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1 Introduction
Health outcomes in Kenya have improved over the past 10 years. Between 2010 and 2020 life
expectancy increased from 61 to 67 years and maternal mortality rates dropped from 432 to
342 deaths per 100,000 live births1. The burden of infectious diseases also dropped by 50% since
2000.2 However, the non-communicable diseases (NCDs) burden is growing. Lower respiratory
diseases, malaria and diarrheal diseases continue to be the leading causes of disabilityadjusted life years (DALYs)3. For example, DALYs due to diabetes increased by more than 80%
between 2000 and 2019, indicating a gradual shift of the disease burden in Kenya from
communicable diseases to NCDs4. NCDs currently account for about 43% of deaths 5, and the
proportion is expected to reach 55% by 2030.6
Although health public health financing has increased during this time, it is still insufficient and
this constrains provision of quality healthcare, especially in the public facilities which form a
significant part of the healthcare system, and thus hampers realisation of the desired health
outcomes. The challenges related to healthcare access, quality and affordability persist. The
health situation has been exacerbated by the economic impacts of Covid-19 pandemic
which has increased the portfolio of priorities for the government and decimated the incomes
of women and households who make a significant contribution to the health expenditure. In
2021, 54% of Kenyans reported having gone without medicine or treatment, double the
number in 2019.7
The understanding of Kenya’s healthcare system can be deepened by using a supply,
demand, and enabling environment framework lens.

2 The supply of healthcare in Kenya
Kenya has a wide array of organisations or actors participating in the provision of healthcare
services, including health facilities, health workers, including community health workers
(CHWs), pharmacies, laboratories, imaging, and digital health service providers as shown in
figure 2.1 below.

World Health Organization: Global Health Observatory (Accesses June 2022)
Ibid
3 Ibid
4 Ministry of Health (2014): Kenya Health Policy 2014–2030
5 World Health Organization: Global Health Observatory (Accesses June 2022)
6 Ibid
7 2021 FinAccess household survey report
1
2
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Figure 2.1: The patient’s journey

Source: Dalberg (2022): Gendered health sector analysis

The supply of healthcare services in Kenya spans the full spectrum of patient needs from
preventive/promotive care through to post-treatment management and follow up. Different
actors offer services along these points. Preventive and promotive care is largely provided by
Community Health Volunteers/Workers (CHWs) and Community Health Assistants (CHAs) and
Officers (CHOs).
Pharmacies serve as an important first point of care for many households, especially lowincome segments in urban locations. Some estimates suggest that 13.2% of Kenyans visit
pharmacies as their first point of contact with the healthcare system 8, while others indicate
that small clinics, pharmacies, and drug shops in East Africa provide over 60% of primary health
care.9 Emergency services are often the first point of contact for urgent care, with transport
providers being a key component given the high rates of injury in Kenya. However, in most of
these cases, the available transport is not specialised so the first point of care is the healthcare
facility. Efforts to improve emergency medical care and access are being driven by the
Emergency Medical Care Strategy (2020-2025) and the Emergency Medical Care Policy (20202030).10
Besides the health care facilities (hospitals), screening and diagnostic services are also offered
by laboratories and imaging providers. There are about 900 active laboratories in Kenya, with
most (522, 58%) of those licensed in Nairobi and the vast majority these (505, 96%) being private
for-profit labs.11 The number of computed tomography (CT) scanners in the private sector in
urban areas (14.6 units/million) is higher than the Organisation for economic co-operation and
development (OECD) average (13.3 units/million) but lower compared than the World health
organisation’s (WHO) recommended 20 units/million12. The cost and this tilted geographical
distribution of diagnostic services affects the equity of access to healthcare.
Digital providers are playing a growing role in the provision of patient services as well as
services to providers and the ecosystem. At the patient service level, digital providers offer
Kenya Household and Health Expenditure and Utilization Survey, KHHEUS (2018)
Maisha Meds website (Accessed June 2022)
10 Ministry of Health, Kenya Emergency Medical Care Strategy, 2020-2025
11 Bahati, F. et al (2021): Information asymmetry in the Kenyan medical laboratory sector
12 Gathuru, L., Elias, G. & Pitcher, R. (2021): Analysis of registered radiological equipment in Kenya (The Pan African
Medical Journal)
8
9
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education and engagement support services, consultation and treatment for conditions that
are digitally treatable, screening services, and follow-on support/referral services.

2.1

Healthcare facilities

Kenya has approximately 14,13713 healthcare facilities (HCF), with about 46% of these being
government owned and the rest are either private, faith-based or non-governmental
organisation (NGO) owned. The distribution of the healthcare facilities is skewed with the
majority in urban and peri-urban locations as shown in figure 2.2.
Figure 2.2: Distribution of healthcare facilities in Kenya

Source: Kenya Master Health Facility list (Accessed June 2022)

The healthcare facilities are classified into a tiered system as shown in figure 2.3, with the largest
number of facilities available at Primary Care level (12,844 facilities vs 28 facilities at National
Referral level).14 Kenya has a tiered system for healthcare facilities (HCF); provision at most tiers
includes a mix of public, private and faith-based/NGO facilities. The private health facilities
mainly range between levels 2 and 5.15

Kenya Master Health Facility List, Ministry of Health *Provisional (Accessed June 2022)
Kenya Master Health Facility List Website (Accessed June 2022)
15 Toroitich A. et al (2021): Patients Access to Medicines – A Critical Review of the Healthcare System in Kenya
13
14
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Figure 2.3: Healthcare facilities tier system

Source: KNBS Economic Survey, 2022

2.2

Community health services

Community health is the delivery of promotive, preventive, and basic curative services that
occurs at the community level, and is typically the first level of care, before dispensaries and
health centres. As illustrated here, community health workers (CHWs) are trusted frontline
health personnel with basic health training and knowledge who provide primary care to their
neighbours. They play a critical role by enabling communities, especially in rural and within
lower-income urban settlements, to access basic health services. They also help provide care
for the critically and chronically ill and alleviate pressure on resource-constricted health
facilities.16
Community health workers are often
volunteers. As of 2020, Kenya was
estimated
to
have
about
88,000
community health workers/volunteers
(CHWs/CHVs) and 3,000 community health
assistants/officers (CHAs/CHOs) 17. It is
estimated that 70% - 90% of the community
health workforce are women.18 Leadership
and governance of community health sits
with county governments with support
from the Ministry of Health (MoH).
However, due to limited resources, few
counties have established effective
community health units (CHUs). The Ministry
of Health estimates that there exists a 66% gap in CHAs/CHOs to deliver community health

Living Goods, Why Community Health? (accessed June 2022)
Ministry of Health, Kenya Community Health Strategy, 2020-2025
18 Kanakarajavelu N. (2019): Critical Role of Female Community Health Workers Warrants Recognition; Keeru L. (2017):
Women in the changing world of community health work; Dalberg & FSD Kenya (2022): Gendered health sector
analysis stakeholder interviews
16
17
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services.19 The Ministry of Health has recently developed a National Strategy (2020 – 2025) to
further strengthen community health systems and mobilise resources for implementation.
Donors and NGOs often support counties and the Ministry of Health to bridge resource gaps
to provide community health services by mobilising, training, and equipping community health
workforces, and in some cases, offering compensation. Such NGOs include AMREF, Living
Goods, World Vision, and Children Investment Fund Foundation20.

2.3

Laboratories & imaging services

The providers offer important screening and diagnostic services which play an important role
in healthcare provision. Laboratory services in Kenya are regulated by the Kenya Medical
Laboratory Technicians and Technologists Board (KMLTTB). According to KMLTTB records, there
are more than 900 medical laboratories operating in Kenya, with 522 of these licensed to
operate in Nairobi. These consisted of 3 public, 12 faith-based and 507 private laboratories of
which 505 were for profit while 2 of them were not-for-profit.21.
Laboratories carry out clinical tests to obtain information about the health of a patient. Their
services include arrangements for requisition, patient preparation, the collection of samples,
transportation, storage, processing, and examination of clinical samples together with
subsequent validation, interpretation, reporting, and advice, in addition to the considerations
of safety and ethics in medical laboratory work. A key challenge in the Kenyan market for users
of laboratories services is information asymmetries.
The main imaging services include magnetic resonance imaging (MRI) scans, positron emission
tomography-computerised tomography (CT/PET) scans, X-rays, ultrasounds, radiographies,
fluoroscopy and mammography. Accessibility to radiology resources highly depends on
facility type, for example, the number of CT scan units in the private sector (14.6 units) are
higher than the OECD average (13.3 units) but 3.4 times lower in public HCFs 22. Conversely, the
availability of imaging modalities in the public sector in most cases depend on the cost per
unit of the equipment. For example, radiography and fluoroscopy which are relatively lowerpriced are more accessible when compared to more expensive equipment such as CT and
PET/CT. The lack of diagnostic equipment in smaller HCFs and particularly in the public sector
is a key challenge in accessing quality healthcare. Some private laboratories are reluctant to
disclose price information to patients due to fear of price competition which makes it difficult
for patients to make informed decisions about where to seek services.

2.4

Pharmacies

Access to quality medicines is a critical element of universal health coverage. According to
WHO, access to medicine is a person’s to continuously obtain an essential medicine that is
available within a 1-hour walk at an affordable price from either a health facility or a medicine
outlet.23 In Kenya, the words ‘pharmacy’ and ‘chemist’ are interchangeably used to refer to
health facilities that dispense medicines. Besides medicines, private pharmacies (chemists) are
an important first point of healthcare for many Kenyans especially low-income households as
they also provide consultation and diagnostic services.

Ministry of Health, Kenya Community Health Strategy, 2020-2025
Dalberg & FSD Kenya (2022): Gendered health sector analysis key stakeholders’ interviews
21 Bahati F. et al (2021): Information asymmetry in the Kenyan medical laboratory sector, Global Health Action Vol 14
22 Gathuru, L., Elias, G. & Pitcher, R. (2021): Analysis of registered radiological equipment in Kenya (The Pan African
Medical Journal)
23 The World Health Organisation (2019): Roadmap for access to medicines, vaccines and health product 2019–2023.
Comprehensive support for access to medicines, vaccines and other health products.
19
20
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According to Kenya household health expenditure and utilisation survey (KHHEUS), an
estimated 13.2% of Kenyans visit pharmacies as their first point of contact with the healthcare
system24. Other sources indicate that small clinics, pharmacies, and drug shops in East Africa
provide over 60% of primary health care.25 Pharmacies serve as the distribution and retail
segment of the broader pharmaceutical value chain. However, most of these are private and
urban located, making them less available to rural populations.
The overall pharmaceutical market in Kenya (including manufacturing) is estimated to be US$1
billion.26 Pharmaceutical distribution is highly fragmented, with estimates placing the number
of private pharmacies in Kenya at approximately 12,000.27 The market is characterised by high
informality, with an estimated 66% of pharmacies being informal and unlicensed. 28 The
Pharmacy and Poisons Board (PPB) regulates the sector; however, it struggles with limited
capacity to supervise the large number of pharmacies across the country. The unregulated
pharmacies are likely to be the smaller ones which are less ‘visible’ to the board and more
closely located to most Kenyans (particularly women who are time poor and have limited
mobility) e.g., those in residential areas in urban locations. This increases the prospects of
use/provision of poor-quality supplies (medicines and diagnostic kits) as some pharmacies seek
supplies from the cheaper grey market. However, the Pharmacy and Poisons Board is
continually increasing its capacity to enable effective regulation of the sector. 29
The key challenges related to access to medicines are unavailability, stockouts, and
unaffordability. 30 Kenya suffers from unavailability of essential medicines for management of
NCDs especially within the public sector, with reported average availability rates of 44% in
public facilities compared to 72% in private facilities in 2018/2019.31

2.5

Digital healthcare landscape

Kenya has a well-developed mobile phone infrastructure which could be leveraged for
healthcare provision. The Covid-19 related restrictions created an opportunity for many service
sectors (including in healthcare) to pivot to digital service provision. In July 2020, about 40% of
Kenyans were using mobile platforms to access healthcare and a further 50% indicated that
they would like to receive health services on their phones.32
The emergent digital health landscape includes providers offering services to patients,
providers, and the ecosystem. Figure 2.4 below outlines some of these services.

KHHEUS (2018)
Maisha Meds website(Access June 2022)
26 IFC, UKAID (2020): Kenya Pharmaceutical Industry Diagnostic Report
27 IFC (2018): Good Life Pharmacy Case Study (Access June 2022)
28 Ibid
29 Kenya Pharmacy and Poisons Board website (Accessed June 2022)
30 Toroitich A. et al (2021): Patients Access to Medicines – A Critical Review of the Healthcare System in Kenya
31 Ibid
32 Mobile Health Transformation in Kenya: The Influence of mobile phones on Kenya’s healthcare sector (Accessed
June 2022)
24
25

6

Gendered analysis of Kenya’s health sector

FSD Kenya

Figure 2.4: Digital health services in Kenya

Source: WHO, Classification of Digital Health Interventions

2.6

Emergency services

Emergency services are often the first point of contact for urgent care, with transport providers
being a key component. Emergency medical services in Kenya are offered by 3 types of
providers: public services – as hospital-based ambulance services for public hospitals, nonprofit agencies, for example, St John Ambulance and Kenya Red Cross Society, private
providers e.g., AAR and Avenue Healthcare. Emergency services primarily address injuries and
acute diseases. The leading causes of injury in Kenya is assault (42% of injuries), and road traffic
crashes (28% of injuries), which are increasing, especially with the rising number of motorcycle
use.33 However, while ambulance services, are a key component of emergency services, they
are insufficient in the country, and are inequitable so normal transport is used instead. To
address these challenges, the Ministry of Health has recently launched an Emergency Medical
Care Strategy (2020-2025) and Emergency Medical Care Policy (2020-2030), with the aim of
promoting universal access to emergency care, as part of UHC efforts in Kenya. 34

2.7

Other health sector players

Besides the government, private and NGO actors in the health sector are several development
partner players that provide support either directly or by partnering with both government,
NGO and private sector players. These include the Bill and Melinda Gates Foundation,
Rockefeller Foundation, and the USAID. Others are the academic and research institutions
such as Kenya Medical Research Institute (KEMRI), Kenyatta University, University of Nairobi,
Moi University, Aga Khan University, the Kenya Medical Training College which train medical
professions and conduct research to inform health policy. Several data record providers such
as the Health Records and Information Managers (HRIM) Board, Afya Rekod, the Medical
Records Institute and the Kenya Health Information System (KHIS) collate various health
outcomes and patient data.
Ministry of Health, Kenya Emergency Medical Care Strategy, 2020-2025; Dalberg & FSD Kenya (2022): Gendered
health sector analysis key stakeholders’ interviews
34 Ibid
33
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Kenya’s healthcare delivery is in the context of the devolved system of governance anchored
in the 2010 Constitution. As per this, the National Government is responsible for development
of health policies, regulations, capacity building, resource mobilisation, conducting research,
national referral health facilities and technical assistance to counties. The county governments
on the other hand are responsible for county health facilities and pharmacies,
ambulance/emergency services, promotion of primary health care, and licensing and control
of undertakings that sell food to the public, among other functions. 35

3 Demand for healthcare in Kenya
Kenya currently has a population of about 56 million which is relatively equally split into male
and female, largely rural (72%) and young, with 37% below 19 years and a median age of 19.7
years.36 The population has almost doubled in the last two decades from about 34 million in
2002.37 Although the growth rate continues to gradually decrease (currently at about 2.28%),
the population is projected to grow to about 67 million by 2030 (see figure 3.1).38
Figure 3.1: Kenya’s population growth and distribution (age, gender, location as a %)

Data source: Kenya National Bureau of Statistics (KNBS) 2019, Statistics Times projections

3.1 The healthcare burden
While there have been shifts in Kenya’s healthcare burden in the last decade, communicable
diseases (CDs) still account for majority of deaths, taking the top three ranks in causes of death
in Kenya39. However, this is on the decline and non-communicable disease (NCDs) fatalities
are on the rise as shown in figure 3.2.

Kenya Non-Communicable Diseases Strategy 2021-2026
World Population Review website (Accessed June 2022)
37 Ibid
38 Ibid; Statistics Times website (Accessed June 2022)
39 Institute for Health Metrics and Evaluation website (Accessed June 2022)
35
36
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Figure 3.2: Kenya’s leading causes of death

Source: Institute for Health Metric and Evaluation (IHME), 2020

It is estimated that 51% of Kenyans suffer from at least one NCD 40, the more prevalent ones
being hypertension and high total cholesterol accounting for 21% (5.3 million people) and 9%
(2.3 million people) of the burden respectively. On the other hand, chronic kidney disease
(CKD) accounts for about 6% (1.4 million people) of the NCD burden among adults, and
diabetes (one of the main causes of CKD along with hypertension) for about 3% (0.7 million)41.
The projection is that deaths from NCDs will reach the 55% mark while those from injuries will
rise to 25% by 2030.42 More than one third of deaths resulting from NCDs are attributed to
cardiovascular diseases (figure 3.3).43
Figure 3.3: Causes of death by NCDs

Source: [1] Kenya-Non-Communicable-Disease-NCD-Strategic-Plan-2021-2025, [2] Kenya Household Health
Expenditure and Utilisation Survey,2018, [3] GBD 2019
Note: CRD-Chronic Respiratory Diseases; CVDs-Cardio- vascular diseases

Kenya’s burden of infectious diseases had dropped by 50% in the last two decades, but it
remains high, with HIV and AIDs, tuberculosis (TB), lower respiratory diseases, diarrheal diseases
Institute for Health Metrics and Evaluation website(Accessed June 2022)
Ibid
42 Ministry of Health (2014): Kenya Health Policy 2014–2030, 2014
43 The Lancet (2019): Global Burden of Disease 2019
40
41
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and malaria persisting for both women and men.44 Maternal and neonatal conditions, and
congenital anomalies also persist as key health outcome challenges as shown in figure 3.4.
Figure 3.4: Top 10 causes of disability-adjusted life years, DALYs, in Kenya (2019)

Source: Institute for Health Metric and Evaluation (IHME), 2020

The health burden and hence demand for care is gendered. For example, needs such as
maternal services like antenatal care (ANC) and postnatal care (PNC), labour and delivery
are specific to women. Furthermore, some health conditions affect one gender more than the
other e.g., women are disproportionately affected by HIV compared to men (in Kenya, the
prevalence rate among women is twice that of men45), while men are disproportionately more
affected by mental health conditions, TB, road injuries and cirrhosis of the liver 46 as illustrated
in figure 3.5.
Figure 3.5: New HIV infections and HIV prevalence in Kenya (2010 - 2020)

In 2020, Kenya had a higher (2.1%) HIV prevalence than Sub-Saharan Africa’s (SSA) at 1.68%
among women of age 15+ years compared to men at 1.2% and 0.745%, respectively.47
Knowledge of HIV prevention also significantly varies between women and men with that of
the 15-24 years at 56.6% and 63.7%, respectively, contributing to the higher infections among
women.48 There seems to be a correlation between lack of awareness and HIV infection, with,

World Health Organization: Global Health Observatory (Accesses June 2022)
Kenya Population-based HIV Impact Assessment, KENPHIA (2018)
46 World health statistics overview 2019: Monitoring health for the SDGs, sustainable development goals. Geneva:
World Health Organization; 2019 (WHO/DAD/2019.1). Licence: CC BY-NC-SA 3.0 IGO.
47 UNAIDS Website (Accessed June 2022)
48 UNAIDS Website (Accessed June 2022)
44
45
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women making up 65% of the population living with HIV in Kenya.49 Women are also more likely
to contract sexually transmitted infections (STIs) such as Herpes (HSV-2) and Trichomoniasis.
The various segments of the Kenyan demographic present different care needs, healthseeking behaviours or choices, and ability/willingness to pay based. Age, gender,
socioeconomic status, location, livelihoods and household status are salient segmentation
criteria for healthcare demand and are applied as relevant throughout the analysis.
Healthcare demand and needs vary by the age or life stage of the population as shown below
(see figure 3.6).50
Figure 3.6: Lifecycle stage and healthcare needs

Source: [1] Population pyramid.net, accessed 2022, [2] Dalberg (2022): Gendered health sector analysis

3.2 Health seeking behaviour
Ages 0-4 and 55+ years have the highest frequency of reported illness based on figure 3.7
above. It is therefore not surprising that they also have the highest rates outpatient and
inpatient care seeking.
Figure 3.7: Reporting illness (%), Outpatient & inpatient/admission per age

Source: [1], KHHEUS, 2018; (Note: [2] Percentage of individuals who reported feeling ill in the four weeks preceding
the survey)

49
50

UNAIDS Website (Accessed June 2022)
Population pyramid.net, (accessed June 2022), Dalberg (2022) analysis
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Understandably, health seeking behaviour is also highly dependent on socio-economic status,
with higher income segments’ behaviours mainly influenced by the quality of services, while
that of lower income ones are primarily driven by the affordability of services. The 65+ years
segment is most likely to forego care. Many in this age segment are not working and therefore
have less disposable income and likely rely on friends and family or government for support,
reducing their agency and the likelihood of accessing healthcare. 51 They are also more likely
to be living in rural areas where there is lower physical access to HCFs as shown in figure 3.8.
Figure 3.8: Proportions of age segments not seeking healthcare and reasons for foregoing care

Source: KHHEUS, 2018 (Note: Percentage of individuals who reported feeling ill in the four weeks preceding the
survey)

The greater proportion of those who don’t seek care report that they didn’t consider the illness
serious enough (39.3%) or self-medicated (30.7%) both of which could have a bearing on lack
of affordability. While differences in reporting illness and seeking outpatient care between
wealth quintiles are small, the admissions differ significantly, with the average admission rate
for the wealthiest quintile (56/1,000) being twice that of the poorest (28 per 1,000) as illustrated
in figure 3.9 below.52 This is primarily an affordability issue as the cost of inpatient care can be
massive compared to outpatient care.

51
52

KHHEUS (2018)
KHHEUS (2018)
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Figure 3.9: Reporting illness & healthcare utilisation rate (%) by wealth quintile

Source: KHHEUS, 2018

In relation to gender, Women are more likely to seek outpatient care, and less likely to forego
care than men53. This is aligned to gender norms where men are seen to be stronger and
hence only seek care when very ill.54 Maternity related care (ANC) needs and admissions play
a significant part in women’s higher outpatient and inpatient rates compared to men (figure
3.10).
Figure 3.10: Reporting illness and outpatient utilisation by gender

Source: KHHEUS, 2018

Women are more likely to seek outpatient care, and less likely to forego care partially due to
a higher perception of illness among women, and social norms that stigmatise seeking
healthcare among men.55 Although the difference in the healthcare facility/provider choice
KHHEUS (2018)
Lubega G. et al (2015): Determinants of health seeking behaviour among men in Luwero District; Olanlewaju, F. et
al (2019): Masculinity and men’s health-seeking behaviour in Nigerian academia; Dawden J. et al (2019): The impact
of “male clinics” on health-seeking behaviors of adult men in rural Kenya
55 Ibid
53
54

13

Gendered analysis of Kenya’s health sector

FSD Kenya

between women and men is small, 60% of women’s visits were to public healthcare facilities
compared to men’s at 56%.56 This is likely due to the rural demographic skewedness and the
fact that in most rural areas there are very few private HCFs. Women’s limited mobility, time
poverty and income (compared to men) could also be a contributory factor.
Access to health insurance status is a key determinant in ability to access care. While
outpatient demand is similar between uninsured and insured segments, the uninsured utilise
inpatient services at less than half the rate of those insured due to unaffordability as shown in
figure 3.11.
Figure 3.11: Per capita outpatient vs inpatient/admissions by insurance status

Source: KHHEUS, 2018

The difference in incidences of illness is small between rural and urban areas, but health
seeking behaviours vary significantly across counties. This could be due to both access
(distance to health care facilities) and income levels (figure 3.12).
Figure 3.12: Reporting illness and outpatient utilisation by location (rural vs urban) and by county

Source: KHHEUS, 2018

56

KHHEUS (2018)
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While the rate of foregoing care is nearly equal between rural and urban areas, there are wide
variations between counties, with Samburu (40%), Trans Nzoia (34%) and Tana River (28%)
reporting the highest proportions of individuals with reported illness who never sought care and
Kisumu (4.1%) and Murang’a (6.2%) the lowest rates. 57 Similarly, utilisation rates differ
significantly between counties, with counties like Migori (4.8), Kirinyaga (4.7) and Siaya (4.1),
reporting highest per capita outpatient utilisation rates, above the national average of 3.0. 58
Distance to a health facility reduces health-seeking behaviour. 66.5% of those who sought
outpatient care lived within 3km of the health service provider where care was sought, while
about 13% lived more than 10 km from the health facility59 while the mid-term review of Kenya
Health Sector Strategic and Investment Plan (KHSSP) IV found that only 62% of Kenyans were
living within 5km of a health facility. Depending on the geographical location, the average
distance can go up to about 60km 60. The extra distance can considerably increase the time
and financial cost of transport especially in rural areas.
Overall, Kenyans used public health facilities more than private ones, with 58% of overall
outpatient visits in 2013 being to public facilities.61However, the study showed that private
health facilities have significantly higher usage for outpatient services in urban areas
compared to rural areas. The survey also revealed that rural populations are more dependent
on health facilities than other healthcare provider e.g., pharmacies, with 87% of visits in rural
areas are to health facilities compared to 80% in urban areas.62
The above scenarios are driven by the difference in the types of facilities available in the urban
and urban areas, with private health facilities and other points of service e.g., pharmacies
being much more prevalent in urban areas.63 Distance to HCFs and opening hours are
particularly an issue when it comes to seeking healthcare for conditions like HIV. Many tend to
visit far away facilities where they are not known or late in the day when there is less likelihood
of running into those who know them due to the associated stigma. 64 The ability to seek care
far from home is lower for women than men.

4 The health sector enabling environment and policy
developments
The health sector enabling environment encompasses mainly the Ministry of Health and
related government departments and institutions such as Council of Governors and the
Pharmacy and Poisons Board, the Ministry of information and communications technology
(ICT) - on digitisation - and the Kenya Bureau of Standards (KEBS). In addition, there are several
medical professional bodies which regulate their conduct such as the Kenya Medical and
Dentists Council (KMDC) and the Nursing Council of Kenya (NCK), and sector associations such
as the Pharmaceutical Society of Kenya (PSK), Kenya Medical Association (KMA), National
Nurses Association of Kenya (NNAK), and the Kenya Health Federation (KHF).
The policy and regulatory institutions focus on policy creation, governance of the sector and
provision of public healthcare such as patient identification, registration, and supervision of
health services provision by practitioners. The professional bodies and associations on the other
KHHEUS (2018)
Ibid
59 Ibid
60 Ibid
61 Ibid
62 Ibid
63 Ibid
64 Dalberg & FSD Kenya (2022): Gendered health sector analysis key stakeholders’ interviews
57
58
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hand serve as the main point of contact for health sector players and are responsible for
defining policy and representing practitioners in national policy consultations. Table 1
highlights of Kenya’s recent health policy developments.
Table 1: Kenya’s recent health policies
Legislation/policy

Objective/Focus

Constitution of Kenya,
2010

Article 43 (1) (a) provides for the right to the highest attainable standard of health including the right to health care services. Article 21 (2) requires the state to take
legislative, policy and other measures to achieve the progressive realisation of the
rights guaranteed in article 43. Schedule 4 of the constitution assigns the mandate of
health policy and technical support to the national government and health service
delivery to the counties.

Vision 2030 & Health MTP3
2018-2022

The Social Pillar of the Kenya Vision 2030 seeks to invest in the people in order to
improve the quality of life for all Kenyans. Under health, the target is to provide
“Equitable, Affordable and Quality Health Care of the Highest Standards”. The
flagship projects include creating a National Health Insurance Scheme to promote
equity in Kenya’s healthcare financing.

Health Act, 2017

Provides for a health service package at all levels of the health system, which shall
include services addressing promotion, prevention, curative, palliative, and
rehabilitation, as well as physical and financial access to health care.

The Big Four Agenda,
2017

Identified Universal Health Coverage among the top four national agendas, with the
aim to achieve access and quality health for all regardless of ability to pay. WHO
defines UHC as ‘the ability for persons to receive the health services they need without
suffering financial hardship’

Kenya Health Policy 2014 2030

The Policy highlights the sector's commitment under the government's stewardship to
ensure attainment of the highest possible standards of health in a manner responsive
to the population health needs.
The Kenya Health Policy 2014-2030 supports implementation of various MTP III priorities
in the Health Sector to address prevention, diagnosis and treatment leading to
universal health care. The Government will also facilitate implementation of
programmes and projects that will lead to the attainment of Sustainable
Development Goal (SDG) No. 3 (Ensure healthy lives and promote well-being for all
at all ages) and aspiration of Africa’s Agenda 2063.

Kenya Health Sector
Strategic Plan 2018 - 2022

To provide a framework for investing in primary health care (PHC), following the
Astana Declaration on Primary Health Care (World Health Organisation, 2018) that
aims to galvanise commitment to and action relating to PHC in the twenty-first
century and stimulate global investment in PHC.

Kenya Health Financing
Strategy 2020-2030

To ensure adequacy, efficiency and fairness in financing of health services in a
manner that guarantees all Kenyans access to the essential high quality health
services that they require.

Kenya NonCommunicable Diseases
Strategic Plan, 2021-2025

To ensure reduction of the premature mortality due to NCDs by a third by 2025. The
plan is to halt and reverse the rising burden of NCDs through effective multisectoral
collaboration and partnerships by ensuring Kenyans receive the highest attainable
standard of NCD continuum of care that is accessible, affordable, quality, equitable
and sustainable thus alleviating suffering, disease and death for their wellbeing and
socio-economic development.

Kenya Universal Health
Coverage Policy 20202030

Accelerating Attainment of Universal Health Coverage (UHC). UHC aims at ensuring
that all Kenyans access and receive essential quality health services without suffering
financial hardship. These services include promotive, preventive, curative,
rehabilitative and palliative health services.

Noteworthy among these was the promulgation and implementation of the new constitution
in 2010 which led to the creation of the county governments and made healthcare a
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mandate of the county governments in 2013. This was also accompanied by removal of fees
at Levels 1-3 public healthcare facilities. The introduction/pilot of Universal Health Care (UHC)
in 2017 saw an increase in outpatient utilisation by 22%65 in the first quarter of implementation
as compared to the same period in 2018 due to the removal of user fees. There was also
improvement in community health services following establishment of over 250 community
health units, and in health information management with counties increasingly using electronic
health records.66
The Linda Mama programme, a free maternity policy in all public healthcare facilities, was
introduced in 2013. In 2016, the administration of the programme was transferred to the
National Hospital Insurance Fund (NHIF) - later renamed National Health Insurance Fund to
include non-hospital health service providers - and expanded to non-public sector facilities.
This increased the number of deliveries at healthcare facilities, with the fund covering 321,113
deliveries in 2017/2018 and 684,565 in 2018/2019.67 The Linda Mama programme is funded
through a government subsidy administered by NHIF and is accessible to all expectant mothers
including non-NHIF members. Despite the improved health outcomes from Linda Mama, the
subsidy is insufficient and the supplies, particularly at public healthcare facilities, limited so
many mothers still must spend out of pocket to access healthcare. 68
In 2014, the government with support from the World Bank Group (WBG)'s IFC and IDA, and
other development partners including UKAid and the Gates Foundation-funded African Health
Markets for Equity programme launched the Health Insurance Subsidy Programme (HISP). The
HISP is an initiative to extend financial risk protection to Kenya’s poorest households (indigents)
by providing them with a health insurance subsidy, which covers both inpatient and outpatient
care in public and private health facilities. The first phase of the programme covered about
12,300 households (125,000 Kenyans), selected from a poverty list developed by the Ministry of
Labour, Social Protection and Services, across the 47 counties then validated at community
level to ensure the programme benefits the neediest.69 This was then scaled to cover 170,000
households (approximately 600,000 individuals) in 2016 70 and in 2022 further expanded to cover
one million households (an estimated 4 million people).71
In 2017 the Kenyan government came up with the Big Four Agenda, with affordable health
identified as one of these. According to this agenda, universal healthcare was to be achieved
through provision of the background information needed for registration for provision of
universal healthcare services under NHIF. While this has had traction nationally, the focus could
shift with the change in government in 2022. However, the UHC agenda is likely to remain as it
is anchored on the constitution and is part of the UN SDGs which Kenya subscribes to as a
member state.
Despite the progress that Kenya has made, some health policy gaps remain. For instance,
there are no mechanisms to moderate the cost of healthcare – this makes both insurance and
out of pocket expenditure very expensive and unaffordable to women and households. Public
financing flows at the county level could be made better e.g., Level 2 and 3 facilities hardly
receive reimbursements from NHIF – these flow into the county budget and is allocated like

Ministry of Health, Health Sector Performance Report, 2018/19
Ibid
67 Ibid
68 Orangi, S. et al (2021): Examining the implementation of the Linda Mama free maternity program in Kenya
69 Barasa E. et al (2018): Kenya National Hospital Insurance Fund Reforms: Implications and Lessons for Universal Health
Coverage
70 Ibid
71 Dalberg & FSD Kenya (2022): Gendered health sector analysis key stakeholders’ interviews
65
66

17

Gendered analysis of Kenya’s health sector

FSD Kenya

any other revenue72. The 2022 NHIF amendments promises efficiency and streamlining of the
processes to address this though. There are inadequate policies and frameworks on
implementation measures for abortion and on how to bring justice to perpetrators of violence
against girls and young women (i.e., sexual violence, (female genital mutilation) FGM, and
facilitators of child marriages). One out of every five girls ages 15 to 19 years were either
pregnant or already a mother in 201473 and an estimated 99% of abortions are conducted
unsafely.74 This is particularly concerning for youth - 48% of post-abortion care in Kenya is for
adolescents and young women aged 10-24 years.75 According to 2021 UN Women study
across 10 African countries (including Kenya), resolutions of violent acts committed were
mostly (54%) resolved by family/friend/traditional leader, with only 30.8% of cases being
resolved by police or through a legal court.76
Lack of reliable data hampers health policy formulation. There have been several recent
efforts to increase data collection, reliability, and utilisation77. The Kenya Health Sector
Strategic Plan (2014-2030) includes the objective to build a health information monitoring
system for the management and delivery of healthcare across several areas: data collection,
information generation, analysis and utilisation. The Kenya Health Act, 2017 and Health
Information Policy 2014-2030 provides for a National Health Information Systems that is
responsive to the needs of the population. Kenya has adopted the Kenya Health Information
System (KHIS) and District Health Information System (DHIS) to support planning and monitoring.
The Kenya Health Information Systems Interoperability Framework (KHISIF) has defined a
collection of specifications to facilitate the interoperability of health information systems across
the ecosystem. In line with this, the first Medium Term Plan (MTP) 2008- 2012 of the Vision 2030
identified the need to strengthen the national health information systems with timely and clear
information on health. The implementation and monitoring of these policies/strategies i.e.,
data capture relies on the administrative staff and medical professionals (nurses and CHWs)
and can be overwhelming given the limited staffing. The Health Information System thus faces
significant challenges regarding data availability, quality, and fragmentation. Its use by HCFs
is therefore limited, with only 28% of health facilities reporting using a health management
information system (HMIS) and 34% having a process for review grounded on data on facilities,
outcomes, or patient feedback.78 Only 26% of health facilities reported using quality
indicators.79
The second MTP (2013 -2017) sought to ‘accelerate the progress towards attaining key health
sector targets identified in Vision 2030’.80 Under the third MTP 2018-2022, health was part of the
“Big Four” agenda with a ‘focus on the achievement of Universal Health Coverage by
implementing programmes that increase health insurance coverage, increase access to
Dalberg & FSD Kenya (2022): Gendered health sector analysis key stakeholders’ interviews
Kenya Demographic & Health Survey, KDHS (2014)
74 Gebremedhin, M. (2018): Unsafe abortion and associated factors among reproductive aged women in Sub-Saharan
Africa,
75 UN Women (2021): Multi-Country Analytical Study on Access To Justice For Victims And Survivors Of Violence Against
Women And Girls In East And Southern Africa; COVAW Website (accessed in July 2022); World Health Organisation
(2019): Maternal mortality evidence brief; Republic of Kenya, National Council for Population and Development Policy
Brief No. 46 – June 2015
76 UN Women (2021): Multi-Country Analytical Study on Access to Justice for Victims and Survivors of Violence Against
Women and Girls in East and Southern Africa
77 Ministry of Health (2018): Kenya Health Sector Strategic Plan: Transforming Health Systems: Achieving Universal Health
Coverage by 2022; Ministry of Health (2020): Kenya Health Information Systems Interoperability Framework; Ministry of
health, Kenya Harmonised Health Facility Assessment, 2018/19
78 Ministry of Health, Kenya Harmonised Health Facility Assessment, 2018/19; Ministry of Health Kenya Health Sector
Referral Strategy: 2014-2018; Ministry of Health, Kenya Health Information Systems Interoperability Framework
79 Ibid
80 Vision 2030 website (Accessed July 20222)
72
73
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quality healthcare services and offer financial protection to people when accessing
healthcare’.81

5 Health system outcomes
Kenya has made progress in improving health outcomes over the years, for example, life
expectancy has improved from 61 years in 2010, to 67 years in 2020; the maternal mortality
rate has dropped from 432 deaths per 100,000 live births in 2010 to 342 in 2020; and the burden
of infectious diseases has plummeted by 50% since 2000 (see figure 5.1).82
Figure 5.1: Kenya’s health outcomes trend, 2010 - 2020

Source: World Bank, World Development Indicators, derived from WHO Global Observatory

However, the infectious disease burden persists, with lower respiratory diseases, malaria and
diarrheal diseases continuing to be the leading causes of DALYs in Kenya.83 Moreover, the
burden of NCDs is increasing, for example, DALYs due to diabetes increased by more than 80%
between 2000 and 2019 indicating a gradual shift of the disease burden in Kenya from
communicable diseases to NCDs84.
Gender disparities exist with persisting women specific conditions, and conditions that have a
disproportionately higher burden for women. For instance, Kenya’s maternal mortality rate has
been falling but the latest reported (2017) rate of 342 deaths/100,000 live births is still above
global targets (211 deaths/100,000 live births).85 Women are disproportionately affected by
HIV/AIDS and some STIs – women make up 64% of people living with HIV in Kenya. 86 Women
are also disproportionately affected by some NCDs like diabetes, stroke, cancer and high
blood pressure whose burden continues to rise87. Furthermore, there is a growing mental health
burden in Kenya, which disproportionately affects men, but also some women, e.g., in the
case of post-partum depression.

Vision 2030 website (Accessed July 2022)
World Health Organization: Global Health Observatory (Accesses June 2022)
83 Ibid
84 Ibid
85 World Bank website (Accessed July 2022)
86 UNAIDS website (Accessed July 2022)
87 Institute for Health Metric and Evaluation, IHME (2020)
81
82
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5.1 Maternal and newborn/infant health
The health status of mothers and children (maternal health) is a key indicator of the overall
economic health and well-being of a nation – and maternal and neonatal health are very
closely linked.88 For every woman who dies, another 30 suffer long-lasting injuries and illnesses
such as obstetric fistula.89 Kenya has had improvements in maternal and neonatal care over
the years, but some gaps persist e.g., in prenatal and postnatal care. Kenya has one of the
highest maternal and neonatal/infant mortality rates in the world 90 – currently at 31.15
deaths/100,000 live births and ranked 147 out of 193 countries in 2020. 91 While Kenya’s outcome
is better than the East African regional, lower middle-income countries, and SSA’s average
rates, it is above the global neonatal rate as shown in figure 5.2 below. This high neonatal
mortality rate (NMR) contributes to 40% of the total under-5 mortality rate.92

Neonatal mortality rate per 1,000 live
births

Figure 5.2: Kenya’s neonatal mortality rate, 1960-2020
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Sub-Saharan Africa neonatal mortality rate
East Africa region average neonatal mortality rate
World neonatal mortality rate
Source: The World Bank, 2022

Kenya has also had a significant improvement in Kenya’s under-five mortality rates from 98.5
to 41.9/1,000 live births as shown in figure 5.3 below.93 However, this is still below the global rate
of 37/1,000 live births as in 2020.94 This is not surprising given that lower respiratory infections,
neonatal and diarrheal diseases, which affect children, still rank among the top five causes of
death in Kenya.95

KDHS (2014)
Ibid p.121
90 UNFPA website (Accessed July 2022)
91 World Population Review website (Accessed July 2022)
92 Imbo, A. et al (2021): Determinants of Neonatal Mortality in Kenya: Evidence from the Kenya Demographic and
Health Survey 2014
93 UNICEF website (Accessed June 2022)
94 Ibid
95 Institute for Health Metric and Evaluation (IHME), 2020; Global Health Estimates 2020: Disease burden by Cause, Age,
Sex, by Country and by Region, 2000-2019. Geneva, World Health Organization; 2020
88
89
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Figure 5.3: Kenya’s trend in under-five, 1990 - 2020

Source: UNICEF website (Retrieved June 2022)

Kenya’s maternal mortality rate (MMR) has significantly improved over time, reducing by half
in the last twenty years96. At 342 maternal deaths/100,000 live births in 2017, Kenya MMR was
better than the Sub-Saharan Africa’s which stood at 533 maternal deaths per 100,000 live
births. However, Kenya still lags behind the global MMR of 211 deaths per 100,000 live births97
and would need to beef up effort to realise the SDG 2030 target of less than 70 deaths/100,000
live births (see figure 5.4 ).98

Maternal mortality ratio per 100,000 live
births

Figure 5.4: Kenya’s maternal mortality rate, 2000-2017
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Source: The World Bank, 2022

The observed reduction in MMR and increase in delivery in health facilities can be partially
attributed to the Government of Kenya instituting the Free Maternity Policy, Linda Mama
Programme in 2013, which abolishes fees for maternity care in all public health services.
World Bank. 2022. World Development Report 2022: Finance for an Equitable Recovery. Washington, DC: World
Bank. doi:10.1596/978-1-4648-1730-4. License: Creative Commons Attribution CC BY 3.0 IGO
97 World Health Organization. (2019). Trends in maternal mortality 2000 to 2017: estimates by WHO, UNICEF, UNFPA,
World Bank Group and the United Nations Population Division. World Health Organization.
https://apps.who.int/iris/handle/10665/327595. License: CC BY-NC-SA 3.0 IGO
98 UN website (Accessed June 2022)
96
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Although not optimal and still has to be complemented with out-of-pocket expenditure by
households, this has reduced the related financial burden especially for low-income
households. Women in rural areas are less likely to receive postnatal care, with only 49%
delivering in a healthcare facility compared to 82% of women in urban areas.99 Wealthier more
formally educated women living in urban areas are more likely to deliver their children in health
facilities with skilled birth attendants compared to poorer women in rural areas with none or
low levels of formal education.100
Kenya’s high infant mortality rates can be partly explained by the low rates of access to health
services during pregnancy. For instance, only 58% of mothers attend the minimum
recommended four or more antenatal visits during pregnancy, and only 56% of mothers and
36% of newborns receive post-natal care within two days of delivery.101 Although the most
recent data shows that only 70% of Kenyan mothers have deliveries with a skilled birth
attendant present, this is a significant improvement from the 62% of deliveries with a skilled
attended reported in 2014 as seen in figure 5.5.102
Figure 5.5: Access to maternal care in Kenya (2003, 2008/09, 2014)

Source: Kenya DHS 2003, 2008-09,2014

This increase is partly due to the enactment of health policies to support maternal and newborn health, such as the implementation of free maternal health services at all public
healthcare facilities in 2013 through the Linda Mama programme. However, access to
maternal and neonatal care is limited especially for those in rural Kenya who either deliver at
home or in healthcare facilities which only offer outpatient services. Sixty percent of women
cite distance or lack of transport as the reason for not delivering in a health facility while 20.5%
believe that this is not necessary. 103 This means that lack of access to health insurance or
alternative financial solutions is not the only barrier to accessing maternal and newborn
healthcare as indicated in table 2 below.

KDHS, 2014
Percept Actuaries and Consultants (2022): Britam health microinsurance business analysis – the commercial viability
of value-based care
101 UNICEF. Key demographic indicators
102 Ibid; Gitobu CM, Gichangi PB, Mwanda WO. The effect of Kenya’s free maternal health care policy on the utilisation
of health facility delivery services and maternal and neonatal mortality in public health facilities. BMC Pregnancy
Childbirth. 2018
103 KDHS, 2008/2009
99

100
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Table 2: Kenya’s maternal and newborn health outcomes, 2022
Maternal and newborn health
Postnatal care for mothers – percentage of women (aged 15-49 years) who received postnatal care
within 2 days of giving birth

56

Antenatal care 4+ visits – percentage of women (aged 15-49 years) attended at least 4X during
pregnancy by any provider

58

Skilled birth attendant – percentage of deliveries attended by skilled health personnel

70

C-section rate – percentage of deliveries by C-section

9

Early childbearing – percentage of women (aged 20-24 years) who gave birth before age 18

23

Maternal mortality ratio (number of maternal deaths per 100,000 live births)

342

Postnatal care for newborns – percentage of newborns who have a postnatal contact with a health
provider within 2 days of delivery

365

Source: UNICEF website (Retrieved June 2022)

5.2 Non-communicable diseases
NCDs are a leading cause of DALYs globally about 41 million people dying from die from heart
attacks, stroke, cancer, chronic respiratory diseases, diabetes, or mental disorders annually. 104
United Nations social development goal 3 (SDG3) recognises that people should not just
survive but live long and healthy lives, and the importance of preventing NCDs part of this. The
target is to reduce NCDs by a third.105 WHO estimates that NCDs are likely to increase by 17%
globally and 27% in Africa (an additional 28 million deaths), to exceed the sum of deaths due
to communicable, maternal, perinatal and nutritional diseases by 2030. 106
There is a growing NCD burden and concern in Kenya, causing approximately 39% of all
deaths, with the four major NCDs: cardiovascular diseases (CVDs), cancers, diabetes and
chronic respiratory diseases comprising 57% of the NCD deaths. 107 Although NCDs are
prevalent throughout the country, they are not equally distributed as shown in figure 5.6 below.
Non-Communicable Diseases have emerged as conditions of great public health concern in
Kenya.

Kenya’s National Strategic plan for the control of non-communicable diseases (2021-2026)
Ibid; UN website (Accessed July 2022)
106 Kenya’s National Strategic plan for the control of non-communicable diseases (2021-2026)
107 Ibid
104
105

23

Gendered analysis of Kenya’s health sector

FSD Kenya

Figure 5.6: Deaths due to NCDs by county (%)

Source: Kenya’s National Strategic plan for the control of non-communicable diseases (2021-2026)

Regional differences were also observed in NCD related conditions. For example, Nairobi and
Central region had prevalence rates of over 50% in ‘overweight’ and ‘obesity’ compared to
Eastern and Nyanza (30-40%), while Rift Valley’s, Western’s and North Eastern’s were below
30%.108 Generally, women disproportionately exhibited these conditions compared to men as
shown below.
Counties in the Central region and to a lesser extent
Eastern region had much higher prevalence of
raised blood pressure than other counties in Kenya.
Among
women
30-49
years
(the
WHO
recommended age range for the indicator)
prevalence of cervical cancer was low (17%),
ranging from 0% in Wajir and West Pokot to 54% in
Mombasa.109 Undiagnosed cases or delayed
diagnosis of diabetes are a public health concern,
with costly health implications, as it significantly
increases the risk of other NCDs such as
cardiovascular diseases. In 2015, 88% of Kenyans
had never had their blood sugar tested, leading to
late diagnosis of diabetes.110

Source: International Agency for Research on Cancer; KNBS:
Women and Men in Kenya, 2017; Ministry of Health, STEPS Survey Kenya 2015

KNBS, Women and Men in Kenya, 2017; Ministry of Health, STEPS Survey Kenya, 2015
Ibid
110 KNBS, Women and Men in Kenya, 2017; Ministry of Health, STEPS Survey Kenya, 2015
108
109
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Lack of awareness and non-health seeking behaviours are contributory risk factors to NCDs.
Globally, physical inactivity is the fourth leading risk factor for immortality after hypertension,
tobacco use and diabetes.111 As an independent NCD risk factor, it is estimated to cause 27%
of diabetes, 21-25% of colon and breast cancers, and 30% of ischemic heart disease burden.112
Environmental pollutants (e.g., air pollution from smoking or waste burning), agrochemicals
and heavy metal toxins are also a risk factor to NCDs. According to WHO, the quality of air in
Kenya is moderately safe, with 87% of the population relying on unclean fuels and
technologies.113 Moreover, there is also general lack of awareness and non-adherence to
healthy diets e.g., high intake of sugar and salt. 114

5.3 Sexual and reproductive health
Sexual health is essential to the overall health and well-being of individuals, families, and to the
social and economic development of communities and countries. 115 According to WHO,
sexual health depends on: access to comprehensive, good-quality information about sex and
sexuality; knowledge about the risks they may face and their vulnerability to adverse
consequences of unprotected sexual activity; ability to access menstrual and sexual health
care; and living in an environment that affirms and promotes sexual health 116. Sexual health
conditions include: infections with HIV, sexually transmitted infections (STIs) and reproductive
tract infections (RTIs) and their adverse outcomes (such as cancer and infertility); unintended
pregnancy and abortion; sexual dysfunction; sexual violence; and harmful practices (such as
female genital mutilation, FGM).117
In Kenya, teenage pregnancies have continued to decrease but remain high compared to
others globally although are lower than the SSA average as shown in figure 5.7 below. This
poses a social and economic crisis and requires attention.
Figure 5.7: Adolescent fertility rates

Source: United Nations Population Division, World Population Prospects, 2017, KNBS, Economic Survey, 2021

Kenya Non-Communicable Diseases Strategic Plan, 2021-2025
Ibid
113 Ibid
114 Ibid
115 WHO website (Accessed July 2022)
116 Ibid
117 Ibid
111
112
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High rates of teenage pregnancies are driven by numerous factors such as lack of education
(including education on sexual and reproductive health), poverty, early sexual initiation,
harmful cultural practices such as child marriages; sexual abuse/violence and barriers to
access to sexual and reproductive health services. 118 There is limited awareness and agency
for teenagers to access and use contraception - 13% of married women aged 15-49 years had
an unmet need for contraception in 2020.119 This percentage is likely higher among unmarried
women (including teenagers) due to stigma around the use of contraception. 120
The onset of the Covid-19 pandemic and the reported increase in sexual violence threatened
to reverse the gains made in reducing teenage pregnancy. Although official statistics show a
drop in the rate of teenage pregnancies during this period, this is likely driven by instances of
underreporting121. For example, the decline in the use of health facilities during the Covid-19
period and delay in the validation of the latest figures in 2020 is likely to have resulted in lower
than actual numbers being reported in 2020. 122 Ongoing efforts from the government of Kenya
such as the launch of a National Campaign against teenage Pregnancies in March 2020123,
aim to reduce the high rate of teenage pregnancies.
It is almost 40 years since the first HIV case was reported (first diagnosed in Kenya in 1984) 124.
Overall, Kenya has made good progress in realising HIV/AIDS related health outcomes as
shown in figure 5.8 below but is still far from attaining the three strategic priorities identified in
UNAIDS 2021-2026 strategy namely: (1) maximise equitable and equal access to
comprehensive people-centred HIV services; (2) break down legal and societal barriers to
achieving HIV outcomes; and (3) fully resource and sustain HIV responses and integrate them
into systems for health, social protection and humanitarian settings. 125

UNESCO website (accessed July 2022).
World Bank Data (Accessed June 2022)
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Figure 5.8: Kenya’s HIV infections, deaths, and ART coverage

Source: UNAIDS website (Retrieved 29 June 2022)

As noted earlier, women are disproportionately infected by HIV/AIDS and some STIs like Herpes
and Trichomoniasis.126 Similarly, they are also more infected (see figure 5.9 below) and
affected by the condition as the core care givers in households.
Figure 5.9: New HIV infections & prevalence by gender

Source: UNAIDS

WHO: Chlamydia, gonorrhoea, trichomoniasis and syphilis: global prevalence and incidence estimates, 2016; WHO:
Herpes simplex virus fact sheet, 2020
126
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There is a projected ‘youth bulge’ of the HIV epidemic among the youth in SSA driven by the
growing youth demographic, increasing the population at risk for new infections. 127 The
knowledge of HIV prevention among 15-24 year olds in 2014 stood at 56.6% for women and
63.7% for men, contributing to the higher infections among women.128 Among women of age
15-24 years in 2020, Kenya fared worse than SSA at a 2.1% HIV prevalence against 1.68%
compared to men at 1.2% against SSA’s 0.745%. 129 Consequently, the proportion of women 15
years and above that is newly infected is twice that of men (58% vs 27%) and women make
up 62% of the population living with HIV in Kenya compared to men at 34% (rest are children
under 15 years).130 However, women portray a higher health seeking behaviour, with more on
anti-retroviral (ARV) treatment compared to men (91% vs 77%) and thus a lower death rate
(39% vs 47%).131 This lower HIV care seeking behaviour by men is likely due to the associated
stigma as earlier noted.
In 2022, the World Health Organisation recognised menstrual health as a health (not hygiene)
issue and elevated it to the global agenda among other key health issues and human rights,
and outlined three actions to attain it132:
i.

ii.

iii.

Frame menstruation as a health issue, not a hygiene issue – a health issue with physical,
psychological, and social dimensions, and one that needs to be addressed in the
perspective of a life course – from before menarche to after menopause;
Recognise that menstrual health means that women and girls and other people who
menstruate, have access to information and education about it; to the menstrual
products they need; water, sanitation, and disposal facilities; to competent and
empathic care when needed; to live, study and work in an environment in which
menstruation is seen as positive and healthy not something to be ashamed of; and to
fully participate in work and social activities; and
Ensure that these activities are included in the relevant sectoral work plans and
budgets, and their performance is measured.

5.4 Mental health
Mental health is increasingly being recognised as a health issue globally, and as playing a
crucial role to social and economic welfare of communities and nations. WHO identifies
depression as one of the leading causes of disability and suicide is the fourth leading cause of
death among 15-29-year-olds133. While it does not rank among the top 10 causes of death in
Kenya, people with severe mental health conditions die prematurely – as much as two
decades early – due to preventable physical conditions. 134
Although many mental health conditions can be effectively treated and at relatively low cost,
the gap between those who need care and those accessing care remains substantial 135.
Nevertheless, health seeking behaviour for mental health is low due to the related stigma and
effective treatment coverage remains extremely low. Many countries have deprioritised
mental healthcare over other health burdens – those in need of mental care often experience

Brown L. et al (2018): Predictors of retention in HIV care among youth (15–24) in a universal test-and-treat setting in
rural Kenya
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severe human rights violations, discrimination, and stigma. 136 The figure 5.10 gives an indication
the trend of mental health as measure by the suicide rates – WHO’s indicator for mental health.
Figure 5.10 Global suicide rates, 2019

Source: WHO: Suicide worldwide in 2019 - Global Health Estimates

Mental health is a growing burden in Kenya – the country was among those with the highest
total DALYs from alcohol use disorders in Africa in 2017.137 One out of every four persons who
seek healthcare in Kenya has a mental health condition, with depression being common and
increasing rates of substance and alcohol use disorders. 138 Both women and men experience
mental health challenges, but fatal mental
disorders and illnesses are more prevalent among
men, as evidenced by suicide rates that are three
times higher for men than women’s as shown in
here139. About 11% of new mothers in Kenya
experience postpartum depression (PPD) yet 98%
of women with PPD do not get the required
screening and may not be aware that they have
PPD.140
In recognition of the important role and the rising
this mental health issue, Kenya established a
taskforce on mental Health and wellbeing in 2019.
The taskforce’s report, “Mental Health and
wellbeing: Towards happiness and national
prosperity” and Kenya Mental Health Action Plan
(2021-2025) launch in 2021 was timeous given the
escalation of mental health issues during the
Covid-19 pandemic.
Source: WHO Data -The Global Health Observatory (accessed in 2022
WHO Website (Accessed June 2022), Dalberg & FSD Kenya (2022): Gendered health sector analysis key
stakeholders’ interviews
137 Jaguga, F., Kwobah, E. A review of the public sector substance use disorder treatment and prevention systems in
Kenya. Subst Abuse Treat Prev Policy 15, 47 (2020). https://doi.org/10.1186/s13011-020-00291-5
138 WHO website: Experts join forces for mental health in Kenya (23 May 2021)
139 World Health Organization: Global Health Observatory (Accesses June 2022))
140 Tuitoek (2019): Prevalence of Post-Partum Depression among Mothers Attending Nakuru Level 5 Hospital in Nakuru
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6 Health system challenges
Despite having an active supply landscape, significant access and quality challenges persist,
often posing a greater burden on women than on men 141. Underlying these two is a real health
financing challenge.

6.1 Physical access
Distance to health facilities is a key challenge to accessing healthcare in Kenya. According to
the mid-term review of KHSSP IV, only 62% of Kenyans live within 5km of a health facility.
Depending on the location, the average distance can go up to 58 Km142. This extra distance
increases the time spent to get to the HCFs and can drive the cost of transport by up to 20% in
rural areas.143 Women, especially in rural areas, are more affected by these physical access
challenges than men given the typical financial,
time and mobility constraints that they face.
Operating hours also play a part in terms of access
to services. 83% of those interviewed during the
KNBS, Kenya Integrated Household Budget Survey
in 2016 reported that they often seek healthcare
services from HCFs that are open long enough due
to the timing flexibility144. These physical challenges
are a significant constraint for women who have
more limited time and mobility and on average
have less income than men.145
Health facility operating hours, rural vs urban146

There are gaps in the provision of some services and differences in service availability across
health facilities. For example, while family planning (FP) is widely available across facilities (85%
service availability)147, most facilities only offer short-term FP methods. Non-Communicable
Diseases (NCD) services have lower availability than other services, yet women are more likely
to suffer from common NCDs such as diabetes than men.148
Health technology and digital health services presents a good opportunity for closing this
access gap but they are still nascent and adoption low. Interventions such as the recently
announced partnership between the Kenyatta University Teaching, Referral and Research
Hospital, the Vita-Salute San Raffaele University in Italy and GKSD Healthcare Management
and Consulting to upgrade its telemedicine field to be able to remotely diagnose and treat

The mid-term review of KHSSP IV
The mid-term review of KHSSP IV
143 Palladium, Kenya Health System Assessment, 2019
144 KNBS: Kenya Integrated Household Budget Survey, 2016
145 Maina L. et. al (2019): Gendered Patterns of Unpaid Care and Domestic Work In The Urban Informal Settlements Of
Nairobi, Kenya: Findings From A Household Care Survey
146 Dalberg (2016): Mini-Service Availability and Readiness Assessment (SARA) survey
147 Ministry of Health, Kenya Harmonised Health Facility Assessment, 2018
148 KNBS, 2017, ‘Women and Men in Kenya’
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patients with cardiovascular diseases and undertake heart surgery for adults and children149,
will contribute to addressing this access challenge.
Nevertheless, access to digital health services such as telemedicine is constrained by drivers
of digital exclusion such as general and digital literacy, device ownership, internet access, and
service cost especially among rural demographics who face most of this health physical
access challenge. Only 15% of those surveyed in a 2021 Omidyar - Dalberg study was aware
of digital health and just 35% of these mentioned using digital services for health150. According
to the survey, the most widely used digital health services were consultation (50%). The study
also showed that women were less likely to use digital health services compared to men, at
3.6% versus 6.2%, respectively. Users in rural areas had more limited access due to limited or
unreliable internet availability. The rural-urban gap in internet usage was 24% in 2020, with only
13.7% of people in rural areas having access to the internet. 151 Women are more likely to be
excluded than men given their lower phone ownership (86% vs 92%) and internet access (32%
vs 56%) compared to men 152.

6.2 Quality of services
Gaps in availability of medical equipment and health workers result in low-quality of
healthcare.

6.2.1 Availability of services
There is variation in services availability across facilities. Differences in the provision of basic
services such as emergency services or specialised care vary across HCF levels (see table 3).
For women, large variations can also be seen in the offering of family planning (FP) services
i.e., only 29% of maternity homes and 8% of private clinics had FP services. In addition, family
planning is classified as a ‘free service’ to mean that it is provided by government so hence it
is excluded from health insurance covers even private sector ones and many women pay for
it out of pocket.153
Table 3: Share of facilities able to provide disease-specific services, 2018154

Source: Ministry of Health, Kenya Harmonised Health Facility Assessment, 2018

Star: KU hospital to diagnose, treat patients online in new deal (Accessed from website, 20 June 2022)
Omidyar and Dalberg (2021): Kenya’s Digital Economy: A People’s Perspective Report
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152 GSMA: The Mobile Gender Gap Report 2021
153 Dalberg & FSD Kenya (2022): Gendered health sector analysis key stakeholders’ interviews
154 Ministry of Health, Kenya Harmonised Health Facility Assessment, 2018
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As expected, on average, higher-level facilities offer more advanced services, e.g., cervical
cancer diagnostics is offered at 90% of tertiary facilities and only at 15% of dispensaries.155 The
2018 Ministry of Health, Kenya Harmonised Health Facility Assessment showed that even when
services are shown/supposed to be on offer at facilities, they may not be available due to lack
of basic amenities, equipment or medicine to provide them. For instance, on Basic emergency
obstetric and new-born care (BEmONC), 50% of facilities offer delivery services but of those
only 12% had the 7 key obstetric services to identified as offering BEmONC. 156 Similarly, while
the availability of delivery services is high (90% in secondary and tertiary facilities and 98% in
primary public facilities), the availability of BEmONC tracer items is very low at 3%. 157 For the
facilities offering cervical cancer diagnosis or management, none had all the items necessary
- on average only 32% of items were available.158
In addition, there is a shortage of emergency transport outside Nairobi. With a population of
56 million, Kenya only has 254 registered ambulances compared to the WHO’s standard of 1
to 70,000 – 100,000 people. Additionally, most of these ambulances are not properly equipped
to provide pre-hospital care, with only a third of private ambulances having equipment.
Currently, there is no formal emergency care training or guidelines, but this is being addressed
through the Kenya Emergency Medical Care Programme which was launched in 2021. 159
Furthermore, ambulance services are unaffordable (typical cost ranges between KShs 5,000
and 8,500) and beyond the reach of most Kenyan households 160. Women have a higher per
capita health facility visit (4) than men (3) and usually shoulder most of the household’s
healthcare hence may be more likely to need emergency or transport services.161 They are
also disadvantaged in ownership of assets, such as motor vehicles, motorbikes and bicycles,
thus disproportionately experience this transport constraint. A recent Britam Health
microinsurance business case analysis showed that lack of transport can be a real barrier to
accessing healthcare even for those with insurance cover. 162

6.2.2 Healthcare labour force
The quality of healthcare services is also constrained by insufficient healthcare workers in the
system. Challenges with the workforce can be categorised into intake, allocation, and
retention.
Intake: Kenya has a shortage of approximately 370,000 nurses (46%) and 149,000 (92%)
doctors.163 The national healthcare workforce density is estimated at 15.6 per 10,000
inhabitants compared to the WHO target of 231.164 The majority of the nursing workforce is
female (75.8%), while about two-thirds of doctors and three-quarters of specialists are male besides orthopaedics, there is a deficit for workers in all other specialty areas. 165 There is
insufficient capacity to train medical doctors - most of the colleges being public.
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Allocation: Only 15% of doctor posts are filled across the health system, with an imbalance
between public and private e.g., 74 primary public hospitals reported having no doctor
compared to 9 private hospitals166. In the public sector, understaffing is common in the primary
HCFs and medical specialists tend to be in
the referral hospitals (Levels 5 and 6).167
Retention: The resourcing challenge is
compounded by low retention of medical
professionals in the Kenyan health system.
Healthcare workers frequently experience
burnout e.g., studies report a 95% burnout at
Kenyatta National Hospital168 and moderate
to high stress and burnout among most
healthcare workers in the rural areas. 169 In
addition, voluntary brain drain is significant,
with 20% of trained nurses applying to
emigrate and 40-60% of trained doctors
leaving the country after their first year on
the job. 170 Poor working conditions and low
and irregular compensation at the public
sector exacerbate already high attrition
rates – the country has experienced many
medical professionals strikes e.g., the 2017
doctors’/nurses’ strike.

Source: KNBS, Kenya Labour Force Survey, 2016

As illustrated here, while women make up most of the health labour force, they mostly trained
and work in lower cadre positions (e.g., CHWs and nursing) and are less likely to be doctors or
specialists compared to men e.g., 76% of the nurses and 80% of CHWs are female.171

6.2.3 Medicine and commodities
The medical supply chain is highly complex, leading to problems around spoilage, leakage,
stock out, and counterfeits. Stockouts are common in public facilities, estimated at an
average of 46-day stock-outs per year.172 The fact that only a few (the larger) private sector
pharmacies are regulated creates room for acquisition of supplies from the grey market and
counterfeits drugs which typically include anti-malarial drugs and antibiotics.173 For instance,
20-25% of the drugs sold in the country in 2011 were counterfeit174 despite Kenya being one of
the few African countries with an Anti-Counterfeiting Act (2008) – the mandate is to educate
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the public on matters concerning counterfeit activity and to combat counterfeiting. 175 Table
4 below gives a outlines these medical supply challenges.
Table 4: Medical supply chain challenges
Challenges in medical supply chain
Stockouts

Stock outs are most common for Malaria, TB and HIV medication - Average
stockouts were ranging from 12 to 270 days2

Spoilage

Upstream: government and distributor warehouses are poorly managed e.g.,
KEMSA’s Nairobi warehouse was overcrowded making it difficult to locate
commodities2

Counterfeits

The high fragmentation and informality of the sector described in the supply
overview section enables the proliferation of low-quality substitutes, expired and
even fake medicine.
An estimated 25%-30% of drugs sold in the country are considered counterfeit3,4.
Counterfeit issues are also be linked to poor traceability mechanisms.

Cost

High-quality medicines are expensive - given the lack of coordinated distribution,
numerous distributors and sub-distributors mark up prices, adding to the final price
paid by consumers.
Even the lowest-priced generic medicines in Kenya are estimated to be two to
five times higher than their international reference prices partially due to high
markups by operators3

Leakage

Low traceability along the supply chain can lead to stock leakages, especially
given multi-party interactions.
Kenya Medical Supplies Agency (KEMSA) had discrepancies between actual and
expected inventory for HIV and Malaria commodities e.g., 1.1m fewer condoms1

Source: [1] Ministry of Health, Kenya Harmonised Health Facility Assessment, 2018; [2] The Global Fund, Global Fund
Grants in the Republic of Kenya, 2022; [3] IFC (2018): Good Life Pharmacy Case Study (Access June 2022), [4] 2018
Kenya Association of Pharmaceuticals Industry (KAPI)
Note: The mean availability is the mean of all tracer indicators. Essential medicine mean score includes 15 tracer
indicators

6.2.4 Equipment
Lack of medical equipment is a significant impediment in providing quality care in Kenya.
Although basic equipment is available (in more than three-quarters of facilities), only 17% of
healthcare facilities have all the necessary diagnostic equipment. 176 The availability differs
based on the type of diagnostic tests: e.g., according to the Ministry of Health, Kenya
Harmonised Health Facility Assessment, 84% of health facilities had an HIV diagnostic capacity
and 74% malaria tests but only 47% had urine dipstick protein tests. The equipment that are
commonly lacking are those used to test NCDs such as diabetes and kidney disease – of which
women have higher incidences. Kenya Medical Supplies Agency (KEMSA), which supplies
approximately 49% of the health facilities, lacks a comprehensive basic equipment list. 177
However, most of the equipment (especially in public HCFs) is old and the country has limited
expertise for hospital equipment maintenance – approximately 420 professionals.178 There is
also weak enabling infrastructure (e.g., reliable electricity, regularised voltage) which makes
the available (even modern) equipment underutilised.179
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7 Implications
Kenya has made strides towards realising the desired health outcomes, but significant gaps
remain. The distance to HCFs, cost of accessing care, and the poor quality of care pose
significant barriers to seeking healthcare. Besides these, are risk factors that expose women
and households to NCDs such as use of unclean energy, poor sanitation and lack of
awareness. As outlined in various government strategies and plans, realising the universal
health coverage will be realised through a combined effort of the various players in the system
(government, private sector and others). Wrapped in these challenges are potential
opportunities for intervention.
Even with increased public health financing, households will continue to contribute to
healthcare. Having an NHIF cover is the entry point to health insurance for many Kenyan
households. Given the current membership of only 5.6m (about 22.4m Kenyans, assuming a
household of 4), and the additional 1m indigent households (approximately 4m people)
covered through the government’s HISP, this leaves out about 30m people (approximately
7.5m households) without NHIF.
The government’s health subsidy to low-income households (indigents) has been increasing
and the expectation is that it will continue to increase to cover more Kenyans. However, as
emphasised in different key stakeholders’ forums, attaining UHC in Kenya requires both public
and private partnerships. There is need to facilitate these 7.5m Kenyan households to access/c
to NHIF either by paying for themselves or through others paying for them. While
comprehensive health insurance would deliver the most optimal value to households, other
financial solutions to underpin health and healthy seeking behaviours are required. Similarly,
health micro, small & medium enterprises (MSMEs) need financial solutions to deliver quality
healthcare and expand their operations.
To make a difference, a deeper understanding of the various demographics (from the current
NHIF and other data analysis and further research), development and testing of appropriate
financial solutions (payment and savings to for premium) and streamlining of processes within
NHIF and in the private sector financial service providers is needed. There is also an opportunity
to leverage digital technology and use data as an alternative collateral for financing health
businesses. All these should be underpinned by an environment that enables innovation while
at the same time monitoring the potential risk.
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