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Executive Summary

The Health Sector comprises of the Ministry of Heand eight SAGAs namely, Kenyatta
National Hospital, Moi Teaching & Referral Hospjtédenya Medical Research Institute,
Kenya Medical Supplies Agency, Kenya Medical TrmagniCollege, National Health
Insurance Fund, National Aids Control Council arlyf l& AIDS Tribunal.

The Medium Term Expenditure Framework (MTEF) foe theriod 2014/15 to 2016/17 the
Health Sector is guided by the Second Medium Tellan Bf Vision 2030, the Kenyé Health
Policy 2012-2030, the health Sector Strategic Blahthe Constitution of Kenya:

The Health Sector mandate is to promote and ppatieiin the provision

ted and
high quality curative, preventive and rehabilitatigervices that is egi

, ‘responsive,
accessible and accountable to Kenyans.

Autonomous and Semi Autonomous Government Agencies

There are eight Semi Autonomous Government Ager(ﬂ@@'%mder the Ministry of
Health which complement it in discharging its cduactj thréugh specialized health
service delivery; medical research and trainingicpre - distribution of drugs; and
financing through health insurance. These SAGA @ atta National Hospital; Moi
Teaching and Referral Hospital, Kenya Medical g

Agency, Kenya Medical Research Institute, (Natio
AIDS Control Council and the HIV&AIDS EgtijthIuibah

period 2010/11 and 2012/13 f year from KsBik.6 Billion to Kshs. 45.3 Billion
respectively. The budget eég? ranged betwdemped cent and 95 per cent with the
actual expenditures of Ks Billion in 20110/Kshs. 29.3 Billion in 2011/12 and Kshs.
43.1 Billion in 2012/1;%; idl years.

In the period 201Q/1IN\10Y2012/13, preventive heplilgramme approved budget increased

form Kshs. 26 Billio shs. 42.5 Billion. On tiether hand, actual expenditures more than
doubled fromACshs, 17 Billion in 2010/11 to Ksh4.3Billion in 2012/13 financial year.

Expenditure review by programmes 3
Budgetary allocations for the C@ ogramnudased by over 40 percent between the
Inangj
t

Researc elopment has continued to contributeensely to the overall achievement
of Nati nd international health goals. Key iagbments within the period include
tre us increase in development partner grBoisor funding for KEMRI has increased
f S. 6,657 to Kshs. 7,982 a 19% increase tvelast 3 financial years.

Priofitization of programmes and sub- programmes

The Health Sector has prioritized and ranked tlogngammes in order to efficiently utilize
and maximize on benefits from the limited resouraesilable to the sector. The ranking of
the programmes is as follows:

1. Preventive and Promotive Health Care Services;

2. Curative Health Care Services

3. Research development & Training

4. General Administration, Planning & Support Services

v | Health Sector Working Group Report 2014-15 to 2QT6-



Programmes and their objectives

The resource requirements of the Health Sectoapsied under the three (3) programmes
are guided by the sector policy commitments andtne mandates of the sub-sectors. These
programmes are consistent with the strategic algsbf achieving the Kenya Vision 2030
and the Millennium Development Goals (MDGS).

The Vision 2030 has key flagship projects which sketor will execute. These projects are
aimed at achieving accessibility, affordability leéalth services, and reductiop{of health
inequalities and optimal utilization of health sees. These resources will, thageforg, target
to improve access, quality and equity in the priovi®f health services. ‘%f

Pending Bills Q
The sector had pending bills amounting to Kshs B.BBlion; a tot %ﬁs. 5.89 Billion
was outstanding towards the end of the last firdngear du of liquidity. The
Research and development owes the pension scheots af Ks@ illion.

Allocation of Funds
'@the sector will shift resources from low

iteria: Compulsory Expenditures; Existing
dises; New Expenditures; and Reduction in

As a consequence of applying the above mentiong
to high priority programmes as guided by the je
Commitments and Ongoing Obligations; Opgre
non-priority Expenditures.

Cross sector linkages 3

The health sector interacts to us” degrees witter sectors of the economy that
contribute to its outputs/outcg eS\J hese sectarside: Environmental Protection, Water

and Natural Resources; Gov ce, Justice, LawOaddr (GJLO); Public Administration
Relati Agriculture, Rural aridrban Development; Energy,

N cation; General Econommd Commercial Affairs; National
oPction, Culture and Rempaldentification and harmonization of
| linkages will be critidal ensure optimal utilization of limited

and International
Infrastructure and |
Security; and Soci

intra and intey sec
resources.
Key amﬁ?&émerging issues includes;

lution

ThQugh the new Constitutional dispensation a tigo health service delivery system has
been introduced whereby the national level deal$h wiealth policy, National Referral

Hospitals, Capacity Building and Technical Assis&ano counties. On the other hand, the
County Health Services will focus on County Hedfdrilities and Pharmacies, Ambulance
Services; Promotion of Primary Health Care; licagsand control of selling of food in public

places; veterinary services, cemeteries, funerdby@ and crematorium; referral removal;
refuse dumps and solid waste. This scenario widdneoncerted efforts in restructuring
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human resource management, infrastructure developamel maintenance, health financing,
donor funding and partnerships, among others.

Consequently relevant health sector laws, legatati policies and regulation will be
formulated to guide the devolution of health seggiand programme implementation.

b. Burden of Communicable and Non- Communicable diseases

Although significant progress towards containing threat of communicable diseases has
been made, the burden to the sector is still Sgamt. This is at the backdrop of #ging non-
communicable diseases due to changes in life stylgaries (road traffic acci S) also
significant causes of death and disability. Thimbmed double burden is pyey o further
increase, posing new challenges and pressure omltbady fragile re delivery
system. The situation is further aggravated byHigé cost of medi re for such cases
and poverty (inability to pay for services rendgred Q)

c. The Public Health Security and Bioterrorism Preparedness and R&

the potential of affecting health and loss of livéke rging trends call for additional
resources allocation in order to contain, prepa d to such emergencies. This will
entail policy and guidelines formulation, estdhiisnt”of emergency centres in strategic

aster Management Policy should be

d. Quality of Health Care, StagndardsNgnd Accreditation

The Constitution guarante ry Kenyan the higigsinable standards of health and the
sectoral policies and 4uj es must accordindjiynato this requirement. The Ministry of
Health has beengs eading various initiatieesnstitutionalize quality management

including the rollin of Kenya Quality Modelrfélealth (KQMS/H). These approaches
need to be hey strengthened in order to gréyledévate the health care systems to
internation S.

Con

g the MTEF period under review, the performamt the health sector recorded
ixed results although a number of systematic itneest programmes were undertaken.
Regarding health status, life expectancy incredsad 55 years in 2009 to 62 years;
Infant and Child mortality reduced from 77 per 10002003 to 56 per 1000 while
maternal mortality ratio increased marginally frdd¥d per 100,000 births in 2003 to 488
per 100,00 births. On the other hand, HIV prevaterduced from 7.2% in 2007 to 5.6%
in 2012 and Malaria prevalence reduced from 38200 to 21% in 2012 countrywide.
The positive gains could be attributed to programmeerventions which were
implemented.
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Despite the above gains, resource allocation toseor stagnated at 4.6% of the
National Budget falling far short of the requirert®eto meet the increasing demand and
rising cost of health services. This situationggravated by the high population growth
rate of 2.7% and fertility rate 4.7%. In additi@lpcative inefficiency has been identified
as one of the major causes of poor performancein®®014/15 planning period the
sector, plans to further deepen implementatiorwiofity programmes aligned to MTPII.
Efforts will be made to ensure progressive realirabf rights to health as envisioned in
the Constitution.

The sector will continue to build capacities of ntyu governments and ;ﬁ%ﬂge the
necessary technical support to enable countiestafédy execute the funci0hs asSigned
under the Fourth Schedule. In addition the sectbrcantinue to streng We National
referral hospital to be able to provide the critibackstopping t Q}unties with
regards to specialized health services. All thesg¢ioNal Gove t Tunctions will

require significant financial inputs.

In implementing the sector priority programmes sieetor uided by the health

policy and the Medium Term Plan II.

Although the proportion on budgetary allocatiortt téfrom the government’s total
budget has remained relatively constant at w the Abuja targets of 15%,
absolute terms show a steady rise. How ecapita expenditure on health is
currently at US$42 adequate to achieve lsisrdpancy emphasizes the need to
strengthen efficiency processes within orgress towards universal coverage is
still far as the current coverage rate dtaat 5%. This needs to be increased to

above 30% in the next MTEF perjgd.
Investment in improvement %Fucture amodntie Kshs 7.4 billion in 2012/2103

including Kshs 5.6 billion fr% elopment parsePriority areas where these were
invested included Renal €gqui nt for level 5 Hizdpj Ambulances for health facilities,
Cancer Treatment equ?% or KNH and rehabittatf level 5 and 4 Hospitdls

Adequate, motiv f%? equitably distributed humesources for health still remain a
critical input f@r ive health care system.ribg the period under review 700
medical officers e recruited and the numberahees admitted to KMTC increased
4,957 in 2809 tp over 7,000 in 2012

Servjge \U2MWery in the health sector was improwedr the period through strengthened
re system and communication across all legEkhe healthcare, enhanced periodic
rtive supervision to hospitals, and provissbiiuman resources for health to faith
hospitals in order to complement governmiott® and strengthened training in

alth Systems.

At the end of the financial year 2012/2013, thet@mebad pending bills amounting to
Kshs 6,457 million.

During the period under review the health sectorintamed and strengthened
partnerships mechanisms with all the health sesttors, the government, development
partners and the implementing partners. The pafui@mmechanisms like Inter-agency

"Which are the hospitals
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Coordinating Committees (ICC) continue to play axportant role in programme policy
formulation and implementation in curative, prewest promotive health, social
protection and research and development areas.

# The health sector will continue to strengthen isectoral linkages under the umbrella of
social determinants to enhance achievement of themals. The social determinants
literacy levels, employment and poverty levels,bglization, urbanization and housing
conditions, national security, environmental andcupational hazards, good
infrastructure, fundamental human rights, promotibhealth tourism among others.

&zts of

# In the recent past threats to disease outbreaksHixola and HN1virus,qnd

Al

terrorism have the potential of disrupting healtid anore often loss of liv@g=#his calls
for additional resource allocation in order to smppcontainment, yaration and
need to be

response to such emergencies. In addition, newypalnd guidel;
formulated as well as establishment of emergencyres in st
country. To this end, Health Sector Disaster Manage Poli hguld be developed,
disseminated and implemented across the countrihbyt Is of governments.
Further, strengthening the intergovernmental cdasué pagchalsms to address national
security threats will be given priority.

Recommendations &

This MTEF review process brings to a cl pegnalyses of the sector performance
based on the two ministries with their c% i-autonomous government authorities.
In addition, the creation of the two, 18yels™f goweent with clearly distinct functions as
well as the establishment of th olved goverrimaeirll therefore greatly informed the
recommendations regarding ih [ s to be addressiang the next planning period. This

locations in the

is due to the fact that hea aje delivery hdsstauntively been devolved to the county

governments. Y’

In order to sustain t ips made and improvéherséctor performance under the devolved
system of govern tyhe following are the reconuhaéons for consideration:

B The natioﬂ&%g)vernment to support the countiegeifining cost effective interventions
for impl ation at the county levels taking intmsideration the national priorities as
el e® through flagship projects containethéNedium Term Plan Il and the Kenya

aly, Sector Strategic Plan, 2013-2017. This meshould not compromise the county
ioMties outlined in the County Integrated Deymteent Plans.

H Phe national and county governments to establist stnengthen mechanisms for
consultation and collaboration with a view to pexgively and effectively address the
challenges of healthcare especially financing amddn resources as well ather health
care issue®f national and county governments interest in otdeaccelerate realization
of rights to health through universal health cogera These will include implementation
of joint programmes like free maternal services

ix | Health Sector Working Group Report 2014-15 to 2QT6-



i §

Strengthen theapacity of the health sector to anticipate, prepare, nedpand contain
national disasters, calamities and emergencieadimgj bioterrorism by developing clear
policies, strategies and enhancing additional fogdor response. To this end, Health
Sector Disaster Management Policy should be deedlogisseminated and implemented.
Strengthen the capacity of the national to effedyivprovide leading role in closely
monitoring implementation of health programmes ionsultation with the county
governments with a view to learning lessons to rinfalevelopment of strategies and
guidelines critical for improvement of services.eTimonitoring framework to rgftect not
only service delivery outcomes but also budgetdigcation by county go ﬁuts to
the health sector.

The national and county governments taking cogmigaof the inad budgetary
allocation from both national and county treasyrtes two level Qornment must
consider other alternatives of mobilizing additibnrasource@ ing establishing
systems and mechanisms for implementing healthep@’ gh Public private
Partnerships

B At the national level, there is a need for contols e coordination of health
subsectors and the health SAGASs to leverage @ etitive advantage to facilitate
rapid realization of the sector objectives duri 1314 to 2016/17 MTEF.

In the financial year 2012/13 the sector reporteddmng bills amounting to Kshs 5,891
million, made up of Kshs 3,786 milfo recurteand Kshs 2,104million for
development budget. These bills % mained pgn@rimarily due to lack of
provision or liquidity at National Lreasyy and alin overall implementation of the
budget due to stringent proc n release rafsfult is therefore critical that the
national and county gover ts’agree on the ntaabf addressing these liabilities
utting systents mechanisms to minimize recurrence.

during the transition peri@ﬁﬁn}
In the recent past th@}ﬁy as witnessed thenpal disease outbreaks like Ebola and

-

ot

HN1virus and acts m which lead to lo$dives. These emerging trends call for

additional resour opation in order to contpiepare and respond to such emergencies.
It is also important rmulate policies, and @i®nal guidelines, and establish emergency
centres in strétggig locations in the country. Aie &nd, Health Sector Disaster Management

Policy sho?b» eveloped, disseminated and imgiteed.

&
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1 CHAPTER ONE: INTRODUCTION

This Health Sector Working Group (SWG) paper forBTperiod 2014/15-2016/17 presents
an analysis of the Sector performance, achievenardsthe resource requirements for the
period 2014/15-2016/17. The Health Sector comprafethe Ministry of Health and eight
SAGAs namely, Kenyatta National Hospital, Moi Teiach& Referral Hospital, Kenya
Medical Research Institute, Kenya Medical Suppligency, Kenya Medical Training
College, National Health Insurance Fund, NationalsAControl Council and HIV & AIDS
Tribunal. The main purpose of the report is to mevpolicy makers, donor agencies and
other stakeholders with information they need tokenappropriate policies a unding

decisions.
1.1 Background Q%
The Medium Term Expenditure Framework (MTEF) foe theriod 201% 2016/17 the

Health Sector is guided by the Second Medium Telan Bf Vision 0, %e Kenya Health
Policy 2012-2030, the health Sector Strategic Blashthe Constiga enya.

The Government long term economic blue print, isk®3@*8nd it§ Second Medium Term
Plan 2012-2017 has deliberately committed to uattesdge ment processes aimed at
@ Under the Social Pillar, the

making Kenya a globally competitive middle incong
Government has committed to improve the qué " for all Kenyans byensuring
Equitable, Affordable and Quality Health Carﬁc gét fghest Standard. In doing so the

Health Sector has prioritized key projects e implemented to support realization

of the goal of the vision. The sector priorj 9 are:
1. Scale up of Community Health Hi act Intervens.
2. Enhance the capacity and i ve Xccess to refarsedms.
3. Rehabilitation/upgrading cture and @mouent for level 4 facilities.
4. Healthcare subsidies for ealth protection.
5. Re-engineering Hu ResoOurce for Health
6. Establish and equipao8%&cilities to e- health hbbg in the county and national
facilities. V’
7. Mainstreami ch and development in health
8. Health an ical tourism.

9. Enhancing upsgke of locally derived natural hepltbducts into national healthcare.
10. Moderfigatipn of national referral hospitals.

Under t %ﬂ“ﬁitution, Kenyans have the righifemdnd the highest attainable standard of
health ichi includes the right to quality healthre services, reproductive health,
e care, clean, safe and adequate watellférenyans, reasonable standards of
%tl n, food of acceptable quality and a cleaalthy environmerft. The role of the
national government is to provide stewardship ia fbrmulation of health policies and
strategic direction, setting standards, nation&rral services and provide leadership in
research for health. On the other hand, the coumti progressively be responsible for the
provision of healthcare services to the public. Tneposed structure of the new County
Health Services is to organize delivery arounddHewels of health care i.e.: (i) community
level, (i) primary care, and (iii) primary refetrservicess Community level care refers to
organizing health education and sensitization & ¢tommunity, while primary care and

2 Kenya Constitution 2010
s Implementation of the Constitution in the heakbtsr, 2011



referral services refer to service provision thiodgpensaries, health centres’, and maternity
homes'

In this regard significant resources will be reqdito support implementation of change
management within the sector and specifically prsgive improvement of counties to
effectively provide equitable, affordable and qyatiealth care. The general level of funding
to public health sector has increased. However, dherall allocations (recurrent and
development) have been on average accounted fercém of total Government allocations,
which is just about half of the Abuja target of 15% is important, therefore, that National
Treasury provides adequate funds for health seswil@divery in line with Vision 2030 and

MDGs.
1.2 Health Sector Vision and Mission &

(&  Vision Q b

“A globally competitive, healthy and productiv%
(a) Mission

To deliberately build progressive, responsive e technologically-
driven, evidence-based and client-centred hea%?y; accelerated attainment

of highest standard of hem Kenyans.
Mandate &

To deliberately build progressive, respap§ive yamstanable technologically-driven,
evidence-based and client-centred heal doelerated attainment of the highest
standard of health to all Kenyans %

1.3 Strategic goals and Objectiveg o Sector

The following policy objectives &imtowards the lization of the Health Sector Vision:

jops:This is to be achieved through reducing the bufen
are not of maidnlip health concern.

Eliminate communicable con
communicable disease

ISpig burden of non-communiable conditions. This is to be
ar strategies for impleatert to address all the identified non
yons in the country.

Halt, and reverse
achieved by ensugj
communicable con

Reduce thgdu of violence and injuriesThis is to be achieved by directly putting in
place sp€ci rategies in collaboration withksteolders in other sectors that address each
of th of injuries and violence at the time.

Pgovyi ssential health careThese shall be medical services that are afford&hjeitable,
acCgssible and responsive to client needs.

Minimize exposure to health risk factors.This aims at strengthening the health promoting
interventions, which address risk factors to heatlus facilitating use of products and
services that lead to healthy behaviour in the fadjmun.

“There are three types of health facilities: hodpitaealth centres and dispensaries (including raatinics),
with the latter being largely the first contact f@ople seeking medical care. The rural poor rarsé¢yhospitals
and depend largely on health centers, dispensami@snission facilities though hospitals also sexv@rimary
healthcare institutions for many in the respectisEhment areas (See Republic of Kenya, 2006).
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Strengthen collaboration with other sectors.This aims to adopt a ‘Health in all Policies’
approach, which ensures the Health Sector interagth and influences design
implementation and monitoring processes in allthe@lated sector actions.

1.4 Health Sector mandate

The Health Sector mandate is to promote and ppatieiin the provision of integrated and
high quality curative, preventive and rehabilitatigervices that is equitable, responsive,
accessible and accountable to Kenyans.

1.5 Autonomous and Semi Autonomous Government Agencies &

There are eight Semi Autonomous Government Agen@&s5As) under theNgtmistry of
Health which complement it in discharging its cduactions through ~@' ed health
10w=0

service delivery; medical research and trainingicprement and diste f drugs; and
financing through health insurance. These SAGAstlageKenyatt tiogal Hospital; Moi

Teaching and Referral Hospital; Kenya Medical TiragnCollege; Medical Supplies
Agency, Kenya Medical Research Institute, Natiohimspital nce Fund; National
AIDS Control Council and the HIV&AIDS Equity Tribah %

O

eferral for specialized care from
idg Kenya; provide facilities for medical

1.5.1 Kenyatta National Hospital

The Mandate of KNH is to receive and treat
other hospitals and health institutions within
education for the University of Nairobi an h by directly or indirectly cooperating
with other health institutions within and nga; provide facilities for education and

training in nursing and other health alligdf@ssions and participate in national planning
and policy formulation.

1.5.2 Moi Teaching and Refgrral pital

The mandate of MT&R receive patients on mefe from other hospitals and

institutions within andgowtsi§je the country for cipdized health care; provide facilities for
medical education ¢ University, and for resdgain collaboration with other health

institutions; provi ities for education atrdining in nursing and other health and allied
professions.

1.5.3 Ken dical Training College

andated to provide facilities for educatiin health manpower personnel
trZining, facilitate the development and expansioih opportunities for Kenyans for

coM{jnuing education in various disciplines of neadlitraining; provide consultancy and
techhical advice in health related training andeaesh; empower health trainers with the
capacity to conduct research, develop usable aledamt health learning materials, and
manage health-related training institutions; andovigle guidance and leadership for the
establishment of constituent training centers fandities.

1.5.4 Kenya Medical Supplies Agency

KEMSA is mandated to procure, offer for sale andpdy medicine and medical supplies;
establish warehouse facilities for storage, paciggand sale of medicine and medical
supplies to health institutions; conduct analysfs needicine and medical supplies to
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determine their suitability; advice consumers aedltlh providers on cost effective use of
medicine.

1.5.5 National Hospital Insurance Fund

The mandate of the NHIF is to provide accessildferdable, sustainable and quality social
health insurance through effective and efficierltzattion of resources to the satisfaction of
contributors. The core activities of NHIF includegistering and receiving contributions;
processing payments to the accredited health peosjdcarry out regular internal
accreditation of health facilities and contractimeplth care providers as agents tg facilitate
the Health Insurance Scheme ({

1.5.6 Kenya Medical Research Institute Q%f

Mandate of KEMRI includes; conducting research ainat providi ns for the

reduction of the infectious, parasitic and nofeatious diseases her causes of ill-

health in Kenya;
» To provide leadership in research for Health; %f

* To promote and sustain excellence in researchda

* To strengthen principles of Good Corporate G

» To disseminate and translate research findi
and implementation;

* To strengthen research partnerships an@a asawith other stakeholders.

ce-based policy formulation

1.5.7 National AIDS Control Council %

NACC is a national coordinatin for HIM@& AIDS and her mandate includes: -
Provision of policy and a strat ework; Migaition and coordination of resources;
Prevention of HIV transmissiQn; and” Coordinatiorcafe and support for those infected and

affected by HIV and AIDS
The overriding manda CWCC is to coordinate thelti-sectoral response to HIV and
AIDS in Kenya as ' n the legal notice No0O1af 1999. NACC is committed to
provide the leadeighipabd coordination that wibwe that the Kenyan Society is free from
HIV and AIDS and gative impact.

1.5.8 HIV%& quity Tribunal

The jagisdiction and mandate of the Tribunal ip@ated in Section 26 and 27 of The

Prevention and Control Act. The law speacilly provides for the Tribunal to

rsdiction;

hear and determine complaints arising out oflzegch of the provisions of this act,

« To hear and determine any matter or appeal as reayndde to it pursuant to the
provisions of this act and

» To perform such other functions as may be confeuygzh it by this act or by any other
written law being in force.
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1.6 Role of Sector Stakeholders

The Health Sector has a wide range of stakeholgiginsinterests in the operational processes
and outcomes. Some of the stakeholders who plagritant roles in the Sector include the
following:

0] The National Treasury plays a major role as a stalkler by providing the budgetary
support for investments, operations and maintenahtiee Sector’'s ministries besides
the remuneration of all employees within the Sector

(i)  The Ministry of Planning and Devolution plays a @al role in coordination in
planning, policy formulation and tracking of resuih the sector. It also proxides the
relevant schemes of service for career developmedeér the directorat&ublic

Service Management.

(iii)  Development Partners play a critical role in pravigfinancial su %{/arious
programmes within the sector; @

(iv)  Parliament, Universities, NGOs, FBOs in the HeS8kttor an
play crucial roles in augmenting sector funding ;

(v) County governments. The Counties will focus on
Pharmacies, Ambulance Services; Promotion of

rivate sector also

Ith Facilities and
h Care; licensing and

control selling of food in public places; vetert ices, cemeteries, funeral
parlours and crematorium; referral removal; re and solid waste.
(vi) Kenya National Bureau of Statistics (KN Karpstitute of Public Policy

Research and Analysis (KIPPRA); coptiuct\surveys pravide information for
planning purposes.

(vii) Other stakeholders are the Minis vironm&viater and Natural Resources,
Ministry of Transport and Infrastr nd Minysof Education.

(viii) International collaboration atfefs of publicalte is a critical component in
driving the process forw evention of digmassharing and partnering on
public health best pracfickgs. fowards this effeealth Sector collaborates with
WHO, CDC and othe%}n tional bodies whose mtasdig to contain, research, or

0

disseminate findin ealth matters. At locaklehe Sector collaborates with

Public universitj esearch bodies in ordegeteerate public health knowledge

for benefit of ntry. Other international k&tpakeholders in include UNICEF,

Glz, ADB, JICA, ltaly, France, USAMB (US Army Medical

orld Bank, among others.

(ix) HouselMgldsy and communities have a role in resomaiglization and management
of th r programmes at all levels of care.

Q\
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2 CHAPER TWO: PERFORMANCE EXPENDITURE REVIEW
2010/11 - 2012/13

This chapter examines performance expenditurewefoethe 2010/11 to 2012/13 period for the
health sector. It provides an analysis of the resmuthat were allocated to the health sector from
both the national treasury as well as Developmemtn@ers. Further, the section illustrates the
budget execution of the financial resources.

2.1 Performance of Sector Programmes —delivery of outputs
2.1.1 Curative Programme

The curative programme is mandated to ensure &@éyaof medical care and improve lives

through responding to health care needs of thelptipn in Kenya. It oversaw the operations of
the National referral hospitals (Level 1V), ProvimcGeneral Hospitals (Level V), and District

and sub-district hospitals Level V).

Kenya is likely to achieve some MDGs related tolthéaOverall, most health indicators showed
positive change, although there were some thatnstdd more focus like Maternal Health. The
following section provides details of achievements;

2.1.1.1 Health Care Financing:

Budgetary allocations for the Curative Programmadased by over 40 percent between the
period 2010/11 and 2012/13 financial year from KsB%.6 Billion to Kshs. 45.3 Billion
respectively. The budget execution ranged betw®epe8 cent and 95 per cent with the actual
expenditures of Kshs. 25.1 Billion in 2010/11, KsR&9.3 Billion in 2011/12 and Kshs. 43.1
Billion in 2012/13 financial years. A number of oefns and policy measures also been
undertaken to address health financing which iredid

1) In January 2012 the Government rolled out a congnele medical scheme for
Civil Servants, teachers and the Police throughi\tagonal Hospital Insurance Fund.
In order to address some of the outstanding issuttee Draft Healthcare Financing
Strategy, an independent review of the strategy wmdertaken in March 2012.
Review of the National Hospital Insurance Fund (RHAct in order that the NHIF
can play a leading role in social health insurawdlé a view to attaining universal
health coverage;

ii) Total number of dependants plus members coveredughr National Hospital
Insurance Fund (NHIF) increased from 4 Million i@0Z to 12.3 Million in 2012.
NHIF has seen an increment in the informal sectemivership from less than 0.2
million in 2005 to 0.8 million in 2012.

i) User fees (cost-sharing revenue) continue to bémgoortant source of financing
health services in hospitals, especially in suppleting the operation and
maintenance (O&M) funding. Cost-sharing revenudectibns increased from Kshs.
3.17 Billion in 2010/11 to Kshs. 3.6 Billion in 2BM3 financial year. User fees are

® Republic of Kenya, MDG Report, 2012



intended to be an additional source of financingodjeerational expenses in hospitals
to fill the gaps in recurrent expenditure.

2.1.1.2 Health Infrastructure

Overall, the programme implemented a total of 1idjguts funded by the Government at an
estimated cost oKShs 1.8 billion in the 2012/2013 financial year. In addition, eighajor
projects were implemented through funding from Depment Partners at an estimated cost of
KShs 5.6 billion Further;
a) Referral facilities were equipped with renal equgmtis ( Coast PGH, Rift Valley PGH
and Nyanza PGH)
b) KNH acquired an Endoscopy Machine at KShs 20.5idfilland a cancer equipment
(Linear Accelerator) is being procured at a cogsths. 300 Million.
c) The programmes upgraded 47 Level 4 and 5 hospitelgehabilitated others to increase
equity and access;
d) Supply of ambulances through N.H.I.F to six heéditilities countrywide including fully
equipped boat ambulances to Lamu and Kisumu cauntie

2.1.1.3 Health Workforce

The programme has strengthened its staff complethemigh recruitment of key health workers
while other health workers were promoted under ithplementation of the common cadre
expansion exercise. In addition, the programme ralssall the doctor interns into regular
establishment upon completion of their internshigphas been the practice.

There was recruitment of over 700 doctors in thet igear to ease the work load in health
facilities as well recruitment of other cadres tdfs There was an increase of middle level
trainees at Kenya Medical Training College from5%,én 2009 to 7,000 in 2012.

2.1.1.4 Service Delivery

A number of measures were undertaken to strengtieatth service delivery system which
included:

1) Strengthening the referral system and communicaimoss all levels of the healthcare
delivery system from dispensaries to the natioe&rral hospitals in order to increase
access to appropriate quality hospital referratises and provide for continuity of care;

2) Provincial General Hospitals and high workload riisthospitals given more powers to
manage their affairs as referral facilities.

3) Other reform efforts aimed at strengthening thermraf systems were:

i) Updated the National Referral Strategy
i)  Reviewed norms and standards for service delivepyhblic hospitals;
iii) Revised and distributed Referral guidelines andilfaek tools to public
hospitals;

4) Enhanced periodic supportive supervision to hokpitaproved the environment and
guality of services offered within the availabledncial resources;

5) Key human resources for health were provided tth faased hospitals to complement
government efforts in the provision of health csgevice.

6) Health managers trained on health systems managemefeadership.



7) Rural Health Facilities (RHFS) that were upgradedaospitals during the period were
prepared and placed on the pull system of Esseltgicines and Medical Supplies
(EMMS).

8)Training in Health Systems strengthening has led improved leadership and
management of hospitals.

2.1.2 Preventive Programme

The mandate of the Preventive Programmes is toastppe achievement of the highest
attainable Public Health and Sanitation goals & pleople of Kenya, with special focus on
community (Level I); dispensary (level 1l), and HieaCenters (Level lll) structures.

In the period 2010/11 to 2012/13, preventive hepttbgramme approved budget increased form
Kshs. 26 Billion to Kshs. 42.5 Billion. On the otheand, actual expenditures more than doubled
from Kshs. 17 Billion in 2010/11 to Kshs. 34.3 Rith in 2012/13 financial year.

Over this period, most health indicators showedrowpment, for instance child mortalities
reduced, ARV uptake increased e.t.c. Though tlnsret were some indicators that did not
improve. In-depth analyses of the indicators amwshbelow;

2.1.2.1 Reduction of Malaria prevalence

About 25 million Kenyans live in Malaria endemigrens of Western, Nyanza and Coast, with
majority of them being under the age of 15. Thesgions have received increased malaria
treatment and prevention intervention programme= élve period. Some of the interventions
include; health education long lasting insecticitleated nets, use of Artemisinin Based
Combination Therapies (ACTs) and use of indoordw@ssi spraying. These interventions have
resulted in reduction of prevalence from 38% in Q@KMIS) to 21% in 2012 in the Country
(DHIS). However, regions of Western and Nyanza Iséive contributed to little or no changes in
the period under review (between 37% and 47% (DHIS)

2.1.2.2 Construction of health Facilities and Recruitment of HRH

The period under review has seen major changeshé& rumber of health facilities
operationalized and new HRH employments. This leenkaccelerated through efficient use of
the Economic Stimulus Programme (ESP) funds andQbestituency Development Funds
(CDF). The number of health centers increased & in 2010 to the current figure of 718.
The number of Dispensaries has also increased 2t868 to 3,100. In these facilities, a total of
43 ambulances were procured and delivered to tateeferral services.

During the period, a total of 5,998 HRH were retdi This included 3,087 Nurses and 2,093
Community Health Extension Workers, 776 Public He&®fficers (PHOs). It is noted that the
increase in the number of health facilities andtheaorkers will greatly boost the health sector
in delivery of services.

2.1.2.3 Health Care Financing

Under the period, three projects were implementid the intent of reducing burden of disease
to the population. The projects were; Health Se@&ervice Fund (HSSF), Output Based
Approach (OBA) and the Elimination of User Feegl{ding Free Maternity Services in levels 2
and 3 implemented in the last quarter of the FY2203).



In total, the HSSF Project disbursed payments Wiphealth facilities and district management
teams in levels 2 and 3 amounting to KES 1.9 Billioom November 2010 to present, with a
total of 718 health Centers and 2,291 dispensarnid214 DHMTSs.

The Output Based Approach (OBA), issued subsidizedchers to 200,000 identified poor
Expectant women in five Counties of Kiambu, Kisuemd Nairobi (Korogocho and Viwandani

slums).Currently a total of 224,966 women have b#ad from safe motherhood services while
36,216 have benefitted from family planning sersic®uring the period, the number of
accredited facilities also increased from 58 to irb4ll levels (from level 2 to level 5). Total

reimbursements to the facilities during the pe@odounted to KES 1.6 Billion. It has also been
observed that facility-based deliveries amongst beeeficiary population (both basic and
comprehensive), has increased from the nationalageeof 43% to 78% during the review
period.

After the March 2013 Presidential elections, usessfwere abolished in all public health centers
and dispensaries. In this regard, the Ministry ulised a total of KES 100 Million to cushion the
health centers and dispensaries after the exemiptire last Quarter of FY 2012/13.

2.1.2.4Improved efficiency in procurement of goods and service

During the review period, the Ministry of Public &lth introduced a demand driven ‘PULL’
system of distributing Essential Medicines and MabBupplies (EMMS) to the Primary Health
Facilities.

The distribution system allocates virtual ‘DrawiRgghts’ dependent of a Resource Allocation
Criteria (RAC) to the facilities, which relies dnet facility workloads, catchment population and
regional poverty indicators to allocate resourddss system allows the facilities to quantify and
place orders for EMMS as per their need and deperaiethe available ‘drawing rights’. This is

a major shift from the traditional ‘PUSH’ systemaifocating EMMS, where the facilities were

given standard ‘KITS’ independent of their needbe TPULL system is expected to reduce
wastage and delays in procurement.

This system of distribution was introduced on afpbasis in 2006 and from 2007 a gradual
scale-up has been going on. Currently, all headthters and dispensaries are on the ‘PULL’
system.

2.1.2.5 Health Information Systems (HIS)

Collection and collation of Health information heden a major weakness in the health sector.
Timely and accurate information is paramount féeefve planning and decision making.

With this context, the Ministry commenced upgradimigthe Health Information System to
ensure accurate and consistent health informattetbdse.

The Ministry developed an online inventory of adldtth facilities in Kenya during the review
period, detailing the type and ownership of thalitsic services available in the facility and the
Geo-code location of each facility. The inventogstbeen dubbed as the ‘Master Facility List’
and is envisaged to form the foundation of all teeare services offered in the country.

The Ministry has also developed a modular web-bas#tivare package for reporting and
analysis of health related indicators by the Daséti The system, known as the District Health



Information System (DHIS), was rolled out in the@iesv period. Reporting by Districts through
the system has improved to 251 Districts acrossthmtry. A national help desk team has also
been established to provide emerging day-to-dayireaents.

2.1.2.6 Governance and Leadership

The sector developed the following policy documetusng the period under review to support
the process:

Position Paper on Devolution
The Ministries of Health developed a Position Paphich addressed the issues raised in the
constitution in health sector context.

Health Policy Framework (2012 - 2030);

Subsequently Kenya Health Policy 2012-2030 was ldped; which outlines the country’s long
term aspirations in attaining the overall healthalgo The Policy paper received Cabinet
approved and subsequently translated into Drafsi@eal Paper No. 6 of 2012 on the Kenya
Health Policy, 2013-2030

Health Sector Strategic Plan;
The sector has also collaborated with relevantestakiers to speed up the development of the
National Health Strategic Plan 111 2013 - 2017 rder to facilitate improved service delivery.

Developed Health Bill which was submitted to parliament, CIC and the ARegarding
delinking, the ministry has completed and submitiedransition Authority the Health Sector
Function Assignment and Transfer Policy Paper.

2.1.2.7 Medium Term Plan 2013 - 2017

During the period under review, the Sector produtedecond Medium Term Plan to cover the
period 2013-2017. The MTP was based on the sixyabjectives; eliminate communicable
diseases, halt and reverse burden of Non commuaicigeases, reduce the burden of violence
and injuries, provide essential health care, mipémihe exposure to health risk factors and
strengthen collaboration with sector providers.

2.1.2.8 Health Sector Strategic Plan

Based on the National Health Sector policy andMieglium Term Plan (2013-2017), the sector
has also collaborated with various stakeholderprtmuce the third National Health Sector
Strategic Plan (NHSSP) 2012/13- 2016/17 in ordéacdditate improved service delivery.

2.1.2.9HIV and AIDS Prevention

National HIV prevalence declined from 7.2% to 5.6%@dults aged 15-64 years; age group 15-
24 years prevalence has dropped from 3.8% to 2ridage 25-34 prevalence has dropped from
10.5% to 6.4% over the same perfod.

® Republic of Kenya, KAIS Report
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Awareness of HIV status among HIV infected persagsd between 15-64 years increased from
16% to 47 % in the period under review.

2.1.3 Research & Development

Research & Development has continued to contributeensely to the overall achievement of
National and international health goals. Key achments within the period include tremendous
increase in development partner grants. Donor ighdor KEMRI has increased from Kshs.

6,657 Millions to Kshs. 7,982 Millions; a 19% inese over the last 3 financial years.

There are notable achievements in HIV preventisough multi-centre collaborative research
that demonstrated use of ARVs as a method of ptewermThe KEMRI scientists are also part of
International group working on a promising malaréccine that has shown interim efficacy of

over 50 percent in preventing malaria. The in-depthlyses of the achievements are presented
below;
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Programme Name

Planned Output

Achieved Output

Reason for variance

Research

an

Development

Sub-Programmes:

10.

Sexual,
Reproductive and
Child health
Infectious &

Parasitic Diseases

Non-
communicable
Diseases

Public Health &
Health Systems

Traditional
Medicines
Drugs
Development

&

Biotechnology

Grants
Administration

REACH-PI-
Knowledge
Translation
Platform

KASH

Planning,

Monitoring &

Reduction in disease burden | 1.

to parasitic infections
particularly due to malarig,
schistosomiasis, leishmaniasjs,

filariasis and intestinal parasite$

Reduction in disease burden dug.

to infectious agents, in
particular, due to HIV/AIDS and
related infections, opportunist
infections, tuberculosis, sexually
transmitted  infections,  vira|
hepatitis, acute  respiratony
infections.

Define incidences and
prevalence of diseases anpd
health issues of major public
health importance and devel
strategies for promotion of bett

health. Health systems resear:(?;

public health education, applie
human nutrition, maternal an
child health, reproductive healt
and population studies,
behavioural
environmental, and occupational
health fall under thig

studies, 7-

programme. 8.

Strengthened research in moderg
biotechnology and innovations

for application in the promotio
of human health; and to prom

research in non-communicable

diseases including oncolog 11
cardiovascular and renal™ "
diseases- To conduct basjc,

S0

Advising the Ministry of Health on rational usedrugs. Through the Institute’
advice the malaria drug Daraprim was withdrawn fraime market.
Chloroquine was withdrawn as a first line drughe treatment of malaria

Development of treatment regimens that have redtleedreatment period g
leishmaniasis (Kalazar) from 30 days to 10 days.

Demonstrated the benefits of Insecticide Treated mets (ITNs) for use in th
control of malaria

Development of a strong network for health reseamlaboration, which ha
contributed immeasurably to health research capécitding in Kenya and the
region.

International recognition in the promotion of glblb@alth research initiatives
KEMRI is a World Health Organisation (WHO) collabting centre fo
HIV/AIDS, polio immunization viral haemorrhagic feks, leishmaniasig
leprosy and antimicrobial resistance. It hosts sdvegional and global healt
research initiatives.

Development of treatment regimens that have redtleedreatment period fqg
leprosy from 18months to 1 month (which has almost eliminateddeprin
Kenya); tuberculosis (TB) from 18 months to 3 manth

Development of various formulations for treatment dIV/AIDS and
opportunistic infections.

Establishment of P3 laboratory

Establishment of state-of-the —art laboratory faegiatric HIV diagnosis t
support National HIV/AIDS prevention, treatmentda@are Program

. Development of capacity for HIV-Drug resistancdites

The development of national disease surveillanak rapid response capaci

sl.

2.

W

).6.

=

=

D

ty

for major disease outbreaks. It is this capacigt thas enabled the nation

to

Inadequate funding

Lack of harmonized updated list
priority research areas

Weak partnerships, Collaboration a|
Coordination among stakeholder
Donors, Scientists, Policymakers a
Decision makers

Individual competition Vs Institutiona
cooperation - “Conflict of interests

Weak Institutional, Policy and legal

research framework

Outdated Legal
example, Research Act-
State- corporations ACT)

framework-  (fg
CAP 25

Poorly-informed  decision  making
coupled with a lack of trust in researc

Weak knowledge translatio

mechanisms

Lack of research priority settin
mechanisms

o =

=
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Programme Name

Planned Output

Achieved Output

Reason for variance

Evaluation

clinical,
implementation

operational
and applie

o

respond quickly and effectively to yellow feverft rvalley fever and viral
haemorrhagic fever outbreaks in Kenya. It is alsis ttapacity that keep

n

research in all rglattg.rs related|to  oythreaks, including those for catastrophic diseaseh as the Ebola, Marburg,
non communicable diseases SARS and others away from Kenya
Strengthened  research  with ] o )
identified safe and effective12. Developed a comprehensive training module for HINY8 education
traditional/alternative medicineds = awareness at the workplace towards strengthening\éfAIDS information,
and drugs for use against human education and communication control initiatives
diseases
13. Advice towards the rationalization and regulatiénraditional medical practice
in the modern health care delivery system in Keriyds has also led to the
identification of useful traditional medicines fasthma, epilepsy, diabetes,
hypertension and malaria
14. Development of the KEMRI Hepcell kit for diagnosikinfectious hepatitis, the
Particle Agglutination (PA) kit for the diagnosi$ dIV and the HLA tissue
typing techniques for kidney transplants
15. Establishment of the Nairobi Cancer Registry
16. Established effective Results-based M&E Framework
17. Timely feedback and use of information for planning
Capacity building and 1. Adequate numbre of | 1. Establishment in liaison with the Jomo Kenyattavénsity of Agriculture and 1. Lack of effective interpretation an
Training graduates with a high degree ~ Technology (JKUAT), of a Graduate School (the bugdi of Tropical Medicine implementation of the various MOU
of professionalism and Infectious Diseases — ITROMID) for Masters &idD training in health and Partnership agreements
: : sciences.
|nnqvat!veness and 2. Lack of transparency in the operatio
motivation. 2. Establishment of two global centres for trainingttie control of parasitic and  of the Graduate School
) ) infectious diseases respectively, under the Govemrof Japan Hashimoto and
2. Collaboration with local Okinawa initiatives.
universities, to develop

postgraduate training in &
aspects of tropical medicin

D —

n
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Programme Name

Planned Output

Achieved Output

Reason for variance

and infectious diseases

3. Coordination of parasite¢
control activites in the
region.
4. Number of capacity
building (training),
operational research and
networking sessions
5. Sufficient capacity builg
for control of parasitic
diseases
Products ar services | 4. Production of diagnostic 1. Establishment of the Production Unit for diagnogits and Disinfectant Lack of clear business plan for prod
kits for enhancing blood _ _ _ _ development & management
Sub-Programmes safety 2. Production and supply of HIV1/2 Rapid testing KEMICOM, currently used in
. . National Program for Blood Safety Lack of clear policy on operation
1. Production Unit 5. Production of disinfectants _ . . _ . within the specialized laboratories
2. Specialized ) for  enhancin Infectior 3. Production and supply of the HEPCELL Kit for HegiatB & C testing, being
Laboratories _ 9 used in National Blood Safety program Lack of clear framework on the
Prevention operations of the OHS&E
3. Office of Health 4. Production and supply TBCide a broad spectrum fdistant currently used in )
Safety & National Institutions for cleaning contaminatedfaces Poor marketing
Environment
Management an| 10. Strengthened framewo | 1. Established effective Results-based M&E Framework Weak leadership & Governance frc
Administration for monitoring and the Board of Management (BOM) and

Sub-Programmes

1. General
Administration

2. ICT

3. Planning,

11.

evaluation on a continuou
basis

Full exploitation of the
potential of Information
Communication Technolog
(ICT) in the developmen
and management of heal

Timely feedback and use of information for planning
3. Established LAN within Nairobi Centres
4. Internet connectivity and email for all staff membe

ts.

A Set up a dedicated ICT Research support programme
L

the Executive

Undue interference and  micr
management of operations by t
BOM

Lack of
accountability

transparency an

he
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Programme Name

Planned Output

Achieved Output

Reason for variance

Monitoring &
Evaluation

4. Human Resource
Management

5. Maintenance &
Engineering
Department

6. Accounts &
Finance

7. Corporate Affairs

8. Security &
Integrity Affairs

9. Committees
(Gender-
Mainstreaming,
Disability
Mainstreaming,
Corruption
Eradication;
Drugs &
Substance abusg
HIV & AIDS
Mainstreaming,
Budget, Tender
Production,
Rewards &
Recognition)

12.

13.

14.

15.

16.

research 6.
Improvement and 7.
modernization of the

Information Communicatior
Technology (Icm)

Infrastructure and services.| 8.

Strengthened systems for

disseminating,
and transmitting
findings for evidence-based
policy formulation and
implementation.

translating

Number of synthesized and
packaged and
communicated Researq
evidence required for polic
and practice and fo
influencing policy relevan
research
improved population health
and health equity

>

=<

Improved people's heal
and health equity in East
Africa through mor
effective use and applicatign
of knowledge to strengthen
health policy and practice

Strengthened human

resource capacity

researdh9.

10.

agendas for-1-

Established Websites for all the major KEMRI cesitre

Promotion of dissemination and exchange of heattbearch information 5.

through the establishment and support of the Afriggalth Sciences Congre
(AHSC) and the African Journal of Health Scienok3HS)

Successfully conducted National Study to Reviewsting Policy Document
and Identification of upcoming Priority National &lth Policy issues in Eas
African Community Partner States: Kenya countryorepApril to August 2008

Developed a critical mass of health research dsispwith 80 scientists wit
Ph.D degrees, 140 scientists with master's and ddach degrees and 25
highly trained and skilled technical staff

Development of a modern infrastructure, with highbphisticated laboratorie
for a wide range of health research investigatiditeese facilities have bee
developed by the Government of Kenya and also tirduilateral assistanc
mainly by the Government of Japan, USA, UK and othevernments an
organizations. The total assets outlays were vatieder KES. 3 billion during
the FY 2004 / 2005.

The distribution of KEMRI's research stations itfifelient parts of the countr
has made it easy to achieve wide population coegraigd better understandi
of geographic variations in disease conditions lzemlth problems.

Lack of clear

3t

0

U7

Qo w3

g

4. Lack of incentives for Scientists

policy on Huma

h

kg resource management- inconsistent
recruitment, retention, reward and
appraisal
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Programme Name

Planned Output

Achieved Output

Reason for variance

17.

18.

19.

Strengthened resear
infrastructure
Maintained Infrastructure

Co-operation  with  othef
organizations and

institutions of higher
learning in training
programmes and on matte
of relevant research.

Liaison with other relevan
bodies within and outsid
Kenya carrying out researg
and related activities.

h

'S
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2.2 Review of key indicators of sector performance

2.2.1 Curative Programme

Health Indicators:

During the review period health sector withesseglimpse of reversal of some the indicators
especially the child health and communicable desgaSustained and concerted efforts could
speed up efforts towards attainment of some ofMiieennium Development Goals (MDGSs).
However, maternal and neonatal health indicatonge h@mained poor as summarized here
below:

1.

During the MTEF review period, the sector has rdedrsuccess in scaling up access to
anti-retroviral treatment where over 540,000 HIVspwe patients enrolled for ARV
treatment in 2012/13, up from 250,000 in 200Ehis was attributed to policy direction on
free Antiretroviral treatment (ART) in public h&afacilities

In addition the sector reduced HIV prevalence amashgts aged 15 to 64 years nationally
from 7.2%, to 5.6% between 2007 and 2012

. To prevention of HIV transmission the sector unogkt major campaigns on Voluntary

Counseling and Testing (VCT). During the period emckview the sector attained 72% of
adults aged 15 to 64 years in 2012 reporting eaeinly been tested for HIV, up from 34%
in 2007.

Tuberculosis case detection rate and treatmentessc@ate are high at 80% and 85%
respectively compared to the international targét0% (detection rate) and 85% (cure
rate).

In an effort to increase skilled deliveries in thealth facilities the Ministry of Health
implemented several administrative interventions major hospitals including
reorganization of in-ward services and review ofenaal deaths. These interventional are
envisaged to indirectly contribute to reductionnoéternal mortality ratios. Preliminary
results indicate that the there is an increaseggrtion of mothers attending ANC
translating into facility delivery (from 60% in 20@o 90 in 212).

" Ministry of Health, NASCOP
8 Republic of Kenya, KAIS report
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The table below highlight some of the curative aadlors reviewed during the period under
review. From the table it is critical that hospitlfine more indicators especially focus in on
quality and efficiency of services.

Sub Outputs Performance Progress and remarks
Programme Indicators
(SP)
General Output 1: Kenya| Kenya Healtl| Draft policy subjected t
Administration | Health policy 2012 - Policy 2012 - 2030 | review by  stakeholders
and Planning | 2030 developed. including county
governments.
Output 2: National | National Health| Draft KHSSP 201-2017
Health Sector strategif Sector Strategi¢ subjected to stakeholdefs
plan 2012-2017 plan 2012-2017 including county governmenis
developed.
Technical Output 1:health| Increased facility| Increased fill rates of EMM
Support facilities with adequaté EMMS fill rates from less than 50% to 75%
Services EMMS
Hospital Output 1:No ofwomen| deliveries by skillei| The Free Maternit
(Curative delivered by skilled health  personne] healthcare Services rolled out
Health health personnel increased to 47% | countrywide
Servicess As
Above

Output 3:115 level £
and 4 Hospitals
rehabilitated.

Proportion of
Hospitals

rehabilitated

A total of 115 level 5 and
hospitals rehabilitated.

2.2.2 Preventive programme

2.2.2.1Status of key health indicators

1.

compared to 414 per 100,000 live births in 2003

52 deaths per 1,000 live births in 2009 (KDHS)

2003 to 74 deaths per 1,000 live births in 2009 HS)

2012 (KAIS).
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Maternal mortality remained high at 488 per 100,00@ births in 2009 (KDHS),
Infant mortality levels improved from 77 deaths pe®00 live births recorded in 2003 to
Under five mortality rate declined by 36 percewinfr115 deaths per 1,000 live births in

HIV prevalence in persons aged 15-49 years deatefasem 7.4% in 2007 to 5.6% in



TB treatment success rates stands at 85% for nesarspositive pulmonary TB cases.
While case detection rates (TB all forms) stand®0&b

Between 2003 and 2008/09, Insecticide Treated Ns¢samong pregnant women and
children under 5 years increased tremendously f58mto 49% and from 5% to 47%

respectively

Under the preventative and promotive programmefdiewing table highlights the sub-
programmes, outputs indicators and progress.

Preventive Promotive Health Care Services: Reducedcidents of preventable diseases and
ill-health

Budgetary Provision
2010/11: Kshs
1,627,719,686

Budgetary Provision 2011/12:
Kshs 1,609,046,931

Budgetary Provision 2012/13:
Kshs
1,597,860,195 (million)

Managerial staff: Technical staff: Support staff: No

Sub Outputs Performance Progress and remarks
Programme Indicators

(SP)

SP 1.1Genera| 1. New HealthLaw | 1. New Health[l. The Heeath Law was
Administration Law submitted to the Attorney

and Planning 2. General's office but wap
returned for furthe
consultations with

stakeholders.

SP Preventive| 1. Children Under | 1. % of children| 1. The percentage of childre

medicine  andg year fully under 1 year wunder 1 year fully

promotive Immunized fully immunized stood at 85%

health 2. Mothers attending  immunized 2. The percentage of mothefs
four ( 4) ANC|2. % of motherg attending four (4) ANQC
Visits attending fourl visits stood at 32%

3. Pregnant women (4) ANC visits | 3. The percentage of pregngnt
receiving LLITN's| 3. % of pregnanf women receiving LLITN’S
in endemic districts women in endemic districts stoofd

. TB cases treated receiving at 94.5%
. New TB cases LLITN’s in | 4. TB Curative rate stood at
detected endemic 55.3%
Promotive health districts 5. Include
4. TB treatment
completion rate
5. TB  detection
rate
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Budgetary Provision | Budgetary  Provision | Budgetary Provision 2012/13:
2011/12: Kshs| 2012/13: Kshs| Kshs 642,803,945 (million)
3,355,332,229 3,757,099,117
Managerial staff: Technical staff: Support staff:
SP .3 Disease¢| 1. Eligible pregnan| 1. % of eligible| 1. Percentage of mothe
Control women  receiving pregnant who were diagnosed with
Services preventive ARVS women HIV at ANC and received
increased by 65% receiving either maternal or infarnt
preventive Anti-Retroviral
ARVs Prophylaxis to prevent
mother to child
transmission stood at 90
(KAIS 2012)
SP 1.4Primary| 1. Eligible Public| 1. Proportion ol| 1. The proportion of publi
Health Carg Health facilities Public Health health facilities receiving
Services receiving HSSH facilities HSSF allocations waks
maintained al receiving HSSH maintained at 100%.
100% allocations . The sector is yet carry olit
2. Commodities 2. Drugs fill rates an analysis of stock oyt
available at thg at primary rates in public health
health facility health facilities. centers and dispensaries
SP 1.5 1. National 1. Radioactive . The Ololua Radioactiv
Technical radioactive wast¢  waste Waste Managemeirjt
Support management management Facility is yet to be
Services facility facility in place completed. Completion

rate is at 80%
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2.2.3 Research and Development Programme

Research and development is an essential ingreafidvalth service delivery. The table below sumpesrthe sub-programmes, outputs performance

indicators and the progress made.

Sub
(SP)

Programme

Outputs

Performance Indicators

Progress and remarks

SP 1.1Research &
development

New research protocols
Scientific Publications

# of New proposals
# of Publications

Over 600 Publications in peer-reviewed journals

Reduction of disease burder# of innovations Key highlights with strong collaboration led to key
discoveries in HIV and Malaria prevention
SP 1.2Training & | Improved skills and # of Staff trained Over 2000 students including staff and other pesso
capacity building | competence # of Students trained received training. Provided industrial training forer
Provision of industria| # of students on industrialB00 students
attachment attachment
SP 1.3 Products| Quality products & services # Products Increased production of rapid test kits for HIV,
and Services # of clients served Hepatitis and production of Kemrub®. Secured a Ksh
35 million tender to supply KEMSA. Continued
offering early infant diagnosis of HIV
SP 1.4 General Increased donor support and improved direct foreign
Administration  &| Ensure compliance with#Strategic plan investment
Planning relevant legislation #Performance Contracts signe8table governance and leadership has enabled
Service charter #Annual operation plans improved outcomes
Performance contracting | # of proposals reviewed andPerformance contracting & performance appraisal
Ethical relevant researghapproved by IRB ensured equitable participation, reward and samctig
conducted Improved adherence to research ethics
SP 15 Capital Completed relevant projectsTimeliness, relevance, Completed the housing project. Completed |the
Project Completed repairs & Completion rate renovation of Kwale guest house. Commenced major

Implementation

maintenance

automation works, such as ERP and VOIP
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2.3 Expenditure Analysis

This Section analyses and reports the recent trehdsudgeted funds and the actual
expenditures over the past three years and thatextevhich they are consistent with the
health priorities. Specifically, it provides a d&td assessment of the budgetary
allocations and actual expenditure of the sectomduhe FY 2010/2011 to 2012/13. In
addition, the chapter analyses the ministry’s btatgeabsorptive capacity by comparing
the budgeted expenditure (approved estimates)thdtlactual expenditure.

Expenditure can be broadly categorized into rectirend development expenditure.
Recurrent expenditure mostly comprises of expergton personnel emoluments, supply
of Medical drugs and non-pharmaceuticals, goods sergices (O&M). Development
expenditure involves non-recurrent expenditure loysjzal assets and infrastructure.

The Ministry’s has remained well below the 15% Abdpeclaration. This to an extent is a
pointer to the constrained budget status of thasiinin the light of its mandate.

The dominant component of the Ministry’s expenditis Use of Goods and Services,
where the core items Medical Commodities (Drugsn{gdbarmaceuticals, specialized
medical equipment), and expansion of facilitiese Tincrease in recurrent expenditure is
attributed to government policy addressing harmetion of salaries to state parastatals,
award of allowances (extraneous, risk, non-pragjsto all medical personnel under the
sector. Unforeseen emergencies (emergency regdefadons as a result of terrorism, fire
and accidents) adversely affect our operations dn@mreasing the number of person in
need for relief assistant.

The high expenditure on Compensation of Employem#irtns the high demand of

staffing level in the Ministry. In addition the guessed capital formation levels are
attributed to the reactionary nature of the Ministroperations leaving very little

resources, if any, for development and capacitiding to tackle disasters in the country.
The Ministry expenditures have been rising sigaifity. In the financial year 2012/13
additional funds were allocated to mitigate agaihstpoor state of our health facilities in
terms of our infrastructure and equipment.

There is need therefore to rethink on the needrd the health sector in order to come up
with programmes aimed at increasing sustainabléreare in the short-term and long -
term to reduce the out-of-pocket expenditure orithea
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Analysis of Expenditure: CURATIVE PROGRAMME (Gross in Millions)

The actual expenditures for the curative incredsaah 25 Billion in 2010/11 to 43 Billion in 2012/13
FY. This is against the Approved budget of Ksh&3illion to 45.3 Billion in the respective periodhe
recurrent budget provides for 91.5% of the ovebaltiget whereas an 8.5% on development for the
financial year 2012/13. This allocation is utilizemlvards payment of salaries, procurement of médica
commodities, specialized procurements for diagonosgrvices, construction and rehabilitation of
hospitals across the country amongst others.

CURATIVE
HEALTH Approved Estimates Actual expenditure

2010/11 2011/12 2012/13 2010/11 2011/12] 2012/13
Recurrent Budget 27,090 31,510 39,556 23,061 27,581 39,426
Development
Budget 4,474 3,915 5,768 2,048 1,734 3,642
Total
Expenditure 31,564 35,425 45,324 25,109 29,315 43,068

Analysis of Expenditure: PREVENTIVE PROGRAMME (Gros s in Millions)

Preventive programme has improved its actual expeed from 17 Billion to 34 billion in the Finaradi
Years 2010/11 to 2012/13. The recurrent budgettitaotes 48.2% of the overall budget whereas 51.8% o
development expenditure for the financial year 2032 The increase is as a result of the government
intervention to prevent communicable and non-comuoalbie diseases. The increased allocation under
development vote is as a result of developmennhpestinvolvement in the fight against HIV/AIDS dugh

the global fund initiative and immunization prograe through the Global Vaccine Alliance (GAVI).

Approved Estimates Actual Expenditures
2010/11] 2011/12 2012/13 2010/11 2011/12 2012/13
1 Recurrent
Budget 10,119 12,306 16,474 10,050 12,434 16,554
2.Development
Budget 15,694 25,007 26,022 7,041, 17,155 17,719
Total Expenditures 25,813 37,313 42,496 17,090 29,589 34,274

Analysis of Expenditure: RESEARCH & DEVELOPMENT PRO GRAMME (Gross in Kshs. Millions)

Donor funding for KEMRI has increased from 6,657IMn to Kshs. 7,982 Million a 19% increase ovee th
last 3 financial years. The proportion of dononds as part of the overall KEMRI funds increasexmfr
77% to 82%within the same period. The donor funds are expgdeper the individual donor budget of our
collaborators and partners. Thus the government teeallocate some funding for research.

Analysis of Expenditure: RESEARCH & DEVELOPMENT PRO GRAMME (Gross in Millions)

Revised Estimates Actual Expenditure
2010/11] 2011/12] 2012/13 2010/11) 2011/12|] 2012/13
Recurrent 1,200 1,213 1,213 1,136 1,175 1,283
Development 149 143 262 131 71 158
Donor Funding 5,158 6,649 6,506
Total 1,349 1,356 1,475 6,294 7,820 7,789
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2.4 Analysis of programme expenditure by economic classification

Curative programme

Compensation to employees (personnel emolumentsuated for 58% of the total expenditure
during 2012/13 FY which is an increase from 5092@11/12 FY. However, in absolute terms,
the Ministry’s health spending on personnel emoluitsehas increased, but there is still a
shortage of health workers. Despite the shortdgepther main challenge facing the Ministry is
that staff distribution is not aligned to workloadi4ajority of the health workers continue to be
heavily concentrated in hospitals while health eentand dispensaries continue to be staffed
well below the norms. This implies that the Minystrill continue to experience shortage of
human resources which is still hampering servidvelg .

Expenditure on goods and services (O&M), granendfers and subsidies and acquisition of
non-financial assets accounted for 42 percent, dZemt and 0.17 percent respectively in
2011/12 financial year. The table shows the breakdof approved and actual expenditure on
services by economic categories.

Analysis of Expenditure: CURATIVE PROGRAMME (Gross in Kshs. Millions)

VOTE Approved Estimates Actual expenditure
2010/11| 2011/12 2012/13 2010/112011/12| 2012/13

Recurrent Budget
Compensation to employe 12,52: 15,60 | 23,13¢ | 12,31¢ 15,56¢ 23,13
Use of Good and Service 3,36¢ 3,36 4,83: 3,35¢ 2,994 4,692
Grants , Transfers an 11,15: | 12,49: | 11,53¢ 7,35( 8,997 11,55«
Subsidies
Acquisition of Nor-financial 45 46 49 35 23 47
Assets
Total Recurrent Budg 27,090 | 31,510 39,556 23,060 27,581 39,426
Development Budget
Compensation to employe - - - - -
Use of Goods and Servic 722 46E 465 97 73 37¢
Grants , Transfers an 34C 39C 1,54¢ 32¢ 29C 73¢
Subsidies
Acquisition of Nor-financial 3,41 3,06( 3,76( 1,62¢ 1,371 2,531
Assets
Total DEVT 4,474 3,915 5,768 2,048 1,734 3,642
Recurrent and Development
Compensation to employe 12,52 15,60 | 23,13¢ | 12,31¢ 15,56 23,13
Use of Goods and Servic 4,091 3,831 5,29¢ 3,45¢ 3,067 5,06¢
Grants , Transfers an 11,49: 12,88 | 13,08« 7,67¢ 9,287 12287
Subsidies
Acquisition of Nor-financial 3,45¢ 3,107 3,80¢ 1,65¢ 1,39¢ 2,57¢
Assets
Total Expenditure 31,564 | 35,425 45,324 25,109 2B63| 43,068
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PREVENTIVE PROGRAMME

The table below gives shows the preventive prograna®m per the economic classification.
Personnel Emoluments accounted for 78% of the &gpénditure during 2012/13 FY which is
an increase from 66% in 2011/12 FY. The Ministiy&alth spending on personnel emoluments
has increased despite the main challenge beinfydifibution, harmonization of allowances

among others.

Analysis of Expenditure: PREVENTIVE PROGRAMME (Gros s in Kshs. Millions

Approved Estimates Actual Expenditures
2010/11| 2011/12| 2012/13| 2010/11| 2011/12| 2012/13

1. Recurrent Budget
Compensation to Employe 6,72« 8,22¢ | 12,83 | 4,82« 8,24: | 12,08«
Use of Goods and Servic 1,95¢ 2,64 2,94¢ 3,79¢ 2,71« 2,89¢
Grants, Transfers and Subsic 1,43( 1,40¢ 1,412 1,41¢ 1,42¢ 1,54z
Acquisition of Nor-Financial Asse 7 30 33 12 28
Total Recurrent 10,119 | 12,306/ 16,474 10,050 12,434
2.Development Budget
Compensation to Employe 2,18¢ 3,19¢ 3,851 1,281 2,49¢ 2,87¢
Use of Goods and Servic 6,57¢ | 16,267 | 17,36: | 1,56¢ | 11,51< | 11,67:
Grants, Transfers and Subsic 1,35i 2,571 2,47( 677 1,71% 1,691
Acquisition of Nol-Financia Asset:| 5,577 2,96¢ 2,33¢ 3,51¢ 1,42¢ 1,48
Total Development 15,694 | 25,007| 26,022 7,041 17,155
Total Expenditures 25,813 | 37,313| 42,496 17,090 29,589

RESEARCH AND DEVELOPMENT

The institutes’ actual expenditure include amoeeived from A-in A which is off the budget.
Personnel emolument takes an average of 80% dfotaerecurrent budget. It is important to
note that there is no funds allocated for healgeaech which is the core mandated of the
institute. This therefore, forces the institutian deek financial assistance from Development

Partners.

Expenditure by economic classification

R&D

Approved Estimates

Actual expenditure

Recurrent Budget 2010/11] 2011/12 2012/13 2010/41 1242 | 2012/13
Compensation t 120C 1,21 1,21 1,104 1,000 931
employees

Use of Goods and Servic 30¢ 31:< 321
Grants , Transfers an - - -
Subsidies

Acquisition of Nol- 4

financial Assets

Social Securit 95 74 97
Total 1,512 1,387 1,349
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2.5 Analysis of capital projects by programme

The Ministry had various capital projects at vasiaates of completion, some of the projects
have had lack of or insufficient funding hence lagdo delays in their completion. Procurement
bureaucracy coupled with legal issues has leadojeqt commencement being challenge.

2.5.1.1 Curative Programme

The table below shows projects being implementethbycurative programme with both GoK
and donors revenues clearly showing contract @slsbudget provisions for the financial years
2011/12 to 2012/13. Delays as mentioned above haade the projects move to the next

financial year.

CAPITAL PROJECTS IN THE MINISTRY/DEPARTMENT/AGENCY

PROJECT 1: Construction of Centre of Excellence at New Nyanz

P.G.H

al.ocation: Kisumu

Contract date:

Expected
date:

ompletion

contract costkKshs 200,000,0C

Contract Completion date:
Expected final cos  Kshs
126,069,459

Completion Stage 2011/12: (10

Completion Stage 2012/1% 5C%)

Completion Stage 2012/:

Budget Provision 2011/1
Kshs 126,000,000

Budget Provison 2012/13:Kss
51,000,000

Budget Provisior
2012/2013: Kshs

51,000,000

The project is in the Mid way but was scaled dowrdsafter the Donor Baylor college of Medicine sck
down on its counterpart fundin@his project is aimed at providing comprehensiaedgatric care {(

children withHIV/AIDs

PROJECT 2: Construction of Maternity ward at Tharaka District | Location: Miramanti,

Hospital (KIDDP) Tharaka Nithi

Contract date: 26/07/2010 Contract Completion date; Expected completion
10/06/2013 date:

cortract costKshs 20,202,33

Expected final cos

Completion Stage 2011/12: (15

Completion Stage 2011/1: 85%)

Completion Stage 2012/:
(85%0)

Budget Provision 2011/12: Ks.
15,700,000

Budget Provision 2011/13:Ks
4,502,331

Budget Provision 207/13:

Kshs4,502,331

The project is complete pending handing over toNh®.H and County Health officials. Land scapp
and other allied civil works are complete

PROJECT 3. Orthopaedic Technology Workshop at Moi Voi Hospital | Location: Voi
Contract date: Contract Completion date: Expected ompletion
date:

contract cos. Kshs 3,616,00

Expected final cos Kshs 3,616,00

Completion Stage 2011/1100 %

Completion Stage 2012/1: 9C%)

Completion Stage 2012/:
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Budget
3,616,000

Provision 2011/1 Kshs

Budget Provision 2012/13:K¢

1,600,000

Budget Provision 2012/1.
Kshs 1,600,000

The project is complete, equipping and trainingtipgsof staff in place. This project was — funded by
the Hilfe Kenea foundation from Spain

PROJECT 4: Construction of an

District Hospital

Operation Theatre at Nyamache

Location: Nyamache,Kisii

Contract date: Contract Completion date: Expected ompletion
date:
contract cos Kshs 20,200,00 Expected final cos  Kshs
20,200,000
Completion Stage 2011/1100% Compleion Stage 2012/13 100%) | Completion Stag

2012/13:(100%)

Budget Provision 2011/12: Kshs

20,200,000

Budget Provision 2012/13:Ks

10,000,000

Budget Provision 2012/1.
Kshs 10,000,000

The project is nearing completion and the HospitalExpected to (mmence Medical/Specialist

operations for its Catchment area.

PROJECT 5: Improvement of Facilities at Othaya District Hospital

Location: Othaya,Nyeri

Contract date: 16/6/2010 Contract Completion date: | Expected completion
5/04/2012 date: 5/04/2012
cortract cos: Kshs 501,745,91 Expected final Cos Kshs
501,745,917
Completion Stage 2011/12: (20 | Completion Stage 2012/1290%) Completion Stag
2012/13 90%)
Budget Provision 2011/1 Kshs Budget Provision  2012/13:Ks | Budget Provision 2012/1
310,988,204 177,000,000 Kshs 177,000,000

This project which consis of Two main blocks and Service Core areas is cotaphath additiona
Auxiliary works e g Public Parking, Ambulance padtiand external drainage works being finalised.

PROJECT 6: Construction of a Maternity ward and Erection of a| Location: Ahero,

Perimeter wall at Ahero Sub District Hospital (KIDDP) Kisumu County

Contract date:26/06/2010 Contract Completion date| Expected completion

10/06/2013 date:

contract cos Kshs 36,000,00 Expeced final cosi Kshs 36,000,00

Completion Stage 2011/12: (40 | Completion Stage 2012/1:10(%) | Completion Stag
2012/13 :100%

Budget Provisior| Budget  Provision  2012/13:Ks | Budget Provisiotr

2011/12:Kshs.18,500,000 17,500,00 2012/13: Kshs 17,500,00

The project is complete with an additional Drain&g&ch in view of Ahero being in a flood prone a

PROJECT 7: Strengthening & Equipping of 23 Hopitals across the

country (Dutch Government.)

Location: 17 counties

Contract date:30/06/2009

Contract date

30/03/2013

Completion

Expected
date:

completion
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contract cos. Kshs 2,000,000,0(

Expected final Kshs

2,000,000,000

COs

Completion Stage 2011/12: (40

Completion
2012/13 95%)

Stag

Budget Provision 2011/1
Ksh.700,000,000

Completion Stage 2012/1: 95%)
Budget Provision 2012/13:Ks
700,000,000

Budget Provisiotr
2012/13: Kshs
700,000,000

The project was in Batches 1, 2, 3, and 4.The ptagin its last batch 4 involves installation ¢

equipping of the mentioned 23 hospitals. The ainthef project is to improve the provision of He
services in this Hospitals by Rehabilitating ,Exghag and Equipping them

Tlth

PROJECT 8: Improvement of Facilities at Wajir District Hospita |

Location: Wajir

Contract date: 01/05/08 Contract Completion date: G/06/13| Expected completion
date:
contract cos Kshs 450,000,0C Expected final Cos Kshs
450,000,000
Completion Stage 2011/125%) Completion Stage 2012/1% 12%) Completion Stag

2012/13: (12%)

Budget Provision 2011/12:Kst

200,000,000

Budge Provision 2012/13:Kss

20,000,000

Budget Provision 2012/
Kshs 20,000,000

The project which is aimed at making Wajir Distridbspital into a referral facility for the regioras

been granted an extension of 3 year i.e. up to 200€.The project is at Documentation/Consult

stage e.g. Environmental impact assessment hasdoaen

Tncy
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2.5.1.2 Preventive programme

The table below shows the 3 capital projects imgelet®d by the programme in various
locations. Project 1 shows the details of Kisumu liéock with an expected completion rate of
74% and the budgetary provisions till 2012/13. %86 to completion has to be done in the
subsequent financial years. The same case appltas Oloolua project which is supposed to be
implemented in 3 phases. The first phase is shalowb

Project 1; Construction of modern lab block

Contract Date Project | Contract 30" June| Location Kisumu
Amount | completion 2012
date
Contract Cost Kshe 56.3| Expected Kshe 133.7| Expected 201«
million final cost million completion
date
Completion  Stage| _ Completion | 41% Completion | 74%
2010/11 (%) stage 2011/12 stage 2012/13
(%)
(%)
Budget Provision| Kshs 15| Budget Kshe 20| Budget Kshe¢ 20
2010/11 Million provision million provision million
2011/12 2012/13

Project justification. This project is aimed at tesing DNA samples from Kisumu for the
prevention and control of crime and other social fators

Project 2; Construction of 201 model health centre

Contract Date | Project Contract Dec 2011 Location Each
Amount completion constituency
date
Contract Cost | Kshs 3,240| Expected Kshs 6,215| Expected Dec 201.
million final cost million completion
date
Completion S0% Completion 91% Completion 99%
Stage 2010/11 stage 2010/11 stage 2012/13
(%) (%) (%)
Budget Kshe 208 | Budget Kshe 645| Budget Kshe¢ 50
Provision Million provision million provision million
2009/10 2010/11 2012/13
Project justification: The project is aimed accessig health care closer to the population
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Project 3; Ololua radioactive waste management tenp

Contract Date Project completion August 201 | Location Nairobi
Amount date
Contract Cost | Kshs Expected final | Kshs 518.5| Expected August 201:
518.5 cost million completion
million date
Completion S0% Completion 70% Completion 83%
Stage 2010/11 stage 2011/12 stage 2012/13
(%) (%) (%)
Budget Kshs 100| Budget Kshe  115| Budget Kshs 115
Provision Million provision Million provision Million
2010/11 2011/12 2012/13

Project justification: This is a waste managemextility that is aimed at reducing radioact
substances away from the environment and the people

2.3.3.2 Research and Development

SIN 2010/ | 2011/ | 2012/
0. Project Name Project Details 11 12 13

1 Staff Housini Contract Date Jul-09
300
Contract cost Million
Completion Stage % 73%100%
Expected completio
Stage

Budget Provision 109 83

2 ICT Infrastructure an/| Contract Date Jul-10
automation Contract cost 295M
Completion Stage % 30 52 67

Budget Provision 14 34 41

3 Laboratory ixpansior July
(Busia) Contract date 2012

Contract cost 220 M
Completion stage% 20%
Budget provision 0 0 52

4 | Foot Bridge Contract Date Jul-1
Contract cost 27 M
Completion Stage % 100

Budget Provision

NJ
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Pending Bills

2.6 Recurrent Pending Bills

The table below shows pending bills for the reaursete in 2010/11 to 2012/13, the bills were
mainly due to the suppliers, pension deficits ar8iSR. Managing the pending bills in the
ministry has been a problem in the last two yehas is attributed to inadequate provision for
resources and the reactionary nature of the myrsstiperations in mitigating against disasters.
At the end of the financial year 2012/2013, the@elsad pending bills amounting to Kshs 6,457
million; a total of Kshs. 3,786 Billion was outsthng towards the end of the last financial year
due to lack of liquidity. However, occasional sasrwithin the budget allocations are utilized to
pay off the outstanding bills.

The Research and development further owes the erssheme a total of 567 million. The
institute has therefore requested the governmeraibit out by injecting a total of Kshs.
597,723,422 to save the staff pension scheme fotahdollapse.

Due to lack of liquidity Due to lack of provision

Programme 2010/11| 2011/12 | 2012/13| 2010/11| 2011/12| 2012/13
Preventive 0.52 0 4.7 0.2¢ 3.4 0
Curative 636 545 485 0 0 0
Research &

Development 591 597 597 0 0 0
KNH 0 2,700 0 0 0
MTRH 0 0 0 0 0 0
SUB TOTALS 1,233.52[ 1,142.00[ 3,786.20 0.28 3.40

2.7 Development Pending Bills

The table below shows pending bills for the Develept Vote in 2011/12, only curative
programme had a pending bill of Kshs 2.104 Billiowards the end of the last financial year.

Due to lack of liquidity Due to lack of provision
Development (Million) (Million)

2009/10] 2010/11 2012/13| 2009/10( 2010/11| 2012/13
Preventive Programme 1.150 0 0 0 0 0
Curative Programme 0 0 2.104 0 0 0
KNH 0 0 0 0 0 0
KEMRI 0 0 0 0 0 0
Research and Developmgnt 0 0 0 0 0 0
SUB TOTALS 1.150 0 2.104 0 0 0
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The Health Sector has taken up various initiata@sed at addressing the problem of pending
bills. These proposed and or taken up initiativesude:

a)
b)
c)
d)
e)

f)

Decentralization of the health services to the tpgovernments.

Procurement of medical commodities has been trenesféo KEMSA,

Payment of electricity bills have been decerdeal]

Introduction of prepaid telephone lines to headitilities

Disconnection of illegal water connections e.gstiff quarters in health facilities; and
Treasury to finance 100 percent of the approvedéud

RECOMMENDATIONS TO REDUCE PENDING BILLS

a)

b)

c)

d)

Further disbursements should be accompanied byemmgitation guidelines especially
for RHFs;

The CHMB'’s should be enabled/empowered to oversg#ementation of projects and
detect omissions/mistakes early enough i.e. notingaeverything to the ministry of
Roads and public works alone;

Processing of conditional grants and subsequerdsfighould be done within theé'1l
quarter of the financial year as this allows fooger planning/adequate consultation by
the county government;

Recognizing and increasing the budget for operaiamh maintenance expenditures such
as supplies, utilities, communication, etc. Atgenet, approved budgets are not matched
with timely release of exchequer funds by the Goreant;

A review of current procedures governing the redeafsvoted funds is needed in order to
avoid delays, and to facilitate overall improvemianthe implementation of the budget.
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3 CHAPER THREE -

MEDIUM TERM PRIORITIES AND

FINANCIAL PLAN FOR THE MTEF PERIOD 2014/15 -

2016/17

3.1 Prioritization of programmes and sub- programmes

The Health Sector has prioritized and ranked tloggammes in order to efficiently utilize
and maximize on benefits from the limited resouraesilable to the sector. The ranking of
the programmes is as follows:

©No O

3.1.1 Programmes and their objectives

Preventive and Promotive Health Care Services;
Curative Health Care Services
Research development & Training

General Administration, Planning & Support Services

The resource requirements of the Health Sectoapiied under the four(4) programmes are
guided by the sector policy commitments and the ¢oandates of the sub-sectors. These
programmes are consistent with the strategic dlbgbf achieving the Kenya Vision 2030

and the Millennium Development Goals (MDGS).

The Vision 2030 has key flagship projects which sketor will execute. These projects are
aimed at achieving accessibility, affordability loéalth services, and reduction of health
inequalities and optimal utilization of health sees. These resources will, therefore, target
to improve access, quality and equity in the prioni®f health services,

Programme, sub-pro

gsrammes and priorities for 2013-17

Programme

Sub-Programmes

Specific Objective

Priorities 2013/14-16/17

1. | Preventive and
Promotive Health
Care Services

Communicable disease
prevention
Non-communicable
disease prevention &
control

Family health
National Public health
laboratories &
Government Chemist
Environmental Health

To increase access
to quality and
effective
Promotive and
Preventive health
care services in
the country

To provide the
essential health
support systems
necessary to
execute the various
health care
interventions
Eliminate
Communicable
Conditions

Halt, and reverse
the rising burden
of non-
communicable

conditions

Country wide Scale up

of Community Health
High Impact
Intervention

Develop and maintain a
disease surveillance
system and rapid respons
capacity to outbreaks in
collaboration with MoH
and other partners in the
region.
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Programme

Sub-Programmes

Specific Objective

Priorities 2013/14-16/17

Reduce the
burden of violence
and injuries
Minimize
exposure to health
risk factors

Curative Health
Care Services

Curative & rehabilitative
services

Improve the
health status of
the individual,

Improve access to
referral systems
Modernize Kenyatta

Emergency &  disaster family and National Hospital
management community by Modernize Moi
: f ensuring Teaching & Referral
;E‘eiieiil:;c & medico-legal affordable health Hospital
care services Exploit fully the
Referral & Specialized | * Provide essential potential of Information
services healthcare Communication
services Technology (ICT) in the
= To provide development and
integrated and management of
quality curative healthcare services
and rehabilitative
services.
Research, Capacity Building & |* To develop critical Re-engineering human
Development & Training mass of human resource for health

Training

Research & innovations

Research Ethics, Standar
& Regulation

Products,
and services

Technologies

ds

resource for health
in preventive,
curative, research
and leadership
aspects

To provide
stewardship and
oversight on
Research.

To conduct
research in human
health and
disseminate and
translate research
findings in health
for evidence based
policy formulation
and
implementation

To collaborate with
local universities to
develop
postgraduate
training curricula

in tropical
medicine and
infectious diseases
graduates and
produce
postgraduates with

Mainstreaming research
& development in health
(National priority setting and
identification of sustainable
funding mechanisms; To
establish and maintain a
policymaker—targeted website

architecturg

Develop human resource
capacity in health researg
and appropriate
technologies.

=y

To develop human
resource capacity in
health and enforce
standards and regulation$

Develop cadre o]
internationally recognized
scientists capable @
research leadership
excellence

KO =n

Health Products and
Technologies
Identification,
documentation &
translation of research
findings into products &
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Programme

Sub-Programmes

Specific Objective

Priorities 2013/14-16/17

high degree ¢
professionalism,
innovativeness and
motivation.
Promote industrial
production of
traditional
medicines and the
practice of
traditional
medicine.

To produce
pharmaceutical
products,
diagnostic kits for
enhancing blood
safety and
disinfectants for
enhancing
Infection
Prevention

technologies

General
Administration,
Planning &
Support
Services

Health Policy, Planning &
Financing

Health Standards, Quality
Assurance & Standards

National Quality Control
Laboratories
Human

Management

Resource

General Administration

To strengthen
leadership,
management and
administration in
the sector for
improved
efficiency &
effectiveness in
programme
prioritization,
design,
implementation,
Monitoring &
evaluation
Strengthen
collaboration with
health related
sectors
Strengthen the
framework for
monitoring and
evaluation on a
continuous basis.

Health care subsidies for
social health protection

Construct Model level 4
Hospitals

Establish e-health hubs
in 58 health facilities

Health
tourism

and Medical

Locally derived natural
health products

Establish a designate
research & Developmen
liaison office to improve
interfacing betwee
KEMRI, MoH, relevant
Ministries, Communities
WHO Country Office and
other relevant
organizations.

Develop an epidemi
intelligence system an
maintain a comprehensiv
database on epidemics.

— O
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3.1.2 Programmes and sub-programmes, Expected Outcomes, Outputs and Key Performance Indicators for the sector

Programmes, and key performance indicators

Programme Sub-Programmes Specific Objective Priorities 2013/14-16/17 Outcomes/Outputs Key Performance
Indicators
Preventive and Communicable To increase access to quality Country wide Scale up of Improved access to % of functional
Promotive  Health disease prevention and effective Promotive and Community Health High level 1 services community units

Care Services

Non-communicable
disease prevention &
control

Family health
National Public health
laboratories &
Government Chemist
Environmental Health

Preventive health care
services in the country

To provide the essential
health support systems
necessary to execute the
various health care
interventions

Eliminate Communicable
Conditions

Halt, and reverse the rising
burden of non
communicable conditions
Reduce the burden of
violence and injuries
Minimize exposure to health
risk factors

Impact Intervention
Develop and maintain a
disease surveillance
system and rapid
response capacity to
outbreaks in collaboration
with MoH and other
partners in the region.

Improved Health
status for expectant
women, newborns
and children

Improved health
status of WRA
Zero HIV
transmissions

% of newborns with
low birth weight

% under 5’s stunted
% under 5
underweight

% of women of
Reproductive age
receiving family
planning

Number of HIV
transmissions

% of LLITNs
distributed

Curative Health
Care Services

Curative &
rehabilitative services

Emergency & disaster
management

Forensic & medico-
legal services

Referral & Specialized
services

Improve the health status of
the individual, family and
community by ensuring
affordable health care
services

Provide essential healthcare
services

To provide integrated and
quality curative and
rehabilitative services.

Improve access to referral
systems

Modernize Kenyatta
National Hospital
Modernize Moi Teaching
& Referral Hospital
Exploit fully the potential
of Information
Communication
Technology (ICT) in the
development and
management of
healthcare services

Country-wide
framework of referral
systems

Improved access to
emergency services

% deliveries
conducted by skilled
attendant

% of facility based
maternal deaths (per
100,000 live births)
% of facility based
under five deaths
(per 1,000 under 5
outpatients)

# of institutional
framework
established.
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=  # policies and pieces
of legislation
adopted.

= 9% of referred clients
reaching referral
unit

=  # of ambulances
procured.

=  # of communication
devices procured

Research,
Development
Training

&

Capacity Building &
Training

Research &
innovations

Research Ethics,
Standards &
Regulation

Products,
Technologies and
services

To develop critical mass of
human resource for health in
preventive, curative, research
and leadership aspects

To provide stewardship and
oversight on Research.

To conduct research in
human health and
disseminate and translate
research findings in health
for evidence based policy
formulation and
implementation

To collaborate with local
universities to develop
postgraduate training
curricula in tropical
medicine and infectious
diseases graduates and
produce postgraduates with
high degree of
professionalism,
innovativeness and
motivation.

=  Promote industrial
production of traditional
medicines and the
practice of traditional
medicine.

= To produce
pharmaceutical products,
diagnostic kits for
enhancing blood safety
and disinfectants for
enhancing Infection
Prevention

= Re-engineering human
resource for health

= Mainstreaming research
& development in health (

National priority setting and
identification of sustainable
funding mechanisms; To
establish and maintain a
policymaker—targeted website
architecture)

=  Develop human resource
capacity in health
research and appropriate
technologies.

Improved Evidence
based policies and
decision making

Highly skilled human
resource for
addressing national
health issues

Appropriate
technologies,
products and utility
models for improved
service delivery

No. of staff trained in
new technologies

No. of new technologies
introduced

Increased use of new
technologies

# of trainees
Type of trainings

# of cadres trained

No. of scientific
publication

No. of policies
formulated

No. of synthesis
workshop

No. of research findings
implemented

No. of policy guidelines
adopted and launched
No. of products and
technologies
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To develop human
resource capacity in
health and enforce
standards and regulations

Develop cadre of
internationally recognized
scientists ~ capable  of

research leadership &
excellence

Health Products and
Technologies
Identification,
documentation &
translation of research
findings into products &
technologies

General
Administration,
Planning & Support
Services

Health Policy,
Planning & Financing

Health Standards,
Quality Assurance &
Standards

National Quality
Control Laboratories
Human Resource
Management

General
Administration

To strengthen leadership,
management and
administration in the sector
for improved efficiency &
effectiveness in programme
prioritization, design,
implementation, Monitoring
& evaluation

Strengthen collaboration
with health related sectors
Strengthen the framework
for monitoring and
evaluation on a continuous
basis.

Health care subsidies for
social health protection

Construct Model level 4
Hospitals

Establish e-health hubs in

58 health facilities
Health and Medical
tourism

Locally derived natural
health products

Establish a designated
research & Development
liaison office to improve
interfacing between
KEMRI, MoH, relevant
Ministries, Communities,

Improved access to
comprehensive health
services

Efficient and
effective system for
mobilization and
dispensation of
services

Improved quality
services

Reduction of the No.
of those seeking
treatment outside the
country.

Regulatory
framework for
certification of locally

% of facilities equipped
as per norms

# of facilities per 10,000
population

# of
Rehabilitated.

facilities

Institutional framework
established

# Functional e-hubs

established

# of patients seeking
specialized treatment
local

# of facilities fully
expanded to provide
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WHO Country Office

and other relevant
organizations.
Develop regulatory

guidelines to allow
registration of natural
health products of
acceptable standards.

Develop an epidemic
intelligence system and
maintain a
comprehensive database
on epidemics.

derived value-added
natural health
products

specialized treatment

# of  pieces of
legislations enacted to
support uptake of locally
derived products.
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3.1.3 Programmes by order of ranking

Preventive and Promotive Health Care Services;
Curative Health Care Services

Research, Development & Training

General Administration, Planning & Support Services

PoONPE

3.1.4 Criteria for prioritization

As per treasury guidelines, a prioritization cidgewas developed, presented and accepted by
the sector before the prioritization process. Thecg@ss of prioritization further took into
consideration the current configuration of the Miny of Health into 5 directorates namely:-

Preventive & Promotive services

Clinical services

Health Policy, Planning & Financing

Health Standards, Quality Assurance & Standards
National Quality Control Laboratories

agrwnNPE

New additional 2013 Criteria

1. Aligned to MTP Il of Kenya Vision 2030

2. Constitution of Kenya-applicable legal, institutedrand policy framework as well as
devolution & other policy statements

3. National Government Policies & Guidelines

4. Aligned to Sector Strategic Plan

5. Strategic plans for SAGAs in the Sector

6. On-going projects & new Government Initiatives

7. Core poverty programmes

8. Leadership, Governance, Stewardship, & Oversight

9. International Goals & Development Agenda

10.Emerging & re-emerging health issues (emergencygresiness, response and
mitigation, Disease Surveillance, Outbreak Invedians & response)

Previous 2008 Criteria

(Ref. Treasury Circular 25™ November 2008 (Ref: ES 1/03 TREASURY CIRCULAR NO.)

1 Linkage of the programme/sub programme with Vision2030 Objectives;the programme is
consistent with the strategic objectives for acimg\the Vision 2030 and is directly linked to one
or more of the Vision 2030 objectives or flagshipject.

2 Degree of addressing Core Poverty; programme/subrpgramme is a direct intervention to
core poverty reduction as outlined in the critéoiaselection of core poverty interventions.

3 Degree to which the programme/sub programme is adessing the objectives of the Sector/
Core mandate of the Ministry/department; programme is consistent with the strategic objestiv
of the Sector or Core mandate of the Ministry/dapant.

4 Expected output or results from a programme/sub prgramme; the programme demonstrates
its ability to achieve the Vision 2030 strategigemtives through the expected output.

5 Linkage with other Programmes; programme/sub progranme has direct linkages (forward and
backward) with other programmes
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6 Sustainability of the programme; programme/sub progamme demonstrates high level of
sustainability. Among the factors considered ineluchuman capacity, future costs of
implementation and source of funding.

7 Cost Effectiveness;The programme/sub programmeis the most cost effective in comparison
with the other competing programmes i.e. the progna is able to achiewbe intended objectives
at minimum cost possible

Scoring Method

» All the above 7 criteria carry an equal score afidrk.
* A programme that meets the above 7 criteria scoraarks
» Degree to which the programme meets criteria isd@h0.25, 0.5, 0.75 or 1 marks

3.1.5 Table showing Programme ranking

Programme Criteria as discussed above Scor | Rankin
€ g

Linkage of | Degree of | Degree to which the | Expected Linkage Sustainability | Cost
programme | addressing | programme is | output or | with other | of the | Effectiveness
to Vision | core addressing the | results from | Programmes | programme
2030 poverty objectives of the | a
objectives issues Sector/ Core | programme

mandate of the | ; The

Ministry/departmen | programme

t should

demonstrate

its ability to
achieve the
Vision 2030
strategic

objectives

1. Preventive & | Yes Yes Yes Yes Yes Yes Yes 7 High
Promotive
2. Curative Yes Yes Yes Yes Yes Yes No 6 High
3. Research & | Yes Yes Yes Yes Yes No No 5 Medium
Training
4. Administration | Yes Yes Yes Yes Yes Yes Yes 7 High
& Planning

Yes=1; No=0

MTP II Health Sector Flagships 2013-17
* Country wide Scale up of Community Health High Irciplterventions
» Improve access to referral systems
» Construct Model level 4 Hospitals
» Health care subsidies for social health protection
* Re-engineering human resource for health
» Health Products and Technologies
» Establish e-health hubs in 58 health facilities
* Mainstreaming research and development in health

Flagships Projects to be implemented through Pulificvate Partnership (PPP)
approach include;
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+ Health and Medical tourism

e Locally Derived Natural Health Products: This wile achieved through refining
existing regulatory guidelines to allow registratiof natural health products of
acceptable varying standards of processing.

* Modernize Kenyatta National Hospitalhis will entail implementation of the ICT
master plan, and constructing and equipping a fidigged 300 bed private wing,
2,000 accommodation units and conference facilibefiealth tourism.

* Modernize Moi Teaching and Referral Hospithis will entail developing Cancer
Management Centre, constructing a children hospaall modernization of
infrastructure and hospital equipment.

3.1.6 Allocation of Funds

As a consequence of applying the above mentionediples, the sector will shift resources from low
to high priority programmes as guided by the follogvcriteria:

» Compulsory Expenditures— These are expenditures that sectors may notthawdiscretion to
trade off. These expenditures form the first changa programme and may include salaries and
standing commitments such as contributions to matéonal organizations;

» Existing Commitments and Ongoing Obligations— These are obligations previously entered
into by the implementing agencies and may not fbezebe postponed. Examples of such
expenditures include payment of rent, commitmeatsFree maternity services, Free Primary
and Secondary Education, commitments for Orphartk \annerable Children; purchase of
drugs e.t.c. Commitments made on low priority exjiemes will need re-evaluation for
relevance and cost and should be weeded out diuithget.

» Operational Expenses— These are expenditures that enable the deliwkgervice. On the
basis of the classification of programmes, thegeerses should be critically evaluated with a
view to making savings which can be shifted to e existing high priority programmes

* New Expenditures— These will constitute of any extra funding ofi@éncy savings realized
from the Sector. Such resources should only bsidered to fund high priority programmes
such as emergency, and disaster preparednessspmhse. No low priority programmes should
be considered for new funding.

* Reduction in non-priority Expenditures- On overall all medium, low and very low priority
programmes should surrender at least 10%, 20% @¥dr8spectively of their 202/13 allocation
less the one-off expenditures. This surrender shandrease progressively over the medium
term with a view of weeding out the low and verw|priority programmes from the budget.
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3.2 Analysis of Resource Requirement versus allocation

Table below illustrates the sector resource requergs for 2014/15 and current allocation in
(Kshs. Millions)

RESOURCE RESOURCE PROJECTED ESTIMATES
PROGRAMME REQUIREMENTS ALLOCATION
RECURRENT 2014/15 2014/15 2015/16 2016/17
Preventive and
Promotive Health 10,822 624 13,318 13,935
Curative Health 30,292 11,075 28,984 30,267
General Administration
and Support Services 2,531 2,028 2,629 2,715
Research and
Development 9,443 3,939 10,175 11,026
Total 53,088 17,666 55,106 57,943
RESOURCE RESOURCE PROJECTED ESTIMATES
DEVELOPMENT REQUIREMENTS ALLOCATION
2014/15 2014/15 2015/16 2016/17
Preventive and
Promotive Health 9,507 349 9,803 10,100
Curative Health 3,344 596 3,448 3,553
General Administration
and Support Services 14 50 15 15
Research and
Development 687 360 650 566
Total 13,552 1,355 13,916 14,234

Sector (recurrent and Development)

The budget for the Heath Sector is based on the Ppoogrammes. The programmes
presented for the resource bidding process arecRiige, Curative, General Administration
and Research & Development. This is predicted em#éed to control factors that lead to ill
health in the country; including the need for asidds, quality, efficient and effective public
health care system. The sector requirement foFth&014/2015 is Ksh§6,640million and
their justifications are as provided below;
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Sector requirement for both recurrent & development FY 2014/15 — 2016/1Kshs.

Millions)
Estimates Projected
No Recurrent 2013/14 2014/15 2015/16 2016/17
1 General Administration ang
Planning 1,422 2,531 2,629 2,715
2| Preventive 1,970 10,822 13,318 13,035
3 | Curative 15,428 30,292 28,984 30,267
4| R&D 4,180 9,443 10,175 11,026
Total Recurrent 23,000 53,088 55,105 57,942
Development 2013/14 2014/15 2015/16 2016/17
1 General Administration an
Planning 13 14 15 15
2| Preventive 4,944 9,507 9,803 10,100
3| Curative 1,739 3,344 3,448 3,553
4| R&D 310 687 650 566
Total Development 7,006 13,552 13,916 14,234
Grand Total 30,006 66,640 69,021 72,176

Sector (recurrent and Development)

The Sector’'s resource requirements in the medium t&re guided by the sector policy
commitments as broadly articulated in the VisioB2@nd more specifically in the Second
Medium Term Plan (2012 — 2017) while ensuring atignt of the Health Sector policies.
The following table shows sub-sector resource requents for both recurrent and

development for the FY 2014/15.

Sector requirement for both Recurrent and Development FY 2014/15 - 2015/16 (Kshs.

Millions)
Estimates Projected
1 | General Administration and Planning 1,435 2,545 2,643 2,730
2 | Preventive 6,452 17,479 21,037 22,006
3 | Curative 17,167 33,636 32,432 33,819
4| R&D 4,952 12,980 12,909 13,621
Total Sector Budget 30,006 66,640 69,021 72,176
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Programmes and sub-programmes

The total health sector requirement for is Ksh$ @illion, Kshs 69 Billion and Kshs 72.1
Billion for the 2014/15, 2015/16 and 2016/17 respety.

Table: Programme and Sub- programme requirement for FY 2014/15 - 2016/17
(Kshs. Millions)

Estimates Projected
Programme »
Sub-Programme 2013/14| 2014/15 2015/16 2016/17
Communicable Disease 1,478 2,007 2,587 3,160
Non Communicable Disease 111 2485 234 235
Preventive and Family Health 4,267 13,376 16,432 16,682
Promotive Health National Public Health
Laboratory & Govt chemi 595 1599 1,598 1,693
Environmental Health - 251 236 235
. Curative & rehabilitative 3,733 5,281 5,468 6,102
Curative Health — -
Referral & Specialized Services 13,434 28,356  26,9627,717
Research and Research and Development 1,567 7,205 7,231 7,714
Development Capacity building and training 3,386 5,775 5,677 903,
Health Policy, Planning & 40 55 69 86
Financing
General Health Standards & Quality 107 912 866 853
Administration & ass_urance .
Support services National Quality Control 201 273 345 430
Laboratories
General Administration 1,087 1,304 1,363 1,361
Total Sector Requirements 30,006 66,640 69,021 7Bl

3.1.1 Semi-autonomous Government agencies

The following table shows resource requirementshef Health Sector both recurrent and
development for SAGAs namely Kenya Medical Train@gllege, Kenya Medical Supplies
Agency, Kenyatta National Hospital, National Aider@rol Council, HIV & AIDs Tribunal
and Moi Teaching and Referral Hospital for the F@1#/15, 2015/16 and 2016/17
respectively

Semi-autonomous Government Agencies FY 2014/15 — 2015/16

Sub-Vote Budget Estimates
RECURRENT vote 2013/14| 2014/15 | 2015/16 2016/17
KEMRI 1329 5263 5744 6329
KMTC 2,851 4,180 4,431 4,697
KEMSA 398 434 437 437
KNH 7,794 13,833 14,044 14,730
MTRH 3,644 4,453 4,720 5,003
NACC 271 586 599 599
HIV/AIDS Tribunal 11 186 203 203
Total | 16,298 28,935 30,178 31,998
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DEVELOPMENT vote 2013/14 | 2014/15 | 2015/16 2016/17
KEMRI 146 360 320 236
KMTC 164 327 330 330
KEMSA 19 86 100 100
KNH 393 2440 2443 2450
MTRH 132 1403 1405 1405
NACC 288 2720 2729 2729
HIV/AIDS Tribunal 0 0 0 0
Total | 1,142 7,336 7,327 7,250

3.1.2 Economic classification

The following table shows the Health Sector reseumequirements by economic
classification for the FY 2014/15, 2015/16 &td6/17respectively.

Health Sector requirement by economic classificatn for FY 2014/15 — 2016/17

(Millions)
By Economic Classifications Estimates Projected Estimates
Recurrent Budget 2013/14 2014/15 2015/16 2016/17
Compensation to Employees 1,755 6,041 6,151 6,274
Use of Goods and Services 927 2,529 3,110 3,692
Currer'lt transfers Government 16,298 28,935 30,178 31,998
Agencies
Other Recurrent Expenditure 4,020 15,584 15,666 15,978
Total Recurrent (Gross) 23,000 53,088 55,105 57,942
Development Budget
Acquisition of Non-Financial Assets 2,064 2,188 2,319 2,458
Capita‘l transfers to Government 1142 7336 7327 7250
Agencies
Other Development (Free maternity) 3,800 4,028 4,270 4,526
Total Development (Gross) 7,006 13,552 13,916 14,234
GRAND TOTAL 30,006 66,640 69,021 72,176

3.3 Resource allocation criteria

The following are the Resource Allocation Critemdopted by the Health sector in allocating

Resources

* Priority on Non-discretionary expenditures e.g.seanel costs, Grants to Parastatals

and transfers.

» Priority for on-going development projects incluglics.O.K counterpart funding to

Development projects

* Ministerial Budget Committees agreements and cangen
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4 CHAPTER FOUR: CROSS-SECTOR LINKAGES,
EMERGING ISSUES AND CHALLENGES

Introduction

The Constitution established two distinct and idégendent levels of governments
consisting of the national and 47 county governsiemth specific functions. These two
levels must conduct their relations through comsigh and cooperatidnin order to
effectively deliver their mandates. At the natiolelel, the health sector interacts to various
degrees with other sectors of the economy thatriboié to its outputs/outcomes. These
sectors include: Environmental Protection, Wated awatural Resources; Governance,
Justice, Law and Order (GJLO); Public Administrati@nd International Relations;
Agriculture, Rural and Urban Development; Energyfrdstructure and ICT; Education;
General Economic and Commercial Affairs; Nationat&ity; and Social Protection, Culture
and Recreation. Identification and harmonizationndfa and inter sectoral linkages will be
critical to ensure optimal utilization of limiteésources.

Intra Sectoral Linkages within the Health Sector

The national health sector comprises of the MipjSkEMRI, National Referral Hospitals,
NACC, KEMSA, NHIF, HIV and AIDS Tribunal, among aihs. Intra-sectoral
collaborations are mainly in the major programmeaarof curative, preventive, promotive
health, social protection and research and devetopnThe departments and agencies of the
Ministry will collaborate in information sharingofpcy and strategy formulation, planning,
programme implementation, setting of standards amahitoring and evaluation. With
devolved system of government intergovernmentabsaiclinkages with structured dialogue
processes will be paramount if the two levels ovegoments have to contribute to
accelerated realization of rights to health.

4.1 Links to other SECTORS

The collaboration with other sectors focuses magmyissues that impact and contributes to
improved health care and quality of life. Theselude literacy, employment, poverty,
globalization, urbanization and housing conditiamgrition, environmental and occupational
hazards among others.

4.1.1 Energy, Infrastructure and ICT Sector

Expansion, modernization and operation of the hesdictor to effectively respond to the
changing health service needs is highly dependemnergy, infrastructure and ICT sectors.
Structured and deliberate engagement by the headtior with these sectors will be critical to
ensure accelerated attainment health sector nsegoat. Reliable infrastructure will facilitate
access to health care facilities and emergencyicesnacross the country hence improving
clinical outcomes.

*The Constitution of Kenya, 2010
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As the Health Sector continues to embrace ICT atiumefor improved health care delivery,
internet connectivity will be a key resource forplementing e-health, tele-medicine and
training. Strengthening collaboration with the IGUbsector will be prioritized to ensure
sectoral standards, cost efficiency and effectissnend reliability of data for national
planning. Specifically, the two sectors in congigtawith the county governments will work
together towards establishment of web portal, natie-health hubs and health facility based
e-health hubs across the country.

4.1.2 Environmental Protection, Water and NATURAL RESOURCES Sector

Provision of clean water, safe environment, adegjsanitation lead to improved living
conditions and reduction in incidence of vectorrnsoland other communicable diseases,
hence better health for all.

The target of MDG goal No. 7 is to halve the prdjoor of people without sustainable access
to safe drinking water and basic sanitation by 2ilne with this goal the health sector will
engage with these sectors in policy and regulatbayogue to ensure safe environment,
water, and sanitation facilities meet the set stahgland the regulatory requirements.

4.1.3 Social Protection, Culture and Recreation Sector

The Health Sector through the National AIDS Con€oluncil coordinates the national HIV

and AIDS programmes, advocacy and mobilisationesburces to deal with the scourge.
HIV and AIDS had been recognized as a serious emgdl facing human development and
identified as a target to be addressed in the matiand Millennium Development Goals and
Vision 2030. The newly established HIV and AIDS Egdribunal shall arbitrate on related

human rights issues to ensure non-discriminaticsldhose infected and affected.

The Health Sector will cooperate with the sub seetdabour, social security and services in
the area international recruitment as well as ntaaming occupational safety and health
into management systems across the sector. Futtiersector will contribute towards

review of policies and legislation on occupatiosaflety and health.

The Health Sector is committed to promote indusieace and harmony, and guarantee
social economic rights of workers in order to babst healthcare workers’ productivity and
performance.

The Health Sector will adhere to ergonomic prirespfor provision of conducive work
environment. The health sector will train key noadlistaff on sign language and endeavour
to print customer information such as service @eglivcharters in Braille. The sector is
committed to ensure accessibility to physical faes, service points and social amenities by
persons with disabilities.

4.1.4 Public Administration and International relations

The success programmes in health sector is dependethe funding levels and the timely
disbursement. In order for the sector to achievgaials it will provide the necessary data and
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information to enable the National Treasury to jmevthe necessary funding in time. The
Health Sector will continue to play its role indinvith the national and sectoral policies. One
of the objectives of the Vision 2030 is to restuet public expenditure to be more growth
and pro-poor oriented and this will benefit thetsesignificantly. The need to invest in
human capital will also be emphasized. Resourcecation will be directed towards
promotive and preventive aspects of healthcaréngiadequate attention to curative care.

The Health Sector will make its contribution towamchievement of gender equality in the
provision of health training in line with MDG go&lumber 3 and the National Gender
Policy. The sector will work closely with the Nat@ Gender and Equality Commission and
will initiate affirmative action in admission ofugtents in various paramedical disciplines,
especially in female dominated or male dominatedfgssions. Further, Gender Based
Violence Recovery Centres in KNH and MTRH will cionie providing psycho-social and
medical support to the survivors, as well as coagewith relevant government sectors in
order to bring culprits to justice.

National disasters like droughts and floods, frequead traffic accidents, fires and acts of
terrorism take heavy toll on the performance of sketor especially referral hospitals. The
sector will commit funds for disaster preparednessponse and recovery as well as develop
guidelines for use by county governments.

The Sector will institutionalize and strengthen lpulprivate partnerships as resource
mobilisation strategy for the purpose of bridginglgetary deficit in accordance to the Public
Private Partnership Act (2013).

4.1.5 Education Sector

The direct link between education and positive ecoin development including improved
health outcomes is indisputable. The educationosegtogrammes are geared towards
improving efficiency in core service delivery ofcassible, equitable and quality education
and training. The sector by ensuring the provisiban all-inclusive high level and quality
education can contribute substantially towardsthesdeking behaviour as it rolls out health
education and outreach programmes. The two natimaahing and referral hospitals will
continue facilitating training of medical and Panadical students from public and private
institutions.

The Health sector will collaborate with Educatioect®r the provision of high health impact
intervention including deworming.

4.1.6 Governance, Justice, Law and Order Sector

The Health Sector is guided by the relevant cartstital provisions on the right to highest
quality of health careCap 4 Article 43 supported by the relevant legistatand statutory
regulatory mechanisms such as sBciblic Health Act, Research Ethics and Standarded-
and Drug Administration among others.
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The Health Sector will review and finalize the Heaill 2013 to facilitate its enactment into
law. The enforcement of this law and other reldéggslations will require close cooperation
between the National Police Service Commission,ic®ffof the Attorney General and
Department of Justice, among others.

4.1.7 General Economic and commercial affairs

The sector is committed to improving its systemecsglized health care services thorough
benchmarking to effectively compete globally. Theservices will be modelled and

benchmarked around the experiences from middleniecoountries like India, Thailand and

South Africa India in order to will accelerate tthevelopment of Kenya as a medical tourism
destination hub for specialised health and medseavices, attracting local, regional and
global clients. This tourisms subsector is antigdao contribute significantly to economic
growth.

The priority areas will include advocacy for dey@hg Kenya as a medical tourism
destination hub and defining the roles of eachosestthe economy to support this process.
In addition technical input like setting qualityastlards in line with international best
practices, and development of human resource dgpaeistablish the necessary
infrastructure, financing mechanisms and markedingtegy through the relevant sectors will
be prioritized.

4.1.8 Agriculture, Rural and Urban Development

The Health Sector will ensure strengthening offptats for policy dialogue on nutrition,
housing, water and environment in order to imprthase services to Kenyans. Discussion s
on nutrition will emphasize on women of reproduetage and children under five (5) years
of age including joint implementation of the Na@brNutrition Action Plan 2012-2017 will
be critical.

4.2 Emerging Issues

The health sector is complex, dynamic and is sgasito both internal and external
environmental changes that require swift and apatgpstrategic and operational responses.
Key among the emerging issues includes;

4.2.1 Devolution

Through the new Constitutional dispensation a tigo health service delivery system has
been introduced whereby the national level deal$h wiealth policy, National Referral

Hospitals, Capacity Building and Technical Assist&ano counties. On the other hand, the
County Health Services will focus on County Hedtticilities and Pharmacies, Ambulance
Services; Promotion of Primary Health Care; licagsand control of selling of food in public

places; veterinary services, cemeteries, funerby® and crematorium; referral removal;
refuse dumps and solid waste. This scenario widdneoncerted efforts in restructuring
human resource management, infrastructure developamel maintenance, health financing,
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donor funding and partnerships, among others. Toresttution has brought issues that need
to be addressed. These include:

» Define legal, policy and operational imperativesha constitutional “right to
health”.
» Define new roles and responsibilities for the Minjif Health and County Health
Management Teams.
* Institutional restructuring of MOH.
» Building capacity of County Health Management Teams
» Coordination, monitoring and evaluation.
Consequently relevant health sector laws, legatati policies and regulation will be
formulated to guide the devolution of health sezgiand programme implementation. This is
very critical and important precondition if the Hibasector is to meet its key performance
indicators.

4.2.2 Burden of Communicable and Non- Communicable diseases

Although significant progress towards containing threat of communicable diseases such
as HIV/AIDS, Malaria, Pneumonia, TB and Choleradaeen made, the burden to the sector
is still significant. This is at the backdrop o$irig non-communicable diseases like cancer,
hypertension, heart diseases and diabetes dueatmes in life styles. Injuries (road traffic
accidents) are also significant causes of deathdaability. This combined double burden is
projected to further increase, posing new challsragel pressure on the already fragile health
care delivery system. The situation is further aggted by the high cost of medical care for
such cases and poverty (inability to pay for sawviendered).

4.2.3 The Public Health Security and Bioterrorism Preparedness and Response

In the recent threats to disease outbreaks likéaEdood HN1virus and acts of terrorism have
the potential of affecting health and loss of livésese emerging trends call for additional
resources allocation in order to contain, prepack r@spond to such emergencies. This will
entail policy and guidelines formulation, estabtint of emergency centres in strategic
locations in the country. To this end, Health Se@saster Management Policy should be
developed, disseminated and implemented acrosscthmtry by the two levels of
governments. In addition strengthening intergovemntal consultative mechanisms to
address national security threats will be giveors.

4.2.4 Quality of Health Care, Standards and Accreditation

The Constitution guarantees every Kenyan the highigéginable standards of health and the
sectoral policies and guidelines must accordindjiynato this requirement. The Ministry of
Health has been spear-heading various initiatigesnstitutionalize quality management
including the rolling out of Kenya Quality Modelrféiealth (KQMS/H). These approaches
need to be further strengthened in order to gréyledévate the health care systems to
international levels.
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There is an urgent need to come up with a natiaeateditation mechanism for health
facilities. The process will be deepened througkrimational accreditation such ISO, Joint
Commission International (JCI), Planetree Authdi@sa (for patient-centred hospitals),
among others.
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5 CHAPTER FIVE: CONCLUSIONS

a. During the MTEF period under review, the performan€ the health sector recorded
mixed results although a number of systematic #mest programmes were
undertaken. Regarding health status, life expegtamareased from 55 years in 2009
to 62 years; Infant and Child mortality reducednir@7 per 1000 in 2003 to 56 per
1000 while maternal mortality ratio increased maadly from 414 per 100,000 births
in 2003 to 488 per 100,00 births. On the other h&tly prevalence reduced from
7.2% in 2007 to 5.6% in 2012 and Malaria prevalemckiced from 38% in 2010 to
21% in 2012 countrywide. The positive gains could ditributed to programme
interventions which were implemented.

b. Despite the above gains, resource allocation tosdwtor stagnated at 4.6% of the
National Budget falling far short of the requirerteeto meet the increasing demand
and rising cost of health services. This situat®oaggravated by the high population
growth rate of 2.7% and fertility rate 4.7%. In #ohoh, allocative inefficiency has
been identified as one of the major causes of pmrsformance. During 2014/15
planning period the sector, plans to further deepeplementations of priority
programmes aligned to MTPII. Efforts will be madeeinsure progressive realization
of rights to health as envisioned in the Constituti

c. To be able to support implementation of programatethe county levels, the sector
will continue to build capacities of county goverms and provide the necessary
technical support so that the counties can effelstigxecute the functions assigned to
them under the Fourth Schedule. In addition th@nat health sector will continue to
strengthen the national referral hospital to be ablprovide the critical backstopping
to the counties with regards to specialized heakhvices. All these national
government functions will require significant firaal inputs.

d. In implementing the sector priority programmes #eetor will be guided by the
health policy and the Medium Term Plan II.

e. Although the proportion on budgetary allocatiorthie sector from the government’s
total budget has remained relatively constant 3%04 far below the Abuja targets of
15%, absolute terms show a steady rise. However,pdr capita expenditure on
health is currently at US$42 adequate to achieveaslX his discrepancy emphasizes
the need to strengthen efficiency processes withi sector. Progress towards
universal coverage is still far as the current cage rate by NHIF stands at 5%. This
needs to be increased to above 30% in the next MpEEBd.

f. Investment in improvement of infrastructure amodnt® Kshs 7.4 billion in
2012/2103 including Kshs 5.6 billion from developthpartners. Priority areas where
these were invested included Renal equipment fal & Hospitals, Ambulances for
health facilities, Cancer Treatment equipment fdfHKand rehabilitation of level 5
and 4 Hospital$.

g. Adequate, motivated and equitably distributed humemources for health still remain
a critical input for effective health care systdburing the period under review 700
medical officers were recruited and the number rainees admitted to KMTC
increased 4,957 in 2009 to over 7,000 in 2012

which are the hospitals
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. Service delivery in the health sector was improweer the period through
strengthened referral system and communicationsacadi levels of the healthcare,
enhanced periodic supportive supervision to holspitand provision of human
resources for health to faith based hospitals ieloito complement government
efforts and strengthened training in Health Systems

At the end of the financial year 2012/2013, theaebad pending bills amounting to
Kshs 6,457 million.

During the period under review the health sectorintamed and strengthened
partnerships mechanisms with all the health seaotors, the government,
development partners and the implementing partrige. partnership mechanisms
like Inter-agency Coordinating Committees (ICC) taue to play important role

programme policy formulation and implementatiorcurative, preventive, promotive
health, social protection and research and devedapareas.

Recognizing the significant contribution by othectwrs to health, the health sector
will continue to strengthen inter sectoral linkagesder the umbrella of social
determinants to enhance achievement of health .gbaéssocial determinants literacy
levels, employment and poverty levels, globaliagtiairbanization and housing
conditions, national security, environmental andcupational hazards, good
infrastructure, fundamental human rights, promotibhealth tourism among others.

In the recent past threats to disease outbrea&sHibola and HN1virus and acts of
terrorism have the potential of disrupting healtid anore often loss of lives. This
calls for additional resource allocation in ordersupport containment, preparation
and response to such emergencies. In additionpoéay and guidelines will need to

be formulated as well as establishment of emergerayres in strategic locations in
the country. To this end, Health Sector Disastem&d@ment Policy should be
developed, disseminated and implemented acrossdhetry by the two levels of

governments. Further, strengthening the intergowerntal consultative mechanisms
to address national security threats will be gipaority.
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6 CHAPTER SIX: RECOMMENDATIONS

This MTEF review process brings to a close the ifipeenalyses of the sector performance
based on the two ministries with their constituggmi-autonomous government authorities.
In addition, the creation of the two levels of goweent with clearly distinct functions as
well as the establishment of the devolved governmeiill therefore greatly informed the
recommendations regarding the issues to be addressang the next planning period. This
is due to the fact that health care delivery hadsstuntively been devolved to the county
governments.

In order to sustain the gains made and improvenerséctor performance under the devolved
system of government the following are the reconufaéinns for consideration:

* The national government to support the countiedeifining cost effective interventions
for implementation at the county levels taking iotmsideration the national priorities as
elaborated through flagship projects containethénMedium Term Plan Il and the Kenya
Health Sector Strategic Plan, 2013-2017. This meshould not compromise the county
priorities outlined in the County Integrated Deyeteent Plans.

 The national and county governments to establist sinengthen mechanisms for
consultation and collaboration with a view to pexgively and effectively address the
challenges of healthcare especially financing amddn resources as well ather health
care issue®f national and county governments interest in otdeaccelerate realization
of rights to health through universal health cogera These will include implementation
of joint programmes like free maternal services

» Strengthen theapacity of the health sector to anticipate, prepare, nedmnd contain
national disasters, calamities and emergencieadimgj bioterrorism by developing clear
policies, strategies and enhancing additional fogdor response. To this end, Health
Sector Disaster Management Policy should be deedlogisseminated and implemented.

» Strengthen the capacity of the national to effedyivprovide leading role in closely
monitoring implementation of health programmes ionsultation with the county
governments with a view to learning lessons to rinfalevelopment of strategies and
guidelines critical for improvement of services.eTimonitoring framework to reflect not
only service delivery outcomes but also budgetdigcation by county governments to
the health sector.

* The national and county governments taking cogmieaof the inadequate budgetary
allocation from both national and county treasyrtes two levels of government must
consider other alternatives of mobilizing additibmasources including establishing
systems and mechanisms for implementing healthegt®jthrough Public private
Partnerships

« At the national level, there is a need for contthueffective coordination of health
subsectors and the health SAGASs to leverage on ¢beipetitive advantage to facilitate
rapid realization of the sector objectives during 2013/14 to 2016/17 MTEF.

* In the financial year 2012/13 the sector reportedding bills amounting to Kshs 5,891
million, made up of Kshs 3,786 million for recurteand Kshs 2,104million for
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development budget. These bills have remained pgng@rimarily due to lack of
provision or liquidity at National Treasury and alin overall implementation of the
budget due to stringent procedures on release rafsfult is therefore critical that the
national and county governments agree on the nteabf addressing these liabilities
during the transition period and putting systent mechanisms to minimize recurrence.
In the recent past the country has witnessed ttenpal disease outbreaks like Ebola and
HN21virus and acts of terrorism which lead to loEfiwves. These emerging trends call for
additional resources allocation in order to contgmmepare and respond to such
emergencies. It is also important to formulate @e$i, and operational guidelines, and
establish emergency centres in strategic locationthe country. To this end, Health
Sector Disaster Management Policy should be deedlogisseminated and implemented.
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