologies. 
The regulatory framework is to be de-linked from healthcare service structures, 
in line with leadership and governance systems anticipated in the policy. 

Health system: The mechanism to deliver high-quality healthcare services to 
all people when and where they need them. 

Humanitarian actions: All actions to mitigate effects of an emergency. These 
include emergency health services. 

Human Resources for Heah:h (B.RH): The stock of ail individuais engaged 
primarily in the improvement of the health of populations. The public health 
workforce includes those primarily involved in protecting and promoting the 
health of whole or specific populations, as distinct from activities directed to 
the care of individuals. 
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Illness: A state of poor health or when conditions of health are not fulfilled, 

Injury: Physical damage to a person. 

lVIedical care services: The management of disease, illness, injiny, and other 
physical and mental impainnents in humans. This involves diagnosis, 
treatment, and rehabilitation of persons following a disease, illness, injury, or 
other, impairment. 

Medicine: Any substance or product for human or veterinary use that is 
intended to modify or explore physiological systems or pathological states for 
the benefit of the recipient. The tenns drug, medicine, and pharmaceutical may 
be used interchangeably, depending on context. 

Mentoring: A bilateral process through which mentors, because of their 
seniority, commitment, and willingness to listen, build the critical level of 

, confidence necessary to help their mentees understand more f-ully and learn 
\ -, comprehensively from their clay-to-day experience. Mentorship is key in skills 

and competence development for all health workers. Mentorship is part and 
parcel of supportive supervision. 

Non-state Actors (NSA): Individuals or institutions whose primary purpose are 
provision of health services but are not part of the stde. They include service 
providers (for profit and not for profit), health CSOs, NGOs, and their related 
management systems. 

Post-delivery period: This represents the six weeks following delivery. lt 
corresponds with the postpa1tu111 period. 

VubHc health services: The healthcare services concerned with the science and 
art of preventing disease, prolonging life, and promoting health through 
organised efforts and informed choices of society, organisations (public and 
private), communities, and individuals, and are concerned with threats to the 
overall health of a community. 

Referrnl: The process by which a given level of health services that has 
inadequate capacity to manage a given health condition or event seeks the 
assistance of a higher level of healthcare delivery to guide or take over the 
management of the condition. It ensures establishment of efficient health 
service delivery system linkages across levels of care that ensure continuity of 

, : care for effective management of the health needs of the population in Kenya. It 
involves movement of clients, expertise, specimens, or client information. 

Referral health services: The healthcare services whose function 1s 
specifically to manage or facilitate the referral process. 
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Reproductive health: A state of complete physical, mental, and social well­
being, not merely the absence of disease or infirmity, in all matters relating to 
the reproductive system and its functions and processes. Reproductive health 
therefore implies that people are able to have a satisfying and safe sex life and 
that they have the capability to reproduce and the freedom to decide if, when, 
and how often to do so. It includes the right of men and women to be informed 
[about] and to hay~ access to safe, 6,ffective, affordable, Jm.d acceptable 
methods of family _planning of their choice, as well as other methods of birth 
control which are not against the law, and the right of access to appropriate 
healthcare services that will enable women to go safely through pregnancy and 
childbirth and provide couples with the best chance of having a healthy infant. 

Routine health services: Healthcare services necessary to prevent and manage 
damaging health effects from non-emergency situations. It involves services 
across ALL aspects of healthcare services. 

Supervision: A process of guiding, helping, building capacities, and learning 
from staff at their places of work to ensw·e that services are managed and 
provided according to established leadership and service provision standards 
and shared objectives, while fostering an enabling working environment. It is 
therefore part of monitoring and called 'supp01iive supervision.' Suppottive 
supervision is essential for continuous quality improvement and maintenance of 
highest standards of healthcare. 

Trained health professional: In relation to Article 26 of the Constituti011, a 
trained health professional is a member of a health profession who is licensed 
and regulated to provide technical expertise in the specific field. 

Trained health professional (in the context of provision of legal 
termination of pregnancy): A health professional, with formal medical 
training at the proficiency level of a Medical Officer (doctor), nurse midwife, or 
clinical officer, who has been educated and trained to proficiency in the skills 
needed to manage uncomplicated abortion. and post-abortion care and the 
identification, management, and referral of abortion-related complications in 
women and families. Such a health professional should have a valid license 
from the Medical Practitioners and Dentists Board to practice, and: provide the 

. .. service from a legally recognised health facility with an enabling environment 

. · .. cbnsisting of the minimum human resources, infrastrncture, commodities, and 
~11nnl~o(;I ~n'f"' rl-,,p f'3('t,iJ1T·cr a.;, rl.ci.·hMo,4 ;,"I th.a J.-..c.u;il-t-'h c;!A~tn.1" nn, .. l"Tlc;s ~n.ri ot..:.nrlat"""rlc:i 
i:.:J~l,1J}'.!.J.Vi::) l.V.J, (...1,J.'-' .I.. L•~J...J..i.~J □ ......::.v.t.-lJ..lV~ J....t.L. \.L.1...._. .L-l\,,,(..$..l.1....1..&. IJ....,Vt.,\..J.!. .!. ,J.!.A-L~U V~i..s,"l...l. U-1,,1,,,!,.L.!.'-&""s,,,i, '"'51J• 

Transitional period: The period between cmm11encement of the Transition Act 
(2012) and three years after the first elections under the Constitution 2010. The 
-transition period has two phases: 
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Phase One: The period betv,reen commencement of the Act and the date of 
the first elections under the Constitution; and 

Phase Two: The period between the date of the first elections and three 
years after the elections. 

Unsafe abortion: A procedure carried out by persons lacking the necessary 
skills, or in an environment that does not conform to minimal medical 

standards, or both. 3 5 

Universal access: The effective physical and financial access to health 
\ services. 

Universal healthcare: A term refening to organised healthcare systems built 
around the principle of universal coverage for all members of society, 
combining mechanisms for health financing and service provision. 

Universal Health Coverage (UHC): Ensuring that everyone who needs 

health services is able to get the;m without undue financial hardship.36 

JsWor\d Health Organfwtion. 2004. Unsafe Abortion: Globaf and Regional btimotes of Unsafe 
Aborfion and Associated Mortality in 2000. 
36World Health Organization. ?.010. The World Health Report-/-leo//h Systems Financing: The Path 
to Universal Coverage. 
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