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Abstract

Rationale: Healthcare costs cause severe financial hardship globally and many low-and
middle-income countries (LMIC) are turning to social health insurance to provide financial
risk protection and increase population coverage. However social health insurance schemes in
LMICs experience significant growth challenges owing to difficulties reaching informal
workers through contributory health insurance systems. Kenya has undertaken several health
sector reforms and efforts to increase health insurance coverage but has had limited success
in capturing the large proportion of informal workers. The broad aim of this study was to
describe and assess the reasons for low enrolment in the national insurance scheme among
the Kenyan informal worker households in Bunyala sub-County, Busia County, Kenya. It
focused on the role of affordability of premiums, citizen engagement and social solidarity in
NHIF coverage among the informal worker households.

Methods: This study employed an explanatory mixed methods study approach with
quantitative and qualitative primary data collection. The quantitative phase included a
household survey (n=1,773) from which 36 respondents were purposively identified to
participate in in-depth household interviews. The study also conducted 6 focus group
discussions (FGD) groups with community stakeholders, and 11 key informant interviews
with policymakers and implementers at national and sub-national level. Quantitative data was
analyzed using R while qualitative data was analyzed thematically using both manual
methods and NVIVO software.

Results: Only 12% of households reported having health insurance and NHIF was
unaffordable for the majority of households, both insured (60%) and uninsured (80%). Rural
households spent a significant proportion (an average of 12%) of their household budget on
out of pocket (OOP) expenses on health care, with both insured and uninsured households
reporting high OOP spending and similar levels of impoverishment due to OOP

| found that there was high awareness of NHIF but low levels of knowledge on services,
feedback and accountability mechanisms. Barely half (48%) of the insured were satisfied
with the NHIF benefit package. Nearly all of the respondents (93%) were unaware of
mechanisms to reach NHIF for feedback or complaints. Respondents expressed desire to
know the NHIF performance but expressed high levels of mistrust in the fund owing to
negative reports on NHIF performance in the media.

This study found high willingness to prepay for healthcare among those without insurance
(87.1%) with competing priorities, low incomes, poor access and quality of health services,
lack of awareness of flexible payment options cited as barriers to enrolment. More than half
of respondents expressed willingness to tolerate risk and income cross-subsidization
suggesting strong social solidarity, which increased with socio-economic status. Participants
expressed concerns about value of health insurance given its cost, availability and quality of
services, and financial protection relative to other social and economic household needs.
Households resorted to borrowing, fundraising, taking short term loans and selling family
assets to meet healthcare costs.

Implications:

This study provides a nuanced insight into the challenges of increasing coverage among rural
informal worker households with considerations for rolling out mandatory NHIF
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membership. The findings imply that majority of the informal worker households in rural
areas need assistance to afford NHIF. These study findings also highlight the importance of
fostering and leveraging existing social solidarity to move away from flat rate contributions
and apply more progressive contribution that allow for fairer risk and income cross-
subsidization. Finally, the government should rapidly scale up the indigent program to cover
most rural informal worker households. There is also need to invest in robust strategies to
effectively identify subsidy beneficiaries. Significant reforms of NHIF and health system are
required to provide adequate health services and financial risk protection for rural informal
households in Kenya. NHIF also needs to evaluate their citizen engagement and
accountability frameworks to increase awareness, member satisfaction, improve state
accountability to citizens and incorporate citizen voice in their processes.
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Key words Operational Definition of Terms

Benefit Package- The entitlements of, or obligations of the insurer to, the insured in the form
of health services they can access when they enrol for health insurance

Informal workers- The informal workers as per NHIF definition is those individuals who
are unemployed, self-employed in small scale businesses that are not registered to pay tax, or
employees who work for such businesses, and whose incomes are not taxed.

Social Solidarity- A population’s willingness to prepay for healthcare and tolerate wealth
cross-subsidies and risk pooling

Risk pooling- WHO defines risk pooling as “the collection and management of financial
resources so that large, unpredictable individual financial risks become predictable and are
distributed among all members of the pool.”

Income cross-subsidies- occur when individuals or groups with higher incomes subsidize the
cost of health services for those with lower incomes.

Risk cross occur when individuals or groups with lower risk subsidize the cost of health
services for those with higher risk.

Citizen Engagement- It refers to a process to ensure that each individual or group within the
community participates in the design of healthcare delivery programs through feedback and
accountability. It also includes the accountability of the state to its citizens.

Affordability- Ability to pay for health insurance measured by what proportion health
insurance premiums takes up in household budgets

Prepayment-Paying for healthcare in advance so that one can access care when they need it

Health insurance coverage- In this study, coverage refers to the proportion of the population
that has health insurance

Retention- The consistent and timely renewal of health insurance membership through the
payment of required premiums
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Preface
Providing a truly universal health cover

My interest in the health insurance coverage among informal workers began when | was
working in AMPATH’s population health program. During the course of the program, we
tried various innovative models to increase insurance coverage among the rural households in
the intervention site such as door to door insurance sensitization, SMS reminders, subsidies
for the poor, integrated screening of chronic condition among others. At first the success of
the door to door enrolment led to a significant increase in NHIF enrolment among the
households from 10% to nearly 50%. However, whatever success that was borne out of these
efforts was quickly unraveled by the high rate of default within months of enrolment.

While covering impact stories from the program | realized that despite the obvious benefit
households reported from being members of NHIF, many households opted to drop out
because of various rational reasons. It occurred to me that many other factors influenced
NHIF enrolment among informal workers. My interest grew as | gained a better
understanding of social health insurance and health financing arrangements in the devolved
government system in Kenya.

Being in the rural household setting made me aware of the extreme financial hardship faced
by poor households while seeking care. Some of the households shared heart —wrenching
accounts of the difficulties they faced in search of health services. | met a young man in his
mid-thirties named ‘Henry’ (not his real name) in the home he shared with his middle aged
mother. Henry had a bad case of Kaposi Sarcoma with noticeably large swellings on his legs.
His living conditions were deplorable and he fully relied on his mother for everything. He
believes his condition resulted in the breakdown of his marriage as his wife left him and took
the children with her. In his small grass-thatched, mud room there was nothing but a folded
mattress on the floor.

Henry was enrolled into NHIF during the door to door exercise conducted by AMPATH in
Turbo Sub-County, Uasin Gishu County. His mother kept up with NHIF payments long after
the initial enrolment because it had helped him access in-patient treatment he frequently
needed because of his health condition. There were positive experiences too from households
who had successfully used their NHIF cards to access care. These experiences opened my
eyes to the complex way health system factors and household characteristics interacted as
barriers and facilitators to voluntary health insurance enrolment among informal worker
households.

In 2018, I presented my first oral conference presentation based on the NHIF enrolment
program at AMPATH in an annual scientific conference organized by KEMRI. In what
seemed like a serendipitous moment, | found myself in a session where this team of health
economists at KEMRI Wellcome Trust presented their PhD and post-doc work on various
aspects of healthcare financing, from strategic purchasing, provider payments methods to
service coverage. The science and the rigor of the work presented during those sessions
cemented my decision to purse a PhD and it was very clear in my mind, what area | wanted to
focus on- healthcare financing. When | enrolled at Wits, my supervisors guided me to narrow
down what aspects to explore in the broad topic of health insurance among informal workers.
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My hope is that this work will inform policy and stir conversations around providing
financial risk protection to informal workers and that vulnerable people like Henry would not
be left out in a truly universal health cover.
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Thesis overview and structure
This thesis is presented by publication and the chapters are structured as follows

Chapter 1: The first chapter of this thesis provides the background to the topic of health
insurance among informal workers globally, in SSA and in Kenya. It then outlines the
problem and justification for the study, the study aims, objectives and research questions.

Chapter 2: This chapter presents international literature which will give a detailed review of
existing literature on the concepts relating to UHC, social health insurance, extending
coverage to informal workers and studies on the concepts of social solidarity and capital,
affordability, citizen empowerment, and other factors influencing health insurance enrolment.

Chapter 3: This chapter provides a background of Kenya. In this chapter of the literature
review, presents literature in the Kenyan context relating to the study concepts.

Chapter 4: Research methods. The methods section will describe the mixed approach,
sampling, data collection as well as data management and analysis employed in this study. I
also present a description of the sample in this chapter.

Chapter 5: In this chapter, | provide a description of the sample with the demographics of the
study participants, descriptive analysis and a results showing predictors of NHIF enrolment.

Chapter 6, 7 &8: The subsequent chapters present the 3 main papers from this PhD (2
published and one under review). Each article will give a detailed description of each
objective, the specific methodologies employed, the results and discussion of the findings per
research paper.

Chapter 9: summarized the key findings per objective and the integration discussion of the
PhD study merging the three papers and unpublished work. I also discuss the findings of the
objective 4 as part of the integrative discussion. | then highlight the main themes from this
PhD and highlight the limitations, policy implications, future research

Chapter 10 In conclusion, the strengths and limitations of the study will be discussed and the
recommendations for future studies and policy generation will be highlighted.

Xiii



Table of content

[ =Tod - = U (o] o RSP STR i
D =T o Ui o] o ISR WY
Original Papers fOr this TRESIS .........ccuiiiieiiieie e v
N 01 1 - Tod TSR vii
Key words Operational Definition 0f TErMS ..o IX
ACKNOWIBAGEMENT ...ttt X
o =] =T USSR SPRRSTR Xi
ThesiS OVEIVIEW and SEFUCKUIE..........eeeieieeciieeeciieeeeieeesee e e iee et e e et e e e e e snae e e s e e anneeeanes Xiii
LI Lo (o) o0 1 =T o RSSO Xiv
LISt OF TaDIES....eeieee e et e e e e a e e arae e XViii
LSE OF FIGUIES ...ttt ettt ettt et XViii
LiSt OF ADDIEVIATION. ......oiiiiiiieiee e Xix
1 2 7 103 10 o] U1 o S PPR 1
S R 414 {0 o [FTox 1 o) I PSR P R TPTOPR TSP 1
1.2 Universal Coverage in KENYA.........coiuiiiiiieeiiiee e e ssie e e sae e e san e e snaeeesneee e 1
1.3 Problem statement and juStifiCation............ccccvveiiiieiiiee e 2
1.4 Broad AIMOfthe STUAY ......ccoueiiiiie e e 3
1.4.1  StUdY ODJECLIVES ....oveeiiiie ettt e e aaee e 3
1.4.2  Research papers and study ODJECLIVES ........ccoveeiiiiieiiii e 3
1.5  Conceptual frameWOIK .........cc.eeiiiieiiiie et 4
2 LITEIAtUIE FEVIBW ..ottt ettt ettt e et ennae e 5
P20 A [ 011 (T [1 o o] o PP P PP URUROPRPRY 5
2.2 Universal health coverage trends globally ..o 5
2.2.1  UHC progress iN LIMICS.........ooiiiiiiiie et 7
2.2.2  Financing universal health coverage in LMICS ............cccooeiviiiiiiie e 7
2.3 Health systems strengthening for universal health coverage in LMICs .................... 9
2.4  The tension between health systems strengthening and health financing.................. 9
2.5  Contributory Vs Non-contributory Healthcare Financing ............ccccveevviiieeecinnen. 10
2.6 Defining Social Health Insurance SChemES ..........ceeeiiiiiiiiiiiiiie e 10

Xiv



2.7  Determinants of health insurance enrolment in LMICS .......ouvivieiii i 11

2.8 Characteristics of INfOrmal WOIKErS..........ccuviiiiiieiiiie e 11
2.9  Affordability of health INSUranCe ..o 12
2.10  CitIZEN BNGAGEIMENT. .. eiiiiieiieeiee ettt ettt e et e e nbe e nes 12
2.11  SOCIAl SONAAIIEY ..o 13
3 Universal Health Coverage in KeNYa.........cccooviiiiiiiiiiiiiieeee e 14
K 200 A |14 {0 o [1 o o o OSSPSR 14
3.2 RESBAICN GAP ..ttt 14
3.3 Social health insurance reforms in Kenya..........cccoooveiiiiiiiiie e 15
3.4 Healthcare FINaNCING N KENYA ......ccviiiiiiiieiii e 16
3.5  Healthcare SysStem iN KENYA ........cuoiiiiiiieiiieie e 16
3.6 Devolution and healthcare financing in KeNya ...........cccccovvviiieniiiic e 17
3.7 UHC Progress iN KENYA .......coieeiiieiiiiiee ettt 17
3.8 The governance OF NHIF ... s 18
3.9 NHIF COVEIAQE. ...ttt e e e e e e st r e e e e e e e e ans 19
3.10 Purchasing of health services by NHIF..........ccooieiiieii e 20
3.11  Social Solidarity iN KENYA.........ccoiiieiiiie e 20
3.12  Affordability Of Premiums .........oooviiiiiii s 21
3.13 Catastrophic Health Expenditure and Impoverishment .............ccccccovveevieeeiiiiecenen, 21
3.14 Citizen engagement and state accountability .............ccccceviieiiiie e, 22
3.15 Methodological CONSIAEIAtIONS.........cccuveiiiieeeiiee e st 23
316 CONCIUSION ...ttt ettt ettt e bbb 25
4 RESEAICH METNOAS .......eiiiie i s 26
Ot 1011 (o To U Ao o TSP PPURTOTRPP 26
A B 1= T | o TSRO PPR 26
G T (110 )R] | (= TSRS 26
4.3.1 Busia county socio-economic profile ...........cccocevviiiiiii i, 26
4.4 Data collection and ProCEAUIES..........cciveieiiiiee it et 27
4.5 Linking objectives to data collection activities and analysis............ccccccocvvevvveenen. 30
O Y. 1111 o] 1T o PSR SPPRP 31
SAMPIING FrAME ... e e s e e e e st b e e e s anees 31
SAMPIING PrOCEAUIE. ... i e e e e e s aaees 31
47  Data ManagemeNnt .........uuuiiiiieeeeiiiiiiiiie et e et e e e e e s a e e e s e e e e e a 35

XV



4.8  Ethical APProVAl.......c.ooiiiiiiiiiiiiet e 35

4.9 RIGOE TN STUAY ....eiiiiiiiiiei ettt et 35
4.9.1  POSIIONAIILY: ..ot 35
5 Description 0Of the SAMPIE ......ooviiii s 36
5.1 Distribution of the sample in the Study SIte .........ccooiiiiiiiiii 36
5.2 DEMOGIAPNICS ..ottt 37
521 GENAEI @NU BOE.....ueiiieiieiit ettt 37
5.2.2 Relationship to the Household Head ..............ccccooiiiiiiiiiiii e, 37
5.2.3  MAITAl STALUS .....eeeiiiee ettt e e e sna e et e e eeannes 38
5.24  EAUCALION LEVEL ..ottt 38
5.3  Health insurance enrolment SLALUS ...........cccuvreiireeiiie e e 40
5.4  Factors associated with NHIF enrolment ... 41
6 PRD PAPEE L.ttt ettt 42
7 PHD PAPEE 2 ..ttt 62
8 PHD Paper 3 ...ttt e e e e et e e e e e e e nanes 81
9 INtEgrative dISCUSSION ....cc.vvieiiiie ettt e e e e e e aneaeeenneas 101
T A [ 014 £ T [1 o o] I PP UPPOURTPPRP 101
0.2 CroSS-CULING tNEMES .....cciiii et e e e e 102
9.2.1 Theme 1: Inequities in health insSUrance COVErage ...........ccccovvvveeviveeeiiieeesivnnennn, 102
9.2.2  Theme 2: Prioritizing population coverage or comprehensiveness of the package?
103
9.2.3 Theme 3: Segmenting informal workers based on ability to pay....................... 104
0.2.4  TREME 45 TIUSE ...eiieiieiiie ettt ettt ettt eabeearbeennee s 106
9.25 Theme 5: Coverage without protection: Health system challenges ................... 107
9.2.6 Theme 6: The threat of adverse selection in health insurance enrolment .......... 107
9.2.7 Theme 7: Incorporating citizen’s voice in NHIF ..............ccocci e, 108
9.2.8 Theme 8: Anchoring NHIF reforms on evidence............cccccovvvveeviee e, 109
TR B I 1011 7= o] 4 ORI 110
9.4  Policy implication and recommendation..............ccccveeiiieeiiie e 111
0.5 FULUIE dIrECLION.....ee ettt et e 112
0.5.1  FULUIE FESBAICI ..ottt e 112
9 (0] 0] [V 15{ o] o H PP PP R TPR 113

XVi



RETEIEINCES. ..o ettt 114

APPENAICES ..ottt ettt 137
Appendix |: Busia county government approval to conduct research.............cccccceevvenee. 137
Appendix I1: Ethical approval from HREC at University of the Witwatersrand .............. 138
Appendix I11: Permission to conduct research from NACOSTI ........cccocvvviiiiiiiiiiene, 139
Appendix IV: Consent forms for quantitative survey and qualitative interviews............. 141
Appendix V: Household in-depth interview guide...........ccccovoveiieiieiiniiiic e 150
Appendix VI: Focus group discussion guide with Community stakeholders................... 154

Appendix VII: Key informant interview guide with policy makers and implementers .... 157

Appendix VII1: Household survey qUeSLIONNAINE...........coveiiieiiiiiie e 159
APPENTIX X2 SNOW CAIUS ...t 196
Appendix X: Pl1agiarism Check repOrt ..........cooiiiiiieiiieie e 197

Xvii



List of Tables

Table 1 Showing PhD research questions and the papers from each objective ...................... 3
Table 2 Current NHIF contribution rates (source NHIF WebSIte) ..........cccooveviiiieniiniienn, 19
Table 3 Study objectives and MELNOAS..........cccuvoiiiiiiii s 30
Table 4 Distribution of households and corresponding sample sizes in Bunyala sub-County 33
Table 5 KI INterview PartiCIPANTS ........c.eeiiieiiieiieiii ettt 34
Table 6: Sample Size age CALEGOIIES .......eiivieiiieiie ittt 37
Table 7 Relationship of respondent to household head...........c.ccoooviiiiie i 37
Table 8: Respondent’s marital StAtUS ..........coooriiiiiiiiiiiii e 38
Table 9: Insurance status and household characteristics of the respondents.............c.ccccoc..... 39
Table 10 Estimating the likelihood of having NHIF insurance............ccccooiviiiieniieiien, 40
Table 11 Data collection method and study partiCipants ...........c.cccovveeiiienieenieeinie e 47
Table 12 Reasons for not seeking care by iNSUraNCe StatUS ...........cccervierieirieeiiie e 52
Table 13 Incidence and intensity of catastrophic health expenditure ............ccccooveviiiinnnnn. 54
Table 14: Poverty headcount before and after making OOP............ccccocveiviii e, 54
Table 15: Logistic Model estimating likelihood of incurring catastrophic health expenditure

........................................................................................................................................... 55
Table 16 Awareness of NHIF supa+cover, benefit package .........cccccocvve v, 72
Table 17: Satisfaction with benefits package, awareness of feedback mechanisms and NHIF

FINANCIAL PEITOIMANCE.......ei i e e ae e e aaee e 76
Table 18 Data collection method and study partiCipants ............ccccveivieeiieesvee e 87
Table 19 Willingness to prepay and tolerance of risk cross-subsidies among the respondents

........................................................................................................................................... 91
Table 20 Payment Preference and wealth quintiles of the respondents............cc.cccccveevnennne 93
Table 21: Study objectives and findings related to Objectives ..........ccceevviiiiie e, 101

Xviii



List of Figures

Figure 1 Conceptual Framework guiding the whole PhD (Author 2023)..........cccccoveviieinennne. 4
Figure 2 UHC cube (Source: WHO, 2010) .....ccveiiieeiiieniieeiie et 6
Figure 4: Summary of health system and health insurance reforms in Kenya based various
literature[20,181,186,187,191,192,194]......cceiiiieiiiie ettt e e 18
Figure 5 Map of Busia county and its administrative divisions (Source https://kcsepdf.co.ke/)
........................................................................................................................................... 26
Figure 6 Picture 0f Lake VICTOTIA ........eoiviiiiiiiiie et 27
Figure 7: Training of data collector within a homestead in the study Site .............cccccoveinee. 28
Figure 8: Data collection in @ houSENOId .............oooiiiiiiiii 29
Figure 9: Geospatial distribution of the households ..., 36
Figure 10: Number of households per 10Cation ............coccveiiiiiiiiie i 36
Figure 11: Mean household expenditure share of out-of-pocket payments by health by
INSUFANCE STALUS .....eeevveeeeetieeeiieeeite e e s stee e st e e st e e e teeeesaaeessteeeasteeeanteaeasseee e seeeennaeeesnsenennnenens 53
Figure 12: Count of respondents who named the services covered by NHIF supa cover....... 70

Figure 13: Conceptual Framework on willingness to prepay, social solidarity and health
1T = o PRSP VR PPRPP 86

Figure 14: Show cards used in the study to determine preference of payment method adapted
from Goudge et. @l 2012........oeiiiie e 89

XiX


file:///C:/Users/Beryl%20Maritim/OneDrive/Documents/PhD/Wits/Integrative%20narrative/Final%20submission/Submitted/2371317_Maritim%20B_Integrative%20Narrative.docx%23_Toc144354111
file:///C:/Users/Beryl%20Maritim/OneDrive/Documents/PhD/Wits/Integrative%20narrative/Final%20submission/Submitted/2371317_Maritim%20B_Integrative%20Narrative.docx%23_Toc144354113
file:///C:/Users/Beryl%20Maritim/OneDrive/Documents/PhD/Wits/Integrative%20narrative/Final%20submission/Submitted/2371317_Maritim%20B_Integrative%20Narrative.docx%23_Toc144354113
file:///C:/Users/Beryl%20Maritim/OneDrive/Documents/PhD/Wits/Integrative%20narrative/Final%20submission/Submitted/2371317_Maritim%20B_Integrative%20Narrative.docx%23_Toc144354115
file:///C:/Users/Beryl%20Maritim/OneDrive/Documents/PhD/Wits/Integrative%20narrative/Final%20submission/Submitted/2371317_Maritim%20B_Integrative%20Narrative.docx%23_Toc144354119
file:///C:/Users/Beryl%20Maritim/OneDrive/Documents/PhD/Wits/Integrative%20narrative/Final%20submission/Submitted/2371317_Maritim%20B_Integrative%20Narrative.docx%23_Toc144354119
file:///C:/Users/Beryl%20Maritim/OneDrive/Documents/PhD/Wits/Integrative%20narrative/Final%20submission/Submitted/2371317_Maritim%20B_Integrative%20Narrative.docx%23_Toc144354120

List of Abbreviation

AMPATH
CARTA
CHE
CHV
FGD

IDI

IREC
KDHS
KEMRI
KHHEUS
KII

KSH
LMIC
NACOSTI
NHIF
OOP
SDG

SES

SSA
UHC

UN

Us$
WHO

XX

Academic Model Providing Access to Healthcare
Consortium for Advanced Research Training in Africa
Catastrophic health expenditure

Community health volunteer

Focus group discussion

In-depth interview

Institutional Research Ethics Committee

Kenya Demographic Health survey

Kenya Medical Research Institute

Kenya Household Health Expenditure and Utilization Survey
Key informant interview

Kenyan shillings

Low-and middle-income countries

National Commission for Science, Technology, and Innovation
National Health Insurance Fund

Out-of-pocket

Sustainable Development Goal

Socio-economic Status

Sub-Saharan Africa

Universal health coverage

United Nations

US Dollar

World Health Organization



1 Background

1.1 Introduction

The United Nations’ Sustainable Development Goal (SDG) of achieving universal health
coverage (UHC) has driven many countries to undertake healthcare reforms to ensure
increased access to healthcare [, These efforts have been accompanied by debates on
suitable health financing strategies that support achieving financial risk protection and reduce
reliance on out-of-pocket (OOP) payments. Regrettably, OOP payment is a predominant
method of financing health care in sub-Saharan Africa (SSA)E. It is estimated that 36% of
financing is contributed by individuals out of pocket at the point of service [4. This is not
only unsustainable but also regressive, demonstrating the need for more progressive prepaid
financing of healthcare.

Prepayment of healthcare especially through health insurance is low in many low-and
middle-income countries (LMICs)Bl. Consequently, huge numbers of people are either at risk
of suffering catastrophic spending on healthcare or not seeking care*®"1. Tax collection
inefficiencies and the presence of a huge proportion of informal workers have contributed to
limited fiscal capacity to provide universal access to health through tax funded systems®*l,
Many LMICs have therefore chosen the path of contributory social health insurance to
augment government financing 1014,

Mobilizing adequate revenue through contributory systems is challenging. Evidence against
contributory financing argue that such systems favors nations with higher proportions of
formal sector employees whose contribution can be deducted at source and mobilizing
adequate revenue B®°1. This feature, deducting contributions at income source, is however
not possible for informal workers because of the absence of organizational systems of
payment and owing to the inconsistency and seasonality of their incomes!*2. Therefore, their
membership into contributory schemes is often voluntary.

The basic principles of financial risk protection are prepayment and pooling of healthcare
contributions. Pooling funds makes it possible to redistribute the burden of healthcare costs
between the healthy and the sick, the wealthy and the poor, the young and the old™*3], These
principles rely on a population’s ability to pay for their healthcare in advance as well as their
acceptance of the pooling of healthcare resources. It also relies on adequate citizen
engagement and state accountability to ensure the population is aware of the schemes and the
availability of quality health servicest*. It is therefore fundamental that health insurance
scheme members are accepting of the idea that their premium contributions go towards
meeting the healthcare costs of other members who are sicker or poorer than them, otherwise
referred to as risk and income cross subsidization™®!. The population’s tolerance of the idea is
referred to as social solidarity™5°]

1.2 Universal Coverage in Kenya

The Kenyan government has prioritized universal health coverage (UHC) in its policy
documents such as the ‘BIG Four Agenda', Kenya’s Vision 2030, the national health policy
2014-2030, UHC Policy draft, and Health Financing Strategy!’-2°! The national health
financing strategy outlines the integral role of the national insurer, the National Health
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Insurance Fund (NHIF) as a means to increase prepayment and pooling, and increase
insurance coveragel?>?2, Theoretically, NHIF membership is compulsory according to the
law; however, in practice, it is only mandatory for formal sector employees, while offering
the option of voluntary membership to informal workers due to challenges in enforcing
mandatory coverage 2324, Recent policy and legal reforms have aimed at strengthening
NHIF’s governance and increasing coverage especially among the informal workers in
Kenya, who constitutes nearly 80% of the labour market!?325],

Coverage among the informal workers in Kenya has grown through deliberate efforts and
recent reforms. The recent Kenya Demographic Health Survey (KDHS) indicates a growth in
NHIF coverage from 20% (KDHS 2014) to 24% (KDHS 2022)?¢1. Recent reforms include
the expansion of the benefit package to include both inpatient and outpatient services, flexible
monthly contributions and an introduction of easy payment methods including mobile
money!?"28l. Despite these efforts, coverage remains relatively low and inequitable, with
approximately 8% of the informal workers being covered by NHIF2%-31, In addition, the
reforms included a significant increase in NHIF health insurance premiums from Ksh. 160
($1.27) to Ksh. 500 ($3.9), raising concerns about the affordability of premiums among the
poor [32-34],

Citizen engagement has been shown to play a significant role in the expansion of health
insurance!**l. However, citizen engagement in health insurance remains a challenge in Kenya.
A significant proportion of the population still lacks health insurance coverage, with many
not being aware of NHIFE®!, Additionally, there have been complaints about the quality of
services provided by NHIF, which has led to low levels of trust and confidence among
citizenst®6371,

Affordability of premiums, citizen engagement, and social solidarity are key to expanding
insurance coverage among the informal workers. This study proposes to investigate these
concepts for their complementary role in influencing health insurance coverage. | used a
mixed methods approach to explore the four research questions stated below.

1.3 Problem statement and justification

Healthcare costs cause severe financial hardship globally. This burden is disproportionately
borne by LMIC. In particular, 11 million Africans are being sent below the poverty line every
year as a result of healthcare paymentsl. Many of these countries are turning to social health
insurance to achieve higher population coverage!®®. Social health insurance schemes have
faced significant growth challenges in LMICs because of the difficulty of reaching informal
workers through contributory health insurance systems?7°],

Kenya has demonstrated commitment to integrating UHC in its national policy with the goal
of expanding coverage among informal workers. Despite this, Kenya has had limited success
in enrolling a large proportion of informal workers in NHIF. To gain insight into the problem,
this thesis used a mixed method design to investigate the role of affordability of premiums,
citizen engagement and social solidarity in health insurance coverage among informal
workers. This study focuses the role of these and other household characteristics as factors
contributing to health insurance enrolment. This nuanced understanding of the problem of
growing health insurance among informal workers takes on an underexplored angle that is
important for the design of population coverage policies in LMICs.
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1.4 Broad Aim of the Study

The broad aim of this study is therefore to describe and assess the reasons for low enrolment
in the national insurance scheme among the Kenyan informal worker households in Bunyala
sub-County, Busia County, Kenya.

1.4.1 Study Objectives

1. To determine the affordability of health insurance premiums among the informal
worker households.
2. To explore citizen engagement mechanisms employed by NHIF for the informal
worker households.
3. To assess social solidarity among informal worker households.

1.4.2 Research papers and study objectives

Table 1 Showing PhD research questions and the papers from each objective

Obijective

Title of research paper

Progress

Determine the
affordability of health
insurance premiums

“It is like an umbrella covering you, yet
it does not protect you from the rain”: A
mixed methods study of insurance
affordability, coverage, and financial
protection in rural western Kenya

Published in the
international Journal of
Health Equity in Feb
2023

Explore citizen
empowerment
mechanisms
employed by NHIF

“We are in the dark”: A mixed methods
study of citizen engagement in national
health insurance in western Kenya

Submitted to the journal
of Health Policy and
Planning and is under
review

Assess social
solidarity

Acceptability of prepayment, social
solidarity and cross-subsidies in national
health insurance: A mixed methods study
in Western Kenya

Published in the Frontiers
in public health in
October 2022




1.5 Conceptual framework

L. Affordability and coverage

-Affordability of premiums
-Catastrophic spending
-Impoverishment

-Extent of NHIF protection

IL Citizen engagement
y
Household characteristics
-Needs included in benefit package NHIF

—~Awareness of entitlements -Enrolment

-Socio-economic status :
o -Access to entitlements
-Health utilization

-Have complainté feedback avenues
-Public accountability

III. Willingness to prepay
Social solidarity

-Willingness to tolerate risk

-Retention
-Illness and need
-Economic hardship

cross-subsidization

-Willingness to tolerate income

cross-subsidization

Figure 1 Conceptual Framework guiding the whole PhD (Author 2023)

The above illustrated conceptual framework guided data collection and analysis. In the mid-
section of the diagram, it is hypothesized that, affordability of the premiums (Box 1), citizen
engagement (Box I1), and willingness to prepay for healthcare and social solidarity
(willingness to tolerate risk and income cross subsidies) (Box I11) have an impact on the
household’s decision to enrol and remain insured (Box 4). In the lower part of the diagram, it
is hypothesised that household characteristics i.e. health care utilisation (and the resulting out

of pocket payments, and the possibility of impoverishment will also affect the decision to
remain insured.



2 Literature review

2.1 Introduction

Within the broader context of attaining UHC, health insurance coverage among
informal workers has been the focus of many studies because of the challenge posed
in providing financial risk protection for this population. In this study, | seek to
contribute to the growing and important field of knowledge on extending health
insurance coverage to the informal workers. The literature review will be presented in
two chapters. In the first chapter, a thorough review of global literature will be
discussed to provide global context. In the next chapter (chapter 3), I will build upon
the global literature and provide local context focusing on literature on Kenya.

The goal of this section of the literature review is to summarize and critically examine
evidence from studies that have looked at health insurance among informal workers.
Because low insurance coverage is a ubiquitous challenge in many low and middle
income countries, we will critically examine different studies that have been done on
social health insurance schemes globally and in LMICs. I will also explore any
foundation work on health insurance premium affordability, citizen engagement and
social solidarity within the context of the body of knowledge in which this study is
situated i.e. social health insurance, financial risk protection and universal health
coverage. Structurally, the literature review chapters will be divided into sections with
subheadings.

The literature reviewed provides contextual background for this study and
highlighting both supporting and contradicting findings related to the key study
concepts. Studies were identified from a search of various online databases and
websites for grey literature. These include PubMed, Scopus, CINAHL, Cochrane
library, google scholar as well as organization websites such as NHIF and WHO.
Different search terms were used together with Boolean operators such as
(AND)/(OR) “Universal coverage”, “Health financing”, “Health systems

99 ¢¢

strengthening”, “health insurance coverage” “Social solidarity” “Benefit package”,
“Citizen Engagement”, “accountability”, “Entitlements”, “Empowerment”,
“Premiums”, “Affordability” among others. Articles and reports were scanned for
their relevance and included in Mendeley folders that served as an online library of
the retrieved articles as well as the citation manager. A literature review matrix was
also maintained throughout the review process, summarizing the key findings and

methods used by the different studies.

2.2 Universal health coverage trends globally

Globally, UHC has been recognized as a key element of the sustainable development agenda,
as it is critical to achieving health and well-being for all and promoting economic growth[“°l,
In 2015, the United Nations adopted the Sustainable Development Goals (SDGs), which
include a target to achieve universal health coverage by 2030 [“*421, Since then, there has been
rapid adoption of the UHC goal within the various country context3441,
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There has been global progress towards the attainment of UHC over the years. According to
the WHO, the proportion of the world's population with access to essential health services
increased from 67% in 2000 to 74% in 201714°11461 - Additionally, the number of people pushed
into extreme poverty due to out-of-pocket health expenditures decreased from 100 million in
2000 to 55 million in 2017151,

Many countries have made significant progress in expanding access to healthcare. For
example, in Thailand, the introduction of a universal healthcare scheme(UCS) in 2001
resulted in an increase in healthcare utilization and a reduction in the number of households
experiencing catastrophic healthcare expenditure™’. In Rwanda, the government
implemented a community-based health insurance scheme that increased access to health
services, particularly for poor households!*l. These examples make the case for investing in
UHC. Evidence shows that people in nations that have attained UHC are healthier and live
longer than those who have not 191,

There is no single accepted strategy for achieving universal health coverage. The design of
UHC programs must be guided by local contexts to ensure they are responsive to local
situationst®. WHO’s World Health Report 2010 provided a framework to guide policy
makers in developing national roadmaps for attaining UHC. The framework, commonly
illustrated by the UHC cube is focused on three dimensions and seeks to answer three
fundamental questions!!: i) which health services are covered (service coverage)? ii) who is
covered (population coverage)? iii) what proportion of the costs are covered (financial
protection)? By focusing on these three dimensions (service coverage, financial protection,
and population coverage), policymakers and healthcare providers can ensure that their
programs are comprehensive and address the needs of the entire population.

4 Service coverage refers to the range of health
services that are available to a population and

[k e is meaSL_Jred by the proportion ofthe_

atheass  population that has access to essential health

services®435951 Financial protection refers to

|Extend to : the extent to which individuals and households
%Lon.mf_g L~ are protected against financial risks related to
= TS i healthcare!?!. Financial protection is measured

Population; who is covered? are covered?

by the proportion of the population that incurs
Figure 2 UHC cube (Source: WHO, 2010)  catastrophic health expenditures, or the

proportion of households that experience
impoverishment due to healthcare costs®?l. Population coverage refers to the proportion of
the population that is covered by a health insurance scheme or other forms of health
financing, such as taxation or social health insurance[®l.

The three UHC dimensions are interdependent, and improvements in one of the dimension
leads to improvements in the others. For example, in Thailand, the Universal Coverage
Scheme, a government-funded health insurance scheme, has helped to increase healthcare
coverage and reduce OOP payments, resulting in improved health outcomes™™. Interpreting
the UHC cube involves looking at how well each of these dimensions is being addressed in a
given context or country.



2.2.1 UHC progress in LMICs

One common strategy for achieving UHC in LMICs is the implementation of national health
insurance schemes. These schemes pool funds from various sources, such as taxes and health
insurance premiums to provide coverage for essential health services®!. Countries like
Ghana, Indonesia, and Rwanda have successfully implemented national health insurance
schemes that have increased access to health services and reduced financial barriers to care
for their populations[4€5556],

Another key consideration for progress towards UHC in LMICs is the expansion of primary
health care (PHC) services®. Indeed, PHC has been described as the engine for universal
health coveragel*?l. Some LMICs have recognized the importance of PHC in achieving UHC
and have invested in expanding the coverage and quality of PHC services*®571. For example,
Brazil has a well-established family health program that provides comprehensive PHC
bringing essential health services closer to its population®®l.

Despite these successes, LMICs face numerous challenges in achieving UHC, including the
difficulty in achieving sustained political commitment and increased investment in health
systems to ensure that all people have access to quality health services™®6%,

LMICs struggle to raise adequate funding needed to provide essential health services to their
populations“®l. Only 10% of the population in low-income nations is employed in the formal
sector, which is insufficient to support increasing social health insurance or tax
contributions(®:%2, As a result, the ability of these countries to invest in health infrastructure,
medical supplies and staff, and other necessary resources for providing quality healthcare is
limited™. With a limited range of services covered, many individuals accessing healthcare
have to pay out of pocket for these services exposing them to catastrophic health spending(®®!.

Many people in LMICs live in rural areas, where access to healthcare facilities is limited.
Healthcare facilities in these areas are often understaffed and lack the necessary equipment
and supplies to provide quality carel®¥l. Even when healthcare services are available, the
quality of care may be poor due to a lack of trained healthcare professionals and inadequate
infrastructurel®>-%8l. This can lead to long wait times, inadequate care, and lower patient
outcomes!®®-"4, In addition transport costs in rural areas can be a huge financial barrier to
health services!?l.

Lastly, most LMICs lack reliable data on health outcomes, health systems performance, and
disease burdent’?74l, This makes it difficult to identify health priorities, allocate resources
effectively, and track progress toward UHCU®!, In addition, achieving UHC requires
sustained political commitment and investment in health systems. Political instability,
corruption, and competing priorities hinder progress towards UHC in many LMICs U781,

2.2.2 Financing universal health coverage in LMICs

Progress towards UHC relies on a country’s ability to balance a mix of funding strategies in a
way that ensures health service coverage, maximizes population coverage and provides
financial risk protectiont””). One way LMICs can mobilize domestic sources of revenue is
through taxes, and allocating a portion of this revenue towards health care®3l. This can help
to reduce reliance on regressive OOP and external funding hence creating more sustainable
financing for health.



However, mobilizing adequate tax funding in LMICs can be challenging. LMICs often have a
small formal sector, which limits the tax base in these countries!®® In addition, tax evasion
and informality in the economy can further reduce revenue collection potential in these
countriest®#479801  Nonetheless, governments should aim to overcome these challenges by
employing strategies to expand the tax base, improve tax compliance, and reduce tax
evasion(’7811,

LMICs can also prioritize allocating a larger portion of their budget towards healthcare, as
recommended by the WHO. Currently, the median government expenditure on health in
LMICs is only around 5% of GDP, compared to 12% in high-income countries®4, The
Abuja Declaration of 2001 established a goal for nations to devote 15% of their budgets to
the health sector, but most countries are falling short of this target®®. Although only four
countries had reached this goal by 2014, evidence shows that increasing government
expenditure on health can improve access to healthcare and reduce health inequalities in
LMICsEB8U. Therefore, LMICs need to not only increase public spending on health but also
improve the efficiency of health spending®2.

Many LMICs rely on development assistance from bilateral and multilateral organizations to
finance their health systems®®l These can be in the form of grants, loans, and technical
assistancel®]. With an increase in development aid, most countries have either reduced or
stalled on domestic spending on health. These has led to legitimate concerns as to whether
external funding may replace government spending especially in certain programs such as
National HIV and malaria programs in SSAE!. While governments can use development
assistance to improve health service delivery, this funding is often unpredictable and may not
be sustainable in the long-term®8:871,

Health insurance schemes provide another crucial means of financing healthcare in LMICs.
Social health insurance schemes, where individuals contribute to a fund used to cover
healthcare costs, are a way to ensure financial protection and improve access to healthcarel?!
[58.97-991 ' Community-based health insurance schemes operate similarly, but are usually more
informal and community-led, making it difficult to scale to larger populationst®-°, Private
health insurance is another option, where individuals purchase insurance from private
companies, but it is not considered the most effective model for achieving universal health
coverage because their premiums are priced too high for most households to afford®*. These
insurance models are vital in LMICs where prepayment of healthcare through insurance is
low, and the majority of the population is at risk of catastrophic healthcare expenditure[*67,

In many Sub-Saharan African countries, out-of-pocket payments (OOPS) are a common
means of financing healthcare, despite being the least desirable method of financing
healthcare!>#l. OOPs can create financial barriers to accessing health care for individuals who
cannot afford to pay, reducing people's access to and use of health services®. OOP can lead
to impoverished individuals and households routinely delaying medical care or resorting to
self-medication, which can have potentially hazardous resultst?. Therefore, it is important for
LMICs to explore alternative financing models such as social health insurance to increase
financial protection and improve access to healthcare services for their populations.



2.3 Health systems strengthening for universal health coverage in LMICs

In order to achieve UHC, it is important to not only focus on financing but also on broader
health system reforms that improve access to quality healthcare. A key aspect of health
system strengthening is investing in health infrastructure, such as building and maintaining
health facilities, ensuring an adequate supply of equipment and supplies, and providing
essential health services®. Additionally, there must be enough trained health professionals,
including doctors, nurses, and community health workers, to staff these health facilities and
provide essential health services to the population®*!

Reliable systems are needed for collecting, analysing, and using health data to inform health
policies and programs[®®l. Overall health governance must also be strengthened by improving
the governance and management of health systems, including the development and
implementation of policies, regulations, and standards[®®!. Lastly, promoting community
participation in decision-making processes and ensuring culturally appropriate health services
is criticall®.

2.4 The tension between health systems strengthening and health financing

Health financing refers to the various ways through which healthcare services and programs
are funded. These include mechanisms to mobilize funds, such as taxes or insurance
premiums, as well as the ways in which these funds are pooled, allocated, and spent on things
like medicines, equipment, and healthcare providers®®-1%, |n contrast, health systems
strengthening refers to the overall improvement of a country's healthcare system, including its
infrastructure, workforce, information system, and service delivery. This involves addressing
issues such as shortages of healthcare workers, inadequate health facilities, and inefficient
management and governancel*3101],

Both health financing and health systems strengthening are crucial components in achieving
good health outcomes for a country's population, with both often being interdependent!292],
When policy makers prioritize standalone health financing reforms at the expense of broader
HSS, these strategies fail to achieve wider service coverage and adequate financial risk
protection in the absence of a strong health system. In a study titled, “Good budget or good
care: The dilemma of social health insurance in Vietnam" the authors found that while the
SHI system in Vietnam has made significant progress in terms of expanding coverage and
increasing financial protection for the population, the quality of care provided through the
SHI system remained a major challengel'?, There was a tension between ensuring financial
sustainability of the SHI system and improving the quality of care. The study found that the
Vietnamese SHI system faced financial constraints, and there was a risk that cost containment
measures may compromise the quality of care provided to patients?

Thailand is a good example of how governments can achieve universal coverage by
implementing health system reforms. Their reforms included expanding primary health care
services, improving health infrastructure, and implementing health insurance schemes that
provided universal coveragel*®l. Although HSS is a long term and continuous process that
requires sustained investment and collaboration between multiple stakeholders, policymakers
should ensure these efforts are not left behind.[*%4-1%1, By strengthening health systems,
LMICs can move closer to achieving UHC and improving the health and well-being of their
populationst®l,
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2.5 Contributory Vs Non-contributory Healthcare Financing

The methods of financing for healthcare can be divided into two categories: contributory and
non-contributory. Contributory financing is when individuals regularly contribute to a pool of
funds, often through insurance premiums, in exchange for access to healthcare services’,
This system typically bases contributions on an individual's ability to pay®. On the other
hand, non-contributory financing relies on government or other sources to provide funds for
healthcare servicest’’].

Both systems have their advantages and disadvantages. In his article on health financing
reforms, Joseph Kutzin acknowledges that contributory financing mechanisms have some
advantages such as promoting a sense of ownership and responsibility among contributors,
and potentially generating more funds for health services. However, he also notes that
contributory financing can be regressivel®1%71, This method may also exclude those who
cannot afford to pay, creating inequalities in access to healthcarel’". Kutzin argues that non-
contributory financing mechanisms have the potential to be more equitable, as they can be
designed to ensure that the burden of financing health services is shared more fairly among
the population’”). Non-contributory financing may offer universal access to healthcare
services. However, evidence shows that it can also be subject to political pressures and

corruption or mismanagement which could lead to inefficiencies and poor quality of
carel3.64.107,108]

Ultimately, the choice between contributory and non-contributory financing for healthcare
depends on the specific context of the healthcare system. Most countries that have achieved
high population coverage have done so through a mix of contributory and non-contributory
systems. Therefore, the choice of whether to achieve coverage through contributory or non-
contributory presents is a false dichotomy and both systems can work in a complementary
manner to expand coverage and provide financial risk protection®%’1 An important principle
offered by most international guidelines for achieving coverage in LMICs is the need to move
away from primarily funding healthcare through labour taxes which are employment based
because of the high levels of informality in these countrigs(®%:107:109.1101

2.6 Defining Social Health Insurance Schemes

Social health insurance (SHI) is a term commonly used to refer to state-run schemes that
offer individuals the opportunity to enrol voluntarily or through a mandatory systemt*11,
However, the term SHI can be misleading because they often describe different systems
depending on the context and the source of funding for SHI programs and these vary
significantly from country to country. For instance Belgium and Germany have achieved
higher levels of universal coverage through their tax-funded SHI schemes as a primary means
of coverage, with private household contributions serving only supplementary purposes for
additional coverage!*31121131 |n LMICs, SHI schemes differ from HIC as they are mostly
funded primarily through private household contributions. For instance, in Rwanda, the
government funded SHI together with community-based health insurance (CBHIs) have
contributed to over 80% insurance coverage in the countryt8l,

Nonetheless, SHI differs significantly from private health insurance as it is run by
governments with the goal of providing wider access to healthcare for citizens, resulting in
highly subsidized premiums and risk redistribution, which allows individuals with pre-
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existing conditions to be eligible without paying higher premiums*3 1141 Maarse et. al. make
the case that social health insurance schemes are founded on the concept of social solidarity
based on these characteristics!*®l,

2.7 Determinants of health insurance enrolment in LMICs

Health insurance coverage in LMICs is influenced by various factors at different levels.
Household-level factors such as income and education play a crucial role in determining
enrolment in health insurance programs®>151, People from lower socioeconomic
backgrounds may face financial constraints that limit their access to health insurance.
Similarly, poverty and low levels of education can also affect healthcare utilization, which
can subsequently impact insurance coverage. Additionally, the political climate and
government policies in a country can affect the effectiveness of health insurance programs.
Political instability and corruption can limit the availability and accessibility of healthcare
services, making it harder for people to enrol in health insurance programsl.

The demand for health insurance is also influenced by cultural beliefs and practices. Some
communities may have a preference for traditional healers over modern healthcare services or
may not see the value in health insurancel*3#1161. Demographic factors such as age, gender,
marital status, and family size can also affect health insurance coverage™. Some studies
have found that women and children may be more likely to have health insurance than men,
and larger families may face greater financial barriers to accessing health insurance?®l. The
availability and accessibility of healthcare services also affect insurance coverage. In rural
areas, for example, where healthcare infrastructure is often inadequate, there may be less
demand for health insurance. As a result, studies have found that individuals living in urban
areas are more likely to have health insurance than those living in rural areas**"l,

Individuals with chronic health conditions or who have a history of health problems are more
likely to have health insurance than those who are healthy®l. The ease of enrolment and the
availability of health insurance also play a role in determining household enrolment in health
insurancel®l, Previous research has shown those in formal employment and individuals with
higher levels of education are more likely to have health insurance than their counterparts**°,

Overall, these determinants interact with each other in complex ways, making it challenging
to implement effective health insurance programs in LMICs. Therefore, efforts to provide
increased population coverage need to take into account these factors in any given context.

2.8 Characteristics of informal workers

Informal workers in LMICs face several challenges that hinder their enrolment in health
insurance programs. The majority of informal workers operate in unregistered businesses that
operate outside the legal framework, making them subject to limited legal protections and
regulationst®:-621181 - Additionally, many informal workers lack formal training or education
and rely on their own skills and experience to run their businesses, which can limit their
access to social protection programs like healthcare and pensionst*°l,

Most informal workers operate small-scale or micro-enterprises, often from their homes or
public spaces like markets and streets[*?°l. This population is typically associated with low
education and skill levels, which can result in limited access to quality healthcare services.
The lack of social protection programs for informal workers can make them vulnerable to
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economic shocks and crises, leading to high levels of poverty and inequality*®. However,
informal social networks, such as family and community ties, can provide social capital that
can help informal businesses access information, resources, and customers°l,

2.9 Affordability of health insurance

The affordability of health insurance is a critical factor that influences people's decision to
enrol in health insurance programs. Previous studies have explored the affordability of social
health insurance premiums by analysing various factors such as income levels, insurance
scheme design, and the impact of premiums on healthcare access™*?*1?°!, These studies have
found that the cost of health insurance premiums can be a significant barrier to health
insurance enrolment. However, other studies have shown that social health insurance
premiums can be affordable for most households if the premium cost is set at a level that
reflects the benefits provided™°*?¢1, In general, research emphasizes the importance of
designing social health insurance schemes that are affordable for people across all income
levels, and ensuring that targeted subsidies are available to support those who may struggle to
pay premiums[*?l. This can help increase access to healthcare and improve health outcomes,
especially in low- and middle-income countries where prepayment of healthcare is often
limited.

2.10 Citizen engagement

Citizen engagement is an important aspect of creating effective and equitable health
insurance programs, especially in low- and middle-income countries (LMICs). This involves
actively involving individuals and communities in the design, implementation, and evaluation
of health insurance programs2812%1, The aim of citizen engagement in health and health
insurance is to create a more transparent, accountable, and responsive system that caters to
the needs of all citizens regardless of their socio-economic or health statust*+104.106.1301 gy
involving citizens in decision-making processes, health insurance programs can be tailored to
meet the unique needs of diverse communities, promote health equity, and improve health
outcomes™. Citizen engagement can take many forms, including public consultations,
surveys, focus groups, and online forums[t28:12%,

In Canada, citizen engagement in healthcare is ensured through citizen advisory committees
made up of citizens who provide input and advice on health policies and programs. For
example, the British Columbia Ministry of Health in Canada has established citizen advisory
committees to provide input on health system reformt*3il,

The National Health Service (NHS) in the United Kingdom uses a number of strategies to
ensure citizen engagement at all levels of the organization. This is achieved through efforts to
seek views and feedback of patients and the public through patient and public involvement
(PPI) activities. This involves consulting with patients and the public on healthcare services
and decisions that affect them, such as service redesign, policy development, and research.
The NHS supports the establishment of independent local Healthwatch organizations that
represent the views and experiences of patients and the public in their local communities™®2,

Many general practitioner practices in UK’s NHS have patient participation groups (PPGs)
that provide a forum for patients to voice their opinions and provide feedback on local
healthcare services. 10433 |n addition, the NHS has also established an online platform
called NHS Citizen, which provides an opportunity for citizens to participate in the decision-
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making process related to NHS policy and services!34l, Lastly, the NHS Constitution sets out
the rights and responsibilities of patients, the public, and NHS staff promoting a culture of
patient and public involvement within the NHS!35], While there is still work to be done to
ensure that patient and public involvement is fully embedded in the NHS, these initiatives
have shown that involving patients and the public can lead to better healthcare outcomes and
greater patient satisfaction.

Rwanda has also achieved high levels of citizen engagement in health insurance through a
combination of government policies, community involvement, and innovative financing
strategies!®!l. These include the roll out of Community-based health insurance that is based on
citizen involvement and health education through Community Health Workers(CHWSs) which
has helped to increase awareness and participation in the health insurance program(*%!,
Government subsidies also ensures that everyone has access to healthcare regardless of their
income level, which has helped to increase participation in the health insurance program(*37l,
These strategies have contributed to high levels of citizen engagement in the country
achieving high levels of population coverage.

2.11 Social solidarity

In LMICs, social solidarity can be a key factor in promoting health insurance enrolment
among informal workers. Social solidarity refers to the willingness of individuals to
contribute to a common pool of funds to ensure access to affordable healthcare for
everyonel*®. Evidence shows that social health insurance schemes rely on this principle and
can be an effective way of promoting collective action and risk pooling among
communities™®38], There is a growing focus on the role of solidarity in promoting
participation in public health programs globally [16:13%-141]

Studies have shown that countries with high levels of social solidarity and trust tend to have
more successful social health insurance systems814214%1 For example, Germany's social
health insurance system is funded by contributions from both employers and employees, and
everyone is required to participate™*4l. This system has been successful in providing universal
healthcare coverage, and research has attributed this success to the country's strong culture of
social solidarity and trust resulting from Germany’s political system that places strong
emphasis on welfare state, high levels of education in the country and it largely formal
economy!**l, In other parts of Europe, studies have explored the effects of social health
program reforms on social solidarity, measuring it on three dimensions: entitlement, risk
solidarity, and income solidarity™346],

Previous studies in sub-Saharan Africa have highlighted the influence of sociocultural beliefs
around health insurance, the perception of risk and reliance on informal financial support as
some barriers to health insurance uptake!**”. Studies have also highlighted the role of social
capital in the growth of health insurance schemes in Africal'3148l. Studies in South Africa,
Ghana and Tanzania reveal varying levels of willingness to cross-subsidize across wealth
quantiles™™®]. Subsequently, differences in levels of uptake of health insurance have been
attributed to a population’s tolerance for risk and income cross subsidies. Empirical evidence
has demonstrated that social solidarity provides favourable conditions for the creating risk
pools that form the basis of health insurance and tax based systems[®8142:1431
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3 Universal Health Coverage in Kenya

3.1 Introduction

In the following section of the literature review, | present the research gap this study
attempted to address and provide more background in the Kenyan context as far as the study
concepts are concerned. A review of methods used in similar studies will also be included in
a subsection followed by concluding remarks of the literature review process.

3.2 Research Gap

Informal workers constitute over 80% of the Kenyan workforce and contribute significantly
to the Kenyan economy %1, Yet the proportion of informal worker households closely
mirrors the nearly 80% of Kenyan households that lack health insurance and are at risk of
catastrophic health expenditure 122%15% Because NHIF membership is mandated for those in
formal employment, informal worker households whose membership is voluntary are at the
greatest risk of suffering healthcare related financial hardship. Consequently, regressive out
of pocket (OOP) payments remain a prevalent source of uninsured household health

financing resulting in nearly 1 million Kenyans being pushed into poverty annually 429151
153]

Similar to other LMICs, the problem of health insurance coverage among the informal
workers poses a significant barrier or potential to achieving increased health insurance
coverage in Kenya 54151 Taking up voluntary membership in an insurance scheme
requires a willingness to prepay for healthcare, and willingness to have your financial
contribution to the pool benefit others who were sicker (“risk cross-subsidization™) and

poorer (“income cross-subsidization™) than you, otherwise referred to as social solidarity!*®],

Solidarity has been positively associated with participation in prepayment and growing
financial risk pools in Europe, US and some sub-Saharan countries516:122139.141,157-159] | g
founded on and influenced by trust in the scheme, and in the health systems’ ability to
provide a promised benefit package!*38160.1611 Existing literature on health insurance among
the informal workers in Kenya have not adequately explored the willingness to prepay for
healthcare their views on social solidarity-the willingness to tolerate risk and income cross-
subsidization despite these being the basic tenet of insurance. With the increasing global and
national focus on attainment of UHC through social health insurance, these factors form a
part of the broad understanding of populations participation in insurance programs and tax
collection(t62.163],

Little is known about the affordability of NHIF premiums to informal worker households
since a 230% increment of premiums in 20152°1. Although this marked increase was
implemented to finance the wider and more comprehensive benefit package, studies have
shown that the increment has posed an additional barrier to informal workers’ enrolment in
NHIF. concep studies on the affordability of NHIF premiums have used a quantitative
approach, and there is a death of qualitative studies. While these studies already pointed to
the importance of affordability as a key determinant to health insurance enrolment, there is a
dearth of qualitative studies explaining findings on affordability of NHIF premiums among
rural informal workers[4],
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What is also scanty in NHIF related literature is how NHIF as an insurer, ensures that
Kenyans are engaged and can access the NHIF benefit package as this has been shown to
inform their decisions to enrol. Although literature on NHIF has pointed to weak mechanisms
within NHIF to receive complaints, these studies did not explore the level of citizen
awareness of these mechanisms. A study in Kenya assessing citizen engagement found that
citizen engagement mechanisms employed by NHIF were weak and could be improved by
including their views and needs better%1, The study however collected the views from
policy makers and neglected the views of the citizens themselves. The views of the citizens
are however key to increasing their buy in to programs like national health insurance [1641661,

These study therefore attempted to fill this gaps in literature by exploring reasons for low
enrolment among the informal workers while considering the role of social solidarity,
premium affordability and citizen engagement. | focused on enrolment within the national
scheme in NHIF that offers voluntary enrolment for the informal workers household
otherwise known as Supa+cover167],

3.3 Social health insurance reforms in Kenya

The idea of social health insurance in Kenya can be traced back to the 1960s, when the
government established the National Hospital Insurance Fund (NHIF) to provide health
insurance coverage to formal sector workers 81, Over the years, the NHIF has expanded its
coverage to include informal sector workers and their families, as well as retirees and other
groups?”. However, the NHIF has faced numerous challenges, including limited coverage,
inadequate funding, and poor management[*®®, In the early 2000s, the Ministry of Health
proposed the establishment of the National Social Health Insurance (NSHI) as a way to
address these challenges and expand access to healthcare services to all Kenyans™°l,

Charity Ngilu, who served as Kenya's Minister of Health from 2003 to 2007, was a key
proponent of the NSHI scheme in Kenya through the introduction of the NSHIF bill in
2004179171 The NSHI was envisioned as a mechanism for expanding access to healthcare
services and ensuring that all Kenyans had access to quality healthcare regardless of their
ability to pay!’2-174],

The NSHI was designed as a contributory health insurance scheme, with contributions based
on income and ability to pay. The funds would be used to finance a package of essential
health services, including preventive, curative, and rehabilitative care. It included a detailed
plan to increase coverage to 60-80% within 9 years. The bill also proposed making NSHIF
mandatory with contributions from both employers and employees, as well as government
contributions on behalf of poor households. Additionally, it suggested the creation of a single
risk pool and a separate governance and policy direction away from the flawed NHIF.
Although the bill was passed in parliament, the president did not assent to it and returned it
for further discussion!*’2,

Despite initial support for the NSHI, the scheme faced numerous challenges, including
political opposition, inadequate funding, and poor management*’%17%1, While the Ngilu bill
was never finally passed, its introduction led to incremental changes and the adoption of
some of its components in NHIF reforms over time. In 2007, a change in government
leadership led to a shift in healthcare policy, and the NSHI was abandoned in favour of other
health financing mechanisms*”). Nonetheless, the idea of social health insurance has
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continued to be a topic of discussion in Kenya, and there have been ongoing efforts to
strengthen the NHIF and expand coverage to more Kenyans. In recent years, the government
has also launched initiatives to improve healthcare service delivery, including the Universal
Health Coverage program, which aims to provide access to quality healthcare to all Kenyans
by 20220731,

3.4 Healthcare Financing in Kenya

In Kenya, healthcare is financed by a mix of various methods with a significant contribution
from private household financing in the form of OOP — 26.6% of the Current Health
Expenditure; (tax — 47.6%, donor funding — 19.1%) 761, OOP persists despite evidence that
expanding prepaid financing contributes to the global UHC goal by ensuring access to health
services while preventing financial hardship related to seeking health [1113%177178] 'Urgent
measures are required to reduce the reliance on OOP payments to the recommended levels of
15-20% of the total health expenditure to mitigate against the risk of catastrophic healthcare
expenditurel?,

There is also an opportunity for Kenya to improve health financing methods by increasing the
healthcare sector budgetary allocation that has averaged <9.5% between 2018-2021171,
According to the Abuja declaration that Kenya signed off on, countries need to strive to
allocate no less than 15% of their total budget spending to achieve quality and healthcare
31711 In the recent years, the government has increased budgetary allocation to health, with
health expenditure accounting for 6% of the GDP in 2021, up from 4.5% in 2014176.179.180]
However, government allocation is still inadequate to finance the health functions. As the
Kenyan government strives to achieve the recommended level, multiple avenues are being
explored including contributory health insurance with mechanisms to provide coverage for
the poorest households 2341,

3.5 Healthcare system in Kenya

Kenya has a pluralist health system with service delivery offered in both public and private
health facilities!**8%1, The public healthcare delivery system is divided into four tiers:
community, primary care, county referral, and national referral™®l. Public facilities rely on
user fees to raise revenue for operations. This is despite empirical data indicating that
imposing user fees in healthcare facilities, coupled with the absence of health insurance, has
resulted in a significant proportion of healthcare seekers resorting to OOP payments(®2],

A number of health system reforms in relation to user fees in Kenya stand out(Error!
Reference source not found.). In 1963, the government abolished user fees previously
charged by the colonial government essentially adopting an National Health service system
funded through taxation™”2. However, in 1989 user fees were reintroduced to finance
operations in health facilities. They were abolished again in 1990 because of inequitable
access and utilization of health services. A year later, user fees were once again reintroduced
with exemptions for under-fives.

In 2004, user fees in public outpatient clinics were eliminated, with the exception of a set
registration charge of Ksh 10 (US$0.08) for dispensaries and Ksh 20 (US$0.16) for health
centers(t®1-181 User fees were still charged by public hospitals as part of a cost-sharing
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scheme in which the hospitals received direct budget line support from the central
government but also charged patients. Following the election of a new government in 2013,
user fees at health clinics and dispensaries were fully eliminated™8. Donor support (through
DANIDA funds) helped reimburse primary care facilities for user fees forgone*®2l. There are
however several reports that user fees persisted long after the ban of user fees in primary care
facilities creating a barrier to healthcare access!*84,

3.6 Devolution and healthcare financing in Kenya

In Kenya, a devolved government system was implemented in 2013 following the passing of
the 2010 Constitution of Kenya aimed at addressing issues of inequality, marginalization, and
exclusion in the country™®. This system consists of 47 counties, each with its own elected
governor, county assembly, and executive committee, with the power to raise and manage
their own revenue and make decisions on issues such as healthcare, education, agriculture,
and infrastructure within their jurisdictions. While devolution has been credited with
promoting grassroots democracy, improving service delivery, and spurring economic growth,
there have also been challenges such as corruption, conflicts between the national and county
governments, and inadequate funding2°-186:1871,

In the devolved health systems, the provision of primary and secondary health services was
shifted to county governments, while policy-making and regulatory authority as well as
tertiary care remained with the national government!*851881_However, the transfer of
important hospital management committee responsibilities to county health departments and
poor governance and capacity gaps led to weak county health systems and interruptions in
service delivery8.18% pyblic county hospitals also lost autonomy and control over revenue
sources, leaving hospital managers feeling powerless!*®l, As a result, county health systems
are characterized by inadequate funding leading to poor service delivery in primary and
secondary care public facilities!*l,

3.7 UHC progress in Kenya

Kenya has made significant progress towards achieving UHC in recent years including the
implementation of UHC pilots to test and evaluate different models for providing affordable
and accessible healthcare services to all Kenyans(Error! Reference source not found.) 9,
The UHC pilots in Kenya were initiated in four counties, namely Kisumu, Nyeri, Isiolo, and
Machakos and were conducted between 2018 and 2019[1°1:19], Residents of these counties
were enrolled in a free UHC cover referred to as ‘afyacare’[*9,

The UHC pilots led to an increase in the number of people accessing health services. This
was also accompanied by a reduction of the financial burden of seeking healthcare by
eliminating user fees and increasing the coverage of health insurance. In addition, the pilots
led to improved health outcomes, including a reduction in maternal and child mortality
rates*®*-1%1 While the afyacare pilots did not have a well defined benefit package, the
services accessed by beneficiaries in the four pilot counties included services defined under
the Kenya essential package for health(KEPH)[1911%4 KEPH outlines essential services
offered in the different levels of the health system in Kenya. Under the Afyacare mechanism,
the UHC funding was also channelled to the Kenya Medical Supply Agency(KEMSA) for the
provision of free medication. Additionally, the departments of public health and community
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health also received additional funding for health promotion, prevention and surveillance
efforts in the community!*°4,

In 2020, the president proceeded to announce the scale up of the UHC program to all the 47
counties and signed UHC scale up agreement with all governors™*®3l. What followed was
significant injection of Ksh 41.9 billion in key areas of health over and above the county
budgets!*®®l. Beneficiaries of the initial UHC pilot were issued UHC cards which were and
were not given NHIF membership. However, current UHC scale up efforts ride primarily on
the NHIF efforts and benefit package with NHIF being the main vehicle for delivery of UHC
in the country™®4. The government of Kenya had committed to achieving UHC by 2022 but a
lot remains to be done to ensure that all citizens have access to quality healthcare services.
Some counties have also launched UHC schemes achieving varied levels of success in
increasing coverage 1961971

One of the critical challenges facing the implementation of UHC in Kenya is the issue of
financing. The government must ensure that there is adequate funding for the program to
cover all citizens.

HEALTH SYSTEM REFORMS
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Figure 3: Summary of health system and health insurance reforms in Kenya based
various literature[20,181,186,187,191,192,194]

3.8 The governance of NHIF

The NHIF governance structure includes the board of management, management, regional
offices, advisory councils. The board is the highest decision-making organ of NHIF. It is
responsible for setting the overall strategy and policy direction of the organization. The Board
is appointed by the Cabinet Secretary for Health and is made up of nine members, including
the Chairperson, the CEO of NHIF, and representatives from various government ministries
and stakeholders(??2l,

The management team is responsible for the day-to-day operations of NHIF. It is headed by
the CEO, who is appointed by the Board[*%, The management team comprises various
departments, including finance, human resources, marketing, and customer service. NHIF
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also has regional offices across Kenya, responsible for the implementation of the health
insurance program at the grassroots level™®l, Each regional office is headed by a Regional
Manager who reports to the CEO.

NHIF has advisory councils at the national and regional levels (%, The National Advisory
Council is composed of representatives from various stakeholders, including government,
private sector, and civil society. The regional advisory councils are responsible for advising
the regional offices on matters relating to the implementation of the health insurance
program.

Previous reports on NHIF governance have pointed out the lack of technical experts in the
board as one of its short comings. This has implication in the level of oversight that the board
can provide to NHIF. The report tittled “the NHIF we want” recommended the inclusion of
representatives from various technical institutions including academia [221. Other studies have
also highlighted the governance gaps in NHIF that limit its growth [169:200.201]

3.9 NHIF coverage

Kenya’s national health insurer-NHIF, has undergone numerous reforms since its inception in
19661181, It covers health services in accredited private and public facilities in Kenya. It is
one of the oldest social health insurance programs in SSA vyet it has faced significant growth
challenges especially in increasing informal worker coverage!*®l, The NHIF, originally a
division of the Ministry of Health (MOH), was created to offer formal sector employers
health insurance coveragel*?. Formal sector employees had access to an inpatient benefit
package and paid a set premium rate*®. The NHIF's governing law was changed in 1972 to
include coverage for informal workers. In 1990, a progressive premium payment mechanism
was included as a further amendment to the law. The NHIF Act of 1998, which changed the
institution from a department of the MOH to an independent state company, abolished the
prior statute and replaced it. 2015 saw an amendment to the NHIF Act that increased rates as
shown in Table 2 below 23241,

Table 2 Current NHIF contribution rates (source NHIF website)

Formal Employee’s Monthly Gross Income NHIF Rates Per Month (Ksh)
(Ksh)

0 and 5,999 150
6,000 — 7,999 300
8,000 — 11,999 400
12,000 — 14,999 500
15,000 — 19,999 600
20,000 — 24,999 750
25,000 — 29,999 850
30,000 — 34,999 900
35,000 — 39,999 950
40,000 — 44,999 1,000
45,000 — 49,999 1,100
50,000 — 59,999 1,200
60,000 — 69,999 1,300
70,000 — 79,999 1,400
80,000 — 89,999 1,500
90,000 — 99,999 1,600
100,000 and above 1,700
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| Informal sector cover (UHC Supa Cover | 500 flat rate

There was also a marked expansion of the NHIF benefit package, which previously only
covered inpatient care, to include outpatient care and a number of specialized services like
renal dialysis. Other reforms have since included 1) overall governance and management
reforms to reorganize the NHIF's functional structure 2) digital systems for claim,

contribution and registration and more recently 3) amendments to the NHIF Act in 2022 22
24]

Initially designed for the formal sector households, membership to the national scheme was
only extended to informal workers in 1998 through the payment of a monthly premium of
Ksh 160 (US$1.2) per family?°l. It is not surprising that informal membership continues to
lag behind. A number of studies in Kenya have explored recent reforms and the impact they
have had on enrolment®2%21, These studies have made significant contribution by
highlighting barriers such as registration processes, lack of awareness and the increased cost
of health insurance premiums 2%, Key among the findings is that NHIF had not managed to
mobilize enough funds to the national expenditure owing to feasibility challenges ranging
from fragmentation of pools to inefficiencies in ensuring availability of services?’l. Because
SHI pools like NHIF require large numbers of people contributing to the pool, it is important
to address the challenges of enrolling the informal workers into NHIF.

3.10 Purchasing of health services by NHIF

NHIF purchases health services from both public and private facilities through a capitation
system and a fee-for-service system!*%], Under the capitation system, NHIF pays a fixed
amount per member to a healthcare provider or facility to provide a defined package of health
services for a specified period of time. Under the fee-for-service system, NHIF pays
healthcare providers or facilities for each individual service or treatment that is provided to
NHIF members!*®l. Reimbursement for inpatient services based on a fee-for-service model,
while for outpatient services, a capitation model is used for the informal workers in the
national scheme [204],

There are 3 main classes of NHIF contracts with healthcare providers: A, B and C 2%, These
contracts outline the terms and conditions of the relationship between NHIF and the
healthcare facility, including the services to be provided, the payment rates, and the quality
standards that must be met™®3]. Private facilities fall under class B or C and NHIF members
seeking services in these classes are subjected to co-payment, which can be unaffordable for
low-income patients?®®!. By 2017, NHIF had accredited a total of 1,635 healthcare facilities,
comprising of 727 government hospitals, 682 private hospitals, and 164 faith-based
facilities!2%%],

3.11 Social Solidarity in Kenya

Few studies have assessed social solidarity in Kenya. The Kenya Household Health
Expenditure and utilization Survey (KHHEUS) conducted in 2018 assessed social solidarity
in health insurancel?°l, According to the survey findings, 88.8% of respondents expressed
their willingness to contribute to healthcare for themselves and their families, and more than
70% of them were willing to pay for health insurance as an act of solidarity with the less
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fortunate. Half of the respondents did not agree with the notion that individuals should only
be responsible for their own healthcare expenses!2%!,

The findings suggest that there is a strong sense of social solidarity among the Kenyan
population when it comes to healthcare. The high percentage of respondents willing to
contribute to healthcare for themselves and their families, and their willingness to pay for
health insurance in solidarity with the less fortunate, indicates a sense of shared responsibility
and willingness to support others in need. The fact that half of the respondents do not agree
with the idea that individuals should only be responsible for their own healthcare expenses
further reinforces this sense of social solidarity. This could have implications for healthcare
policy in Kenya, as it suggests that there is support for policies that promote solidarity and
shared responsibility in healthcare financing. The Health Financing Strategy outlines the
government's commitment to achieving universal coverage through the implementation of
social health protection mechanisms2l. This includes the introduction of social solidarity
mechanisms based on the principles of social health insurance and tax financing, aimed at
providing financial protection to vulnerable groups, including the poor.

Other studies in Kenya have found that the Kenyan community embodies a robust sense of
harambee, a Swahili term that translates to "pulling together,” signifying their inclination
towards communal sharing and support®*€%. The notion of solidarity in Kenya, which is akin
to group savings and other communal activities, is based on the idea of reciprocity. As a
result, it is theorized that Kenya's culture of solidarity is inherently aligned with the concept
of social health insurance. Studies in Kenya have however found that the existence of
multiple NHIF schemes undermine solidarity[*871,

3.12 Affordability of Premiums

Previous research has found that the affordability of NHIF premiums in Kenya is a challenge
for some individuals and households, particularly those in lower income brackets. Studies
have found that the current NHIF premiums were unaffordable for the majority of the
informal sector population, which comprises a significant proportion of the Kenyan
population>297-2%1 Baraza E. (2017) et al. conducted a qualitative study focusing on
informal workers’ experiences and perceptions involving 39 in-depth interviews with
participants based on their NHIF membership i.e. enrolled, formerly enrolled and never
enrolled. The study found that the cost of premiums for the NHIF represented a major
obstacle for both existing and potential memberst®!. Another study by Okungu V. (2018) et
al. also identified the affordability of premiums as one of the main concerns identified as a
possible hindrance to the advancement of prepaid healthcare and UHC in Kenyal*?%, These
studies recommended that the government should consider reviewing the NHIF premium
structure to make it more affordable for low-income householdsf%207:210],

3.13 Catastrophic Health Expenditure and Impoverishment

A number of studies have focused on the issue of catastrophic health spending in Kenya
using datasets from national surveys. Barasa et al. (2017) found that catastrophic health
spending affects a significant proportion of Kenyan households, with the poorest households
being the most vulnerable. They identified several factors associated with catastrophic health
spending, including the employment status, presence of a chronic illness, hospitalization, and
household size among others 21, Another study in 2019 also found that catastrophic health
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spending is a major problem in Kenya, with households spending an average of 15% of their
income on healthcare31. They found that the burden falls disproportionately on the poorest
households.

Jane Chuma and Thomas Maina (2012) also found that catastrophic health spending is a
mayjor issue in Kenya, with 1 in 10 households experiencing catastrophic health spending.
They found that the main drivers of catastrophic health spending were hospitalization, use of
private healthcare services, and the need for surgery?'?l. Overall, these studies highlight the
significant burden that catastrophic health spending places on households in Kenya,
particularly those who are already vulnerable due to poverty. They identify several factors
that contribute to catastrophic health spending, including the severity of illness,
hospitalization, and use of private healthcare services*53211:2121, The findings suggest the need
for policies and interventions that can help to mitigate the impact of health spending on
households, particularly the poorest and most vulnerable populations.

3.14 Citizen engagement and state accountability

In Kenya, several studies have investigated different citizen engagement strategies in health
and health insurance. A report of a health financing reforms expert panel assessing the NHIF
as a vehicle for achieving UHC in Kenya found that there was a lack of awareness and
understanding of NHIF among the general population in Kenya??, The report revealed the
need for more accessible and affordable NHIF services, better communication about NHIF
benefits and enrolment procedures, and increased transparency and state accountability in the
NHIF administration.

Another study found that most people were aware of the NHIF, but few were enrolled due to
financial constraints or perceived low value for the services provided. There was a lack of
information on how to enrol and the benefits of NHIF membership, and some participants
reported dissatisfaction with the NHIF's responsiveness to their health needs???’l, Evidence
also shows that complaints about the quality of services provided by NHIF have resulted in
low levels of trust and confidence among citizens®®l.

As part of its citizen engagement strategy, NHIF in Kenya has established a toll-free number
for its members to provide feedback and make inquiries about the services provided. NHIF
contact information shared across most platforms includes the NHIF toll-free number, 0800
720 601 stating its availability 24/712132141 Members are advised to use the number to report
any issues they encounter while seeking medical services, ask questions about their NHIF
membership status or benefits, and provide feedback on the services provided. However, one
study noted that the number is not accessible in most cases!*%l. In addition, NHIF also uses
social media, website, newspapers, and media pronouncements campaigns to increase
awareness of their health insurance program and encourage citizens to enroll*®®l, This
approach however had limitations in terms of reaching a broader audience beyond those who
had access to these media platforms.

Citizen engagement in healthcare delivery is a critical aspect of promoting community
ownership and state accountability in the health sector and ultimately contributes to access
and satisfaction on services covered by health insurance programs. Several strategies have
been employed to ensure citizen participation in health service delivery in Kenya. A study
titled, "Community participation in the collaborative governance of primary health care
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facilities, Uasin Gishu County, Kenya" highlights the importance of involving community
members in the governance of health facilities?*®!. The authors suggest that this can be
achieved through the formation of health facility management committees (HFMCs)
comprising community representatives and health service providers. The study found that
HFMCs can improve service delivery, promote state accountability, and enhance community
ownership of health facilities.

Indeed, the Kenyan government has recognized the importance of citizen engagement in
health facility management committees and has taken steps to promote it. For example, the
Ministry of Health has developed guidelines for the establishment and functioning of health
facility committees, which include provisions for community participation[2271However,
HFMCs have little success because of limited capacity, inadequate funding, limited
engagement of citizens, poor financial accountability among members and political
interferencel?8l,

A policy brief titled, "Promoting Public Participation for Improved Health Outcomes™
suggests several strategies for citizen engagement, including community mobilization, public
forums, and community scorecards®?*l, The development and dissemination of health facility
service charters has also been used to increase citizen engagement in Kenya. This involves
the creation of service charters that clearly outline the services that health facilities are
expected to provide, as well as the rights and responsibilities of patients and health
workers[?'°l. However, the difficulties associated with utilizing facility charters comprise of
health workers not complying with the charter provisions, illegibility and language barriers,
time constraints to read and comprehend them, which are frequently due to crowding
pressures, as well as socio-cultural views on transparency?'®l, Nonetheless, participants felt
that these strategies can enhance community participation in health decision-making
processes, increase awareness of health issues, and promote accountability of public
providers.

A published review of the literature on engaging citizens and ensuring state accountability in
health service delivery identified several strategies for citizen engagement in health service
delivery, including community health workers, community advisory boards, and health
facility committees(??”), The study found that these strategies can improve service delivery,
increase access to health services, and promote community participation in decision-making
processes. The study also highlights the importance of context-specific approaches and the
need for sustained commitment and resources to achieve meaningful citizen engagement.

3.15 Methodological considerations

A variety of studies looking at the factors determining the uptake of health interventions like
health insurance among populations have used survey methods or retrospective data analysis
of program data and demographic health survey (DHS) [211.221-224] These methods provide
descriptive data for large population sets that other methods do not!*>!64, Surveys methods
are particularly useful because of the importance they place on identifying a representative
sample that is generalizablel??>2261, However, in order to gain deeper insight and
understanding of the problems of health insurance enrolment, affordability of premiums,
citizen engagement, social solidarity and the willingness to prepay for health services,
qualitative methods can be used to complement quantitative survey methods.
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A study in South Africa looking at social solidarity explored the concept using a mixed
methods approach to assess the views and perceptions of civil society groups on collective
action relating to the national health insurance scheme in South Africal*®l. Using focus group
discussions(FGDs), questionnaires and observation of purposively selected respondents, the
researchers explored concepts of trust, reciprocity and altruism. Other studies examining
similar concepts of social solidarity employed survey methods to understand the willingness
of households to cross-subsidize across risk and wealth 52271, Because such decisions
typically are informed by the collective decisions of numerous households ultimately forming
the collective action!*®, eliciting responses from large sample sizes using a survey method
can be useful in establishing a community’s tolerance for social solidarity™3®l,

The subject of health insurance uptake has been explored using a variety of qualitative and
quantitative methods!*>1642281 A study exploring the determinants of dropout rates from
Sudan’s national Health Insurance Fund conducted a household survey targeting the informal
workers[??®l. Disproportionate sampling was used to draw an adequate number of households
for three categories of interest: regular members, new enrolees and the drop out households.
Analysis was carried out in two phases: descriptive analysis and regression logistics. In
another study carried out among informal sector workers in Kenya exploring their
preferences and implications for financing, the researcher applied multistage sampling to
identify representative rural and urban dwellers. FGDs and in-depth interviews were
conducted for the qualitative phase (12 FGDs and 16 community level IDIs)??, Interview
questionnaires were also administered to 455 in another study to elicit the participant’s
preferences for contributory versus non-contributory financing. The subject of health
insurance uptake has been explored using a variety of qualitative and quantitative
methods[12'164'228].

Stratified random sampling has been used in another study exploring the critical elements that
influence how diligently informal workers’ pay their insurance premiums. The technique was
used to identify the districts to sample from among a number of districts in Indonesial?®!,
While a variety of sampling techniques have been used in studies assessing health insurance
coverage, the guiding principle of the sampling method is to select a representative sample
and stratified random sampling increases representativeness by categorizing the study
population into strata according to factors that the researcher is interested inf?%, In
administrative locations where homogeneity cannot be ascertained, stratifying the study
population by the administrative location ensures that a representative sample is selected
from each division.

Survey methods using structured administered questionnaires have been widely used by other
studies to collect primary data for variables such as health insurance enrolment, affordability
of healthcare and social solidarity. Provided an exhaustive list of options is provided to
respondents and the choices are mutually exclusive, closed-ended questionnaire are preferred
because they are easier to analyse and produce uniform responses from participants(?32,

To further get in-depth information qualitative interviews with household respondents can
complement quantitative survey methods. These can include focus group discussions with
community representatives and in depth interviews with policy makers*®*?31, The varying
methods with different study participants are to offer different perspectives on the problem
from the household to the policymakers. FGDs have been used in studies where getting
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information using semi structured tools with purposively selected homogenous groups to
generate discussions through brainstorming. Because the nature of information this study
would like to draw from FGDs in the study is not sensitive, FGDs are be suitable in eliciting
the views of key community representatives with knowledge on health insurance[?34,

Determining affordability requires a measure of a household’s living standards such as
consumption, income or expenditurel®23112361. A guide on analysing equity using household
data highlights the difficulties in collecting and using income data in LMICs®l. Consumption
and expenditure measures are therefore popularly used in household health utilization and
expenditure surveys?’®l. Low literacy levels make it difficult to collect longitudinal
expenditure data and studies opt for cross-sectional data collection with recall of expenses
towards various household costs??*l. Lastly, because many rural households in SSA produce
food for consumption, the value of these items can be recorded as expenditure data by
converting the value of quantities consumed based on market prices?71,

3.16 Conclusion

The goal of this literature review is to summarize and critically examine evidence from
studies that have looked at health insurance among informal workers. From this rigorous
review of literature, we have provided much-needed context for this study and the
justification for the methodological approaches to understanding the problem of interest. The
existing gaps in literature formed the focus of my research using the suitable primary
collection methods adopted from reviewed literature as covered in the methodological
considerations. Because health insurance enrolment is a global challenge, situating this study
within the existing field of knowledge provides the legitimacy required for the uptake of this
study’s findings. The subsequent chapter describes the proposed methods and sampling
procedures for the replicability of this study in other settings.

25



4  Research methods

4.1 Introduction

This chapter provides a description of the overall methodological approach of this PhD
research. Detail of specific methods applied in the manuscripts and publication are provided
in the following chapters 6,7 and 8. In this chapter, | present the study design, the data
management, analysis, and the ethical considerations. | also provide a detailed description of
the study setting, to provide context for the findings of this PhD research.

4.2 Design

This was an explanatory mixed methods study with qualitative and quantitative primary data
collection. It was embedded in a program cross-sectional household survey conducted by
AMPATH in western Kenya. | was part of the project team that designed the household
survey tool that included questions related
to my study. In addition, | conducted in-
depth interviews with a sub-sample of
households, focus group discussions (FGD)
groups with community stakeholders, and
key informant interviews with policymakers
and implementers. Data collection began in
August 2021 and ended in October 2021.
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4.3 Study site

The study was conducted in Busia County
within the western part of Kenyal?*®l. Kenya
has a devolved government structure since
the passing of the new constitution in 2010
with a central government and 47 county
governments. Busia County is one of the 47
counties in Kenya and is located at the
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Figure 4 Map of Busia county and its administrative divisions (Source
https://kcsepdf.co.ke/)

4.3.1 Busia county socio-economic profile

There are an estimated 893,681 people in the county and 85,977 people in Bunyala sub-
county[?°24%] The county’s poverty levels are among the highest in the country with poor
health indicators, low health insurance enrolment as well as high inequalitiest?#2421, HIv
prevalence rates in the county were high as Busia ranked 10" highest in the country and 1.1
times higher than the national prevalence rate of 6.7% in 20152431, There are 81 healthcare
facilities in Busia County, including 1 county reference hospital, 6 sub-county hospitals, 12
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health centers, 49 dispensaries, 10 medical clinics, 6 nursing homes, and 1 facility in the
other categories!?81,

Figure 5 Picture of Lake Victoria

Out of the total labor force in Busia, about 71% are involved in subsistence farming employ,
while the remaining 29% are employed in trade, fishing, and other official and informal jobs,
as well as jobs in the formal and informal sectors. The total unemployment rate in the county
is 66.7% and is expected to rise given the underdeveloped industrial and production
system!2%],

The study took place in one of the 7 sub-counties within Busia County called Bunyala sub-
County that has an estimated 85,977 households?*4l. Bunyala sub-County has 6
administrative units (shown in Table 4 and Figure 5). The study site was chosen because of
ongoing population health program work by the Academic Model Providing Access to
Healthcare (AMPATH). AMPATH is a collaboration between Moi Teaching and Referral
Hospital, Moi University and a consortium of North American institutions led by Indiana
University, that supports the Ministry of Health (MOH) in providing comprehensive care to a
population of 8 million people across 10 counties in western Kenya 241,

4.4 Data collection and procedures

a) Household survey: Quantitative survey data was collected through an interviewer
administered structured questionnaire to household members within their households.
Interviewers made 3 attempts to reach a household representative selected to be
interviewed. Households that were not available for interviewing either resulting from
being absent or a refusal on the third attempt were excluded from the survey and
considered a non-response.

Questions on social solidarity included in the questionnaire were adopted from surveys

previously carried out in Ghana, Tanzania and South Africa where they used show cards to
assess income cross-subsidization and asked questions on prepayment and risk pooling 31,
The show cards were adapted to fit the study setting. The interview tool was developed and
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reviewed by a survey team to ensure the tool would collect relevant and useful data in line
with the survey objectives. Questions on health care spending and utilization that were
incorporated in the tool were adopted from national health household surveys in the subject
Areas - Kenya demographic health survey (KDHS) and the Kenya Household Healthcare
Expenditure and Utilization survey (KHHEUS)[*512481 The English questionnaire was
translated to the national language (Kiswahili) and the local dialect (Luyha) versions in order
to provide households with desired language options to respond.

The questionnaires were administered to the selected households by data collectors
accompanied by community health volunteers to help locate, identify and enter participating
households. The CHVs however did not participate in the interviewing process. The
household interviews took between 40-60 minutes per household. A team of 20 interviewers
with experience in conducting national surveys was identified with the help of community
leaders and six (6) supervisors who were identified from a qualified pool of AMPATH
program staff. Interviewers were trained on data collection using tablet-based questionnaires
and on survey concepts. Interviewers were also provided with area maps and study manuals
containing study procedures and guidelines >4, All data collectors were required to keep a
field notebook to document their general data collection experiences. These experience were
shared during supervision and debriefing sessions. Consent was sought from the household
for inclusion in the qualitative phase.

Figure 6: Training of data collector within a homestead in the study site

Variables: The survey collected household information on household size, education level,
health insurance status, health status, marital status, income level, asset wealth, household
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spending and healthcare utilization, health status, common illness, social solidarity,
willingness to cross-subsidize and prepay for healthcare, awareness of health insurance,
NHIF benefit package, feedback mechanisms, awareness of performance reporting
mechanisms, reasons for enrolling, dropping out and never enrolling. Figure 7 shows an
image of data collection process in a household.

PN

> D

Figure 7: Data collection in a household

b) In-depth interviews with households: Thirty-six in-depth household interviews were
conducted using an interview guide with participating households selected as
described in sample selection section below. The questions focussed on social
solidarity, awareness of entitlements and engagement mechanisms, health insurance
enrolment and healthcare costs as well as the household sources of money used to pay
healthcare costs in order to determine coping strategies

c) FGDs with community stakeholders: This study included 6 FGDs, one in each of the
6 locations with a total of 49 participants (30 males and 19 females). The FGDs
collected views on citizen engagement and social solidarity. The questions were also
developed based on the conceptual framework and research questions.

d) Key informant interviews with policymakers and implementers: Key informant
interviews with policy makers and implementers was guided by an interview guide
and included questions about existing policies and mechanisms employed by NHIF
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for citizen awareness of their entitlements as well as empowerment and the perceived
challenges implementing them if any. | also incorporated questions to elicit their
views on social solidarity by administering same questions used on the survey on

social solidarity to elicit their preference.

4.5 Linking objectives to data collection activities and analysis

This study took place in two consecutive phases-quantitative phase followed by a qualitative
phase. In the quantitative phase, we conducted a household survey. For the qualitative phase
in-depth household interviews, FGDs and Klls were conducted to further explore the
household, community stakeholders’ and policy makers and implementers’ perceptions and
views on social solidarity, premium affordability, citizen awareness and entitlement as well
as health insurance status. The study methods and sampling strategy for each study objective
are as summarized in Table 3 below briefly.

Table 3 Study objectives and methods

Obijective

Study methods

Sampling plan

1.To determine the
affordability of
health insurance
premiums among
informal worker
households

Household survey
interviews

Stratified random sampling using
locations as the stratum (n=1773)

In-depth interviews
with household heads

Subset of the household survey sample
identified based on willingness to
participate, health insurance status and/or
socioeconomic status from preliminary
household survey analysis (n=36)

2.To explore citizen
engagement
mechanisms
employed by NHIF
for informal worker
households

Household survey
interviews with
household members

Stratified random sampling using
locations as the stratum

In depth interviews
with households

Subset of the household survey sample
identified based on willingness to

members participate, health insurance status and/or
socioeconomic status from preliminary
household survey analysis (n=36)

FGDs with Purposive sampling

Community

stakeholders

Policy document
reviews

Key informant
interviews NHIF
policymakers and
implementers

Purposive sampling through snowballing
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3.To assess social Household survey Stratified random sampling using

solidarity among the | interviews locations as the stratum
informal worker
n=1773
households ( )
In-depth interviews Subset of the household survey sample
with household identified based on willingness to
members participate, health insurance status and

locations (n=36)

Key informant Purposive sampling with snowballing in
interviews identification of respondents NHIF policy
makers and implementers

4.6 Sampling

a. Household survey: In the household survey, | used stratified sampling to identify
households to be interviewed, based on the administrative units or locations. The
survey sampling frame was provided from a program database of all the household
census in Bunyala conducted by AMPATH between July and August 2020. The
households list generated from the database was used to assign household numbers
that was used to randomize within the strata. Bunyala sub-county is divided into 6
locations and 19 sub-locations.

Sampling Frame

During the months of July to August 2020, the population health program carried out a
documentation needs assessment in Bunyala sub-County to inform its interventions. The goal
of the needs assessment was to establish documentation of the needs of the population and
targeted all households to establish the number of children without birth certificates and
adults with missing national ID cards. Data collected from all households during the exercise
provided the sampling frame for this baseline survey. A household list generated from the
needs assessment was used to select participating households in the sampling procedure
described below.

Sampling Procedure

Stratified random sampling procedures were used to identify participating households chosen
from population health need assessment data. A household list was prepared from the need
assessment data and was used to select households to participate in the survey randomly. The
6 locations in Bunyala Sub-County formed the stratum for household sampling.

Sample size calculation
The sample size was determined by the following Fishers formula:
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Notations:

We use the following symbols and notations:
N : Population size

k : Number of strata

Ni : Number of sampling units in i** strata
k
N=>N,
i=1
n: : Number of sampling units to be drawn from i stratum.

k
n= Zn, : Total sample size
i=1

Population (N units)

| | !

Stratum 1 Stratum 2 Stratum k
N1 units N2 units Nk units N = z N,

Sample
1
A1 units

Sample
2
712 Units

This yields a sample size of (n;) 2,031. To provide for non-response we will adjust the sample
size by 10% to ensure reduce the effects of non-response bias.

10% x 2031= 2,234

Each of the 6 administrative unit(locations) was treated as a stratum yielding 6 strata. For
each stratum, we then went ahead and drew a sample of size ni from ith (i 1, 2, ..., 6) stratum
using simple random sampling, independently from each stratum, defined as:

n
zZ2xp(1-p)
g2N

Finite population: n'=
1+

Where z is the z score set at 1.96 which corresponds to a 95% confidence level, € is the
margin of error set at 5%, N is population size for each stratum, and p is the population
proportion of the primary outcome (Kenya's 2019 UHC effective coverage index) set at 52%.

[247]
We then constructed the stratum using a proportionate allocation strategy. A sampling
fraction in each of the strata that is proportional to that of the total N; in each location. In
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proportionate allocation, for fixed k, we selected n;j such that it is proportional to stratum size
N, i.e.,

nl.ocN.

i

or n, =0N,
where & is the constant of proportionality.
k
an. =5
=]
or n=0N
8=
N
Thus n, = (il N..
N

Table 4 shows the proportionate distribution of the sample.

Table 4 Distribution of households and corresponding sample sizes in Bunyala sub-
County

Location Name | Number of households (N) | Sample size (n;) | 10% Non-response adjustment
Bunyala South 1,806 317 349

Khajula 2,316 330 363

Bunyala Central 3,116 342 376

Bunyala West 3,359 345 380

Bunyala North 3,413 345 380

Bunyala East 4,219 352 387

TOTAL 18,229 2,031 2234

Inclusion/exclusion: | included informal worker household members aged > 18 years living in
Bunyala sub-County, Busia for both for qualitative and quantitative household in-depth
interviews. The primary interviewee was a member of the household who had a substantial
understanding about the health status, spending and utilization of healthcare in that
household!?*8l, For this study, household was defined as a family comprising a parent or
guardian, children, relatives and employees who had lived in the same house for no less than
3 months continuously. Visitors in the household were excluded from the study 2511

b. Household in-depth interviews: Thirty-six households were drawn proportionately
from each location from the quantitative phase in the household survey sample. This
selection begun with identification of all the households per location who consented to
being interviewed in the second phase of in-depth interviews. | then categorised these
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households into 3 health insurance status groups in each of the 6 locations: currently
insured, previously enrolled in NHIF and never insured2228]. Two household per
category were purposively selected from each of the 6 locations thereby yielding the
desired 36 households. The 6-participating household per location were identified
purposively based their ability to provide household healthcare utilization and
expenditure data.

c. Inclusion/exclusion: | included household members aged > 18 years who were willing
and able to share their health insurance experience related. Those who do not consent
to a second interview were excluded from this stage.

d. EGDs with stakeholders: Six to eight community stakeholders were selected
purposively to participate in 6 FGDs, one for each of 6 locations in Bunyala Sub-
County. These were selected from village elders, chiefs and sub-chiefs, ward
administrators, religious leaders and Civil Society Organization (CSO) members.
Participants were identified through AMPATH field staff purposively selected for their
active advocacy on health insurance related issues.

Inclusion/exclusion: I included community members and CSO members with substantial
knowledge on NHIF and who represented the views of the community.

e. Key informant interviews (KII) with policy makers and implementers: | purposively
identified 11 respondents for Key Informant Interviews. The participants were NHIF
policy makers, insurance experts and NHIF policy implementers at the national level,
health facility managers for Kil. Table 5 below shows the distribution of these
participants.

Table 5 KII interview participants

pd
©

KII participant

National policy makers

Insurance experts

Development partners

Health facility managers

Sub-County health management representative

NI R

1
2
3
4 County level NHIF representatives
5
6
T

otal

Inclusion/exclusion: I included policymakers and implementers had technical knowledge
and/or experience of healthcare delivery and health insurance policy formulation and
implementation in Kenya and were willing to participate in the study.
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4.7 Data Management

a. Household survey from RedCap was stored on the AMPATH servers. Data cleaning
was done for the admissibility of the data based on completeness and quality during
data entry. Data was de-identified before analysis for confidentiality of household data.

b. EGDs, in-depth interviews and Klls were recorded using audio recorders and notes
taken by the interviewer during the interview process. Recordings were uploaded onto
a study laptop after each interview and a copy was saved in a password protected
folder. These were transcribed and translated prior to analysis.

4.8 Ethical Approval

Prior to starting the study, Institutional Research Ethics Committee (IREC) approval was
acquired from the University of Witwatersrand (Certificate no. M210216) and Moi
University/Moi Teaching and Referral Hospital (No. 0003935). The National Commission for
Science, Technology, and Innovation (NACOSTI-P/21/12262) and the Busia County Health
Department both granted additional permission. Participants who agreed to take part in the
study provided written informed consent to participate in the interviews and to be audio-
recorded in the qualitative interviews.

4.9 Rigor in Study

Rigor in my research was ensured in a number of ways to ensure validity, accuracy,
credibility and generalizability of the study findings. For the survey, the data collection tools
were pretested in pilot households in the study area not included in the study sample to check
for problems and potential errors as well as assess the actual time it takes to complete the
interview. Adequate training of study enumerators was also ensured. Findings from the
quantitative phase were triangulated with data from the qualitative phase.

4.9.1 Positionality:

My own identity as an AMPATH employee conducting research in one of the program
catchment areas has the potential to positively or negatively influence the responses from the
participants because of AMPATH’s association with HIV care. I took time to expound the
larger scope of the research away from HIV/AIDS in an attempt to mitigate these effects.
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5 Description of the sample

5.1 Distribution of the sample in the study site

The study covered the whole of Bunyala Sub County. The dots in the map below Figure 8
show the geospatial distribution of sampled households.
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Figure 8: Geospatial distribution of the households

The survey reached 1,824 households and obtained consent from 1773 (97%) households.
The study used stratified sampling using locations as the strata. The figure (Figure 9)below
shows the number of households participating in the survey, categorized by location.

Number of households per location

18% 19% 17%

I I ﬁ 5 i l

ggg,?é‘kﬁ BUNYALA EAST BUNYALA NORTH BUNYALA SOUTH BUNYALA WEST KHAJULA

H Total 327 331 273 243 290 309

Figure 9: Number of households per location
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5.2 Demographics
5.2.1 Gender and age

Majority of the respondents were female (64%). With regards to age, most of the
respondents were between 25 and 44 years old (46%, 805), while most of the household
members were children aged below 18 years (62%,4217) as shown in Table 6 below

Table 6: Sample size age categories

Age categories Household respondents Household members
18-25 109 (6%) 1192 (17%)
26-35 424 (24%) 566 (8%)
36-45 385 (22%) 369 (5%)
46-55 303 (17%) 196 (3%)
56-65 283 (16%) 154 (2%)
66-75 177 (10%) 83 (1%)
76-85 78 (4%) 39 (1%)
86-95 13 (1%) 16 (0%)
>95 1 (0%) 5 (0%)
Grand Total 1773 6837

5.2.2 Relationship to the Household Head

Most of the respondents (95%) were household heads or spouses. There were special
instances where other members if the households were asked to answer the survey questions
on behalf of the household respondent based on the comprehension of the main household
head (Table 7). The condition however was that they be knowledgeable of information
regarding the household’s characteristics and the rest of the household members. This was
however, a small proportion of the respondents (5%)

Table 7 Relationship of respondent to household head

Relationship to household head N, %

Self 1157 (65%)
Wife/Husband/Partner 532 (30%)
Son or Daughter 35 (2%)
Grandchild 16 (1%)
Parent 13 (1%)
Sister/Brother 8 (<1%)
Son or Daughter in-law 5 (<1%)
Parent in-law 3 (<1%)
Co-Wife 2 (<1%)
Not related 1 (<1%)
Other Relatives 1 (<1%)
Grand Total 1773
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5.2.3 Marital Status
Most of the respondents were married (1106, 62%) as shown in Table 8 below

Table 8: Respondent’s marital status

Marital status N, %
Divorced/separated 148 (8%)
Married/ living together 1106 (62%)
Never married/never lived together 116 (7%)
Widowed 403 (23%)
Grand Total 1773 (100%)

5.2.4 Education Level

The survey only captured the education levels of household respondents. Out of the 1773
respondents, 1417 (80%) had ever attended school.

Most household respondents (1019,72%) have education levels below the primary school.
Only 7% (101) have acquired higher levels of education, such as a diploma (80) and
university (21).

38



Table 9: Insurance status and household characteristics of the respondents

Have health insurance

Variable Overall, N=1,773'  No, N=1,568"  Yes, N=205' p-value?
%(n) %(n) %(n)

age <0.001

18-24 4.6(82) 99(81) 1(1)

25-44 44.6(790) 88(692) 98(12)

45-64 34.3(608) 86(524) 14(84)

>64 16.5(293) 92(271) 8(22)

sex 0.053

Female 63.7(1129) 90(1011) 10(118)

Male 36.3(644) 86(557) 14(87)

marital status <0.001

Divorced/separated (8.3(148) 93(137) 7(11)

Married/ living together 62.4(1160) 86(951) 14(155)

Never married/never lived together 6.5(116) 95(110) 5(6)

Widowed 22.7(403) 92(370) 8(33)

ever attended school <0.001

No 20.1(356) 94(334) 6(22)

Yes 79.9(1417) 87(183) 13(183)

household size 4.7 (3.6) 4.7 (3.6) 5.1(3.1) 0.069

occupation <0.001

Formal employment 2.4(43) 21(9) 79(34)

Homemakers(Stay at home) 16.1(286) 93(266) 7(20)

Others (Specify) 0.6(11) 82(9) 18(2)

Students 0.5(8) 100(8) 0(0)

Unemployed/Seeking work 6.3(112) 92(103) 8(9)

Working in informal employment (eg 1,313.0 74.1(1313)

farmers, artisans ,juakali, business etc) 89(1173) 11(140)

wealth quintile <0.001

Q1 20.0(350) 94(328) 6(22)

Q2 20.0(350) 93(327) 7(23)

Q3 20(349) 91(317) 9(32)

Q4 20(350) 89(310) 11(40)

Q5 20(350) 82(286) 25(88)

member financial group(chama) <0.001

No 62.1(1101) 91(1006) 9(95)

Yes 37.9(672%) 84(562) 16(110)

admitted last 12m 0.10

No 93.4(1,656) 89(1470) 11(186)

Yes 117.0 (6.6%) 84(98) 16(19)

chronic ailment 0.005

No 950.0 (53.6%) 90(859) 10(91)

Yes 823.0 (46.4%) 86(709) 14(114)

n (%); Mean (SD)

%Pearson's Chi-squared test; Wilcoxon rank sum test; Fisher's Exact Test
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5.3 Health insurance enrolment status

Only 11.5% of the population had health insurance with 91% of them covered by NHIF.
Seventeen percent of the insured sample were formal sector employees. Out of the 1,568
without insurance, 66 (4.2%) had been enrolled previously but defaulted on payments.
Having health insurance was significantly associated with most household characteristics
(age, gender, education level, occupation, household size, wealth and membership in a
financial group). Having health insurance was also associated with health status specifically
the presence of a chronic ailment. Health insurance enrolment was higher among respondents
aged 25-44 years, males, married, those who are employed, attended school, the wealthiest,
members of financial groups. The presence of a chronic illness in the family and those who
had been admitted in the last 12months were also more likely to have NHIF than their
counterparts although admission in the last 12 months was not statistically significant.

The fourth objective from this study was to understand how social solidarity, affordability of
premiums, citizen engagement and other factors determine NHIF enrolment among the
informal worker households. Table 10 below present the findings from a multivariate
analysis where the binary outcome of interest was whether the respondent had health
insurance or not.

Table 10 Estimating the likelihood of having NHIF insurance

Unadjusted Estimates Adjusted Estimates

Characteristic OR! 95% CI* p-value OR! 95% CI* p-value
Age 18-24 0.13 (0.01, 0.65) 0.050 0.26 (0.01, 1.44) 0.2

25-44 1.50 (0.95, 2.45) 0.091 1.20 (0.59, 2.48) 0.6

45-64 1.66 (1.05, 2.73) 0.037 1.37 (0.72, 2.71) 0.3

>64 — —
Sex Female — —

Male 1.45 (1.08, 1.95) 0.014 1.09 (0.73, 1.62) 0.7
Marital status Divorced/separated — —

Married/ living together 2.17 (1.17, 4.50) 0.022 1.85 (0.90, 4.30) 0.12

Never married/never lived  0.72 (0.24, 2.00) 0.5 0.41 (0.10, 1.54) 0.2

together

Widowed 1.15 (0.57, 2.53) 0.7 1.25 (0.52, 3.24) 0.6
Ever attended No — —
school

Yes 2.20 (1.42, 3.58) <0.001 1.14 (0.64, 2.11) 0.7
Household size 1.03 (0.99, 1.07) 0.12 0.96 (0.90, 1.01) 0.2
Wealth quintile Q1 — —

Q2 1.05 (0.58, 1.94) 0.9 0.77 (0.38, 1.57) 0.5

Q3 1.50 (0.86, 2.67) 0.2 1.08 (0.55, 2.15) 0.8

Q4 1.99 (1.17, 3.46) 0.013 0.98 (0.48, 2.04) >0.9

Q5 4.65 (2.88, 7.81) <0.001 1.52 (0.68, 3.42) 0.3
Below poverty line No _ _

Yes 0.36 (0.26, 0.49) <0.001 1.01 (0.61, 1.67) >0.9
CHE No ~ ~

Yes 0.52 (0.27, 0.91) 0.032 0.41 (0.17,0.87) 0.028
NHIF Affordability  No _ _

Yes 4.24 (3.01, 5.93) <0.001 1.76 (0.99, 3.13) 0.055
Member financial No — —
group chama Yes 2.02 (1.50, 2.71) <0.001 1.40 (0.96, 2.04) 0.081
Admitted last 12m No — —

Yes 1.47 (0.84, 2.42) 0.2 1.42 (0.68, 2.81) 0.3
Outpatient visits No
last 4w Yes 1.03 (0.83, 1.21) 0.7 1.05 (0.77, 1.30) 0.7
Chronic ailment No — —

Yes 1.55 (1.15, 2.09) 0.004 1.61 (1.10, 2.37) 0.014
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Aware NHIF No — —

supacover Yes 3.08 (2.14, 4.57) <0.001 1.04 (0.62, 1.72) 0.9
Aware NHIF No — —

supacover benefits Yes 4.12 (3.04, 5.61) <0.001 1.30 (0.82, 2.07) 0.3
Awareness of No — —

feedback Yes 35.7 (23.0, 56.6) <0.001 15.7 (8.80, 28.7) <0.001
mechanisms

Aware of NHIF No — —

financial Yes 53.9 (26.2, 125) <0.001 4.56 (1.81,12.5) 0.002
performance

Willingness to No — —

Prepay Yes 2.86 (1.57,5.85) 0.002 2.06 (0.97, 4.81) 0.074
Willingness to No — —

accept income Yes 1.85 (1.36, 2.55) <0.001 0.75 (0.47, 1.24) 0.3
cross-subsidies

Willingness to No — —

accept risk cross- Yes 2.44 (1.74, 3.49) <0.001 1.96 (1.16, 3.36) 0.013
subsidies

10R = Odds Ratio, Cl = Confidence Interval

5.4 Factors associated with NHIF enrolment

From Table 10 above, there were higher odds of having health insurance amongst those with

a chronic ailment (AOR 1.61), those who are aware of NHIF feedback mechanisms and
performance (AOR 4.56) and those who expressed willingness to tolerate risk cross-
subsidization (AOR 1.96). This analysis also showed that there were lower odds of having

NHIF among those who were experiencing CHE (AOR 0.41).

These results show that experience with catastrophic healthcare payments, the presence of a
chronic ailment, being able to access NHIF and knowing the viability through performance
reports and tolerance of risk cross-subsidization are strong predictors of NHIF enrolment
among informal worker households. The association between NHIF performance and NHIF
enrolment points to the importance of trust in determining health insurance enrolment.
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Abstract

Countries in Sub-Saharan Africa are increasingly adopting mandatory social health insurance
programs. In Kenya, mandatory social health insurance is being implemented through the
national health insurer, the National Hospital Insurance Fund (NHIF), but the level of
coverage, affordability and financial risk protection provided by health insurance, especially
for rural informal households, is unclear. This study provides as assessment of affordability
of NHIF premiums, the need for financial risk protection, and the extent of financial
protection provided by NHIF among rural informal workers in western Kenya.

Methods:

We conducted a mixed methods study with a cross-sectional household survey (n=1773), in-
depth household interviews (n=36), and 6 focus group discussions (FGDs) with community
stakeholders in rural western Kenya. Health insurance status was self-reported and
households were categorized into insured and uninsured. Using survey data, we calculated the
affordability of health insurance (unaffordability was defined as the monthly premium being
>5% of total household expenditures), out of pocket expenditures (OOP) on healthcare and

its impact on impoverishment, and incidence of catastrophic health expenditures (CHE).
Logistic regression was used to assess household characteristics associated with CHE.

Results

Only 12% of households reported having health insurance and was unaffordable for the
majority of households, both insured (60%) and uninsured (80%). Rural households spent an
average of 12% of their household budget on OOP, with both insured and uninsured
households reporting high OOP spending and similar levels of impoverishment due to OOP.
Overall, 12% of households experienced CHE, with uninsured households more likely to
experience CHE. Participants expressed concerns about value of health insurance given its
cost, availability and quality of services, and financial protection relative to other social and
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economic household needs. Households resulted to borrowing, fundraising, taking short term
loans and selling family assets to meet healthcare costs.

Conclusion:

Health insurance coverage was low among rural informal worker households in western
Kenya, with health insurance premiums being unaffordable to most households. Even among
insured households, we found high levels of OOP and CHE. Our results suggest that
significant reforms of NHIF and health system are required to provide adequate health
services and financial risk protection for rural informal households in Kenya.
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Introduction

There has been an increasing focus on achieving universal health coverage (UHC) with
international calls to extend coverage of financial protection and the availability of quality
health services to all people. For most low- and middle-income countries (LMIC), out-of-
pocket (OOP) spending remains the dominant form of financing healthcare™®. It is
estimated that OOP spending on health causes 150 million people to suffer financial
catastrophe and pushes 100 million people globally into poverty every year!?, In a recent
analysis of 36 sub-Saharan African (SSA) countries, only four had health insurance coverage
rates above 20% (Rwanda, Ghana, Gabon and Burundi) and insurance coverage was highly
skewed towards higher income households and those in the formal economy®.

Countries in SSA are increasingly turning to mandatory social health insurance systems to
increase coveragel, and several have implemented or are in the process of implementing
some form of mandatory health insurance programs[24%1 249 ' A mandatory health insurance
program is one in which members and contributions are demanded by law from a certain set
of people or the entire population and is often accompanied by efforts to subsidize poorer
households (42501 Although declared compulsory, most “mandatory” insurance schemes
cover households in the formal sector only while informal worker membership is voluntary in
part due to weak mechanisms to enforce insurance mandates!?511.25%, In Kenya, the national
social health insurer, National Hospital Insurance Fund (NHIF) has been mandatory for both
formal and informal workers since the NHIF Act of 19984, and reinforced by amendments
to the Act in 2022 that underscore mandatory membership?3l,

Kenya has undertaken numerous health insurance reforms through NHIF aimed at increasing
coverage among informal workers while also ensuring financial viability of the insurance
program. Recent reforms include the expansion of the benefit package to include both
inpatient and outpatient services; flexible monthly contributions; introduction of easy
payment methods such as mobile money payments; and an upward revision of premiums to
finance the expanded benefit package!?”). Monthly NHIF insurance premiums for informal
workers increased significantly from Kenya Shilling (Ksh) 160 (US$1.3) to Ksh 500 (US$4)
in the year 2015 raising questions about the affordability of health insurance for poorer
households!?”-31.[27:35] The government has established various subsidy programs to promote
access to reproductive, maternal and child health services among pregnant women (Linda
Mama program); provide coverage to indigent households (national indigent program), older
persons and persons living with severe disabilities (health insurance subsidy program); and
free cover for secondary school students (Edu-Afya program)[2°21.[252 Despite these efforts,
inequitable and low coverage of insurance among informal workers in Kenya persists with
only 8% enrolled in health insurance!®,

Increasing enrolment and coverage in health insurance programs for informal workers and
their households, who constitute a majority of the population in many LMICs, is critical to
advancing UHC. Currently, insurance schemes face several key challenges to expanding
coverage of informal workers, with programs experimenting with subsidies or waivers for
households that cannot pay, progressive premium pricing, and strengthening mechanisms for
health insurance enrolment and payment[. To guide these efforts, additional data is needed
to better understand health insurance enrolment and coverage among the informal workers,

45



including affordability of insurance premiums and the protection from financial risk provided
by insurance coverage.

Kenya represents an important case study as it has consistently attempted to expand financial
protection through NHIF in its quest for UHC. This includes a failed 2004 attempt at
dramatically expanding NHIF’s remit by moving toward comprehensive social health
insurance*”® 1151 Smaller, incremental reforms in the 2010s improved the coverage, scope,
and financial stability of NHIF2™, Furthermore, NHIF plays a central role in recent national
policy strategies like Vision 2030 and the “BIG four” agenda that aims to achieve UHC by
2022.[253112531128] yet, to accomplish this, NHIF will have to expand health insurance coverage
to the informal worker, something it has struggled to do in the past. For this reason, more
research is needed to understand the barriers NHIF faces in reaching this large and vulnerable
segment of the population. In this paper, we describe a mixed methods study that assessed
health insurance coverage among the rural poor in western Kenya, including the affordability
of health insurance premiums and the burden of health expenditures among insured and
uninsured households.

Methods
Study design

We conducted a cross-sectional mixed methods study using household survey, in-depth
interviews (IDI1) with household respondents, and focus group discussions (FGD) with
community stakeholders 241, The study was embedded in a larger household survey study
conducted between August and October 2021 by investigators at the Academic Model
Providing Access to Healthcare (AMPATH), an academic collaboration between Moi
University, Moi Teaching and Referral Hospital, and a consortium of universities led by
Indiana University®*.We conducted a cross-sectional mixed methods study using household
survey, in-depth interviews (IDI) with household respondents, and focus group discussions
(FGD) with community stakeholders 254, The study was embedded in a larger household
survey study conducted between August and October 2021 by investigators at the Academic
Model Providing Access to Healthcare (AMPATH), an academic collaboration between Moi
University, Moi Teaching and Referral Hospital, and a consortium of universities led by
Indiana University[?4%],

Study setting

Data was collected from households in Bunyala sub-county, with a total of 18,229
households, in Busia county in Kenya, located on the western border with Uganda where
AMPATH implements a population health program[?41.245. The UHC pilot site was chosen
because of longstanding partnership between AMPATH and Busia County leadership
implementing health programs in the region and disproportionate number of rural informal
households and high levels of poverty. This study was embedded on baseline survey to
inform roll out of UHC pilot implemented by the County Government of Busia in partnership
with NHIF and AMPATH.

Study participants

We utilized a program database that included all households in Bunyala sub-county to
randomly select households to participate in a household survey. The strata for our sample
were made up of six administrative units called locations (average of 3,038 households per
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location), which are the second smallest administrative unit after sub-locations. A household
list was created from the database and used to randomly select households that would be
invited to take part in the household survey under each stratum. Eligible household
respondents were aged 18 years and above and who reported having sufficient information
about household spending and healthcare use for themselves and household members.
Interviewers made 3 attempts to reach a household representative to participate. Households
that were not available for interviewing either resulting from being absent or refusal on the
third attempt were excluded from the survey and considered a non-response. A total of 1,773
households took part in the quantitative survey.

For qualitative interviews and FGDs, we identified a sub-sample of households that
participated in the household survey. From this group, for each of the 6 locations, we
purposively chose two households from each of the following two groups to participate in
IDIs: those who are currently enrolled in the NHIF, those who have previously enrolled in the
NHIF but are no longer enrolled, and those who have never enrolled in the NHIF. We also
purposively recruited 6-8 community stakeholders for FGDs. These included opinion leaders,
local administration, civil society organization members, community health volunteers
(CHVs), ward administrators, youth representatives, teachers and religious leaders identified
based on their active advocacy on health insurance related issues. We conducted 6 FGDs, one
in each of the 6 locations with a total of 49 participants (30 males and 19 females).

Table 11 Data collection method and study participants

Interview method Number of interviews Participants
Household survey 1,773 Household respondents (>18 years)
In depth interviews 36 Household respondents (>18 years)
Focus group discussions 6 groups with a total of 49 | Community stakeholders/representatives
participants (30 male and
19 female)

Data collection
Household survey

A structured survey questionnaire was used by trained interviewers to collect individual and
household level data, including household size, education level, health insurance status,
health status, marital status, income level, healthcare spending and utilization, and health
status. Local government representatives assisted in identifying data collectors who had prior
knowledge in collecting data for national surveys. Interviewers received training by the study
team on survey concepts, practices, and guidelines and using a computer tablet for data
collection. The survey team worked with CHVs to approach household representatives at
regularly scheduled visits to minimize disruptions and increase participation. The interviews
were confidential and the CHVs did not participate in the interview process.

In-depth interviews and focus group discussions

IDIs were performed in-person at respondents’ houses while FGDs were conducted at the
nearest health facilities or community space by members of the study team trained in
qualitative interviewing. Interviews and FGDs were conducted using a semi-structured
interview guide designed to elicit household illness histories, experience with health
insurance (or lack thereof), healthcare spending and affordability and coping strategies for
accessing healthcare services. Each interview lasted 30-40 minutes on average while FDGs
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were between 2-2.5 hours. Debriefing sessions in between interviews and FGDs were held
periodically between BM, JG and ADK to improve the interviewing process and identify
emerging themes to probe.

Data Analysis
Quantitative analysis

Descriptive statistics were calculated for household participants, including household size,
education, marital status, income level, health status, and healthcare spending and utilization.
Health insurance status was self-reported and households were categorized into insured and
uninsured. Using these survey data, we calculated the affordability of NHIF premiums, OOP
spending on healthcare and its impact on impoverishment, and incidence of catastrophic
health expenditures (CHE) and household factors associated with CHE. Definitions and
methods to calculate these outcomes are provided below.

Affordability of health insurance

To estimate the affordability of NHIF’s premium rate of Ksh 500 per month for a household
among uninsured households, we expressed the amount of the insurance premium as a
percentage of the total monthly household expenditure among the uninsured. We set
affordability the threshold at 5% as this is the standard benchmark for affordability in the
literature[?5°1(255],

OOP and impoverishment

OOP were defined as household healthcare costs including payments for direct medical
services such as medications, medical fees, hospital / clinic fees, laboratory diagnostic tests
and indirect healthcare-related costs including transportation costs to and from health
facilities. We excluded costs covered by health insurance from OOP healthcare costs. We
calculated total OOP on healthcare as a percentage of households’ annual expenditure. We
disaggregated OOP by household insurance status and whether OOP spending was for
inpatient versus outpatient services.

We adopted the Kenya national poverty line of consumption expenditure of Ksh 3,252 (US$
29.6) for rural areas per individual per month in order to assess the impact of OOP on poverty
levelst?5®1 12561 poverty levels (per capita) were calculated before and after OOP. We present
three widely accepted measurements(®l: (1) the poverty household head count, which
measures the percentage of households below the established poverty line; (2) the poverty
gap, which measures the total deficit from the poverty line; and (3) the normalized poverty
gap, which is calculated by dividing the estimated poverty gap by the established poverty
line. The normalized poverty gap is helpful for cross-national comparisons between nations
with various poverty thresholds and monetary systems.

Catastrophic health expenditures

To calculate CHE, we expressed total household OOP as a share of total non-food household

expenditure over one year. We defined CHE as when OOP were at or above 40% of non-food
expenditure as established elsewhere in the literaturel?”l. The incidence of CHE is represented
by the proportion of households that had to pay for catastrophic medical expenses 1. Despite
estimating the percentage of families who experience CHE, the catastrophic head count does

not provide information on the severity of the catastrophe (i.e., by how much a households’
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OOP payment exceeds the catastrophic threshold). To estimate severity of CHE, we
calculated a catastrophic overshoot defined as the average amount by which OOP payments,
as a percentage of overall expenditure, exceed the catastrophic threshold. An average
catastrophic overshoot was computed for all the sampled households.

We used bivariate and multivariate logistic regression to identify household factors
associated with incurring CHE where the dependent variable was binary — i.e., a household
incurred CHE or not. We used odds ratio (OR) and adjusted odds ratio (AOR) to report
associations between household factors on the probability of incurring CHE. We incorporated
variables that were significant at P-value <0.05 into a multivariable logistic regression model
and included variables that we purposively selected based on the literature even if they were
not significant in the bivariate analysis 8. Confidence internals of 95% are reported and
significance level oo = 0.05 was used.

Qualitative analysis

Audio recordings from the IDIs and FGDs were translated and transcribed verbatim by
trained transcribers. Data were analysed using a thematic framework analysis
approach®71.12571_One author (BM) listened to audio recordings and read and reread
transcripts to check for accuracy of the transcripts and identify preliminary themes and codes.
Two additional authors (ADK and JG) read a sample of transcripts and agreed on a coding
framework in an iterative process. One author (BM) coded transcripts using both inductive
and deductive codes utilizing the NVIVO 12 analysis software. Repeating concepts emerging
from the interviews were grouped into basic themes. Basic themes were then grouped into
organizing themes in an iterative process, aimed at drawing the relationships between
categories of organizing themes. Findings were interpreted based on connections between
various themes and accompanied by supportive quotes from the interviews. Illustrative
household cases were included to further contextualize participants’ experiences and the
interconnectedness of themes.

RESULTS
Household and respondent characteristics

A total of 1,773 households, representing 8,610 individuals, took part in the household
survey. The average household size was 5 members. Sixty-four percent of the respondents
were female and the average age of the respondents was 47 years.

Many households reported facing significant financial hardship. They struggled to meet basic
household needs like food, housing and education. They reported going without meals,
children being delayed joining school, being sent back from school while others did not
proceed to tertiary institutions. Financial hardship was compounded during the study period
by severe floods and other climate-related phenomena, socioeconomic consequences of the
COVID-19 pandemic, and service delivery interruptions caused by repeated strikes by health
professionals. Some of the respondents lived in regions periodically affected by floods caused
by heavy rainfall and the overflow of Lake Victoria, affecting farming and fishing activities
in the area.

“We were dependent on Lake Victoria but right now fish quantities are small. I also used to
engage in farming where | planted pawpaw, sweet potatoes and bananas but after the floods
took away everything, I am back to zero.” IDI_B_Active_02.
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Some respondents attributed their hard economic conditions to the COVID -19 pandemic that
caused a substantial economic burden on households. One respondent reported worsened
economic conditions during the pandemic resulting in significant drop in household income.

“We have really struggled, especially last year [2020]. There are no jobs, corona is here,
and there is a lockdown that even made it worse” IDI_A Never 01.

Health insurance coverage and affordability of health insurance premiums

The NHIF insurance premium would amount to more than 5% of household expenditure for
60% of uninsured households and 80% of insured households. Only 11.6% of the households
reported having any form of health insurance with 91% of insured households reporting
NHIF as their insurer. Among those without health insurance, 79% of the respondents cited
the high cost of premiums as the main reason for lacking NHIF.

Participants expressed that NHIF premiums (Ksh 500 or US$4 monthly) were too high. Many
households indicated they could not afford to enrol or keep up with the premiums as they
would have to decide between meeting more pressing household needs or paying for
insurance.

“Perhaps | have earned Ksh 1,000 or Ksh 500 for this month; will I go to pay NHIF and my
kids to sleep hungry-No? They should put an amount where the low-level people can pay
without struggling.” Respondent 3 FGD D.

Additionally, those who had defaulted from NHIF (i.e., failed to make monthly payments)
also expressed concern that the additional penalties charged for defaulting were too high and
were a barrier to re-activating their insurance. Vulnerable households such as widowed
households and single parent homes particularly found it hard to keep up with paying
monthly premiums and reported defaulting on payments to NHIF.
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Both insured and previously insured respondents noted that the full cost of healthcare was
often not covered by NHIF, with NHIF perceived to offer better coverage of inpatient costs
compared to outpatient services. Unsurprisingly, many respondents with NHIF reported
enrolling because of the presence of a chronic illness in the household requiring treatment.
Anticipated medical procedures was also found to be a driver of health insurance enrolment
as demonstrated by the case of one respondent, Cleophas (Case study 3). He enrolled for
insurance because a healthcare provider advised him so that his frequent medical costs and
the cost of an anticipated operation would be covered by NHIF. Despite numerous challenges
he and his household have experienced using the cover, he continues to pay for the cover.
Cleophas compares having NHIF to ‘having an umbrella covering you yet it does not protect
you from the rain’.

Case study Household 3: Under coverage

Cleophas a farmer and his wife (56 years old) have four children-one in college and
three children of high school going age. They also take care of three orphans aged
12, 10, and 7 years. He has NHIF and his wife and biological children are all
included in his cover. Cleophas has had two hernia operations costing Kshs.
100,000(US$830) and Kshs. 81,000 (US$675) each. Both times, he fundraised for
the hospital bills through friends, family and well-wishers. He also sold some cows
to raise additional funds. It is then that he decided to enroll for NHIF because a
provider advised him to get insurance to avoid incurring more high medical bills for
future treatment. Recently, one of his daughters fell sick while in boarding school
away from home and he had to send Ksh. 5,000(US$41) for her treatment even
though she is covered under his NHIF plan. The outpatient facility she is registered
under is closer to home but farther from her school and so they had no choice but to
pay cash. Although she should have been covered under the Edu-Afya program that
provides health insurance to all secondary students, she had not been registered
through the school at the time. In the past, the family has used chama (community
financial groups) loans to pay for healthcare. Despite having NHIF, Cleophas
reports paying for many test and scans. He complains about the high cost of
premiums but continues to pay because he needs to access treatment and procedures
that are otherwise too costly but wishes the challenges with the cover would be
addressed so he can be fully covered. (IDI_A_Active_02)
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There were also concerns that the poor services offered at health facilities discouraged many
people from enrolling for insurance because they would still have to pay OOP for medication
at private chemists.

“First of all, that amount is very high. 500 shillings is very high. Secondly, there are no drugs
in the hospital, so insurance doesn’t help me. It is better for me to just go to the chemist and
buy drugs. I don’t see the importance of NHIF.” IDI_A Not Active Ol.

Public primary health facilities that were supposed to offer free health services often lacked
medication and supplies. A few respondents reported only visiting the facility for diagnosis
and proceeding to private chemists to buy prescribed medication. Accredited health facilities
were located far and increased the cost of seeking care because of transport to the facility.
Unsurprisingly, the quality of health services was also cited as a reason for not seeking care
among the uninsured.

Public facilities were also noted to have frequent healthcare worker strikes that interrupted
service provision in these facilities. These conditions forced the household to not seek care or
to go to private or mission facilities making the cost of seeking care even higher. The
pandemic also disrupted healthcare utilization because some of the healthcare facilities were
converted to isolation centres.

“When this skin condition recurred, I could not go back to the hospital because it was an
isolation facility for those affected by corona and they did not provide care to other people as
much” IDI_A_Active 01.

Health utilization

IlInesses in the four weeks preceding the survey were reported for 3,070 (32.1 %) individuals,
of which 1,137 (37%) did not seek care. Self-medication was cited by a majority of the
respondents as the reason for not seeking care (48%) while the second leading reason was
lack of money to pay for healthcare (24.6%) (Table 12). The reasons for not seeking care
were similar across insured and uninsured households.

Table 12 Reasons for not seeking care by insurance status

Reason for not seeking Care Uninsured % (n*) Insured % (n*)
Self-medication 48(616) 46.7(529)

Lacked money 24.6 (316) 26.7 (302)

Iliness not considered serious enough 16.9 (217) 16.1 (182)
Long distance to provider 2.7 (34) 2.6 (30)

Drugs not available at the health facility 2 (26) 1.9 (22)
Poor quality service 1.1 (14) 1.0 (11)

Fear of discovering 0.9 (11) 1.0 (11

High Cost of Care 0.8 (10) 0.7 (8)

Terminal illness 0.5 (6) 0.5 (6)

Religion /cultural reasons 0.2 (3) 0.3(3)

Other 2.3 (30) 2.6 (29)

Total 100 (1283) 100 (1133)

*Responses based on individual illness episodes and respondents could cite multiple reasons
for not seeking care
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Healthcare seeking decisions were often based on perceived affordability and source of
funds. Many reported not seeking care when they were sick, going to the nearest health
facilities to avoid high transport costs, postponing medical procedures, avoiding private or
‘big’ facilities which were perceived to be expensive and using herbal medicine:

“The doctor prescribes you medicine and tells you to go buy but you don’t have that money.
You will just hold on to the painkillers that maybe you are given free at the hospital so you
can buy some sugar and rice and the children can get something to eat. You just survive by
God'’s grace.” IDI_A_Never_01.

Most respondents opted to first buy drugs at local private chemists or shops and only
proceeded to seek attention at the health facility if the condition got worse.

Incidence of OOP

Figure 11 shows mean household budget share of OOP payments by health insurance status.
Overall, households spent 8% of their annual expenditure on outpatient services and 4% on
inpatient services. Mean total OOP payments amounted to 12% of households’ annual
expenditures. Uninsured households spent a slightly larger share of their expenditures on
healthcare (12%) compared to insured households (10%). However, average monthly OOP
spending for the insured households (Ksh. 9,602(US$80)) was slightly higher than the
uninsured (Ksh. 7,053(US$59)). Outpatient care constituted a higher share of expenditures
compared to inpatient care, with the uninsured spending about 8% of their expenditures on
outpatient care, while insured households spent 5%.

Mean household expenditure share of out of pocket payments
14%
12%
10%
8% 8.0% 7.6%

5.9%
6%

expenditure

4%

2%

OOP Payment as a % of household

0%

Uninsured Insured Total

n=156 n—2N&
Health insurance status

M Inpatient Outpatient

Figure 10: Mean household expenditure share of out-of-pocket payments by health by
insurance status

Catastrophic Health Expenditure
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Table 13 presents the estimates of the incidence and intensity of CHE. Insured households
had lower incidence of CHE compared to uninsured households. Only 7% of insured
households incurred catastrophic costs as a result of healthcare compared to 12.3% of
uninsured households. In terms of intensity of CHE (CHE overshoot), household health
expenditure exceeded the 40% threshold by an average of 17% for uninsured households and
11% for insured households. Overall, 11.7% (203 households) of all (insured and uninsured)
sampled households experienced catastrophic expenditure.

Table 13 Incidence and intensity of catastrophic health expenditure

Uninsured Insured Total

%(n) %(n) % (n)
CHE Head Count 12.3(189) 7.0(14) 11.7(203)
CHE overshoot 17% 11% 16%

Proportion of households falling below the poverty-line before and after making OOP

Table 14 shows poverty rates before and after calculating OOP payments. The results show
that 61.8% of individuals already lived below the national poverty line before paying for
healthcare. After OOP payments, the poverty rate increased by 2.03 percentage points. The
average deficit (that is, the poverty gap) to reach the poverty line of the population was Ksh
17,462(US$145) before taking OOP payments into account. After considering OOP
payments, the average deficit increased to Ksh 18,378 (US$153).

Table 14: Poverty headcount before and after making OOP

Individuals falling below the poverty
line before OOP

Individuals falling below the
poverty line after OOP

Uninsured Poverty headcount (%, n)
Poverty Gap (KES, range)
Normalized poverty gap (%, range)

64.0(1003)
17,744 (17,174-18315)
45.5% (44.0-46.9)

65.9 (1034)
18,682(18,054-19,310
47.9% (46.3-49.5)

Insured Poverty headcount (%, n)
Poverty Gap (KES, range)
Normalized poverty gap (%, range)

44.9(92)
14,390 (12,440-16340)
36.9% (31.9-41.9)

47.3(97)
15,144 (12,951-17,338)
38.8% (33.2-44.4)

Total Poverty headcount (%, n)
Total Poverty Gap (KES, range)
Normalized poverty gap (%, range)

61.8(1095)
17,462.52 (16,913.23-18011.81)
44.7% (43.5-46.2)

63.8(1,131)
18,378.36 (17,772.35-18,984.37)
47.09% (45.54-48.64)

Factors associated with the incidence of catastrophic expenditure

Table 15presents the results of logistic regression of the relationship between household
characteristics and CHE incidence. In adjusted analyses, poorer households, those that
reported an outpatient visit in the last four weeks or were admitted to a health facility in the
last 12 months had increased odds of CHE. Households with insurance and wealthier
households were less likely to incur CHE (with health insurance-OR=0.41, AOR=0.40 and
households in Q5 OR=0.25, AOR=0.42).
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Table 15: Logistic Model estimating likelihood of incurring catastrophic health
expenditure

Characteristic Unadjusted Estimates Adjusted Estimates
OR! 95% CI* p-value  OR! 95% CI* p-value
Age 18-24 033  (0.11,0.79)  0.024 051  (0.15,1.47) 0.2
25-44 0.29 (0.19, 0.45)  <0.001 0.53 (0.28, 1.01) 0.052
45-64 0.53 (0.35,0.80) 0.003 0.90 (0.53, 1.54) 0.7
>64 — —
Sex Female — —
Male 1.03 (0.72,1.44) 0.9 1.54 (0.99, 2.38) 0.053
Marital status Divorced/separated — —
Married/ living 0.89 (0.49,1.75) 0.7 1.06 (0.53, 2.30) 0.9
together
Never married/never 0.82 (0.31,2.04) 0.7 0.95 (0.33, 2.67) >0.9
lived together
Widowed 1.55 (0.82,3.13) 0.2 0.88 (0.40, 2.04) 0.8
Ever attended Yes 0.56 (0.39,0.81) 0.002 0.90 (0.54, 1.52) 0.7
school No — —
Have health Yes 0.41 (0.18,0.80) 0.017 0.40 (0.17, 0.85) 0.027
insurance No — —
Wealth quintile Q1 — —
Q2 0.78 (0.50,1.20) 0.3 0.90 (0.54, 1.48) 0.7
Q3 0.49 (0.29,0.79)  0.004 0.55 (0.30, 0.98) 0.044
Q4 0.24 (0.12,0.43) <0.001 0.34 (0.16, 0.70) 0.004
Q5 0.25 (0.13,0.44) <0.001 0.42 (0.18, 0.96) 0.044
Below poverty Yes 3.73 (2.56,5.56)  <0.001 3.14 (1.84, 5.51) <0.001
line No — —
Member of Yes 1.03 (0.73,1.44) 0.9 1.47 (0.96,2.22) 0.71
financial group No — —
chama
Admitted last 12m  Yes 3.75 (2.31,5.91) <0.001 3.18 (1.78, 5.55) <0.001
No — —
Outpatient visits Yes 3.72 (2.94,4.75) <0.001  4.09 (3.13,5.39) <0.001
last 4w No —
Presence of Yes 1.98 (1.41,2.81) <0.001 1.43 (0.94, 2.17) 0.10
chronic ailment No — —

!OR = Odds Ratio(natural odds), Cl = Confidence Interval

Financial burden of seeking healthcare

Most of the households described their health costs as high causing substantial burden on the
household and resulting in major financial setbacks on the households. Cost of transport to
health facilities contributed to the high cost of seeking care because patients often needed to
be accompanied to health facilities, thereby doubling the cost of transport. One household
respondent acknowledged the lurking financial risks in seeking healthcare even if one was
not currently ill:

“If you haven't gotten sick, it’s easy to say healthcare costs are low, but if you have ever been
very sick the way | had started going to Eldoret [location of a national referral hospital] or if
you get a chronic illness, it costs you a lot of money. Serious sickness —and | am not talking
about simple diseases like malaria- requires lots of money” 1DI_C_Not_Active_02.

Respondents repeatedly expressed feelings of anxiety and despair in their ability to meet high
medical costs. Those without health insurance reported feelings of being worried about
falling sick and feeling financially strained because of healthcare costs.
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“My son is sickly and a month would not pass without us taking him back to the hospital. [
have not started the treatment of my wife’s illness which I am sure will pull me down even
more especially mentally. | keep wondering when will be able | take her for medical
attention. I don’t know where I will start if we are referred to a bigger hospital?
IDI_B_Never_02.

Many of the rural households included extended family members and therefore had increase
healthcare needs. Case study 1 further illustrates the burden of seeking healthcare for a large
rural household.

Case study 1: Burden of seeking healthcare

Evaline lives with her husband and 10 other family members including children,
grandchildren and nieces. She and her husband suffer from chronic conditions. She has
hypertension and painful arthritis on her knees. Her husband suffers from diabetes and
has a chronic kidney condition. He has a wound on his leg that is taking long to heal
because of his diabetes. Other health condition in the household include asthma,
malaria, eye problems, pneumonia, and suspected mental iliness. Evaline admits that
she has used traditional medicine for her hypertension but also continues with her
medicine. Despite having health insurance, the household spends a lot of money on
seeking healthcare especially for her husband who depends on drugs for the kidney
condition.

“We use a lot of money and that’s why we are just here at home now, because we don’t
have the money to go to hospital. When you go to hospital they want a lot of money.
For example, if you say that you will go to [private health facility X] they want almost
4000 shillings, so when we have to, we just go to [public facility Y] even if you don’t
get well, God will help you.

Her firewood selling business doesn’t give them enough income and her husband
cannot work because of his condition. On average, her hypertension medication costs
Ksh. 600 monthly while her husband’s drugs cost Ksh. 3,000 monthly. The last time he
was admitted, their son paid the bill of approximately ksh. 20,000 through fundraising.

“You see when we are seeking treatment we need to give out money and that’s where
most of the money goes. Sometimes you have nothing, you are just there. Will you tell
your child to take you to hospital? Sometimes even your child has no money. The child
might delay in taking you to hospital until the illness goes away on its own... If you are
unable to go to hospital, what will you do? It will just go away on its own.”
(IDI_B_Active_01)

Households reported multiple financial strategies to cope with the costs of healthcare,
including selling household assets and livestock. Some participants also reported closing their
businesses and delaying other expenditures like improving their housing. For instance, one
respondent had to sell iron sheets he had bought to complete his new brick house to pay for a
medical bill. These set the families back financially. “If | had taken that 47,000($390)
shillings and invested it in a business, it would have helped me in some way. But now, it
didn’t help me. Of course, it helped me because I was able to discharge my child. But it
didn’t really help me develop.” IDI_A_Not_Active_01 4). The other common means of
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meeting healthcare costs was through borrowing from friends and family, fundraising and
taking loans. Elderly respondents reported relying on their children to pay their medical costs
and health insurance premiums. One respondent however expressed the unreliability of
raising funds through friends and relatives because they were also likely to be financial
insecure.

Benefits of insurance

Some respondents with active NHIF membership shared positive experiences of having
NHIF including feeling confident in their health insurance covering their healthcare costs:

“What motivated me to go for it [NHIF] was that | felt it would help instead of holding
fundraising. When you have a sick patient in hospital who requires about 30,000 or 20,000
shillings for treatment, that card can help you cover the costs so I will figure out a way to pay
forit.” IDI_Active B 02.

Households reported that NHIF had helped clear some high medical bills as highlighted in the
case below.

Case study household 2: Benefits of health insurance

Maria is a 76-year-old female, widowed, currently incapacitated and reliant on her
daughter in law to provide care. Maria suffers from arthritis, hypertension and
ulcers. She has NHIF but has to buy medication out-of- pocket because the [public?]
facilities do not have medication. However, her most recent inpatient bill of KSh.
16,000(US$130) was fully paid for by NHIF. Before enrolling for NHIF, her family
had to fundraise to cover the cost of her care, which created many family conflicts.
With NHIF coverage, family conflict has reduced and Maria’s son believes that
having the insurance has helped Maria feel more cared for and appreciate her family
more. (IDI_F_Active 01)

DISCUSSION

We found that a vast majority of rural households did not have health insurance (88.4%)
exposing them to financial risk while seeking healthcare. Health insurance was not affordable
for majority of households - both insured (60%) and uninsured (80%). Rural households
spent an average of 12% of their household budget on OOP spending which was catastrophic
to 11.7% of the households. While uninsured households experienced higher and more
intense levels of CHE compared to the insured households, both insured and uninsured
households reported high OOP spending and similar levels of impoverishments by OOP.
Participants expressed concerns about value of health insurance coverage given its cost,
services, and financial protection relative to other social and economic needs that they face
on daily basis. Households resulted to borrowing, fundraising, taking short term loans from
family and friends and sale of family assets in order to meet healthcare costs

According to the Kenya Household health expenditure and utilization survey (KHHEUS) of
2018, 7.1% of the Kenyans incurred catastrophic healthcare payments while 7.9% of the rural
population incurred CHE. The KHHEUS reported 46.9% of the population living below the
poverty line in rural areas before OOP costs and rose to 49.1% when considering OOP costs
[258] while our study reported 61.8% of the rural population living below the poverty and rose
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to 63.8% after OOP costs. The difference between our finding and the national survey finding
could be explained by the fact that KHHEUS is based on a national sample with both urban
and rural population and was last conducted in 2018 while our study conducted in 2021
focused on a rural population in Busia County. It is plausible that our finding of 11.7% of
households experiencing CHE is part of the upward trend in the incidence of CHE. The 2018
KHHEUS survey showed that more Kenyans (7.1%)™%1 experienced CHE compared to the
previous 2007 survey (4.6%)1'?1, Previous studies have shown higher, more severe incidence
of OOP and CHE among the rural population compared to urban areasf?*?%1, The
vulnerability of rural populations is further compounded by high poverty rates, reliance on
small scale farming, effects of ecological factors like flooding and the economic effects of the
COVID-19 pandemic reported in study setting. In addition, Busia county has one of the
highest poverty rates in the country (66%) contributing to the unaffordability of healthcare
among residents of the county?422%9,

Informal labour in Kenya is not homogenous and workers vary in their ability to pay for
healthcare. According to NHIF’s definition, informal workers refer to individuals who are
unemployed, involved in casual labour or running small scale businesses®31.%. Attempts to
mandate health insurance requires strategies to address 2 main segments of the informal
worker population i.e. those who lack the ability to pay for health insurance and those who
can afford health insurance but chose not to enrol. According to our findings, NHIF is
unaffordable to 60% of the uninsured informal workers. Although slightly lower, our findings
are consistent with previous studies that found NHIF unaffordable to 75% of the population
and findings of other willingness to pay studies in Kenya revealed that households were only
willing to pay 300 per month compared to the Ksh. 500 charged [271 2231 [223] Among the
insured, we found that NHIF was unaffordable to over 80% indicating that other more
compelling drivers to enrolment despite unaffordability of premiums. Indeed, the presence of
a chronic illness requiring frequent services as well as anticipated costly medical procedures
were found to be the main drivers of enrolment consistent with findings of other studies on
voluntary health insurance enrolment!2241260] [224112601 ' Sy;ch adverse selection of members
where high risk individuals enrol for health insurance limits risk cross-subsidization and
destabilizes risk pools[?61112621(261][262]

Countries that have achieved greater coverage using mandatory insurance have fully
subsidized the membership for the poor 1971171 Many of the rural households participating
in our study displayed high levels of vulnerability but were not beneficiaries of social
protection programs. Studies in LMIC have found that a small proportion (30%) of the
vulnerable groups are enrolled into social health insurance programst42631,1542631 "1 Kenya,
significant gaps in the implementation of the health insurance subsidy program were reported
indicating that 65% of the beneficiaries of the health insurance subsidy belonged to the
richest quintiles 2731, More recently, the national indigent program rolled out registration of
indigent households targeting 1 million households. The households included were identified
from a list of vulnerable households provided by ministry of Labour and social services.
There have been concerns however about the hastiness, inclusion process and the unclear
strategies used to identify households to benefit from the national indigent programs. For
health insurance subsidies to have the desired effect of extending coverage to the extremely
poor, there is need to invest in robust national targeting mechanisms and framework of
identification and verification of poor households 264112641,
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Our study found that NHIF was unaffordable to 60% of the uninsured households, implying
that 40% of the uninsured in Kenya can afford health insurance but only 11% of the
population had enrolled. One of the reasons for low enrolment among those with the ability to
pay, is the dissatisfaction with the NHIF cover. Respondents did not see the value of having
NHIF because of unavailability of services in public facilities. Even though NHIF covers
services in accredited public and private facilities, most rural communities have a limited
network of private facilities®®. Indeed, our findings reveal that inadequate coverage of health
services in the NHIF benefit package and unavailability of services in public facilities results
in high OOP among the insured as has been found in other studies!?"?%1, These inadequacies
forces households to incur OOP by purchasing drugs and services in the private market.
Forcing households who can afford to enrol in NHIF with no clear strategies for addressing
health system weaknesses and increasing awareness on the NHIF benefit package would be
unethical. Efforts to increase coverage and financial protection among this population will
need to be accompanied by strategies to address weaknesses in the benefit package and
delivery of quality health services at the facilities.

Policy implications and recommendations

The need for financial risk protection among the vulnerable rural population is an important
and urgent priority. Although mandating NHIF enrolment in Kenyans in line with global
debates advocating for compulsory contribution, it is challenging to enforce mandatory
payments among the informal worker[?. Mandatory insurance programs can only be enforced
through payroll deduction for the employed or by imposing sanctions for those who fail to
complyt. Adequate caution needs to be taken in the enforcement of mandatory insurance to
ensure that vulnerable households are not further penalised through such sanctions due to
their inability to comply with compulsory enrolment into NHIF. The government should
employ mechanisms to segment the informal worker population to differentiate those with
ability to pay and those who cannot afford NHIF. Penalties should only be enforced among
those with the ability to pay and are not enrolled in NHIF.

The government should prioritize rapidly rolling out the national subsidy program to cover
poor households lacking the ability to pay for NHIF. The targeting of poor households should
be strengthened to ensure the poor benefit from the programs. It is also important that those
mandated to pay, are guaranteed access quality health services. This can be done by
addressing the service delivery and supply chain issues that continue to drive OOP spending
among the insured. Evidently, enforcing mandatory insurance for increased protection
against OOP will not have desired benefits if the weaknesses in the benefit package and
health service delivery are not addressed. The government therefore needs to prioritize
broader health system reforms to improve health service delivery in public facilities. NHIF
also needs to create adequate awareness on the services covered to ensure members are not
charged for services that are covered by the fund. From our findings, adverse selection
remains a threat to the NHIF scheme given the enrolment through health facilities. Because
social health insurance cannot lock out members based on pre-existing conditions, enrolment
NHIF needs to conduct extensive enrolment drives among the general population so as to
include healthy members too.
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Strengths and limitations

Although many studies in Kenya have assessed the impoverishing effects of catastrophic
healthcare payments, few have focused on the informal workers in rural areas. This is
important given ongoing policy debates to increase coverage among informal worker
households. Previous studies have also been limited methodologically as most approached the
gap from a quantitative approach. Our study employed a mixed method approach that
provides a more nuanced understanding of the challenges faced by rural households.

However, a key limitation in our study is the low health insurance enrolment rates among the
rural population which limited our ability to infer the level of protection NHIF offers among
the insured because a small proportion of the population was covered by health insurance. In
addition, our assessment of catastrophic payments and impoverishments only captures the
negative effects on households that sought healthcare at the health facility. Although we
appreciate the increased vulnerability of households not seeking care, our methodology did
not estimate the effects on households that did not seek conventional care and is an area for
future research.

Lastly, household expenditure was obtained by asking the respondents to recall expenditure
for specific periods. This may be prone to recall bias but effort was made to minimize bias by
using different recall periods for different items depending on the frequency of consumption.
For instance, the recall period for items bought frequently such as food items is limited to the
last 7 days and one-year recall period for items bought less frequently like land and
education.

Conclusion

Rural populations have increased vulnerability to financial risk related to healthcare costs and
lack adequate financial risk protection. While national reforms on NHIF illustrate
commitment by the Kenyan government to the UHC agenda through mandatory NHIF
membership, our findings showed that this commitment might be better informed by
considering the affordability and extent of protection offered by NHIF. Not only is the NHIF
premium unaffordable to majority of these households but the financial protection that it
provides is inadequate to shield households against catastrophic healthcare payments because
of inadequate benefit package and the unavailability of health services in public facilities. As
such, it will be necessary to develop suitable strategies to ensure the inclusion of rural
uninsured households who have limited ability to pay for healthcare and health insurance.
Expansion of coverage will need to be accompanied by efforts to improve healthcare
provision at public healthcare facilities. Therefore, to increase coverage among rural informal
workers through mandatory enrolment and ensure that the vulnerable in Kenya and other
LMICs settings are covered against catastrophic healthcare spending, there is need to
simultaneously address affordability barriers to healthcare and health insurance enrolment
and improve service coverage.
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Abstract

Many low- and middle-income countries (LMICSs) are turning to social health insurance to
provide financial risk protection for households. Despite the importance of citizen
engagement in promoting participation in health programs, little is known about mechanisms
employed in LMICs to ensure members are engaged. This paper explores citizen engagement
efforts by the National Hospital Insurance(NHIF) among rural households in western Kenya.
Our study adopted a mixed method design comprising a cross-sectional household survey
(n=1773), in-depth household interviews (n=36), 6 FGDs with community stakeholders and
key informant interviews (n=11) with policy makers. We used the RESYST citizen
engagement analytical framework outlining the responsibilities of an insurer to beneficiaries.
Our findings show that there was high awareness of NHIF but low levels of knowledge on
services, feedback and accountability mechanisms. Sixty-three percent of the respondents
were aware of NHIF but only 32% said they were aware of the benefit package. No one could
provide the full list of services covered by NHIF in the benefit package. Barely half (48%) of
the insured were satisfied with the NHIF benefit package. Nearly all of the respondents
(93%) were unaware of mechanisms to reach NHIF for feedback or complaints. Of those who
were aware of the feedback mechanisms, the majority (57%) mentioned going to NHIF office
to get assistance. Ninety-seven percent of respondents were not aware of the NHIF
performance reporting mechanisms. Respondents expressed desire to know the NHIF
performance. Negative reports on NHIF performance in the media led to mistrust of the fund.
Our results reveal that NHIF does not adequately engage citizens and this contributes to low
enrolment and attrition from the scheme. Community engagement can foster transparency
and trust in the fund. There is need to evaluate current NHIF citizen engagement frameworks
to improve state accountability to citizen and incorporate citizen voice in processes.
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INTRODUCTION

Many low- and middle-income countries (LMICs) struggle to expand population coverage
through social health insurancel®266] [266] Evidence shows that effective citizen engagement
initiatives are critical to the success of health insurance as it increases awareness of insurance
benefits and improves beneficiary satisfaction in the services[?67:2681 [267268] ‘Degpite the
widespread acceptance of citizen participation as a fundamental human right and a factor in
the success of health programs, policy makers globally often neglect citizen engagement in
policy formulation processes*?°269,

There is growing recognition of the role of citizen engagement in addressing public health
problems since the formalization of community participation in health programs in the Alma-
Ata declaration of 19782791, Community engagement acknowledges the central role of
beneficiaries in decision-making, as well as in the execution and management of
development projects and programs27%-2721, |t refers to deliberate process to ensure the
individual or collective community participation in design of healthcare delivery programs
through feedback and accountability 21281 |t involves a process of informing, involving,
consulting, collaborating and empowering citizens to participate in health initiatives. When
done effectively, citizen engagement has many benefits including: 1) incorporating citizen
voice in public policy and program design leading to more responsive programs, 2)
promoting public accountability, 3) illuminating different perspectives to the problem, 4)
greater responsibility and ownership of health programs and 5) empowering the community
to advocate for their rights*28-269271],

There is growing recognition of the role of citizen engagement in addressing public health
problems since the formalization of community participation in health programs in the Alma-
Ata declaration of 1978127%, Community engagement acknowledges the central role of
beneficiaries in decision-making, as well as in the execution and management of
development projects and programs[?79-2721, |t refers to deliberate process to ensure the
individual or collective community participation in design of healthcare delivery programs
through feedback and accountability [1*2128 |t involves a process of informing, involving,
consulting, collaborating and empowering citizens to participate in health initiatives. When
done effectively, citizen engagement has many benefits including: 1) incorporating citizen
voice in public policy and program design leading to more responsive programs, 2)
promoting public accountability, 3) illuminating different perspectives to the problem, 4)
greater responsibility and ownership of health programs and 5) empowering the community
to advocate for their rights*28269271,

Evidence on citizen engagement is dominated by literature from high income countries like
Canada, and European countries!?6%2731 12692731 'Sty dies in LMICs point to absence of citizens’
voice in policy and fragmentation of knowledgelt05272273[105.272273] '|n Kenya, previous
studies reveal varied and inconsistent information regarding which benefits are included in
the national scheme and this has posed a significant barrier to increasing uptake 12281,
Dissatisfaction with health services had also led to high attrition[*?. Evidence shows that
weak citizen engagement mechanisms are responsible for limited understanding of NHIF
benefit package and limited empowerment of the citizens??. The purpose of this paper is to
examine awareness of entitlements, engagement and citizen engagement mechanisms
employed by NHIF and how it affects health insurance enrolment among informal workers.
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The Kenyan government has prioritized financial protection through the expansion of health
insurance among the informal worker®l, The national health insurer, National Hospital
Insurance Fund, (NHIF) is envisioned to play a central role in providing universal coverage.
NHIF is a government parastatal founded in 1966 and covers inpatient and outpatient care in
accredited public and private health facilities. It provides coverage to nearly 20% of the
population in Kenyal®!, Membership into the scheme is mandatory for formal sector
employees through income related payroll deduction. Although there are plans to mandate
membership for informal workers too, membership currently remains voluntary through
payment of a monthly flat rate of Ksh. 500 per informal worker household. The informal
workers scheme is called supa+cover!2%112%8] and covers a wide range of services (box 1).

Despite the importance of citizen engagement in growing health insurance coverage, little is
known about how NHIF attempts to ensures that Kenyans are aware and can access the NHIF
benefit package?°l. It is also unclear if citizens feel empowered with adequate information to
hold NHIF accountable for the use of resources and their performance as a national health
insurer. Previous studies have pointed to weak citizen engagement mechanisms, although
these studies neglected the views of citizens[*6®],

BOX 1: NHIF Benefit Packages

e Qutpatient Services — Consultation, Laboratory, investigations, daycare procedures,
drugs and dispensation, health education, wellness and counselling, physiotherapy
services, immunization, vaccines as per the KEPI schedule

e Inpatient Services

Maternal care — Antenatal and Prenatal care and deliveries (Normal delivery and

caesarian section)

Reproductive health services: Family Planning

Renal Dialysis

Overseas treatment for specialized surgeries not available locally

Rehabilitation for drugs and substance abuse

All surgical procedures including transplants

Emergency road evacuation services

Radiology imaging services (X-rays, CT Scan, & MRI)

Cancer Treatment

Ensuring citizen engagement in health insurance involves a number of actions (box 2) 2742761,
First, the needs, preferences and values of the population are determined in a process that
involves assessing existing utilization of health services, the disease burden as well as citizen
perspectives on choice of relevant benefits [277:2781, Secondly, the population is informed
about these entitlements which are deemed to be the insurers’ obligation to members. The
third action is to ensure that the population have access to their entitlement from choices of
providers[t®5:203271 - Fourthly, a clear feedback mechanism is required to handle complaints
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and concerns from the citizens. Lastly, there is need for public accountability on the use of
resources and performance if the schemel?’",

METHODS

Box 2: Citizen engagement actions by insurers

e Assessing the health service needs, preference and values of the population and use to
specify service entitlement/benefits

e Inform the population of their entitlement and obligations

o Ensure population can access their entitlement

e Establish effective mechanisms to receive and respond to complaints and feedback from
the population

e Publicly report on use of resources of resources and other measures of performance

Study design

We used an explanatory mixed methods approach combining a quantitative cross-sectional
household survey with qualitative interviews and focus group discussions 24, The survey
was embedded in a larger study conducted by researchers at the Academic Model Providing
Access to Health Care (AMPATH) in western Kenya conducted between August and October
2021.

Study setting

Data was collected from households in Bunyala sub-county, in Busia County, Kenya. Busia is
located on the western border with Uganda where AMPATH implements a universal health
coverage pilot where household sensitization on NHIF and insurance subsidy for vulnerable
households was implemented. The sub-county is made up of 6 administrative locations each
with approximately 3,000 households. The population in Busia is predominantly rural with
low socio-economic status. The site is situated on the shores of Lake Victoria and the main
economic activities are fishing and small-scale farming.

Study participants

Study participants were identified from an AMPATH program database of all households in
Bunyala sub-county. A list of the households was generated for each of the six administrative
locations. Stratified random sampling technique was used to select households invited to
participate in the study. The eligibility criteria were a household respondents aged >18 years
and who reported having sufficient information about household healthcare use for
themselves and household members.

We identified a sub-sample of households that participated in the household survey to
participate in in-depth household interviews. In each of the 6 locations, two households were
purposively selected from each of the following three groups: currently enrolled in NHIF,
previously enrolled and never enrolled to provide multiple perspectives and experiences. We
also recruited community stakeholders to participate in focus group discussions. Six to eight
stakeholders were identified from each of the 6 administrative locations and comprised local
leaders, ward administrators, civil society group members, religious leaders, and youth
representatives identified for their active role and advocacy in health and community matters.
A total of 49 (30 males and 19 females) stakeholders participated in the FGDs. We also
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interviewed 11 policy makers and implementers at a national and sub-national level
purposively selected through snowballing of Key informant participants. These were health
facility officials, NHIF representatives, researchers, health financing experts and county
health officials.

Table 1: Data collection method and study participants

Interview method Number of Participants
interviews
Quantitative Household survey 1,773 households Household respondents (>18
containing 8,610 years)
household members  Sixty-four percent of the
with an average respondents were female and
household size of 5 the average age of the
members. respondents was 47 years.
In depth interviews 36 Household respondents (>18
Qualitative years)

Focus group discussions 6 groups with a total  Community
of 49 participants (30 stakeholders/representatives
male and 19 female)
Key Informant 11 Policy makers and
interviews implementers

Data collection
Quantitative:
Household survey

We used a structured survey gquestionnaire to train interviewers collecting household data
including gender, education, marital status, health insurance status and health status.
Interviewers were trained by the research team on key study concepts, ethics and gaining
consent as well as the use of handheld devices for data collection. Area chiefs and assistant
chiefs were used to identify interviewers based on prior experience in national survey data
collection. Community volunteers were engaged to assist data collectors navigate the area
and identify the households. Community health volunteers did not participate in the interview
process for confidentiality reasons. Each household survey interview was about 1-1.5 hours.

The quantitative data collection tool was designed by the research team and included
questions adopted from the national surveys: Kenya Demographic Health Survey and the
Kenya Household Health Expenditure and Utilization Survey*1[246] The English
questionnaire was translated to Kiswabhili and the local language, Luhya to provide
respondents with language options for response.

Qualitative
In-depth interviews and focus group discussions

Household in-depth interviews took place at the respondent’s houses. FGDS were conducted
in local health facilities or community spaces. Qualitative interviews were conducted by 4
members of the study team trained in qualitative interviewing. Household and key informant
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interviews took an average of 30-40 minutes each while the FGD ran between 2-2.5 hours.
The study team had debriefing sessions between interviews to report challenges, improve the
interviewing process. Qualitative interviews were guided by semi-structured interview guides
designed to get the views on awareness, engagement and health care utilization experiences.
All data collection tools were pretested and modifications made to address problems and
potential errors.

Data analysis

We used the RESYT analytical framework on strategic purchasing that outlines the
responsibility of the health insurance agency to its beneficiaries?®°l. The constructs of the
framework are listed in box 2 above.

Quantitative data analysis

We first conducted descriptive analysis to assess citizen awareness of NHIF, the benefit
package, knowledge of feedback and performance accountability mechanisms by household
characteristics identified from literature. We then used bivariate logistic regression to
examine the influence of household characteristics where the dependent variable was binary
if the household respondent i) was aware of the NHIF cover, ii) knew the benefit package.
Odds ratios (OR) with their corresponding 95% confidence intervals were used to assess the
strength of the associations between household factors and the outcome variables™*38l,
Associations between household characteristics and NHIF member satisfaction, awareness of
feedback mechanisms and accountability mechanism was tested using Pearson’s chi square
test. Data analysis was done using R and relevant R packages.

Qualitative data analysis

Audio recordings from the IDIs, FGDs and Klls were translated (where necessary) and
transcribed verbatim by experienced transcribers who were fluent in the languages but not
part of the study team. Transcriptions were compared against their corresponding audio files
for accuracy. The author read the interview transcripts to familiarize with the data. Codes
were developed jointly by (author and 2 co-authors) through a process of identifying key
phrases and ideas from a selection of transcripts. The author coded the remaining transcripts
using identified codes. A thematic framework analysis approach was used to analyze
qualitative data. Organization and management of data was done using a using NVIVO 12
software!>”] Themes were guided by the citizen engagement framework actions (Box 2)
Lastly, we interpreted findings under each theme and included supportive quotes from
interviews.

RESULTS
Citizen engagement in benefit package development

There were divergent views on the need for citizens’ involvement and other stakeholders in
benefits package design. According to an NHIF representative, citizen needs were adequately
represented in the benefit package and the package was informed by epidemiological trends,
the socioeconomic status of the population, and included chronic ailments associated with
catastrophic events:

“We have looked at Kenya and seen the rise of the non-communicable diseases such
as cancer and our current package tries to address more of those current challenges.
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We have gone to a great extent in response to public demand that we address the
areas that Kenyans are struggling with” KI1I 11.

In response to view that NHIF benefit package was based on prevalence and burden of
healthcare costs, a policymaker dismissed these claims saying the process was political and
not informed by data. The benefit package was viewed by policymakers as a political
decision that is not data-informed. County health officials and development partners felt that
only top-tier level stakeholders were engaged in the development processes leaving out
beneficiaries who are users of the package. Policy decision processes within NHIF was
questioned and termed as ‘opaque’. NHIF was seen to be lacking objectivity and seemed to
only respond to Ministry of health’s policy direction and not engaging other stakeholders
adequately.

No one knows what’s happening in NHIF- it is a black box. The directions that are
taken are very difficult to justify with regards to public involvement in public
participation. (KI11_09)

There were also concern that NHIF lacked technical capacity required to develop a data-
driven package. Gaps in health facility data and records that would be used to identify
common conditions, prevalence of conditions, and disease trends also made this challenging.
Community stakeholders believed that NHIF did not engage or factor in informal workers’
needs, preferences, and values when they designed the “Supa Cover” package:

NHIF makes most of the decisions in the NHIF office in Nairobi. There is no way
common mwananchi[citizen] is involved. He is just engaged in paying. (R7, FGD B)

I don’t remember any forum where I have been involved as a citizen. But most of
these things—I don’t know where they are decided from. They are just pushed. One
day you are told this is the cover and there you are. Maybe we are moving from this
amount to this amount and you have no choice. Involvement, especially as far as
decision making is concerned, I don’t know where it’s done, but if at all it is done,
then it is very minimal. KI1_03 (county health department representative)

Participants felt that NHIF enrolment policies were not considerate of the local cultural
context. For instance, most marriages were polygamous and yet NHIF only allowed one
spouse to be covered at the time of the study. Also, members of the community do not
formalize their marriages:

Almost all of the marriages here are cultural so people don’t have marriage
certificates. The problem arises where one spouse is contributor and wants to cover
the other one. The process of obtaining these papers is difficult and maybe at that
time the spouse is sick” R5 FGD_C

Informing members of their entitlements

Most community members are aware of NHIF. Nearly two-thirds of the participants had
heard of NHIF (63%) (Table 16). There were higher odds of awareness of NHIF among those
with insurance (OR 2.92) aged 25-40 (OR 3.33), male (OR 1.26), married (OR 1.42), those
who have ever attended school (OR 2.83), being wealthy (Q5 OR 4.43) and those who are
members of financial group (OR 1.84); these associations were statistically significantly.
Awareness was higher among those who had been admitted to hospital in the 12 months and
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those who had chronic ailment although these were not statistically significant. There were
lower odds of being aware of NHIF among those not formally employed.

However, only 32% of the respondents responded that they were aware of the NHIF benefits
package. Awareness of the benefit package was higher among the insured (OR 3.86), those
aged between 25-44 and 45-64 (OR 2.50), male (OR 1.25), married (OR 1.16), those who had
ever attended school (OR 2.42) and those who are members of financial group (OR 1.62).
Awareness of the benefit package was higher among those who had been admitted to hospital
in the 12 months and those who had chronic ailment although these were not statistically
significant. There were lower odds of knowing the NHIF benefit package among those not
formally employed; these associations were statistically significantly. Overall, there was high
awareness of NHIF but low awareness of the services covered

I hear that it pays for your medical bill, but I don’t know exactly what it pays for. IDI
A Not_active 01

NHIF members who used their card frequently, had better understanding of the benefits.
Newly enrolled beneficiaries expected that NHIF covered all healthcare costs indicating that
members do not receive comprehensive information on the benefit packages at enrollment.
Of the respondents who said they were aware of the benefit package, we asked them to list
the services that were covered by NHIF (Figure 12) The most known services were outpatient
and inpatient services with 28% and 21% respondents being aware of these respectively. The
least known services were the renal dialysis and imaging services with only 0.8% and 1.02%
being aware. None of the respondents interviewed was able to list all the services covered by
NHIF.

Airlifting is included in the package but they don’t give the people all details. NHIF needs to
inform members that they can be airlifted. It is the smaller details that the people don’t have.
KIl_08

Renal Dialysis 14 (0.79%)
Radiology imaging services (X-rays, CT
Scan, & MRI 18 (1.02%)
Rehabilitation for drugs and substance 19 (1.07%)
abuse
Emergency road evacuation services 21 (1.18%)
@ Overseas treatment for specialized
o . - 21 (1.18%)
=3 surgeries not available locally
-
é Reproductive health services: F.amwly 32 (1.80%)
Planning
All surgical procedures including 40 (2.26%)
transplants
Maternal care - Antenatal and Prenata 67 (3.78%)
Inpatient services 389 (21.94%)
Qutpatient services 499 (28.14%)

0 100 200 300 400 500 600
Counts

Figure 11: Count of respondents who named the services covered by NHIF supa
cover
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One respondent highlighted the negative consequence of low awareness of NHIF stating:

“Once you are in darkness it is impossible for you to sign up with them”
IDI_A_Active 01

There was generally low awareness of enrollment procedures, and premium payment
channels among the community. There was also confusion regarding beneficiaries to include
in the cover with some expecting that extended family members would be covered. Some
members reported travelling to the branch offices to make their monthly contributions and
were not aware of mobile money payment methods to pay premiums. Low awareness allowed
false information regarding NHIF to thrive:

Sometimes people spread false stories. People can say that they pay one thousand
shillings, yet that is not even the amount they pay. One would say, “if’it is one
thousand shillings, I am not joining.” It would be better if NHIF talked about it
themselves then we would know. (IDI_C_Never 01)
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Table 16 Awareness of NHIF supa+cover, benefit package

Aware of NHIF supa+cover!

Aware of Benefits?

Yes %(n) OR! 95% CI p-value?  Yes %(n) OR! 95% CI p-value?
Have health No 60 (942) 1 1 <0.001 28 (445) 1 1 <0.001
insurance Yes 81 (167) 2.92 (2.05, 4.27) 60 (124) 3.86 (2.87,5.23)
Age 18-24 63 (52) 2.53 (1.54, 4.24) 23 (19) 1.37 (0.74, 2.44)
25-44 69 (549) 3.33 (2.53,4.41)  <0.001 36 (281) 2.50 (1.81,351)  <0.001
45-64 64 (389) 2.60 (1.95, 3.46) 36 (216) 2.50 (1.79, 3.53)
>64 41 (119) 1 1 18(53)
Sex Female 61 (684) 1 1 0.024 30 (342) 1 0.032
Male 66 (425) 1.26 (1.03, 1.55) 35 (227) 1.25 (1.02, 1.54)
Marital status  Divorced/separated 61 (91) 1 1 <0.001 33 (49) 1 1 <0.001
Married/ living together 69 (768) 1.42 (0.99, 2.02) 36 (403) 1.16 (0.81, 1.68)
E')Z‘é‘;";e":a”'ed/ never lived 5¢ g 0.80 (0.49, 1.31) 23 (27) 0.61 (0.35, 1.06)
Widowed 46 (185) 0.53 (0.36, 0.78) 22 (90) 0.58 (0.38,0.88)
Ever attended No 42 (151) 1 1 <0.001 19 (66) 1 1 <0.001
school Yes 68 (958) 2.83 (2.24, 3.60) 35 (503) 2.42 (1.82, 3.25)
Formal employment 81 (35) 1 1 63 (27) 1 1
Occupation Homemaker 57 (162) 0.30 (0.13, 0.64) 0.001 23 (67) 0.18 (0.09, 0.35) <0.001
Others 45 (5) 0.19 (0.04, 0.78) 36 (4) 0.34 (0.08, 1.30)
Students 50 (4) 0.23 (0.04, 1.15) 12 (1) 0.08 (0.00, 0.54)
Unemployed 53 (59) 0.25 (0.10, 0.57) 22 (25) 0.17 (0.08, 0.36)
Informal employment 64 (844) 0.41 (0.18, 0.85) 34 (445) 0.30 (0.16, 0.56)
Wealth Q1 45 (157) — <0.001 16 (57) 1 1 <0.001
quintile Q2 61 (214) 1.93 (1.43, 2.62) 26 (90) 1.78 (1.23, 2.59)
Q3 64 (222) 2.15 (1.59, 2.91) 33(115) 2.53 (1.77, 3.64)
Q4 67 (235) 2.51 (1.85, 3.42) 37 (129) 3.00 (2.11, 4.31)
Q5 78 (274) 4.43 (3.20, 6.19) 51 (177) 5.26 (3.72, 7.53)
Member No 57 (631) — <0.001 28(309) 1 1 <0.001
financial Yes
group chama 71(478) 1.84 (1.50, 2.26) 39(260) 1.62 (1.32, 1.98)
Admitted last No 62(1,033) — 0.6 32(529) 1 1 0.6
12m Yes 65 (76) 1.12 (0.76, 1.67) 34 (40) 1.11 (0.74, 1.63)
Chronic No 62(591) — 0.8 31 (291) 1 1 0.2
ailment Yes 63 (518) 1.03 (0.85, 1.25) 34 (278) 1.16 (0.95, 1.41)
Total 63(1,109) 32 (569)

Y Have you ever heard of NHIF (National Hospital Insurance Fund)?
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According to policy makers, informing members of their entitlements and obligations was the
right of contributors. Although NHIF conducted numerous awareness campaigns that created
widespread awareness of the NHIF brand they did not adequately teach people on benefits.
Most members only learned of services covered while accessing care:

Creating awareness is very important, because when | am contributing something, |
need to know what the benefits are. We have cases where a client with NHIF goes for
a surgery not knowing how much NHIF would cover. During discharge, they are told
NHIF will only pay a small part of the total bill. And the client says: ‘I thought NHIF
is paying for everything? This is because there is lack of information. KII_06

Respondents reported hearing about NHIF from TV, radio, SMS, print media, and
community sensitization meetings by partners working in the community. Participants
recommended using physical meetings such as barazas (community meetings) and outreach
programs as the most effective methods. Such forums could be mobilised through local
administrators such as chiefs and village elders for a wider reach. The administrative office at
the sub-county level reported having organised discussions to engage public members to
increase NHIF enrolment in the area. Most community members had neither heard nor
participated in such meetings. Rural populations reported having less access to information
compared to urban populations:

The bad thing is that we live in the outskirts so sometimes the message can be passed
and not get to us in the interior. IDI_B_Active_02

Access to benefit package

Policy makers expressed concern that the NHIF benefit package “looked good on paper but
when you look closely at implementation, cracks begin to appear.” Kl 04. According to one
policy maker the NHIF benefit package provides comprehensive list of services that were
often not accessible to the members:

A benefit package is not just lists, it’s an entitlement that should result in a particular
service being delivered. The issue is not whether the thing was listed. It is whether
people receive those particular service at a particular health facility in the county.
KIl_09

The views of the policy makers were consistent with the complaints from community
respondents as availability of quality health services was a key concern. Public health
facilities had staff shortages, frequent stock outs, and patients were often asked to buy
supplies like gloves, bleach, and cotton swabs despite being covered. A respondent urged
members to take responsibility to make inquiries about facilities before selecting their
primary care facilities. In some cases, members were informed that some health services were
not covered by the NHIF card and were required co-pay:

| had an experienced whereby | went to the hospital | chose but they still ask for cash
for x-ray because they said they don't use [the NHIF] card in [the] x-ray
[department].” FGD C R2
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Members also felt that NHIF should only accredit facilities with the capacity to offer services
to citizens. Members opted to drop out of NHIF as a result of poor access to their entitlement
as they did not see the value of having insurance.

The services are the issue. If you ask the 50 % of the defaulters, it is because of
services. They should improve on their services, otherwise this hospital insurance is
good. (FGD CR1)

The issue of selecting a primary healthcare facility was raised by many respondents. The lack
of portability of services across primary care facilities resulted in respondents incurring out of
pocket costs:

| was referred to another hospital which | was told to pay cash because my card
could not pay for services at that facility. So | had to pay more than 10,000 which |
didn't have. This [NHIF] card has not helped me and yet | am a contributor. It is so
discouraging. (FGD C_R2)

Others expressed concern that restricting members to one primary care facility was not good
because “illness doesn't say I will appear in certain place” R§ FGD C

There were also complaints about NHIF members receiving poor treatment at the health
facilities. According to policy makers, providers offered poorer services to NHIF members
because of delay of reimbursements from the fund and NHIF is unable to hold the facilities
accountable for complaints of poor treatment of members because they were guilty of not
paying the facilities.

Health financing arrangements in devolved government system undermined service delivery
in health facilities. According to policy makers, health departments were underfunded which
led to unavailability of drugs and commodities to the health facilities. Despite generating
revenue, resources from the health facilities were not used in those facilities:

“Getting that money back is a problem, and yet facilities can have over 100 deliveries
in a month. That is good money that could support the facility. But we have been
having stock outs of some very important materials in the maternity, like gloves,
cotton wool, and oxytocin. Even jik! KI103

Engagement, feedback, and grievances mechanisms

Nearly all the respondent (93%) were not aware of feedback mechanisms (Table 17). Of
those who were aware, 57% mentioned visiting NHIF offices as the main method of
providing feedback while 40% and 3% use phone calls and email respectively. Some
respondents were aware of some beneficiary engagement platforms. One respondent
mentioned a phone-based application that could be used channel grievances however most of
the respondents were not aware of any feedback mechanisms. Most clients were not aware of
NHIF toll-free lines while those who knew and tried to call the lines claimed that customer
care agents rarely pick up. NHIF representatives confirmed that they are experiencing
challenges due to a high number of calls and understaffing of the centre resulting in
unanswered calls. Those who were privileged to have contact numbers of a NHIF staff could
call to ask for assistance:
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The staff give their numbers so that you can contact them using a personal line when
you miss them in the office line. So long as you call them during working hours, they
will serve you. FGD D_R2

Although NHIF had staff based at the sub-county facilities, they are only mandated to handle
minor complaints and grievances such as checking enrolment status. In most cases,
beneficiaries were referred to NHIF branch offices approximately 60 km away from the study
site to file complaints forcing them to incur transport costs. There was also lack of confidence
that their complaints would be resolved. Complaints followed lengthy and complicated
processes and clients had to make numerous calls and visits to file complaints. Inability to
address complaints and grievances pushed some members to stop paying for NHIF.

Unless one does follow-ups, they[NHIF] don’t address client issues. Instead, the staff
asks them to come on a later date or refer to a senior officer. Sometimes they are
forced to go to the regional office and if he’s from the village, that discourages a
someone and decides to abandon the issue altogether. KII 7

A policy maker felt that NHIF should conduct regular customer satisfaction surveys:

NHIF does not do customer satisfaction surveys. The health facility staff end up being
the ones to give NHIF feedback on their services. KIl_03

A senior NHIF official admitted the challenges in customer relations stating that there was
internal restructuring within NHIF to ensure this was prioritized. Plans included the
expansion of the customer call center and creation of a case management division to track
patient complaints in the system.

Actually, there is a very big room for improvement. We would want to engage with
our customers, and respond to their queries and inquiries. We want to ensure when it
comes to the customer experience at the customer call centre, there is no call that’s

dropped. KIl_11
The NHIF official however added that some of the complaints about NHIF are historical:

Of course | realize that many of the complaints about the NHIF are based on
misinformation. You hear someone is complaining about something which was fixed
two years ago but is talking as if it is a current issue now. KIl_11
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Table 17: Satisfaction with benefits package, awareness of feedback mechanisms and NHIF financial performance

Of those insured, % dissatisfied®  Feedback mechanisms awareness NHIF performance reporting mechanisms
%(n) %(n) p-value %(n) p-value
Age 18-24 0 (0) 100 (82) 100 (82)
25-44 24 (19) 94 (739) 97 (765)
45-64 35(25) 92 (560) 98 (593)
>64 21 (4) 95 (278) 0.034 97 (285) 0.4
Sex Female 29 (26) 95 (1,070) 0.006 98 (1,107) 0.009
Male 28 (22) 91 (589) 96(618)
Marital status Divorced/separated 44 (4) 97 (143) 0.093 99 (146) 0.090
Married/ living together 29 (36) 92 (1,023) 97 (1,069)
Never married/never lived together 0(0) 94 (109) 97 (112)
Widowed 26 (8) 95 (384) 99 (398)
Ever attended school No 32 (7) 97 (346) 0.002 99 (353) 0.015
Yes 28 (41) 93 (1,313) 97(1,372)
Occupation Formal employment 16 (5) 63 (27) <0.001 79 (34) <0.001
Homemakers 22 (4) 96 (275) 98 (280)
Others 0 (0) 100 (1) 100 (11)
Students 88 (7) 100 (8)
Unemployed/Seeking work 62 (5) 94 (105) 97 (109)
Working in informal employment 31 (34) 94(1,234) 98 (1,283)
Have health insurance No - 98(1,537) <0.001 99 (1,560) <0.001
Yes 28 (48) 60 (122) 80 (165)
Wealth quintile Q1 38(8) 97 (339) <0.001 99 (347) <0.001
Q2 29 (5) 95 (334) 98 (343)
Q3 21 (6) 96 (336) 98 (341)
Q4 44 (14) 94 (328) 98 (342)
Q5 22 (15) 85 (299) 94 (328)
Member financial
group chama No 23 (19) 95(1,048) <0.001 98 (1,078) 0.040
Yes 33(29 91 (611) 96 (647)
Admitted last 12m 27 (41) 0.081 0.13
No 47 (7) 94 (1,554) 97 (1,614)
Yes 90 (105) 95 (111)
Presence of chronic ~ No 25 (19) 94 (897) 0.12 97 (923) 0.7
ailment Yes 31 (29) 93(762) 97 (802)
28(48) 93(1,659) 97(1,725)
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Mechanisms for ensuring accountability, transparency and trust

Nearly all participants (97%) were unaware of any accountability reports or forums used by
NHIF to report their performance (Table 3). One respondent said: / don 't know of any. I am
in darkness”. IDI_A Active 01. Participants demanded for public accountability, claiming
citizens have a right to get information on how NHIF performed in a given period on
collections, claims, and investments:

It is a right because they are the contributors of that fund. How do you deny them to
know, is it a secret? Then why do you come for their money? (KII 08)

There was significant mistrust in NHIF with respondents expressing concerns about negative
news in the media. Mistrust was fuelled by allegations of fund misappropriation. One
respondent referred to a report from an NHIF board member pointing out challenges in the
fund:

Chinua Achebe said that if an alligator comes out of the water and says that the
crocodile is sick, will you doubt the story? You cannot doubt the story because the
alligator was with the crocodile in water. So, when a board member comes out and
says that there are problems in NHIF, there are problems! R6_FGD D

Policy makers felt that NHIF should publish their reports every financial year the way other
institutions do consisting number of enrolees, revenue raised, and expenditures. Reporting on
the number of enrolees promoted the scheme’s legitimacy and encourage active members to
continue paying and also act as an incentive for those not enrolled to join the scheme:

There is someone who has not registered and thinks that the government wants to eat
people’s money and so when they hear how many people are registered and it has
helped them, he or she would want to join and be part of them. For some people
seeing is believing IDI_C_Not_Active 01

It is important because if you know [the performance], it also encourages others
because you may think that you are alone or maybe the insurance is not real, but
when you get to know that others are also registered, it encourages many more people
to keep paying. IDI_B_Not_Active_02

Performance reports on NHIF performance would attract different technical views and
opinions to improve the running of NHIF. A policy maker pointed out that the viability of
NHIF was in everyone’s interest:

Everyone wants to make NHIF better because there is a lot at stake. If NHIF
collapsed today, the entire health sector will collapse. Everyone’s interest is to see

NHIF succeed. KI1_08

Respondents recommended using physical meetings similar to annual general meetings to
disseminate information on fund utilisation. This would also enable instant and direct
feedback from citizens instead of sharing through the media. Other beneficiaries
recommended using electronic media such as TV programs for a wider reach and be tailored
for different audience.

Countrywide, the media teams should sit and explain to everyone, ‘this year we have
helped this number of Kenyans, and we had this amount of money. We are remaining
with this amount in our kitty. IDI_A Not_Active _01)
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Discussion

These results indicate that there was high awareness of NHIF but low knowledge on services,
feedback and accountability mechanisms. Nearly two-thirds of the respondents were aware of
NHIF but only a third said they were aware of the benefit package. None of the respondents
interviewed could provide a full list of services covered by NHIF in the benefit package.
Barely half of the insured were satisfied with the NHIF benefit package but were not aware
of mechanisms to reach NHIF for feedback or complaints. Of those who were aware of the
feedback mechanisms, the majority (57%) mentioned going to NHIF office to get assistance.
Almost all were not aware of performance reporting mechanisms but most respondents
expressed desire to know about the NHIF performance. Negative media reports on NHIF led
to mistrust of the fund. Overall, NHIF stakeholder engagement was found to be inadequate
and needing improvement.

Similar poor citizen engagement findings were reported in other studies conducted in LMICs,
such as Nigeria and Mexico as well as high-income countries in Europe where there was lack
of formal frameworks limiting citizen engagement in the design of the benefit
packagel[?228:104.130.267.281-284] poitical interference in NHIF policy formulation led to
inadvertent bias against adequate citizen and other stakeholder engagement as has been found
by other studies??l. There is need for NHIF to establish formal mechanisms for incorporating
citizen voice in its policy decisions.

Effective citizen engagement mechanisms in other countries utilize patient and population
representation to incorporate citizen voice and participation in social health insurance%41,
The United Kingdom has used citizen juries and panels to involve the public and incorporate
their preferences in setting prioritiest'¥. In Thailand, the Universal Health Coverage Scheme
(UCS) conducts annual public gathering of beneficiaries and inform revisions in the benefit
packagel?®]. The National Health Security Board (NHSB) overseeing the implementation of
the UCS in Thailand is also required to have 14% citizen representation to add citizen voice
in policy. Informal workers in Kenya lack representation in the current NHIF board and
experts have advocated to include more citizen representation in the board[??1241, Patient
lobbying groups and civil society organizations also play a role in ensuring the citizen views
are incorporated in NHIF policy™l,

There was lack of clarity among respondents about what services NHIF covers in its benefit
package. The NHIF package was faulted for not being well defined and changing frequently
leading to respondents having outdated information about NHIF. The package of health
services offered in public health facilities is informed by the Kenyan Essential Package for
Health (KEPH) for different levels for health system and differs from one level to
another™° NHIF signed contracts with accredited facilities which outlined the services
NHIF covered in these facilities however, NHIF members were not privy to this
informationf??. In Ethiopia, the list of explicit services exempt from payment by community
based health insurance are required to be posted at health facility charters?®®l. Previous
studies in Kenya reveal varied and inconsistent information regarding what was covered in
the NHIF informal sector cover and this has posed a significant barrier to increasing uptake
[12.28]  Evidence shows citizens are more likely to hold health insurance agencies accountable
if the benefit package was well defined 2861,
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In ensuring access to their entitlements, we found that access was hindered by unavailability
or poor health service delivery. Lack of drugs, supplies and reagents forced many individuals
to spend money out of pocket outside the facilities. Other studies also documented these gaps
and the effects on health insurance uptake®. Inability to guarantee the access to a promised
benefit package leads to high defaults!*?. Unavailability of essential drugs and commodities
in public facilities was blamed on poor health financing mechanisms in devolved systems that
left the health sector underfunded 1. NHIF clients are also discriminated in public health
facilities because of late or non-reimbursement by NHIF as has been found by previous
studies!?®l. There is need for to improve health service provision at public facilities so as to
guarantee access to the NHIF benefit package. NHIF also needs to strengthen their
accountability to health providers by making timely payments to finance delivery of services
at the facilities.

The role of client feedback in improving service quality is undervalued by NHIF. Majority of
respondents were not aware of any feedback mechanisms they could use to channel
complaints about NHIF services and providers’ services. Complaints often followed long
bureaucratic processes and were often unresolved. NHIF feedback mechanisms include filing
complaints at their offices, calls and email as well as customer satisfaction surveys. Other
studies have documented the weaknesses in these channels for offering redress?228l,
Although suggestion boxes have been recommended in health facilities, their presence is
meaningless if the management and the insurance agency do not prioritize and follow through
the resolution of the complaints™3%2671  In Thailand Mexico and Philippines, the Universal
Coverage Scheme operates a 24-hour call center and live chat services in their website to
provide prompt responses to queriesi?83287.2881 NHIF’s call center lacks the capacity to handle
large volume of calls. Robust case management systems to ensure resolutions are also
missing/??l. To improve accountability to beneficiaries, NHIF should also set up clear formal
complaint and feedback mechanisms including a well-staffed call center. Complaints raised
about health providers should be adequately addressed as part of NHIF service monitoring to
providers.

Our findings point to limited citizen engagement and gaps in NHIF accountability to its
members. As Kenya moves towards UHC using NHIF as a vehicle, there is need to develop
or adopt a consultative process and consideration of evidence in the benefit package design
process. The Kenyan constitution of 2010 protects the rights of citizens to be participate in
national policy formulation*®], Participatory processes result in responsive policies with
greater ownership[?®l. In addition, empowerment leverages on information provided on the
rights of beneficiaries. Inadequate access to information limits the ability of beneficiaries to
advocate for their rights and also limits trust in NHIF. Our finding suggests that the NHIF
processes could benefit from more transparency and participation of citizens to build trust in
fund.

The strength of this paper is in the mixed methods approach to answering the question on the
level of citizen engagement among informal workers. Triangulation of qualitative and
quantitative data allowed for a more nuanced insight to the role of citizen engagement in
growing coverage of health insurance. However, one construct of the framework used in
analysis does not lend itself to quantitative inquiry and this study does not therefore present
guantitative result on the level of citizen engagement in development of the benefit package.
Another limitation is the choice of a rural study site limits the generalization of the findings
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in urban areas with better access to information and health services. The study was also
conducted in a site with ongoing NHIF sensitization efforts by AMPATH which may likely
influence levels of NHIF awareness among the community.

From our findings, we make the following suggestions for improving citizen engagement and
state accountability in NHIF coverage.

e NHIF should consider setting up community information hubs with NHIF agents
available to provide information and respond to queries. Community hubs should be
set up in other central areas to handle feedback and not necessarily at hospitals for
people who don’t like going to health facilities unless they are sick.

e NHIF information desks in health facilities should be empowered to provide
information and manage client relations better.

e For campaigns in rural areas, NHIF should organize regular community events, ride
on community dialogue days in the community to sensitize the community. Even
though this was reported to be happening, the frequency and mobilization could be
improved to attract more people. These events can be used to address knowledge gaps
on NHIF, sensitize individuals on the benefit package and update information on the
benefit package.

e Lastly, NHIF should also develop and implement a clear framework on stakeholder
engagement.

Conclusion

There is high awareness of NHIF but low knowledge on services covered, feedback and
accountability mechanisms. Limited access to information has led to low awareness and
agency among NHIF members. This undermines their ability to advocate for their rightful
access to health services. Rural populations were particularly disadvantaged in access to
information and their entitlements because of limited access to communication channels used
and the pro-urban distribution of health facilities. Lack of transparency on NHIF performance
particularly led to mistrust in NHIF and has negative consequences on enrolment and
growing NHIF coverage. There is an urgent need to prioritize strategies to strengthen NHIF
accountability to members by increasing awareness on entitlements, adopting transparent
management of NHIF and addressing structural barriers to quality healthcare provision.
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Abstract

Many low- and middle-income countries are attempting to finance healthcare through
voluntary membership of insurance schemes. This study examined willingness to prepay for
health care, social solidarity as well as the acceptability of subsidies for the poor as factors
that determine enrolment in western Kenya.

Methods:

This study employed a sequential mixed method design. We conducted a cross-sectional
household survey (n=1746), in-depth household interviews (n=36), 6 FGDs with community
stakeholders and key informant interviews (n=11) with policy makers and implementers in a
single county in western Kenya. Social solidarity was defined by willingness to make
contributions that would benefit people who were sicker (“risk cross-subsidization”) and
poorer (“income cross-subsidization”). We also explored participants’ preferences related to
contribution cost structure — e.qg., flat, proportional, progressive, and exemptions for the poor.

Results:

Our study found high willingness to prepay for healthcare among those without insurance
(87.1%) with competing priorities, low incomes, poor access and quality of health services,
lack of awareness of flexible payment options cited as barriers to enrolment. More than half
of respondents expressed willingness to tolerate risk and income cross-subsidization
suggesting strong social solidarity, which increased with socio-economic status (SES).
Higher SES was also associated with preference for a proportional payment while lower SES
with a progressive payment. Few participants, even the poor themselves, felt the poor should
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be exempt from any payment, due to stigma (being accused of laziness) and fear of losing
power in the process of receiving care (having the right to demand care)

Conclusion:

Although there was a high willingness to prepay for healthcare, numerous barriers hindered
voluntary health insurance enrolment in Kenya. Our findings highlight the importance of
fostering and leveraging existing social solidarity to move away from flat rate contributions
to allow for fairer risk and income cross-subsidization. Finally, governments should invest in
robust strategies to effectively identify subsidy beneficiaries.
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INTRODUCTION

Many low- and middle-income countries (LMICs) struggle to provide adequate financial risk
protection against high health care costs and are now experimenting with national social
health insurance (SHI) schemes utilizing voluntary membership[?13:3944.2502891 ‘Thege types of
SHI schemes face challenges expanding membership to informal workers who have low and
fluctuating incomes but constitute a large proportion of the population in many LMICs!249],
The recommended path towards financial risk protection included prepayment and pooling
systems where people pay before they are sick, by contributing to a pool from which they
(and others contributing to the pool) can draw from in the event of sickness?!. Taking up
voluntary membership of an insurance scheme requires a willingness to prepay for
healthcare, and willingness to have your financial contribution to the pool benefit others who
were sicker (“risk cross-subsidization”) and poorer (“income cross-subsidization”) than you,
otherwise referred to as social solidarity*®l.

There is growing focus on the role of solidarity in promoting participation in public health
programs globally613%-1411 Solidarity has been positively associated with participation in
prepayment and growing financial risk pools in Europe, US and some sub-Saharan
countrigs!t5:16.122.139,141,157.158.290] |t js founded on and influenced by trust in the scheme, and in
the health systems’ ability to provide a promised benefit package!*31601611 Research into
social solidarity can provide insight into the barriers to increasing participation in prepayment
and pooling mechanisms in LMICs. In this paper, we explore the willingness to prepay and
social solidarity among informal worker households in western Kenya as part of broader
efforts to understand participation in SHI in similar LMIC settings.

Kenya’s health sector is financed by a mix of methods with a significant contribution from
private households in the form of out-of-pocket payments (OOP) (27% of the total health
expenditure). Tax, donor funding, and health insurance account for 31%, 25%, 13%
respectively ?°1. Kenya has averaged less than 9% of its annual government budget
allocation towards health in the 2014-2020 budgets?t), despite signing the Abuja
Declaration, committing to a 15% allocation?®2l. High poverty rates (almost 60% of the
population live below the poverty line)?* reduce the capacity to collect taxation and to
expand SHI contributions ?4°1, Health insurance enrolment rates in Kenya are currently below
20%!2%61, The result is an overreliance on out of pocket payment at the point of service.

The Kenyan government has prioritized universal health coverage (UHC) in its policy
documents such as the ‘BIG Four Agenda', Kenya’s Vision 2030 and the national health
policy™8l. The national UHC strategy intends to use the national insurer, NHIF, as a means to
increase prepayment and pooling, and increase access to health carel?Yl, NHIF is a Kenyan
government state corporation and the national social health insurer founded in 1966. It
provides both mandatory membership to formal sector employees and voluntary membership
to informal workers. Recent policy and legal reforms have aimed at strengthening NHIF’s
governance and increasing coverage especially among informal workers.

The Kenyan government has committed to gradually identifying and fully sponsoring the
poorest households’ NHIF membership!?”). These households are identified through a poverty
list developed by the Ministry of Labour, Social Protection and Services and validated at
community level to ensure the program benefits the poorest[?'l. An impact evaluation of the
health insurance subsidy program revealed challenges providing adequate coverage and

84



significant gaps in the inclusion of households. The program has been criticized for neither
achieving desired financial risk protection nor increasing access to healthcare for poorer
households.

Over 80% of the Kenyan workforce are informal workers**°l, many running small businesses
in the agricultural, food, crafts and transportation industries?®?l. Those working in informal
economy, defined as a ‘parallel unregulated economy’, are not subject to official labor
laws”[2%%1 ‘making the levying of mandatory payments for health insurance on salaries
impossible; as a result, health insurance payment, and membership, is voluntary. NHIF offers
voluntary membership through a scheme known as supa+cover(s],

While voluntary health insurance offers an opportunity for the informal sector households to
obtain the much-needed financial risk protection, the NHIF has however struggled to attract
and retain new voluntary members 2% In 2017, 73% of voluntary NHIF members did not
renew their health insurance?®!. Low enrolment has slowed the growth of NHIF and threatens
its viability. As Kenya attempts to increase health insurance coverage through NHIF, it is
important to understand the population’s willingness to participate in prepayment
arrangements and their views on social solidarity 162,

For our study we developed a deductive conceptual framework (Figure 12) based on
literature and the concepts we are focused on i.e. prepayment and tolerance of risk and
income cross-subsidies. Household characteristics such as socioeconomic status, age, health
and education influence views on willingness to prepay and social solidarity!*®!. Social
solidarity and household characteristics are in turn hypothesized to influence voluntary health
insurance uptake!*81381 This paper is part of a larger PhD study exploring the role of
affordability and citizen empowerment and other determinants on health insurance enrolment,
the findings of which will be reported elsewhere.
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Figure 12: Conceptual Framework on willingness to prepay, social solidarity and health
insurance

Il. Influencing Factors

METHODS
Design

This was a mixed methods study with sequential qualitative and quantitative primary data
collection >4, The study was part of a broader cross-sectional baseline household survey
conducted by Academic Model Providing Access to Health care (AMPATH) between August
and September 2021.

Study site

The study was conducted in Bunyala sub-county, in Busia county, located on the western
border with Uganda. Poverty levels are among the highest in the country with poor health
indicators and low health insurance enrolment2421 [243],

Study participants

We interviewed household respondents (>18 years) with adequate knowledge on households
spending and healthcare utilization (Table 18)[?%8l. Households were selected from an existing
program database containing all households in Bunyala sub-County. The 6 locations in
Bunyala sub-county formed the stratum for household sampling. A household list was
prepared from the database and was used to randomly select households to participate in the
survey under each stratum(n=1,746). We asked all respondents whether they would be
willing to participate in a subsequent qualitative interview

For the in-depth interviews, we identified households who had participated in the quantitative
phase, had been able to provide health care utilization and expenditure data, and had said they
were willing to participate in a second interview. From this group, for each of the 6
administrative locations in the study site, we purposively selected two households from each
of the following two groups: a) currently enrolled in NHIF, b) previously enrolled in NHIF,
and c) never been enrolled in NHIF.

86



For the FGDs, we purposively recruited 6-8 community stakeholders. These were mostly
community opinion leaders, local administration, CSO members, community health
volunteers (CHVs), ward administrators, youth representatives, teachers and religious leaders
identified based on their active advocacy on health insurance related issues. We conducted 6
FGDs, one in each of the 6 sub-location with a total of 49 participants (30 males and 19
females). Key informant interview participants were also selected purposively from
policymakers and implementers at facility, sub-county, county and national levels through
snowballing methods (n=11).

Table 18 Data collection method and study participants

Interview method Number of interviews Participants
Household questionnaire 1,746 Household respondents (>18 years)
Household in depth interviews | 36 Household respondents (>18 years)
Focus group discussions 6 groups with a total of 49 | Community stakeholders/representatives
participants(30 male and
19 female)
Key informant interviews with | 11 Sub-County, County and National policy
policy makers and implementers makers and implementers

Data collection
Quantitative

Trained interviewers collected the survey data using a structured questionnaire. With the help
of local administration, data collectors with experience in national survey data collection
were identified locally. The interviewers were trained on the use of tablet-based
questionnaires and on the baseline survey concepts, procedures and guidelines 1511,
Interviewers were paired with CHV's whose roles were to navigate the area and introduce the
interviewers to the households. Interviews were confidential and CHVs did not take part in
the interviewing session.

The survey collected household information on household size, education level, health
insurance status, health status, marital status, income level, household spending and
healthcare utilization, health status, common illness, willingness to cross-subsidize and
prepay for healthcare. Questions on social solidarity that were included in the questionnaire
are adapted from the surveys previously carried out in Ghana, Tanzania and South Africa
where they used show cards to assess income cross-subsidization and asked question on
prepayment and social solidarity!*®!. Data collection tools were pretested in piloted and
modifications made to address problems and potential errors. Potential challenges with the
local interpretation of the show card led to some adjustments to fit the study setting context.
In addition, we mitigated the effects of social desirability bias by triangulating data collection
techniques to validate essential variables, using trained and skilled interviewers, and pilot-
testing the tools. Survey data collection was conducted between August and October 2021.

Qualitative

All interviews were conducted in person with KllIs with policymakers taking place in the
respondent’s choice of location, household interviews in respondent homesteads while FGDs
were conducted at the nearest health facilities or community space. The researcher (BM)
conducted interviews with the policymakers and facilitated half the FGDs. The rest of the
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interviews were facilitated by 3 trained research assistant. We explored respondents’ views
on social solidarity through semi-structured qualitative interviews using interview guides.
BM, JG and AK held debriefing sessions after a batch of interviews to identify areas of
improvement in the exercise. Klls and household IDI interviews took an average of 30-40
minutes while the FDGs were between 2-2.5 hours. We conducted qualitative interviews
between August and October 2021

Assessing willingness to prepay, social solidarity

We measured willingness to prepay among the respondents by asking whether they would
agree to pay a small amount each month so that if they got sick, health care will be free. To
measure social solidarity, we assessed the respondent’s tolerance of income and risk cross-
subsidization, we asked whether they would be willing to contribute the same amount of
money each month as everyone else, even though others who are more poor or sick than them
will use the services more. This question was related to cross-subsidization that happens in
financial risk pools.

To assess the determine their preference for different relative contributions that offers desired
cross-subsidization, we presented household respondents with four healthcare contribution
options in the form of pictorial diagrams (show cards) with housing type as the form as
measure of socio-economic status (SES) (Figure 13). The four option were (1) everyone pays
the same amount (flat contribution); (2) everyone must pay according to their income
(proportional contributions e.g. everybody pays 5% of their income irrespective of their
income level); (3) all must pay something, but the poorest pay very little (all pay progressive
contributions, where the percentage increases with income); (4) progressive contributions but
the poor do not pay. Respondents were then asked to select one that resonated with their
belief of how healthcare contributions should be made.
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Option 1: Everyone pays the same amount Option 2: The poorest don’t have to pay
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Figure 13: Show cards used in the study to determine preference of payment method
adapted from Goudge et. al 2012.

Analysis

In the quantitative analysis, we first conducted descriptive analysis to examine willingness to
prepay, and tolerate income and risk cross-subsidization by the socio-demographic factors
identified in literature!*®. Secondly, we used bivariate logistic regression to examine the
influence of population characteristics on the three outcomes of interest -willingness to
prepay, and tolerate income and risk cross-subsidization. Odds ratio (OR) and corresponding
confidence intervals were used to report the strength of influence of the sociodemographic
factors on the 3 outcomes. The analysis was presented at 95% significance level at a =0.05.
The analyses set the reference group for OR (odds ratio) as 1.0. Data analysis was done using
R and relevant R packages.

The audio recordings from the IDIs with household heads, Klls with policymakers and
implementers, and FGDs were transcribed manually using Microsoft word and compared
against their respective audio files for accuracy. Qualitative data was analyzed manually
using a thematic framework analysis approach?7l. BM read through the transcripts to
familiarize with the data first. Second BM, JG and AK began identifying key ideas and
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phrases from a few sampled transcripts and developing labels or codes. Once the team agreed
on the labels or codes, BM went ahead and applied them to subsequent transcripts. A mind
map was then used to categorize the codes based on the study objective and conceptual
framework. The main categories were social solidarity and pooling, willingness to prepay,
barriers to prepayment and views on preference of payment approaches. In an iterative
process, we drew relationships between the categories to identify and refine themes. Lastly,
we interpreted the results and presented them under each theme and included supportive
quotes from the interviews.

Ethical consideration

Ethical approval was obtained from University of Witwatersrand (Certificate no. M210216)
and the Moi University/Moi Teaching and Referral Hospital Institutional Research Ethics
Committee (IREC)-(No. 0003935), before beginning the study. Additional approval was
obtained from the National Commission for Science Technology and innovation (NACOSTI-
P/21/12262) and Busia County Health Department. Written informed consent were also
obtained from participants willing to participate in the study.

RESULTS
Household survey findings
Willingness to prepay

Nearly all the respondents expressed willingness to prepay for their healthcare costs (88%)
(Table 2). Respondents expressing willingness to prepay were 4.09 times likely to be aged
25-40 compared to those above 65 years. Higher likelihood of expressing willingness to
prepay was recorded among respondents those who had attended school(OR2.82), those of
higher SES (OR 4.07 and 3.12 for Q4 and Q5), and those with health insurance (OR 3.45).
Interestingly, 87.1% of the respondents without health insurance expressed willingness to
prepay. Also unexpectedly, lower likelihood of expressing willingness to prepay was
recorded among respondents with chronic illness (OR 0.64). Lower likelihood was also
reported among informal workers (OR 0.4). All these associations were statistically
significant.

Social Solidarity-Tolerance of income and risk cross subsidization

Just over half of the sample (54.9%) were in favor of income cross-subsidies(IC) (Table 19)
while nearly two thirds of the respondents (60.7%) were willing to tolerate risk cross-
subsidization(RC). A higher likelihood of tolerating both income and risk cross-subsidies
was expressed by the male respondents (IC: OR 1.4 and RC: 1.37). Higher likelihood of
expressing tolerance for cross-subsidization was recorded among respondents those who had
attended school (IC: OR 1.5, RC:1.77), those of higher SES (IC: OR 2.19 and RC 2.03 for
Q5) and those with health insurance (IC: OR 2.03 and RC: 2.76). All these associations were
statistically significant. Seemingly, tolerance of cross-subsidization increased with wealth.
Lower likelihood was also reported among informal workers (OR 0.4) compared to those in
formal employment and the divorced (OR 0.91, 0.84) compared to the married. Only 67.2%
of those with health insurance were willing to cross-subsidize those who are poorer than
themselves indicating a poor understanding of insurance.
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Table 19 Willingness to prepay and tolerance of risk cross-subsidies among the respondents

Willingness to prepay?

Income cross-subsidies3

Risk cross-subsidies*

0, 0, 0,
Characteristic %(n) OR! ?:SIlA) p-value  9%(n) OR! ?:?1/0 p-value  %(n) OR! 25,1/0 p-value
] (143, (057, 61.1 0.54,
18-24 907(714) 265  ga 0003 55.4(439) 091y 07 g3 086 137 05
) (2.94, (1.01, 1.17,
25-44 91.4 (551) 4.09 5.73) <0.001 57.5(347) 13 1.68) 0.039 65.0 (392) 151 1.94 0.002
) (2.75, (113, 1.37,
X 45-64 73.5(202) 380 2 <0.001  49.5(136) 1.47 1.01) 0.004 52.4 (144) 179 3, <0.001
2 >64 85.2 (69) — 45.7 (37) — 49.4 (40) — —
Female 63.0(967) — 52.3(581)  — 58.2 (647) — —
(0.83, (1.16, 1.13,
x
3 Male 89.6(569) 11 1.46) 0.5 59.5 (378) 14 1.69) <0.001 64.9 (412) 1.37 166 0.001
Divorced/separated 90.5 (134) — 54.1(80) — 60.8(90) — —
Married/ living together ~ 90.4(989) 087 047 g s6.1(614) 112 079 o5 61.9(677) 106 9> g7
2 : : 1.50) : ' ' 1.58) ' ' ' 1.50 '
3 Never married/ never (0.22, (0.82, 0.75,
z lived together 78.3(90) 045  op 0026 54.8(63) 132 5y 02 60(69) 122 Jgg 0.4
= i (0.26, (0.63, 0.57,
ks Widowed 83.0(323) 049 (gg 002 51.9(202) 091 o 06 57.3(223) 084 0.4
Ever No 79.7(278)  — 49.0(171) — 52.1(182) — —
attended
<chool Yes 90.1(1,258)  2.82 22'715%' <0001  619(788) 15 glézsg, <0.001  99.6(877) L7735 <0001
Formal employment 95.3 (41) — 76.7(33) — 81.4(35 — —
Homemakers(Stay at (0.03, (0.12, 0.10,
home) 83.5(232) 019 (g 0022 46.4(129) 026 (g <0001 53.6(149 025 o, <0.001
(0.01, (0.07, 0.03,
Students 57.1(4) 0.06 (e 0008 57.1(4) 037 i3 02 42.9(3) 016 'gn 0.031
Unemployed/Seeking (0.03, (0.14, 0.13,
work 78.5(84) 017 (g 0018 54.2(58) 033 57y 0.006 59.8(64) 033 73 0.01
Working in informal
employment (e.g. (0.06, (0.17, 0.15,
5 farmers, artisans, juakali,  89-8(L167) 04 130 02 56.2(731) 037 g3, 0006 61.7(802) 035 7, 0.007
g business e.t.c)
3 . (0.0, (0.04, 0.06,
g Others (Specify) 72.7(8) 012 gy 0033 36.4(4) 016 gz 0O 54.5(6) 025 oo 0.056

91



Hove healtty N 87.1(1,345) — 53.3(824)  — 58.5(904) — —
insurance (1.90, 0 (1.51, 0 1.99,
Yes 95.0(191) 345 o <0001 6729135 203 pooe <0001 77.19(156) 276 3o <0001
01 79.5(276) — 46.4(161)  — 52.7(183) — —
(1.16, (131, 1.16,
Q2 851(208) 167 . 0006  569(199) 174 oot <0001 609(213) 154 o2 0003
o (158, (0.94, 0.88,
2 Q3 90.9(311) 237 g <0001 515176) 125 G 042 56.4(193) 117 T 03
= (2.58, (111, 1.25,
2 Q4 92.9(326) 407 gy <0001 538189) 147 joot 0007 632(222) 166 5> <0.001
= (2.03, (1.64, 152,
g Q5 9L3(325) 312 oo <0001  657(234) 219 o <0001  69.7(248) 203,50 <0001
Member No 86.00928) 52.5(566) 58.5(631) — —
financial (1.37, (0.97, 0.96,
group chama  YeS 9L2(608) 184 o <0001  589(393) 116 g0 011 64.2(428) 116 0 013
ggtml'g;d No 88.0(1435) — 54.9(895)  — 60.3(983) .
(0.56, (0.74, 0.89,
Yes 87.8(101) 093 oy 08 55.7(64) 106 1oy 07 66.1(76) 13 ey 02
;?r:qc:enr:tc No 89.9(842) — 53.3(499)  — 60.0(562) — —
(0.49, (0.93, 0.84,
Yes 85.5(694) 064  (go  000L  569(460) 111 jiv 03 61.4(497) 101 [,y 08
88.0(1,536) 54.9(959) 60.7(1,059)

10R = Odds Ratio, Cl = Confidence Interval

11 would agree to pay a small amount each month so that if I get sick, health care will be free, even if | am not sick now

2 | would be willing to pay the same amount of money each month as everyone else, even though others who are more sick than I am will use the services more than me

3 1 would be willing to willingness to pay the same amount of money each month as everyone else, even though others who are more poor than | am will use the services more than me
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Preferences for different relative contributions

Nearly half of the respondents (41.2%) were in favor of a progressive payment while only
4.9% of the respondents believed that everyone should pay the same amount (Table 20). The
most popular options among the wealthy were the proportional payment (38.8%) and the
progressive where the poor don’t pay at all (23.1%). Surprisingly, among the poorest,
progressive payments was the most popular option (54.2%) with option where the poor don’t
pay being much less popular (17.6%).

Table 20 Payment Preference and wealth quintiles of the respondents

Wealth Progressive but  Progressive Proportional n = Same flat amount p-value!
quintiles the poor don’t n =720 541 n= 86
pay
n =399 %(n) %(n)
%(n) %(n)
QL1 (Poorest) 17.6 (61) 54.2 (188) 19.9 (69) 8.4(29)
Q2 26.0 (91) 41.4 (145) 27.7(97) 4.9 (17)
Q3 22.5(77) 43.9 (150) 30.7 (105) 2.9(10) <0.001
Q4 22.2 (78) 36.5 (128) 37.6 (132) 3.7 (13)
Q5 (wealthiest)  25.8 (92) 30.6 (109) 38.8(138) 8 (17)
Total (%) 22.9(399) 41.2(720) 31.0 (541) 4.9 (86)

Quialitative findings
Willingness to prepay and understanding of pooling

Respondents expressed a preference to make small regular contribution in advance to access
free healthcare when they needed it. One of the perceived benefits of prepayment observed
by participants is that it helped people access care without delays: “Sometimes one is in a
critical condition and the treatment is required urgent. At that point, there is no time to sit
down as a community and fundraise and fundraise. That can take time.” (FGD F R4). Most
of the respondents cited the rising cost of treatment as well as higher incidence and
unpredictability of illness as the main reason to prepay: “It is easier to put money in a pot
every month, so you can get free services when you need it, than you pay when you are sick.
Diseases come when there is no money. (FGD C R2).

Despite the recognized importance of prepayment, many households were not enrolled into
any health insurance scheme and paid for their healthcare at the point of service. Lack of
awareness of available insurance mechanisms was cited as the reason for not enrolling.
Community representatives and policy makers also noted that majority of the population
comprised of low-income earners with many competing priorities and healthcare did not rank
top of the priorities especially for the youth: “We are all different and all have different
priorities on how to spend our income. You can’t pay for insurance and yet you do not have
food.” (FGD F R4) Respondents expressed the desire to make smaller and flexible
contributions towards premiums.

Trust
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Trust in the health system was repeatedly mentioned by in the interviews. Reliability and
quality of services was a key consideration for making decisions to enrol for insurance.
Respondents expressed mistrust in the health care delivery system citing negative attitude and
discrimination against the poor. There were complaints of unfair treatment and unreliable
services often discouraging prepayment or causing many to default from making regular
contributions: ‘There are people with diabetes and blood pressure who are always
contributing for health insurance but when they get unwell and come here for service, there
are no drugs. Will they continue to contribute? They will decide they would rather give cash
and get services.” (FGD F R4) Geographical distribution of health facilities was also a
concern. Participants felt that the pro-urban distribution of health facilities and the quality of
services favoured the urban dwellers and discouraged enrolment of rural populations.

Social solidarity and risk and income related contributions

The sense of community was central to cultural identity and individuals felt bound together
by this understanding: “Within the African set up especially, we really tend to identify
ourselves with our neighbours and our relatives. In as much as we will want to think about
ourselves, most of the things we do in society usually involves others.” (KII 033) Harambees
(fund raisings) were the commonest form of solidarity often relied on for both financial and
social security in times of need: “Even in common culture, fundraisings are part of our
culture to raise money when people are unwell or sick. I think there is a common thread
running through that people do support each other.” (KII 09) However, respondents observed
weakening ties evidenced by declining participation in fundraisings: “Actually when I look at
the society now, it is like the issue of harambee is becoming very unpopular. There were
years you used to call a harambee, and you would see a crowd. Nowadays you don’t see that.
Maybe people are fatigued, and they have better ways of dealing with their issues.” (KII 11)

For many of the respondents, the health of the family formed the priority, with some
participants expressing unwillingness to contribute to healthcare costs of people beyond their
immediate family. “If we said that we will pay for insurance that will cover the neighbours,
we will have lied to ourselves” (FGD F R6). Feelings of mistrust were expressed between
members of the community with regards to their willingness to support others. Even when
people declared good intent, they did not always honour them: “Many times we hear
someone saying at a burial, “These children belong to my brother. I will do this and this for
them” but they never do it. When they leave, they are gone completely.” (FGD F R2).

Tolerance for risk and income cross-subsidization varied across the respondents. Some
respondents expressed regard for the plight of others in the community especially those who
were sicker revealing a higher to tolerance of risk cross-subsidization: “Maybe you are the
kind who is blessed and you never get sick, yet you have a neighbour who is always sick; if
you helped in this case, isn’t that a good thing?” (FGD F R1). Income cross-subsidization
received relatively less support. The idea that contributions could benefit those who were
poorer was viewed as burdensome by some respondents: “If we say we carry each other on
the back, we will not be helping each other. It is good for everyone to be self-reliant (FGD C
R6). Respondents expressed particularly higher distrust towards the rich who were otherwise
viewed as having acquired their wealth by exploiting the poor. These were followed by
concerns that they would not agree to cross-subsidize the poorer because of their “cruel”
nature.
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Policy makers expressed concern that there was limited awareness and understanding of how
insurance pools and often, when people contribute to insurance, they are not aware of the
cross-subsidization element: “When they pay premiums, they won't really be thinking that it
would pay for someone else, and they might actually be displeased to know that it happens in
practice.” (KI1_09) A representative of NHIF further elaborates on an expectation that the
pool should cover all medical cost revealing a lack of awareness on their entitlements and
services covered in the benefit package. “When most people contribute, they think we bank
for them. When one has an accident and doesn’t get approval for the surgery, they will ask,
“Why? I have been being contributing all this time and | have not used this money. Who has
been using it?” (KI1_02) There was need to sensitize the community on existing prepayment
and pooling mechanisms as well as the benefit package to increase participation: “Once
people understand the importance of having a pool of resources to benefit the entire
community, then it becomes cheaper for everybody.” (KII 04).

Preferences for different relative contributions

The flat payment method option was the least preferred approach because it allowed the least
level of cross-subsidization and denied access to the poor. This option used by NHIF was the
main reason many people didn’t renew their membership: “Today I may get Ksh 1,000 or
Ksh 500 for this whole month; will 1 go to pay NHIF and my kids to sleep hungry? Of course
not! So, I skip paying for that month. Once two months pass, I will become demotivated.”
(FGD D R3). Respondents felt that it was not fair to impose equal contributions across people
of different socio-economic status: “You see not everyone is equal because what you earn is
not same as what I earn, so we cannot pay the same.” (IDI A Never 01). However, others
objected to contributions based on ability to pay because the same principle was not applied
outside the health sector: “If you go to shops, they haven't differentiated the price of items for
the rich and the poor. If our wish is to be treated the same, | am for the opinion that the rates
to be the same.” (FGD B_R4) Some participants believed that contributions be based on need
not income but others believed that all should pay the same amount since sickness affected
both the rich and the poor.

Should the poor pay?

The idea of exempting the poor elicited mixed views. Most of the community respondents
feared that exempting the poor from making contributions would create dependency or
condone laziness. Ensuring everyone contributed enforced a culture of hard work and
eliminated the culture of receiving handouts: “Free things bring laziness. People don’t see a
reason to work. They can be subsidized but it should not be completely free.” (FGD D R4).
Some said that contributing promoted a sense of ownership, arguing that it would give
everyone, and especially the poor, the right to demand for quality services. There was a
recognition that healthcare was expensive, and respondents held the view that it was
important to mobilize contributions from everyone as one policy maker stated: “You know
financing health is very expensive. If we say we will pay for the poor, we may not sustain it.”
(KI1_01) Respondents also argued that the poor placed a higher burden on the health system
because they were a majority and often sicker, and therefore had to contribute.

In contrast, respondents who identified themselves as poor especially expressed the desire to
be exempted and felt that the rich needed to contribute more in order to cross-subsidise the
poor: “I'd like them to pay for me, because if you tell me to pay from my income, I could not
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afford it.” (IDI_F_Never_01). A few respondents felt that the poor could not afford to pay for
healthcare and should be exempted from contributing and therefore supported subsidizing the
poor. However, government processes to determine subsidy recipients were often not
transparent. Respondents expressed mistrust in the government institutions’ ability to
objectively determine who to exempt: “We see that we have government cash transfers. It
has left out those people who have no means. And it has enrolled other people. Those with
connections benefit while those people who have no means are left out. ” (FGD D R1)

DISCUSSION

Our study revealed that there was a high willingness to prepay for health care among those
without insurance but competing priorities, low incomes, poor access and quality of health
services, lack of awareness of flexible payment options were cited as barriers to enrolment.
While more than just over half of the respondents expressed willingness to tolerate risk and
income cross-subsidization, suggesting a strong sense of social solidarity, that increases with
socio-economic status. However, the wealthy were more in favour of a proportional payment,
and the poor, a progressive payment, although there seemed to be limited understanding of
the importance of pooling funds. Despite many reporting they could not afford to pay the
membership fee, only less than one fifth of the poor (17.1%) felt the poor should be exempt.
This may be due to stigma (being accused of laziness) and fear of losing power in the process
of receiving care (having the right to demand care). Our findings suggest the concept of
social solidarity was consistent with the historical African culture of standing with one
another but over time the level of social solidarity was observed to be diminishing.

Our findings on social solidarity reveal a higher willingness to tolerate risk cross-
subsidization compared to income cross-subsidization and was observed across each wealth
quintile. This demonstrates a higher consideration for the sick than for the poor. The
observed difference may also be indicative of the population’s low tolerance of income cross-
subsidies as poverty is perhaps thought to be a result of an individual’s efforts. Indeed, some
participants felt that contributing to healthcare cost of others was burdensome, unrealistic and
the reluctance to contribute was justified by the need to promote self-reliance among the
poor. These findings could explain rising opposition to attempts in Kenya to revise premiums
for formal sector workers in order to cross-subsidize the poor. Such proposals were met with
significant opposition by labour unions who preferred not to bear the responsibility of the
poortt”1. Similar views and opposition to policy reforms favouring the poor were recorded in
a study in other LMIC settings and were found to limit social solidarity?*4l*"1], The objective
of pooling prepaid contributions is to redistribute financial risk associated with healthcare
among members of the society and therefore solidarity and support for risk income and risk
cross-subsidization provide a conducive environment for pooling in the context of voluntary
enrolment into health insurance [15:160.206.295]

Willingness to tolerate cross-subsidization increased with an increase in wealth and education
implying a better understanding of pooling principles among the educated and those in higher
SES groups. For example, likelihood of expressing willingness to tolerate income and risk
cross-subsidization was higher among the highest quintile(richest) than the lowest quintile
(poorest). Sixty-nine percent of respondents in the highest quintile(richest) expressed support
for risk cross-subsidization compared to 52.7% of the lowest quintile(poorest). These
findings are consistent to the results of the SHIELD Study in south Africa where greater
support for risk cross-subsidization was reported among the higher income groups (65%)
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compared to the lower income groups (48%)°. It is plausible that willingness to cross-
subsidize was corresponded with the ability of the individuals to contribute and therefore
lesser ability to contribute led to less willingness to cross-subsidize.

Kenyans have long been pooling their money to protect themselves against the financial risks
arising from high medical expenses. The culture of fundraising, commonly referred to as
‘harambees’ is a common form of solidarity and dates back to African cultural construct
where solidarity among community and family formed part of individual identity. Similar
findings are documented in other studies in South Africa where the African Ubuntu
philosophy promoted communal relationships and mutual consideration for others!?!l, Despite
operating on similar principles of contribution and pooling, the culture of raising funds
through harambees seems more acceptable than health insurance. This could be explained by
the fact that harambees, tend to happen among smaller social networks where the
beneficiaries are identifiable and do not require long term financial commitment. Achieving
the same level of solidarity among a much wider, diverse population nationwide, for social
health insurance is harder. However, despite the popularity and reliance on harambees as an
informal financial security, our findings reveal concerns that the tradition of fundraisings was
declining due to modernization and socioeconomic changes. With the weakening of social
ties and hard economic times globally, this form of solidarity can no longer be relied on to
provide pooling and financial protection as it historically did, warranting the expansion of
enrolment into health insurance!*38l. Higher levels of cross-subsidization can be achieved
with nationwide pooling systems like health insurance compared the cross-subsidization of a
small group of poor rural people sharing their limited resources. Nationwide pooling draws
the rural poor into the same pool as the wealthier urban population.

Our findings show that poverty is a significant barrier to increasing prepayment through
health insurance. Despite a high willingness to prepay for healthcare, and the willingness to
cross subsidize, the ability to pay for health insurance was a significant barrier to
participation in schemes. This is evidenced by results from the recent Kenya Household
Health Expenditure and Utilization Survey (KHHEUS) 2018 where 42% health insurance
enrolment was reported among higher wealth quantiles while only 2.9% of the lowest wealth
quantiles have insurancel?%!, Efforts to increase participation in health insurance schemes
need to ensure the poorest are supported to access insurance through subsidy programs. Our
study participants expressed concerns and fears of discriminatory treatment against the poor
and the skewed distribution of resources, information and health facilities in favour of the
wealthier populations. Health facilities were believed to discriminate against people of lower
SES, offering them substandard care. Participants demanded equitable access and treatment
across SES as a condition to enrol in prepayment schemes. Indeed, previous studies reveal
that people of higher SES experience better healthcare than middle and lower SES[41:2%I,

Our study also revealed the difficulty of exempting the poor from making contributions
because of the difficulties of determining income levels among informal workers. Recent
global and national UHC policy reforms are anchored on the need to prioritize the needs of
the poorest and vulnerable in order to achieve truly ‘universal’ coverage!®. This raises a
pertinent question on the best way to determine SES to exempt the poor. Programs meant to
benefit the poor have often failed to have the desired impact because of reported errors in
inclusion inaccuracies [36:2°6-2%1  The difficulties in measuring poverty among informal
workers is a major interest in many program areas?®®.. The poor constitute a large proportion
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of the population in LMICs. According to the recent national household survey on, it is
estimated that about 60% of Kenyans live below the poverty line making the issue of poverty
especially important 21, Respondents in our study expressed concerns that the poor placed a
high burden on the country’s health sector. There were also concerns about exempting the
poor from making payment promoted laziness. This implies a reluctance to cross-subsidize
the poor.

Various dimensions of trust were found to contribute to willingness to prepay and level of
social solidarity as revealed by our study findings. These dimensions include trust in the
public health system, trust among scheme members and trust in the government institutions
to objectively target vulnerable households to benefit from insurance subsidy program.
Respondents based decisions to participate in prepayment schemes on perceived trust in the
health system. They expressed mistrust in the formal public health system citing unreliability
of services, poor services offered in facilities, negative staff attitudes, discrimination of the
poor in healthcare delivery and pro-urban distribution of facilities. These views are validated
by findings of previous studies that found that trust in the health system influenced
participation in insurance schemes[*?2138.1611 perceived mistrust of government systems used
in means testing to exempt the poor from contributing had failed in other programs. This is
confirmed by other studies that found that 65% of the national health insurance subsidy
recipients meant for the poor belonged to wealthier quintiles?®®. This is indicative of a
targeting challenge that had led to mistrust of government systems used to establish
vulnerability among community members-a common problem in many LMICs. Similar
targeting challenges are reported in Ghana’s National Health Insurance Scheme
(NHIS)*5200 Efforts to increase coverage must therefore be accompanied by strategies to
address trust and reliability of health services and systems.

Recommendations for policy

Our findings have a number of policy implications in Kenya and similar LMIC settings. First,
social health insurance schemes have the opportunity to foster and leverage existing
solidarity to increase participation in health insurance programs. Solidarity in insurance can
be strengthened by ensuring better understanding of the concept of risk pooling. For instance,
messaging about NHIF should deliberately frame the scheme as a central pot that all
members benefit from and the premium contributions to the risk pool as individual
contributions to the good of the community.

Second, trust in the health system and NHIF should be strengthened through improving
communication and relationships between the community, healthcare providers, and NHIF.
Citizen involvement and engagement is a key element in building trust. Policies that facilitate
community engagement should be adopted and forums for citizen engagement by NHIF and
the ministries of health should be established. To curb the low awareness on prepayment that
persists, NHIF should focus efforts in creating awareness on NHIF processes, and health
services covered by NHIF. There is also need for continuous monitoring of service delivery
by NHIF accredited providers to improve quality of services. Lastly, there is need to build
trust and transparency in the identification of beneficiaries for national social assistance
programs including the national health insurance subsidy program. An important step to this
is community verification of vulnerability as part of the identification process.

Limitation of the study
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A key limitation of previous inquiries into the subject of social solidarity in health insurance
is that they have been mostly quantitative and therefore did not describe the respondents
reasoning underlying their responses on social solidarity. The mixed method study approach
assumed in our paper attempts to bridge this limitation. This study took part in a small
geographical area made up of a relatively ethnically homogenous population that is
predominantly poor and should be interpreted with this consideration in mind. The results of
our study can be generalized to other rural areas with low SES and informal workers. Further
researcher would be required among urban population and among individuals of higher SES.
We also acknowledge that other health economics methods have been used to explore
willingness to pay. The goal of our paper was to get a broad understating on the risk and
income distribution preference in the society. We did not take the willingness to pay
approach on willingness to prepay and tolerance of cross-subsidization because we wanted to
focus respondents’ acceptance of the principle of prepayment and pooling. This is an
important consideration for insurance coverage and presents preliminary work that further
research can build off.

We therefore caution that these proportions may not translate to decisions to prepay for
healthcare as they may be influenced by hypothetical bias. Hypothetical bias occurs when
participants overstate hypothetical preference different from actual preference. Despite our
best efforts to minimize their effect, social desirability and hypothetical bias may have led
respondents to overstate willingness to prepay or cross-subsidize. Nonetheless we believe,
our study is a novel exploration into the social solidarity, prepayment of healthcare and health
insurance among informal workers. We presented findings that help us understand the role of
health insurance related factors in determining health insurance enrolment. Further research
is needed to the role of social solidarity on health insurance enrolment.

Conclusion

This paper assessed the level of social solidarity and willingness to prepay as a key
consideration in gaining broader understanding of participation in social health insurance
programs. We explored how individual socio-economic and health status influenced their
views on willingness to prepay and social solidarity. Although there is a high willingness to
prepay for healthcare, low incomes, inadequate awareness of prepayment mechanisms and
poor service delivery at health facilities hinder voluntary enrolment into existing SHI
schemes. Efforts to increase awareness would need to be coupled with similar efforts to
improve health service delivery so as to build trust in the formal health system. Our findings
suggest the importance of fostering and leveraging existing social solidarity to increase health
insurance enrolment. NHIF can leverage existing solidarity and willingness to prepay for
healthcare to increase enrolment into health insurance. However, there is an urgent need to
revise payment approaches away from flat rate contributions currently employed in Kenya
for the informal sector to allow for adequate risk and income cross-subsidization. Finally, the
government should consider revising or ensuring proper implementation of targeting policies
to ensure subsidy programs benefit intended beneficiaries. In this way, we propose that a
stronger NHIF will help Kenya more fully realize its UHC ambitions.
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9 Integrative discussion

9.1 Introduction

In this chapter | summarize the key findings from all three research papers. | also interweave
the findings from the research papers and highlight the key themes in relation to the broad
aim of the PhD study.

As hypothesized in the conceptual framework, this study found that willingness to prepay,
tolerance for risk cross-subsidies, and citizen awareness of NHIF and its benefit package
were associated with health insurance enrolment. Household characteristics influenced both
the intermediary factors (social solidarity, citizen engagement and affordability) which in
turn affected health insurance and enrolment. For example, socio-geographical factors such
as living in a rural location limited access to quality health services due to the pro-urban
distribution of facilities. The lack of access to quality services in turn informed the decision
not to enrol for health insurance when access of quality health services was not guaranteed.
Similarly, rural communities had limited access to information about NHIF which
contributed to their ability to make an informed decision about health insurance membership.
| also found an association between age, gender, education level, occupation, household size,
marital status and health insurance enrolment.

Table 21: Study objectives and findings related to objectives

Obijective Chapter Key findings

Determine the | Chapter 6 Health insurance coverage is low among rural informal workers

affordability of and cost of premiums was the main reason cited for not enrolling in

health NHIF.

insurance

premiums
As the NHIF premium amounts to more than 5% of expenditure for
60% of households, it is unaffordable to majority of uninsured
households and insured households in poor, rural communities.
OOP payments cause catastrophic spending among both insured
and uninsured demonstrating that the NHIF cover is limited in
providing financial protection among members.
Gaps in health service provision lead to unavailability of services
forcing insured households to incur OOP.

Explore citizen | Chapter 7 There is high awareness of NHIF but low awareness of the benefit

empowerment package, feedback mechanisms, and performance of NHIF.

mechanisms

employed by

NHIF Majority of the insured were dissatisfied with the NHIF benefit
package and the quality of the services in public health facilities.
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Negative reports on NHIF and the lack of public accountability and
transparency eroded have trust in the fund

Assess social Chapter 8 | There was high willingness to prepay even among the uninsured
solidarity but numerous barriers prevented households from enrolling in
health insurance.

More than half of the respondents expressed support for risk and
income cross-subsidization. Across each wealth quintile, a greater
willingness to tolerate risk cross-subsidization compared to income
cross-subsidization was observed, indicating a greater prioritization
of the sick over the poor. Willingness to tolerate risk and income
cross-subsidization increased with household wealth.

A progressive system was most preferred method of premium
contribution while flat payments were least preferred.

Exemption for the poor was unexpectedly less preferred even
among the poor.

Social solidarity was common in the culture and harambees (fund-
raisings) were a common form of social solidarity.

9.2 Cross-cutting themes

In this section, | discuss the cross-cutting themes from the three research papers. The aim of
this study was to describe and assess the reasons for low enrolment in the national insurance
scheme among the Kenyan informal workers. By determining whether NHIF premiums are
affordable to informal workers and if it offers adequate financial protection, if households are
adequately engaged and informed about health insurance and lastly if they are willing to
prepay and tolerate risk and income cross-subsidies, | hope to provide a deeper insight into
the challenge of expanding coverage to this population.

9.2.1 Theme 1: Inequities in health insurance coverage

There is growing and compelling evidence linking social determinants of health to health
outcomes where those with a lower socioeconomic status (SES) have poorer health indicators
than those with a higher SESP+301321 Similarly, this study found that disparities exist in
health insurance coverage skewed against those of lower SES. The most recent Kenya
Demographic Health Survey (KDHS) 2022 report shows deepening inequities in health
insurance coverage in Kenya. According to report, the lowest wealth quintile had the lowest
NHIF enrolment with 95% lacking health insurance®l. Other countries in SSA have recorded
similar levels of inequities in health insurance coverage®,
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My findings also indicate that there are gender disparities in health insurance coverage with
10% of female respondents having health insurance compared to 13.5% males. This disparity
Is comparable to that reported in the KDHS 2022 where health insurance coverage was also
found to be higher among the males (41%) compared to females (39%). In addition, KDHS
2022 reported higher enrolment among the urban populations (35.3%) compared to the rural
population (17.5%)2¢1. My study found a significantly lower enrolment of 11.5% among the
rural population in the study site compared to the national estimate which can be explained
by the low SES of the community and poor accessibility of health services in the study site.

Inequities were also apparent in the intermediary factors associated NHIF enrolment. A
higher likelihood of expressing support for both risk and income cross-subsidization was
associated with wealth, education, and having health insurance. Support for progressive
payments was also higher among the wealthier and those in formal employment. Awareness
of NHIF was also positively associated with the younger respondents, those who were
married, the wealthy, the educated and members of microfinance groups.

Exposure to financial risk as indicated by catastrophic health expenditure (CHE) was
significantly associated with lower SES i.e. lower levels of education, wealth, marital status
and ownership of health insurance. Poorer households, those that reported an outpatient visit
in the last four weeks or were admitted to a health facility in the last 12 months had increased
odds of experiencing CHE. Households with insurance and wealthier households were less
likely to incur CHE.

A study conducted in 17 LMICs, found that households belonging to the wealthiest quintile
had a 61% higher likelihood of enrolling in insurance compared to those from the poorest
quintiles across all countries®*. Furthermore, those with higher education had a 64% greater
chance of enrolling in insurance than those with lower levels of education. This is significant
as informal worker households, which are often found in rural areas, have lower incomes,
less education, and limited access to information, all of which are factors that predict a lack
of health insurance°%. These results demonstrate that despite significant efforts in by some
countries such as Kenya, health insurance programs are still excluding vulnerable
populations, highlighting serious inequities within health insurance programs in LMICs.

The inequitable coverage of health insurance schemes is the basis of Kutzin’s argument
against the focus on social health schemes because they offer coverage for the few people
who can afford to be covered®. The author argues that employer-based health insurance
schemes lead to fragmentation of the healthcare financing, with different schemes covering
different groups of people and enabling access to different healthcare services. This can result
in inequitable access to healthcare services. Instead, the author suggests that LMICs need to
develop a more comprehensive health financing system that is designed to achieve UHC
equitably.

9.2.2 Theme 2: Prioritizing population coverage or comprehensiveness of the package?

Often countries like Kenya find it easier to begin covering the formal workers and civil
servants and later extend to informal workers who are harder to provide coverage for*%l. The
NHIF in Kenya was initially created to provide health insurance cover to civil servants and
employees of certain parastatals but later extended coverage to informal sector in 1998[271,
The civil servants scheme rolled out in 2012, has a wider, more comprehensive benefit
package compared to the national scheme available to other formal workers or informal
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workers[?’l, This has resulted in disparities in health access, as highlighted by one study!3°l,
Evidence also shows that such schemes do not naturally evolve to cover the wider
population®41, Instead, the initially covered groups, who are typically well-organized and
influential, use their power to improve their benefits and subsidies rather than extending them
to the broader population.

Another approach used by LMICs is to provide a basic benefit package to a larger number of
people. The argument in favour of prioritizing increased population coverage using a basic
package is that it can lead to greater equity in healthcare access and more widespread health
improvementst®®l. By providing a basic level of essential services to a larger population,
more people can access healthcare services, which may lead to improved health outcomes
across the populationt®®™, Moreover, a basic benefits package is generally less expensive to
implement, which makes it a more feasible option for LMICs with limited resources.
Countries like Rwanda, have achieved significant improvements in population coverage and
in maternal and child health indicators by using this approach focusing on primary healthcare
and essential health services™!3¢],

On the other hand, the argument for providing a comprehensive package is that it can lead to
more comprehensive and better-quality healthcare services for a smaller population, which
may lead to more significant health improvements in the long run%!. This approach may be
particularly relevant for populations with specific health needs, such as those with chronic
diseases or disabilities, or for marginalized populations with limited access to health services.
However, evidence from other countries shows incremental expansion of coverage can lead
to the creation of multiple schemes with various risk pools. These pools can further promote
inequity especially if they offer different benefit packages. Moreover, efforts to merge
established pools can be particularly challenging without strong political goodwil 1351,

Therefore, Kenya and other LMICs need to balance the benefits and drawbacks of both
approaches when deciding where to start in providing universal coverage. In general, LMICs
with limited resources should prioritize increasing population coverage using a basic benefit
package with a focus on primary health care services while working towards building a more
comprehensive package over time*%l, This allows for more people to have access to basic
healthcare services while also building towards a more comprehensive package in the future.

The introduction of new revenue-raising mechanisms or increasing the share of total public
spending devoted to health is a common strategy used by governments to fund universal
coverage systems. This can involve increasing taxes such as progressive general taxes as well
as allocating more of existing public resources towards health programs and services®%!,
The need for healthcare financing through taxation becomes even more necessary in
countries with large proportions of informal workers as the capacity to generate revenue
through social health insurance among informal workers remains limited. It thus follows that
the bigger the informal sector, the greater the need for augmenting public expenditure°7],

9.2.3 Theme 3: Segmenting informal workers based on ability to pay

If Kenya choses to continue to focus on health increasing coverage using contributory
system, policymakers must consider the characteristics of the informal workers and the
impact that has on ability to pay for NHIF. This study found that even though a majority of
the informal workers are unable to afford health insurance, a sizable proportion could afford
health insurance even though a small percentage were actually enrolled in NHIF. Our
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findings showed that NHIF was affordable to 40% of the respondents. The blanket use of the
term informal workers gives the false impression of homogeneity. To address the issue of
health insurance enrolment among informal workers, there is a need for segmentation that
allows different premium rates based on income levels.

Attaining segmentation requires a process of determining eligibility for subsidies and
identifying households through various targeting approaches. Targeting and identification of
vulnerable households can be done using a variety of methods. Direct targeting employs the
use of means tests using set of household characteristics that are strongly correlated with
income or wealth, such as household size, education level, and ownership of assets to
estimate household income. The advantage of using these methods is the level of accuracy
and verifiability because of the use of observable household indicators like the living
conditions (permanent house, roofing type etc.). However, these methods are often costly and
administratively burdensome making their use in LMICs limited despite their
accuracy®°13%l Indirect targeting utilizes less rigorous means. This includes the use of socio-
economic status such (formal or informal occupation), demographics (gender and age) as
well as geographical location as means of identifying households to benefit from
subsidiest%1,

In a study of Asian LMICs, countries applied various eligibility criteria for subsidies for
vulnerable groups. For instance eligibility could be based on the poorest 20% relative to the
national poverty line, older persons, children, informal workers and gender®*l, Geographical
regions with high poverty rates, ethnic minorities and other socio-demographic characteristics
were also used to determine eligibility for subsidiest®®l, The inclusion of vulnerable
households such as the poorest, elderly, orphans and the people living with disabilities in the
national subsidy programs represents efforts to capture the informal worker population and
providing coverage to the most vulnerable!?],

The other justification for segmentation of informal workers stems from the preference for
progressive contributions which was one of the key findings from my study. Stratification
based on wealth is challenging among the informal workers. Rwanda has attempted to
implement this in its Community-Based Health Insurance (CBHI) schemes. In 2010, the
Rwandese Ministry of Health (MoH) adopted the stratification of premiums based on the
wealth of the beneficiaries as a principle in its CBHI policy*®l. The objective was to make
CBHI subscription progressive while maximizing resource mobilization. To overcome this
challenge of informality among the scheme members, the MoH opted to rely on the wealth
classification exercise conducted regularly since 2001 for the ubudehe program. Ubudehe is a
social protection program managed by the Ministry of Local Government that categorizes
households based on their wealth at the community level, to differentiate social interventions.
However, the accuracy of wealth classification exercise has been questioned“®l,

In 2021, the Kenyan government announced the rollout of the national indigent program
targeting 1 million vulnerable and poor households*™!. The national targeting methods for
the enrolment of indigent program beneficiaries uses a community-based targeting where the
community defines vulnerability and leaders decide who benefits from assistance programs.
However, evidence has shown that community-based targeting is open to bias and inaccurate
with numerous inclusion and exclusion errors noted®%319 The current use of these methods
in NHIF seems to be inadequate and inaccurate in capturing the vulnerable informal workers
as has been documented elsewherel?”l. Indeed, an assessment of the NHIF subsidy program
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beneficiaries indicated that 65% of the beneficiaries belonged to the wealthiest two quintiles
when the asset index scores of a nationally representative household survey data set (KDHS)
were used?’. Additionally, the mobilization of these efforts whenever there is assistance
being offered creates an incentive for a biased selection of households to benefit from the
subsidy.

The relevant arms of the government such as the national and subnational ministries of
labour, gender and social security should maintain a list of updated households to benefit
from different social programs to be used to recruit for the subsidy program. This would
prevent hasty subjective processes that often lead to inclusion and exclusion errors. Overall,
there is urgent need for a national targeting framework harmonizing national and county
targeting procedures as well as strong oversight in these processes.

While the national subsidy program is commendable, this only translates to 8% out of the
estimated 12.2 million households in Kenyal®'!l; many indigent households weren’t included.
There is therefore a need to rapidly scale the program in order to provide financial protection
to more vulnerable households. As found in this study, NHIF was unaffordable for the
majority of the informal workers. This implies that without subsidies, it is going to be
difficult to grow NHIF membership among informal workers.

Mandating contributions among those with ability to pay is the first step towards achieving
universal coverage. The government of Kenya intends to mandate health insurance for all
persons over the age of 18 years and plans to impose penalties on those who do not enrol??],
Suggested sanctions include requiring proof of NHIF registration when accessing other
government services. Other discussions also point to linking deductions to mobile money
transactions and banking services which are in high use in Kenya. It has been suggested that
the government should dedicate some effort to gradually grow and formalize the majority of
micro and small enterprises so as to create a structure for deducting progressive income
related contributions for health insurance. Providing other legal frameworks governing labour
is also crucial including the enforcement of minimum wage%3,

9.2.4 Theme 4: Trust

Trust was a cross-cutting theme influencing social solidarity, willingness to prepay, citizen
engagement and accountability. Multiple dimensions of trust were highlighted in this study.
First, trust in NHIF influenced individuals' decisions to enrol in the health insurance scheme.
Studies have found that when people do not trust the insurance provider or the scheme, they
may not sign up for coveragel**l. NHIF’s lack of accountability and transparency influenced
the public’s perception of NHIF and their decision to enrol. Weak governance systems within
NHIF have also led to reports of corruption within the fund. This study’s finding shows that
this has negative consequences as people are reluctant to enrol in NHIF as a result of several
reports alleging corruption. Indeed, previous studies in Kenya have highlighted the need to
strengthen the governance and management of NHIF to boost enrolment!32],

Willingness to prepay was dependent on trust in the health system and the assurance that
health services would be accessible when there was need. Those who trust the health system
are more likely to perceive their health insurance coverage as valuable and necessary, while
those who distrust the health system may view their coverage as a burden or as insufficient to
meet their healthcare needs. These findings are similar to those found in a study in Ghana’s
national health insurance38l,

106



9.2.5 Theme 5: Coverage without protection: Health system challenges

One of the key findings of this PhD is the level of protection NHIF offers its members.
Households with NHIF could not access the care they needed at public health facilities
because of constant stock out of medication and basic commodities forcing them to incur
OOP or to forgo treatment altogether. Other studies have also found that OOP costs are
driven by the unavailability of services in public facilities forcing individuals to seek care in
more expensive private facilities®!%l. Purchasing of drugs and commodities in the private
markets also led to an increase in OOP costs among respondents.

The availability of health services plays a crucial role in determining whether people will
enrol in health insurance schemes. The lack of access to quality health services due to the
poor distribution of health facilities in rural areas has been identified as a major challenge for
informal workers residing in rural areas. Furthermore, the devolution of health services to
counties has resulted in inadequate health service provision, leading to challenges in health
financing arrangements. These findings are similar to other studies linking NHIF enrolment
to the availability of health services in public facilities®"!2. People are more likely to enrol
in health insurance schemes if they have access to quality health services. Overall, improving
the availability of health services, particularly in rural areas, is crucial for increasing health
insurance enrolment among informal workers. Additionally, it highlights the need for
adequate health financing arrangements to ensure that health services are adequately funded
and accessible to all.

The push for UHC has emphasized the need for wider reforms in healthcare systems beyond
financial reforms 1. For instance, Thailand has successfully implemented a UHC scheme
that provides basic healthcare services to all citizens irrespective of their socioeconomic
status 19981 The country began its journey towards UHC in the 1970s by implementing
various healthcare reforms, such as expanding access to primary healthcare and increasing
the number of healthcare workers [47314-3171 These measures formed the basis for the launch
of the Universal Coverage Scheme in 2001, which offers a comprehensive package without
requiring co-payments®%!. Consequently, Thailand has seen a decline in out-of-pocket
expenses for healthcare.

Poor services in public health facilities often result in patients seeking medical care in private
health facilities making healthcare even more unaffordable to most households®!. Even
though NHIF accredits private facilities, it does not cover the full costs of healthcare in
private facilities. Other studies have also found the increasing preference for private facilities
in Kenya over public facilities and the consequent rapid growth of the private healthcare in
Kenya and other LMICs 83201 These countries must prioritize investments in strengthening
their publicly funded healthcare systems as these are essential to reducing the burden of OOP
for healthcare in these countries and ensuring that everyone has access to the healthcare
services they require.

9.2.6 Theme 6: The threat of adverse selection in health insurance enrolment

The results of my study indicate that adverse selection is a significant driver of health
insurance enrolment. Even among informal workers who have insurance coverage, the cost of
NHIF premiums was often unaffordable in relation to their total household expenditures.
Enrolling in NHIF was seen as a way to hedge against healthcare costs, but many individuals
would drop out after their costs were covered.
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In some cases, healthcare providers recommended NHIF enrolment to patients requiring
expensive medical procedures, which led to the enrolment of individuals with greater health
needs. However, community-based enrolment strategies such as door-to-door registration
provide a better opportunity to recruit both healthier and sicker populations and allow for
more effective risk cross-subsidization. These efforts are essential for increasing awareness
about NHIF and expanding insurance coverage to a wider population 221,

Adverse selection is a common issue in social health insurance schemes in LMICs where
individuals with poor health status tend to enrol in the insurance scheme!2232l, This can
result in higher costs for providing healthcare services to the insured population than the
premiums collected, potentially leading to financial difficulties or insolvency for the insurer.
The problem is exacerbated when insurance is not mandatory, allowing individuals to choose
whether or not to enrol based on their perceived risk of needing healthcare services and
ability to pay health insurance premiums. Indeed, a study conducted in Kenya found that
perceived health status and ability to pay for health insurance were stronger predictors of
NHIF enrolment than other household characteristics, posing a threat to the sustainability and
viability of NHIF.

9.2.7 Theme 7: Incorporating citizen’s voice in NHIF

Citizens should be involved in the development and implementation of NHIF and broader
health financing policies. Evidence shows that citizen engagement is essential to the success
of any social health insurance system, as it helps to ensure that the needs and preferences of
the community are adequately addressed™*97267], This study found that citizen engagement in
NHIF among rural informal workers is low. There are gaps in citizen engagement in the
development of NHIF policy, awareness of NHIF benefits, feedback channels and the
performance reporting by NHIF.

Citizens need avenues to provide feedback on the quality of care they receive, as well as any
challenges they encounter in accessing health services. This feedback should then be used to
improve the system and ensure that it meets the needs of the citizens it serves. This can be
achieved through public hearings, stakeholder consultations, or town hall meetings(*?%. It is
important that these mechanisms are also accessible to rural informal workers so as to ensure
their participation.

This study found that limited awareness on the NHIF benefits persists despite numerous
campaigns by NHIF. Rural populations expressed the desire to be educated on the benefits of
social health insurance, how to access health services, and their rights and responsibilities
under the system. Their recommendation is that these health education campaigns be
conducted through community meetings, radio programs, and other media.

Citizen representation in NHIF governance also ensures that the voices of citizens are heard
in the decision-making processes of the system. The Kenyan Constitution recognizes the
importance of citizen engagement in the governance process. Article 1 of the Constitution
states that all sovereign power belongs to the people of Kenya, and that the people may
exercise this power either directly or through their democratically elected representatives®221,

Avrticle 10 of the Constitution requires that public participation be promoted in all areas of
governancel®??l, This means that citizens have a right to participate in decision-making
processes at all levels of government, including in the development and implementation of
policies and programs23l. The Constitution also provides for the right of access to
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information held by the state or any other person that is necessary for the exercise or
protection of any right or fundamental freedom[®221. As a public institution, NHIF is expected
to abide by these statutes by sharing information about its financial performance with the
public.

In addition, civic society organizations have a very important role to play to advocate for the
citizens and represent their views243231, Other avenues that may be underexplored on issues
to do with social health insurance is the petition by citizens through peaceful and unarmed
assembly, demonstration and picketing as provided by the current constitution as part of
social accountability®2513221 Qverall, the area of citizen engagement is key to increasing
population coverage and there is urgent need to institutionalize citizen engagement in
NHIF22,

9.2.8 Theme 8: Anchoring NHIF reforms on evidence

This study took place amidst a myriad of political declarations on health insurance in Kenya.
Among these is the intention to make health insurance compulsory among informal workers.
Previous reforms have also coincided with political changes such as the introduction of the
BIG FOUR agenda when the previous government was re-elected in 20182, Health
financing across the globe is indeed a policy issue, making it difficult to delineate the reforms
from the prevailing political environments. Often, governments see these as what has been
described as ‘windows of opportunity’ to bring about changel*’*.

Kenya’s current government has made it clear that social health insurance is central its
development agenda. Most recently, the declaration to rebrand NHIF a national Social Health
fund outlines a plan to consolidated the different pools under NHIF281. While consolidating
the National schemes will achieve better income and risk cross-subsidization, standardization
of the benefits should also be prioritized to promote fairness and reduce the risk of
discrimination against certain population groups 271,

Japan achieved is one of the few countries that has achieved the consolidation of health
insurance schemes through a series of legislative and administrative reformst%!, In the 1920s
and 1930s, Japan established various health insurance schemes for different population
groups, such as employees, farmers, and fishermen, resulting in fragmentation and
inefficiencies. The government later initiated a series of reforms to consolidate these schemes
and create a single, universal health insurance system. They also introduced various
regulations to standardize benefits and premiums across different insurance schemes.

In 1972, Japan passed the National Health Insurance Law, mandating that all citizens and
permanent residents enrol in the national health insurance program, which replaced all
previous insurance schemes®®!. The law also required the establishment of regional health
insurance associations to manage and deliver health services. These reforms helped to
consolidate the fragmented health insurance system in Japan and create a universal system
that covers the entire population. The government's commitment to ensuring access to
affordable healthcare for all through public expenditure has helped to make Japan's health
system one of the most effective and efficient in the world. Political goodwill is important in
the adoption of sound health financing reforms, there is need to anchor these reforms on
evidence.

My study also provides critical evidence of the difficulties in achieving high levels of
population coverage by adopting contributory financing as a primary method of financing.
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The unaffordability of NHIF among majority of the population requires the Kenyan
government to explore non-contributory means to achieving UHC. This includes the use of
taxes to finance healthcare in Kenya. International health financing policy guidelines
discourage the over-reliance of contributory systems like health insurance and advocate for
the adoption of tax-funded non-contributory systems that offer more redistributive
qualities®®107:3043271 "Unlike contributory health insurance, a tax funding approach has the
potential to expand coverage faster and may be more administratively efficient[2®1328],

Like other LMICs, Kenya’s insistence on contributory financing of healthcare can be equated
to what a recent study referred to as “an addiction to a bad idea” %, While contributory
scheme can be politically popular in LMICs, potential benefits of such schemes must be
weighed against the potential drawbacks including their potential to be regressive and
inequitable™l,

9.3 Limitations

This study has some limitations. First, this was focused on a rural population with high rates
of poverty and have higher levels of informality making the findings on affordability, citizen
engagement and social solidarity generalizable only in area with similar settings.

This study was conducted in the height of the COVID 19 pandemic which had significant
impact on my research. Government imposed travel restrictions for instance led to delays in
the commencement of data collection. | also had to ensure safety precautions were met such
as providing masks and hand washing equipment during data collection which drove the
research costs upwards. Because the study site is a 4-hour drive from my work station, the
study team and | had to adhere to strict travel restrictions specifying number of people
traveling in one vehicle and the curfew restricting travel during specified times. The ban on
large public gathering imposed during the pandemic added difficulties of conducting
research. Participants in focus group discussions had to be limited to adhere to these rules.

The state of affairs during the pandemic may also have an effect on the levels of social
solidarity elicited by the participants. There is evidence that the pandemic period led to
changes in social interaction or standards (otherwise known as anomie). However, studies
that have investigated the effects on social solidarity have had mixed finding with some
reporting an erosion of social solidarity and others finding no changes and others reporting an
increase in solidarity related to the COVID-19 pandemic®2°-33l, Based on these findings, we
would like to acknowledge the potential effects of the COVID-19 pandemic on the social
solidarity findings in reported in this study.

Participants for key informant interviews in this study were often engaged in pandemic
response and preparedness efforts at the national and sub-national levels. As a result, |1 was
not able to interview all the participants | had intended and managed to interview 11 out of 15
participants. Nonetheless, saturation was reached with the participating policy makers.

Another limitation noted during household interviews and focus group discussions is the
emotive nature of health and NHIF in Kenya. While | put in place measures to mitigate this
in the participant consenting stage, strong opinions on NHIF and views about the state of
health in rural public facilities dominated the interviews and stretched the discussions well
beyond the scope of the study.

110



Table 10 presents the results of the logistic regression estimating the likelinood of having
health insurance. These findings are helpful to assess the household factors that predict NHIF
enrolment among informal worker households. However, we understand that variables in our
regression model used to produce these results, such as NHIF-related awareness variables,
and CHE, may be influenced by NHIF enrolment. While we did not perform a specific
endogeneity test in this study, we recognize that this is an important aspect of the analysis.
We acknowledge the limitations of these results in claiming causal effects given the potential
endogeneity issue. Further research is needed to conclusively explore this aspect further.

Lastly, | captured the burden of healthcare costs among those who reported illness and sought
outpatient or inpatient care in the health facilities. The cost of healthcare to households that
sought care from traditional healers was not captured although these might be significant.
The indirect costs of healthcare such loss of productivity was also not factored in even though
for informal workers relying on manual and casual labour, this may be significant too.

9.4 Policy implication and recommendation

While Kenya has made significant progress towards achieving UHC, unaffordability of NHIF
limits the growth of population coverage in NHIF and the redistributive capacity of the NHIF
pool. This implies that the country is not able to mobilize adequate resources to finance
health service delivery through NHIF. Ultimately, this influences the range of services in
public health facilities. In the absence of comprehensive coverage of services in health
facilities, NHIF is not able to provide adequate financial protection as members are still
forced to pay out of pocket for services not covered by NHIF.

The current health financing mix is not optimal for the goal of attaining UHC. Significant
proportion of healthcare financing is reliant on household contributions through OOP or
health insurance. While an increasing number of low- and middle-income nations have set up
health insurance systems, it is not the sole route to UHC.

Mechanisms to ensure progressive contribution should be explored to capture informal
workers with the ability to pay including the option of funding healthcare through progressive
taxes. To eliminate the problem of adverse selection, ensuring equity in health access and
provide universal coverage, investing in non-contributory systems shows greater long-term
returns. Countries like Kenya should steadily move toward tax-funded systems and increase
allocation to their health systems.

The significant role of affordability, citizen engagement and social solidarity among informal
workers has implications on design and implementation of NHIF insurance programs.

Policy level implications of these study findings are as follows:

e NHIF should enhance its engagement with the community. There is need to
develop a clear framework for citizen engagement within NHIF. This framework
should address strategies for creating awareness, communication channels and
feedback mechanisms, and the regular sharing of reports on performance.
Increased engagement with members can also be achieved by decentralization of
NHIF services to local facilities and communities. The engagement should also
focus on increasing awareness of pooling and creating awareness of NHIF as a
formal risk pooling mechanism.
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9.5

e There is need to strengthen health systems to address gaps in health service
delivery. These include addressing staffing challenges, supply chain issues and
quality of services that are barriers to health access among the insured.

e There is also a need to enhance NHIF monitoring of facilities. To ensure service
providers deliver high-quality services to its members, NHIF should improve its
quality management procedures and the enforcement of contract requirements.

e The county governments need to amend their health financing arrangements to
ensure adequate financing for service provision in public health facilities. Since
devolution, public service providers in most counties no longer have the freedom
to use and access NHIF funds. Devolution has made it necessary for facilities to
remit all the facility collections from user fees and NHIF reimbursement to county
revenue accounts. This is a result of healthcare facilities losing their financial
independence and deprived facilities from the funds needed for service provision
in these facilities.

e NHIF enrolment strategies should aim for more enrolling people through broader
community sensitization efforts so as to create a healthy risk pool.

e NHIF should progressively consolidate its different health insurance scheme pools
to a single pool system for better cross-subsidization

e Finally, there is urgent need to adopt non-contributory strategies for covering rural
informal workers. The difficulty in mandating insurance among informal workers
makes the case for implementing non-contributory systems for offering larger
coverage among this group. The government of Kenya should consider funding
healthcare for informal workers through taxation.

Future direction

More research is needed to understand the role of affordability, citizen engagement, and
social solidarity in coverage in sub-Saharan countries. Little comparison can be drawn across
regions due to the paucity of knowledge in SSA and other LMICs.

9.5.1 Future research
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Future research should consider affordability, citizen engagement and solidarity in non-
contributory coverage in SSA. In this thesis, | highlighted the role of these concepts in
social health insurance. Using various methodological approaches, the same concepts
should be considered in relation to non-contributory systems in LMICs. In addition,
social solidarity and citizen engagement can also be explored among formal employees
contributing to the national insurer through mandatory payroll taxes.

Future research should explore the topic of affordability, citizen engagement, and social
solidarity in health insurance in other study settings. This thesis was limited to a rural
population and it would be interesting to assess the level of social solidarity in an urban
setting for instance. Affordability and level of citizen engagement are hypothesized to
vary significantly in a more urban community. Such findings would provide further
insight into the challenge of increasing coverage among urban informal workers.

In this study we focused on how social solidarity affected health insurance enrolment in
Kenya. Given the numerous reforms to NHIF, it would be interesting to monitor how
these reforms affect social solidarity among members of the scheme.



4 With the rollout of the national indigent program, future research should explore the
extent of coverage offered by NHIF among the indigent program beneficiaries. These
investigations should also consider using more diverse methods such as experimental
studies (e.g. control trials) and longitudinal studies. This would inform the scaling up
and implementation of the pilot.

5 More research is needed to understand social accountability by NHIF focusing on
providers. Complains arose about the communication and accountability of NHIF to
health service providers. These should be explored with the view of increasing
accountability in the NHIF-provider relationship.

6 Further research is needed to understand the burden of healthcare cost among those
who do not seek care in health facilities. These include those who seek alternative
treatments such as herbal and traditional treatment for their ailments.

7 More research is needed to capture the views of healthcare providers on the adequacy
of NHIF coverage. My study focused on the views of rural community members,
stakeholders and policy makers. The views of the healthcare providers would offer
more insight into the health system challenges hindering service provision.

9 Conclusion

This study aimed at describing and assessing the reasons for low enrolment in the national
insurance scheme among the Kenyan informal workers. This study found that affordability,
citizen engagement and social solidarity contribute to health insurance coverage among
informal workers. The majority of the rural informal workers are vulnerable to catastrophic
health spending and are not covered by any form of health insurance. Despite the high
willingness to prepay for healthcare among the uninsured rural informal workers, the cost of
premiums is unaffordable to the majority of informal sector. Also the coverage NHIF
provides remains inadequate in providing coverage from catastrophic spending. The
unavailability of health services in public health facilities contribute to high OOP, limiting
the coverage offered by NHIF to its members. In addition, the lack of accountability by NHIF
and reports of corruption erodes trust in the scheme and discourages informal workers from
enrolling in the scheme.

This PhD demonstrates the importance of affordability, citizen engagement, social solidarity
and other factors in NHIF enrolment among informal workers. The findings underscore the
need to address affordability barriers to NHIF enrolment, increase citizen engagement to
boost awareness and trust in the fund, leverage and foster social solidarity to increase
enrolment among informal workers. Ultimately, achieving universal health coverage (UHC)
in LMICs is a complex and challenging process. LMICs have to overcome the challenge of
inadequate healthcare financing, a large rural population as well as health systems challenges.

113



References

1.

10.

11.

12.

13.

14.

15.
114

Daher M. Overview of The World Health Report 2000 health systems: Improving
performance. J Med Liban 2000;49(1):22—4.

Evans DB, Etienne C. Health systems financing and the path to universal coverage.
Bull World Health Organ 2010;88(6):402. DOI10.2471/BLT.10.078741

Bhakta N, Martiniuk ALC, Gupta S, Howard SC, Essuman VA, Braimah 1Z, et al.
UHC in Africa: A Framework for Action Executive Summary. West Afr J] Med
2016;35(2):155-60.

Mclintyre D, Obse AG, Barasa EW, Ataguba JE, Mcintyre D, Obse AG, et al.
Challenges in Financing Universal Health Coverage in Sub-Saharan Africa. 2018.
DOI10.1093/acrefore/9780190625979.013.28

Barasa E, Kazungu J, Nguhiu P, Ravishankar N. Examining the level and inequality in
health insurance coverage in 36 sub-Saharan African countries. BMJ Glob Heal
2021;6(4). DOI10.1136/bmjgh-2020-004712

O’Donnell O, Doorslaer E van, Wagstaft A, Lindelow M. Analyzing Health Equity
Using Household Survey Data. 2008.

Ly MS, Bassoum O, Faye A. Universal health insurance in Africa: A narrative review
of the literature on institutional models. BMJ Glob Heal 2022;7(4):1-11.
DOI10.1136/bmjgh-2021-008219

Savedoff WD. Is there a case for social insurance? Health Policy Plan 2004;19(3):183—
4. DOI10.1093/HEAPOL/CZH022

Hanson K, Brikci N, Erlangga D, Alebachew A, De Allegri M, Balabanova D, et al.
The Lancet Global Health Commission on financing primary health care: putting
people at the centre. Lancet Glob Heal 2022;10(5):e715-72. DOI10.1016/S2214-
109X(22)00005-5. Elsevier Ltd

Banerjee A, Finkelstein A, Hanna R, Olken BA, Ornaghi A, Sumarto S. The
Challenges of Universal Health Insurance in Developing Countries: Evidence from a
Large-Scale Randomized Experiment in Indonesia. NBER Work Pap 2019;37.

Ahangar A, Ahmadi AM, Mozayani AH, Dizaji SF. The role of risk-sharing
mechanisms in finance health care and towards universal health coverage in low-and
middle-income countries of world health organization regions. J Prev Med Public Heal
2018;51(1):59-61. DOI110.3961/jpmph.17.199

Barasa EW, Mwaura N, Rogo K, Andrawes L. Extending voluntary health insurance to
the informal sector: Experiences and expectations of the informal sector in Kenya.
Wellcome Open Res 2017;2(0):1-13. DOI110.12688/wellcomeopenres.12656.1

Maarse H, Paulus A. Has solidarity survived? A comparative analysis of the effect of
social health insurance reform in four European countries. J. Health Polit. Policy
Law2003;28(4):585-614. DOI10.1215/03616878-28-4-585

Bolivar-Vargas M, Alfonso-Sierra E, Bonilla J, Herrera M, Rodriguez H, Villar-Uribe
M, et al. How can community participation strengthen a health insurance system? The
case of health insurer’s user associations in Colombia. BMJ Glob Heal 2022;7(Suppl
6):e009571. DOI10.1136/bmjgh-2022-009571

Goudge J, Akazili J, Ataguba J, Kuwawenaruwa A, Borghi J, Harris B, et al. Social



16.

17.
18.

19.

20.

21.

22.

23.

24,

25.

26.

217.

28.

29.

30.
31.

32.

33.

115

solidarity and willingness to tolerate risk- and income-related cross-subsidies within
health insurance: Experiences from Ghana, Tanzania and South Africa. Health Policy
Plan 2012;27(SUPPL.1). DOI10.1093/heapol/czs008

Douwes R, Stuttaford M, London L. Social Solidarity , Human Rights , and Collective

Action : Considerations in the Implementation of the National Health Insurance in
South Africa. Heal Hum Rights J 2018;20(2):185-196 PMID: 30568412. DOIPMID:
30568412

MOH Kenya. Kenya Universal Health Coverage Policy (Draft). 2020;

Government of Kenya (GoK). Kenya Vision 2030. 2006. DOI110.1111/j.1467-
6346.2006.00556.x

Republic of Kenya: Ministry of Health. Kenya Health Policy 2014-2030: Towards
Attaining the Highest Standard of Health. 2014.

Ministry of Health G of K. Kenya Health Financing Strategy Ministry of Health
Overview of the Kenya Health Financing Strategy. 2020.

Government of Kenya (GoK). Road to Universal Health Coverage. Kenya Yearbook
Editorial Board Chief; 2020. . Kenya Yearbook Editorial Board Chief

Barasa E. The NHIF We Want. 2019.
Government of Kenya (GoK). The-NHIF-Amendment-Act-2022. Kenya: 2022.
GOK. National Hospital Insurance Fund Act. Kenya: 2012.

Shepherd A. UNDERSTANDING POVERTY IN KENYA A multidimensional
analysis [Internet]. 2018. Available from: www.chronicpovertynetwork.org.
www.chronicpovertynetwork.org

KNBS and ICF. Kenya Demographic and Health Survey 2022. Key Indicators Report.
Nairobi, Kenya, and Rockville, Maryland, USA: 2023.

Barasa E, Rogo K, Mwaura N, Chuma J. Kenya national hospital insurance fund
reforms: Implications and lessons for universal health coverage. Heal Syst Reform
2018;4(4):346-61. . Taylor & Francis

Mbau R, Kabia E, Honda A, Hanson K, Barasa E. Strategic Purchasing in Healthcare
in Kenya: Examining Purchasing Reforms by the National Hospital Insurance Fund.
Int J Equity Health 2020;19:19. . International Journal for Equity in Health

Barasa E, Rogo K, Mwaura N, Chuma J, Barasa E, Rogo K, et al. Kenya National
Hospital Insurance Fund Reforms : Implications and Lessons for Universal Health
Coverage Kenya National Hospital Insurance Fund Reforms : Implications and
Lessons for Universal Health Coverage. Heal Syst Reform 2018;4(4):346-61. . Taylor
& Francis

World Bank Group. Kazi Ni Kazi - Informal is not normal. Nairobi (Kenya). 2016.

Dutta A, Maina T, Ginivan M, Koseki S. Kenya Health Financing System
Assessment,2018: Time to Pick the best Path. 2018.

Acharya A, Vellakkal S, Masset E, Satija A, Burke M, Ebrahim S. Systematic review
Impact of national health insurance for the poor and the informal sector in low- and
middle-income countries. 2012.

Rodin J, De Ferranti D. Universal health coverage: The third global health transition?



Lancet 2012;380(9845):861-2. DOI110.1016/S0140-6736(12)61340-3. Elsevier Ltd

34. Barasa EW, Maina T, Ravishankar N. Assessing the impoverishing effects , and
factors associated with the incidence of catastrophic health care payments in Kenya.
2017;1-14. DOI10.1186/s12939-017-0526-x. International Journal for Equity in
Health

35. Barasa EW, Mwaura N, Rogo K, Andrawes L. Extending voluntary health insurance to
the informal sector: Experiences and expectations of the informal sector in Kenya.
Wellcome Open Res 2017;2:1-13. DOI110.12688/wellcomeopenres.12656.1

36. Kabia E, Mbau R, Oyando R, Oduor C, Bigogo G, Khagayi S, et al. “We are called the
et cetera”: Experiences of the poor with health financing reforms that target them in
Kenya. Int J Equity Health 2019;18(1):1-14. DOI110.1186/s12939-019-1006-2.
International Journal for Equity in Health

37. Mbau R, Kabia E, Honda A, Hanson K, Barasa E. Examining purchasing reforms
towards universal health coverage by the National Hospital Insurance Fund in Kenya.
Int J Equity Health 2020;19(1):1-18. DOI10.1186/s12939-019-1116-x. International
Journal for Equity in Health

38.  Alvarez FN, EI-Sayed AM. National income inequality and ineffective health
insurance in 35 low- A nd middle-income countries. Health Policy Plan
2017;32(4):487-92. DOI110.1093/heapol/czw156

39.  Kutzin J. Health financing for universal coverage and health system performance:
concepts and implications for policy. Bull World Health Organ 2013;91(8):602-11.
DOI110.2471/blt.12.113985

40. Odoch WD, Senkubuge F, Hongoro C. How has sustainable development goals
declaration influenced health financing reforms for universal health coverage at the
country level? A scoping review of literature. Global Health 2021;17(1):1-13.
DOI10.1186/s12992-021-00703-6. Globalization and Health

41. Evans DB, Hsu J, Boerma T. Universal health coverage and universal access. Bull
World Health Organ 2013;91(8):10-1. DOI110.2471/BLT.13.125450

42.  WHO. Tracking Universal Health Coverage: 2017 Global Monitoring Report. 2017.
DOI110.1596/978-92-4-151355-5

43. Jaca A, Malinga T, lwu-Jaja CJ, Nnaji CA, Okeibunor JC, Kamuya D, et al.
Strengthening the Health System as a Strategy to Achieving a Universal Health
Coverage in Underprivileged Communities in Africa: A Scoping Review. Int J
Environ Res Public Health 2022;19(1). DOI110.3390/ijerph19010587

44.  The World Bank. Going Universal: How 24 countries are implementing universal
health coverage reforms from the bottom up. 2015.

45.  World Health Organization. World health statistics 2017: monitoring health for the
SDGs. Geneva: World Health Organization; 2017. . World Health Organization

46.  WHO. Primary health care on the road to universal health coverage: 2019 global
monitoring report. 2021;vi, 58 p.

47.  Hanvoravongchai P. Health financing reform in Thailand: toward universal coverage
under fiscal constraints. World Bank [Internet] 2013;(20):1-36. Available from:
http://documents.worldbank.org/curated/en/2013/01/17208145/thailand-health-
financing-reform-thailand-toward-universal-coverage-under-fiscal-constraints.

116



48.

49,

50.

51.

52.

53.

54,

55.

56.

S7.

58.

59.

117

http://documents.worldbank.org/curated/en/2013/01/17208145/thailand-health-
financing-reform-thailand-toward-universal-coverage-under-fiscal-constraints

Chemouni B. The political path to universal health coverage: Power, ideas and
community-based health insurance in Rwanda. World Dev 2018;106(August
2015):87-98. DOI10.1016/j.worlddev.2018.01.023. The Author

Ranabhat CL, Atkinson J, Park MB, Kim CB, Jakovljevic M. The influence of
universal health coverage on life expectancy at birth (LEAB) and healthy life
expectancy (HALE): A multi-country cross-sectional study. Front Pharmacol
2018;9(SEP):1-10. DOI10.3389/fphar.2018.00960

Haas S, Hatt L, Leegwater A, EI-Khoury M, Wong W. Indicators for Measuring
Universal Health Coverage: A Five-Country Analysis (DRAFT).
Healthsystems20200rg 2012;(September):1-37.

Lozano R, Fullman N, Mumford JE, Knight M, Barthelemy CM, Abbafati C, et al.
Measuring universal health coverage based on an index of effective coverage of health
services in 204 countries and territories, 1990-2019: a systematic analysis for the
Global Burden of Disease Study 2019. Lancet 2020;396(10258):1250-84.
DOI110.1016/S0140-6736(20)30750-9

Roberts MJ, Hsiao WC, Reich MR. Disaggregating the universal coverage cube:
Putting equity in the picture. Heal Syst Reform 2015;1(1):22—7.
DOI110.1080/23288604.2014.995981

Obermann K, Chanturidze T, Glazinski B, Dobberschuetz K, Steinhauer H, Schmidt
JO. The shaded side of the UHC cube: a systematic review of human resources for
health management and administration in social health protection schemes. Health
Econ Rev 2018;8(1). DOI110.1186/s13561-018-0188-4. Health Economics Review

Osei Afriyie D, Krasniq B, Hooley B, Tediosi F, Fink G. Equity in health insurance
schemes enrollment in low and middle-income countries: A systematic review and
meta-analysis. Int J Equity Health 2022;21(1):1-12. DOI110.1186/512939-021-01608-
X. BioMed Central

Pratiwi AB, Setiyaningsih H, Kok MO, Hoekstra T, Mukti AG, Pisani E. Is Indonesia
achieving universal health coverage? Secondary analysis of national data on insurance
coverage, health spending and service availability. BMJ Open 2021;11(10).
DOI10.1136/bmjopen-2021-050565

Adei D, Duah WA, Mensah AA. Predictors of enrollment in a health protection
scheme among informal sector workers in Kumasi Metropolis of Ghana. BMC Res
Notes [Internet] 2019;1-6. Available from: https://doi.org/10.1186/s13104-019-4782-
2D0I110.1186/s13104-019-4782-2. https://doi.org/10.1186/s13104-019-4782-2.
BioMed Central

Nolte E, Kamano JH, Naanyu V, Etyang A, Gasparrini A, Hanson K, et al. Scaling up
the primary health integrated care project for chronic conditions in Kenya: Study
protocol for an implementation research project. BMJ Open 2022;12(3):1-9.
DOI10.1136/bmjopen-2021-056261

Wadge H, Bhatti Y, Carter A, Harris M, Parston G, Darzi A. Brazil’s family health
strategy: Using community health workers to provide primary care. Commonw Fund
2016;40(December).

Otieno PO, Asiki G. Making Universal Health Coverage Effective in Low- and



60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

118

Middle-Income Countries: A Blueprint for Health Sector Reforms. Intech
2016;11(tourism):13.

Ranabhat CL, Jakovljevic M, Dhimal M, Kim CB. Structural Factors Responsible for
Universal Health Coverage in Low- and Middle-Income Countries: Results From 118
Countries. Front Public Heal 2020;7(January):1-8. DO110.3389/fpubh.2019.00414

ILO. World employment and social outlook: Trends 2022. 2022.
DOI110.54394/dspl5113

International Labor Organization. Trends 2022 ILO Flagship Report World
Employment and Social Outlook. 2022.

Ifeagwu SC, Yang JC, Parkes-Ratanshi R, Brayne C. Health financing for universal
health coverage in Sub-Saharan Africa: a systematic review. Glob Heal Res Policy
2021;6(1). DOI10.1186/s41256-021-00190-7. Global Health Research and Policy

International Labor Organization. Extension of Social Security Global evidence on
inequities in rural health protection New data on rural deficits in health coverage for
174 countries/Xenia Scheil-Adlung. Geneva: 2015.

Bain LE, Adeagbo OA. There is an urgent need for a global rural health research
agenda. Pan Afr Med J 2022;43. DOI10.11604/pam]j.2022.43.147.38189

Dolea C. Increasing access to health workers in remote and rural areas through
improved retention. World Heal Organ 2009;(February):2—4.

Strasser R. Rural health around the world: Challenges and solutions. Fam Pract
2003;20(4):457-63. DOI10.1093/fampra/cmg422

Smith JG. Rural nursing health services research: A strategy to improve rural health
outcomes. J Adv Nurs 2022;78(8):e97-8. DOI10.1111/jan.15305

Nair A, Jawale Y, Dubey SR, Dharmadhikari S, Zadey S. Workforce problems at rural
public health-centres in India: a WISN retrospective analysis and national-level
modelling study. Hum Resour Health 2022;19(1):1-14. DOI110.1186/s12960-021-
00687-9. BioMed Central

National Rural Health Association. Health Care Workforce Distribution and Shortage
Issues in Rural America. 2012;1-11.

Russell D, Mathew S, Fitts M, Liddle Z, Murakami-Gold L, Campbell N, et al.
Interventions for health workforce retention in rural and remote areas: a systematic
review. Hum Resour Health 2021;19(1). DOI10.1186/s12960-021-00643-7. BioMed
Central

Hung YW, Hoxha K, Irwin BR, Law MR, Grépin KA. Using routine health
information data for research in low- And middle-income countries: A systematic
review. BMC Health Serv Res 2020;20(1):1-15. DOI110.1186/s12913-020-05660-1.
BMC Health Services Research

Witter S, Sheikh K, Schleiff M. Learning health systems in low-income and middle-
income countries: exploring evidence and expert insights. BMJ Glob Heal 2022;7:1-
11. DOI10.1136/bmjgh-2021-008115

Carolina U of N. Barriers to Use of Health Data in Low- and Middle-Income
Countries : A Review of the Literature. Carolina Population Center University of
North Carolina at Chapel Hill 123 West Franklin Street, Suite 330 Chapel Hill, North
Carolina 27516. 2018;(January 2017):1-29.



75.

76.

77.

78.
79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

119

Kiendrébéogo JA, De Allegri M, Meessen B. Policy learning and Universal Health
Coverage in low- And middle-income countries. Heal Res Policy Syst 2020;18(1):1—
10. DOI10.1186/s12961-020-00591-z. Health Research Policy and Systems

Till B. THE IGNORED PANDEMIC How corruption in healthcare service delivery
threatens Universal Health Coverage. Transpar Int [Internet] 2019;1-14. Available
from: http://ti-health.org/wp-content/uploads/2019/03/IgnoredPandemic-WEB-v2.pdf.
http://ti-health.org/wp-content/uploads/2019/03/IgnoredPandemic-WEB-v2.pdf

Kutzin J, Yip W, Cashin C. Alternative Financing Strategies for Universal Health
Coverage. 2016;267-309. DOI110.1142/9789813140493_0005

Kutzin J, Sparkes SP. 15-165050. 2016;385(9980):165050.

World Health Organization. Health in 2015: from MDGs to SGDs. Experientia
2015;47.

Tundui C, Macha R. Social Capital and Willingness to Pay for Community Based
Health Insurance: Empirical Evidence from Rural Tanzania. J Financ Econ
2014;2(4):50-67. DOI110.12735/jfe.v2i4p50

WHO. World Health Organization (WHO). Financing for Universal Health Coverage:
Dos and Don’ts. 2019;(9). Available from: https://p4h.world/system/files/2019-
09/WHO19-01 health financing complete low res 0922.pdf.
https://p4h.world/system/files/2019-09/WHO19-01 health financing complete low res
0922.pdf

Jowett M, Cylus J. Spending targets for health: no magic number. Health financing
working paper No. 1. Work Pap 2016;

World Health Organization (WHO). Global spending on health: a world transition
[Internet]. 2022. Available from: https://www.who.int/publications/i/item/who-his-hgf-
hfworkingpaper-19.4. https://www.who.int/publications/i/item/who-his-hgf-
hfworkingpaper-19.4

World Bank. Current health expenditure (% of GDP) - Low & middle income | Data
[Internet]. [cited 2023 Jun 3];Available from:
https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS?locations=XO.
https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS?locations=XO

Micah AE, Solorio J, Stutzman H, Zhao Y, Tsakalos G, Dieleman JL. Development
assistance for human resources for health, 1990-2020. Hum Resour Health [Internet]
2022;20(1):1-12. Available from: https://doi.org/10.1186/s12960-022-00744-
xDO0I110.1186/s12960-022-00744-x. https://doi.org/10.1186/s12960-022-00744-X.
BioMed Central

Nomura S, Sakamoto H, Ishizuka A, Shibuya K. Tracking development assistance for
health: A comparative study of the 29 development assistance committee countries,
2011-2019. Int J Environ Res Public Health 2021;18(16).
DOI10.3390/ijerph18168519

Atim C, Koduah A, Kwon S. How and why do countries make Universal Health Care
policies? Interplay of country and global factors. J Glob Health 2021;11:1-12.
DOI10.7189/JOGH.11.16003

Fadlallah R, El-Jardali F, Hemadi N, Morsi RZ, Abou Samra CA, Ahmad A, et al.
Barriers and facilitators to implementation, uptake and sustainability of community-



based health insurance schemes in low- and middle-income countries: A systematic
review. Int J Equity Health 2018;17(1):1-18. DOI110.1186/s12939-018-0721-4.
International Journal for Equity in Health

89. Hussien M, Azage M. Barriers and facilitators of community-based health insurance
policy renewal in low-and middle-income countries: A systematic review. Clin
Outcomes Res 2021;13:359-75. DOI10.2147/CEOR.S306855

90. Actions P. Community-based Health Insurance Brief: Nigeria Priority Actions
Partnership For Service. Available from:
http://www.healthfinancenigeria.org/index.php?option=com.
http://www.healthfinancenigeria.org/index.php?option=com

91. Asante A, Price J, Hayen A, Jan S, Wiseman V. Equity In Health care financing in
low-and middle-income countries: A systematic review of evidence from studies using
benefit and financing incidence analyses. PLoS One 2016;11(4):1-20.
DOI10.1371/journal.pone.0152866

92.  Pettigrew LM, Mathauer I. Voluntary Health Insurance expenditure in low- and
middle-income countries: Exploring trends during 1995-2012 and policy implications
for progress towards universal health coverage. Int J Equity Health 2016;15(1):1-19.
DOI10.1186/s12939-016-0353-5. International Journal for Equity in Health

93.  World Health Organization (WHO). Strengthening Health Systems to improve health
outcomes. 2007.

94. Rubel WR. Leave no one behind. 2004. DOI110.1080/15027570410006228

95.  Global Fund. Building Resilient and Sustainable Systems for Health through Global
Fund Investments Information Note. 2017;(August).

96. Berman P, Azhar A, Osborn EJ. Towards universal health coverage: Governance and
organisational change in ministries of health. BMJ Glob Heal 2019;4(5).
DOI10.1136/bmjgh-2019-001735

97. Kiran T, Davie S, MacLeod P. Citizen Engagement in Primary Care. Ann Fam Med
2018;16(2):175. DOI10.1370/afm.2185

98. Brief T. Importance of health financing and public financial management during the
COVID-19 pandemic A rapid situational assessment for essential health services in
Bangladesh TECHNICAL BRIEF.

99. Baruwa E. Health Financing Functions. 2015;
100. Guimardes L, Navarro S, Lievens T. Trends in Sub-Saharan Africa. 2012;(June).
101. USAID. USAID Vision for Health System Strengthening 2020-2030. 2021;52.

102. Vuong QH, La VP, Nguyen MH, Nguyen THT, Ho MT. Good budget or good care:
The dilemma of social health insurance in Vietnam. SAGE Open Med
2021;9:205031212110425. DOI110.1177/20503121211042512

103. Kiplagat J. Characteristics , outcomes and experiences of persons living with HIV
aged 50 years and above in western Kenya. 2019;

104. Robinson R, Jakubowski E, Figueras J. Organization of purchasing in Europe. Purch to
Improv Heal Syst Perform [Internet] 2005;11-31. Available from: www.openup.co.uk.
www.openup.co.uk

105. Karuga R, Kok M, Luitjens M, Mbindyo P, Broerse JEW, Dieleman M. Participation
120



106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

121

in primary health care through community-level health committees in Sub-Saharan
Africa: a qualitative synthesis. BMC Public Health 2022;22(1):1-17.
DOI10.1186/s12889-022-12730-y. BioMed Central

Montenegro CR, Mercado N. Communities, health-care organizations and the
contingencies and contradictions of engagement: A case study from Chile. Heal
Expect 2020;23(1):229-37. DOI110.1111/hex.12996

Kutzin J. Anything goes on the path to universal health coverage? no. Bull World
Health Organ 2012;90(11):867-8. DOI10.2471/BLT.12.113654. World Health
Organization

Reeves A, Gourtsoyannis Y, Basu S, McCoy D, McKee M, Stuckler D. Financing
universal health coverage - Effects of alternative tax structures on public health
systems: Cross-national modelling in 89 low-income and middle-income countries.
Lancet 2015;386(9990):274-80. DOI110.1016/S0140-6736(15)60574-8. Reeves et al.
Open Access article distributed under the terms of CC BY

Yazbeck AS, Savedoff WD, Hsiao WC, Kutzin J, Soucat A, Tandon A, et al. The Case
Against Labor-Tax-Financed Social Health Insurance For Low- And Low-Middle-
Income Countries. Health Aff (Millwood) 2020;39(5):892-7.
DOI10.1377/hlthaff.2019.00874

Yazbeck AS, Soucat AL, Tandon A, Cashin C, Kutzin J, Watson J, et al. Addiction to
a bad idea, especially in low- and middle-income countries: Contributory health
insurance. Soc Sci Med 2023;Volume 320(ISSN 0277-9536).

Doethinchem O, Carrin G, Evans D. Thinking of introducing social health insurance?
Ten questions Technical Briefs for Policy-Makers No. 4. World Heal Rep Backgr Pap
No 26 2010;(WHO/HSS/HSF/PB/09.04):8.

Cleemput I, Christiaens W, Kohn L, Léonard C, Daue F, Denis A. Acceptability and
Perceived Benefits and Risks of Public and Patient Involvement in Health Care Policy:
A Delphi Survey in Belgian Stakeholders. Value Heal 2015;18(4):477-83.
DOI10.1016/j.jval.2014.12.015. Elsevier

Lagomarsino G, Garabrant A, Adyas A, Muga R, Otoo N. Universal Health Coverage
3 Moving towards universal health coverage : health insurance reforms in nine
developing countries in Africa and Asia. Lancet [Internet] 2012;380(9845):933-43.
Available from: http://dx.doi.org/10.1016/S0140-6736(12)61147-
7D0I110.1016/S0140-6736(12)61147-7. http://dx.doi.org/10.1016/S0140-
6736(12)61147-7. Elsevier Ltd

Dao A, Mulligan J. Toward an Anthropology of Insurance and Health Reform: An
Introduction to the Special Issue. Med Anthropol Q 2016;30(1):5-17.
DOI10.1111/maq.12271

Van Der Wielen N, Falkingham J, Channon AA. Determinants of National Health
Insurance enrolment in Ghana across the life course: Are the results consistent
between surveys? Int J Equity Health 2018;17(1):1-14. DOI10.1186/512939-018-
0760-x. International Journal for Equity in Health

Dao A, Nichter M. The Social Life of Health Insurance in Low- to Middle-income
Countries: An Anthropological Research Agenda. Med Anthropol Q 2016;30(1):122—
43. DOI10.1111/maq.12191

Akafu W, Daba T, Tesfaye E, Teshome F, Akafu T. Determinants of trust in healthcare



118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

130.

122

facilities among community-based health insurance members in the Manna district of
Ethiopia. BMC Public Health 2023;23(1):1-11. DOI10.1186/s12889-023-15124-w

ILO. Frequently Asked Questions on Social Protection and the Informal Economy
Page Social Protection for Workers in the Informal Economy.

Guven M, Jain H, Joubert C. Social Protection for the Informal Economy: Operational
lessons for developing countries in Africa and beyond. Washington, DC World Bank
Gr 2021;

Okungu V, Chuma J, Mulupi S, Mclintyre D. Extending coverage to informal sector
populations in Kenya: Design preferences and implications for financing policy. BMC
Health Serv Res 2018;18(1):1-11. DOI10.1186/s12913-017-2805-z. BMC Health
Services Research

Zallman L, Nardin R, Sayah A, McCormick D. Perceived affordability of health
insurance and medical financial burdens five years in to Massachusetts health reform.
Int J Equity Health 2015;14(1):1-8. DOI110.1186/s12939-015-0235-2. International
Journal for Equity in Health

Dror DM, Shahed Hossain SA, Majumdar A, Koehlmoos TLP, John D, Panda PK.
What factors affect voluntary uptake of community-based health insurance schemes in
low- and middle-income countries? A systematic review and meta-analysis. PLoS One
2016;11(8):1-31. DOI10.1371/journal.pone.0160479

Lukhale Masengeli N, Mwaura-Tenambergen W, Mutai J, Wafula Simiyu B.
Determinants of Uptake of Health Insurance Cover Among Adult Patients Attending
Bungoma County Referral Hospital. Int J Heal Econ Policy [Internet] 2017;2(4):145—
51. Available from: http://www.sciencepublishinggroup.com/j/hep.
http://lwww.sciencepublishinggroup.com/j/hep

Mustafa A, Salim A, Hashim F, Hamed M. Exploring health insurance services in
Sudan from the perspectives of insurers. 2018;D0110.1177/2050312117752298

Saksena P, Hsu J, Evans DB. Financial Risk Protection and Universal Health
Coverage: Evidence and Measurement Challenges. PLoS Med 2014;11(9).
DOI10.1371/journal.pmed.1001701

Wagstaff A, Cotlear D, Eozenou PHV, Buisman LR. Measuring progress towards
universal health coverage: With an application to 24 developing countries. Oxford Rev
Econ Policy 2016;32(1):147-89. DOI10.1093/oxrep/grv019

Wang H, Switlick K, Ortiz C, Zurita B, Connor C. Health Insurance Handbook How to
Make It Work. 2015.

IAP2. Community Engagement Procedure [Internet]. 2017. Available from:
https://www.iap2.org.au/Tenant/C0000004/00000001/files/News/GlenorchyCC_Com
munity Engagement_Procedure.pdf.
https://www.iap2.org.au/Tenant/C0000004/00000001/files/News/GlenorchyCC_Com
munity Engagement_Procedure.pdf

Kantamaturapoj K, Kulthanmanusorn A, Witthayapipopsakul W, Viriyathorn S,
Patcharanarumol W, Kanchanachitra C, et al. Legislating for public accountability in
universal health coverage, Thailand. Bull World Health Organ 2020;98(2):117-25.
DOI10.2471/BLT.19.239335

Ibe O, Honda A, Etiaba E, Ezumah N, Hanson K, Onwujekwe O. Do beneficiaries’



131.

132.
133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144,

145.

123

views matter in healthcare purchasing decisions? Experiences from the Nigerian tax-
funded health system and the formal sector social health insurance program of the
National Health Insurance Scheme. Int J Equity Health 2017;16(1):1-11.
DOI10.1186/s12939-017-0711-y. International Journal for Equity in Health

Majid U. The tensions between healthcare providers and patient and family advisory
committees (PFACSs): A comparative health system analysis between England and
Ontario. Patient Exp J 2021;8(3):88-99. DOI110.35680/2372-0247.1562

Healthwatch. Introduction to Healthwatch. 2019;(July):1-11.

Wilkie P. Patient participation groups in general practice: Building better partnerships.
Br J Gen Pract 2016;66(652):548-9. DOI10.3399/bjgp16X687613

NHS England (NHSE). NHS citizen [Internet]. [cited 2023 Mar 17];Available from:
https://www.nhscitizen.org.uk/. https://www.nhscitizen.org.uk/

Hughes R. The NHS Constitution. Br J Healthc Assist 2009;3(6):294-294.
DOI10.12968/bjha.2009.3.6.42794

Nyandekwe M, Nzayirambaho M, Kakoma JB. Universal health insurance in rwanda:
Major challenges and solutions for financial sustainability case study of rwanda
community-based health insurance part i. Pan Afr Med J 2020;37(55):1-12.
DOI110.11604/pam;.2020.37.55.20376

Chemouni B. The political path to universal health coverage: Power, ideas and
community-based health insurance in Rwanda. World Dev 2018;106:87-98.
DOI10.1016/j.worlddev.2018.01.023. Elsevier Ltd

Fenenga CJ, Nketiah-Amponsah E, Ogink A, Arhinful DK, Poortinga W, Hutter I.
Social capital and active membership in the Ghana National Health Insurance Scheme
- A mixed method study. Int J Equity Health 2015;14(1):1-12. DOI110.1186/s12939-
015-0239-y. International Journal for Equity in Health

Davies B, Savulescu J. Solidarity and Responsibility in Health Care. Public Health
Ethics 2019;12(2):133-44. DOI110.1093/phe/phz008

Gualda E. Altruism, Solidarity and Responsibility from a Committed Sociology:
Contributions to Society. Am Sociol 2022;53(1):29-43. DOI10.1007/s12108-021-
09504-1. The American Sociologist

Mbogo BA, McGill D. “Perspectives on financing population-based health care
towards Universal Health Coverage among employed individuals in Ghanzi district,
Botswana: A qualitative study.” BMC Health Serv Res 2016;16(1):1-14.
DOI10.1186/s12913-016-1657-2. BMC Health Services Research

Carrin G, James C. Reaching universal coverage via social health insurance : key
design features in the transition period DISCUSSION PAPER. Who 2004;

Shmueli A. Social solidarity in healthcare: The Israeli case. Soc Sci Med
2021;291:114474. DOI10.1016/j.socscimed.2021.114474

Wieczorek-Zeul H, Eisenblatter B, Schramm B, Hohmann J, Doetinchem O, Evans T,
et al. Social Health Insurance — Experiences from German development cooperation.
2005;52. Available from: http://www.gtz.de/de/dokumente/en-social-health-
insurance.pdf. http://www.gtz.de/de/dokumente/en-social-health-insurance.pdf

Lahusen C, Grasso MT. Solidarity in Europe: Citizens’ Responses in Times of Crisis.
2005. DOI110.1017/cbo9780511490378



146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

156.

157.

158.

159.

160.

124

Wisborg T. What became of solidarity? J Nor Med Assoc 2019;(4):4-6. DOIDOI:
10.4045/tidsskr.19.0489

Alhassan YN. Effect of informal financial support for health care on health Insurance
uptake : Evidence from a mixed - methods study in Tamale metropolis of northern

Ghana. 2018;(May):1-14. DOI110.1002/hpm.2563

Donfouet HP, Edimo JRE, Mahieu PA, Malin E. Social Capital and Willingness-to-
Pay for Community-Based Health Insurance in Rural Cameroon. Glob J Health Sci
2011;3(1). DOI10.5539/gjhs.v3n1142

World Bank. Informal Enterprises in Kenya [Internet]. Washington, DC: 2016.
Available from: https://openknowledge.worldbank.org/handle/10986/24973.
https://openknowledge.worldbank.org/handle/10986/24973

Kimani DN, Mugo MG, Kioko UM. Catastrophic Health Expenditures And
Impoverishment In Kenya. Eur Sci Journal, ESJ 2016;12(15):434.
DOI10.19044/esj.2016.v12n15p434

Ministry of Health G of K. Kenya Household Health Expenditure and Utilization
Survey. 2014,

Umeh CA. Challenges toward achieving universal health coverage in Ghana, Kenya,
Nigeria, and Tanzania. Int J Health Plann Manage 2018;33(4):794-805.
DOI10.1002/hpm.2610

Salari P, Di Giorgio L, llinca S, Chuma J. The catastrophic and impoverishing effects
of out-of-pocket healthcare payments in Kenya, 2018. BMJ Glob Heal 2019;4(6):1-13.
DOI10.1136/bmjgh-2019-001809

Fadlallah R, El-jardali F, Hemadi N, Morsi RZ, Abou C, Samra A, et al. Barriers and
facilitators to implementation , uptake and sustainability of community- based health
insurance schemes in low- and middle-income countries : a systematic review. Int J
Equity Health 2018;1-18. DOI10.1186/s12939-018-0721-4. International Journal for
Equity in Health

Aji B, Allegri M De, Souares A, Sauerborn R. The Impact of Health Insurance
Programs on Out-of-Pocket Expenditures in Indonesia : An Increase or a Decrease ?
Int J Environ Res Public Health 2013;2995-3013. DOI110.3390/ijerph10072995

Obermann K. The role of national health insurance for achieving UHC in the
Philippines : a mixed methods analysis. Glob Health Action [Internet] 2018;11(1).
Available from:
https://doi.org/10.1080/16549716.2018.1483638D0110.1080/16549716.2018.1483638
. https://doi.org/10.1080/16549716.2018.1483638. Taylor & Francis

Snell K, Tarkkala H, Tupasela A. A solidarity paradox — welfare state data in global
health data economy. Heal (United Kingdom) 2021;10.1177/13634593211069320.
DOI110.1177/13634593211069320. SAGE Publications Ltd

Zang L, Wang H, Wang L, Hsiao W. Social capital and farmer’s willingness-to-join a
newly established community-based health insurance in rural China. Health Policy
(New York) 2006;(76(2)):233-242.

Jost T. Health care access in the United States. Conflicting concepts of justice and
little solidarity. Med Law 2008;PMID 19004385.

Mathauer I, Schmidt JO, Wenyaa M. Extending social health insurance to the informal



sector in Kenya. An assessment of factors affecting demand. Int J Health Plann
Manage 2008;23(1):51-68. DOI110.1002/hpm.914

161. Fusheini A. The politico-economic challenges of ghana’s national health insurance
scheme implementation. Int J Heal Policy Manag 2016;5(9):543-52.
DOI10.15171/ijhpm.2016.47

162. WHO. Strategic purchasing for universal health coverage: key policy issues and
questions. 2017.

163. Barasa E, Rogo K, Mwaura N, Chuma J. Kenya national hospital insurance fund
reforms: Implications and lessons for universal health coverage. Heal Syst Reform
2018;4(4):346-61. DOI10.1080/23288604.2018.1513267. Taylor and Francis Inc.

164. Okungu V, Chuma J, Mulupi S, Mcintyre D. Extending coverage to informal sector
populations in Kenya : design preferences and implications for financing policy.
2018;1-11. DOI10.1186/s12913-017-2805-z. BMC Health Services Research

165. Munge K, Mulupi S, Barasa EW, Chuma J. A critical analysis of purchasing
arrangements in Kenya: The case of the national hospital insurance fund. Int J Heal
Policy Manag 2018;7(3):244-54. DOI10.15171/ijhpm.2017.81

166. Mwangi EM, Tenambergen WM, Mapesa JO, Mutai IK. Citizen engagement in social
health insurance purchasing, in selected counties in Kenya. Int J Community Med
Public Heal 2019;6(10):4145. DOI10.18203/2394-6040.ijcmph20194171

167. Asgary A, Willis K, Taghvaei AA, Rafeian M, Asgary A, Willis K, et al. Estimating
rural house- holds * willingness to pay for health insurance. Springer 2016;5(3):209—
15. DOI10.1007/s10198-004-0233-6

168. Abuya T, Maina T, Chuma J. Historical account of the national health insurance
formulation in Kenya: Experiences from the past decade. BMC Health Serv Res
2015;15(1):1-11. DOI10.1186/512913-015-0692-8

169. Deloitte. Strategic Review of the National Hospital Insurance Fund - Kenya. 2012;213.
Available from: https://www.wbginvestmentclimate.org/advisory-
services/health/upload/Strategic-review-of-the-NHIF-final.pdf.
https://www.wbginvestmentclimate.org/advisory-services/health/upload/Strategic-
review-of-the-NHIF-final.pdf

170. Carrin G, James C, Adelhardt M, Doetinchem O, Eriki P, Hassan M, et al. Health
financing reform in Kenya. Popul (English Ed 2007;97(2).

171. Kinzler D. The Politics of Health Care Reforms in Kenya and their Failure.
Sozialpolitik Ch 2016;2016(1):1-20. DOI10.18753/2297-8224-64

172. Carrin G, James C, Adelhardt M, Doetinchem O, Eriki P, Hassan M, et al. Health
financing reform in Kenya - Assessing the social health insurance proposal. South
African Med J 2007;97(2):130-5. DOI10.7196/SAMJ.460

173. Koon AD, Hawkins B, Mayhew SH. Framing universal health coverage in Kenya: An
interpretive analysis of the 2004 Bill on National Social Health Insurance. Health
Policy Plan 2020;35(10):1376-84. DOI10.1093/heapol/czaal33

174. Kimani DN, Muthaka DI, Manda DK. Healthcare financing through health insurance
in Kenya : the shift to a National Social Health Insurance Fund. 2004;(ISBN 9966 949
68 2):65.

175. Koon AD. Framing Universal Health Coverage in Kenya : An Interpretive Analysis of
125



176.

177.

178.

179.

180.

181.

182.

183.

184.

185.

186.
187.

188.

189.

190.

191.

192.

126

Health Financing Politics. 2017;25-44. DOI110.17037/PUBS.04398421

Kenya Ministry of Health. Kenya National Health Accounts FY 2016/17 - 2018/19.
2020;

WHO. Resolution WHA58.33 Sustainable Health Financing, Universal Coverage and
Social health Insurance. 2005;(4):139-40.

Evans DB, Etienne C. Health systems financing and the path to universal coverage.
2010. DOI10.2471/BLT.10.078741

Republic of Kenya Ministry of Health. National and County Health Budget Analysis,
FY 2020/21. 2022;(April).

Republic of Kenya. National and County Health Budget Analysis FY2015/2016.
2016;1-31.

Barasa E, Nguhiu P, Mclintyre D. Measuring progress towards Sustainable
Development Goal 3.8 on universal health coverage in Kenya. BMJ Glob Heal
2018;3(3):1-13. DOI10.1136/bmjgh-2018-000904

Chuma J, Musimbi J, Okungu V, Goodman C, Molyneux C. Reducing user fees for
primary health care in Kenya: Policy on paper or policy in practice? Int J Equity
Health 2009;8:1-10. DOI110.1186/1475-9276-8-15

Lang’at E, Mwanri L, Temmerman M. Effects of implementing free maternity service
policy in Kenya: An interrupted time series analysis. BMC Health Serv Res
2019;19(1):1-10. DOI10.1186/s12913-019-4462-x. BMC Health Services Research

Chuma J, Gilson L, Molyneux C. Treatment-seeking behaviour, cost burdens and
coping strategies among rural and urban households in Coastal Kenya: An equity
analysis. Trop Med Int Heal 2007;12(5):673-86. DOI110.1111/].1365-
3156.2007.01825.x

Gok. kenyan Constitution [Internet]. 2010. Available from:
https://www.constituteproject.org/constitution/Kenya_2010.pdf?lang=en.
https://www.constituteproject.org/constitution/Kenya_2010.pdf?lang=en

USAID. Devolution Fact Sheet 2019. 2019.

Okech TC, Lelegwe SL. Analysis of Universal Health Coverage and Equity on Health
Care in Kenya. Glob J Health Sci 2015;8(7):218-27. DOI110.5539/gjhs.v8n7p218

Masaba BB, Moturi JK, Taiswa J, Mmusi-Phetoe RM. Devolution of healthcare
system in Kenya: progress and challenges. Public Health 2020;189:135-40.
DOI10.1016/j.puhe.2020.10.001

McCollum R, Limato R, Otiso L, Theobald S, Taegtmeyer M. Health system
governance following devolution: Comparing experiences of decentralisation in Kenya
and Indonesia. BMJ Glob Heal 2018;3(5):1-11. DOI10.1136/bmjgh-2018-000939

Mbau R, Barasa E, Munge K, Mulupi S, Nguhiu PK, Chuma J. A critical analysis of
health care purchasing arrangements in Kenya: A case study of the county departments
of health. Int J Health Plann Manage 2018;33(4):1159-77. DOI110.1002/hpm.2604

Shano Guyo, lleana Vilcu. A review of Afya Care — the Universal Health Coverage
pilot program — in Isiolo county. Kenya Brief 5. Washington, DC: ThinkWell.
2020;Available from: https://thinkwell.global/. https://thinkwell.global/

Njuguna J. The effect of a pilot universal health coverage program on hospital



193.

194.

195.

196.
197.

198.

199.

200.

201.

202.

203.

204.

205.

206.

207.

127

workload: A comparative study of two counties in Kenya. Dialogues Heal
2023;2(January):100100. DOI110.1016/j.dialog.2023.100100. The Author

Chi YL, Regan L. The Journey to Universal Health Coverage: How Kenya Managed
the Inclusion of Disease Programmes in its Health Benefits Package. 2021.

Owino L, Wangong’u A, Were N, Maleche A. The missing link in Kenya’s universal
health coverage experiment: a preventive and promotive approach to SRHR. Sex
Reprod Heal Matters 2020;28(2):1-17. DOI110.1080/26410397.2020.1851347

MOH Kenya. CS health signs UHC scale up agreement with governors [Internet].
2020;Available from: https://www.health.go.ke/cs-health-signs-uhc-scale-up-
agreement-with-governors/. https://www.health.go.ke/cs-health-signs-uhc-scale-up-
agreement-with-governors/

ILO. Marwa: Expanding social health insurance in Kisumu County, Kenya.

Murira F, Vilcu I. A Review of Makueni Care. Kenya Knowledge and Learning Brief
1. Nairobi, Kenya: ThinkWell. 2019;1-5.

Chepkwony J. The Establishment of National Hospital Insurance Fund and Its
Performance, 1966-1972. World J Res Rev 2020;10(6):10-7.
DOI110.31871/wijrr.10.6.6

Kariuki S, Kibe L. Analysis of The Influence of Management of Resources on
Performance of National Hospital Insurance Fund, Kenya. Int J Small Bus Entrep Res
2019;8(5):55.

Barasa E, Rogo K, Mwaura N, Chuma J. Kenya national hospital insurance fund
reforms: Implications and lessons for universal health coverage. Heal Syst Reform
[Internet] 2018;4(4):346-61. Available from:
https://doi.org/10.1080/23288604.2018.1513267.
https://doi.org/10.1080/23288604.2018.1513267. Taylor & Francis

Ministry of Health. NHIF expert penal taskforce [Internet]. GOKAvailable from:
https://www.health.go.ke/nhif-expert-penal-taskforce-propose-establishment-of-a-
social-insurance-scheme/. https://www.health.go.ke/nhif-expert-penal-taskforce-
propose-establishment-of-a-social-insurance-scheme/

Chuma J, Okungu V. Viewing the Kenyan health system through an equity lens :
implications for universal coverage. 2011;1-14.

NHIF. NHIF SUPA Cover Products. 2020;Available from:
http://www.nhif.or.ke/healthinsurance/supacoverServices.
http://www.nhif.or.ke/healthinsurance/supacoverServices

Suchman L. Accrediting private providers with National Health Insurance to better
serve low-income populations in Kenya and Ghana: a qualitative study. Int J Equity
Health 2018;17(1):1-18. DOI10.1186/512939-018-0893-y. International Journal for
Equity in Health

Appleford G, Theuri I, Edward O. Brokering accreditation in Kenya > s AMUA Social
Franchise Network, African Health Markets for Equity, Marie Stopes International.
2018;

Ministry of Health G of K. Kenya Household Health Expenditure and Utilization
Survey, 2018. 2018.

Oyando R, Were V, Willis R, Koros H, Kamano J, Naanyu V, et al. Examining the



208.

209.

210.

211.

212.

213.

214,

215.
216.

217.

218.

219.

220.
221.

222.

128

Responsiveness of the National Health Insurance Fund ( NHIF ) to People Living with
Hypertension and Diabetes in Kenya : A qualitative study. 2022;1-22.

Kazungu JS, Barasa EW. Examining levels, distribution and correlates of health
insurance coverage in Kenya. Trop Med Int Heal 2017;22(9):1175-85.
DOI10.1111/tmi.12912

Lukorito L, Muga R. Households Characteristics Influencing Enrollment into Health
Financing Schemes in Siaya County , Kenya. 4531:342-52.

Okungu V, Chuma J, Mcintyre D. The cost of free health care for all Kenyans:
assessing the financial sustainability of contributory and non-contributory financing
mechanisms. Int J Equity Health 2017;16(1):1-11. DOI10.1186/s12939-017-0535-9.
BMC Health Services Research

Barasa EW, Maina T, Ravishankar N. Assessing the impoverishing effects, and factors
associated with the incidence of catastrophic health care payments in Kenya. Int J
Equity Health 2017;16(1):1-14. DOI10.1186/s12939-017-0526-x. International
Journal for Equity in Health

Chuma J, Maina T. Catastrophic health care spending and impoverishment in Kenya.
BMC Health Serv Res 2012;12:413. DOI110.1186/1472-6963-12-413

NHIF. Contact us [Internet]. [cited 2023 Mar 18];Available from:
https://www.facebook.com/nhifkenya/photos/a.526891917428815/1557521404365856
/?type=3D0110.1145/1456223.1456330.
https://www.facebook.com/nhifkenya/photos/a.526891917428815/1557521404365856
[?type=3

NHIF. NHIF Registation [Internet]. [cited 2023 Mar 18];Available from:

http://registeronline.nhif.or.ke/member/?home=1.
http://registeronline.nhif.or.ke/member/?home=1

KIPRA. Promoting Public Participation for Improved Health Outcomes Social. 2018.

Facility H, Committees M, Sector H, Fund S, Hssf T, Officer DM. Health facility
management committees. Resyst 2012;

Kenya Ministry of Health. Guidelines for District Health Management Boards ,
Hospital Management Boards and Health Centre Management Committees.
2002;(December).

Sitienei J, Manderson L, Nangami M. Community participation in the collaborative
governance of primary health care facilities, Uasin Gishu County, Kenya. PLoS One
2021;16(3 March 2021):1-19. DOI10.1371/journal.pone.0248914

Atela M, Bakibinga P, Ettarh R, Kyobutungi C, Cohn S. Strengthening health system
governance using health facility service charters: A mixed methods assessment of
community experiences and perceptions in a district in Kenya. BMC Health Serv Res
2015;15(1):1-12. DOI10.1186/s12913-015-1204-6. BMC Health Services Research

Edstrom J. Engaging Citizens in Health Service Delivery. 2015.

Otieno PO, Wambiya EOA, Mohamed SF, Donfouet HPP, Mutua MK. Prevalence and
factors associated with health insurance coverage in resource-poor urban settings in
nairobi, Kenya: A cross-sectional study. BMJ Open 2019;9(12):1-7.
DOI10.1136/bmjopen-2019-031543

Ssewanyana S, Kasirye |. Estimating Catastrophic Health Expenditures from



223.

224,

225.
226.
227.

228.

229.

230.

231.

232.
233.

234.

235.

236.

129

Household Surveys: Evidence from Living Standard Measurement Surveys (LSMS)-
Integrated Surveys on Agriculture (ISA) from Sub-Saharan Africa. Appl Health Econ
Health Policy [Internet] 2020;18(6):781-8. Available from:
https://doi.org/10.1007/s40258-020-00609-1D0I110.1007/s40258-020-00609-1.
https://doi.org/10.1007/s40258-020-00609-1. Springer International Publishing

Kazungu JS, Barasa EW. Examining levels , distribution and correlates of health
insurance coverage in Kenya. Trop Med Int Heal Publ 2017;22(9):1175-85.
DOI10.1111/tmi.12912

Were LPO, Hogan JW, Gal O. Predictors of Health Insurance Enrollment among HIV
Positive Pregnant Women in Kenya : Potential for Adverse Selection and Implications
for HIV Treatment and Prevention. Int J Environ Res Public Health 2020;

UN. Designing Household Survey Samples : Practical Guidelines. 2005;(98).
Rugg G, Petre M. Research Methods.

Atim C. Social movements and health insurance : a critical evaluation of voluntary ,
non-profit insurance schemes with case studies from Ghana and Cameroon. Soc Sci
Med 1999;48.

Herberholz C. Determinants of VVoluntary National Health Insurance Drop-Out in
Eastern Sudan. Appl Health Econ Health Policy 2016;D0110.1007/s40258-016-0281-
y. Springer International Publishing

Amaral G, Bushee J, Cordani UG, KAWASHITA K, Reynolds JH, ALMEIDA
FFMDE, et al. Research Methodology. 2004. DOI110.1017/CB09781107415324.004

Dartanto T, Halimatussadiah A, Rezki JF, Nurhasana R, Siregar CH, Bintara H, et al.
Why Do Informal Sector Workers Not Pay the Premium Regularly? Evidence from the
National Health Insurance System in Indonesia. Appl Health Econ Health Policy
2020;18(1):81-96. DOI10.1007/s40258-019-00518-y. Springer International
Publishing

Howell CR, Su W, Nassel AF, Agne AA, Cherrington AL. Area based stratified
random sampling using geospatial technology in a community-based survey. BMC
Public Health 2020;20(1):1-9. DOI10.1186/s12889-020-09793-0. BMC Public Health

Earl B. The practice of social research. 2010.

Etiaba E, Onwujekwe O, Honda A, Ibe O, Uzochukwu B, Hanson K. Strategic
purchasing for universal health coverage: Examining the purchaser—provider
relationship within a social health insurance scheme in Nigeria. BMJ Glob Heal
2018;3(5):1-9. DOI10.1136/bmjgh-2018-000917

Nyumba TO, Wilson K, Derrick CJ, Mukherjee N. The use of focus group discussion
methodology : Insights from two decades of application in conservation.
2018;2018(March 2017):20-32. DOI10.1111/2041-210X.12860

Lavado RF, Brooks BP, Hanlon M. Estimating health expenditure shares from
household surveys. Bull World Health Organ 2013;91(7):519-524C.
DOI10.2471/blt.12.115535

Xu, K., Evans, D. B., Kawabata, K., Zeramdini, R., Klavus, J., & Murray CJ.
Household catastrophic health expenditure: a multicountry analysis. Lancet (London,
England) 2003;362(9378):111-117. DOlhttps://doi.org/10.1016/S0140-
6736(03)13861-5



237.

238.

239.

240.

241.
242.

243.

244,

245.

246.

247.

248.

249.

250.

251.

252.

253.

254,

255.

130

FAO, The World Bank. Food data collection in household consumption and
expenditure surveys. Guidelines for low-and middle-income countries. 2018.

County Government of Busia. County Integrated Development Plan 2018 - 2022.
2022.

KNBS. Kenya population and housing census volume 1: Population by County and
sub-County. 2019.

Khoema. Busia county profile [Internet]. [cited 2023 Feb 21];Available from:
https://knoema.com/atlas/Kenya/Busia. https://knoema.com/atlas/Kenya/Busia

KNBS. Exploring Kenya’s Inequality: Busia county. 2013;I1.

County Government of Busia. Health Sector Strategic and Investment Plan 2018 —
2023. 2018.

Adolescence C for the study of. Busia County Adolescent Sexual and Reproductive
Health Asrh Factsheet - Narok County. 2021;(8):18-9.

KNBS. Kenya population and housing census volume 1: Population by County and
sub-County. 2019.

Mercer T, Gardner A, Andama B, Chesoli C, Christoffersen-deb A, Dick J, et al.
Leveraging the power of partnerships : spreading the vision for a population health
care delivery model in western Kenya. 2018;1-11. . Globalization and Health

National Bureau of Statistics-Kenya and ICF International. Kenya 2014 Demographic
and Health Survey Key Findings. 2015. DOI110.5261/2013.GEN1.04

Lozano R, Fullman N, Mumford JE, Knight M, Barthelemy CM, Abbafati C, et al.
Measuring universal health coverage based on an index of effective coverage of health
services in 204 countries and territories, 1990-2019: a systematic analysis for the
Global Burden of Disease Study 2019. Lancet 2020;396(10258):1250-84.
DOI110.1016/S0140-6736(20)30750-9

World Health Organization. World Health Survey: Guide to Administration and
Question by Question. 2002;

Chuma J, Mulupi S, Mcintyre D. Providing financial protection and funding health
service benefits for the informal sector: Evidence from sub-Saharan Africa. 2013.

Mathauer I, Torres LV, Kutzin J, Jakab M, Hanson K. Pooling financial resources for
universal health coverage: Options for reform. Bull World Health Organ
2020;98(2):132-9. DOI110.2471/BLT.19.234153

Jordanwood T, Walimbwa A, Pattnaik A, Nakyanzi A, Tumukurate E, Vilcu 1.
National Health Insurance in sub-Saharan Africa: Insights for Uganda.
2021;(September).

Mwangi GG. NHIF:Strides Towards Universal Health Coverage For All Kenyans.
2017.

GOK. Eye on the “Big Four”: Budget Watch for 2018/19 and the Medium Term.
2018;(11).

Creswell J. Research design: Qualitative, quantitative, and mixed methods approaches.
SAGE Publications, Inc; 2014. . SAGE Publications, Inc

Russell S. Ability to Pay for Health Care : Concepts and Evidence Review article



256.
257.

258.

259.

260.

261.

262.

263.

264.

265.

266.

267.

131

Ability to pay for health care : concepts and evidence. Oxford Univ Press 1996;(July).
DOI10.1093/heapol/11.3.219

World Bank Group. Kenya Poverty and Equity Brief. 2020.

Gale, K N, Heath G, Cameron E, Rashid S, Redwood S. Using the framework method
for the analysis of qualitative data in multi-disciplinary health research. BMC, Med
Res Methodol 2013;7(5):260-1.

Salari P, Giorgio L Di, llinca S, Chuma J. The catastrophic and impoverishing effects
of out-of-pocket healthcare payments in Kenya, 2018 The catastrophic and
impoverishing effects of out-of-pocket healthcare payments in Kenya. BMJ Glob Heal
[Internet] 2019;4:1809. Available from: http://gh.bmj.com/DOI110.1136/bmjgh-2019-
001809. http://gh.bmj.com/

County Government of Busia. County Integrated Development Plan [Internet]. 2018.
Available from: https://www.devolutionhub.or.ke/resource/county-government-of-
busia-health-sector-strategic-and-investment-plan-2018-2023.
https://www.devolutionhub.or.ke/resource/county-government-of-busia-health-sector-
strategic-and-investment-plan-2018-2023

Duku SKO, Asenso-Boadi F, Nketiah-Amponsah E, Arhinful DK. Utilization of
healthcare services and renewal of health insurance membership: evidence of adverse
selection in Ghana. Health Econ Rev 2016;6(1). DOI10.1186/s13561-016-0122-6.
Health Economics Review

Maritim B, Koon AD, Kimaina A, Goudge J. Acceptability of prepayment, social
solidarity and cross-subsidies in national health insurance: A mixed methods study in
Western Kenya. Front Public Heal 2022;10. DOI10.3389/fpubh.2022.957528

Fischer T, Frolich M, Landmann A. Adverse Selection in Low-Income Health
Insurance Markets: Evidence from a RCT in Pakistan. SSRN Electron J 2021;(11751).
DOI110.2139/ssrn.3238576

Kwarteng A, Akazili J, Welaga P, Dalinjong PA, Asante KP, Sarpong D, et al. The
state of enrollment on the National Health Insurance Scheme in rural Ghana after eight
years of implementation. Int J Equity Health [Internet] 2020;0:1-14. Available from:
https://doi.org/10.1186/s12939-019-1113-0. https://doi.org/10.1186/s12939-019-1113-
0. International Journal for Equity in Health

Government of Kenya (GoK). Health Sector Sector Working Group Report Medium
Term Expenditure Framework (MTEF). 2021.

Rahman MM, Gilmour S, Saito E, Sultana P, Shibuya K. Self-reported illness and
household strategies for coping with health-care payments in Bangladesh. Bull World
Health Organ 2013;91(6):449-58. DOI10.2471/BLT.12.115428

David NK, Macharia S, Mwai D, Mulinge D, Olwanda E. Role of Social Health
Insurance in Achieving Universal Health Coverage. Public Heal Res 2022;12(2):25—
30. DOI10.5923/j.phr.20221202.01

Ogbuabor DC, Onwujekwe OE. The community is just a small circle: citizen
participation in the free maternal and child healthcare programme of Enugu State,
Nigeria. Glob Health Action [Internet] 2018;11(1). Available from:
https://doi.org/10.1080/16549716.2017.1421002D0110.1080/16549716.2017.1421002
. https://doi.org/10.1080/16549716.2017.1421002. Taylor & Francis



268.

269.

270.

271.

272.

273.

274,

275.

276.

2717.

278.

279.

280.

281.

132

Onoka CA, Onwujekwe OE, Uzochukwu BS, Ezumah NN. Promoting universal
financial protection: Constraints and enabling factors in scaling-up coverage with
social health insurance in Nigeria. Heal Res Policy Syst 2013;11(1):1-10.
DOI110.1186/1478-4505-11-20

Macaulay B, Reinap M, Wilson MG, Kuchenmdiller T. Integrating citizen engagement
into evidence-informed health policy-making in eastern Europe and central Asia:
scoping study and future research priorities. Heal Res Policy Syst [Internet]
2022;20(1):1-12. Available from: https://doi.org/10.1186/s12961-021-00808-
9D0I110.1186/512961-021-00808-9. https://doi.org/10.1186/512961-021-00808-9.
BioMed Central

Abdullatif AA, Drame B, Hongvivatana T, Jaksic Z, Joseph A, Martin PA, et al.
Community involvement in health development: Challenging health services. World
Heal Organ - Tech Rep Ser 1991;(809):1-56.

Zakus JDL, Lysack CL. Revisiting community participation. Health Policy
Plan.1998;13(1):1-12. DOI110.1093/heapol/13.1.1

Danhoundo G, Nasiri K, Wiktorowicz ME. Improving social accountability processes
in the health sector in sub-Saharan Africa: A systematic review. BMC Public Health
2018;18(1):1-8. DOI110.1186/512889-018-5407-8. BMC Public Health

Blanchette V, Plourde K, Coté I, Poulin G, Légaré F. Discussing around a virtual fire:
Citizen engagement in a shared Decision-Making conference. Nurs Heal Sci
2022;24(1):78-82. DOI10.1111/nhs.12907

Sanderson J, Lonsdale C, Mannion R. What’s needed to develop strategic purchasing
in healthcare? Policy lessons from a realist review. Int J Heal Policy Manag
2019;8(1):4-17. DOI10.15171/ijhpm.2018.93

Sanderson J, Lonsdale C, Mannion R. Inside the black box: Organisational buying
behaviour and strategic purchasing in healthcare: A response to recent commentary.
Int J Heal Policy Manag 2019;8(11):675-7. DOI10.15171/ijhpm.2019.70

Ogbuabor DC, Onwujekwe OE. Scaling-up strategic purchasing: Analysis of health
system governance imperatives for strategic purchasing in a free maternal and child
healthcare programme in Enugu State, Nigeria. BMC Health Serv Res 2018;18(1):1-
12. DOI10.1186/s12913-018-3078-x. BMC Health Services Research

Chandler D. What is Strategic CSR? RESYST [Internet] 2014;(June):3. Available
from: http://responsiblemanagement.net/what-is-strategic-csr-by-david-chandler/.
http://responsiblemanagement.net/what-is-strategic-csr-by-david-chandler/

Hanson K, Barasa E, Honda A, Panichkriangkrai W, Patcharanarumol W. Strategic
purchasing: The neglected health financing function for pursuing universal health
coverage in low- and middle-income countries. Int J Heal Policy Manag
2019;8(8):501-4. DOI10.15171/ijhpm.2019.34

Wagstaff A, Thi H, Nguyen H, Dao H, Bales S. Encouraging Health Insurance For The
Informal Sector : A Cluster Randomized Experiment in Vietnam. 2016;674(December
2015):663—74. DOI110.1002/hec

RESYST. Strategic Purchasing for Universal Health Coverage: a Critical Assessment.
2016;(April).

Arredondo A, Orozco E, Aviles R. Evidence on equity, governance and fnancing after



282.

283.

284.

285.

286.

287.

288.

289.

290.

291.

292.

293.

294,

295.

133

health care reform in Mexico: Lessons for Latin American countries. Saude e Soc
2015;24:162—75. DOI110.1590/S0104-12902015S501014

Chinitz D. Citizen Empowerment: Opportunities or threats for health management?
Eurohealth (Lond) 2005;11(3):2.

Marshall Al, Kantamaturapoj K, Kiewnin K, Chotchoungchatchai S, Patcharanarumol
W, Tangcharoensathien V. Participatory and responsive governance in universal health
coverage: An analysis of legislative provisions in Thailand. BMJ Glob Heal
2021;6(2):1-10. DOI110.1136/bmjgh-2020-004117

Santana S, Lausen B, Bujnowska-Fedak M, Chronaki CE, Prokosch HU, Wynn R.
Informed citizen and empowered citizen in health: Results from an European survey.
BMC Fam Pract 2011;12. DOI110.1186/1471-2296-12-20

Koon AD, Wright J, Ageze L, Charles J, Holtz J. Aligning priorities in Ethiopian
health finance: How do the essential health services package and health benefit plans
compare? Int J Health Plann Manage 2022;37(1):417-28. DOI10.1002/hpm.3349

Klasa K, Greer SL, van Ginneken E. Strategic Purchasing in Practice: Comparing Ten
European Countries. Health Policy (New York) 2018;122(5):457-72.
DOI10.1016/j.healthpol.2018.01.014. Elsevier Ireland Ltd

Philippine Health Insurance Corporation. Governing Policies on PhilHealth Costing
and Costing Methodology.

Garza B. Increasing the responsiveness of health services in Mexico’s seguro popular:
Three policy proposals for voice and power. Heal Syst Reform 2015;1(3):235-45.
DOI10.1080/23288604.2015.1059538

The World Bank. Financing health in low-income countries. Heal Financ Revisit
2005;209-248 https://doi.org/10.1596/978-0-8213-0900-1. DOIldoi.org/10.1596/978-0-
8213-0900-1

Jost T. Health care access in the United States. Conflicting concepts of justice and
little solidarity. Med Law 2008;(27):605-16.

Health Policy Plus. Is Kenya Allocating Enough Funds for Healthcare? 2021 ;(Figure
1). Available from: http://www.healthpolicyplus.com/ns/pubs/18441-

18879 KenyaNCBABrief.pdf. http://www.healthpolicyplus.com/ns/pubs/18441-
18879 KenyaNCBABrief.pdf

WHO. The Abuja Declaration : Ten Years On. Heal (San Fr 2011;(September
2000):1-4.

Okungu VR, Mclntyre D. Does the Informal Sector in Kenya Have Financial Potential
to Sustainably Prepay for Health Care? Implications for Financing Universal Health
Coverage in Low-Income Settings. Heal Syst Reform [Internet] 2019;5(2):145-57.
Available from:
https://doi.org/10.1080/23288604.2019.1583492D0110.1080/23288604.2019.1583492
. https://doi.org/10.1080/23288604.2019.1583492. Taylor & Francis

Paugam S, Cousin B, Giorgetti C, Naudet J. What do the rich think of the poor? Seuil
[Internet] 2017 [cited 2022 Sep 1];Available from:
https://www.sciencespo.fr/en/news/what-do-the-rich-think-of-the-poor.
https://www.sciencespo.fr/en/news/what-do-the-rich-think-of-the-poor

Munguti Dennis. Perceptions of Households Towards Health Insurance and Their



296.

297.

298.

299.

300.

301.

302.

308.

304.

305.

306.

134

Implication to Enrolment, Kenya. 2020;

Kabia E, Mbau R, Muraya KW, Morgan R, Molyneux S, Barasa E. How do gender
and disability influence the ability of the poor to benefit from pro-poor health
financing policies in Kenya? An intersectional analysis. Int J Equity Health
2018;17(1):1-12. DOI10.1186/s12939-018-0853-6. International Journal for Equity in
Health

Chuma J, Maina T, Ataguba J. Does the distribution of health care benefits in Kenya
meet the principles of universal coverage? BMC Public Health [Internet]
2012;12(1):20. Available from: http://www.biomedcentral.com/1471-
2458/12/20D0110.1186/1471-2458-12-20. http://www.biomedcentral.com/1471-
2458/12/20. BioMed Central Ltd

Buigut S, Ettarh R, Amendah DD, McGuire F, Vijayasingham L, Vassall A, et al.
Extending social health insurance to the informal sector in Kenya. An assessment of
factors affecting demand. Int J Equity Health [Internet] 2019;18(1):1-12. Available
from: http://www.biomedcentral.com/1472-6963/12/66D0110.1002/hpm.914.
http://www.biomedcentral.com/1472-6963/12/66. International Journal for Equity in
Health

Falkingham J, Namazie C. Measuring health and poverty: a review of approaches to
identifying the poor. 2002;44(0). Available from: http://eprints.soton.ac.uk/35016/.
http://eprints.soton.ac.uk/35016/

Nsiah-boateng E, Aikins M. Trends and characteristics of enrolment in the National
Health Insurance Scheme in Ghana : a quantitative analysis of longitudinal data.
2018;6:1-10. . Global Health Research and Policy

Darin-Mattsson A, Fors S, Kareholt 1. Different indicators of socioeconomic status and
their relative importance as determinants of health in old age. Int J Equity Health
2017;16(1):1-11. DOI10.1186/s12939-017-0670-3. International Journal for Equity in
Health

Braveman P, Gottlieb L. The social determinants of health: It’s time to consider the
causes of the causes. Public Health Rep 2014;129(SUPPL. 2):19-31.
DOI110.1177/00333549141291s206

ILO. Informal Economy (Decent work for sustainable development (DW4SD)
Resource Platform) [Internet]. [cited 2023 Jan 28];Available from:
https://www.ilo.org/global/topics/dw4sd/themes/informal-economy/lang--
en/index.htm#:~:text=Work in the informal economy,%2C finance%?2C training and
technology. https://www.ilo.org/global/topics/dw4sd/themes/informal-economy/lang--
en/index.htm#:~:text=Work in the informal economy,%2C finance%?2C training and
technology.

Kutzin J. Health financing for universal coverage and health system performance:
concepts and implications for policy. Bull World Heal Organ
2013;D0110.2471/BLT.12.113985

World Bank DRG. Universal Health Coverage for Inclusive and Sustainable
Development: A Synthesis of 11 Country Case Studies. 2014. DOI110.1596/978-1-
4648-0408-3

Barasa E, Rogo K, Mwaura N, Chuma J, Barasa E, Rogo K, et al. Kenya National
Hospital Insurance Fund Reforms : Implications and Lessons for Universal Health



307.

308.

309.

310.

311.

312.

313.

314.

315.

316.

317.

135

Coverage Kenya National Hospital Insurance Fund Reforms : Implications and
Lessons for Universal Health Coverage. Heal Syst Reform [Internet] 2018;4(4):346—
61. Available from: https://doi.org/10.1080/23288604.2018.1513267.
https://doi.org/10.1080/23288604.2018.1513267. Taylor & Francis

Bryce J, Terreri N, Victora CG, Mason E, Daelmans B, Bhutta ZA, et al. Countdown
to 2015: tracking intervention coverage for child survival. Lancet (London, England)
2006;368(9541):1067—-76. DOI110.1016/S0140-6736(06)69339-2

Coady D, Grosh M, Hoddinott J. Targeting of transfers in developing countries:
Review of lessons and experience. 2004.

Vilcu I, Probst L, Dorjsuren B, Mathauer I. Subsidized health insurance coverage of
people in the informal sector and vulnerable population groups: trends in institutional
design in Asia. Int J Equity Health [Internet] 2016;15(1):1-29. Available from:
http://dx.doi.org/10.1186/s12939-016-0436-3D0110.1186/512939-016-0436-3.
http://dx.doi.org/10.1186/s12939-016-0436-3. International Journal for Equity in
Health

Basurto MP, Dupas P, Robinson J. Decentralization and efficiency of subsidy
targeting: Evidence from chiefs in rural Malawi. J Public Econ 2020;185:104047.
DOI10.1016/j.jpubeco.2019.07.006. The Authors

KNBS. Kenya population and housing census volume 1: Population by County and
sub-County [Internet]. 2019. Available from:
https://www.knbs.or.ke/?wpdmpro=2019-kenya-population-and-housing-census-
volume-i-population-by-county-and-sub-county.
https://www.knbs.or.ke/?wpdmpro=2019-kenya-population-and-housing-census-
volume-i-population-by-county-and-sub-county

Okungu V, Chuma J, Mulupi S, Mclintyre D. Extending coverage to informal sector
populations in Kenya: Design preferences and implications for financing policy. BMC
Health Serv Res 2018;18(1). DOI10.1186/s12913-017-2805-z. BioMed Central Ltd.

Ataguba JEO, Goudge J. The impact of health insurance on health-care utilisation and
out-of-pocket payments in South Africa. Geneva Pap Risk Insur Issues Pract
2012;37(4):633-54. DOI10.1057/gpp.2012.35

Tangcharoensathien V, Tisayaticom K, Suphanchaimat R, Vongmongkol V,
Viriyathorn S, Limwattananon S. Financial risk protection of Thailand’s universal
health coverage: Results from series of national household surveys between 1996 and
2015. Int J Equity Health 2020;19(1):1-12. DOI10.1186/s12939-020-01273-6.
International Journal for Equity in Health

Tangcharoensathien V, Limwattananon S, Patcharanarumol W, Thammatacharee J,
Jongudomsuk P, Sirilak S. Achieving universal health coverage goals in Thailand: The
vital role of strategic purchasing. Health Policy Plan 2015;30(9):1152-61.
DOI10.1093/heapol/czul20

Tangcharoensathien V, Patcharanarumol W, Suwanwela W, Supangul S,
Panichkriangkrai W, Kosiyaporn H, et al. Defining the benefit package of Thailand
universal coverage scheme: From pragmatism to sophistication. Int J Heal Policy
Manag 2020;9(4):133-7. DOI110.15171/ijhpm.2019.96

Hughes D, Leethongdee S. Universal coverage in the land of smiles: Lessons from
Thailand’s 30 Baht health reforms. Health Aff 2007;26(4):999—-1008.



318.

319.

320.

321.

322.

323.

324.

325.
326.

327.

328.

329.

330.

331

136

DOI10.1377/hlthaff.26.4.999

Sieverding M, Onyango C, Suchman L. Private healthcare provider experiences with
social health insurance schemes: Findings from a qualitative study in Ghana and
Kenya. PL0oS One 2018;13(2):1-22. DOI110.1371/journal.pone.0192973

DEVEX. De-facto privatization of health in Kenya limits access, says report | Devex.
DOlhttps://www.devex.com/news/de-facto-privatization-of-health-in-kenya-limits-
access-says-report-102109

Ogunbekun I, Ogunbekun A, Orobaton N. Private health care in Nigeria: Walking the
tightrope. Health Policy Plan 1999;14(2):174-81. DOI10.1093/heapol/14.2.174

Adjei-Mantey K, Horioka CY. Determinants of health insurance enrollment and health
expenditure in Ghana: an empirical analysis. Rev Econ Househ
2022;D0I110.1007/s11150-022-09621-x. Springer US

Republic of Kenya. The Constitution of Kenya, 2010 [Internet]. 2010. Available from:
http://www.kenyalaw.com. http://www.kenyalaw.com

Government of Kenya (GoK). Basic Requirements for Public Participation in Kenya’s
Legal Framework. 2015.

Martinez MG, Kohler JC. Civil society participation in the health system: The case of
Brazil’s Health Councils. Global Health 2016;12(1):1-12. DOI10.1186/s12992-016-
0197-1. Globalization and Health

Government of Kenya (GoK). Civil Society Organisations (CSOs) | AHADI toolkit.

Digital C. CS Nakhumicha: NHIF to be rebranded to National Social Health Insurance
Fund [Internet]. Available from: https://www.citizen.digital/news/cs-nakhumicha-nhif-
to-be-rebranded-to-national-social-health-insurance-fund-n313710.
https://www.citizen.digital/news/cs-nakhumicha-nhif-to-be-rebranded-to-national-
social-health-insurance-fund-n313710

Kutzin J. A descriptive framework for country-level analysis of health care financing
arrangements. Health Policy (New York) 2001;56(3):171-204. DOI110.1016/S0168-
8510(00)00149-4. Elsevier Ireland Ltd

Okungu V, Chuma J, Mcintyre D. The cost of free health care for all Kenyans:
assessing the financial sustainability of contributory and non-contributory financing
mechanisms. Int J Equity Health 2017;16(1):1-13. DOI110.1186/s12939-017-0535-9.
International Journal for Equity in Health

Larsen MM, Dragolov G. Editorial : The COVID- pandemic and social cohesion
across the globe. 2021;

Bor A, Jargensen FJ, Petersen MB. The COVID-19 Pandemic Eroded System Support
But Not Social Solidarity. 2021;1-19. Available from:
https://psyarxiv.com/qjmct/DOI110.1371/journal.pone.0288644.
https://psyarxiv.com/gjmct/

Stok FM, Bal M, Yerkes MA, de Wit JBF. Social inequality and solidarity in times of
covid-19. Int J Environ Res Public Health 2021;18(12). DOI110.3390/ijerph18126339



Appendices

Appendix I: Busia county government approval to conduct research

COUNTY GOVERNMENT OF BUSIA
Office of the County Director of Health
Department of Health and Sanitation,
P.O. Box 1040-50400,
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CG/BSA/H/ADM1/ 56/VOL.11/41 DATE: 13™ August 2021

TO WHOM IT MAY CONCERN

BASELINE SURVEY FOR BUSIA UHC POPULATION HEALTH PROGRAM IN
BUNYALA SUB COUNTY.

This is to confirm that the above survey being conducted by AMPATH Population Health
Program in Bunyala Sub County has been approved by the Department of Health and Sanitation,

Busia County.

The survey has also been approved by Moi University Institutional Research and Ethics
Committee (IREC), approval attached for your records.

Kindly accord the team any necessary co-operation.

COUNTY DIRECTOR
Yours faithfully, ,

Date) vl
Dr. MELSA-LUTOMIA; ;1
COUNTY-DIRECTOR-OF HEALTH
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Appendix IV: Consent forms for quantitative survey and qualitative interviews
Consent for Household in-depth interviews

Study title: BUSIA UHC/POPULATION HEALTH PROGRAM BASELINE SURVEY IN
BUNYALA SUB-COUNTY, BUSIA

Greeting
Introduction:

Hello, my name is and | work with the Academic model
providing access to healthcare (AMPATH). We are conducting a research to better
understand the healthcare and economic activities among people in the region of Bunyala
sub-County, Busia. We would like to understand the reasons people are not enrolling on
health insurance and I would like to get your views on the problem by asking you some
questions. Everything that you say during the interview will be kept confidential. Research is
a process used in seeking new knowledge.

Purpose of the study

We are conducting a survey to better understand the state of health insurance enrolment
among those who are not employed in the formal sector living in Bunyala sub-County, Busia

Invitation to Participate

| invite you to take part in this study to understand health insurance enrolment among the
informal sector. You were selected because you live in Bunyala sub-County where | am
conducting the research. I request you to keenly read this form or listen carefully as I read it
to you. You are free to also ask any question may you have about the study.

What is involved in the study

We will ask you a few questions and take notes during the interview. We will also record our
conversation using a recorder. Everything that you say during the interview will be kept
confidential. That is, any information that could be used to identify you will not be shared
with anyone outside the research team. The information that you share will be kept securely
stored at all times. This interview will take about 1 hour of your time.

Risks of being involved in the study

The risks of participating in this survey are low. If you feel uncomfortable with certain
questions you can choose not to answer them. You can also stop the interview at any time.

Benefits of being in the study:

There is no direct benefit in participating in this study. However, we hope you will participate
in this survey since your views are very important and could help in providing better health
services to your community in the future.

Participation is voluntary

This survey is voluntary and you are free to withdraw at any time if you wish without the
need to give reasons

Payment and costs
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You will not receive payment or reward for taking part in this study and there will be no cost
associated with participation. However, a small inconvenience fee of Ksh. 500 will be paid to
you.

Confidentiality:

Your personal information will be treated in the strictest confidence and will only be
available to the Principal Investigator (P1) and the lean research team. The only exceptions -
and all of these are rare - would normally be:

1. personal information may be disclosed if required by law

2. the Human Research Ethics Committees of University of Witwatersrand and the Moi
Teaching and referral Hospital Ethics Review Committee may exceptionally require
personal data to respond to a formal complaint, or for a compliance audit

If results are published, this may, exceptionally, lead to cohort, or more rarely, individual
identification. All data collected in the course of the study will be securely retained for two
(2) years, if a scientific publication arises from the study and six (6) years, if there is no
publication. Thereafter it will be destroyed accordingly.

Anonymity

The information you give us during this survey will not be identified to you personally and
your identification will remain anonymous.

Contact details of researcher/s: If you have any questions or concerns about this survey you
can contact Beryl Maritim at AMPATH on 0722799685. For any questions relating to your
rights as a research participant please contact the secretary at the Moi Teaching and referral
Hospital/Moi University Institutional Ethics Review Committee on phone number
0787723677.

Outputs

This study will result in research publications disseminating the study findings. Thank you
for reading this Study Information Sheet.

Participant consent

Thank you for agreeing to participate in our study. Could you please sign here to show that
you have accepted to participate in the study? You will be given a copy of the consent for
your records.

Participant’s Printed Name:

Participant’s Signature: Date:

Printed Name of Person Obtaining Consent:

Signature of Person Obtaining Consent: Date:
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CONSENT TO AUDIOTAPING & TRANSCRIPTION

This study just described to you also involves audio taping your interview with the
researcher. Neither your name nor any other identifying information will be associated with
the audiotape or the transcript. Only the research team will be able to listen (view) to the
tapes. The tapes will be transcribed by the researchers and erased once the transcriptions are
checked for accuracy. Transcripts of your interview may be reproduced in whole or in part
for use in presentations or written products that result from this study.

I hereby consent to audio recording of the interview
| understand that:

e The recording will be stored in a secure location (a locked cupboard or password
protected computer) with restricted access to the researcher and the research
supervisor.

e The recording will be transcribed and any information that could identify me will be
removed,

e The recordings will be erased within either (a) two (2) years of the publication of the
research findings, or (b) six (6) years, if no publications arise from this research

e Anyone wishing to access this information in the future will first have to obtain the
approval of the Moi Teaching and referral Hospital/Moi University Institutional
Ethics Review Committee

e Direct quotes from my interview, without any information that could identify me,
may be cited in the research report or other write-ups of research.

By signing this form, you are consenting to:

(1 having your interview taped;

(1 to having the tape transcribed;

(1 use of the written transcript in presentations and written products.

By checking the box in front of each item, you are consenting to participate in that procedure.

Name of Participant:
Date:

Place:

Consent for FGD with community stakeholders and CSO members

Study title: BUSIA UHC/POPULATION HEALTH PROGRAM BASELINE SURVEY IN
BUNYALA SUB-COUNTY, BUSIA

Greeting
Introduction:

Hello, my name is and | work with the Academic model
providing access to healthcare (AMPATH). We are conducting a research to better
understand the healthcare and economic activities among people in the region of Bunyala
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sub-County, Busia. We would like to understand the reasons people are not enrolling on
health insurance and I would like to get your views on the problem by asking you some
questions. Everything that you say during the interview will be kept confidential. Research is
a process used in seeking new knowledge.

Purpose of the study

We are conducting a survey to better understand the state of health insurance enrolment
among those who are not employed in the formal sector living in Bunyala sub-County, Busia

Invitation to Participate: | invite you to take part in this study to understand health
insurance enrolment among the informal sector. You were selected because you live in
Bunyala sub-County where we conducting the research. I request you to keenly read this
form or listen carefully as | read it to you. You are free to also ask any question may you
have about the study.

What is involved in the study.

We will ask the group a few questions and take notes during the discussions. We will also
audio-record/tape the group discussions using a recorder. Everything that you say during the
group discussion will be kept confidential. That is, any information that could be used to
identify you will not be shared with anyone outside the research team. The information that
you share will be kept securely stored at all times. This group discussion will take about 1
hour of your time.

Risks of being involved in the study:

The risks of participating in this survey are low. If you feel uncomfortable with certain
questions you can choose not to answer them. You can also stop the interview at any time.

Benefits of being in the study:

There is no direct benefit in participating in this study. However, we hope you will participate
in this survey since your views are very important and could help in providing better health
services to your community in the future.

Participation is voluntary:

This survey is voluntary and you are free to withdraw at any time if you wish without the
need to give reasons

Payment and costs

You will not receive payment or reward for taking part in this study and there will be no cost
associated with participation. However, a small inconvenience fee of Ksh. 500 will be paid to
you.

Confidentiality:

Your personal information will be treated in the strictest confidence and will only be
available to the Principal Investigator (Pl) and the lean research team. The only exceptions -
and all of these are rare - would normally be:

1. personal information may be disclosed if required by law
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2. the Human Research Ethics Committees of University of Witwatersrand and the Moi
Teaching and referral Hospital Ethics Review Committee may exceptionally require
personal data to respond to a formal complaint, or for a compliance audit

If results are published, this may, exceptionally, lead to cohort, or more rarely, individual
identification. All data collected in the course of the study will be securely retained for two
(2) years, if a scientific publication arises from the study and six (6) years, if there is no
publication. Thereafter it will be destroyed accordingly.

Anonymity

The information you give us during this survey will not be identified to you personally and
your identification will remain anonymous. However, other participants in the Focus Group
discussion may very well recognize you and while the we may request confidentiality, | am
not in a position to enforce it.

Contact details of researcher/s: If you have any questions or concerns about this survey you
can contact Beryl Maritim at AMPATH on 0722799685. For any questions relating to your
rights as a research participant please contact the secretary at the Moi Teaching and referral
Hospital/Moi University Institutional Ethics Review Committee on phone number
0787723677.

Outputs

This study will result in research publications disseminating the study findings.
Thank you for reading this Study Information Sheet.

Participant consent

Thank you for agreeing to participate in our study. Could you please sign here to show that
you have accepted to participate in the study? You will be given a copy of the consent for
your records.

Participant’s Printed Name:

Participant’s Signature: Date:

Printed Name of Person Obtaining Consent:

Signature of Person Obtaining Consent: Date:
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CONSENT TO AUDIOTAPING & TRANSCRIPTION

This study just described to you also involves audio taping your interview with the
researcher. Neither your name nor any other identifying information will be associated with
the audiotape or the transcript. Only the research team will be able to listen (view) to the
tapes. The tapes will be transcribed by the researchers and erased once the transcriptions are
checked for accuracy. Transcripts of your interview may be reproduced in whole or in part
for use in presentations or written products that result from this study.

| hereby consent to audio recording of the interview
| understand that:

e The recording will be stored in a secure location (a locked cupboard or password
protected computer) with restricted access to the researcher and the research
supervisor.

e The recording will be transcribed and any information that could identify me will be
removed,

e The recordings will be erased within either (a) two (2) years of the publication of the
research findings, or (b) six (6) years, if no publications arise from this research

e Anyone wishing to access this information in the future will first have to obtain the
approval of the Moi Teaching and referral Hospital/Moi University Institutional
Ethics Review Committee

e Direct quotes from my interview, without any information that could identify me,
may be cited in the research report or other write-ups of research.

By signing this form, you are consenting to:

(1 having your interview taped;

(1 to having the tape transcribed;

(1 use of the written transcript in presentations and written products.

By checking the box in front of each item, you are consenting to participate in that procedure.

Name of Participant:
Date:

Place:

Consent for Key informant interviews with policy makers and implementers

Study title: BUSIA UHC/POPULATION HEALTH PROGRAM BASELINE SURVEY IN
BUNYALA SUB-COUNTY, BUSIA

Greeting

Introduction:
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Hello, my name is and | work with the Academic model
providing access to healthcare (AMPATH). We are conducting a research to better
understand the healthcare and economic activities among people in the region of Bunyala
sub-County, Busia. We would like to understand the reasons people are not enrolling on
health insurance and I would like to get your views on the problem by asking you some
questions. Everything that you say during the interview will be kept confidential. Research is
a process used in seeking new knowledge.

Purpose of the study

We are conducting a survey to better understand the state of health insurance enrolment
among those who are not employed in the formal sector living in Bunyala sub-County, Busia

Invitation to Participate

| invite you to take part in this study to understand health insurance enrolment among the
informal sector. You were selected because of your involvement/knowledge on NHIF policy
formulation or implementation. I request you to keenly read this form or listen carefully as |
read it to you. You are free to also ask any question may you have about the study.

What is involved in the study.

We will ask you a few questions and take notes during the interview. We will also record our
conversation using a recorder. Everything that you say during the interview will be kept
confidential. That is, any information that could be used to identify you will not be shared
with anyone outside the research team. The information that you share will be kept securely
stored at all times. This interview will take about 1 hour of your time.

Risks of being involved in the study

The risks of participating in this survey are low. If you feel uncomfortable with certain
questions you can choose not to answer them. You can also stop the interview at any time.

Benefits of being in the study

There is no direct benefit in participating in this study. However, we hope you will participate
in this survey since your views are very important and could help in providing better health
services to your community in the future.

Participation is voluntary:

This survey is voluntary and you are free to withdraw at any time if you wish without the
need to give reasons

Payment and costs

You will not receive payment or reward for taking part in this study and there will be no cost
associated with participation. However, a small inconvenience fee of Ksh. 1 000 will be paid
to you.

Confidentiality:

Your personal information will be treated in the strictest confidence and will only be
available to the Principal Investigator (PI) and the lean research team. The only exceptions -
and all of these are rare - would normally be:
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1. personal information may be disclosed if required by law

2. the Human Research Ethics Committees of University of Witwatersrand and the Moi
Teaching and referral Hospital Ethics Review Committee may exceptionally require
personal data to respond to a formal complaint, or for a compliance audit

If results are published, this may, exceptionally, lead to cohort, or more rarely, individual
identification. All data collected in the course of the study will be securely retained for two
(2) years, if a scientific publication arises from the study and six (6) years, if there is no
publication. Thereafter it will be destroyed accordingly.

Anonymity

The information you give us during this survey will not be identified to you personally and
your identification will remain anonymous.

Contact details of researcher/s: If you have any questions or concerns about this survey you
can contact Beryl Maritim at AMPATH on 0722799685. For any questions relating to your
rights as a research participant please contact the secretary at the Moi Teaching and referral
Hospital/Moi University Institutional Ethics Review Committee on phone number
0787723677.

Outputs
This study will result in research publications disseminating the study findings.
Thank you for reading this Study Information Sheet.

Participant’s Printed Name:

Participant’s Signature: Date:

Printed Name of Person Obtaining Consent:

Signature of Person Obtaining Consent: Date:
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CONSENT TO AUDIOTAPING & TRANSCRIPTION

This study just described to you also involves audio taping your interview with the
researcher. Neither your name nor any other identifying information will be associated with
the audiotape or the transcript. Only the research team will be able to listen (view) to the
tapes. The tapes will be transcribed by the researchers and erased once the transcriptions are
checked for accuracy. Transcripts of your interview may be reproduced in whole or in part
for use in presentations or written products that result from this study.

| hereby consent to audio recording of the interview
| understand that:

e The recording will be stored in a secure location (a locked cupboard or password
protected computer) with restricted access to the researcher and the research
supervisor.

e The recording will be transcribed and any information that could identify me will be
removed,

e The recordings will be erased within either (a) two (2) years of the publication of the
research findings, or (b) six (6) years, if no publications arise from this research

e Anyone wishing to access this information in the future will first have to obtain the
approval of the Moi Teaching and referral Hospital/Moi University Institutional
Ethics Review Committee

e Direct quotes from my interview, without any information that could identify me,
may be cited in the research report or other write-ups of research.

By signing this form, you are consenting to:

(1 having your interview taped;

(1 to having the tape transcribed;

(1 use of the written transcript in presentations and written products.

By checking the box in front of each item, you are consenting to participate in that procedure.

Name of Participant:
Date:

Place:
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Appendix V: Household in-depth interview guide

Semi-structured interview questions for understanding healthcare experiences, utilization and
insurance at the household level

Interview date: / /

Start time:

Introduction:

The research assistant starts by introducing him/herself to the household. They will then
explain the purpose of the study and the topics to be covered during the interview. The
household head will be made aware of interview proceedings including the use of an audio
recorder as well as their right to now participate at any point prior or during the interview. A
consent will be obtained from those willing to participate

Notes
*Non-payment of NHIF premiums for more than 1 year are considered dropouts.

*Members who have defaulted payment of premiums for a period less than 1 year are only
considered inactive

PRELIMINARIES

Thank you for accepting to be interviewed again so we can learn more about your views on
health and health insurance. We are going to talk about health and how one can access
healthcare. We would like to hear your views and remember, there is not right or wrong
answer because we are interested in your opinions and experiences.

1. Let us begin by taking about your household. Probe for:
o Please tell me what you do for a living.
o Tell me about the composition of this household.

(Probe for family size of the illnesses and any chronic conditions)

2. How would you describe the state of your family’s health? Probe for
o Tell us about the common illnesses the family has experienced in the past
(Among children, among adults)
o Maternity/immunization

(Probe for frequency of the illnesses and any chronic conditions)

3. Could you think back to a time a member of your family was ill and tell us about that
experience? Probe for:

o Where do you seek care and why?

o Who decides when and where to seek care and how are the decisions made?

o Are there times you have not sought care? What do you do in such cases?
(Probe for all healthcare options: self-medication, herbal medicine, traditional
healers)

o What did you think about the cost you had to pay to access healthcare?
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How has your family been able to meet the cost of healthcare? What are some of the
sources of funds for healthcare for your family? Probe for: (Family income, sale of
family assets, waivers, any external support, government subsidies like Linda Mama)
Can you please describe to me how the cost of healthcare has impacted your family?
Probe for:

o On your financial position (wealth)

o On your ability to access food

o On your ability to send your children to school

Do you know about health insurance? Probe for:

o How does health insurance works?

o Please tell me what you know about National Hospital Insurance Fund

(NHIF).

o Do you think health insurance is important? Why or why not?
During our interview with you before, you mention you were (check
status from household survey- enrolled, previously enrolled or never enrolled). Could
you tell us more about your health insurance status?

Depending on health insurance status probe for reasons below
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1. [Forthose on NHIF and have an active cover (see definition above)]

a) What things have made it easy for you to remain insured under NHIF?

b) Are there any challenges you are experiencing staying active on NHIF?

c) Please describe your experience using insurance the last time you used it while
seeking care.

[For those who had NHIF but have dropped out or are inactive (see definition above)].
a) What were some of the things that have made it challenging for you to remain
insured under NHIF?
d) What were the reasons/circumstances that led to your enrolment?
e) Why have you been unable to keep up with your NHIF premiums/dropped out?

[For those who have never enrolled in NHIF]

a) Tell me the reasons why you have never enrolled your household on NHIF?
(Probe for knowledge/financial reasons/other insurance covers)

b) Tell me about a time when a family member was sick, and you sought care. How
did you pay for the medical expenses?

c) Please also tell me about a time when you considered enrolling in NHIF. Can you
explain why you didn’t?

d) What should be done for you to be able to enrol your family in NHIF?

A. Social solidarity



Present show card. During our previous interview, you chose this option for the way people
should contribute towards NHIF. Could you tell me more about the reasons you selected this?

(interviewer note: please read out the option selected by the respondent so it is captured on te
recording)

Do you still want to choose this option, or has your view changed?

Which of these options do you think best indicates what you think each person
should contribute towards the health insurance scheme?’’ (Respondents will be
asked to choose between four illustrated scenarios (see Figure 1 for an example-
. Appendix Il Show cards) representing differing degrees of cross-
subsidization:
i.  Everyone pays the same amount (flat contribution);

ii.  The poorest don’t have to pay.

iii.  All must pay something but pay according to their income.

iv.  All must pay something but the poorest pay very little.

B. Citizen empowerment
1. 1 would like to hear your thoughts about the NHIF benefit package. In your view,
does NHIF cover all/most of your household health needs? Probe for:
a) What are some of your household health needs that are not covered by NHIF?
b) How important are your health needs that are not covered by NHIF, compared to
those that are covered?
2. Can you think of a time when anybody in your family was not able to access NHIF
services despite being insured? Please tell us about that. Probe for:
a) Which services were they not able to access
(Inpatient/Outpatient/Radiology/Lab/others)
b) What were the reasons they were not able to access NHIF services?
c) What did they do when they were not able to access healthcare through NHIF
cover?
3. What do you think about NHIF? Probe for:
a) Are you aware of any platforms on which NHIF reports to the citizens how
they use their money and how many people they have enrolled?
b) Have you participated in any forums in which NHIF tells citizens how they
use their money?
c) Inyour opinion, should NHIF contributors know:
a. how NHIF uses its money?
b. how many people they have been able to enrol?
d) In your view, do you think it’s the right of the contributors to know the how
NHIF is performing? Tell us why you think so.
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e) Could you tell us if there was ever a time you had a complaint, a question or
any feedback to NHIF?

a. Were you able to communicate this to NHIF? If so, how? If not, why?

Thank you so much for your time. Again, we would like to assure you that the information
you have shared with us today remains confidential.

Do you have any questions for us?

End time:
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Appendix VI: Focus group discussion guide with Community stakeholders

Semi-structured interview questions for understanding Citizen Awareness of entitlements and
empowerment

Interview date: / /

Start time:

Introduction:

The research assistant starts by introducing him/herself to the interviewee. They will then
explain the purpose of the study and the topics to be covered during the interview. The
participant will be made aware of interview proceedings including the use of an audio
recorder as well as their right to now participate at any point prior or during the interview. A
written consent will be obtained from those willing to participate and for audio recording the
session

(Interviewer note: Begin by giving the participants the show cards)

Section A: We will begin by discussing your responses to the questions we asked you to
answer in the questionnaire you completed at the beginning of this interview.

1. Could you tell us the reasons you selected the options you chose in this show cards?

Which of these options do you think best indicates what you think each person
should contribute towards the health insurance scheme?’’ (Respondents will be
asked to choose between four illustrated scenarios (see Figure 1 for an example-
. Appendix Il Show cards) representing differing degrees of cross-
subsidization:
i.  Everyone pays the same amount (flat contribution);

ii.  The poorest don’t have to pay.

iii.  All must pay something but pay according to their income.

iv.  All must pay something but the poorest pay very little.

o Which method do you suggest NHIF adopts? And why?

2. Please also share with the group the reasons you responded the way you did to this
questions

(interviewer note: refer to the show cards given to the FGD participants at the beginning of
the discussion)

People have different views as to how health services should be paid for. For the following
statements, please will you tell me whether you strongly agree with the statement, agree,
disagree or strongly disagree? [SHOW CARD]
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Strongly
Agree

Agree

Disagree

Strongly
Disagree

Don’t
know

Refuse
to
answer

| would agree to pay a
small amount each month
so that if | get sick, health
care will be free, even if |
am not sick now

I would be willing to pay
the same amount of money
each month as everyone
else, even though others
who are sicker than I am
will use the services more
than me

Probe for:

o Preference for paying in advance for healthcare costs vs paying out of pocket
when accessing services
o Preference for risk cross-subsidies

Which of the following statements would you agree with most: [SINGLE MENTION]

Everyone should only be expected to pay for their own health care 1
I would be willing to contribute to health care costs for myself and my family 2
I would be willing to contribute to health care that benefits me, my family and 3
other people 1 know (like neighbors and friends)

I would be willing to contribute to health care that benefits a wider group of 4
people particularly where they are worse-off than me

Section B:
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3.

We are now going to talk about health insurance. What do you think are the benefits
of having health insurance? Probe for;
o Disadvantages of not having health insurance
What comes to mind when | mention NHIF? Probe for
o Negative perceptions
o Positive perceptions
Do you think the services covered by NHIF meet your health needs (and those of
majority of this community)? Probe on;
o What are some of your household health needs that are not covered by NHIF?
o How important are your health needs that are not covered by NHIF, compared to
those that are covered?
Have you or do you know anyone who has not been able to access the NHIF services
despite being insured?




a) Which services were they not able to access?
(Inpatient/Outpatient/Radiology/Lab/others)
b) What were the reasons they were not able to access NHIF services?
c) What did they do when they were not able to access healthcare through
NHIF cover?
7. Are you aware of any platforms on which NHIF reports/asks to the citizens:
a. its performance
I. how they use their money, and
ii. how many people they have enrolled)? Probe on
b. What should be covered in the benefit package?
c. What can be done to improve these channels?
8. Have you participated in any forums in which NHIF tells citizens?
i. how they use their money, and
ii. how many people they have enrolled)? Probe on
b. What should be covered in the benefit package?
9. In your opinion, should NHIF contributors know
a. how NHIF uses its money?
b. how many people they have been able to enrol?

Tell us why you think so.

10. Do you think citizens’ empowerment (knowledge of NHIF performance, health
insurance enrolment process and the benefit package has an impact on enrolment?
Give us an example

11. Could you tell us if there was ever a time you had a complaint, a question or any
feedback to NHIF?

a. Were you able to communicate this to NHIF? If so, how? If not, why?

Thank you so much for your time. Again, we would like to assure you that the information
you have shared with us today remains confidential.

Do you have any questions for us?

End time:
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Appendix VII: Key informant interview guide with policy makers and
implementers

Semi-structured interview questions for understanding views on social solidarity citizen
awareness of entitlements and empowerment

Interview date: / /

Start time:

Participant ID:

Introduction:

The research assistant starts by introducing him/herself to the interviewee. They will then
explain the purpose of the study and the topics to be covered during the interview. The
participant will be made aware of interview proceedings including the use of an audio
recorder as well as their right to now participate at any point prior or during the interview. A
written consent will be obtained from those willing to participate and for audio recording the
session

During this interview we would like to get your views about NHIF policies.

1. Tell us about yourself
a) Your name and the name of the organization you work for.
b) How long have you worked with the organization?
¢) What is your role in the organization?

2. 1 would like to get your views about the concept of social
solidarity which is the willingness to individuals to pay for
health insurance knowing it could benefit someone else
who is sicker and/or poorer than them. Which of the
following statements would you say represents the views of
majority of the informal sector the most: [SINGLE
MENTION]

Everyone should only be expected to pay for their own health care 1

I would be willing to contribute to health care costs for myself and my family 2

I would be willing to contribute to health care that benefits me, my family and 3
other people 1 know (like neighbors and friends)

I would be willing to contribute to health care that benefits a wider group of 4
people particularly where they are worse-off than me

3. Which of these options do you think best indicates what
you think each person should contribute towards the health
insurance scheme?’” (Respondents will be asked to choose
between four illustrated scenarios (see Figure 1 for an
example-. Appendix Il Show cards) representing differing
degrees of cross-subsidization:
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I.  Everyone pays the same amount (flat contribution);

ii.  The poorest don’t have to pay.
iii.  All must pay something but pay according to their income.
iv.  All must pay something but the poorest pay very little

Proportional contributions refer to equal portions or percentage of income, irrespective of the
level of income of the respondent; progressive contributions refer to a percentage of income
that increases with wealth

a) Give reasons for the chosen option(s)
b) Give reasons why the option(s) not chosen are deemed undesirable.
c) Are there any other options that you think would be more suitable than the
ones in the pictures?
4. To the best of your knowledge, how are citizens involved in
the NHIF policy development?
a) Indeveloping the benefit package? How are their views/needs obtained/identified?
How are the citizens selected? How often is that done?
b) Ensuring citizens stay informed about their entitlements?
c) Inensuring that citizens can access health services that they are entitled to?
d) Where citizens can access information including performance reports/accountability
to citizens?
e) Being able to provide feedback on NHIF services?
5. Do you think these mechanisms/strategies we just discussed
are sufficient?
a) Why? Why not?
b) What do you think is necessary to strengthen citizen empowerment on NHIF
especially strategies targeting informal sector households?
i.  Knowledge of entitlement?
ii.  Contributing their views to what should be in the package?
iii.  Knowing how to request/obtain the services that they are entitled to?
iv.  Being able to provide feedback/complaints?
v.  Understanding the performance of the scheme? (is this latter one really
an option?)

Thank you so much for your time. Again, we would like to assure you that the information
you have shared with us today remains confidential.

Do you have any questions for us?

End time:
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Appendix VII1: Household survey questionnaire

PARTICIPANT INFORMATION AND CONSENT

Bunyala Baseline Survey Questionnaire

Introduction and consent

Hello, my name is and | work with the Academic model providing access to healthcare (AMPATH).

We are conducting a survey to better understand the healthcare and economic activities among people in the region of Bunyala sub-County, Busia. We will
ask you a few questions, complete the questionnaires with your answers and also observe your household environment for some information on your
wellbeing. Everything that you say during the interview will be kept confidential. That is, any information that could be used to identify you will not be shared
with anyone outside the research team. The information that you share will be kept securely stored at all times.

The risks of participating in this survey are low. If you feel uncomfortable with certain questions you can choose not to answer them. You can stop the
interview at any time. This survey is voluntary. We hope you will participate in this survey since your views are very important and could help in providing
better health services to your community in the future. You will not be paid or rewarded for participating in the study.

This interview will take about 1 hour of your time.

If you have any questions or concerns about this survey you can contact at AMPATH on phone number . For any questions relating
to your rights as a research participant please contact the secretary at the Moi Teaching and referral Hospital Ethics Review Committee on phone number
0787723677.

Name of the person consenting:

Do you accept to participate in the study? O YES [ONO

As part of our study, we will have a second phase where we would like to ask a few selected households some additional questions related to your response to
our interview today. If your household is selected, would you be willing to be contacted to provide us with more information in a second interview?

O YES [0OINO

In future, we may need to ask you questions again to see if and how much things have changed related to our work in Bunyala. We would therefore like to ask
for your permission to contact you in future for another interview (maybe in 3-4 years).
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Do you accept to be contacted to participate in a future study? O YES [ONO

IF THE RESPONDENT DOES NOT ACCEPT TO BE INTERVIEWED ASK:
To help better inform our work in the future, could you please tell me the main reason why you do not want to participate in this study?

(FW: IF REASON IS RELATED TO TIME BEING INCONVENIENT FOR RESPONDENT, PLEASE MAKE AN APPOINTMENT TO COME BACK
AND DO THE INTERVIEW). OTHERWISE THANK RESPONDENT FOR HIS/HER TIME AND END THE INTERVIEW.

IF THE RESPONDENT ACCEPTS TO BE INTERVIEWED:
Thank you for agreeing to participate in our study. Could you please sign here to show that you have accepted to participate in the study?

Respondent's Signature...................... Thumb print:

00 0=REFUSES TO SIGN [ 1=ACCEPT TOSIGN [ 2=WILLING BUT UNABLE TO SIGN

Questionnaire

Q1) STUDY ID: Q2)Today’s Date: /] (dd/mml/yyyy)

Particulars of visits Date Time started Time ended Response
First visit

Second visit

Third visit

Q4- a) Latitude
Q4-b) Longitude

SECTION A: RESPONDENT’S INFORMATION

1 Name
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Mobile phone #

Owner of mobile phone

Alternate mobile phone #

gl B W DN

Village of residence

(insert drop down list with villages in Bunyala)

Have you ever been to school?

Yes
No (skip 2)

What is the highest level of formal education you reached?

Nursery

Primary

Post primary/ vocational
Secondary

College (middle level)
University

Informal (e.g. Madrassa)

What is your current marital Status?

PONMNRE NoOOMWNDE NME

Never married/never lived together
Married/ living together
Divorced/separated

Widowed

What is your main employment activity?

LN

Formal employment

Working in informal employment
Uneployed/Seeking work
Homemakers

Students

Others (Specify)

10.

What is your relationship to the head of this household?

Nogkrwd e

Head of Household
Wife/Husband/Partner
Co-Wife

Son or Daughter
Sister/Brother

Son or Daughter in-law
Grandchild
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8. Parent

9. Parent in-law

10. Other Relatives

11. Adopted/Foster/ Stepchild/orphan
12. Not related

13. Other (specify)

98. Don’t Know

11. | Are you a member to group/chama? 1. Yes
2. No

12. | What is the name of the group/chama? [LIST OF GROUPS IN BUNYALA]

13. . 1. Excellent
2. How would you describe your current health status?
2. Good
3. Average
4. Poor
5. Very poor
6. Don’t know/refused
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SECTION B: HOUSEHOLD CHARACTERISTICS

Usual residents

Relationship to Head

Sex

Age

Health status

01

02

03

04

05

Household
Member
Number

Please give me the
names of the
people who usually
live in your
household, starting
with the head of the
household

\What is the relationship of the

98.

©oOoN s WNE

e
= O

e
w N

<name> to the household head?

Head of Household
Wife/Husband/Partner
Co-Wife

Son or Daughter
Sister/Brother

Son or Daughter in-law
Grandchild

Parent

Parent in-law

. Other Relatives
. Adopted/Foster/

Stepchild/orphan

. Not related
. Other (specify)

Don’t Know

What is the sex
of?

<Name>?

1. Male
2. Female

Date of birth (month
and Year

(give a best guess if you
do not know the exact
date)

1.

13.
14.
15.
16.
17.

Has <NAME> ever been diagnosed with any of the
following chronic health conditions*?

(If yes indicate accordingly)

Hypertension

Diabetes

Cardiac disorders (Rheumatic heart disease,
valvular disease, heart failure, ischemic heart
disease)

Stroke

Sickle Cell Disease

HIV/AIDS

Tuberculosis

Hepatitis B or Hepatitis C

Anemia

. Arthritis or Joint pains
. Peptic ulcer (stomach ulcer)
. Chronic lung disease such as Asthma, COPD

(excluding Tuberculosis)

Cancer

Skin disease

Epilepsy or other seizure disorder

Mental health disorder such as depression
other chronic health condition (Please

specify)
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(Interviewer: * At least 3 months and can recur)

01

......... [oviiiiiiiinn,
02

......... [oviiiiiiiinnn,
03

......... [oviiiiiiiiin,
04

......... [oviiiiiiiiin,

SECTION C: HEALTHCARE UTILIZATION (ASK FOR ALL HOUSEHOLD MEMBERS)

Health seeking behavior

person ID

1 2 3 4 5 6
Was [NAME] ill in |If Yes, to Q1 did |[If yesto Q2, what were [fNo to Q2, what were [NAME]’s Did [NAME] seek How many outpatient visits
the last four weeks? [NAME ] the reasons for [NAME] main reasons for not consulting a did <name> make in the

1) Yes (go to 2)
2) No

visit/consult a
health provider?

(hospital/ health
centre/ clinic/
Dispensary/
Pharmacy/chemist
shop/ Traditional
Birth Attendant

seeking care ?

1. fever or suspected
malaria

2. cough or respiratory
infection

3. Diarrhea

No oA~

health provider?

1.
2.

Lacked Money
Prescribed drugs not
available

Self-medication

Poor quality service

High Cost of Care
Religion /cultural reasons
Fear of discovering

preventive/promotive
health care services in
the last 4 weeks?

1. Yes

2. No

8. Don’t know

last 4 weeks:

(number)

=
(@]

4




(TBA) 4. Rash or skin disease 8. serious illness (List of preventive
&Traditional 5. Abdominal pain 9. Long distance tg provider services)
Healers, o _ 10. HlIness not considered _ _
Religious/cultural B- Arthritis or joint pain serious enough e Family Planning
healers?) 7. Fatigue or anaemia 11. Others e Immunization
i e Voluntary
i speci

8. Tuberculosis ( _ pecify) . Counselling and
1.Yes(goto3) 9. HIV/AIDS care (Multiple responses e Testing (VCT)
2.No(goto4) 10.  Follow up Diabetesallowed) e Counselling
8. Don’t Know (goCare e Ante/post-natal
to 5) 11.  Follow care

up Hypertension care

12.  Accident or injury

13.  Cancer follow up

14.  Other (Specify)

1st 2nd 3rd 4th

Ol B W N -
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QUESTIONS 7 TO 13 ARE BASED ON THE MOST RECENT VISIT IN THE PAST MONTH TO A HEALTH FACILITY

SECTION C: HEALTHCARE UTILIZATION (ASK FOR ALL HOUSEHOLD MEMBERYS)
7 8 9 10 11 12 13
Where did you Ifyouwenttoa  |Whatwasthe |How much [How farisit [What kind of illness did they say How much did you (or any
[he/she] go for health facility, means of time did it o the facility [NAME] had? other person in the
treatment the which facility did ftransport to the take for you / provider? 1. Hyperten 9 Tuberculosis household) pay or was paid
Ia}st_/most recent  |you attend? facility/provider [him/her] to (distance in sion 10 Malaria for you [NAME] to see the
Visit? ? rea(_:h the _ KMs) > Diabetes 11. Anemia PROVIDER?
L Port feciprov 3. Cardiac | 12. Arthrits or
1. public Victoria 1. walk (on ' disorder Joint pains (amount in Ksh)
(govt.) Hospital foot) _(Rheumat 13. C_hromc lung
facility 2. Mukhobola | 2. private (time spent ic heart disease such
2. private Health vehicle in minutes) -record 999 if disease, as Asthma,
facility Center 3. public person does V"_’IIVUIar COPD _
3. mission 3. Rukala vehicle not know disease, (excluding _
facility Heath 4. motorcyc he.art Tuberculosis)
4. NGO Center le fa|lure,. 14. Ca.ncer. if nothing, write 00
facility 4. Budalangi 5. bicycle ischemic 15, Sk!n disease
5. Home of Dispensary 6. train use one hgart 16. Epllepsy_/ or
the 5. Osieko 7. flight decimal place disease) ther selzure
provider Dispensary 8. other if needed 4. Stroke i disorder
(ie., TBA, 6. Sisenye (specify) 5. Pneumoni,  17. Mental health
CHW, Dispensary a or upper disorder sgch
etc.). 7. Busagwa respirator as depressm_n
6. patient's Dispensary y . 18. other chronic
home 8. Bulwani infection health
@) 7 other Dispensary 6. Diarrhea condition
S (specify 9. Khajula 7. Peptic (Please
3 :
53_ Dispensary Ulcer/sto specify)

16
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10. Busia
County
Referral
Hospital

11. Sirimba
Dispensary

12. Other

mach
ulcer

8. HIV/AID
S

96 preventative care; 00 no diagnosis
given; 97 spiritual / witchcraft; 88
other; 99 don't know
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QUESTIONS 14 TO 20 ARE BASED ON THE MOST RECENT VISIT IN THE PAST MONTH TO A HEALTH FACILITY/PRACTITIONER

SECTION C1: HEALTHCARE UTILIZATION

14 15 16 17 18 19
Did they tell you How much did you (or any other ~ How did you (or any other How much did you |[How muchdid ... orthe  Did they admit
[NAME] to buy any |person in the household) pay for person in the household)  pay for other supplies,household pay for transport you [NAME] for
medication? medicine? spend to do tests or other  |like needles, to this facility/provider? this illness
exams (such as x-rays)?  |bandages, syringes? [injury]?
1. Yes
2. 1o =17 distinguish between medication if nothing, record 00 ;.Yes o1
purchased from the provider / at the if nothing, record 00 0=
clinic / hospital and that purchased if nothing, record 00
elsewhere
if nothing was spent in category, amount in Ksh
record 00 amount in Ksh
amount in Ksh
&)
= from provider  from elsewhere
O - -
E’_ (amount in Ksh) |(amount in Ksh)
1
2
3
4
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SECTION C2: QUALITY IMPROVEMENT

QN 20. [IF THE MAIN RESPONDENT (I.E. HOUSEHOLD MEMBER NUMBER 1) USED ANY SERVICE IN THE LAST MONTH — SEE
QUESTION 19, ASK] Now | want to ask you about your experience with outpatient services. Please tell me how satisfied you are with the following
aspects of your last visit to an outpatient service. Rate your satisfaction using a five-point scale where one is very dissatisfied and five is very
satisfied. [SHOW CARD. READ OUT QUESTIONS]

Very dissatisfied | Dissatisfied | Neutral Satisfied Very satisfied
1 2 3 4 5
.1.  How satisfied were you that the facility was 1 5 3 4 5
clean?
.2.  How satisfied were you that you were able to 1 5 3 4 5
consult the health worker in private?
.3.  How satisfied were you that your health problems 1 5 3 4 5
were kept confidential by the facility staff?
4.  How satisfied were you that you were treated with 1 5 3 4 5
respect and dignity by the facility staff?
.5.  If you received drugs, how satisfied were you that 1 5 3 4 5
these drugs helped to improve your health?
.6. How satisfied were you that you received medical
attention as soon as possible, i.e. without having to | 1 2 3 4 5
wait unnecessarily?
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Person ID

[NAME] been
admitted at all
in the last 12
months?

1.Yes
2.n0— 24

-
\‘

1

if multiple

about the most

admit [NAME]?

admittances, ask

recent admission

to a health facility,
which facility were
they admitted?

Port Victoria
Hospital
Mukhobola

Health Center

nights did
[NAME] sleep
at the hospital?

.7.  How satisfied were you with the overall quality of
. 1 2 3 4 5
care received there?
Very unlikely Unlikely Neutral Likely Very Likely
1 2 3 4 5
.8. Onascale of 1-5, how likely are you to
recommend this facility to a family member,
friend or colleague?
SECTION C3: HOSPITALIZATION
21 22 23 24 25
Have you Where did they |If you were admitted For how many [When you [NAME] was admitted, how much did you (or any other person in

the household) pay for:

e complete EITHER ato e OR f

e if completing a to e and nothing was spent in a category, record 00 in
that category




1.public 3. Rukala Heath
(govt.) Center
facility 4.

2.private 5. Busia County
facility Referral

3.mission Hospital
facility 6. Sirimba

4.NGO 7. Other # of nights
facility

5.home of
the
provider
(TBA,
CHW,
etc).

6.other

a b c d e f
staying |consultationmedicationsother lab tests, if costs cannot be
at the supplies X-rays classified by category,
facility (needles,  and otherenter total costs here.
bandages
etc)
_ _ amount in Ksh
amount in  amount in
gmount Ksh Ksh
in Ksh
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amount in amount
Ksh in Ksh
1
Person | SECTION D: REPRODUCTIVE HEALTH (Female household respondent-Qn 26-42)
ID Delivery by skilled birth attendant
26 27 28 29 30 31 32
Have What is (LAST Where did If you delivered at | Who assisted with the delivery | With your How many times
you BORNS) date of you give birth | a health facility, of (NAME OF LAST BORN)? | last birth, did you receive
given birth? to your which facility did did you see | antenatal care
brllrtlil in (give a best guess if (LAST ] you deliver? - anyone flor during thls7
t1 2e ast you do not know BORN)* octor .. anten;ta_ pregnancy
the exact date) 1.public Nurse/midwife care auring
months? (qovt) 1. Port B the
9 L Victoria ; pregnancy? TIMES 1
facility . -
2 orivat Hospital Community 2
-private 2. Mukhobola | health worker YES..
......... Lo faCIIIty Hea'th . C 1 3
L.ves 3.mission Center NO. 2
2.n0— facility 3 Rukal Traditional : 4
21 4.NGO - nukaia birth attendant DON'T >4
. Heath .
facility Center ..D KNOW. times
5.home of 4. Busia Relative/friend . 8
the County .. E
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provider

(TBA,

CHW,

etc).
6.home
7.other

5.

Referral
Hospital
Other

Other

(specify) ....
X

No one
assisted... Y

Ifno — 13

DON'T
KNOW.

SECTION D2: CONTRACEPTIVE DEMAND
SATISFIED FOR WOMEN 15-49

SECTION D3: CERVICAL CANCER SCREENING

Perso
nlibD

Breast and Cervical cancer screening among women 30-49

40

41

42

sk you about women's health

35 36 37

Now | have some questions about the future.
Areyou | (METHOD The last
currently | LIST)? time you
doing hi Which method are obtained
somet in you using? (HIGHEST
g or using METHOD
any Female ON LIST
method to | | Sterilization. IN 304),
delay or how much

38 39
Now | would like to a
Have Have
you ever | you ever
heard of | had a
cervical | testor
cancer? exam to
see if
you had

What type of exam did
you have to see if you
have cervical cancer?

PAP SMEAR. .. ...

VISUAL
INSPECTION(WIT

Have you
had a breast

examination
2

YES
1

What type of exam did
you have to see if you
have breast cancer?

Self
examination. . .
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avoid
getting
pregnant?

Male
Sterilization.

IUD.

YES

Injectables.

Implants.

Pill

Male
Condom.

Female
Condom.

NO .

Lactational
Amenorrhea
Method
(LAM).

Rhythm
Method.

Withdrawal.

Emergency
Contraception

did you pay
in total,
including
the cost of
the method
and any
consultatio
n you may
have had?

cervical
cancer?

H ACETIC ACID
(VIA)/LUGOL'S

IODINE (VILI)). ..

DON'T KNOW /

NOT SURE.......

X

NO | | ||. . viviinn.
.2 A
Mammogram .
....... B
DON'T KNOW
/' NOT SURE . .
....... X
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SECTION F: CHILD HEALTH

age 5 had
diarrhoea in the

treatment for the
diarrhoea from

last 2 weeks? any source?

YES.. YES..
....... L1
..... 1 NO
NO... | | []......
............ 2

2 DON'T
DON'T KNOW
KNOW | | |]|..... 8
..... 8

were they admitted?

41 42 43 44 45 46
A Use of ORS for child diarrhea
g Has any of your | Did you seek If you sought treatment at a Was he/she given any of the following to drink at any time since
S children under | advice or health facility, which facility he/she started having the diarrhoea
o

GOVT HOSPITAL A

GOVT HEALTH
CENTER .B

GOVT DISPENSARY .
C

OTHER PUBLIC
SECTOR D
(SPECIFY)

PVT.
HOSPITAL/CLINIC . .
.E

A fluid made froma | A home-made
special packet called | sugar-salt
ORS? solution?
YES.. YES..
1 1
NO .. NO ..
..... 2 cen 2
DON'T DON'T
KNOW KNOW
..... 8 .....8

PHARMACY ... F

MISSION HOSP./
CLINIC...... G

OTHER PRIVATE
SECTOR -- H
(SPECIFY

Other home-made liquid
such as porridge, soup,
yoghurt, coconut water,
fresh fruit juice, tea,
milk, or rice water?

YES..
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MOBILE CLINIC . |

COMMUNITY HLTH
WORKER J

TRADITIONAL
PRACTITIONER L

RELATIVE/FRIEND
M

OTHER X (SPECIFY)

SECTION F: CHILD HEALTH-DIARRHEA AND IMMUNIZATION

Person
ID

47

48

49

50

Use of ORS for child diarrhea

One year old children who have received 3doses of DPT

vaccine

Was anything (else) given to treat the
diarrhoea?

YES..

What (else) was given to
treat diarrhea?

a. antibiotic or other
medication

b. vitamin or other
supplement

Has (LAST BORN) had A
Pentavalent vaccination,
that is, an injection in the
left outer thigh, sometimes
at the same time as the
polio drops?

Do you have a card /child
health book where (LAST
BORN)'s vaccinations are
written down? IF YES:
May | see it please?

YES
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c. 1V fluids

d. not sure what the
treatment was

NO .
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BCG (at birth)

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

Polio 0 (at birth)

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

OPV1

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

OPV2

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

OPV3

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

DPT, Hepatitis, HIB, 1% dose

YES recorded on card

YES reported, but not on card /no card
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NO
Don’t Know

DPT, Hepatitis, HIB, 2nd dose

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

DPT, Hepatitis, HIB 3™ dose

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

Pneumococcal vaccine 1

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

Pneumococcal vaccine 2

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

Pneumococcal vaccine 3

YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know
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Measles YES recorded on card

YES reported, but not on card /no card
NO

Don’t Know

181



SECTION F: CHILD HEALTH-ARI

Person ID

51

52

53

54

Have any children
under age 5 in the
household had an
illness with a cough at
any time in the last 4
weeks?

YES
NO
DON’T KNOW

Did that child have a
fever with the cough, or
breathe faster than
usual with rapid short
breaths, or have
difficulty breathing?

YES
NO
DON”T KNOW

Did You seek treatment or advice from a
health facility?

YES
NO

At any time during the
illness, did the child
take any drugs for the
illness?

YES
NO
Don’t Know
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SECTION J: HEALTH INSURANCE [GENERAL]

record 0

1 2 3 4 5 6 7
Do you What is the main  How much do you  |How do you or How long Overall, are  What aspect of your health insurance
[NAME] source of health pay for health your family pay for have you  you satisfied |needs the most improvement?
have health insurance for you insurance premiums your health been part of with your
insurance? [[NAME]? on a monthly basis? insurance? this health  health _ _
insurance? linsurance? 1.Breadth (l.e., ComprehenSIveneSS)
(If paid annually of services & care
1 Yes Check only one |and/or paid for family|  1.Pension 2.Quality of health services
2 No = Go as a whole, divide by 2.Dependent  (Specify the 1.Yes 3.Premiums
t0 Q12 approprle}te nl_meer. 3.Cash #of months)| 2.No 4.Access to the insurance sgheme
1.NHIF For e.g., if paid $360 |  4.Others (for e.g., due to geographical
2.Community for 12 months for a remoteness)
based health family of 6, it would 5.0thers - specify
insurance e $5/person per
3.Private month)
insurance ) )
4.0thers amognt in th; if
(specify) nothing is paid,
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SECTION J: HEALTH INSURANCE [GENERAL]

9 10 11 12 13 14 15
Have you ever Do you know what NHIF supa+cover benefits Do you have What is the main What is the main |If you ever had a /Are you
heard of NHIFare? NHIF reason you do notreason you do complaint about jaware of any
(National 1 Yes supa+cover? have active NHIFhave active NHIF NHIF, how wouldways or
Hospital 2 No insurance? insurance? you get in touch forums
Insurance Ly 1. To protect with them? where NHI_F
Fund)? - e from high 1. phone (let reports their
If yes, could you list them [Goto 1.The _ costs of the financial
13] premiums performance
1 Yes 2. Yes, are too . gealthcarle re?spondentt0 the
2. No (*checklist-do not read to respondent) but not expensive ™ H :\fsl;sshroni c %V:lggorl; % citizens?
) ) ) active 2.1 amrarely e )
e Outpatient services - Consultation, [Go to sick condition 2. email
Laboratory, investigations, day-care 12]
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procedures, drugs and dispensation,
health education, wellness and
counselling, physiotherapy services,
immunization / vaccines as per the KEPI
schedule

Inpatient services

Maternal care - Antenatal and Prenatal
care and deliveries (Normal delivery and
caesarean section)

Reproductive health services: Family
Planning

Overseas treatment for specialized
surgeries not available locally
Rehabilitation for drugs and substance
abuse

All surgical procedures including
transplants

Emergency road evacuation services
Radiology imaging services (X-rays, CT
Scan, & MRI)

Renal Dialysis

3. No [Go
to 12]

3.1 can’t get
the
healthcare |
need at the
local
facility

4.1ts calling
bad luck
and
sickness

5.Money is
not returned
if I don’t
fall sick
6.The
services at
my local
health
facility are
poor quality,
7.NHIF
registration
processes
are
complicated
8.Religious
reasons.
My religion
forbids

w

o

To cover for
costs of
hospitalization
| can access
prevention
services

The quality of
services at the
local health
facility are
good

6. It was provided
for free

3. Go to their
office
(facility
office or
NHIF
branch)

1.Yes
2. No
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enrollment
to a health
insurance
scheme
9.There are
no drugs at
the public
health
facilities

I would like to ask you questions about your household expenditures and consumption (include estimates on direct purchases, consumption from bulk
purchases, consumption from own produce and gifts/in-kind)

SECTION L: HOUSEHOLD EXPENDITURE AND CONSUMPTION: RESPONDENT — HOUSEHOLD REPRESENTATIVE
16 How much did your household spend in last 7 days on the following key

foods and beverages? Ksh

1. Oil and fats (include vegetable oiletc.)

2. Cereals (including maize grains, maize and wheat flour, beans, rice etc.) |l
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10.

11.

12.

13.

Beer/ Wines/Miraa (includes wines, beers, spirits, “muratina”/ “karubu”/ “mnazi”
€tC.) it

14.

Soap and detergents. ........c..iuiinii e
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15. Meals (Kiosk, restaurant, roadside vendors)

beverages]

[If you can’t give a break down, please provide the total amount spent on food and

17

MONTHLY HOUSEHOLD EXPENDITURE AND CONSUMPTION

How much did your household spend in last one month on the following?

1.

Cosmetics

Soap and detergent

Hair dressing/barber

Rent

Electricity

Water

Kerosene/paraffin

Telephone bills/Airtime

© @ N o g & W DN

Transport

=
o

. Charcoal

-
-

. Fire wood

=
N

. Cooking gas

=
w

. Salaries including salaries/wages for domestic workers

H
S

. Remittances (in cash and kind)

188
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15. Sanitary towels

16. Others (Specify)

Total amount

18

ANNUAL HOUSEHOLD EXPENDITURE AND CONSUMPTION

How much did your household spend in the last one year on the

following?

1. Education (registration, uniforms, books, tuition, exam fees)

Maintenance and repairs including car and buildings etc.

2
3. Clothing and footwear
4

. Wedding/dowry including contributions/ harambees for the same
to other HHs

5. Funerals including contributions/ harambees for the same to other
HHs

6. Capital expenditures including cars, plots etc.

7. Others (specify)

Total amount

mount (KSh)
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SECTION F: HOUSEHOLD CONDITION/ASSETS

1

How many rooms are in your home, not including bathrooms and toilets?

2

What materials are used for the main household dwelling roof?

1 = Grass/straw,

2 = Iron sheet,

3 =Tiles,

4 = other (specify)

What materials are used for the main household dwelling walls?

1 = Mud,

2 = Mud and twigs,
3 =Wood,

4 = Iron sheet,

5 = Mud and cement,
6 = Block/ brick,

7 = Raw bricks,

8 = Other (specify)

What materials are used for the main household dwelling floor?

1 = Mud,

2 =Wood,

3 = Mud and cement,
4= Cement,

5 =Tiles,

6 = Other (specify)

Where is that water source located?

In own dwelling
In own yard/plot
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Elsewhere

Do you do anything to the water to make it safer to drink?

Yes
No ->Q9
Don't know

What do you usually do to make the water safer to drink?
Anything else?
Record all mentioned.

1= Boil

2= Add bleach/chlorine

3= Strain through a cloth

4= Use water filter (ceramic/sand/composite/e.t.c)
5= Solar disinfection

6= Let it stand and settle

7= Cover the water container

8= Other

9= Don't know

What kind of toilet facility do members of your household usually use?

1= Flush or pour flush toilet

2= Flush to piped sewer system
3= Flush to septic tank

4= Flush to pit latrine

5= Flush to somewhere else

6= Flush, don't know where

7= Pit latrine

8= Ventilated improved pit latrine
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9= Pit latrine with slab

10= Pit latrine without slab/open pit
11= Composting toilet

12= Bucket toilet

13= Hanging toilet/hanging latrine
14= No facility/bush/field

15= Other

10

Do you share this toilet facility with other households?

Yes
No
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SECTION G: SOCIAL SOLIDARITY (HEALTH AND WEALTH CROSS-SUBSIDIES AND PREPAYING FOR HEALTHCARE)

People have different views as to how health services should be paid for. For the following statements, please will you tell me whether you
strongly agree with the statement, agree, disagree or strongly disagree? [SHOW CARD]

are more poor than I am will use the services more than me

Strongly | Agree Disagree | Strongly Don’t Refuse to
Agree Disagree know answer
1. | would agree to pay a small amount each month so that if | get
. : . . 1 2 3 4 5 6
sick, health care will be free, even if I am not sick now
.2. | would be willing to pay the same amount of money each
month as everyone else, even though others who are more sick | 1 2 3 4 5 6
than | am will use the services more than me
.3. 1 would be willing to willingness to pay the same amount of
money each month as everyone else, even though others who 1 2 3 4 5 6

Which of the following statements would you agree with most: [SINGLE MENTION]

Everyone should only be expected to pay for their own health care 1
I would be willing to contribute to health care costs for myself and my family 2
I would be willing to contribute to health care that benefits me, my family and 3
other people | know (like neighbours and friends)

I would be willing to contribute to health care that benefits a wider group of people | 4
particularly where they are worse-off than me
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[SHOW CARD AND EXPLAIN IT]: Imagine that government sets up a scheme to cover the health care costs for all Kenyans. The scheme would
cover the full costs for your day-to-day health care (when you need to go to a clinic or a doctor and for medicines) and for when you need to go to
hospital. We would like to get your views on who should contribute, and how much they should contribute, to such a scheme. On this card, there are
three families and each has a different income. Which of these options do you think best indicates what you think each family should contribute
towards the health care costs
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Appendix IX: Show cards

Option 1: Everyone pays the same amount

Option 2: The poorest don’t have to pay

e g

[y

according to their income

Option 3: All must pay something, but pay

s |

D

Option 4: All must pay something, but the

poorest pay very little

A
s ]«

», ‘ \‘

It
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