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Executive Smomary
The Sessmnal Pap er-on Na‘tional Soozal Health Imuranoe n Klenya contains the pmposed
soctal health insurance reforms which the govemment wyill put n place asfrom 1% July,
200410 ensure access to quality healthoare to afl Kenjrans

- The existing healthoare financing arrengements is based on the des:Lgn that majority of

people can afford 1o pay medical care at the point and time-offreatment. This is not
foasible | i & country where 56% of the population lives Tbelow the poverty line. The hlgh

level of Dut—oilpooket ﬁna:acmg, ‘which fncludes. cost-sharing sustains and éxacerbates |

© poverty among Kenyan households I view of this Wldespraad poeverty in the- Courtry,

thers is need to reduce healthoars burden on househ@lds SLSUTE eqmty and aCCEss, and

1mproVe quahty of health services.

o The proposa 50-0151 haalth msuranoa reforms Wﬂl ensu:re that BVery Kenyan pays small
regu:lai oantnbutlons to the Natmnal Social Hsalth Insurance £und before an illness
| oCCurs:; Whe:n ilhlass ooours Kenyans il not pa,y medmal vare at the t1me and pomt of
treatmen‘c The Natmnal S soial Fledlh Tnsurance and Wﬂl pay. all the bzils 1o Flealth

_Provxders “The beneﬁts package will mc:lude: out~patient and 1 m—p ationt- care. The

e - e

M}Lmsﬁy of Health Wﬂl re~d1reot fhese of 1 resources allo oatre“d to it tbrough tha regular

budget to mtenmfy disease prevenhon actwmes Improve quahty of health servioes in.

pubhc health facilities, build new health facilities and strengﬁhen comphanoa to health

_ éstandards by &ll health providers.

- ;’ T AT 3 "o i, o7 MBI oo IS
. N e . R C R Ty el L how i, "G* M WLt
s . L e I R e i o ol "ra_;ﬁ“?ﬁj,ﬂ“. s Rt "
earld &u‘ H g maw - ) T g R . ' N

i .
e

S : R S M B
. S e e . Loeedh e L LR N X -
O 8 oW ol
: : S}
E &
N a 3 =
&
N .
. ¥ H
@ EEY e - . SR =
e N



" - Baged on more than two. years [2001
' Ministrys Dep artment of Standay&;__
; Inter-sectoral Task Force esfabhshed

(1) That the Natiopal Ho,spital.lusuranoe_ Fuixd Agt should be répea]edr and

- e T (i) Thaf there shc‘uld'be‘: & new law to facil'ita‘t.é the Bstabliéhmenf of a

' (111) That detailed research g 'fequired‘ 1o be.__uﬁdertaken to accurately -

Segregate the varioug categories of -heal_‘éhoare providers .‘&om-{zrhom
‘Kenyang seek medical treatment, especially since all of tl“iemﬁ- '
e _iﬁcigding traditidna-‘l medicine practitioners, “will secik _reﬂn}ﬁﬁrsemant
_ from ilie Fund once established, |
(w) . That i‘ti’-ls, 'I;eces‘sary‘,to put in place a8 Health Tnsurancs Act to regulate

ealth insura;g}:_g;;g@sghgmesb in,Qludmg,.those.oﬂarad by s

e ST e TR gl Jn Ml
Fe L e B

' 'H'é‘alt_h Managemem Organizations, paﬁiCularly 1o E;héure that Health

Management Organizationg Operate ag- sither as health Ingurers or.

: ;hsalth‘jsef{r_ipa_i providers but not both. .
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g e H, Theitservices meet ths quaihty and sa,fety standard as presoﬁba

- '(‘vi) That fon; the ioirg%ex;ﬁsﬂ’ectivaﬁess of the \.;pmposed -'schaine, ihe:ré_

need Tor the followingto be '::Lu‘pi-alcar
% “Traditional Health Practitioners Act

b." Constitirtional provision --ggazaﬁteéiﬁg a nght to Health, whic
should be ilinp'lamen&ed 'through a mandatorv National Soci
ealth Tnsurance Scheme and the OLﬁB@ of the Dn‘eotor Gener
of He&lth

‘¢. The Qfﬁoe of the Director Gﬂn&r_al of Flealth to be es*tablishad z
a Comstltutlonai Office to ensure full fmplementation an

- -\8IJ.J oyment of the Constimtlonal nghi to health

B ‘-‘:" That no service provider should be: oontracteﬁ under the propose

, scheme mﬂess -

s __‘_fﬁ___i. ' .suoh provider iz recvulated under the re,-la\fant lawys crovemmg the;

' prac’noe

~~~~~

_by the Ministry of Haa.lth or such other body as mey be mandem:e
by the Ministry for the purpose. ' ‘
1. Are reéommended‘t@ ihe Couneil by thir profes sional bodies,

Tha G‘rmdmg Prmoiples of Naﬁonal Soclal Health Insuranoe i Kenya-are: ,
i NSHI shall conmbute to the vision of the Kanyan MOH. to create .an. epablin
svironmsnt for the pIDViSlOIl of- sus’cama,ble qualﬁ:y healtheare 'that is aoo@ptabls

affordable and acaasszble to 511 Kany&ns

o, Tewdll ba oomptﬁsm‘y far eve;ry Ke nyan a.mci every pea:mzmeﬁi resident t beoome

- member through enrohneni andl payment of a su‘oscnpﬁon
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iv.

Vi,

Vii,

itk ATl the money received through contributions .and

edministrative cogts and reserves shall be retum_ed to tﬁe'hﬁs

- improved hedlth SeIVice provision, -

NSEIF' shall “be to ééver' all recurrent exp

total expected reﬁf'ézit_ié from éoﬁéﬁin—ption taxes to be paid into the NSTITR
The WSHIF will be gmidad bj‘ a community spirit of-solidarity._ It must ¢nhance

misk sharing AaTnong incoine groups, age groups, and persons of different health

, status, and résidi'n-g 1n different geo graphical areas.

The NSHE shalt promote maximum éommunity participation through a process

of Tepresentation from fthe village upwards to the Nations] Council. The NSHTH
will be ownad-.bjf the stakeholders. i '

The NSHIF shall build on SXISHNE -commumity initistives or" registration

Dro cedures, contdbution collection and human'resourca requITements,

. maintesnance of Teserves,

other meang IBITUS minimmim,

ﬁiéd in the _férlﬁ of
The NSHIE shall agsure that a1 pé‘rticipathlg 'heaithcaré providers are responsible
and accountable in all their daaﬁngs*with the F7 .

und and ity merib ers. .
The Government, for the. time being, will o

c-mmue to pay for the ‘%J\fégés and
salaricsi‘n the public health sécf_:’gr. The mediﬁnﬁter‘gw_ ggéi (5.to 10 years) for the
éﬁdiﬁlr& _rela:tédkto i:lealjth_‘,Servibe
provision including ‘p.éysoimel costs, I additidr}; the goal is for mfastnicture
Investments to become co-financed ny both the-Government and the NSEHTF,

& cgrmﬁum‘oati_ans'-s’frateﬁ%“fﬁ%b?gﬂ Egﬁééfned'""stékaholdéfs' and for all population

- Eroups is kev to the eﬁdiencyj and effectivensss Qf the Boﬁéma

P .




CHAPTER 1
BACKGROUND

17 Tutroducton

Cne of the major developmeiﬁ objectives «of the government is to ij"-OV‘Ld-G effactive and
accessible heelthcare to the whole population. Since Independence 'in 1963, the
Government hag developed ‘comprehensivs health policies to gume its activities in

meeﬁng the heal’th needs of the population. Conmstem with these pohmes networks of

‘health facilities have been esta"bhshed in all parts of the country, and & sizeable pnvate

{
health sector has teken oot Howew“ar aocess o gnality healthoars remams gt dres.m for

- most Kenyans.

The health of the populatién has improved -ooﬁsideraﬁly' over the four decades. éince-

- Indep: endence Tbe nfant mortahtjr declined from 113, per 1000 live birfhs in 1969 to 74

,@Lpectancy at bnth mareased from 40 years in 1963 to 60 years in the early 1990s.

L HIWAIDS pandermc a.nd as a result of 1 mcraasmg povarty The mfzmt mortallty rate 18

. .
PR T

‘genstal taxatich t§*fnance health semces in fine

.-‘.’,:J:per 1000 I_’[]_ 1998 To_tal f@ftﬂlty rate d@ChIled fme 7. ) n 1969 to 477 Hl 1998, Life

However SIILGG the m1d 19905 hfe expe:ctancy ‘becran to fall due to effocts of the -

i T . (
also mol'easmg : R L .

- finencing health services. Untﬂ 1965, Co-payments of Kshs. 5.00. per Tiser were in force in

-all public health facilities, Between 1965 and 1989, the goVernment usad Tovenie ﬁ:om

stated in Sassmnai Pap&r No. 10 of 1965 (Aﬁzcan Soczahm and its Applxcaﬁon fo

Plcmnmg in Kemya). The Govemman"t ravs:fsad this policy dn 1989 and mtroduced modest

user charges for health semoes in pubho health fao:thties becauss of severe budgetazy '
- constraints and dechmng support ﬁ*om donots, The- fhes, Whmh were temporarﬂy

. suspended in 1990, but remtmducﬁd in 1992, are still in force. “The user, sharges (also

called costnshanng} were meant to supplement the Ministry of Health (]M@H} budget in

: Throughout the four deoadas {1963-2002) the govemment has usad several methods of _

tha overall mnnmg a:nd maintenance of health Lacﬂfues In 20@1 nst Qut~of pocket '
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. health expenditire.

such payment. These disadvantages. can be avoided

 fmancie] resources, and that aim to give people

-health imsurer). The hea'itlri insurer can also be aptivé

. -other 'sta_l'ce‘}.loldgrq; Thé _'maj'o;l? V'BOﬁtIﬂ-)Iﬁ.OIS ere the hbuséholds,'

Spending' bn hﬁélthincl'u_diiig -juvser’ fees and direct pavments, azhou_ntad to, 53.1% of ‘total

1.2 Sbcfa[f:féalsz"Ins_mtan'cg A

The curgent system of cost — sharing in the health sector 15 based on the assumptibn that

the hajority of people can afford to. pay medical o

are at the potat and time of treatment.

There are two major problems with this. assurmnption,. First, it is not realistic in 4 srtuation

where 56% of the popﬁlati_on lives below the poverty line. Se'ooﬁd; it discoﬁfages people
(the poor includeﬂ);:' who can pay for treafmef‘nt beftre the. illness ooours from maling

through Sys‘tén_:;s that pool risks and

equal access {0 healthcars Fealth
insurance is one such system. ‘ '

eS are. imvolved ({hé patient and the healthears

L oa L [ : ¢ - péities are mmvolved nemely: the patisgt
(h-gllsBHOIdf)-,;ﬂ‘lS._pITOVidBI? (%;f heﬂtﬁc&a&é— (bealth .fagﬂitjf) nd the pgyer of medical bills (‘tﬁe :
7 ‘ in'c:hoo‘s_ing the best care for itg
members. Tt Ccan in fact assuma.tha role-of “purchaser’ of health services.

principle all Qf the popﬁla‘cibn,, and ‘_on pooling the contributions of these memb ers and

entetprises ©and
Goveriment. These contributions serve to pay

for health_ éarvic:es, thereby giving acoess -




o

%

percemage of weges and salanas The level of povernment comriburfions ig genera]ly
. . detarmmed in such & Wy that it af ieast covers those households that are unable to- pag.

' oonmbutlons and therefore allows for their mcmsmn mto the somal health Insurance

systern.

1

social health insurance seeks 1o enrol the whols of the populah@n and istherefore run on
a corrzpu[sory basis. Socizl health insurance oan be managed by a single ﬁmd or via
mulfiple funds. Multiple funds are usually. associated with differont population groups, In
!ftha latter case, equalization mechanisms -are developed such that the funqs Teceivs

sufficient resources in. order to ensure fhat alI populatlon groups have equal aocess to the

defined health MSETANGS bements

In private health insurance, contributions or premivms are rlsk{elated Individuals or
: groups of mdwuiuals pay premmms 'that BTE rela’tad to their risks only anate health
msuranoe can‘be i by for p:roﬁt compa,mes or non- proﬁt orgamzatlons To the comtext
 ofthe Kenyan St health msurance reform, the. rale of prwate health insurance world

LA > be to Lnsura &sp ecially dgainst the costs of hlgher standards of amenmes 111 olmms and
. -_:hospftals |

' E’maﬂy, it should be emphasuﬁd thai: only soczal health msura,noe also referred to =g

" nazfzomrl social health 3 -msuxa:nce in Kenya, prov:{des for suﬁiclent solidarity across all
pepulailozl categones (the rich subsidizing the poor, the young.supp ortmg the elderly and
the bealthy suppoftmg the smk) thus pmmo‘nng eqm*y a:nd acecess for everyone

13 SIH&QHOHAHCEE_}JSES

1.3.1 Pov.er@ rediction and sze National Heaﬁffz Sector Sﬁfgregﬁj,?lm

Kenya’s Poverty Reduoﬁon Strategy Paper (PRSP} 2001 4 gtates that the hlgh cost of
_ 'heaithcare in tha Gountry is one -of ‘the leadmg causas of povcﬁ"ty “The PAper Tecogrizes
good health as's prs~requ131te for the Eeieententity davslopment of the country. ‘The

_performance of the health sec:tm: 15 aﬁsoted by hlvh cest of healthcare contrfbutmg to
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POOT access, dechmno standards mcreased re- emergence of dlseases itke tuberouloslg
“high cost of dmgs and madequate ﬁmdmg

To a&diass the abovwmen"tloned healih situation, the Ministry of Health phi ounently

1mplemem:mg 2 ﬁve~year National Health Sector Stratagm Plan (1999/2004) whose -

(l) ensure equitable allocafmon of Government resourees to Teduce
ci[1sparmeu in health resoumes

obj ectlves. a:re to :

(2) increase the efﬁcmacy and. cost effectiveness of

resouroe allooatlons and use : (3) manage population growth, (4) enhance the regulatory

role of ihe G‘ovemment in all aspects of healthoars provision ) (5) create an enabling
,enmronment for prvate sector and commum’ty involvement in health service provision

and fimencing, and to play. £ preater Tole in cura"twe servmes thus allowing the

Govemment ooncentrate on preventwe servmes s and (6) increase. and dWermfy per capita
' ﬁnanclal ﬂows to the health seotor

- Healthears services are delivered to the 37 mﬂhon peopla n Kenya through a network of |
:15 400 healtheare. facﬂltes Thase facﬂlﬁes mcﬂmda & estimated 400 hOSpltalS 5 OOO

primary healthoare faoﬂftles and Qver 10 ODO private clmxos £0% of the hospltals

healthoentres and dlSpSIlSaIISS in the- countly are provided by the Govemnmert Whﬂe the_ S
'mmammg 40% are prov1ded by NG@S Missmns a_nd the private seotor |

L3z T?Le need’ fo red’uce ouf—of pocfcef keafﬁk expendrfure

In 2001 households out~of~poeket a;sc_pendfcure (OOP} accounted for 53. I %% Of the 'toial-

_ cost of heal“thcare 1n the country Wlth the: remamder bemg tax~ﬂnanoed governmen‘c .
“ :mBXPEHdItU]TB Ry health*(ﬁl 4%4), -

axpendimre by the Naﬁonal HFospital Tustrance Fand

(3.9%), prepald prwate plans (3 6%) firms and employer~pa1d medical services (16 4%)

_I'and NGOs and non proﬁ‘c ms’fﬁ:utmns (L 6%) Thus in th@ oufreﬂt healthoare financing

system prlvata fmancmg dommates mth 4. 7% of tetal health expendifure. We refer to

ﬁgures 1 and 2 for a graphloal representatlon of the structure of public vs. private

: expendlture and of a more detaﬂed stmcture by sourses of health financing, resp ec‘fwaly

‘ W"hat Te- emerges c:leaﬂy 15 the }:ncrh Ievel of out-of p@cket‘ﬁman.cmg of healthears, - ‘which -




. essantlal dmgs ‘and med.mal supphes out~pat16nt and m—patzant care,

© il o T W‘G““ = e i i -

" promotive health services. With respect 1o the latter, oom:racts could also ba estabhshec

.13 "

'Amcluc’ies post-sharing. This 15 an ﬂnportant concem BS 1t 13 hkeiy t@ sustain and/c

exaoerb ate povert:y among Kenyan householcis

InA‘ViGW of Widespféa'd 'ﬁov.art:y in the country, there 18 nesd to teduce the healthesr
expenditore of fouseholds, The ‘conversion world increase health service utilizatior
which has suffered under cost-sharing. In addition o ‘rec‘méing ﬁealfhcare burden ¢
households, thereby ensuring equity and access fo all Kenyans and "lmreasiﬁg’ servic
utﬂizatiénj such ognve;rsion would move patterns of government health egpendityre i th
direction. of patterns i many developed countries. The ideal situation should be th
position. where the Govemnment, through National Social Fealth Iﬂsurano& (NSHI) an

taxfinanced MOH expenditure, is carrying 75% of the na_tlonal health- expenditur

burden while private health expendxmra would be reduceci to 25%. This can be-done to

large extent by converﬁng the cost-sharing scheme i public hsalth facﬂmes mto a 80cia
health insurance scheme,

o B-asioally' thecirrent oost—;sharimf fees paid by ihe mopulatlon WIH be repla,oed by prepa;u
. -conmbutlons into the, NSHIF Tt is expected that in. the :Exrst stage of the development o
' -the NSHIF, the provlder payment schedule i set I SLlCh a. Way that paym@nts cover the

~arnall re:pair anc
maitenance oosts Water & electricity, and a_dmmstrailon (forms books etc) If suct

reourrant expenditure was prevzously financed via the govemment budo-et he;noefortl

; thers would be extra room within the governmant budget as thege paﬁ:lcular cosis would

10w be coversd via the NYHIF. These fread resources can be alloc:ated o mvestment o
renovafclon of the health infrastructurs. They can alse. b

with private sector mstfmtlons suoh that these are incorporated in preventwe oare. dehver}
and health promo‘non activities, : o R

ped
T
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© L33 Therole of the priv.ctte sector

The prwate sector wﬂl have & Proper. role in this new health financing s‘mcmre The,

Health. P@hcy F:ramewmk Papa:c 1994 advocates that the C:‘rovemmazfc oreates the

enviFonment for nereased private sector petticipation in the prowsmn of heal‘thcafe

services. The Namonal Social Health Insuraﬁce Fund (NSHIF) will detain the financial

resources (con*mbuhans from households “‘TlJtE:l‘pﬂSGS and Government) and with thess it

will purchase the Necessary health services, Vla, CONIFOCES Wlth the NSHIF, private

. providers will e able 10 provide health services accordmg 10 & remuneration o payment

schedule which is agreed: upon by these promders and the NSEIDF Thege payments are
disburg ed by the NSH[‘E e
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Figure I: Notiondl Health Fxpenditure:

Consolidated Greneral Governmeﬁf Versing
—Private expendifure (2001) : ‘ . - o

1B Privater

Sowfee: KIOH, 2003 and Natienal Health Accoumnts (WHO/MNH A unit, 28-5-03)

NB: CEU= consulidated general goverament which incindes

governoment health sxpendifure at all
_ government levels as well us expenditure by the Naftional Hosp}
outzofipocket health expendifures

tal Insurance Fand. ‘.J?riv:?g’:_e’ inr:lmi&s .
srandsheath. expendituvesvia Private Prepaid HéaTth P frms
and employer-based schemes, NGOs and von-profit fustifrtions. o
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Fzgm"e 2: Sources of Healfh Finanei
heaffhcare a::pencﬁrfurs per LIRHLEHI in Kgnya (20 UI )

COP ‘
# GOK/MOH
| CINHIF
DRPPP

| EFEMS

.S‘ourcze MOH 2003 and Natmnal Heaﬁ:h Accoun‘ts (‘,VHO/N]E{Aumt 28-5-

03) -

By OC}P— out of pocket expandlmre G—OK/ZMOH refers to tax—ﬁmded ‘healthk expendrture by the
o Government of Kenya/Ministcy of Health; NETF = Naticnsl

‘Prq;aid”"ﬂealth Flansz, - FEMS~ Frmg . and employerh

zsed medlcal services; NGO/NP— non-
govemment orgamzatwm and non profrt msﬁmtums A,

ing by percenfage conmbuimn 0 the fofaf national

Hospital Dosurance Fand; EPP=Private




14 M’f&zsﬁgnes fo inf}joqf;{cfrﬁg national social hedlth insurance in Kerspa
1 1965 .
z) Parliament passed the Sessional Paper No.10 on “Afiican
Sooialiss: znd its application in Kenys” in which ¥ ouffines ite
plans to “provide ‘wwelfare on a large scale” through a National

'VPIovﬁdent Fund and Nat1ona1 Health Tnsurance -among other

mechamsms

. B b) The Governmemt. "‘awed the Kshs. 500 charged to - every
peisor, Wh@ “Gttends & ‘health facﬂfsy in lme with the
‘ prcmouncsmen ;al Papaf No. I_O of the same year.
i 1970 o |

Faﬂur@ by LDG&I AU.thOflleSl to offer satisfa,ctorry health services in

7 csonfomty with Sessional Paper Ne, 10 fead. to the transfer of Health
Centers a.nd Dmpensanes from tha Looal Authontles to Central

chemment but did not give extra funds mthe budge’t to mest thase exira

: c;csts.

| G‘ovemmem wiroduces cost sharmg 1o meet costs of mamtammg faclhﬁas

Whmh it had failed to renovate over the years.

A98dsy  ewn - | |
G‘rovemment through  the Cabmat &PPTOVed “Kenya Feals - Pohcy

Framework” in which it c:leaﬂy ouﬂmes Whera itg pnontles in health were.

v "I’ask Foree > setup fo 1@ okm‘t@ hsw ‘LO make healthcafe %ﬁfqrdabla

v

vi -November 2081 o S, . .
;5;) -QIILCIB,]. opening of the First Natmnal C@ngress on Qualﬂ:y Improvement
in Health, Medical Research and Traditional Medicine .
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a mandatory National Social Health Insurance, fOI all Keny&ns
ot
c) 'l‘he President urged the delegates to dlscuss the feambﬂlty of eotabhshmg
o mandatory National Social Health Insurance, which can facnhtate all

Kanyans to have access to quahty healthcare
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in the: Constmmon of Kemym the f@ﬂowmg Statement: “The Tight to health
o shall be a. fimdamental nght in the Constmmon of Kenya and that the
| .

’ Constfmtlon p:rotecis the nrrrht of Byery Kenyan to have access to qualrty

'Ahaalthoare They resolved that 1mplementat10n of the Constitutional

‘ Health e ‘orea:fed_ The - Cabmet n Iamlary 2002 approvad thede

' rec@mmendaﬁons Tha drafc Conshmﬁon provxdes for the ngh’t to haalth

-8 .The Delegates also adopted a re‘poﬁ prepamd by & Grovemment Taskr

Force on A:Pfordable Healthoare Whlch Tecomm anded the establlshment of .

- National S o clai Health. Insuram:e

vl .Taf}uéfy_ZOOZ." I | ' ' ' s

: Lhatpmpose ",:",Ln e T

b} ‘The Preszdent of the; Repubho of Kenya chrected the Ministers : esponsfoié _
o __for Healfh to ‘tfﬂsﬁ zlscessaiy actions that Would lead to the establishment of -

The dalegates adopted 2 I'BSOIU_LLOI]_ calhncr on the Govemmant to wcluds -

pmvlsmn ba through the astabhsh.ment of mandaiory Na,tmnal Soclal )
" Tlealth Insw:anoe a.nd a Constltutmnal offioe for the Director General of

:a_ rasoluhon callmg for he estabhshment Of Nauonal

Soclal Health Insurance The Mlmstar responsfble for Public Health then
. »’took the. nacessary steps Ieadmg to the estjbhshment of the Task Force for .
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| progfamme for lrnplementa:tlon of B mand i

Vi May Z00Z
- The Mimster for Pubhc Health eszabllshed and lannched an Iter-

sectoral
Task Foroe to prepare ‘a Nathanal Strategy and a Draft BiL Whlch is
expected’ to lead 1o the establichment .of & HNational Social Heaith
Insurance. Fund. The Task Foroe which 1s cheired by the Permanent“'"
: Seoretary, Ministry of Health includes: the Director-of Medlca'i Saﬁnc&s
Tioad of the Depaﬁmant of Stzmdar&s and Re:guiatory Services {Secretaryl,
Ministry of Finence & Planmng Directorate of Persomlel Management,
Cffice of the Premden’c The Attomey~GeneraI Chambels Wational Social
Securify Fund Natignal Hcmpﬁ,al Insurance Fund, Kenya Revanue
Authority, Kenya Medical Associzfion, C}mstlan Health Assg“oiatmn of”
. : - Kenya, Kenya Law Reform Commlssmn Assovietion of Kenya Insuers .
. Federation of Kenya Employars Central Drgamzaﬁon of Trade Unions,
the Sfamdmg Cornauittee .on Human Rights CKenya) Pharmaautical
SOCle‘ty of Kanya Comsmoner of Insurance and & health consultant |
‘. Wﬁﬂh the prior -approvel of the Minister, the Task Horce may co- ~opt

'addmonal members to desl with partioular aspects of the terms. of

, ,refarenca =

* 15 -"Ter'ms -oﬁRefeziencg for fhe Tasfc Foree

.

Rep oxtmg o the Mmstar for Public Health the Task Forca was Instructed o consult with
all key stekeholders within the country and come up Wﬂ:h i feasfble and realistic”

SUTATLCS 1n

1. Recommend the regusﬂ:e I&gislatlve reforms Df the National Social Securlty Fund
. (N S SE) that Would enzble’ b to purc:haSe & comymhenmve health’} msurance for all
- . Its.contributors;

. : SLs T
- - . . s B T - . . . My oo g
, L Cwy e e myRER R g e R T
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-R_eoomjmend the ILE:OBSSE.ij :tefoms Wﬁhm the I\T_EI[E‘ to enable lt prowd& a

) GDmpIShE:ILSIVB haahh msurano& to poor pecpie in Kenya

Reogmmend the. pohoy and 1ega1 framework provisions neoessary to ensure that

Traditional Medicme is made an mtagral part of the Naﬁenal Healtheare System

Identify s‘frategles for oapltahzahon and mlhzatlon of the Kenya Medmal Supplies

Agenoy to ensure cost-effective proourement and dlstnbuuon of drugs and
madmal supphas to the country 5 heal‘ch servloes

Consult 'Wiﬂ.l development partners. for bndge~ﬁnan cing of the prop osed Naiional

Social Health Tos urence Fund preferably through debt cancellatlon and/ or grants

' Conmdar 5pe>c;1a1 Icvy on tobaoco alcohol and. related products and services to

N conm'bme o ﬁnancmg of i Na‘monal Sooml Health Insuranca Fund and 1o .

_ Perform any othar actrvmes moidental to the effactlve dlscharge of the foregoing
terms Df referen@e o ' '

il




ThIS Tasl Forc;e oompleted its work end has presented 2 National Social Health Insmaz

' S‘tritegy I{aport and a2 N&ﬁ@n&l Social Health Tnsurance Fund Bill fo the Honouraj
. Migister Of Healfh on ]Lme 4 2@03 Subsaquent tothe latter Repoz‘t and Bill, alabusld

of tasks need to be undertaken in order to be well prepared for the implementation,
national social health insurance when the Lavw is passed by Parfiament, Thesa tasks are
the areas of management, of 16g131at10n and regulation, of the bemeﬁt package, of moc

and levels of provider payment, of ﬂﬂancmg andl 1mplemantat10n befors 1auncbmg 1
NSHIF,

NEHIF Implementation Task Force

Because of the 1mportance of adequate preparaiion for the tmplementation, o NSZ

'Iﬁgp[emenfafzan Task Force is established in the Departmen't of Standards and Regulatc
Services, composed of at least 5 firfl-time staff with expertme in the areas tmention
abuve, Thls Task Force will be suppcrted in the next half year by at least two technic

- assmtanoe miss:tons Gavenng the arecag man’tzoned above It ig- E:Xpected that the mention

" tagics Wﬂl be undertaken }omdy by the Task Fome and “the members of the technic
s asmstance rmssmns

w

13 . ::;:4 & AR T g e .




16 Mobilisation Process

IGI _ .P;éovii;:zz:tz[ éonsjufr&ffaﬁs ( 8 provfnce;s) .

SOCIC.EL-I Health. Insurance by Members of the National Ass-efnbly.' The objective of the

- study tour was 1o assist the Nationaf Assembly Cop

the. experiences of the, Committes will not come 1o naught but will be uséful in the

. healtheare, reform process . it serves -ag. a catalyst in raising the profile of health
sura; et P};-;Qf_ﬁé%?’:'_Pf?%P%?“ cany beutaken, much-.‘_lmore@s.éﬁi&iﬁly'by'_ali the

ed, starﬁng WIth the Government The National Hoépital Ill.sul"al?.ce Fund

885 — its overatianal
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‘The Wational -Assembly Repott recommendod: (@) inoreasingi'ﬁﬁagefary allocation o

Government é}c_@eﬁ@iﬁﬁe to.the Mnistry of Health from 338% o 15%; {0) redue

dependence on Donors to finanes development expenditures, (o) greater autonomy fo

~hospitals, (d) fncrease quality of healthcars services, (&) reviow the L'ocal Governmer

Act fo pl‘O"VidS for mandatory investment 111 Tealfh. by 4 percant&we of otal revenue, (1
ereate competition i the social Thealth insaranes metket by remaving the monopot
enjoyed by MEIF, (2) r@peal the Natloml Hospital fnsuranoce Fmd Act, 1998 and replac

it owith a Netional Social Health Insurance Aot to regulate the health tnsorance sectc

" which should also include i insurance brokers such as Health Management Orgamzqtlon

- (EMO s} and (h) restructurs the I o Improve: e;fﬁcmncy 171 TeSOuTeS mobzhza‘uon

On NEIF expenditure the Repart states;. “Utlhzatmn ratie of 20% is grossly mad&quaj

and the 25 o-expenditure on administrative costs nas ceptable and so is'the Iugh AT

B ;'.mvestment portf@hc WhIGh places fimds in prDjE:C‘tS which’ have ,nothmg t@ do wit

v moreasmg the S‘OOPB of coverage Health Insurance Orgamzations in some of the Asia
e countries. Visited attamed o utilization ratio of 70%. The' NBIF st develop and. mark:
‘ dszerent health msurance packages to attract more membe:rs “a,nd enhance :d,s beneﬁts
S (a.) NEITF, Mimstry of Health aad: Tocal Atrthomtie:s st . develop & clear pohoy g

. prowdmcr sub51dy to the poor {b) the Grovemment must enoourage employer/employe

sohemes m the private haalth msurance seotor, (C) Ways and means of involving th

‘ Dommumﬁes tirough co-Operatives, SACCOs, efoin the pmmsmn of healihcare service

showld be a}kplored n order to.widen the SCOpe- of soeial health AEsurRnCce covorage, of(

r~-aﬁ [t el

_ ‘Ehe syster-of cgllef"tmc and adnumstermg conmbuﬁons and benefits should be integrate

with the sooial sacmty/zdenﬁﬁoaﬁon mechanisms to reduos. adrmmstratmn costs 5o th

one card could Ee used for Jdentiﬁcatlon 28 W&‘H a8 for Seekmg medical semoes (

- Contnbutxons 0~ social nealth insiirance should” be made by both ampleyers a0
'employees at the IHIIO of 11 to boost the resource base, (£) addifional fonds should Tc

mobilized through oontubutlons based on e paroentage of salaljf and not on’a ﬁxed rat

: (g) the Grovemment shomld also provida comte:rparf: fun&s for pwple Who volunteer 1

) . R . D - e . d R N . o P g il -

f’ff -



©This Report therefore agrees that there ought “co bea commitine

~of Fmance *nay d1reoﬂy allocate these funds to the NSHIT. Tl

The challenges posed by 1mp1'oved healthcare S
rhealthoara for all | n Eenya, molude

~ join health INSUTANos schemes as an mcentwe t@ the self employed (h) the. Govenmmt
should also prowﬁe tax moe:ntwes to. employers Who contribute to the

: provxsrtom of aocesmble and afforda_ble healthears services shon

Whlch Should be en‘trenched i Jnhe Con”tmmon

Pund and (1) the

at from Government to
provide for cogfmancmg of the NSHIF, especially to pay for th

& contributions of +thoge
who are.not able topay the scheduled socia] health ; instrance. oo

s, comolfdarec[ generg]

17 Cﬁh[lenges- -

ervipe.s; Tfaciiifa'ting quality, 'aﬁdr&able
e Insurance Fraud ..
Weak Judicial System

Unreguia,ted Tradltional Medlome pracuce

“The Ingh cost of treatment espemally for HIV/ AHD S

‘.v .*i:f,'v_v

Ensu:cmg pubiic Ownezship - of the: BrGpozed soheme

Govermm@nt/pnvate sector/NGOs&\/hssr{ons '
> Sustamable flnancmg

to avoid dontrol by

1

5Laclc of. regulatlam Of fobi. Charged by, healthcare provlders

‘ Regulatmn of Health- Management Orga.mza’clons (HMO) . as either health ingurers
- or-healthears providers but not both. ;
e 'Lack' of enfdroement d_f."fh%_‘:-'- BXIS‘tng laws' and - ethiog regulating’. healthoare
- pIOVISlOIlS ! ‘

Poor fmadequate semces in pubhc health facﬂmes

ld be 2 basic human Tight |

niributions. The ].\/Iiﬁist—y '
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Exp ected remstaﬂce to ohange from Deneﬁmarles ofthe poor state of public healt;

services I

h Qppbfﬁnﬁfﬁeﬁf

N

The coﬁoep‘t of social health insurance ¥ not new In Kenyal A1l employed peopl
in Kenya meake stafutory bealth comtributions to the Tational Hespital Insurane
Fund gvery month. NHIF is over 30 years old and has bullt a decentralize

mrra,sfmc:mre to serve its members (mosﬂy employed and these able 1o pay

Therefore there 1s oppoﬁmfry to leverage on the emstmg NETFGnf astructuce ar

_&xp erience.

The private sectar, ie. prepaid private plans, firms and '6ﬁ1p1'oyer~pa:id medic

semoes NGOS 2nd non-profit institirtions, accounts for 21.6% of total healthoa

. exp E:ndm}re

- As reﬂeotad in extracts. of ihe PRSP Parliament and the people of Kenya wa

L cost«sharmg sLopped - pubhc "health ms’“clttmons So, theré exists publm dema

; for the es*abhshment of an altematWe heal’th ﬁ:tlancmg mechamsrn 43 Oppe sed.
cost-sharmg 1t Should be understood, however that e NSHIF will be o0 W

conmﬁmom or h@usemolds enterpnses “and Govemmant In addmon, 501

schedule of Leoistraticm fees to.help avoid excessive healthcare damand may Iie

- o be studled and oonsﬂered

A ate I Fa¥our of

establishmient of a NSEIF scheme,

Possﬂﬂe ©aso of selling the benefits of a quahty health msurmca soheme wh
guarantﬂes access 10-quality ] healthcare for their members te the panswn scher

through capfcatlon 8.2 'tbrough the Naﬁonal Social Secunty Fund.

W
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CHAPTER 2%
m THODOLOGY AND FINDINGS

In search of strategias for ftha provision of quality, affordeble, healthoare services for aﬂ
the K&myans — xich or poer; employed or unemployed, young or old — & lot of
mrormatmnjdata became, as BXQGOTPd ‘indispensable. Such da’ta informs on both, the

theoretical polioy and implementation Framework: 1 in the past and the presant status, by

. ghlighting what the vision and. @b}ecﬁves wrire/are; and the shortcommgs in the

achisvement of the anticipated henohmarks ‘that have Ied to the cuwrrent position: and -

What needs to be done to cotrect Lhe situation — the way forward.
2.1 Liﬁef&fﬁrg Review/Hxpert Papers

To mmd erstand what has led to the current probléms inthe delivary -of healthoare sarvicés

. i Kenya decumants and papars on key pohcjf igsues had to be smdmd and analyzed

Such documents and papers moluc'ia

- 1 . Poverty Reduc‘uon Strategy Paper ZOOl ~ZDO4

11 _[Nauonal Health Seotor Sirategm Plan 1999 — 2004,

ST j_P@srs by Ieadmcr experts on  ingurance “and  sockal- health ingurance, at

_;Iesouroes £5 rediice dlsp arities in healtho

“bramstorming Worlcshops, late 2001 gnd early 2002,

The summary from the documents and papers is that ’Whereas healthoa;re in the country is

~one of the leading catses of poverty, the 'Obj@CtLVE}S set- Qut'm the 'Second documant‘have

not been achieved, as antimpat&ci Her exampla equitable aﬂ@cmon of Grovammenta

"»;cr

1 been eﬁ‘eéted pc;pulailon :

.growth rafe has coms dowzg but not beoause of followmg the envxsaged me‘thods

Government regulatory role, n healthoare prowsmrg has peﬂ:‘om@d halow par

A close exa-nmatlon and analyeis of the: lagal azd- legulatory zmma work of such key_:

Tnstifutions as the National Social Seourfzy Fund (NS SF) the Na.’tlonal Ho spital Insurance
Frond (NEHIF) and the K&nya Medlcal Supphas Agency (KEMSA) reveals oertamf_

i

A T '_’!,;%.%.f' e e Cenme u - L)
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as yet no legal 'prov.isi@n within the NSSF statute 15

-be coramitted ‘Dﬁ:'éppliic‘d' to Jheal‘chcaré. -On; {h‘e‘NH_EF',

the- National Agsembly Report
(April — Tume. 2002) clear.fi; indicated how far short
performed: - ‘

> Imhprodest and mefficient application of the Tesources entrusted to it
> " Limited coverage and benefits packages:

> La@k of quality and standards enforcement mechanisms.

The report also provides Iisr;zful comparables. of the management; firlancing: and
i“egalato--ry_z'frarﬁéWorks of similar institutions i the countries vigited and studied by the
Kenyan healthcare sery

iees and facilities 25" well as increased levels of financing are

heivily uﬁderl’ined.

Hrom: the expert papers and‘thehbraiﬁstomnjng workshops, e main. owrtputs were:

C» g pefeeption that a'ﬁéndatély social health in

imsurance; in Kenya is feasible,

of Kenyans in all the -e;iéh{ prOvi)

weaknesses therein and the urgency for reformin such institrtions. For instance, there is .

at any of the contrbutor’s funds shall

of expectations the Fund hag -

team, during the sﬁldy tours, with what exists in Kenye. The 'i;eed_ for reforms in, the

surance, or naiional social healfh

Primary informeation/dats was collected through consultations with 2 wide cross-selection

moes aﬁdﬁfceéﬂ(lS)_, selected: distriets, thr'dugh*out the

R
r



e

crove:mm&m: local authonties farmers; CO-OPST&UVB societies;

gt et e

1

-Th@ participants, at both- ’Ehe provmom’l and distnct lavals, xepreserxted the centra

; t@a@hars:. fishermen

' emoloyer and employae orgamzection . civil society; commumity besed organizetions

mataty welfare assoclations, youth and women groups, religious Crloups professions

bodies, a:nd the informal sector.

At sach 1evel and selected venne, the proaess of oonsultcd:lcms started With

oomprehens,ﬁfe lecture, by a group of members of the Task F orce. The lecture covered:

6 Thf: rationale/ Justlﬁcation of the pmposad Na’cmnal Soetal Heal*h Insurance Fun

(MSEIF) end how it differed ﬁom the’ emsimg sohames suc:h as the Nation:
Hogpital Insm"ance Fund (NHE)
(o) The structure of the proposed I\ISH}F

  ,(3.. (i) " The fmancmg ofthe proposed scheme and,

‘A“:.!“,Eéy‘: s Fry

(iv)_ | The lecral framework pf the,- pmposed new body NSH!F

7

AR each staga of the ieotu;re questions and dlscusswns have teken up moTe then 50% «

' ‘Ehe time al located to the topm oT theme The- discuSsmns and quastmns focused on:-

e B @ e D

- > Acosptance of fhe proposed schems end the underbinAings of such asceptance,

b The role and place of the grassroots stakeholders m the oontfol ownership a1
managem&nt of the pfoposad NEHIFE, all of “Whlch_hmged s

B e W e

= the stmixoture of the Scheme ' ' ¢

“

how the pmposed SUheme Wouldfshould taise itz {inancss (ﬁhroug

a

mdlw dual or g;.roup ‘contributions to the sohame) cone

e the mos‘c aﬁiclent and oost eﬁ‘ecﬁve methody of Gollectmg el

.Qi_ oontrfbutmns

L . e L R s il " - s e it
. . = R -7 SR R oL AT - ST ey - el




’ Was SEen as:

v where Peop]e seek of gé’c thezr treatment (from Govemmam: rmssmn, nom-"'." )

govexmnental orgamzatlom prwate healthcare faCﬂlfIE:S 'i‘f&dﬂl@nal e

B medicme praotztzonerg or @ther outlets suc,h as s];)mtual heaiers) and why,
- The ‘rafing af satisfaction of fhe. serwoas promded by the healthcars
K facﬂmes available af the giver area or level.

'HOW to’ cutb/eliminaté/reduce frand or theft for sustama'bihty of the

proposed scheme.

> HOW to’ 1mprove the efﬁclency of the proposed NSIIEF in hgh‘z of the exp enenoes
~ from existing: schemes. :

2.3 Coflaﬁ@mJTAﬁa@Sis and:ﬂtte‘rpreraﬁon of the Info%m&fiorz/l)am

Thu mformailonfdata colleoted ﬁiom the provmoes a.nd districts was collated i thematic
Qhapters which moluded (as per the Questmnnalre) accep‘tance ﬁnancmg stmc:tum .
where people seek medical traatment the. legal framework, and nnplementatlon ThlS
sub- ohapter dea,ls Wrth the mformahom/data colleoted and the interpretation of some of ‘ 2

 that mformatmn This is necessafy berause the face Vahm of such da_ta can have dlfferent.: :

g mterpn:etaﬁons oT convey Varymg SLgnals or be Imsleadmg alto gethﬂr

,_“On aooe;ptanoe of “the proposad Na‘nonal Social Health Insurance Fund all * the

particip ants ket ail the: dlstnc;ts/pmmces expressed thelr UNEDmous SUpport. The saheme--\_‘-

an excellent idea.. However, such: acceptancs was subject to the foﬂo_wmg
‘ caveats o -

‘SBIF should be: gua,rded agamst the: fact@rs that have led tor thc ooﬂa‘p se and
o subsequent chsﬂlusmnment of 1 prevmus schemes when they thrm.out to be white
o elephants Such factors mcluds fraud and theft of the resources by thoss enfrusted o

SR anh thext management mcompe“tence pohtloal mterference and oormptlon
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1Y)

Weﬂced outto Kshs. 400/= perpersanpe:f VEEL, I the}q;@un ¥

+

The managemsnt of the proposed NSHTE wiwst have lese Eovernment and b

- “stakeholder-controlled. Withowt 2 sense oF ownership of the new scheme kb_y th

stakeholders, the Kenyans would not have confidence in .

f:ocial mobﬂlzamon and sensitiZation of the mvmbers ag fo their rlghs an

- obligations within the scheme wras stressed =g the critical tuming polnt of 4
success or otherwise of the Droposed NSHIE‘ Thls polnt is Imked with [ii) abowe

AM Eenyans, down to the Vﬂlaae level andup to the apex Organof fhe NSHIF
must be represented and given a BAY and control of the scheme, throuph
deméoraticaﬂyv éiected étrﬁf:hlf@ Such structire would | inoiude‘ villa% sut
locational, district and national oounoﬂ representafion, by elected, qualified, an

compstent persoris of m‘tegﬁ’cy and c@mimtment

On the allmlmpoﬁ:ant issus of financing the NSI—IEF varymg metho:is and figure
Ware sucrgﬁsted, rangmg from Kshs. 12/= per perscm per year to 1 O@O/— bt

person. per yeat: Whether the contnbutlon to the scheme should be per Iamﬂy ¢

\‘mdw:tduai membe:rs of tha famﬂy wes a pom’c of heated dabata Ulumately an
F g glven the Varying famﬂy sm&s Wnthm Kenya, ons has 0 see the Suocess of &
oontnhutmns in terms, of the mdlwdual mernbers, rather than thmugh ﬂlB social ¢

: . SCOIlOmID gronpmgs to Whlch they belong: After-all; fﬁ“wﬂl*be the mdnndual wh

WIH Seak medlcal treajrment and pot the: o*rgamzatmn he/ she be:longs o,

4

Téking ati average of the proposed rafes of contribﬁt-ions the national averap

Thls avarag& figem

can only make sense in terms of ’chose persons who oann@t contribute (Ior oL

reagon or another) in which cabe the Govemmunt through tax;afcmmj would pa

their contc[buhons The ampl@yed persous™ c@nmbutmms “to such bodies ag 4%

MEHIE and NSSF which h&ve to be matched ”by the:J.r amployers would have t

Temealn at the curre;m: levels at leasl, at the initial stages of T.he scheme,



oy - " w

yiy On Whorc people ‘seek troa‘trnont tho mformatzon/data oollootod from tho feld

Shows that appro}mnately 60%, 37% and - 23%

- less than 85% ihs

S " The ‘ﬁgur?es aTe ot sector:

Y

Whenthe a‘bove figures and proposals aTe Slmlﬂ&ted it is posmble for the scheme 3
to start. with Kshs. 40 'bﬂhon Per year, promded that tho oompllanoe raio 18 not

admmmha‘mre costs of the soheme are sfficiently managod and.”

“the benefis paoka,cre Woﬂ{ed on the basm of the avaﬂa.ble resources, rather than on

the 1deaﬁi The s1’cuatlon must be subj ected to rogular Teviews to Gapture omergmg

trends and factors m qumsﬂe reforms and ohangas

On the methods of ooHootmg the proposed oommbutions it should be noted that

‘ Whereas there Is no env1sagod problem W:Lth the omployod persons ﬂm most

: ofﬁol ont mothods must be: adopted when it comes T:o those ] n the informal sector
and the self~

employod Tt swould not be in the' interest of the proposed NSHIF 1o

have oontrlbuﬁons collected by bodies or persons who will not remit the same

immediately, or at all Nor will it make sense to adopt unooonomlo methods of

collection. This topio needs firther roﬁnoment and should be subjootod to i‘requent
Som‘tmy When ’che sohome :Ls launohed

On. tho Legal Fra,mowmk Whereas 1t Was agreed that the proposed NSHIF st

be mdepondent and autonomous i st ‘oo addod tha,t ihe suooess of the scheme

Wlll dep end on how ﬂgorously the lasy and the regulatlons therom are enforced.

go to Govommont
pmrato/msmoanG'O and trastaonal medicine - praotmoners rosoeotwoly In

nsp ootmg those ﬁrruras the foﬂowmg pomts neod to bo oonmdm od

absolute Indeod it was observed durmg the
'dlscussmns ‘chab a large number ﬁom each of the ssotors visit the other of

" others ol‘ther pnor to or: aﬁor fazlmg to Iooelvo thoir expootod” results from

‘L‘he o’{her or others Iu other Words 'the Suooess or failure of one sector’s

e pozformano dstonmnes the Wealmess or otherWLse of the othe:r or others:




> The mfo-matmnf dafa it this zection re~e:m*omes the old adage that medmal ‘

; T . . e - t‘eatment is ngt ‘only the ohemicals but ﬂso the psychelogy of the patient

: o ) 'conoemed Th@ data 1s of great 1mportance to the proposed NSHIE i all :
' : healthcare providers, mcﬁudmg at some stage the. tmdﬂ:}onal medicine

- pra(,tltioners Wikl be brough’t o7 board and claim from the Fund for the

services they provide to any of the Insured.

> Of even greatsr éoncem is the faotthat to date, what constitutes fraditional
medicine is still & subject of hot-debate. Unidl such an‘{ssne is finalized the
area will remain gray, Wlth all the mpllca:tmns for the claimns from the'

-proposad NSHIF by suc:h health. pmmders

> It should, however, be pomted out that tho Task Horee did not have efther
the ‘clme or ihe resources 1o oazry out the necessary detaﬂed Tesearch that
Would accurately segregezte the attendance to the various health Facilifles.

) TO that axt@nt the percentages czted above are mere ap promm&tmns

24 ‘_""- Szcmma?y Of ﬂiff Inf gm“ﬁgn@ﬁm |

» ”Acoeptance of the NSHJF sc?heme has been amply mdlcated 1 this ehapte:r H was
seen as ommal as to Whefher or not the pmposed NSE]F sohema will:
> be 1mplemented

> perform to the exp SG‘[I?HZIO}]B

o - “The provincial sAfATEet fepresentativedwitdesr THED pimontﬂa’é"fhe‘s EeEis o ine®
proposged scheme will 'depeni on the following: - -
> Political Goodwill o N
_ ‘There oan be LO SUCCeSS. of the NSHIE‘ Wlthou’c the poh‘mrﬂ goodwﬂi Whioh has
: 'been exprassed by the then President -of fibe Repubﬁc of Kenys, HE. Damel aEP
' Mo: n hls @penmg -address. at Mbagathl, the Cabinet approval and the pohﬁcal
goo&wﬂl 'by pohtl@lans of all pehtlcai partias in Kenya
', e - aiiﬁ(‘ . ) . L - - : ’_?. - ...r:u\ "
QX—?“ . . ? {% 25
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> Attitude‘-of hezilth bl ersomnel

e Ownershlp ) .
People e}{presss& ‘than’ msh to oW a_nd control the pmposed scheme.
> ‘Cosf B , . o
Access 10, heallheare services, by all;_ 15 2 st if the scheme would be:
| «.” Affordable ‘ -
. Eq-mta'ble _
.. Propeﬂ%r a;ocounted f@I -'

- e Collect contnbu’nons m usepﬁi&ndly Ways

« Treeof fraud

> Quahty of Health Services

- Government Tacilities must 1mprove their physmal structures and service dehvery

 stendards. The expectation of Kenyans 15 that the quahty of healthcare prowsmn L

- in Gove;m.ment hosttals should be c:omparable to ‘Ehat in the pnva,te hospfcals

11: ] neoessary to. angender a posmve attﬂ:ude among health workers by puttmg in

-plaoa tfammg, dlsmphne and competﬂ:we te:ms and oondmons of service.

> Mobxhzatmn

Qf NSHDF b .;;the pubhc before 1mplementat10n
: ':Wlll ba a. rey actor leadmg to the sudoess of NSHIF. Itis clear from the provinces

o Pubho educatmn and sensitizati ‘

- and district vists that people would. like to be o&:rtam of the following before they

_ fully embraoe; the proposed NSEEEF

e Cleas manag@ment Ioles Sutlined anci Imierstood ‘oy the professmnals WhD

L il be in the Board, Of Tmstees a:ud tha management

- NSHTY should have & cost eﬂectwa beIlefES PaCkag@ "




o Fffective systems that Gap‘ture a1l the actwme:s of the Fund molumug

. aceonnts and datzbage.

¢ The Fani should ensure equitable access of heaIthcafe sezvxoes as oiose to
the people as is Draotmaole Including mobile chmcs wwhere necassary
> The Government should continne with itg Tole i - enhancmg and promo‘ing public

snd primary healtheare services,

2.5 Fugther Practioal Study for Pﬂorztjv Aﬁ‘gmﬁon n fhe ﬁr&‘z‘ 2 years of
Implemmentation

Futura mformzmon and data gathering will he LILCERSAry SO a8 fo be able to address
series of 1mportant fssues or the implementation of naﬁon&l soclal naalth msurance. The

1ssues to be covered include:
- The transformauon ﬁomNHIF to NSHIF;
o '_‘,_ N The a’blh“ry thhe people to pay into the NSHIF o
-'4"; 'Dermition of exemptmn eriteria (categcmes of the .po_p‘u.}a;criroxi ezempted Tom
oontnbuttons) |

g “The avaraga oosts o mpatlent and outpment cars ai dlfferent levels of the
healthcare system (Ievels 1105

P
v

- Options for pmwd@r pa}’,fment (at levels 1 o 5 cf'the healthca.re C;ystem)
"~ The NSEIF and additional private health i insurance; .
- Financial analysis’ Sou:mes of financing and aliocation of erpenﬂiture

Capaclty buﬂdmg and pubhc relatmns e

- Efficient @pﬁona te  contral en’hﬂements (mambersblp cards 1de:nt1ﬁoa.tlon-
- procedure) and fo oollect contnbu’mons | .
— = Méchanisms to. prevent or reduce excess mﬂzsaﬁen, m@ral*hazard and - adversa
| selection; e SR Cae
e Informahon systerns and c’tafca processsmg el Tovels of Lhﬁ* healthoaw system
~ Devdopment of momtonng systemg ahd pro ceﬁmes )

- E:lplamenta’uon Stratf:gy and tzmatab}e ‘
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CHAPTER 3 A A
BASIC HEALTH INSURANCE DESIGN FEATUTRES

317 IH.E, Bénf;ﬁﬁs ._Pctckcige‘

The benefits package is the specific healtheare services that would be oovered. by, and

delrvered under the proposed Nattonal Social Tlealth Tnsurance. The main characteristics -

of the benefits package are that it

' maintaing and promotes good healtls,
b

is cost-effective and meets. expecta‘nong for basic health needs-of all Kenyans;

v

_will provide both outpatzent and, mpatlent services ‘cb:rough oomraoted health

facilities. in. accordance: with 2 presorﬂo ed dmg formulary and Other pre ~costed
health services.

It i expeotedi that the Goversment Oiinistry of Hlealth) will contime to discharge its
obhgatlon of pmvldmg publlc health and preventwe emd promoﬁve gervices over a,nd

above 'the beneﬁts package prOVlded by the proposed NSEBZE’ The beneﬁts package Will
- be datemuned 'by the NSE]F and will be revzewed from fime to Juma

The, demgn @f the benefﬁ package Wﬂl have to be. buﬂt on ems’cmg prac:tlces that are Both

acceptable: to. the patlants and. L}\e healthoara prowders at all 5 levels Of the Kanyan
» healthoare System ‘ '

The:

fro d,uction— _

@istﬂshamng mechanigms. a,t wadli levels of tha healthoare. system has :

- Tesulted inm a growing burden on patients:.. There is evidence ‘chaL an moreasmg numober Qf

poor are excluded. On the o;.her hand oostﬁsharmg has b&oome a1 1mportant source of
“ ﬁnanomg for healthicare- prowders in the’ pubhc and prlvate “sectors, ‘The. role of

Government has 1argely been lumted to ﬁnancmg the salaues of staﬁ and basic
'mfrastmctura ‘_—L o L -




L

reason s that children tmder 5 are exempted and that approzimetsly 20%

¥

Fealthcmn Dr@wderg ﬁnd it mcreagmgly dlﬁﬁcﬁlt ‘co prov:tde adeqnate servlces that

) 'moluda treatmertt, 6130110&{105 and drogs 'Wl'Eh l,he avallable financial resoeross. ‘The

of cost-sharing

© contributions have to be walved for poor patients who can not afford fhem,

The IMHIF reaches a sizable propo—hon of the popula‘ucm of emnployess in the formal'

sector, appmxmat&ly 1.2 million me:mb ers and thelr familics composmff & group of some

. 7 million beneficiaries. While the National Hosgmal Insurance Fund '(NETF) pays fixed

rates for in- patlen‘c days, these payments only cover the “hotel” costs. AN bther wser faeg

for treatment, diagnosis and pharmaceiticals have to be pald outhof—pocket by the NIIIR-

imsured patient. The “benefif” is therefore not perosived ag substanmal by the NHIF-

insuret patient as a considerable emount of extra costs may be-due.

' Agamst this background 2 new social health insurance benefit paokage and prowder.
v paymem: stred,egy nesds to be designed 50 that -the ’beneﬁczafy 18 rehevad of lugh cogt-
"‘shanng oharcres Afc the: same time sufficient ] moome bas to be Oen@rated to healthoare

' prowders in the pubhc sector to finance phazmaceuﬂoals dlagnostics and other sEsential
SGI‘VIGE:S el '

": Dﬁerent deslgn approaches can Be used o armfe ot & reasonabla balemoe of socially '

aooeptable ‘healt h insurance cortributions by the members of the NSIIDF and appropriate

level of remuneratlon 1or healtheare pmmders Who will be responsfble for the provision
of & comprehenswe dlavnostm treatment, medication and care p&cka.ge \

-‘u.a

R fdy

1 A cosrwacqounﬁncr-.@proach through costing all the desirable service elements 1o be

provided multiplied by the axpected ﬁequency of the dlagn@S&s and duratmn of

treatment . - oo e

-2 Exm;rpofarrron from aXlstmg prowder payme;nt schemes (a g NEIF Emd 005t~shanng
"ohargesj co T R ' . ‘



H

3. Spaclal paym’ent mechanisme” for Zong serm ccrre cmd HIV/AIDS will have to ba L
. develgped with mrpplementaﬁon from. spaoial extornal Tesources and in coop eration with -
NGOs. '
. 4 De;glsmns on financing, of expensive heaithcare services will evaluat@d O & case by

case basis through speciel review comumittees esteblished by the Fund Management

- The cosﬁ—acco&nﬁﬁo app? oach was nged by the Benefit Paclcage Drafting Committee

(Benefit, Paclca@e for MNational Social. Health Insurance Draft 4 of 9-6-2003). The

: resuhtmg estimates include staff tlme An average mpatient day in hospital was estimated
to cost. approx. Kshs. 6,000, a. dlspensary consultation Kshs, 410, When staff cost are
deducted the' a.mounts will probebly be closer to Kshs 4,000 and Kshs 310 respectively.

. These esﬁma’tes are apparenﬂy based- on current charges m the pnvate gector. o

Usmg the exfmtpolaﬁon qppmac]z 8.2 80 astunated remuneration for each in-patient day -
of Kshs 2,300 at a district hospltal WA Con31dered reasonable. This ﬁgu.re assumes that
all personnel cost and mﬁastmomr@ maln{&nance oost are covered by the MOH Thig -

.Would oonstltuta a Gon51derable increase from the ourrent NHIE‘ reimbursemems I’l‘

addfnon payments for fees of ‘che mdlgent that 50 fE[I had to be Wa.lved will be covered,

Turthermore income thatiis currenﬂy forfeited due to the ﬁee-careﬁfopundermﬁves poho}r

- Awﬂl be generated: The NHIF presenﬂy only raimburses ﬂat rates for mmpatlem days b}r
o category of hospltal ' )

For level 1 out—

‘ ‘ .
patient visits the cost accounting approach leads to a remuneratlo
Kshs. 410: On

. of

the. other- hand an E:"T,rapolatlon of current dlspensary out—patlent fees
‘m@unts t@-som“ o di

) g dmgs e ihe Gurrent oos‘tl“

‘ sharing mechamsm A re:ﬁuneration' of Kshs 150 200 Der out-p auent st will preb ably

- cover a1l desirable and feaszble 1‘[&1115 mcludmg drugs at that lewel of care.

These prowder payment Isvels Wiﬂ have to be reviewed and discussed Wlth healthcare :

providers . and broad oonsensus Wlth the stakeholders should be almed gt The benefit

paokage hag to be cleaﬂy commumoated to- the msured the patients. and healthears

v




®,

PfOVldQLS Tt ia dmportent to auticipate that some private. health prcmders may claim vis-a-
. Vi thezr pahants that certain items are not covered by the NSEIEF and that Supplamentarym

payments mey be called for. Tt is -&ncom'aged tnese flVe star hotel services be covered

Lhmugh top—up health ir ingurance by -the pﬁvate sector,

Evidence-based medicine and stringent use of f:ssen‘mal drugs as generics will be the

gulding priveiples of healthcare Provigion.

For long term care, including men‘cal patients, special low dafly’ 1n~patlent Tates e.g. Kshs,
1,000 may have to be negotiated with providers, Spemal Review Commﬁ:tees set—up by
the Fund Management will evaluate wexpensive treatments mcludmg referrals to

treaiments out of Kenya on g case by-case bagiz

1

1

Preventive measures should ba moluded as long as they Telate to clinical services e.g.
ANC Under FW@S Chmcs contraoep’uon etc. Prevanﬁon and. health promoﬁon will

remain under the responmbﬂlty of the MOH mcluim@ the provision of vaccines for the

nanonal Vaccmatl o, programmes

[

]'_n thé 1mplemaniat10n Of the "benef t paokage some of the Iollowmg elements may be
conmderad to oontam costs; )

Ty A flat rate remuneration fGJ in-patients per day with or Wfthout Weicrhﬁnv by
diagnostic groups. 1o chsc:om:&ge excessme stays, rates may have to be reduced aﬁer e

7 days Initially smple remuneraﬁon criteriz clese to current practice may be more

practicable, -.andwenly -as cost _.aocomtmg~~;prooeames*'imp.ﬁ@w' ,mQﬂeﬁéﬁ%sthrgfioated'f-'-

2 .

. approaches may sevolve. .I\ﬁn'imal cost sharing for feod in 'hospitalé especially for

guardmns may be consideréd (o.g. Kshs 3000 perday). Cost may be contained also by

oonsmtent quality mamgemanr pr@cedures WhIGh should be S prsreqmsﬁe to- registraﬁon .

-'-'ﬁ-vernv—v—.——v—\ o

Tas a servme pmwde:r with the NSW Gra.duaﬂy prowssmnaﬂy aiooeptable chmcal

-

pathways shomﬂd be dsveicped by prc:sfessmnal groups Flat rate remumneration . sh@uld bei

' . accomp: a;med b}r m:'fherance tm mmmum guahty standar&s P? ovzdez“ paymmf ,Zevdf Ay ..

also conmder the Tevel of healthcare pmvlded by dlffafant mstrtuttons usmg a gradmgx

-
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e 1)

© will not excéed 8 % of the total expendﬁures of; the NSHZUF

Sjrstem smular to that Gurrenﬂy iHtsE by the-INHIF. For rehabﬂftaﬁve oT long term care -

the use of lower cost onrsing homes may be enaouraged The list of essenfral ofrugs 1o be
mcluded n the, benaﬁt packao"e should be regulaﬂy reviswed against the ba@kground of
WE[D esse,mtlal drug- reoomnendaﬁons Spamal Teview procedaras for expensive drugs

may haveto mtroduce& Morf’mry storage time shotld be strloﬂy hmﬁed (e.g mammum

3 days). All'extra services like embalming have to be chargad‘at cost- or prowdeci for

under topuﬁp ’privert’a health insurance. Accideﬂfs which ere covered by third party

- insurange should be charged directly fo the insurer. NHIF should develop ma-ohanisrﬁs

o ENSUTS it 15 re-imbursed for these expenses by private insurance. Similar arranvemems

witl be for expenses pmwded for under the Workman’s Compensation. Act.

3.2 Costin g of the benefit package

- The costing, assumptions in this paper for the beneff + packeage are currently of a very
‘ prehmmary nature. Forthcommg techoical work -will include a systematic. and TO.0LS

aooumte analysis of healthcare in. tha berefit pa,oka,ge togethe;r wfth its costs based BE.

. mnch as possuble on rational Ehagnosm treatment and prescnpﬂon e

33 Admim:smﬁof; |

The admlmstratwa co sts o:E‘ the scheme Dught to be e;fﬂomnﬂy managed This means, that

“the responsfole body of the NSHIF draws up a yeaﬂy plan of the admlmstratwe'“ '
overheads, suoh 2s. costs of staff (oantral regmnﬂ) buildings and electricity, compuier"

m&astmc:tura e’tc The budget. for administrative overheads and the 'buﬂdmg of TOSeIVes

R




3.4

Fi inmzcing '

3 4 I An ovemew af SQZA:?‘C:’ZS a:mf levels of ﬁnancmg

The estimated total ﬁnancmg of the NSHEF is Kshe. A0 billien annuaﬂy Bources of

fundmg are as follows:
5 Payrol Harmomzatiou (Eeachers and Civif Servants) o Kshe. "7 billion -
> Barmarksd Taxes(n% of VAT andFarcise to finance e contributions ' _
forthose sho axeunable to pay) : . h Kighe 11 billion;
> g alfn-emmloye& (Eshs 400.00 — K< 600 pec head) . Keshs 10 billion
P NHIF (empioyes: smployer centsibution rato of 1. 2.4t current rites, 90% complimee) K_ghg 12 billien ‘A
>

. Th-a NEHIF is a social health insurance

The contnbutlon for the S@lf—«

Others — Donz:tlons Gra,n‘is Alrport Tax US$ 5 perticket . Kshs, 1 bﬂhon

msured F or those 00 poor 0 pay the G‘ovemment Wﬂl pa}f for them,

5

caloulated & as. follows

li@i’éggg- B Average .sjlggestﬁd.écﬁtfibuﬁmgs_‘l
Nyanza' . A 200 o
Cortral o | _ e300 R
Najrobi - : | R " 404
Rift Vallsy ' | - 300
Westera . B L 270
o | g
NOIFH Eé;stem o k ' 90
- Eastern - o - 543
Nf;ﬁﬂi;al Ave;"agal o : 475

33

find to Whom everyone should comzlbuta Wﬂhout
exemption. For administrative purposes, #Ahe csn’mbm:zons should be per bead and not per

i famlly although current entlﬂemems m the NP_‘[F 2lso mclude family memb ers of

employed of the mfoimal sec’t@I oon51derad the suggested
oy ' amonnt for annual conﬁn”butmns made du:rmg the provmulal and district consultation

mestmgs The average in each provmce WaS: aetermned and the natmnal AVETrage . s



The Tasl«: foree chscussed and p:ropcsed to round the ﬁgUIe of Kshs 425/*"‘
. _per person per year~ It was suggested that tha Kshs 400/“

only for those Who atenot in formal emplayment

e appropriate Gontnbutmn schedule for the self—employed profess:tonals WTH need

urgent consideration. One posszbﬂlty is to deﬁne contributions based on the Ievel of -

moome assessed by both- the profasaonals and the tax authonﬂes

.- 3.4.‘2_ Sources; éf’Financfn-g: :aﬁﬁﬁér'disdssiqn,:

B Ta:x Revenue.

mI;ﬂdll‘E)Cf taxation through consuma,bles is the only v1ab16 Way through Whloh.

@Veryone will contribrite: E&maﬂang 11%

2003/2004 estlmated a.t Kshs IOG bﬂImn Would raxse Kshs

fzonmbute to the ﬁlﬂd The more one oonsumes the more oonmbutlon s made e

'm 1he: ﬁmd

> Payroﬂ Contnbutmns (J?ublxc and Przvaie Secf:or)

Harm@mzation of medlcal payroll oon’mbu‘uons of Pubhc S actor employees
Apprommately Kshs 6. 7 billion

Dig clplme Forces, If otherr public seotor empioyees are mcluded suc:h ag those
_111 Parastatals the ﬂgure i llkely to go higher :

. The prrvate sector can contmbute towaxds the ﬁmd through deduoﬁon n the -

_ pay:roll f@r employees amd the matohed by the employars at. the Ia‘ce of 1. 2.

The payroﬂ deduotmns could be made, to KRA. and direoﬂy rexmtted to Lhe, "

NSHIZE? TIHS 1s. esﬁmated LO Iaise Kshs ’7 5 bﬂlmn

R

10 Kshs 400/;

person /yaar contrlbutlon be

of the total e}:peoi&d DDHE:GTIDIJ..
Consump‘tlon taxes. namely VAT zmd Exmse Dutles for the ﬁnanclai year

11 bxlhon
7 Consumphoz& iaxas Would be an mdzrect strategy of gettmg evarybody to

from. the CLVll Sarvanis Teachers and.




>~ The Natxo;:ml Hospital Ixmﬂrance Fﬂnd (NHEH‘) : )
Those in L@Lmal employment Wﬂl continue to pay th& NH[F caninbutmng at

fhe currtent rate. The Bmployef will match at 1 the con’mbutmn ot the Gurent
rate or &t such o Tate as is rev1sed With JIHPIDVE:d efficiency in callecﬁon this

is expected to raise a total of Kshs. 12 "bﬂhon

» Prudest Investment by the ﬁatio«nél Social Heﬂtﬂ.‘iﬁiﬁﬁrm‘melfund
" The Naﬁonal Counei] Wﬂl come.up with an Inyestnent Pohoy for the Board
*of Trustées o invest ﬁmds not mlrnedlmeljf reqmred for the fmotions of the
Frad. Such mvestments oould be n TIB&SUJ‘_‘,T Bﬂls shortterm’ non-fixed
. assets Bonds, Gn-call- Banl«: Dapo sits in reputable mstﬁutmns eto. To gethe;r
with’ admmsh‘ative expenditire, Jovestment should not exceed 8% of the total

: moome of the Natmnal g ocial Health Tnsurance Fund

Extemal f Donor Fundmg

ipegoved on ﬁmds :Erom extemal souroas Eﬁ:emal fandmg will be best smteci

; for 1IL1'[21&1 stages of the Frmd in fhe fozm of prOJ eots mobﬂlzatlon and trammcr

‘.Debt canceﬂatmn oY CGTLVE&I sion through negotlatmg Wzth dsvelopmanf

; -;,ﬁpaﬁnﬁrs coxﬂd be mobﬂlzed Emd ha.ve fT.HldS released 'to tha proposed

Concessionary Loans. These Toans with'low inferest Tate- prace periods
and long rapayment periods may be seught from institations such as from

Europefm Investment Baﬁk [EIB) Inte:mauonal Developmam Agencjf

(IDA) an'd Afz:rcan DeveloPment Fund. (ADF)

i
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i L

- ,Grants A pmposal fDT sohcﬁmg grazﬁ:s may. be sent ‘to potenual donors
o Gramis are the ‘08t ideal mode of a}:temal ﬁ:&a_ncmg espamaﬂy for Social
| sector prog OI’ammes Gl‘aﬂts can be through techmcal a551stanoe prov1ded to
cater for, spemﬁed soope, of work, product OT service, W:Lthm a spemfled

~ period end does not have to be repaid..

3.4.3  Contribufion collection and r'egistrﬁfian

3. 4Q3.I . General pﬁﬁ.cigﬁlés

A 0] or ohallenge for the NSHIF will bethe racnstrafmon of memb ers and the conmbutmn

ooﬂeo‘man

I
1

The regLsﬁratlon and the 1ssuing of mﬂhons of health msuranoe Gards must be dons

accirately. Ajready the NHIF has procedufes and systems n plaoe to- manage this

. process Nevertheless the cap acfsy of the NTE{EF system Wﬂl not be oapable of r&glstermgf E

amd 1ssumg cards for 50 many people in a very short tlme '

_ The. demgn of the soclal health msm?anoe card merlts SpBCiaI attentxon For example one. .

13 to Bxamme how fha 1dent1ﬁoat10n of the memb er of the NSEDF 18 bes’t ensured and how
ﬁ-aud cant be m_lIllleBd A photograph and sma.rt card will "be oonsxdered but tha ﬁnaneml

-Gons‘ﬁramts and the need o ensure that the conmbution dua is effeotwely p&ld (0.8,

stamps Swith the NHEE?) will be ‘caken into account An addmonal question 1s Whe’therl

there should necessaﬂly be one ﬁxplry data for all health c:ards At ﬁrst sxgh’t this looks

the 10 gxstms it s much more eﬁﬁment to ha,ve an md1v1dua1 1ssu;e aznd expjxy date pnnted

. on each: card. Tn other words, the 1ssumg or raneWal cards can: best be spread cver. the

"year.

. e TSR

B The NQHIF Wﬂl hava to estabhsh strong and oompetent branch oﬁces so fhat they can.

play an- eﬁeotlve roie m the mteractlon Wlth tho 5% orgazuzatxons that are mvolved inthe
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. contmbu’tmn collectmn for the self- E:mplayad Accm:ate pmcedures and  controlli
| mechamsms wﬂl be estabhshed

- ¥

o
\

I

The social heglth insurance card will Ve fhe mewibers of the NSBIF BCOBES to healf]

services. Before’ inpatient care 15 used, a mandatory approval (ohec}ﬂng the 1 mambership
by the branch office of the NSFIF can be con51dereci

3.4.3.2 Contribution collection inthe different economic sectors

The. ooﬂec’tlon of cortributions in the formal sector muist be enforoed in all companies

This should, be basmally feasfoia bt the expanence from theNHI}F shows fhat only

low number’ of employers putside Iairobi oc:mply with the crrrent obligation to. pa

: contrlbutmns It will be an 1mportant tagk for the NEHIF to foclude these c@mpames ams
to ensure Comphanoa

_ontmbutzon ; ﬁom: me mformal sector are es‘hmated to Taige Kshs 10 billioxi. It is als:
oonmdered how t_,_e oonmbutions for ihe; mformal sector populatmn Gan be o@liected )

“varions orgamzatmns that are close to the population Qne A select from the followm :
, Drgamzattons Lo

: ‘Co '"paraizves / S ;CCO The SACCO Would DOHEGf on. behalf of 11:5 membersf an
: :pay &Hecﬁy to ‘the NSHIE‘ o ‘ '

P Dehvery pomts of their rasPectwe cash orops or commodmas
| B T Kah Aﬂisans Assaclatlons

55’ Women and Youth Groups - -
Ma:ta.tu Welfaxe Orgamzatlon

.;f?

Flshermen

Group Ran&has o S . .
> City /. Mummpalrty/{jounty Couﬂcﬂs - o uw,

| > VlllagaPDst Oﬁce K ' '
S LooaIBank

vv'vﬂ

> Utﬂﬁycompéﬁés such, as Elfb;tzicifﬁi T?i&phéﬁéjv



> Tour Operators |

> Kenya Revenua Am:hon*y (Customs & Exciso Dap artment)

4t ety p'oint;é_'m” N
s Churches '

> Comznum‘ty Based Orgamzaﬁons (CBOS) and Non—
(NGOS)

Thesa orgamzatmns will be cant;acted

Govammé_nt Organizationg

for the purpose of Contnbuilon COH@CUOE and.

remunerated for the servics thaf they dahver They may Weﬂ collect: oontnbutlons mors.

effectively tha,n a NSHIT branch o:Eche Some of these orgamzatlons may be licensed to
1s3ue o1 stamp the somal health insurance card. HOWGVGI .adequate control will be "

NECESSary 50 as to ensure, that tha contnbutlons coﬂeoted Ty thase Drgamzatmns are

' 'transferred 1 egularly to the NSHIF

N

A numb er of recommends:ﬁlons arﬂ m ordcg

e Contnbutmns need o be reahs‘clo and aﬁ"ordable to Increase c:omphanoe

> Sustamable level of fundmg for tha defmed benefit package

A contnbutor shall become a member of the schetne. upon payme“lt of Lh@ reqmred'

contnbutlons for 2 gwen year CET.

A number of people . tha mfozmal sector will be recognized ag those that are umable

- to pay. The NSEUF WIH not be abla o asgess Who can afford to conm'bute and WhO‘ "'

can’t, especially for the seif

be dene at village level, however Furthermora for those WhO are not able to pay .
contmbutlons the Govemment Wﬂl fond them conmbuhon and trausfer thls into the.. |
NSHIF, S L
lComraot 'Wlﬂl orgamzahons that reglster Goﬂect and remit qulckly to tha bank o

comrmssmns for these orgamza‘cxons need T,o be devised as moenﬁves

employed ‘n'the mformal sector, Such ar assessment can




3.4.4 Other possible somrces of revenue to be -cmzs‘f&réd _
> _Bﬁs{ﬂas-sés ‘Ehat'increase disense burilen such as through air and water polltion,
tobacoo produc:ts ﬂower farms, aloohol chenicals eto. shoulfi be: considered fora

special levy,

> A percentags of Mobile Phone Service. med@r Compamas Jevy c;ould be
- earmarked for NSEHIF.

» A percentage of Traffio Revsnue could be sethamda for the NSTIT,

> Grovemmem should rationalize and. harmouize 2ll healthwrelated funds such as

‘ those carmarked for HIV /ATDS drgs, T8, malana and bring them under NSB]F

A percentage of revenues from utilities. such a5 elactncity, telaphone: and water -

could be pald into to the NSHIE. This can be dona thr@ugh g card system Where
. the cards are updated anmuaﬂy‘by paying a fee »

Ahealth 1&W eontﬁbution of for axample US $ 5 per forelgner ooﬂected at e,-ntry
g pomts or/and. tbmugh 2ir tiokats TN R

- Feestfrond sand ha.rvesters and other eXpImters of natural rescuroas
LIVeSiock fees such as Allctlon Faas a:ad Loadmg F ee:s
" Ce:ss funds fmm cash Gmps '

>
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"3 4 3. Impﬁcafmns of the Nafmnal Socuzl Heaiﬁk Insur.:mce Sﬁ*afzgj} on ﬂm sﬁarg in '
total Izzczlﬂz a\gpe}zdmzre of the econonic Sechors '

Table 1 : Totél’EEealth .Care:‘Expenditﬁreé-, 2001

Out-of pocket spamimcr - - 373 1 53
Government ffom tax revenues - 14.5 - 21
NEIT - 238 7
Private prepaid health plans 25 0. 4
Non-profit wstitutions. - L1 : 2
Employer paid medical services 11.5 : 16
Total Health Expenditures 701 ‘ 100

o

Ttis observed ﬁam‘the teble ab Dve usmg the most up_to date natonal health aooounts for

'.‘_Kenya that C-‘rovemment and.. NH]F .together have'a share of 25, % of toial health

’ 'expendfcures Prwate sources add up to 75 %. The health expendﬁures by ths new
NSETF are &stmated at 40 bn Kshs axmually (see Table 2) The latter can be fmanoed by
transferrmg 37.3 bn Kshs of ou't—olupooket expanmmre imto prepald oontﬂbutmns to He

' NSHIF, Another source ig the amount WhlGh s now spent via the NHIF, ie. 2.8 bn Kshs.

[

The emarked taxes of Kshs 11 bn Would 1‘&186 the total budgetary allooatmn of tha e |

Govemmem to Kshs 25 9 bn 5

‘. Tablez Pogmbla sources omeancmg of tha NSEII‘ L
' o accordmg to ‘the Naz‘.lonal So cial Health Insurance Stratecy Rap ox-t we

Payroll Harmenization (Dlvﬂ serv.) 7 17
Harmarked tages. (VAT) T 27
Contributions of theselfemployed | -~ 10 24
RS -Conmbutlons of employees Hlld Lot 120 _ 29
. iemployers Lo , | - .
.- | Others CDonatLons etc) I R 3
- 1 Total™ . S | 40 100




© Previously, the Grovmmm&m: cmnmbuted 14.9 tn Kshs to haalth Services. ThlS sum will

. ncwbe (pamaﬂy) used for ‘Ehe paymen’c of the salaries of the heal#h workers as We]l ag of
' mvestment in pubhc hedlth . facilities. Tn the medium to long run, I't will nesd %o be
addressed whether and: how the payment for health persomel salaties cen be secured by

the NSHEF In the latter case, it stands to reason that the provider paymant schedule will

neaé to be readjusted.

Private Insurers: and othsr przwte S0Urces contrfbuted 2.5 bn Kshs NOil*pl ofitinstrintions

paid 1.1 bn Ksha. Ttis to be ex xpected that these souroes will ramam

“The employezs (pubhc and private employaru) paid 11.5 bn Kshs for health < c:ar& of their
. employees This could change after the mtroductzon of the NSHEE? The assusmpuon i
-made here, that el the pubho secter payroll harmomzatmn will lead to con‘mbtmons to the

_ NSBIF a.nd pnvate employers Would appmxamately halve thelr expendlture on health

hl Ta‘ole 3 fc 18 estlmated “total healthoare expend1ture after mtroducmg the NSE]F
| assummg ’Eha.t Govemment and NSHIF Wﬂl spend respecﬁvely, 145 and 40.1 b Kshs.
' ‘:We frst preSemi the healthoare axpendfﬁure i pncas of ’the year 2001; the Kshs 40 bn by
S AR Y NSHE‘ 18 thereby assumed to be eXpr&SSed in pTiCBS of 2@@1 as Well We, the:n present
B o f-;*=hea1thcara exPendlture in ‘leGeS “of the year 2003 thesa estnné{es are based. on the 2001 |
e ﬁgures but all: adgusted for; &n avarage mﬂa’tlon of 7%

-

Tabfe 3 Total Héa}thtare Expendi‘mreﬁfﬁér} mﬁ‘oducmgNSHEH‘ | ‘

. | Outof Pocker - | 93 - | .. 106 3
CINSHIF S ' 40,0 .- 458 - 4. ST -
*‘"' Govertment from tex revenme | | 4.8 | - 171 . 21
o - Private prepaid beaifh plans ' 25 1 -, 29 - 3
L o - i Non-profit institutions < 11 f - 13 : 2
SN ' - | Employer paid (prvate gector) . . 2.3 e 2.6 4 -
{ Total Health Care Expenditures 704 L - 893 - 106




e

The Dui—of~poc:k;e’t expenses ihat Would remal:n are- payments for health services,

o mcludmg fees for m&mtlas that are not part of the bene;f £ packaa"e

In Tablﬂ 4, ‘the 1mpact on the economic seotors (households employers gc;vernment

' nonwproﬁt mstmm@ns) is presented. -

Tabled4 Tmpacton th—,eieconmmit sectors {in bn Kehs)

: \ B \ 004 \WfﬂhNSH]F \ Absolute | With NSEIE |
S (prices 2001) Change (pnces 2003)\
: \ Private households \ L \ . | \
- - out-of-pocket - . | 373 | 93 | -8 106 |
[~ Contributions NEIE/ NSAF - | 28 4% \ 12 | 4.6 |
- |- Contributions of seff-employed | 0 | 10 10 ] 114
|- Private propaid healthplans | 2.5 1 2.5 \ 0 | 29 |
| Total private househo[ds R 42 6 1 258 | -168 l 29,5 1o
| Emoployer | | | o 1
|~ Contributions NEIF / NSHF i o | &* IR 02 |
\ Payroll. harmonization: (teachers 7 o J g \ - : \ N
and oivil servants) ' C e : R E
|- Bployer paid medical services. \ 45w e 230 \ -2.2 | 2.6 |
| Total Employer(mblic anciprrvm‘e) " 115 | I73 o] 5.8 | 198 |
- ! Goyernment : : - | . - : L ' 1
.\;g_eneral tagss | g B 49 149 | .0 A7 % -
~ eatmarked; VAT e T V-
| Total Government . l 49 | 259 LI \ 29.7 b
\‘Non;'pr.oﬁt Tnstitutions \1 I | 11 - \\ 0 tl 1.3 1\ :
S Total o pex | ver |0 803 |

* Contnbuuon Iate employee employcr ity a ratio of 1.2
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Where the melemﬁntatlon is rather assumed to be staggered ig develop el be

3 4L 6 Prefzmzmzry ﬁnancml p?'OJEC’fIOHS af Ihe NSHIF

3 4 6 l Baszc scmar'zos

A nember of prehmmary projections were made, usmg a -simulation model, ‘Ihe basic
hypotheses (demographica contnbutlons costs of heaﬁch services, Tmemib ership) are
presented in Table 1 of Anmex T.Tn, addition, the Four. soenamos mplameﬂ below assume a
membershlp of 90% for aﬂ population groups from the year 2004 on. These projections
need to-be firther tofined, better distinguishing the differant types of health services 1117

fthe couniry as well as revising the costs of servmes based on- cost%accatmtmg A seenano

J.OW.

However it s understood that the health service -costs mtroduoed in, the present
mmula_’tmns mclude the essazmai dmtrs and - medlcal supphes ou@paﬁent a.nd 111~p&ﬁ611t‘

care mam’tenanoe elecf:noity & water ag Weﬂ ag" a_dmmistratmn The*y eAc:Iude salaﬂes as 7

Weﬂ as mvastment oosts and_'depramatlon

Fow Scenarzos are devdopeci 1. Low Lost md Tow Imhsatmn 2. LOW st and hlghj

u‘tﬂmafcmn 3 H1gh ocst and IOW unhzatlon 4 High cost and high T.Itthathl’L The figures

T '_ “for “low oost aftempts to represen’t the resul‘c of raﬁonal dl&D‘HDSSS and prasonptlons 7
'","f’_Low"mtﬂisation attempts toxcaphire cwrTEnt e bf health services- m pubho health

3 mstrtuﬁons Egh uhhsa:tmn intends to capmre 2 possidle mcrea.sed demand for health

services at all 1evels fo]lowmg the Hrtroductlon of the N Szl “High ccst teflonts the‘
prellmmary eogt esﬁmcites of the GOK Tasgk Foroe on, the Benefit Paclage,

Kl
A

- The prejecﬁan estimates are presmted m Tabla 2 -of Annex I The projected expsndfmre

vary betwesn 2 minimumn of Kshs, 33, 617 bn (IDW oost/iaw uiﬂma,tmn) to Kshe 70595 '
bn (hlgh ocost/high uiﬂzsa‘czon) Fer policy pmposes 1t Wotﬂd be prudent to aosept 1:116 IQW_ ‘

oost/hlgh utﬂlsatmn seena_m as the most plaus:[ble BINOTLE | thes— four pregented.




- 3.4.6. 2 Ensunng ﬁnancmf eguzlzbnum wﬁtle decre:asmg fhg conmbufzon Jor ckz[dfen
of the Seff aﬂploy ed : :

Durmg 1mplementat1org “hé NSHTE Board may- “comsider o 1@Wer ths comtributions for-
childrer of the selfs ‘smployed, as large low-mcome (but non-poor) families might be
burdened by a flat oonmbuhon of Kshs 400 —~ 600 per child. In Table 3, s presented
g altematwe scenarios Whereby thig flat oom:ubu‘[mn 18 10W6fed o Kshs 200 and Kshs

IOO Efmrts reqiured from elther government or amployees a_Ild employers n order o

‘ensure aﬁnanolal equilibrivm also mdlca:ted

It is obsefved f:om Table 3 that addmonal govemment Gomnbutlons Vary from Kshs.

. 6794 bn to Kshs. 9 686 bn Altematlvely, the peroentage contnbutzon of employees and
employers Would have to be raised fmm 2., 65% to 3. 60%

3463 'G‘radicczl_ _‘imp‘femé.nmﬁ':ﬁﬁ off_ke NSHIF R

* Tt stands to. Teason that the enrolmenf of the populatlon Wﬂl be gradual E3pec1a,113r among .
© the self—employed enrolmen‘c may reqmre a spmﬁcant amount of tinie. Flence, a “graca)’ _
: 1mplementatlon scenario; is: devaloped I thls scenano we hyp o‘chesu:e ihai fill coverage -
namong the salfmemployed would be reached n. g years tlme Wheraas 5 years would be
. needed for the employess, The teohmoal Work ahead m the oommg stx- months befor@
commencement of the soheme will have to assess Whlch 1mp16mentailon sahedule would
‘ be. most Teahstlc If Table 4 in Anzex I are ‘the results One 1mp01‘tant observatlon isthat,
gwen the! ccm*nbutions fDI the emplayees/employers mgmﬁcant surplusas would be
- -:“'-vraahzed m 'the first 4 years “of the mplamentaﬁ@n of the NSIEE[E? This i is a consequanoe of ©

R .f;the gradual enrolment of tha sslf—employed It Would therefore be possible for |

K..vr_'g@verimant to mltlally lowﬁr 1ts contflbuhons and/or for employees/employers to

- contribute, a ]ower percentaga @f Wage mcome




347 Allocation to providers

3H.7T The health provider network

The 15,400 healthcars 'facilitieg in which Tealtheare services are delivered are not
allocated in such 2 way that all Kéngfané :hava the samie access' to healthosare, The MOH
- will +herefor6 establish regulation criteria For e medinm ferm plan thet will define the
' health mfrastructure needs for sach provmoe and chstrlct of K"‘ﬂ} a. Imp Srtant oriteria will
be the populamon nurber and the prevaience of diseases. -On this basis the MOH will
establish a middle range plan for healthcare facilities afl over Kenya.

During & trefsifional panod mobﬂa healthoara oould be pf@Vldad in Temote rag;ons
Moreover it will be regu.lated by the MO Whmh services from the banef t package must
be provided at e;ach lnsmmtlonal level, with a speclal Tocus on the appmpnaie miz of

preventzve and curatlve healthcare It will also be COHSld&Ied if healthoare GO‘Eﬂd be mads

.-ji more ei’ﬁolent by mtroducmg Centers for Lono Term Elealth Care ) - o

R

. The mvestment -m new healﬂa faoﬂfcies zm& exp enswe eqmpment is mot the resp onsfb;hty 7
‘ _' of the NSH[F However the MOH will st1muiate mvestments in regmns ‘Whlch have 5
deﬂcﬂ: on - tbls area: The NSB]F will also contra,ot “Wlﬂ:l newly astabhshed health

_1115111111:10115 that resljond to the deﬂned cntcs:ia

= . : P 1

The MOH Wﬂl es’tabhsh a reglﬂaﬁon on the accredﬂ:atzon of healthcare facilities. This-
regulahon Wiﬂ ensure the pmwszon of quahty healthcare 3 amoall mstitu’nons and witl
: o regu}ate ameng O‘thGIS the eduoat:aon of the heahh workers at-each level, as well as the
o _— _ standard fori the faoﬂmes and: the. equipmernt needed. It will -also regulate the ‘Board of

Control that Wﬂl authonze and reglster the health msumtions and WLH memtor the

"o obtain the most 5o st~eﬂ‘ect1ve heal’fh care, the M@H Wﬂl adoPt reguiatory AeASITes for.
A, refen"al sysrtsm, thafc eDSuTes, that the heal’ch cars will be pmmded &t ‘n appropiiste
leve:l Fer ﬂle S&ke Gf e:s:posfﬂoﬂ, health CATS promsmn omﬂd be dwctdeﬁt for mstance: mto :

i
&
@:
#

¢
g
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fpnma:y health cars (dispensanes,.

eal‘ch oenter pharmames prwate practﬂ:ioners) .

secondary health care (dlSt]:LGt and provmcnal hosprtals) and tertiary healih care (nailonai.
hospfcals) Hea‘rth servlces on secondary’ level may only be called upon with a referral
ﬁrom the prn_maiy health care level, and temary healthcare ouly with a raferral from the
' secondary level. Emergancies aze exempted ﬁom the Iefarral regulation, As lcmg as there
-are 10 adeqiate. héalth facilities at the feqmr&d le-*v“al in the district or provinee, the
regulation of the competent authonty majf aceredit an institution belongmcr to the
secondery of tema,ry Ievel for health care &t a Iowe,r level. Fmally, it i obvicus that the

this lelSan of healthcare can eagﬂy be related to- the above~ment10ned 5 levels in thel
K—anyan- healthcare system. ‘




2472 Provider paymentmetiods ©

There are six mzjor ways of paying for providers in Kenya:

- Cost-shering (om-of pocket payments at health facﬂiﬁes'j the health facility collects

the payments directly from the patients; his is- don@ > throvgh a fee-forservice system,

- Salaries of health workers'in pubhcz healfl institutes are financed by Govemment

- Immunization and other preventiive programs are financed. by Govemment {MOE

- Inpatient'bed costs of NEIEF msured membecs by the NEIF

- Fee-for-service p ayments and prep syment for private hcalthcaré.

For the ﬁlmre NSHIF the following payment’ methods WLH be assessed regularly A
com‘bmaﬂon of paymerfc me;thods will-'be conmdsrei B.E 2 ﬂa’c 01 lu.mp sutm for basm

- healthoa:re 2t outpatient and mpztlen“t Tevel, but 2 fee~for~ servmp for .h1ghly-.-speolalzzed

e f"fFee for ssmoe Thls pa,ymem mafhod is most snmla:f to the cost sharmg and pnvate

. claime procedures usad today “Fhis payment mechamsm may Iead to excess use, as
'_smgle;f detaﬁ of dmgnostms and treatment Wil be pald for and prowde}:s stand 10" gain
from mduoud hfzalthcare Another dlsadva:ntage is that the adzmmstratlve costs for
oheokmg the” 5 s are high. Pr‘om the pomt of view ‘of the NSHDF forecastmg
(re1mburs ed) healthcara expandlture ia qulte it cult o

2?' ‘Payment. per case. The sontract will provide for a’ flat or Iump sum.for each patient. ”
~ This canbe = payment per visit, per hospital aimfctano@ ‘per bed day, per diagnosis
related group (DRG} efe. The admmzstraﬁve provedures are rather simple, but this

me‘chod may not ’totally avgid eXCess use, Fareoastmv ef heal’thcare exmpendmge;
' Iemams d}fﬂoult

'
e

f .rw;-'. ‘- . ) f B
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3. Budgst. It can. be assessnd how

to under-prov151on The NSHIF will have to monitor, if tha necessary heahhoaie

' servmes are: rvally provided. From the pomt of view of the NSHIF forecastmcr of

expendf‘ure 18 easy

4. Caplta:uen This payment method Would require that all NSHIE- msured register af.

one partmular health facﬂlty A flat or Welght@d C&Plta.thIl rate ix pald per regxstered

Imsured memb er. Hach faclhtjr will hELVB the responsibility to dehvery healthoare to

the regstered members When they seek care. From '{:he viewpoint of a,dmmistra’r,we

mmplmzty and plannmg, thig: paymert method Is among the mmplest It alSO transfers

_ the IE‘SpOIlSﬂ]lIl’ty for dehvermg efﬁcient amd eﬁectwe healthcafe 'to the prowder The

reglstra.tlon at one health f&cﬂlty oertame When a populatmon 18 mobﬂe is @ main .
obstacle howaver In addmon, “there 15 the nsk that this payment method Ieads to D4

mdeFHpTOVISLOH It 18 axpected that. th@ NSHEF Would have an interest, among others -

~ for reasons of admlmstratwe s1mp11o1’ty,

-mcludmg pa}rmen“t per case, per bed day or admsmom or pez dlagnosm rela’ted grouP

Wﬁatever the- payment msthod tha payments of ’fhe NSH[F Wﬂl Dnly be made on the' o
] "oasm of oontracts Wlth health facﬂltles These health fac:zhtles st be regisiered in'the o
Health Insumtion Net“work Through the contrac’cs the NSHIE‘ Will commit Ltself to pay
- for the healthoare that } is pmwﬂed chhm tha Gontext of the baneﬁt package In Iemm the "'_:' -
oonhaoted health facihty respects tha pmwder payment sohe&ule and Ieframs from -
‘Ghargmg addfmonal feos or- ooup ayments for healtt services in the beneﬁt paokaga still, -

health services that Would ot be i the benefit paokage could be GOVE-:red via pmfate =

‘ haalfh msura_noe o direct paymentg for care.

much each health nstitition n&eds for the prowsmn e
of the beneﬁt packacre Assammg i cefcam quantlty of healthcare services for the - 7
oommg year 8 pro speotive budget c:am be: calculated and offered to the healih fa,ozhty o

ThlS payment system is asgociated with easy administrative prooeduras but may tend

mn morc oomprehensnre payment m&thods -
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41 Strecrure afﬂwpro_posedNSH}'F

The,- proposed NSHIF is 1o be an independent, autonomous stamtory body with oorporate

personahty The Fund will be established under the Na’clonal Social Health Insurance
led Act, to be enacted by parhamen’t

It will be compulsory for every Kenyan a;rld -BVELY permane;nt resident fo beoome &
" member through enrolment and payment of & subscmpﬁon eﬁ:her monthly or annually, or
v a8 may be deemed convement 0" different BOCIO-BCONOMES Erotps. Subsorlptions for the

md1gerfc will be paid for wﬁh funds Fom, the Gowmment and othar sougees. People who

hava no health'mrsurance 8. g Kenyans Who have fallad to em‘oll W1th soclal health

insarence, fﬂﬁlges and. VlSI’COISJ to Kenya ikt be rsqmred to meet the full cost of
_-itreatment at the pom’t Df se' .

é o r_The NSHIF 151 expec:ted o baneﬁt fFom the IlB'L'WOl'k alraady astabhshed thr@ugh thﬁ ‘

7-,Na,t10na1 Hospltai Insurance Fund. Those in the formal saowr "will . contmue to pay .

¥ gt Scrlptions 'a’c the cment rates, “thraugh ’:he paymll Wﬂ:h the - employers Inatchmv the

w0 oonmbtmons of amployae;s (ina 21 raLm) Whﬂe collectlop pomts wvill be identified for .
those 111 the mformal sector with hes:vy refians on crcramzed croups such as ce-operative

R societies, ma’taﬁl pywiers’ assc:eiaﬂons and ¢ Tua kall“ Aﬁzsans @rgamzaﬁons
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The mam object of “the Fund I8 t@ faoﬂltate aocess to quahty affordabie aooessﬂﬂa and

&coeptabie Healthoare to all Kanyans Tts speclﬂo obj ects W:[ll ba to

-1

Hi
v,

- of the Funcl g func:tmm

Collect pfemmms and soutce for addmonal Tesotiress;

Use the pocled contributions to pay for the Lmlizaﬁon of health services by~
covered beneficiari es;

Contract health service providers;

Prescribe the. Immmum quality standards for the efﬁclent provision of
health services;

. Prescribe the formulary of- oosbeffeotwe dmgs to be used in the banef i’

package; ~
Préscribe’the beneﬁts paokage

Ensure thé equitable access to quality heaithca:ra services for all

-geographical areas of Kenya. (mcludmv the provmion of mobﬂe clinics

where necessary);

Protect the imterest of the members;

Advise the Minister on the national p@hcy to, be fellowed With ragard to.
the NSEIF and mplement all govemment policies relatmg there to;

Perform sach other functions that are 1n01dental fo the efﬁclen‘t dlsoharge'-‘




A4 I Z An mfervzmp of organs q}‘ L‘he Naﬁonal Social Health Insurance Frund

- Itis prop osad that the Fund wﬂT have t‘de followmg struc:tura

-Organtzation Chart

‘National Couneil

| Board of Tms.tees_ ‘

. ._‘Maﬁagement

{ District Council

; : ’ R BRI ; o
] i T ] )

Sub Location Comuiittes W

e

e

The relaﬁons}ups ‘between eaoh of the ofgans of the Na.tlenal Counml wﬂl beas faﬂows

There will be grassro ofs representaﬁon ﬁom the Vﬂl&ge level The 10West Ieval will be the’

N - u.,-zasfﬂls- -
oo eagbeidli Deadn e GmedBh ol w o B cpomeg B ..ﬁ? togp i s 3k

submlaoaﬁonal oommﬁ:tee which “wzll be. Gomposad of-gne person from each 'Vlﬂage The-.

it B -

cadolt Foopd memhers OI Bﬁ,Gh sub location will democratzoa]ly elect one person to the

K Dlstnct C‘ouncﬂ The Dlstnot Councﬂ ‘Wlll democraﬁcaﬂy elect two (2) represmtahws to '
ﬂ'lc Nailonal Councll it i Y M.;TW e e e e ,,,,, T
|

- - - i . N !
- iy P s
- . - | & a8 g
. ) — N 1_%
it R ‘
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4.2 Managéﬂznf offﬁaNSEHE" v :

- 420 Organizational Chart

”The NSHI:FE}QO&I& have tﬁe fd]lowiﬂg organizatiO'ﬁaI- chazt: "

‘National 5o c:1 al Health lnsu rance Fund Structure

: . o \ ‘Natipnai CQUf\Cil\\

o - . /ii : -‘Board off{ruﬁeés }
/ S,

CEQ

ARt fraudftheff | - s m o - D e

[

vestigation | - 7 \ - Administraton l \1'PubiiG‘ReEaﬁons&Edu'oaﬂon"

_Mana'gemgnt ‘ - Fpance- P | Human, - ; .
of Informaton ). ' & b -} Resources " - | . ' &

- Systems * Administrafion

. Enforse: et | _

*Intsmal Audit Legal Senvices | - Enforcement

PRI L 2 e e g

Research ;
e

Compﬁahca ' - De\zelopmént

R P i “ -l:-, e PO . -- c e ‘ - Compliar.]ce.




A Fm:mae andA&mmxstraﬁon

= This depanment hias speolai mspansﬂ:uhfy concerning membershlp aﬂd contnbuﬂons Tn
addfﬂon? it is 1o undertake cldim reviews. Thus one may consider-establishing a spécial

' sub—umt for this pamcular ﬁmctlon

Ii. Quéﬁty and standards

. I“f, s also considered that this depﬁmant should be reSponsible for the definition and

revision of the benefit package and for the acereditation of heahhcare providers.
iR Iﬁvestigati{)h/Anﬁv«fraud/’Iflieftt Unif

This unit will investigate grievance matters and appeals brought 1o 1ts attemtion by any
other umt person, and body or‘om itz own volition and repost to the CEOD for action.

Howevar for mm‘:ters Ielatmcr to ’the CEO’s office 1t Wllfi report diracﬂy t0'the Board of

'Tmsteag for neoessary actlon It doasn t- need tc) have its OWIL SX.P@I'tIBEt but may dravw

from cher depaﬁ:m ts':or contract mdep endent exp ertme as and When necessary

\

Tha other umts ie Fmanoe & Admmls’trahon a.nd Quah“y & Standards will stﬂI hewe

e eni‘orcement and oomphance units,

vl Puﬁ)lic Relaﬁgﬁg &Educatmn : T

The oﬁioe shall be responsible for public mformatmn and education on matters relatmv

tothe Fund ThlS Wﬂl be a unit in the CED’s ofﬁou and shall be the response organ for -
_the I‘de




Al
B

L

Vi, . Iuter;lal Audif —

o Ad;[mmstfaﬁvel}f, 'tlns umt "wﬂl b& Under the Fmanoe & Adrmmstraﬂon but it will rep ort

d:{rectly 5 ths CEO if and Whﬁm neoessary

Each of these; departments shaﬂ be decentrahzed to. the distncts and any such lower Ievels

as may-be deemed necessary.

Vil The functions of the Adrministeative District Offices shall he:
> Assassmg and evaluatmg the Vlabﬂzty of +he health service pfOVld.@iS at their

level.

> Processing and refmbirsement of the contracted health service providers.

v_ 4.2.2° The Board of Trustees.

4.2.2.1 Fun.cr.‘zjw;s' ard Powers qf z‘ﬁe B@ﬁfﬂd of T rzzsteeg .

The Board shall admlms'ter the Fund and hava suoh other powers ag are neoessary for the

' dls charge of the ﬁmo’aons of the Fund In pamcular the B oard shall have pOWer to:.

?_ .- (1) . :Deﬁne the beneﬁts package o be pmwded to members o e y
(11) i_? ‘".Detemne emd presc:nbe ‘che conmbutlon lefvsls of tha members and submﬁ: - ]
it to the Natlonal Comcﬂ for approval | .
(1) Coﬂaot the prescnb ed oontnbutmns from the memb ers oE the Fund

v Manage oontr@l and admmlster thg;,_assets of the Fund in such manner ag

best promotes tha .obj acts for which the Pund 18 established. HDW&V@I the

‘ Board shall not have power to oha,rge oT chspose of auy lmmovable property
: Wzthout the pnor approval of the Natlonal Counc:ﬂ

L ;

Reoewe any ngES grants donaimns o:r endowments made to the Fund or any

|- other monies i’ Iaspecf: Of the Fund and make dlsbursament there Erom

‘;-T._su.bj eot to pnmr authonzatzon of the: Natlonal CGJUIlOﬂ




2

&) To pffipﬁe and present for approval to the Naﬁonal Councm the annual

.budget Emdlted acoounty and i mvestrient “p@hcy for the foﬂawmv fnancial

year, _ ) _

(wit) Open a bank accoumt or accounts for the Fund in reputable banks and
financial institmtions and to invest pmdenﬂy 2y ‘monics of the Fund not
immediatély reguired for its purposes:

(Viiij Iz consultation with fc:he Minigtry of Healtt, prescribe the minimurme quality
stendards to be met by health SEIVICE pmﬁde—rs ‘oontra;cted"by the Fund;

(ix), Contract health service pmwders that mest the quality standards presoribed
by the I\fﬁmstry of Health;

{x) Ensure the mtiization. of f@rmulary af essentlal dmgs prasofibed by the

7 Mmistry of Health 1o be used i 1n the benefits package ‘
(zl)” Recmit the Chief E;?:ecutwe C}fﬂoer and. &l sfaﬁ of the Fand on-snch tenns

and condltlons that the Board ey ﬁom tlme to fime de;temnne

" .._"-@ﬁi mnt dlsc, a:rge‘:'.ox the ﬁmctmns ofthe Fund

= (XIV) ‘ Facﬂztate the eafrymg out of resea:ch to up date 1t561f on ohangmg healthoare"

needs :

(xv) ' "Admse the Mlmster on the naftional pohc}r to be foliowed Wzth regard o

o

'_-.~soclal health msurance “and 1mplement all Govarnment pohmes relatmg'- B

thereto S

s
iy,

{5
¥

1,
Be

&
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f.fEstabhsh'such departments or units g ay be desmed. mo&smy or e

-
bl



4_';‘_2;2 -Comp@sifibn of the Boc}:rx{ f Tmsfeesﬁ;;% o

: The Board of ngtees should be sufﬁmentiy small for efﬁmancy bt ba reﬂ@o’mve of the i

sense of ownership fom the grassroe’cs level It is. therefore suggested that the Board be
oomposed of the followmg

> One memb ers from each pro VINCE [8 people] Where possfble dTEWVIl from the
followmcr areas of specialization: i _
=  Medicine [I\{,[edipal Doctoi; Nuorse, Pharmacist, Dentist, Paramedic, and
Traditional Médioine P.Ia_cﬁﬁonar]
| ». Fipanoce : | .
. Ir_lst.imti'onall- M@ﬁagenient‘ -
« Law N
= Inves‘cment
>’ Imerest Gfoups [at 1east 4paople] L o IR
' e ,Heal‘ch SerwoeProwders KMA_ - | ) e "
- Emplqyers FEE | | S
= Workers — COTU .
e 'Insurance AKI

>> GOVeImnant [3 people]

-‘\:"'h':.- Toa

L Permanant SBCIGLE:I‘jT Fmance
. Permanent Secretary) Health

- Dlr.eotqr of Medlcal Sarvxoes o

’The Chief Execuﬁve offloer of the Fund shall be the Secretary tothe Board and shall

have no Votmg powers

’The Board may Eo- opt key stakeholders among 1ts members as may be deesmed necessary
N for Sp@C:lfiC tasks ffom tims ‘to hme '




422 2.3 The process of Sé[ecﬁng the Board of Triestees

K . .
The _proée'dure 0 be llowed in the séiec‘ti@n of the Board o’f Trustees 15 as here below:
(@ The posts will be advertlsedby the Nafional Council in the print media.
(1) All 1nterested persons ftom any T the above msnﬁoned flelds of evpertlse will
.appiy to thelr respective District Cowncil - o A
(111) Lach District Couneil will consider the’ apphoaﬁons and based esst Jr.he rule of
| pluralism, nominate three cendidates to the National Coun011 .
&) The National Counoll will receive the no reinations and from these select meinbers

to-the Board of Trustees after con&dermg Tegional repres,entatmn, speaal interest
groups and the‘reqmsfca expertise.. S . -

S . () Before the Minister rasponmble for Health f&)rmaﬂy appointing the nom"mees: ta

.. the Board of Tmsteas their names shall be pubhshed in the media for pubhc
. *-scm’tmy and‘- comments - SR

" 4.3, 3D ccantralized mimagement

. .""AF}:‘)I'Q‘""Fmaﬂagefi%l efﬁclencﬂr “purposes, &  proper -degree of“'"decentraulisation of the

75: mmanajgamen:t of, the NSH}F to the pfovmcml and dlstnct Ofﬁces Wﬂl be sem’tm.zed #

3 D1str1©t managemen’c umts could o gwen thc fo]lowmg ta,sks ' g foo0 T

Lo -“Assessmg a.nd evaluatmg the vlabuty of the heaith service prowders at thelr

A

16V61

I3

» Prooessmg the olaims .

+
&

. Reimbursihg‘%h&-cbntrac’ead health service providers.

Contraonng of provlders of ambulatory Ell'ld h@sprﬁal care: however is to be managed at
the pmvmclal end oentral level. Thers shmﬂd also ”be: a repo*;tl:gn mec:itams_m to ensure . “
.merovement in the health sector mfrastmoture Teglstratmn ?md';-c.om;—phance in-
oonmbutmn oollecuom, qua]ﬂ:y of healthcare pmvislon, utﬂiz:atlon levels, saﬁsfactmn le

" the 111513::"@& pcspulaﬁon and of prowdem and op eration of th NSHEE‘ gt all levels.




4RI P}érgﬁfz_id'bf?;é}?eseﬁfdﬁ;h from: G'rassr‘bofx_s‘ , '

- o PR _."__lt“'

4.5 Relationship between the NSHIF managemsnt and Grasssoots

L

The foll‘qwiﬁg is.the pj‘fl’&m‘ld of representation from the grassroots 1o the National

" Council.
National Coupeil
2x7)
District Council (7))
=)
Sub—lo cation Commlttee(Yj
' (1 xX)
| - vmageg %
e = numb er @f Vﬂla.ges Wlthm a subwlocaﬁon o _ ‘
v = _ vnumb ef - of sub~loc:at1ons (numb er of sub~locatlon Wlthln a dlstrlct)
gl el

e

R numbar of dlstncts (currently estunated a,t 80)

The National Counml Wﬂl eleot 1ts oﬁice bearers and- the regula‘aons Wlll gwa the

provedur e for elaoﬁon The Grabsroo’cs representaﬁon wll also be rawewad i the llght
of the. Consututlonal Reform in K&nya .
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432 mﬁf‘%ﬁmd Couﬁc’il:_f';'sﬂ:_-

- The ﬁ;itibnal Councﬂ ghall'be the Dohoy formulaﬁng Organ of the Fund and i will have
tHe powers to do the faﬂowmg '

'@ To appomt and rermowve the members of T_he Board: 01“ Trogtees om sp scified
grovnds,
{B)  To propose the comtribution level and benpefit structire of the Fund.

() "To receive, consider and approve the anmial budget and investment policy .

~of ﬁe Fund from the management,

Gv)  To pIOVldS an ertec’mfe feedback mechanissy b&rween the Bund and its
members, _ | .
(v} - Be actively involx;t:d'in the social mobilization and sensitization of the
' members on {he objectives and acfivities" éf the Fund:

s 7 _ f,(vi);_ T@ act as a peneral overs1ght body for ‘!:he eﬁ'ectWe disoharge of the duties

o the ._B oard Of Trustees a.nd 'the protaction of the mtefests Of th& memb ers .
ofthe Frmd b '

Cvn) In colla,bomtlon 'Wlth the’ l\ﬁmstry of Heal'th a.ddress ma’cters relatmg to -

tha eﬁiment d&livery of healthc:afe SVI'VJ.CBS moiudmg prlmajry Health {thig
collaborahon shaH be c}early dﬂﬁned i, the regulations to ensurg “that ihe '

L

. ' Fund doss not teke over a;ny ﬁmcﬁons of the Mmistry of Haal’ch) ‘
7 (vii) . Perform any other ﬁmctlons mcidental 10 the achmvements of the
L objactwas af: the Fund e ek

o . LR i R sy

J ol

Previston will alse be made in the regula.tmns for fhe remo%f.al of the members of the

National Couneil Who are not servmg ihe m’cerests of the Fund,

. P Members mﬂthe ‘Secretamat of the Naﬁonal Councﬂ shali mclude, L

2

5> Chairmen of the N&ﬁemal Coumneil - -~ “;.:: %—-: e e
>‘ ViceHChau‘man of ‘rhe Nailenal Cmmcil

2
i

1N
L




» : Sixteen (16) Provmc:\al R&presentaﬁ es T.“WO ﬁ'D‘.iIl each provmoe electad from
mong the mem'b ers of tha Natwnal Councﬂ

“Permanent Secretary Fmanc:e ) _

.-Permanant Secretary, Health/Dlreotor of Medioal Servlc:es "

Chairmahn of the Board of Trustees who shall be the Secretary

v‘,\f-\;v./-’_*f

Chlef EXBGE*WB of the National S ocial Health Insurzmce Fund ; |

The Chairman and Vioe~Chai:rman' of the Naﬁonai Council could also be given the role of
ombudsmuan and receive comp‘lamts about the worldng of the NSHIF. The latter should

be oomplementa:ry than to- the. tasks assumed b}r the Department of Aﬂtl—FIaud/Theﬁ
Tnvestigation.. o o

B The Secretariat will- bg responsmble for the fa,oﬂitatmg Nafaon&l Counoil aotlwtles to
enable the Comcﬂ fulfill its mandate ' " '

.‘ 4.'513"_ Fuﬁc:f’iony-ﬂffkeDism?f—cf"C'O_I:anil- . RPN

The DlS’tIlGTZ Councﬂ wﬂi perform the; followmg ﬁmcﬁ@ns : , L
(1) . Liaise with “the, sub-locations on problems and 1ssues a:rlsmg ai the: sub locamons B

L om matters felatmg to the Fund. 4

(11) Recelve and conslder complamts Ielatmg fo, 'the Fund N

(m) To be a oommumoa:tion Tk b&tween the Naﬁcmal Counoll Board of Tmst@cs o o

_' and the Sub-location comimttees S ST , .
_(iy_): Vat apphcantg ﬁom the dlsrtmcts and shorthst three for conmdera.uon by the
L Natlonal Councll for appomtment to the Board of Tmstees

Pexform By cther ﬁmctlons that are- 1n01dental 1o ﬂle foregomg

The members of the Dlsmc’t Councﬂ perfozm thfﬂr task as. a servme to the natlon '

I—Iowevar certain: aliowanses mght be givern: fortransport food wnd other exp enses related )

to the PBI‘fOImaDOG OF the duﬁes of“i:he D:Lstnct Councﬂ mamb ers L




g

©ORENL SSRGS MR

| TheDmtnct 'Ceuneﬂ’ shall have 2 Sscreteriat composed of

S

>

3

A Commfftee Chan:rnen )

'Vioe Chairman

MNot thore than seven other members fom. su’b Teeations not” represented by the
Chanman and the Vice-Chairman.

Digirict So eiel I—Ieaith Inserance Mana@ef ~who shaﬂ be the 5 eeretary

"The Secretariat will receive complaints from members for onward submission 1o the

Dijstrict Cou:aezl for neeessary aotion, IF the eomplamt is agamet fhe NSHTE Dlstrmt

Seore’canat ’Ehen such members of the seoreiaﬂat shall not sit in the meetmgs {hat eon51der

such eomplamts

434 T z;:f:::,czf_iamﬁ'-qf the Sub-locofional Commitree.

basm

| . The 'SUlé-lé’cafﬁiﬁnﬁzﬁéoﬁﬁﬁiﬁee will be responsfble for o

. g 'S elal me‘ ﬂzzatzoﬁ and e&ucaﬂon e.t the wllage Ievel 011 the geie) eetwes and
. ) aetivmes effheFmd . o S o
> EE'Tf‘liclel:fcﬁnng tﬁose‘who are unable to eentmbete and submlt the names and eontaet
i . addresses to the Dlstnct Counedl for rewew and appreval LT )
s ‘Drawmg #he" attentmon of the District Ceuneﬂs to issues- e_f pubhc conocern with
o Iegard grog health Servmes T . ..
b I:‘ Momtermg the impact:0fthe aetm‘ties ofthe thd atthe sub—locatlonal level
¥ Identifying* preblems that are umque to thelr subwleeatmn and repertmg to the
District Council for netessary action.” - ' |
2 Performing any other functions incidental to the above,
e ~The members at- this tevel- ’Wlﬂ "be demoeratzeﬂly elected *but’"mnll SRR O Veluntary



© ONSHIT. Ba.smaﬂy, these stakeholders include representaiwas ﬁom ali groups which are

44 | _Relatzonskzp Befwgfm ﬂza M msrfsz of Heaftk amf fRe NSHIF

' The NSHIE? and the: Grovemmen‘ﬁ throucrh the’ l\ﬁmstry of Health Wﬂl be parmars i ‘lthe,h'-; ~

. Promotmn of haalth in Ken}ra H@WSV&I eaoh partner shall hava olearly deﬁned roles ag

-

foﬂows

> The NSHTE will deal mainly with facilitating curative aspects Wbﬂe
» The Govemment will Goncamraie O1L
. preVSntwe pro gTammes

. development of health facilities (as part of 1ts socml obhgatmnS to the cfw:ens)

. enforpem'ent of comphanoe by &ll health _prowdea:s- to the Kenya Health Standards

cand

v the overall ragulatmn of all health ingurance schemes (the NSHIF being one of

them) throughthe Health Insuraﬂoe Aot

4.5 Re[afionékfp Beﬁvezn ::he NSHIF -ﬁmd ofF_Ler Sfakeﬁoldgéfs S

.'Th@ NSEEIZF Wlﬂ oonsul’t Wlth relevant key stakahelders Wﬁ:bm the ooumtry in order to

regularly inform the pubhc and to c:atc;h thmr VlBWS on the stfategy and operation Of the

inembers of the Board of Tmstees For speclal purposes other stakeholdars could be- -

.

1nvglved k . _ (_'.. . L _
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CHAPTER S
LEGAL FRAMI

5.1 Ciurrent Legal Framework

: The present legal regime relating to LSUrancs, health mgurance and employees’

welfare are found in the following statutes:

> The Insurance Act. (Cap 487) = -

> The National Hospital Insurance Fand Act (o, © of 1998)
» The National Social Security”ﬁ‘und Act (Cap 25 8) h

> Bmployment Act (Cap 226)

> Workmen’s Compensation Act {Cap 23 &)

i

| VIn o:fder‘to come up 'mth an appropnate legd ﬁamework for the proposed NSHEE‘ it

Was found pmdent to remew ’[he relevant prowsxons of the 1egllzs_fl_a.tmns Rersin #bove

wwwww

- mentloned

"This At regula‘c&s tm oompames ‘chai offer msuranoe n & oommermal 'ba,s:Ls

Hawever thIS Act has no specuc prow&mns relatm.g to health msuranoe

At the same tmle thers is is & large ﬂumber of health insuratice promders Operating in.
l.th@ pmrate gec:tor whose operations -are not Iagulated by the faw, Tb.ts posas a-great
dsk to the cconsymers. of their services. It was in the Lght “of ﬂus that the

' Cormmsmoner of Insurance recf-;nﬂy attempted o regulate th& busmess of Heahh




THs Billoquired fhat 0

> All health management. orgamzamons re;glster Wrth the Cemmissmnar as medmal

Lnsurance prowders

> The provmions of the Instrzncs Aot relatmg to insurance brokers appiy to such

medical insurance promdars

_ The relevant provisions of the Insurance Act mc:luda tha quahﬁcsauons of the

principal o‘ﬁcers of. an msurance broker and’ the requmement that such a broker

should not act as an INsurer by purportmg to provxde Insurance cowver, but should

Work with a reglstared INSICET.

) At the time of Wrrtmg this sessmnal paper Lhe Insurance [Amendment} Bill 2002 had .

not been m‘czoduoad

From the foregomg it is- nnperatwe that Health Managemem Orgamzatzons and othar

I medioal msuranoe provxders be regulaied in order 1o prowde legal protection to

o members of. the pubho Who pay the prezmums Health Managemem Orgamzafmons -

' Should operate efther as ingurers or health SBI‘VICG prowders but not both

5 L 2 The Naﬁ@nal Ho,gprral InszzrmceFrmd’Acf (Na 9 of 1998)

Th@ NE—IEF Act estabhshes the . Fund and mak:es datalled pmwsmns regaxdmg the "

contnbuﬁ@ns Whlch are mauda’tory for all persons Who~ :
b are ordmarﬂy remdent in Kenya

P are ofthe age of 18 a:ad over and

b have a prescm‘o ed total moome Whether fhom salaried or self—employmant
Tha Act also provides for the declaraﬁon of partmpatmg hostLa.ls by 'the Board Of
Mauage:ment - oonmltatmn Wﬂ:h ‘the Mmstar for Heahh and the payme::rt Df benef ts o




 such hospitale forthe sxpenses of a contributor, his ﬂamed spouse, Gblld QT other named
| dapendant ‘

The Beard of Managemert of the N}IEE‘ is appomted by electmn bufc 18 by -and larf;ge

institutional representation and has madequate grassroots representa‘mon

5. 1.3 The Netional Social Secnyity Frnd Act | Cuap 258}
This legislation does. currently mot have any provision requidng that a mambers
contribution or part of it be committed ‘o healthoars. Howsver, it cold be further

sorutinized which mle the MNESF could playin fa,cﬂltatmg the ollection of oontnbutlons
of the retlred

-

LN

514 The Waﬂcmsn 5 Compengaszm Aot ( Cap 23@

-a‘.-‘TI:ns leglslatzon d Wlt ""payme:nt of compensatmn by smployers to Worlcers for mjunes '

- ﬁ_:__s'uﬁfered 1 the Workplao& “It currenﬂy does ot address mechcal treatment of the worker,

' :_.,i..only medwal e;;ammaiion for the assessment o: 'th e}:tem’c of 1nyiry for pm‘pos&s of

pénsafnon Lﬂce the NSSF t}ns Act cfoes curTently mot
dlractly deal WIth the ﬁ;n cing of healtheare provxsmn to. the Woﬂf_&rs Tt should be

"-.determmmo the amoun‘t e

'freasswsed however Whether “[:h@ medwﬂ oosts as a result of mjury i tha Worlcplace “”":
should not be oevered by this Aot :

} L5 Emplqym.e;zt_etcf (CﬂfP 225)

LEm. ‘a. -.—.;-x._d___. LRt _£ e aer . ez o e Beowdt o o o, s

: Thls legislation has a pmwsmn that reqmres employers to cater fc:r the medical care e of
their employees, '

E
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v‘"

. Afer axammmg the emstmg 1emslat1on and the mstltutions estabhshed under them
-7 relating to health health insurance and other workers’ welfare concerns and aﬁ&r

mterpreting and snalyzing the mfomatmnf data collected from a Wlde crogs-section of the

Kenyan. somety, the Committes finds that the existing legal regime 13 madequate for the

_ promsmn of eqmtable quality and affordable healthoare for all Kenyans Lo ensure the

provision of quality healthcam for all Kenyaps there is neud to introdics two pisces of
legisiation; one to provide for general Health Insurance (Th& Health Insuranoe Aot) and
another to establish the National Socml Heaﬁh Insurance Scheme (The Nat1ona1 Social -

" Health Insuranoe Fund Act)

5. ZI | T?Lé Prop oéed H _eaffﬁ I{;ﬁufqnqé Aot

If enaoted mto law, the, Drafn Health Insurance,- Bill will empower the Mlmstry of Haalthl D
 to caty., @ut :egalatory, supemsorjf and 00~ ordmatmg ﬁmotlons Wth regard to all‘f:;
‘healthcare insurance schemes. Thsse sa:hemes will be the Private Health Insuranoe |
' (moludm the Health Management Orgamzatlons) and the pmposed Nailonal Sooml _
Health Insurance Saheme The Ieglsla‘aon on heal’th msurance Wﬂl hannomse all the e

' ams’cmg Acts ralatmg o heal’ch and msurance such as the. Natmnal Hospftal Insuranoe S
Fund Act (NHIE) the Employment Ac;t and the Insurance Act. | L

. The prop@sed Health Insurance Act will prowde for tha esta‘ohshmant of the Va:rlous .
© health imsurance schemes and &eﬁne 'their respeoﬁva fzmatzons For emmple the HMOs.

- will not be allotved to- E)p erate as both msurrmce camers Cand healthcara service provzders -

The Act Wﬂl also define, set up and regulate adhere,nce to the quallty standards apphcable .':'.ﬂ .
to all heaithcare samce pIOVidGl"S ‘ |

; TD summa:{lze 'LhLS AG’E Should contamthe followmg assenﬁals

]

: ordmatmg ﬁmctxon preventwe and promotwe healthoare rehabihtatlomj quahty‘ ::

The role a.nd responsiblhtles of “the- MOH (regulatoxy, supervlsory and co— '.



assurance, HIV/ATDS programme staz"f payment huma,n resource devabpmem
healthoare mfrastructure ste.)
e “Harmorization of Iaws releted to health andi msuranoe
e Regulafion of prlvate ‘health insurance (incl. HMOs)
. Regulaﬁon of chmmumity-based health 1 msurance orgamzamons ‘
« The transformaﬁon of NHTF to NSH[F

. Any addifione] regrﬂaﬁon relatad to heaitn INSUTENGS,

5227 The Proposed Nafional Saciaf Health Instrance Fund Aot

. This propo sed Act wﬂl e:stabhsh ths Natzonal Soctal Health Insuranoe Fund (9 SH[F)
“The NSHIF will bf: 2 logdl. entlty and it ig p:roposed 1o e mdependent and antonomous,

Thrs Fund will be maﬂdatory and as, such all’ Kenyans will he reqmu‘ed b}f lawr to be itg

4 members. It will be national because It will apply to the whole populatlon of Kenya and

iall paﬁ:s of the Country Ir will be social. beoause 1 the, splnt of sohdamy (Haljamb ee)
the mch Wﬂl "’s bmd;ze the's p@or the young Wﬂl submchze the ‘5ld 'the am

£ sub 51&125 the unemploy d "and the healthy Wﬂl sub Sldlze tha siclc

plo yed will

Tha Frmd wﬂl be o*wned by tha stakeh@lders and the Act Wﬂl oreat& the Various organs of

' the Fund _mamely, the National Councﬂ the Board ~of, Trastees, ihe, DA

g istrict and Sub-
lo oa’mon&l Commttees Thé proposed Aot wﬂl deﬁne the ﬁmcﬁons and- poWE:rs of each 03

organs It wﬂl SPBGlﬁGaHy de:a.l with the - manner in Whloh the cCases o3
S ffaud/’ihefa WLH be dealt with., Sthf penaltieswill ’be put in plaoe to deter thaseinvolved 1~
3‘ : ﬁaud The sooounts of the Frmd will be audztcd

n ol ooty oy
S e

the above‘

regularly a.n

bl e it il

be estabb;shed mthm the Pund o

5

0

1
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The Gmdmg Pric c1ples of tha Natmnal SD cml Health Insuran(:e Act

1 :

1.

RN

U

S VL

il T

:NSI—:E[ shall DDntribute 4o Lhe vision of the Kenyaﬂ MOH to oreafe an. enabhng '

enwmnment for the provision of sustainiable quallty healthcare thet 18 aooeptable .

" affordable and a_oc;essﬂjle to all Kenyans.

It Wlll be. compulsory for BVEry Kenyan and every pennanent IeSident to become a

me*nb er through mmlment andl payment of a sub Scrlption

Smoe not everybody is deemad to be gble to pay oontﬁbutlons to the NHSIF :Lt 18

- the pohcy of: the Govemment to subsidize the poor by e:a:rmaﬂ{mg at least 11% of

total expectcd Ievenue from chsumptmn taxes fo be paid mto the NSEIF,

“The NSHTE Wﬂl be gmded by & commumty spm“c of sohdanty It musi enhance |
- rigks sharmg among moome groups age gfoups and persons of dlfferent health ;'
statug, and resadmg in dlffererft geographmal araas P
- The: NSHE? shaﬂ promota mammum commumty partlozpation ‘cbrough a prooe,ss

of, representatlon from. the Villaga upWards to the Na‘uonal Councll The NSHIFE B
'Wﬂl be owned by the stakeholders

The NSH,II? shall build on. emstmg c:ommumty mltla.twes for regisira,tmn

pr@cedures conﬁtbution oolleotmn and hum.an Ies Ouroe: reqmrements

| The NSHIF shall baﬂanoe eeonomical use of IGSOUTCBS Wlih quahty of care. It shall
e provlde eﬁec‘twe stewardshlp, firrid management emd mamtenance of resarves C
J VAII the 3 money recelved through oontnbu‘nons and othsr TOCETLS. mmus zmmmum

admlmsb:a’cwe costs and raserves shaﬂ be remmed to the msufed m the form of

1mproved health servive prowsmn

e P SHIE 2 shall assure that il partmzpatmcr Ligalthoate. prowds:cs aTe respon31ble o

and accounta,ble in all their dealings with the Fund a_nd its memb ers. .

_The. Grovernmen‘c for the tlme bemg, Wﬂl continue o paye for the Wages and.-;
salames in the pubhc heal h sactor The: medmm—ter"n goal (51010 years) for the

_NSHIF shaﬂ be to -oover, aﬂ recurrent expenchture related v hea]th semoe' R

prows:aon mcludmg personnel costs In addltlon, the goal I8 for mfrastmcture' :

o 'mvestments to become co~ﬁna_nced by bath the Govemment and the: NSI—IIIF
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Q.

The mtr@duction of ‘che Health Insu;ranos A_ot and’ the MNational Soelal He

Tnsurancs Fund Act wﬂl improve aGCess 10 quality heaithoarﬁ services tg

Kenmyans.

The Kenyan pubhc Wlﬂ acoept the NSEIF orﬂy iFitis pr@peﬁy plazmed and v
managed by men of hones’cy and i mtegnty ‘

The NSHEF Act provides directly for the . payment of provlders for the use

medical services by members of the Food, | ,
There ig cutrently 1o law reguiatmg the busmess of & Iarge number @f DIV
healtb insurance prowders Ttis n8CessATy 10 have suoh a.]&w in order fo givele

protectlon to memb ers of the pubhc who choose to. insure themselves privately

“addition to thelr NSHIE“ membershlp . o . -
" The piace of the NSSF Act and the Workmen s Compensaﬁom Act vis-

a-vig -

e Nam nal Soczal Health Insurance Iaw wﬂl need ta be oon51dered

i
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- The fundamental comoept of the establishment of a Naﬁonal Social Health Tnsurance

Fund, was UII.LVE&TSELHY-V actepted i all the districts and provinces visied. The sucaessiul

implémentéﬁcion. of the Fund was éeen,_ff@ hinge on the following essential pillars:

Iﬂd&pandenoe and au‘tonomy
' Omarshlp by Stakeholders -
Access to quality health servmas *thmugh the Fund;

'V"v_‘v v

. Acoountabﬂlty of the Board of Tmsﬁees the managemem: and Dontracie:d Service

prowders

,‘V

An appropnate 1egal framework to empower the Fund and Wlth a.ppropnat@
mbuﬂt ohecks and. balanoes ' LT S :

| > Eg}lﬁc&l g_ood_wﬂl-

' as"Q3g£AMﬁp@QEC@ﬁmcﬁg-ywﬁﬁ'ﬁwgﬁx&?:‘u-f

During the Focus groug d:nscussmns m the districts and provmces deep COTICerns Ware

expressed concermng ownershlp, contml transparency and accomltabﬂﬂy oFthe Fund

S BB Cns -
. o § B . 2t
s . b

.1mportance The salec’m@n Df the Councﬂ mamb EI8 Was. saen to ‘oe a bottom up approach

oo ﬁcm the grassrocﬂ:s mb—looaﬁon level to the natmnal 1evel Thls was.1o be by an. election

e Pmcess of hlghly ored.mbla honest and.n__'b_ans;parant mdlwduals who oould be *tmsted to

. Saf@guaxd the stakeholders mte:rests in. tha Fund The counoil Was also seen. to be mulu—

- seotonal Wlth representatlen from farrners ﬁshermenv mafatu 0perators rehgmus __groups

Th@ oredlblh‘ty and mtegrffy of the people to serve ut a]l levels right from the National -

Council, B@ard of Tmstees to the management of the Fund WBTB felt io be of c,rfucal

R
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and toarket traders. The Naﬁcﬂal Councﬂ was 10 be fhe - ﬂen&ral govarmnfr body Wit}
. stewardsbgp finetions Ieiated to the thd ind 0 haye the andate of appomtmg the

E Board members from alist of grassroo*cs nominees.

6.2.2 Bodrd of Trustees gnd tﬂe-genez—*af_ frzrrd rmnagem‘fmf

The key conicerns with the managemest revolved aroupnd the election : of the Board o
Trustses. The Board hasto overses the’ day-to-day mnmng ofthe fund Tt was om01a1 that
- stakeholders slect the Board from fhe Tepresentative ErassTooty Ievel “Their tanme on the

Board shouid be hn:u:ted 1o two terms of four years. each based on perfomance

The competence of the Board memhefs £ axeoute then* responsﬂaﬂmes was .also of
critical 1mportance and It was felt that a professional IIHX Was essentlal The ability to

g discipline errant board members Was of fundamental 1mportance and it wag felt that the

iy creatzon ofa Nahonal CDUILCﬂ composad af Stakeholdars ﬁ-om the VEIlDUS g;rassro ots was

i';essential t0° overse ﬂl&ll‘ oparaﬁon

e 74:[} 2 3 Elzmmafwn/szrEmgffRed’ucrmn ‘of Frau%gﬁ

Traud Wrthm the Fund ¥as Seefl as one of i:he bzggest conoams tha’t Would gready

.undermme the sustama“ozhfy of Jtha Fund, It Fag Observed that ﬁ”aud Gould Bo perp etrated ’
. -atthe’ fallowmg levels:” " | )

§> mtemaﬂy mﬂnn the management of the Fund
> &t contracted service prowders

> at beneficiaries of the scheme,

o

. The need io et tha quahty oJ.“the oontracted prow&ers and ms.tﬂ:utions WELS feltto be Very

: 5 nnportant An mspectorate T:D snsure camphanca Was fOUJ;Ld n@oessalgy Stxﬁpenaltles for.

) ﬁ“audsters wers reoommended WLth suggesmons hat they shorﬂd in, addﬂ:ion to_criminal

R _ -~ penalffes e made 1o pay badk any assets fraudulenﬂy acqmre{i and thezmmmes published
_ — ‘131 the 1o oal pmm ‘média. The estahhshment of a umt to deal mth Fraad andi 'theﬁ: Wa also
C B recommended IR SR e ST

Lo : :‘
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6.2.4 Implmzﬁmﬁbn and monifbring of progress

Ai the policy level it 18 importam ta momtor progress of health msurance de
posed below felaie to the three important functions of financing via

Veloﬁménf. ‘
- The mdicators pro
social health, msurancs. the’ tevenue oollection, the nsk poohng and the purchasing.

- Relow we presem a set of relatively- easﬂy measurable pe:nfonnanoe indicators and design
feahxres The SOUTCES of mformatmn for these indicators and deslgm fea‘cures should"
normaﬂy include Reports of the NSHIF results from, Demograpfmc and Health Suweys ‘

anid The: Econ@mic Survey
© A. Revenue :i:'ail_ecﬁén

Al Performance indicators

P

1. Population coverage

- Percenmge of populaﬁon covered 7

) A social health 1nsurance scheme wﬂ:h A th”hEI peroantags Of populatmn covesred by the

schame 18 as80 clated with & better performance

o8
! oo

R . "'A" o g; s; Lot (S ,'“-‘i.‘ '

- Covfzrage By Soczoeconomzc group Id

" The soolceconomlc groups Would need tD be deﬁmed Wfthm the comext of Kenya PDI - |

instance, thez & oould be the- groups of eivil sarvants and teaohers enterpnse workers and -
employees self-employed pmfassmnals and other self—employad mcludmg ru:ral Workers
It would be meortant to monitor the ooverage of each of those groups S0 as to 560 Whioh

specific gaups merlt ad&monal e:EEorts n oydar t0 spe:ed up enrohnent




i,

The greatsr this ratio, the better the protection apamst the £

‘ Analysing

It s expao‘ce tha 80 o:al health 3 msuranoe Would lower thls

.r.:peroentage of their net mc@me (moome IBII]HS food)

=Hb@ defmed fori J_nstance as 40% or 5 095!

il

. L ) : .

2 Tinancing of healfh cxpenditure s

- 'z{)-ngenft of .'p.r%e»p-aymeut -

- Raﬁo of prepaid conmﬁmﬁons tortotol ealfh c care costs

nancial consequences
healthcare. |

- Prepaymenf‘mﬁo by socioeconomic g oup ?
the extent of prepayment by socioeconomis o Droup 18 {mportant bec&us:

indicates haw equitable = soclal health insurence scheme i The ohallenge 18 fo ens

' that pmpaymant ratios are also. suf*lmenﬂy high for the poorer popula‘tmn groups

b) Protectinn aga__ins‘g {:'atastmph'ic expenditere - \

'"’?-Pez*cznfage of kozzseho[ds with cafrzsﬁ“Opkm Spgndmg ?

paro“ntage of housahol

Catastmphm spenimg anses When households are spendmg ‘mote than “a cert,

om healthcare that percenta,ge oot
Thmugh this mdicamr it can bo. Checked Whaﬂ
1mpact swould be of the soclal health ; msurance scheme on p@vsrty raductmn

L C’az‘aﬂ’ropﬂzc S_penaﬁng by Saczoeconomrc group 2

: Analyszs by s0 cloec@nomm group is usefirl in showing how eqmtabla the social heal

_ msurance soheme 1s. Catastrop}uo spending is likely T:o bea greater problem amongst t

poorer SOGlOE:OOIlomiG groups, but a well perfonmng scheme wonld hmrc such spendir.

even amongst such pepulamon gronps.

~




AE _Desz g7 feafw“es z*elmfed o z‘he abz]ziy to;pcgy conmbuﬁom

- Are confﬂbufwm ﬂm‘-mfed’ or. mcamz—mﬁed ? _ ‘
‘From: an equffy vlewpcsm’t mcome—rated confributions are preferable 1o ﬂat~rate
contributions as the former are "bettaf Ialatad to capacity to pay However, it is admfrted
that in the first stages of health msuranoe davelonmem and m countries with an

; important informal sector, it 1s difficuit t@_ ass.ess_mcomes and as a conseduence to define

incoms related contributions. |

- ﬂaf rates are pracz‘zseci' is there a sc}’mdule of ﬂaf rmfes ? ,
A Schedule of fiat rates, with ra‘ces fricreasing with: 5o mo~professwnal status emd adapied

to.capacity to pay; is Belter than a umform rate for all. Tt is more feasﬂale: fOl’ example to :

‘assess incomes of the Sehuemployed profcssmnals and to estabhsh a ﬂsi ra,te sohedule-
acocording o capamty fo pay L '

L For equity reasons 1t may also ba enmsaged'to dlfferentlats ﬂat rates bemfeen adults and :

children W‘lth the flat rate for the 1att<3r lower tha,n fo:r 1.116 former A 10‘War flat rate for N
children ’Wﬂl Iaduce the burdan on 1arge poor famlhes

: B.;',‘.;The-.&eg‘r‘eé of risk pooling " _ e,

Performance indicator -

In cage of the exmfencg of mufnple poolg : ?ﬂhai.ig_ o Ievel of o
egua[zmnfm ? - . C .

For SOGla.l health msurance schemes Wlﬂ'l only a smcrle risk po ol pooling is maxnmzed a

. as. all members nsks ATE: combmed mto one pool and a5 they-are entitled to “the salne

health msurance "beneﬁts However m the case of a. multlple 'nsk pooimg systems




&

‘
. <
& .

‘placfs; For instance, 4 very adequate nslc aquafﬁsauon mech&msm comid mal{e z muk

pool system almost s eﬁ‘ectwe mterms of mk Shanng as a single pool:

C. Purchastng
Cl. Perforinance indicators

1. Enswring benefit padlage is fully Ieceived_

~  Full mformm‘zon o clazmanf rights ;»/ Fdstence of clairs review?

‘The pocled ccmtrfoutlons of 2 SHT system are used to purchase & set of he
Interventions, with &ll members of the pool srtitled o a wpocified ‘benefit package
fundamental performancs 1ndmator 15 ensuring that ’this benefit package j 1s fully recet

by all those who are- entlﬂed to H. Without fall mformatton readily available on clain

| Tights, membars may unlmomnbly a0t be acoessmg the ﬁﬂi range -of semces they

A Adrm;ﬁ‘straﬁva eﬁiczenoy I

en’cfded to B

P IS tﬁere i mascim cezlmg on z‘fze percmmge of crimmzsﬁ az’we exp enditur,
rofal NSHYF @c_pendzfu?e 7

C’z. Def&z‘gﬂ j-feczfm;e;? .-

1. Efﬁciencj’ and equity of b eneﬁt package .
o Deszgn of bfmeﬁf package incorp orates @g:rlzcrf eﬁczenq: ::mz{ zgszp mﬁferu
A beneﬁt packaga shmﬂd seek to make the bes’c nse af the hmfied resourees avazla

:memve the use of these TEbOU.TGES “and should be GonSIdefed When choosmg WL’

mtervemlons ta molude ' a beneﬁt package Thc Gnterla that c@uld be con51de

inclade cost~eﬁ'ect1v&ness the meod for poverty redm:tionv sevare heaflfh condﬂtlons

equal treatment for Sque‘ll‘need, : ~. R Rt S ’:




. Provider payzzti?aﬁ;gzrﬁachan:tt'sms
: ‘~.“C‘05-z‘- éz-:rﬂ%:n:ﬁm_eﬁf: Am CoSf—éan?ainﬁmeﬁf 'ﬁmeckanisms' &nd in’cgnﬁ#és 2]
pla.cg 2 :
Qu:z[z@ of service pfovzsmn ,
g Doas the pmwder payment meohamsm mmte provxders to. promda 2l
| aoc_,uptable stendard.of care 7
- Aia methods in piac:e: to discourage underproduction.?

- Tstherea oiaglms resiew 7

5,3' Access %Q:;Qﬁa?ity'Aﬂd Egufﬁable Hea[ﬁﬁ. Smices

Mintmum Standards of quahty healthoare Were deemed necessary at all levels of health‘

' servioe prowsmn The qualfcy and ‘cypas of madmmes 1o be used and the oost needs to bs. '

R agreed through a compmhenswe dmg formulary The formula.ry is to be made up of 8 hst-.
_of essentlal comprehenswe and quality drugs’ ‘Wth raoommended pﬂcmg Contraoied'

- Health Prowders were 1o use thm formulary m thair treatment A sepayate body . hke_- :

KEMSAT. oould be used as.a central proourement agencyj o farther fmsur& raduced cost -

' OE dmgs Th_f_z need to conﬁ act semoes s closa to Jﬁhe paop]e as posaible Was also otitical,

P a0 "-”" R

and Mobﬂa ohmcs where necessary in rem@te areds. Traditmnal medlome p1 ov1ders also

needed to be vetted, as their samcas Were hxghly ratad yet 1o comxol mecharasms on
safety and standards exist for tb:xs sector of health prowdars |

v 2 . - . - . F

In aﬂ the admmistraﬁon of heal‘ch servlces throucrh the scheme should be done falrly '

A Wlthout favours oL dlscnmmatlon of sooml status.

I .- L
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64 Goodwill @" ﬁé}iﬁiﬁﬁéﬂf‘sﬂfexﬂbem

The 'Ts{looe_ss of the Tund .('_iepénds heavily «on contributions of - mhemh ers,

L H = "o
* - - 1
% : X
+
o [
5 - o
.

and %
willingness . to confinue supporting the schéme, This goodwill needs to be

art
through efficient service

delivery and the education of members .op ‘Iheir!r-'ights :
obligationg, within the scheme. Social mbbiﬁz&ﬁon «of Jmember's" at the CGrassroot Je
and the inculeation of a strong sense .of :éﬁne:ship were felt to.be of parame
imuportance. The process of slection of representatives at all levels is essential

a sense of ownership. : L ,
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| CHAPTER 7 o
CONCLUSXONS AND RECO?MN[ENDATIONS

oy

71 Génz;al‘can-cfusioﬁfs

Based on the findings from the Iiterature review, primary and Seoondary data and analys,is

of the same, the followmg conolusmn's Bre made - ‘

a - ,Good heal’ch s a pre—requ1s1ta for the social -and eoonomlo |
o development of he ooun’try It is Tiegessary to provide altemaﬁve
strategies for the promsmn of equltable quality and affordable
haal’thoam for all Kenya.ns '
(ii)_ .;:’I‘he emstmg legal reglmes relatmg to ilealth and msurance and the
i mstrtutmns astabhshed thereunder are ma,dequata and in. dlre need of. -

N . refom

,. (111) Some of ‘Ehe ms‘cmmgns Gur;renﬂy Charged chh the duty of healthcare -
g "provasmn have & 11m1ted mandate and. madequaie beneflt paokages .‘
“ They naed tca be Dverhauled and not mer&ly reformed

EIU SN e

T (i:v) A:- ». There are VBIIOUS catégones of healthoare pmwders mtha Gountry, all‘
- of Wh@m offer thelr samoes to Kenyans There 18 urgemt need for
‘enforoemant of quah‘ty healthc:am regulations in order to ensure Thafr, all
| 'Kenyans reoewe healthoare of umform qualfty at respective leveis o
(_V)_‘ .G—wen the levels Of poverty among, ‘the Kenyans 11: is necessary to
‘ _ " 'f:" | : _;‘t_—'i 'prowde healthoare for all tbsrough a. Soc;lal Health Insura.noe Scheme




R

S " 7.2 Gereral Rééaj;ﬁfngn;faﬁané ‘

Aﬂsmg fom the Toregoing - conelusions, the following SDomI health ingurance reforms
- recomumended:- . '

(O That the N&honal Hospltai Insurance Fund Act should be repealed &
- replaced w:uh new legislmoa oapable of facﬂfcatmg the provisicn

haalthcafe to 3,11 Kenyans Irrespective of thelr :2ge, social, 'or econor
status,

(1) Tha”t there should be a new T to faolhtate the establishment o

Na’nonal Social Feaith Insura,nce Fromd and to eusure ‘aha’c it is 1

, oampetenﬂy and eﬁiczenﬂy

-'_‘;lsegregate the” varions” cajtegones of healthoare pmwders Tom whe
Kenyrms seek medlcal treatment espeoially since Al of ’the

N ;anludmg traditmnal medlcme praotmoners Wll] soek ralmbursemf

o ﬁom ths Fund 011(38 estabhshed

(ivj ’That tis necessary 0 put m piaae a Health Iusurance Act to regnl:
o 'a.nd supervise.all health msuranoe schemes, mcludmg those: oftered
Health Managamen‘c Orgaluzaﬁons pafmﬂaﬂy to shstire ‘cha,t Hea

' Manaoement Orgamzatlons operate as’ either as healih imsurers

health service PrOVlde"S bt nat both

LAY G - v z
LR w0 ORI - E it
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,(V) | That there is neadffégéde{aﬂéd‘ and continuous ;eéaarch to establigh-

a. . The baneﬁts packaga Wmch & Ksnyam should be entftled t0 obtam from a

healihcare pr@vxdar mder ’che proposed soheme
i The amount of contrlbution ihat such a person should make to the Fund.

('v"i) | That, there is need for the following to be in place for the long-term
" effectiveness of NSHIF: ‘

a. Tradiional Health BPractitioners Act

. Consti‘tut’iénal p.roﬁsion éuaranteémg' a Right to Health, which
~ should ber- implsmented throu.gh v'a‘ ~mandatory National Sooia,l
Health Insurence Sohe,me and ‘tha Ofﬁoa of “che D1rector Genaral :

of Health |

o The Office of the Diﬁectc_jf Genera! of Health to be,'establ'ishsd;aé - |
“a 'Cons:ﬁmﬁbnal. Office to ensime fill i'Liﬁ/lplaméh{ation' and |
enjoymernt of fcht_a Constituﬁén_ﬂ tight to health. !

(V:L) Tha.t no- service pl‘OVldel' should be contraote;d under the pmposed

o schame unless S

a5 such provzder 18 reoulated under the Ielevant laws govermng therr '
* practios. o -

i, Their services mest the quahty and safaty standa,rd as presonb ed

. byihe Mimstry of Health oz suoh other body as, may be mandated .
i by the Ministry for the purpose

: 111 '_\Are recommendad 1o the Counc:ﬂ by thej.r professmnal boches
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7.3 wRecommendations CORCErHing imﬂpimé;szim;
The strategies and 'the implementafion methods contained in this g essioml‘ Paper shci
be reviswed regularly in keeping with changing health nesds. In particular, in thé corm
period, the implementation needs <0 e prepared-b‘y 4 whols sieri‘es of further pract
studies concerning the contents of *he benefit package, the 'pro-*\f’:ié:ér e éylﬁeﬁt metho d;
be adopted, as ‘well es pressing healh financing and implementation issues. bef
Iauncbing the NSHIF in July, 2004, ‘ '

Finally, a communicetiony strategy For all concernad -stakehcﬂder;s and for all populaf

groups must be developed and implemented. -
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Financial Projections::

* B

Basic Hypotheses

{ Poputation growth raie 2.4% " : o ,
| Percentage of dependants 1 65% >

‘Percentage of children <18 TeaTs AMONE 280%

dependants :

. | Pergentage of salf—cmployedmfhe active.and - 1180% "7 .

| retived population - s i
| Percentage of civil setvants i the active and. T,

retired population:

Percentage of empioyees inthe actwa andretited | 10%
population .
Pexcentage of Tetived in Ths active a.nd retu:ed 3%.
population . '
- | Awerage.annual salary of 01\)11 sorvants i 2004 60,600 Xshs
| (afterwards adjusted by 6% yearls . -
Average annual selary of employeess in 2004 140,000 K.ghs
(afterwards adjusted by 6% yearly) s )
Awerape anoual pensmn in 2004 {afterwards 15,000 Kshs
1 adjusted by 2% vearly): ' '
Inflation rate . : 7%, . . i
Insuranes: covtribution for civil servants and EECIEE e
employess (employer part inchuded) ) :
Insurance contdbation for the retired | 3%
- Contdbution per adult selfemployed.. 1 450 Kshs
Contribotion per child in gelfemployed families . | 450 Kshs
| Self-employed adults and children for wiich - .| 25%
imsurance contdbntions.ate waived ' -
Govemment contmbu‘aon in 2004 (afterwards ~ | 11 bnKshs
inflation. adjusted) - |
-+ | Other insurance Tevenses 2004 (aftarwaxds 1'bmKshs _
| Inflation adjusted) . 3 : K
1 Co-payments for 211 healtis care services . 0% -
- | Cost.of outpatient visit i 2004

(afrereards inflation adjusted)

| Lovw scenatio: 180'1{5115;
" High scemadio: 310 Kshs

|, Cost of Inpatient day at.district laval n 2004

Low scenario: 2,300 Kshs

| (afterwards tnflation adjustedy - I—Ilgh seenaria:3, 550 Kghs

'|' Cost of inpatient day at natonal hospﬁ:al level in - | Low scenario2,800 Kshs -
2804 (afterwards tuflation adjusted) Tigh scenario:4,910 Kshs
Onutpatient visits per capita.

Low scemarioi? - - High scenariod

| Iupatient days per capita &t digtrict leyal

Low scenario:0.175 High scenado:0.2

p | Inpitient days, per capits at nations] Jevel -

“care expenditure -

Admisistratiye. cosi,s as apercanta ge: ofhealﬂl .

Low scc:nano (3.04935 High scenario:0.0510
b, ‘52.5% N i §

Reserves ag a percentage of hcal’th came e, .
e@&ndlture SR

LB
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' - Takle 2. Pr—ahmmary estimates of fntome and expenditure of the NSH{B‘
- {96% membership) '

Coe Alisrnative scenarios
| ' (2005)

LOwW R 35.840 bn Kshs . 1R 35.840bn Kshs
| B 32617 bn Rehs - 4 B~ 42634 b Kishs

%EF 462% . |osas goov |
| Hexppe 964 Kshe - . . Hezxp po. 1-.‘223 Kshs

i R 3EBOWKem R 35840 by ke
. | B SS3TSbaEehs’ 1 EI70535 bnkins

| o am same | veditr G659
R Hesppe LSSSEd Hesppe 2,02 Kshs

Notes R‘ :revanue E*expendiﬁlre % diﬁ” s fhe gap between TeVeues and costs
peroenta,ge terms; Hex:p pc is T,otal health ex_p enditure per capfca

o Table 3 C‘hﬂd cnnmbutmns fut the "
S5 Tow Cost~H1gh wiilization SCenArio, .-
Eo T - H(90% me«mbarshlp) ' '
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b e e . ooEE iab . e =

s il -

| 450 +6.794 b Kshs . . ‘ |
{200 ; | ¥ 8702btnKshs - 1j+325% T
1107 L F9465uRshs T 14360%. .




