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CHAIRPERSON'S FOREWORD
Universal I-lealth Coveragc, as corlnritted to by UN Mernher States in the Sustainable

Development Cioals (SDC), can contriLrute to health equity il'it is properly designed and

implerrented. Gerrerally, UI{C has two explicit goals of improving access to health services and

financial protection where use of these services does not create catastrophic financial hardship.

The Kenyan Parliamentary llealth Comrnittee in collaboration with National Health Insurarrce

Fund, in the run-up to scaling up the implementation of UHC in Kenya, undertook a learning and

benchmarking tour to Thailand between 7tl'and l2th March, 2023 in Bangkok, Thailand.

The Committee ainr of benchmarking was to study the critical sLlccess factors for UIIC
irnplementatiorr liom Thailand and establish the UHC implernentation goverrrance atrd lirtancirrg
structures, to understand benefits package clevelopment and irnplemerttatiorr processes, ttl

understand beneliciary identification and care access processes, to establish claims tnanagement
infrastructurre and processes, to understand the Prirnary Health Care ntodel and how tl-ris interacts

rvith secondary and tertiary health care provision and finally to establish the role of private sector

in tlre success o1'UIiC intplcltrentation.

The Coriimittee is thankful to the Office of the Speaker and the Clerk of the National Assembly
for the logistical and technical support accorded to it during its Sittings.

It is rny ant d to present the Report of the Departmental Committee on Health on its
ng vrs Thai{an-d on Universal Health Coverage (UHC).

\

DR. ROBERT M11

CHAIRPERSON, DBPARTMENTAL COMMITTEE ON HEALTH
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1.0 PREFACB
1.1 Establishment of the Committee
The Departmental Committee on Health is established pursuant to Standing Order 216.

1.2 Mandate of the Committee
The Cornrnittee is mandated under Standing Order 216 (4) and (5) to inter alia-

a) investigate, inquire into, and report on all matters relating to the mandate, management,
activities, administration, operations and estimates of the assigned ministries and
departments,'

b) study the programme and policy objectives of ministries and departments and the
effectiveness of the implementation and effectiveness of the implementation;

c) study and review all legislation referred to it;

d) study, asse.ts and analyze the relative success of the ministries and departtnents as
measured by the results obtained as compared with their stated objectives,'

") investigate and inquire into all matters relating to the assigned ministries and departments
as they may deem necessary, and as may be referred to them by the House;

fl vet and report on all appointments where the Constitution or any law requires the National
Assembly to approve, except those under Standing Order 204 (Committee on
Appointments);

g) examine treaties, agreements and conventions;

h) ntake reports and recontmendations to the House as often as possible, including
re c o mme nda t i on of propo s e d I e gi sl at i on ;

i) consider reports of Commissions and independent offices submitted to the house pursuant
to the provisions of Article 254 of the Constitution; and

j) examine any questions raised by Members on a matter within its mandate.

In executing its mandate, the Committee oversights the Ministry of Health;

According to second Schedule of the Standing Orders, the Cornmittee is mandated to consider the
following subjects:

i. Health;

ii. Medical care and Health insurance including universal health coverage.
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1.3 Committcc Membcrship
The Committee comprises the fbllowing fl{teen ( l5) Members;

4. The Cornrnittee was constitr.rted by the House on 27't' October, 2022 and cotnprises the

following Mernbers;

Chairpcrson
I{on. (Dr.) Robert Pukose, MP

Endebes Corrstituency
UDA Party

Vice-Chairperson
Hon. Ntwiga, Patrick Munene MP
Chuka/l garnbang' ornbe Constituency

UDA Partv

Members

Hon. Owino Martin Peters, MP
N.dthiwa Conqtituency -.. __-
ODM Party

Hon. Muge Cynthia Jepkosgei, MP
Nandi (CWR)
UDA Party

Hon. Wanyonyi Martin Pepela, MP
Webuye Ilast Constituency
Ford Kenya Party

Hon. Kipngok Reuberr Kiborek, MP
Mogotio Constituency
UDA Partv

Hon. Nyikal Jarnes Warnbura, MP
Seme Constituency
ODM Party

Hon. Kibagendi Antoney, MP
Kitutu Chache South Constituency
ODM Partv

' - *-Hbrr.' Jirliirs Ole.sunkuli'L'ekakerry, MP
Kilgoris Constituency
KANU

Horr. Maingi Mary, MP
Mwea Constituency
UDA Partv

Horr. Mathenge Duncan Mairra, MP
Nyeri Towr.r Constituency
UDA Pnrty

Hon. Lenguris Pauline, MP
Samburu (CWR)
UDA Partv

Hon. Ororr Joshua Odongo, MP
Kisumu Central Constituency
ODM Party

I{on. (Prof.) Jaldesa GLryo Waqo
Moyale Constituency
UI'}IA Party
Hon. Mukhwana'l'itus Kharnala, MP
Lurarnbi Constituency
ANC Partv
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1.4 Committee Secretariat

l. The following are the Secretariat who support the Committee;

Mr. Hassan Abdullahi Arale
Clerk Assistant I/FIead of Secretariat

Mr. Gladys Jepkoech Kiprotich
ClerkAssistant III

Ms. SalatAbdiAIi
Senior Serjeant-At-Arms

Ms. Faith Chepkemoi
Legal Counsel Il

Mr. Yskub Ahmed

Mr. Rahab Chepkilim
Audio Recording Officer II

Ms.Abigel Muendi
Research Officer III

Mr. Hiram Kimuhu
Fiscal Analyst III

Mr. Benson Kimanzi
Serjeant-At-Arms III
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l.lN't'ttoDt i ( r't'loN
2. tJniversal Health Cr>verage, zrs cornrnitted to by L-lN MemLrer States in thc Sustairrable

Developnrent (ioals (SDG). can contribute to health ecluity if it is properly designed and

iruplerncntccl. Gencrally, UIIC has two explicit goals of irnproving access to health
services and fltancial protection where use ol'these services does not create catastrophic
financial hardship.

3. The Kenyan Parliarnentary IJealth Cornrnittce in collaboration with National I-{ealtlt
Insurance I;und Stafl, in the run-up to scaling up the implernentation o1'UllC in Kenya,
undertook a learnirrg and benchmarking tour to Thailand between 5tl'and 72tt'Marcll2023
in Bar-rgkok, Thai land.

1.1 Benchmarh Visit Justification
4. The Kenyan Governrnent is committed to thc attainment o{ UHC. The Kenya Kwanza

Government, under the leadership of H.E president Ruto, recognizes the critical role a
healthy population plays towards socio-economic and political developrnent of a country.
The "Plan" observcs that "the most urgent concern in the health sector is the growing
burden of non-communicable diseases such as cancers, heart disease and diabetes-related
complications that, i1'not addressed urgently, will become a threat not only to health but
also to the socio-economic wellbeing of the country.

5. Presently, 36 per cent of Kenyans are at risk o1'bcing irnpoverished by the financial burden
of catastrophic illness." Specilically, the govel'nment observes that thcy are committed

- and determirred to realise the constitutional right to health in the shortest tirne possible by
delivering a Universal l-lcalth Coverage (UIJC) system built on three pillars as lbllows:
Providc National I{ealth lnsurance Fund coverage lbr all o1'Kenyans without exclusion
in the policy of "Leaving No One Behind". Additionally, the government is cognizant of
the tact that: -

... lhe NHIF stillfalls.far short o/'the social health insurance schente lhal il ought to be, both
in ils design aswell as olteralionalper/brmance. T'hesc,vhortcomings includclhc./act that NIIIF
is primarily designed to bc /ilnded by statulory pctltvull deductions.f|om employees in the./brmal
wage econonry- at only l5 per cent of Kenya'.s work/brce. IYhile NIIIF ha.s sought to expand
coyerage to the vast majot'ity who are self-entployed through volunlary cnrolntent, this has

conte wilh challenges nolubly intermiltent payntcnt.s of people typically anrolling v,hen lhay
are unv,ell i.a., adverse.s'elacliort. The slalulory payroll syslem i.s'also inequilable because

deduction is on individuals while benefils accruc to households. Thus, households v,ith one

payroll y,orker and lhose y,ilh lyvo or more rcceive lhe same bene/its even though they
contribute dilferent amounls. Moreso, the shift lotvards curative at the expense of prevenlive
care, v,ilh lhe share of inpolienl expendilure increasing.fi'om 23 per cenl lo 29 per cenl over
the last decade (2010 - 2020), v,hile the preventive cat'e spending declined./i'om 24 to l2 pcr
cenl. The shi/i .from chcal) lo expensive is cr sy.slantic problem vilh insurance Jinanced
hccrlthcare systems. Frctgnrented overlapping schcma.; within the NHIF, .fbr exantple, Linda
Manta, civil servonts'schante, school children ancl elderll)support, underntine lhe principla
and bene/ils ti the y,idest po.ssible risk pooling thut a social haalth insurance scheme is
sttltltctsed lo provide. Tha operational capacity ho.s nol grou,n in landent wilh lhe enrolmenl,
leading to ine//iciency, high atlminislrcrlive cosls, and poor responsivenes^s lo its cuslomers and
service providers.

6. The decision for Thailand's visit was thereby infbrrned by the following facts: - that,

l. Thailand is an upper-rniddle income country which has demonstrated exemplary outcomes
of Universal Health Coverage (UHC). Allcr lbur decades of hcalth inli'astructure
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developntent and three decades of extending financial risk protection targeting diffbrent
population groups with a comprehensive benefits package, Thailand firrally acliieved UHC
in2002, through implementing three public health insurance schemes: -

(a) The Civil Servant Medical Benefit Scheme (CSBMS) for government ernployees and
retirees and their dependents.
(b) Social Ifealth Insurance (SHI) for private-sector employees; and
(c) Tlre Universal Coverage Scheme (UCS): The UCS, launched in 2002, is firianced by
general tax revenue through annual budget allocation. fhe SHI is financed by tri-partite
payroll contributions, equally shared by the employee, employer, and government, while
the CSMBS is financed by general tax revenues.

2. UHC in Thailand has remarkedly improved health-utilisation outcomes and economic
merit. The irnplementation of UCS has reduced the probability that a sick f,hai would not
receive formal treatment by increasing the probability of both outpatient (OP) and inpatient
(IP) services utilization at public hospitals. fhe greatest increase in OP utilisation has been
witnessed amongst the poorest part of the population.

1.2 Terms of Referencc

7 . The Committee relied the following terms of references for its study visit: -
To study the critical success factors for UHC irnplernentation fi'om Thailand.

- ,Io establish the UHC impiementation governance and financing-strlctures.

To understand benefits package development and implementation processes.

To understand beneficiary identification and care access processes.

To establish claims management infrastructure and processes.

To understand the Primary Health Care model and how this interacts with secondary
and tertiary health care provision.

To establish the role of private sector in the success of UHC implementation.

8. The delegation of the National Assembly consisted of four Members of Parliament and a
Cler* Assistant as follows: - Hon. Patrick Ntwiga Munene, MP Vice-Chairman and the
leader of delegation, Hon. Prof. Guyo Jaldesa Waqo, MP, Hon. Joshua Oron Odongo and
Hon. Maina Mathenge, MP and Hassan A. Arale as delegation Secretary.

9. The delegation was also accompanied by delegation from the National Hospital Insurance
Fund led by Mr. Dennis Muthomi a board member, Mr. Wambugu Kariuki Ag. Director
BPM Ms. Judith Otele the manager Case Management.

vll
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l. Background Information

10. Universal health coverage (UIIC) by 2030 is a laudable goal, yet alarmingly off track for
ltlauy countries. Studics show that llimited zlcccss to hcalth services was the main {actor

in the failure to achieve the Millenniunr Developnrcnt Goals in low and rniddlc-iucotnc
countrics; this failure may be rcpcated in achieving UI{C and other health-relatcd
sustainable devcloprncnt goals by 2030. Slow progress towards UllC is olten bccause

only srnall-scale projects are developcd rather than comprchensivc policy approaches aud

refbrrns.

I 1. I'herc arc both technical and political constraints to UHC implcnrentation. 'fhis

notwithstanding, other countries' experiences have dernonstrated that it is not irnpossiblc
with strong and sustained political goodwill and actions. UHC requires a 'whole of
governlnent' approach on coordinated legal and policy fi'ameworks that focus on both
health and socio-economic policies to achieve equity and access. The political will to
increase population and service coverage is critical and requires actions ft'om a range of
stakeholders, including civil society and technical expertise engagement. Additiorrally,
ensuring financial protection for people using health services requires increased flscal
space and commitrnents to public Iinancing 1br health.

UHC I'hilosophics: -

12. l-lealth is considcrcd as an important cornponent of thc cluality of life.

13. I{ealth security is a system of life security which gives a person confidence that they will
be able to indulge in appropriate health behaviour and would be able to get complete
access to health plomotion and disease prevention services. They should also be able to
access the quality liealth services without any obstaclcs when they are ill arrd in need o1'

rnedical care.

14. Equity in hcalth can take placc only when those with dilferent social, economic, zrnd

cultural statlts have the equal opportunity to get access to qurality health care, whcreby
their responsibility to pay for the cxperlses should depend on their ability to pay.

15. Universality indicates the basic philosophy under the national health security lbr which
all people should havc the right to obtain universal access. For whatever reason, nobody
should be left out, oven on one's own, based on equal respect o1'the status and right of
the human dignity of people.

1.2



a. Thailand UHC Implementation Governance Structure
16. Before UHC policy was adopted and enshrined as a government agenda in Thailand, there

were several multi-health insurance schemes covering 7\Yo of population with different
benefit packages, government budget subsidies and payment methods as follows: -

Scheme

Introduced in
Target
beneficiaries

1975s
Poor, elderly,
children under
l2 years,
32%

Civil Servant
Medical
Benefit
Scheme
(csMBS)
1980s
Govt employees
& dependents,
retirees
32%

Voluntary
Health Card
(vHC)

1983s
Non-poor,
predominantly
rural
20%

Govt budget and
household

Social Health
Insurance
(sHr)

1991s
Private sector
employees:

7%

Payroll
contribution,
Tripartite
Capitation

Lorv
Card
(Lrc)

Income

Population
Coverage
Funding

Payment to health Budgeting
facilities

Govt budget Govt budget

Fee-for-service, Budgeting
reimbursement

17. Thailand eventually attained UHC in 2002 underthe stewardship of National Health
Security Office (NHSO).

2.2 National Health Security Office
18. As the body charged with UHC irnplernentation, the NHSO Vision is to ensure everyone

who lives in Thailand is covered by UHC and has access to health care with confidence
when they need it. Their Mission is to ssecure Thai residents' health needs through an
effective, equitable and responsive coverage, access, and utilization grounded on
evidence-inforrned decisions and participation.

2.2.2 NHSO Goals
19. Are abbreviated as "CSG" for: -

a) Coverage that is effective, equitable and responsive
b) Safe Financing System and
c) Good Governance

20. The NHSO uses five ensure strategies to achieve their goals to realize their mission and
vision:

a) Ensure coverage and access for vulnerable and underutilization groups.
b) Ensure quality and adequacy of health services.
c) Ensure financial efficiency.
d) Ensure participation and ownership of all stakeholders and
e) Ensure good governance.

2.2.3 NHSO Responsibilities
21. The National Health Security Act. 2002 Section 26 authorizes the National Health

Security office (NHSO) with the following responsibilitics: -

13



.*--+-r!. %

a) Administration of the National Health Security Committee, and the National
Committee for Quality Accreditation.

b) Compile and analyse data on health services.
c) Organize systems for registration of beneficiaries, service provider and their

networks.
d) Administer the Fund according to the regulations.
e) Pay service expenses to health providers and their network under regulation

determined by the National Health Security Committee.
f) Carry out claiming process for medical services provided by the service

providing units.
g) Make service registration for people and allow them to change their registration

as required.
h)- Monitor and control service -qualily to be _at standard level and make

convenience to people when complaining.
i) Process authority, ownership, and assets.
j) Organize rights and legal procedures concerned with its assets.

k) Collect relevant fees related to its functions and
l) Authorize other organizations to carry out activities under the responsibility of

the office.

14
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2.3 NHSO Governance Structure

# NHSO

Focusing on proactive

work aiming at the

organizing syslems to
increase the accessibility

of public services in

quality and effectively.

Focusing on proactive

work aiming at further

development and

strengthening of health

security fund and other

related rnatters.

Netionel Heelth Seonity Office

Focusing on driving mechanism

to support participation of

various groups, proactive

response, rights protection,

driving mission of quality control

committee and contact center

(modified from call center)

Focusing on

systematization and

technology and

in{ormation management

to suppod monitoring &

Evaluation. Utilizing of

large databases as well as

building knowledge and

research

Focusing on

communication

mechanism of health

security to various

groups through new

media platform for

example:social media,

digital media rncluding

organization

communication,

management of news

and respondinq to rrsk

Direct Reporting Entities

lnternal Audit Office (lA0) Policy Advocacy Unit (PAU)

NHS0 RegionalOffice

(13 Region)
Fund Management Unit (FMU)

Agile Team Unit (ATU) Ad ministration Unit (AU)

Cluste12

Community Care

Commissioning Cluster

(CCC)

Cluster5

Communications and

Media Cluster

(CM)

Clusterl

Primary Care

Commissioning Cluster

(PCC)

Cluster4

Monitoring and

Evaluation Cluster

(ME)

Cluster3

People Engagement and

Entitlements Protectron Cluster

(PEP)
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2.3.1 NHSO's Board
22.The National Health Security Office was established in 2002and was set up as one of

public organizations to respond to the public in relation to UHC implementation in
f'hailand. It is made up o1'National I-lealth Security Board and Standard and Quality
Control Board

2.3.1.1 National Health Sccurity lloard

23. Urrder the National l.lcalth Sccurity Act.2002. Section l3 "National Ilealth Security
Board" is rnade up of:

a) Thc Minister of Public l-lcalth as a Chairman,
b) The Permanent Secretary fbr Defence, Permanent Secretary for Finance,

Permanent Secretary fbr Cornmerce, Permanent Secretary for the Interior,
Permanent Secretary for Labour and Social Welfare, Permanent Secretary
for Public I-lealth, Permanent Secretary fbr University Affairs, and the
Director of thc Office of the Budget,

c) A representativc o1' each Municipality, a represerrtative of each local
Provincial Adrnir-ristrative Organization, a representative of each local
Tarnbo Adrninistrative Organization, and a representativc of other local
government organizations elected by executives of its organizatior-r,

d) Irive reprcscntativcs o1, clected by, representatives each of wl-rich fi'om a
non-profit privatc organization implementing activities fbr.the fbllowing-
groups: Childrcrr and adolescents, Wornen, Elderly, Disabled or mental
health patients, IllV or other chronic disease patients, Labour, Populous
communitics, Agriculturists and Minorities

e) Five representatives o1'health professionals each of which shall be from the
Medical Council, the Thailand Nulsing Council, the Pharmaceutical
Council and the privatc hospital association.

D Seven qualilied persons appointed by the Cabinet each ol'which shall be

experts frorn the fields of health insurance, medical science and public
health, Thai traditional rnedicine, alternative medicine, finance, law and
social sciences and

g) The Secretary General shall be the Secretary o1 the Board.

2. .3.1.1.1Thc National Ilcalth Security powers and dutics
24. Under National I{ealth Security Act. 2002 Section l8 the duties of the National Ifealth

Security Board" include: -
a) To prescribe the health scrvice provided by a I-lealth care unit and Network of

hcalth care units and to prcscribe the standard of implementation, regarding
natior.ral health security, to be effective.

b) To provide advice to thc minister on the appointrnent of olhcials and the
cnactment of ministcrial rcgulations and notifications on execution ol this Act.

c) To plescribe lirnits and types of I-lealth service necessary to health,
sustainability, and thc ratc ol Cost sharing.

d) fo prescribe the rulcs ol fund management and irnplementation.
e) To prescribe rules, procedurcs, and conditions in discharging the Secretary

General and to prescribc qualifications and forbidden qualifications of the
Secretary General.

D To issue rules on money feceipt and payment, saving money, ar-rd rnaking benefit
of the Fund.

16



g) To prescribe rules, procedures, and conditions on payment of preliminary
assistance to reimburse a beneficiary who is subject to damage or injury caused
by any service provided by a Health care unit where the wrongdoer is non-
apparent, or the wrongdoer is apparent, but such beneficiary cannot be
reimbursed within a period deemed appropriate in accordance with section 4l.

h) To encourage and cooperate with local government organizations in
implementing and managing the health security system in local areas by
considering their readiness, reasonableness, and need, in order to establish
national health security residents of such areas as prescribed in Section 47.

i) To encourage and prescribe rules making it possible that non-profit community
organizations, non-profit private organizations and non-profit private sectors
implement and manage local funds by considering their readiness,
reasonableness, and need by lneans and encouraging procedures of participation
in order to establish national health security residents ofsuch areas as prescribed
in Section 47.

j) To prescribe rules in hearing opinions of providers and beneficiaries in order to
improve the quality and standard of Health service.

k) To prescribe rules on the punishment of administrative fines and revocation of
enrolment.

l) To create reporls on implernentation and obstacles to implementation, and all
accounts and finances of the Board to annually submit to the Cabinet, the House

. of Representatives, and the Senate within 6 months from the last day of the fiscal
year.

m) To hold an annual meeting to make it possible that the Board hears general
opinions of providers and beneficiaries and

n) To perform such other duties as prescribed by this Act, the Minister, or other
laws.

2.3,1.2 Standard and Quality Control lloard
25. According to the National Health Security Act.2002 Section 13, the Standard and Quality

Control Board shall consist of: -
a) The Director General of Department of Medical Services, the Secretary General

of the Food and Drug Administration, the President of the Hospital Development
and Accreditation Institute, and the Director of Division of Medical Registration.

b) A representative of the Medical Council, a representative of the Thailand
Nursing Council, a representative of the Pharmacy Council, and a representative
of the Law Society of Thailand.

c) A representative of private hospitals who is a mernber of the Private Hospital
Association.

d) A representative of the Municipality, a replesentative of the Provincial
Administrative Organization, a representative of the Tarnbo Administrative
Organization, and a representative of other local government organizations
elected by executives of its organization.

e) A representative of professional nurses, a representative of midwives, a

representative of dentists, and a representative of pharmacists.

0 representatives of the Royal College of Medical Specialty, each of which is from
the field of obstetrics and gynaecology, surgery, internal medicine, and
paediatrics.

g) Three representatives elected by, arnong, representatives of health care
professionals, each of which is florn the field of applied traditional medicine,

t7



26

physical therapy, medical technique, radiological technology, occupational
therapy, cardio-thoracic therapy, and communicative disorders.

h) Five representatives of, elected by, representatives each of which is fi'om a non-
prolit private organization inrplementir-rg activities fbr the lbllowing groups:

Children and adolescents, Womcn, Iilderly, Disabled or mental health patients,
FIIV or other chronic disease patients, Labour, Popr.rlous comrnunities,
Agriculturists and Minorities.

i) Six qualilied persons appoir-rted by the Minister, each of which, at lcast, is a
qualilied person in tropical larnily medicine, a qr.ralified person in mental health,
and a qualilied person in Thai traditional Medicine and

j) The Secrctary Gcneral shall bc the secretary of Standard and Qurality Control
Board.

2.3.2Thc Standard and Quality Control Board shall have powcrs and dutics
as follows:

The Board will be able to: -
a) To controlthe standard and quality of Health care units and Networks of health

care units pursuant to Section 45.
b) To monitor the health service provided by Health care units to meet the

standard and quality in the casc whcre such l'lealth care units provide a level of
services higher thar-r thc health service pursuant to Sectior-r 5.

c) To prescribe the measurernent, controlling, and encouraging of quality and

standard of l{ealth care units and Networks of health care units.
d) To submit standard prices of treatment o1- all diseases to the Board to set up

regulations prescribing expenses of Health service to Health care units pursuant
to Section 46.

e) To prescribe rules, procedures, and conditions for the cornplaint of a person if
their right is violated due to the health service, procedures for such complairrt,
and rules and procedures for assisting a pcrson, if their right is violated due to
the health service, as well as to determine a Complaint Unit to facilitate people
in freely submitting cornplaints, irrespective of the person who is complaining.

{) To report the results of inspecting and controlling quality and standard of
Health care units and Networks of health care units to the Boar:d and notify
such result to l{calth care units or their authorizing agency to irnprove, modify,
monitor, and evaluate the effuct of quality and standard improvement.

g) To encourage people' participation in inspecting and controlling Health care

units and Networks of health care units.
h) Provide payment of preliminary assistance to a beneficiary who is subject to

damage or injury caused by any service provided by a Health care unit and the
wrongdocr is non-apparent or the wrongdocr is apparent, btil such beneficiary
cannot bc reimbursed withir-r a period decmed appropriate pursuant to such

regulations, proccdnrcs, and conditions as prescribed by the Board.
i) To encourage establishing of an information system lbl decision rnaking of

people to get health selvice and
j) To perform othcr duties fbr the execution of this Act and other laws or such

duties as plescribed by the Board.
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1. BENCH MARKING EXERCISE: ACTIVITIBS, FINDINGS AND LESSONS
27 . The learning and benchmarking visits started on 7tl' March, 2023 with a courtesy call to

the Kenyan Ambassador to Thailand, Mr. Lindsay Kiptiness. The Ambassador apprised
the team about the international relationship Kenya had with Thailand, and the most
prominent areas of collaboration, which includes: Agriculture, I{ealth, Training and

Expatriate assignments
28. The team was assigned an employee of the embassy, Mr. Mutunga, to be the liaison person

between the Embassy, the National Health Service Organization, and different healthcare
institutions the team was to visit. The Kenyan delegation, in its experiential visits, was

beefed to include: -

29.The benchmarking exercise included engagement with key Thailand governrnent and
private sector stakeholders in the health sector. Information sharing was through
presentations and site visits.

Name Position Institution

1 Hon. Lindsay Kimwole Kiptiness Ambassador Kenya Embassy, Thailand

2 Mr. Sebastian Mutunga Ileli First Counselor Kenya Embassy, Thailand

a
J HTA Master's Student Mahidol University (Under

Thailand Government
Scholarship)

Ms. Patricia Nyokabi

4 Ms. Tabby Oketch I{TA Master's Student Mahidol University (Under
Thailand Government
Scholarship)
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3.1 Visit to NHSO 10th March 2023: Pictorial

Photo: Vice Chair PHC, Hon Patrick Nnaiga Kenya Ambassandor to Thailand, H.E. Lindsay
Kiptiness during a Presentation

Photo: Vice Chair PHC, Hon Patrick Nlv,iga'vyith the Head, NHSO and Kenya Ambassandor
to Thailand, H.E. Lindsay Kiptiness

I
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30. The most critical strategic direction for NHSO to sustain the successful inrplementation
of UHC in Thailand is through consistently: -
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l. Promoting the use of primary care
2. Employing close-end and performance-based payment methods: capitation for out-

patient and PP, DRG weighted global budget for inpatient.
3. Ensuring good quality of care through:

a. Hospitalaccreditation
b. Registration of provider
c. Hospital profiles
d. Standard practice guidelines
e. Ensuring beneficiaries have access to services under National Health Security

Act including the Promotive and preventive care, Diagnosis, Curative care,
Medicine, medical supplies, organ substitutes, and rnedical equipment,
Delivery, Boarding expense within health care unit, Newborn and childcare,
Ambulance or transportation for patient, Pphysical and mental rehabilitation
and other necessary expenses as prescribed by the C.ommittee.

3.1 .1 Population Coverage under NHSO

+ NHSO
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3.1.2 Distribution of Service Units under NHSO

Seruice

Special service
L Renol replocement theropy
(capo, apq Hemodiolysis, KT)

2. HIV& AIDS

3. Metqbolic Diseose
Z ThaiA. Altornntirro modicino

Teftiary Care Units

6 Heart units
2 cancer units

@ NHIUnit
Province Transfer Unit CUP PCU

Nonta Buri 14 43 137

Pathum Thani
13 43 144

Ayutthaya 16 16 236

Ang Thong 7 I 86

Lop Buri 14 13 156

Sing Buri 6 6 55

Saraburi 13 13 150

Nakhon Nayok 6 6 63

SUM 89 147 1,023

Fig 2: Scrvica units

Community Health System
" Operotion and Manogment by Local Government Orgonizatlons "

2006 20LL

\,<.J *a. r.-., ,--r

Local Health
Security Fund

Objective
. Health Promotion
. Disease Prevention
. Proactive Primary care
. Rehabilitation

Provincial
Rehabilitation Fund

Objective
. Dlsablllty & Elderly care
. Asslstlve devlces for disabllitles
. Equlpment repalr center
. Home Medical Equlpment
. Home improvement for safety
. Support IMC

20L6

Long-Term Care

Public Health Fund
for Dependent People

Objective
. Home ward
. Long-Term Care
. Palliative Care
. End Of Life Care

Fig. 3: Health Syslems Organization
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Photo: A Visit to one of the pharmacy provider outlet under NHSO

3.1.3 Provider Payment and Cost Cointainment Mcthods

31. Thailand employs budget allocation" for all UCS hospitals, which has two main
objectives: -to ensure performance and cost containment and provide more quality
services. To ensure performance and cost containment, the NHSO transfers an initial
budget to all UCS hospitals by calculating the recent year data.

32.For OP/PP services using differentialcapitation in each age group, and then multiply with
registered populations.

33. For IP services using DRGs system by relative weight point, in accordance with hospital
workload in last year.

34. For workload data of eacli hospital, the NHSO receives it fiorn an electronic-claim system
they also perforrn Central Reimbursements to incentivize hospitals to provide more
service and quality service to target UCS beneficiaries such as pay for Perfonnance in
terms of gained quality and outcome framework.
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+ NHSO
UCs Allocation and Reimbursement

OP

Payment

Differential Ca pitation

Ca pitation

DRGs system with global budget
using Relative Weight (RW) point

lncentive
(Central Reimbursement)

Fee Schedule (Add-on OPHC & instiument)

Point System under global budget (OPAE)

Pay for Performance
(Quality and Outcome Framework)

Fee Schedule (Add on instrument ,HD)

Disease Management I nitiative

PP

IP

35. Tliere are llve provider payrnent rnethods applied fbr tlie UCS.

l. Diffbrential capitation, which is applied for outpatient and liealth promotion and
prevention activities.

2. DRG with global budget which is applied lbr liospitalizations or inppatient services.
3. Fee schedule payrnent, which is applied fbr rnany health services fbr exarnple, central

reimbursement, rehabilitation, Thai Traditional medicines, IJIV Aids, and chronic
kidncy disease.

4. Perlbrmance based payment which is used as linancial incentives lbr health providers
to increase efficiency and quality of health care services.

5. Matching Fund between NI-ISO and local governrnent or municipalities on disease
prevention, health promotion and rehabilitation services.

Performance and Cost Containment To provide more seryice and quality
service
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rAT I\rlDU
Provider Payment methods in UCS , \r!.4 -.rr kr'., t-(

Payment method

differentlal
capltatlon

DRG

wlth global budgel
Fee

schedule
Pay for

Performance
Matchlng fund witt

local gov.

L. Capitation
1.1 Outpatient service
1.2 lnpatient service
1. 3 Central Reinrburserlent
1.4 Health pronlotiolr & clisease

rrevelrtion service
1.5 Rehabilitation service
1.6 Thai traclitional medicines and

rrassage service
1.7 No fault liability for patient ancl

realth nersonal
l. HIV&AIDs
i. Chronlc kidnev disease
4. Control chronic disease eg. DM
HT, Chronlc psvchlatric
5. Lons term care service
5. Primary care cluster

36. Differential capitation is applied for outpatient and health promotion & prevention
activities as seen in yellow highlight.

37. DRG with global budget is applied for hospitalizations or In Patient services.
38. Fee schedule payment is applied to many health services for exarnple; - central

reimbursement, rehabilitation, Thai Traditional medicines, HIV AIDS and Chronic
kidney disease.

39. Performance base payment It is used as financial incentives for health provider to increase
efficiency and quality of health care service.

40. The last method is Matching fund between NHSO and local government or municipalities
on disease prevention, health promotion and rehabilitation services.

3.1.3.1 Cost containment
41. Under the UCS there are at least five (5) interventions that are applied to control the cost

of care:
a) Primary Health Care networks and providers act as a gatekeeper to rnanage the

utilization of higher-level of care.
b) The use of close-end provider payment methods such as capitatioll, DRG with

global br-rdget, fee schedule and fee for service.
c) The phaunaceutical benefit under the UCS which is based upon the National

Essential Drug List, and which includes medicines that are selected based on
the ir eff'ectiveness, s afety, and cost-effectiveness.

d) central price negotiation systern is in place for high-price equipment and
medicines, to collectively bargain for best-priced items and

e) Finally, the NHSO sets priority before expansion of benefit packages.

Cost Containmcnt strategies

42.The following are the cost contairunent strategies NHSO applies in its health care
provisions;

a) Primary Healh Care- a gatekeeping system to manage the utilization of high- level care
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b) The clse-end provider payment rnethod: Capitation, DRG with global budget, fee

schedule and fee for service.
c)The National Essential Drug list which includes medicines that are selected based on

their effectiveness, sa{'ety and cost efTectiveness.
d)l{igh-price equipment and medicine a central price negotiation systerres is in place to

collectively bargain lbr best-priced iter-ns and

e) Priority- settir-rg lbr cxpansion ol' benefits.

3.2 Acccss to llcncfits ancl Claims Managcmcnt

CLAIM & AUDIT FLOW SYSTEM + NHSO

provide

Ctairnirrg

expense

,.-)
l5t adjudicatiorl i

-')
2rrd adirrdicrtion I

-r€port---- -- C, Deny Acept

I
Audit (Ai/auditor)

Verification Acept
r... .,----_'

!

Post-audit

lrrt.n r_lTt11)ft 1 znTt(]t,t (rcIl

HrGH-r COST E.6..CAG.rK )

t!!---J

(rarrdtrnr By auditors exp€rts)

ffi

Ir

I

I

I

I

I

I

I

I

I

I

I

I

I1'
t-

ffi

Consumer' right protection: Regional acts

43. The lbllowing arr: consLlrner rights proteotion strategies;
a) Beneficiary registration/Provide inlbrrnation (Q&A) and file complaints
b) Active communication through various channels
c) Ensure standard and quality of care through promoting and supporting quality

improvement program/tneasure, monitoring, visiting, etc.

d) Cornplaint management handling and

e) No fault compensation

Partncr networl<s participation
44. The fbllowing are the partner network participations centres in Thailand

a) 73 Customcr Service Centers in CUI'}

b) 8 Center fbr Coordinatior-r of UCS (provincial MOPII)
c) 17 Independent Con-rplaint Units

Challcnges
45.'fhe challenges NI-ISO mcets in its daily provision of health care services includes;

a) the scarcity ofhealth resources
b) Inequitable distribution of health facilities, particularly in rernote areas

SERVICT UIIIT

Authentica tion
E Cl-/ilN1
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c) Inaccessibility of deprived people and
d) Over-workloads of providers.

3.2,1 Visit to Bang-Pa-In on 10il' March2023
46.The delegation visited Bang-Pa-ln Hospital Phra Nakhon Si Ayutthaya Province on 10tl'

March, 2023 whichNHSO has 5-yr budget allocation. The Hospital has a vision of "The
health security system to which the people have confidence on access" and a Mission of
"Secure people toward effective equitable responsive coverage, access, and utilization by
evidence-informed decision and participatiorl".

47 .It is located at the South of Ayutthaya and borders Wanganui, Bangsai, PraNa Khon Sri
Ayutthaya, Uthai and Klongluang. It covers an area of about 229.1 square Kms and is
divided into 18 Sub-districts with a registered population of around I i 0,000 people. It has
two (2) major industrial estates.

3.2.2 Learning Objectives
48. The following were the learning objectives of the Committee tour

a) Healthcare Services and Reimbursernent
b) AuthenticationSystem
c) Claim System and
d) Audit System

3.2.2.1 Healthcare Services and Reim bu rsement
49.The team was taken through a practical demonstration of: -

a) Authentication process before getting a service.
b) Necessary Healthcare services based on Benefit package.
c) Data arrangement to reimburse the budget (global) based on NIfSO Criteria and
d) How information is checked, and payrnents repofted to be in accordance with

NHSO's billing cycle.

3.1.1.2 Authentication System Platform Hospital
50. Thailand currently uses 5 authentication Platforms. Which are:

a) The QR Code
b) The ERM System
c) The New Authentication Code System (for PP)
d) The Kios Machine and
e) The NHSO API

3.1.1.3 Claim System

50. E-Clairn and DMIS are the two claim Programs used to get budget reimbursement in
NHSO. For E-Claim the following Data are keyed in, IP data, OP data, Emergency Patient
data and specific purpose services while under DMIS program and other for specific
diseases, TB, AIDS and down Syndrome data are keyed in for reimbursernent.

3.1.1.4 Audit System

51. There are both internal and external Audit systems in place in NHSO. Internal audit is
done by PCT Tearn and the Medical Auditor Committee for Medical Record. There are
Pre and Post Audit processes.
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4.0 COMMITTBE OBSBRVATIONS
52. The Committee having considered the report observed as follows: that,

The most critical strategic direction lbr NI-ISO was to sustaiu the successlul
implernentation o1- UIIC in Thailand is through consistently Promotirtg the use of
primarl, care and ernploying close-end. and perlbl'qance-based payureut urethods,
capitation lbr out-paticnt and promotive and preventive care (l'P) and Diagr-rostic

related groups (DI(G) weighted global budget 1br inpatient.

2. NI-ISO ensures good quality of care through:
a) I{ospital accreditation
b) Registration of provider
c) I{ospital profiles and
d) Standard practice guidelines.

3. NIJSO ensures beneficiarics have access to services under National Health Security Act
including: Promotive and preventive care, diagnosis, curative care. Medicine, mcdical
supplies, ol'gan substitutes, and rnedical equiprnent. delivery. boardirrg expense witliin
health care unit, new born ar-rd childcare, ambulance or transportation Ibr patict-tt,

physical and rnental rehabilitation and other neccssary expenses as prcscribed by the

Cornmittee.

4. Under Nl-lSO there are live provider payment methods applicd for the IJCS. Which are,

a) Differential capitation, which is applied for out-patient and health prornotion and

preventi on activities.

b) DRG with global budget which is applied for hospitalizations or in-paticnt services.

c) Fee schedr-rle payrnent, which is applied for many health services for exarnple, central
reimbursement, rehabilitation, 'l'hai fraditional medicines, I-llV Aids, and chronic
kidney diseasc.

d) Performance based payment which is r-rsed as financial irrccntives fol health providers

to increase efliciency and quality o1'health care services.

e) Matching lund between NI:ISO and local government or municipalities on disease
prevention, health promotion and rehabilitation services.

5. Thailand currently uses 5 authentication Platfbrrns which includes the QIt Code, the

ERM System, thc New Authentication Code System (Ibr I'P), the Kios Machine and

the NIISO Al'1.

6. There is need lbr the parent Ministry to accompany luture Cornmittee clelegatior-r and

not only the SAGAs so that it owns up the outcome.

7. All NHSO card holders are treated in governrnent l-realth lacilities across the Country
without restrictions on which tacility they are registered witli.
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5.0 COMMITTEE RECOMMENDATIONS

53. The Committee recommends: - that, for the critical success for UHC implementation in
Kenya.

1. The Cabinet Secretary for health through NHIF should establish the UHC
implementation governance and financing structures.

2. The Cabinet Secretary for health through NHIF should establish strong and reliable
beneficiary identification, care access processes, benefits package development,
irnplementation processes and eventually establish clear and reliable claims
management infrastructure and processes.

3. The Cabinet Secretary for health should establish elaborate Primary Health Care model
and how it interacts with secondary and tertiary health care provisions.

4. The Ministry of health should establish the role of private sector in the success of UHC
irnplementation.

5. The Ministry of Health should establish structured referral process in the Country.

6. There should be a uniforrnity in the healthcare set up in our Country and uniformity in
the kind of quality of offered healthcare services across the Country.

7 . All National Health Insurance Fund card Holders should be allowed to be treated across
government health facilities in the Country without restricting thern to register at a

Sign Date...
\ouS

HON. DR. ROBERT PUKOSE, MP.

CHAIRPERSON, DEPARTMENTAL COMMITTEB ON HEALTH
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MINUTES OF THE SITTINGS





MINUTES OF FOUR:TY TI{IITD SITTING OF TI{E DEPARTMENTAL
COMMITTEE ON HEALTI{ HELD IN COMMTI]EE ROOM 7 IN PARLIAMENT
BUILDING ON TUESDAY 25 1.'I APRTL, zoz,s A1- ro.so A.M.

PRESENT
t. The I-Ion. Dr. Pultose llobelt, M.P - Chairperson.
9.. The FIon. Ntq,iga Patriclt Munene, M.P -Vice-Chairperson
9. The I-Ion. Dr. Nyiltal James'Warnbura, M.P
+. The I{on. Surnlturli Julius Leltaheny Ole, EGi{, trBS, M.P
5. The l{on. Kibagendi Antony, M.P
6. The I-Ion. Profl Jaldesa Gr-ryo Waqo, M.P
7. The [-Ion. Wauyonyi Martin Pepela, M.P
B. The I-Ion. Oron Joshua Odongo, M.P.
9. The IJon. Muge Cynthia Jephosgei, M.P

ABSENT WITH APOLOGY

1. The IJon. Itipngor Reuben Kiboreh, M.P
2. The Hon. Lenguris Pauline, M.P
S. The l{on. Mary Maingi, MP
+. The l{on. Mathenge Duncan Maina, M.P
5. The I-Ion. Ou,ino Martin Peters, M.P
6. The I-Ion. Titurs I(hamala, M.P

COI{MITTEE SECRETARIAT

1. Mr. I-Iassan A. Arale - Clerk Assistant I
2. Ms. Gladys I(iprotich - Clerlt Assistant III
S. Ms. Iraith Cheltlternoi - Legal Counsel II
*. Ms. Rahab Chephilim - Aurdio Officer
5. Ms. Abigel Mr-rinde - Research Officer Iil
6. Mr. Benzon l<irnanzi -Serjeant At Arms

MIN. NO. NA/D C-H/ q,oq,s / t ss, MI NARIES /INTROD UCTION

The meeting was called to order at 10.50 a.m. i,vith a u,ord of prayer by the I-[on. DL. Robelt
ukose, M.P - Chairperson.

DC-H /r 4:C

The lbllowing minLrtes uiere confir'med: -

l.Minutes of the 37tl'siting u,ere confilnrecl as the true lecorcl of the Committee
delibelations aftel it u,as 1>ro1>osed by the I-Ion Oron Joshua Odongo, M.P and seconded By
The I-Ion. Wanyonyi Martin Pepela, M.p.

2.i\4inutes of the sstl,Sitting u,ere conflrmecl as the trr-re record of the Coururittee
deliberations after it u,as prol>osecl by the I-Ion. Dr'. Jaures N),ihal, MP ancl seconcled by the
I-Ion. Sunltr-rli.IurliLrs Leltalteny Ole, EGI-I, liBS, N4.i)



It.Minutes ol'thc I-)9tl'sitiug u'ct'c c;ontirrnc:cl a.s thc tltrc clelibcrations o['ihc (]orrrrnittce alter'
it u'as proposecl by thc Olor: .loshr"ta Oclonuo, N{.1) ancl scconclecl l>y tlrc I'lon. Wanyinyi
Martin Pcpcla, N4.l).

l,.Nlrnrrtt's oI tlrc I,()tlr.silirrr,; rvcrt'r:orrlirrrrt'rl ;rs tlrt'trrrc rt.r:orrl ol'tlrt'(]orrrruittt:r'
rlr:lillcrirtiort.s irIii:t il u'its 1lt'r>lrosctl lr.1,t]rc IIorr. N{trs^('('l,rrllriir .lr'1llir>sr;c'i, N'l.l' ;rrrrl

.sr:t:ottclcrl lrl, llrr: i Iorr. ()r'<irr .J<lslrtrlr Orlorrqo, N{.1'.

5.N4intrtcs ol'tlrt: l'2"'l siting u'r:t'r: t:r>nlit'rrrt'rl a.s tlrr: tltrr: r'c<:r>r'rI r>f'tlrc (llrrrrrrittt'r'tlt:]illo'irtir>rrs
a{icr it \\'as I)r'ol)osctl b1'thc IIotr. OI'on.loslrtt:t Oclortgo, N4.l) anc[ ,sc:t:onc[i-'r[ l;.y thc I'lorr. N{rrg(:
O5,11 11r", .lcPltosgci, N4.l)

I{IN. NO. NA/DC-II/9O29l r S5: CO}{SIDI'ITN TION OI''I'J.IU UNIVI'RSAI- IJEAI-'I'II
COVERAGtr BENCI-IMAITKING VISI-I. TO THAILAND FROM zTI-I TO I gTI{
MARCH. zoqs

Thc follorving repolt u,as consiclcl'ecl clrrring the meeting';

I. ttttivct'sal Ircaltll coYcl-aUC lrcttcltttlat'liinq vi.sit to'l'ltailartcl Ilcl>ort Ii'ont ith to l2th
nrarclr, 20211

IoN IT 'I'I IIi II LI,oWIN Iltil,ott
I'lrt: fbll<>rvil).(I relx)l'ts u cl'e acloptccl rltrling l lrc nreel.inu;;

Ilr'por t orr (lrt' lrcrrt:lrrtrir rkinl,; r'isit to Sotrth r\{l icir N"lt'tlit:al Ilcs<,:arr:lr (lorrrrt il Iloirr
lStlr to rlircl t\4at'ch,2023 rvas conlirrnecl ancl acloPtecl as- the true rcllection ol'thc
conrrnittce cleliberations alict'it r,r,as 1rlo1>osecl I;;,thr: llon. liibagencli Autony, N{.1)

aucl seconclec.l by The IIon. I)r'. l'Lrkosc Itobert, Nrl.l'- Chairl>elson.

2. Rcport on Nelu,ork of Ali'ican l)arlianrcntaly Conrr:rittr:cs of'l-lealth (NIiAPACOI{)
in LJgaucla {i'otrr 22ncl to 2lirrl I"t:lrrrraly,2023 u,as r:oulilnrcd ancl aclol>tccl as thc: truc
reflcctiort ol'lhc t:otrturittcr: rlr:lilrr:r'ation.s altcr it u'as 1;roltoscd l>y thc'llrr: llon. ])r'.
l)ultosc Ilobclt, N4.P - C)hair'pcrson an<l scconck:c[ b.1,'i'lrc IIon. -litrrs liharna]ir, M.l'.

.9. Report on 2rrcl l\llican l)rrl;lic I-lcalth (lonlblcncc in Iiieali, Ilu'ancla fl'orn t.'lth tr>

l5tlt I)cccurllet',2022 coniit'urccl artcl aclol>tecl a.s the trtrc rellection of thc r:orrrrnittr:c
clelibclations after it rvas proposed b1' the Thc I-lon. Ntrviga Patrich N4urrene, M.l) -
Vice-Chailpcrson and seconclecl by I-lon. Lenguris Parrline, N4.P

zl:. Univelsal health covel'age bcnchmarltine visit to'I'hailancl Ilcport flom Tth to t2th
ntalc;h,202{t t;r>nlllttrccl artcl arloptccl as tlrc trrrc rc(lcction o1'thc corrrurittcr:
clelibc:r'atiotts afict'it'u,its Pt'oposccl b1, tlrc'1'he IIorr. l)r'ol..lalctesa (]tr.1,o \\/a<lo, N'I.1"

anc[ sc:t:<>nclecl ll.r' thc l"lon. Or'orr .loslrrra Orlongo. N,l.]'.

\/A't't )N It N,t 't't-ilt tttat,

'l-lrc li>llorrirtg'ollsclr atiorts u crc rrrirr[r' Ii'orrr thc rrnivt:r'sal lrc:altlr co\'ol'aq-(:

bcuchrua rlt i rrq' r'i.si t to'.1'hail a ntI llcpor't; t hat;

liol trrrivcrsal Irt:alth covcl'ag-c to l;c.srrcr;r:.sstirl, thcrc is ncccl lbl thc golr:r'nnrcnt t<r

llnauce NIIII'' irtsteacl q1'NI-llli clcl;enclinu f ull1,on contribtttions.



2. Tlie reiurbulsenrents fi'orn NI{IF to thc hospitals be reinvested baclt to the lrospitals
zrnd uot be expencled on other county activities. It vi,zrs noted that the Iracilities
Inrprovement Fund l3ill proposed by I\4OI-I.seelts to actdress this by lingfencing all
hospital user' {bes.

3. There is need fbr all NI-IIir card holders to be tleated in government healthfacilities
across the countly u,ithout restrictior-r to the selected hospital.

COMMITTtrtr RE,COMMENDA-TIONS ON TI{E REPORTS

Tlte Cotntnittee l'ecolnnlencls: - that, fbr the critical sLr()cess fol UI-IC implenrentatjon in
I{enya.

1. The Ministly of'hcalth throrLgh NI-IIIr shourld establish stlong and reliable beneficiary
identification, cal'e access processes, benefits paclterge derrelopment, implementation
plocesses and eventually establish cleal and reliable claims management
infi'astrtrcture ancl pl'ocesses.

2. There shordd be a irnifolrnity in the healthcare set r"rp ir-r our Cor:ntry and Lrniflonnitl,
in the ltincl of quality of offered healthcare sen ices across the Country.

9. All National I-Iealth lnsulernce Irund Card I-Ioldels slior-rld be allorvecl to be treated
trcl'oss g-overrlrnent health facilities in the Cor"rntry rvithout restricting patients to
registel at a 1>articr"rlar facility.

,1,:. Growing Afi'ica's Research & Developrnent sector rvill benefit the ivorlcl and science
can unloclt the welll:eing of tlie popurlation, ancl unlock the 1>rogress of the economy.

5. I lealth lesearch in the country shottlcl focus on the ltey health priorities ancl cliseases

burden in Itenya both the prevalent and emerging, so as to have crecliblc information
on the clisease br,rrden. KtrN4llI to have a re.sealch agenda that addresses the key

health priorities in ltenya. All research should be ancholed tou,arcls this agenda.

6. Ploviding health services without guaranteeing a minirnnm level of qLrality is

ineffective, rvastefril, and unethiczrl. Nationerl governrnents neecl to invest in high-
quality health systems for their peol>le ancl rnahe sr-rcli systems accountable to peollle
thror-rgh legislation, eclucation on rights, r'eglilation, trzursparellcy, ancl greatel public
palticipation

MIN. NO. NA/DC-I{/2O23l137: ADJOURNMENT

There being no any other business, The Chailperson, acljoLu'ned the meetine at exactly

12.3O p.m

w(ut,lo {3Si

H

Date

o R. ROBERT M.P

CI{AIRPtrRSON, DEPARTMENTAL COMMITTtrtr ON HtrALTH
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