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Afya Yetu Initiative (AYI) received funding from Bread for the World in 2012 to
implement Community Based Health Financing (CBHF) Programme in Nyeri, Kirinyaga
and Muranga counties in central Kenya for a period of 3 years. As the Programme
comes to close by 31st December 2015, it became necessary as part of best practice to
invite the services of an external evaluation agency to assess the performance and the
outcome of the project based on relevance, efficiency, effectiveness, impact and
sustainability criteria as provided for by DAC Principles for Evaluation of Development
Assistance. The International Development Institute — Africa (IDIA) was then
commissioned by AYI to undertake the evaluation assignment based on approved
Terms of Reference. The objectives of the evaluation were first, to assess the
institutional capacity of Afya Yetu Initiative to effectively undertake the activities as spelt
out in her mandate; second, to determine the effectiveness, efficiency and the impact of
Programme with regard to resource collection, pooling, allocation, utilization and
management both at organizational and Programmatic levels; and third assess the
results thereof and recommend the best way AFYA YETU INITIATIVE could move
forward with the CBHF/I agenda.

The evaluation team adopted a mixed methodological approach involving both
guantitative and qualitative techniques. A total of 407 randomly selected households
were interviewed using structured questionnaires. Of these households, 207 were from
sub locations covered by the AYI Programme while 200 households were from non-AYI
Programme sub locations in the two counties of Nyeri and Kirinyaga. The idea of using
both Programme and non-Programme areas in the selection households was to
determine the Programme effects against the areas not covered by the AYl Programme
services. In addition, a total of 20 FGDs and 13 Klls were conducted in Nyeri and
Kirinyaga Counties. Quantitative data were analyzed using SPSS computer software
version 20 while qualitative data were analyzed manually using content analysis
techniques. The findings from the two data sets were triangulated to arrive at the
evaluation findings as presented in this report.

Overall the evaluation found that majority of respondents in the Programme areas were
aware of CBHF with 85.2% having been registered with CBHF for more than two years.
Almost all of respondents (99%) in the non-Programme areas were however not aware
of CBHF. A majority of respondents in Nyeri (72.7%) knew about CBHF from their
community leaders and Community Health Workers compared to 51% in Kirinyaga.

Relevance: The project was adequately aligned with the needs, policies, and priorities
of the National and County governments of Kenya including Universal Health Coverage
policy (UHC), the Kenya Vision 2030, Kenya Health Policy and the Constitution of
Kenya. The project is responsive to local needs especially in the context of the rising
average costs of care and financial exclusion among the poor. As a result, 99% of the
respondents in the Programme areas held the view that CBHF is very relevant to their

Vii



needs particularly in the context of high costs of care for the poor and the recently
increased NHIF premium beyond the reach of lower quintile groups.

Effectiveness: Overall, the project was assessed in its effectiveness in implementing
the planned activities in each of the four results:

a) Improved Capacity and efficiency to promote autonomous Networks.

b) Strengthened AYI capacity to deliver professional MHI services.

¢) Increased financial autonomy of NWs, CBHIS and AYI through diversification of
funding and products.

d) AYlis recognized as a resource center to promote MHIs participative approach.

In pursuit of its objectives, targets and expected results, the project realized mixed
results in certain areas. With respect to increasing the number of beneficiaries, the
project performed modestly with the number of beneficiaries increasing from 25,396 to
35,468 by July 2015 representing an overall performance of 54.34%. The project also
missed to achieve its annual targets with the performance declining from a high of
50.16% in 2013 to 14.66% in 2014 and a slight improvement of 16.98% in 2015. While
the project had projected to recruit additional 39,869 beneficiaries by the end of the
second project phase, 2015, it only managed to recruit a total of 10,072 beneficiaries
with 5,514 recruited in 2013, 2,183 in 2014 and 2,375 by July 2015.

In relation to increasing the number of schemes from 29 to 86 schemes by end of 2015,
the project had achieved 100% result by July 2015 with the possibility of surpassing the
target by the end of the phase in December 2015. The 86 schemes so far established
are distributed as follows: Nyeri (46), Kirinyaga (35) and Muranga (5). The project also
surpassed its target of enlisting at least two organized groups to benefit from
customized micro health insurance packages. The evaluation established that there
were already four coffee societies covering 12 factories that have been enlisted and
benefiting from the low cost product. The project was able to achieve these targets
because of change of strategy from one that targeted to use resource persons and
volunteers to create schemes and recruit members to the use of field officers and
Network Agents.

The project did not however achieve its target of increasing the penetration rate up to
30% with an overall penetration rate for the two networks estimated at 11.91%.
However, without a defined baseline penetration rate given, the Evaluators could not
establish the actual level of performance in terms of the change from the baseline to the
targeted penetration rate of 30% even though this was only meant for sustainable
schemes.

98% of the respondents said that CBHF had effectively covered the low income in their
guest to access affordable quality health care services. 99.5% of the respondents said
CBHF was providing access to affordable health care to the poor people. A large
majority of the respondents (93.6%) also indicated that CBHF had achieved its mandate
of expanding access to healthcare in the counties with 90.2% of the respondents
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holding the view that the objectives of the CBHF project had been achieved.
Consequently, an overwhelming majority of the respondents, 97% in Nyeri and 96.2% in
Kirinyaga said that they were either very satisfied or satisfied with the CBHF services.
Only 3% in Nyeri and 3.8% in Kirinyaga expressed dissatisfaction with the CBHF
services provided.

Efficiency: The overall management of the Programme has been assessed on
efficiency criteria with the Programme found to be well executed, managed and
coordinated as expected with all the parties involved adequately fulfilling their
obligations as stipulated in the agreement of cooperation. AYI is a legally constituted
entity and has made every effort to be compliant with all the legal and statutory
requirements with the organization regularly filing its annual returns as required by the
law. It also regularly holds its annual general meetings and audits its accounts. Over the
years, Afya Yetu Initiative has forged a number of partnerships and working
relationships with various organizations including service providers, governments,
technical support and networking institutions. These relationships have provided and
presented AYI with opportunities for gaining greater visibility at various levels as a
reliable provider of low cost and affordable insurance cover targeting low income and
informal sector population.

The services have been provided in a timely manner with most of the activities
implemented within the stipulated timelines. The Programme delivery structure is well
organized with clarity of roles and responsibilities while the governance and
management organs of the organization from the boards to management teams at both
secretariat and network levels providing enabling environment for efficient project
operations. Women are however grossly underrepresented in the AYI Board, a matter
that needs to be urgently reviewed in order to make it comply with the requirements of
the Constitution of Kenya and the good corporate governance principles. Issues of
performance management also need to be addressed as staff performance appraisal
had not been done for some time. The project resources were prudently utilized.
Throughout the project period, the auditors did not raise any audit queries as to how the
funds had been used or applied. Opening a dedicated project bank account and
separate book keeping of project accounts from other organizational activities was very
ideal as it made accountability and reconciliation fairly easy. In the final analysis, the
evaluation established that AYIl adequately complied with the terms of the Agreement of
Cooperation with respect to efficient and prudent financial management and timely
financial reporting.

From the beneficiaries, 82.8% of the respondents in the project area felt that the CBHF
Programme had optimally used resources to achieve the required results with only 1%
of the respondents disagreeing and 7.9% saying they did not know whether the
resources had been used optimally. They also felt that Programme activities were
efficiently coordinated with 90.6% indicating that the activities were extremely well
coordinated.



Impact: The evaluation established that the project has had significant contribution to
expanding access to health care services. By increasing the number of beneficiaries
from 25,396 in 2012 to 35,468, the project has given these members plus their
dependents an opportunity to benefit from affordable quality health care services
thereby improving their quality of life. Indeed nearly all the respondents (99.5%)
indicated that the Programme had positively changed their access to healthcare and
96.6% of respondents saying that CBHF had been able to safeguard their disposable
income. 98% of the respondents also said that CBHF initiatives had influenced
households and members to take up health insurance and improved their health
seeking behaviour. It was however, not possible within the constraints of this evaluation
to conduct an in depth analysis of the extent to which the CBHF/I Programme has
contributed to the overall achievement of the MDGs 4, 5 and 6 indicators as well as
changes in people’s lives in terms of improvement in their health status, gender
relationships and quality of life in the project areas. This would need an in depth ex post
study.

Sustainability: In general CBHF Programme has demonstrated that CBHI is a viable
option and can be financially, technically and institutionally sustainable within the
medium term. Most of the respondents across the board also held the view that from the
success so far realized in Nyeri and Kirinyaga Counties, the CBHF Programme has the
potential of growing into a powerful instrument for the attainment of UHC goal not only
in its current locations but also across the country. The evaluators therefore hold the
view that with sustained funding and technical support by partners, CBHF is on course
to attaining financial, technical and institutional sustainability.

In conclusion, CBHF Programme has experienced rapid growth over the last three
years in the number of schemes and clients with impact on access to affordable quality
health care services. As a whole, CBHF Programme outlook is positive with great
potential for scaling up, and replication and of becoming a national model of Community
Based Health Financing (CBHF) in Kenya. There is therefore need for sustained funding
and technical support as AYl works towards achieving institutional sustainability at
secretariat, network and scheme levels. The next phase of Programme support should
therefore focus on:

a) Consolidation of AYI institutional development gains at secretariat, network and
scheme levels including establishment of the Muranga Network and regional
CBHF Federation;

b) Strengthening of the new schemes established during the second phase;

c) Expanding and scaling up of the CBHI service reach to non-Programme areas;

d) Seek for ways of leveraging devolution of healthcare services to county
governments to achieve scale and realize greater impact and

e) Building capacity of the organization in product development and diversification,
brand management, strategic business planning, social marketing and strategic
risk management.



CHAPTER 1: INTRODUCTION AND BACKGROUND

1.1 Introduction

AFYA YETU INITIATIVE has implemented a Community Based Health Insurance
Scheme (CBHIS) Programme with funding from EED and later Bread for the World-
Berlin since 2009. The first phase of the Programme ran for the period 2009-2011 with a
one year extension in 2012. An end-term evaluation was conducted at the end 2011 for
the period for which Evangelischer Entwicklungsdienst (EED) provided a 100% financial
support. The findings and recommendations formed the basis for the second funding
phase. The second three year phase of the Programme under the tittle “promotion of
community based health insurance schemes” has been implemented in Nyeri, Kirinyaga
and Muranga counties in central Kenya since January 2013 and is due to end in
December 2015.

As the Programme comes to close by 31st December 2015, it became necessary as
part of best practice to invite the services of an external evaluation agency to assess the
performance and the outcome of the project in terms of its relevance, efficiency,
effectiveness, impact and sustainability. The International Development Institute — Africa
(IDIA) was then commissioned by AYI to undertake the evaluation assignment based on
approved Terms of Reference taking into account the DAC Principles and criteria for
Evaluation of Development Assistance. The results of the evaluation is expected to be
informative to AYI, Bread for The World, other partners and stakeholders for future
collaboration and further funding.

1.2 Project organizational context

AFYA YETU INITIATIVE (AYI) was registered as a nongovernmental organization
(NGO) under the laws of Kenya on 21st of June 2006 as a successor to the French-
Based International NGO Centre for Development and Research (CIDR) that
implemented the Community-Based Health Financing (CBHF) Project from 2001- 2008.
AYIl is based in Nyeri town in Central Region of Kenya and implementing the
Programme in Nyeri, Murang“a and Kirinyaga Counties. The main purpose of the
Organization is to empower communities to access affordable health care and enhance
their quality of life. The Vision of the organization is to be the preferred model
organization that provides innovative and adaptable solutions to the participative social
security and health systems. The Mission is to enhance the quality of life of the low
income communities and the informal sector workers by promoting sustainable and
participative micro-insurance health schemes and networks. The specific objectives of
Afya Yetu are:

a) To mobilize and stimulate communities to enhance quality of life and empower
them to take initiatives that provide quality health;

b) To promote affordable local community-based health insurance schemes those
are autonomous financially and in their management;
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c) To develop and establish micro-insurance technology and systems those are
technically and institutionally acceptable and sustainable;

d) To mobilize resources for the sustainability of the Organization, its activities and
Programmes.

The core activities of the organization include:

a) Promotion: Creating awareness and empowering the population through
Sensitizing, Information and Communication (SIC).

b) Designing of insurance packages: This involves participatory design of the
preferred packages/products, services and contributions with the CBHF Scheme
members.

¢) Training/Capacity building/Empowerment.

d) Technical support.

e) Methodology support: AYI supports the methodology of implementing the CBHF
Programme from feasibility studies, selection, formulation, creation, registration,
operationalization, commissioning, claim monitoring and evaluation.

1.3 Background to the community based health financing (CBHF) project

The Community Based Health Financing (CBHF) Programme in the Nyeri District was
launched in 2001 by the CIDR following a feasibility study carried out in 1998. The
Programme offered an innovative approach in Kenya, a country with various models of
Health Maintenance Organizations (HMO). In most of the cases, health insurance was
provider-based and the premiums to enroll in HMOs were out of reach for most of the
population working in the informal sector. The feasibility study of CIDR showed the
possibility and attractiveness of a community-based system that could deliver health
insurance services at affordable rates for the informally employed. The first scheme
under this Programme was initiated in year 2002 in Mathira sub-county, Nyeri. The
number rose to 6 schemes in 2005, 15 in 2008, and 30 in the year 2012. The schemes
aim at reducing vulnerability to health hazards for rural poor and informal sector workers
through the setting of innovative voluntary health insurance mechanisms.

Currently, 86 CBHF Schemes spread across Nyeri, Kirinyaga and Murang’a counties
are operational. They have formed two networks for each of the first two counties that
bring together more than 35,000 beneficiaries for inpatient health benefits; this is the
best result for a member based scheme in Kenya. Positive indicators have been
realized over the years including an average re-contribution rate of over 80%. Claim
ratios have balanced over the period and the partnership between the Programme and
the National Hospital Insurance Fund (NHIF) has gradually been institutionalized.
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1.4 Purpose of the evaluation as set out in the TOR

Overall, the purpose of the assignment was to conduct an End Term Evaluation (ETE)
of project implemented by Afya Yetu for the period 2013 to 2015. The outcomes of the
evaluation was expected to help AYI re-focus on her strategies, objectives and to
realign her priorities in order to realize her full potential as a key player in the field of
health care financing in Kenya. The evaluation exercise aimed at finding out the
strengths and weaknesses of the project and implementation methodology and to give
clear recommendations that would inform the direction for the next phase. The specific
objectives of the evaluation were:

1. To assess the institutional capacity to undertake effectively the activities as spelt
out in her mandate. This will include governance, management and staff.

2. To determine the effectiveness, efficiency and the impact of AFYA YETU
INITIATIVE in her mandate to discharge the project proposal for the phase with
regard to resource collection, pooling, allocation, utilization and management
both at organizational and programmatic levels.

3. Based on AFYA YETU INITIATIVE objectives, assess the results thereof and
recommend the best way AFYA YETU INITIATIVE can move forward with the
CBHF/I agenda.
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CHAPTER 2: METHODOLOGICAL APPROACH
2.1 Introduction

This chapter presents how the evaluation was designed, who was interviewed, how
many people were interviewed and the data collection instruments that were used. It
further outlines the data management system and the analysis processes that were
employed to generate the findings. The evaluation used participatory approaches to
gather views, insights and key data from different stakeholders.

2.2 Evaluation design

To effectively address the evaluation objectives and given the scope of the project, the
evaluation adopted a mixed methodological approach involving qualitative and
guantitative methods. The qualitative methods involved key informant interviews and
focus group discussions. The design for qualitative assessment was phenomenological.
The Institutional Capacity Assessment was done using the Octagon capacity
assessment tool. The quantitative design involved cross sectional comparison between
the areas where there were Programme activities and the areas where there were no
Programme activities to assess the relevance, efficiency, effectiveness, impact and
sustainability of the Community Based Health Financing (CBHF). The quantitative
approach was conducted through in-depth household interviews.

2.3 Study population and sampling approach

The study population of the evaluation included opinion leaders in the CBHF schemes,
government officials in the Ministry of health (MOH) at county governments, members of
CBHF, the beneficiaries of the CBHF, Scheme officials, Network officials, NHIF officials
at the county levels, Board of management of Afya Yetu Initiative (AYI), staff of AYI and
heads of the households as the principal contributors of the premiums to schemes. To
determine the sample size of the households, Yamane formula (1967) was used as
stated below:

N

14N ()"
Where:
n=the desired sample size
N= the population size
e=the level of precision
10040 384

2
1 10040 0.05 400

The sample size of 384 was rounded off to 400. This was then equally divided between
the two counties (Nyeri= 200 and Kirinyaga= 200). The evaluators did not include the
Murang’a county members as they were found to be too new in the project to offer
adequately informed opinions. Further, in each county 100 principal contributors in the
Programme areas were randomly selected for interview and another 100 household
heads in non-Programme areas were also interviewed for comparison. The idea of
using both Programme and non-Programme areas in the selection households was to
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determine the Programme effects against the areas not covered by the AYIl Programme
services.

In the execution of sampling procedures, a 5 multistage sampling was conducted; 1)
county, 2) sub-county, 3) ward, 4) location and 5) sub-location which is equivalent with
scheme. The scheme was then defined as a cluster. In the scheme level sample frame
of all the principal contributors were developed and then proportionately allocated to the
number to be interviewed in each scheme. Computer generated sample was then used
to randomly select each principal contributor to be interviewed by the scheme in all the
Programme areas. In the non-Programme areas, sub-location was the sample cluster
unit. In the Programme areas a sub location was the equivalent to a scheme defined as
a cluster unit. In Programme and non-Programme areas equal sample were allocated
resulting in 200 minimum in both counties as the samples. They were then interviewed.
The first house was determined by random numbers of tables and the second person
was picked on the right side where they had been called to assemble.

In the final analysis a total of 421 randomly selected households were interviewed in
Nyeri and Kirinyaga counties using structured questionnaires. Of these households, 207
were from sub locations covered by the AYI Programme while 200 households were
from non-AYl Programme sub locations in the two counties of Nyeri and Kirinyaga.
Some 14 guestionnaires (12 from Programme areas and 2 from non-Programme areas)
were spoilt or not properly completed and were therefore discarded at data verification
stage. Regarding key informant interviews and focus group discussions, the
participants were purposefully selected. A total of 13 Klls were conducted as shown in
Table 1 below.

Table 1. Key Organizations by designation of person interviewed

Karatina District Hospital Matron

NHIF, Kirinyaga County

Branch Manager

NHIF-Nyeri County

Senior Manager

MOH-Nyeri County PS/Chief officer

Nyeri Network Chairman
Treasurer

Kirinyaga Network Chairman
Board member (Female)
Secretary

AYI/Nyeri & Kirinyaga Networks

Network Agents

AYI Senior Management Staff

Programme Coordinator

Finance &Admin. Officer

Risk Management and M&E Officer

Training & Development Officer

AYI| Board of Directors

1 member

Chiefs

Senior Assistant- Chief-Mukure location

Assistant Chief- Mukure location

Assistant Chief- Chehe sub location

Assistant Chief-Sagana Sub location

KCBHFA Officials

KCBHFA Officials (E-mail Questionnaire)

Total No. of KllIs

13

NB: Total of 13 Klls were conducted and 1 e-mail questionnaire to KCBHFA officials
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A total of 20 FGDs were conducted consisting of men, women and leaders separately
as shown in Table 2 below. Each focus group consisted of 7-15 participants.

Table 2: Focus Groups Conducted

Programme Area Non-Programme Area
FGD Composition | Date Attendance | FGD Composition | Attendance | Date
1 | Kairia Men 23/7/15 | 10 Gatunai | Women 14 23/7/15
2 | Afya Yetu | scheme 21/7/15 | 12 Hiriga Men 10 23/7/15
S.H.G- leaders
Chehe
3 | Ugi wa Women 22/7/15 | 11 Karuthi | women 12 24[7/15
Mwiri Women
S.HG Group
Itiati
4 | Ugima Women 22/7/15 | 10 Karuthi Men 10 24/7/15
Witu
SHG-
Gitugi
5 | Scheme Leaders 21/7/15 | 8
leaders-
Chehe
KIRINYAGA
FGD Composition | Date Attendance | FGD Composition | Attendance | Date
1| Ikiro Men 21/7/15 |9 Kadawa | Men 11 23/7/15
Ciatha /Kimigwi
SHG
2 | Mukure scheme 22/7/1 13 Kadawa | women 13 23/7/15
leaders /Kamigw
i
3 | Kiangai Women 21/7/15 | 8 Kiratina | Men 10 23/7/15
Afya sub-
Pamoja location
Scheme
4 | Tujipange | Women 21/7/15 | 13 Sagana | women 15 24/7/15
Ki Afya sub-
Yetu- location,
Kirund Kariti
location
5| Uzima Men 24/7/15 | 11
Wetu —
Kibingoti
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2.4 Hiring of research assistants

AYI assisted in the recruitment of 14 Research Assistants (RAs) from the local
communities who understood the local language and dynamics well. They had
academic qualification from Diploma to Master degree and had previously participated
in similar exercises. The RAs were trained/ inducted on the techniques of administering
interviews for qualitative and quantitative assignments. They conducted mock interviews
and pre-tested the tools to ensure validity, timeliness to elicit the expected responses.
Four of the RAs were assigned to collect data on the FGDs, 10 on the household while
the consultants collected the KII data by themselves.

2.5 Tools for data collection

The study used 4 categories of instruments namely household questionnaires, FGD
guides, KII guides and Institutional Capacity Assessment (ICA) tool. The purpose of
using household questionnaires was to determine how much of the outcome from the
CBHF project had been achieved. The FGD and KIlI guides were administered to
respondents to elicit the feelings and opinions of the respondents on the CBHF
regarding its outcomes, impact and sustainability mechanisms. ICA tool was used to
establish the capacity of Afya Yetu Initiative to conduct the CBHF business. The results
obtained from using the tools were triangulated to derive the findings of the evaluation.

2.6 Ethical considerations

The necessary approvals were obtained from the relevant authorities including the
board of management of AYI, the County governments through the Department of
Health. Given that CBHF has been there in communities for about 15 years, and owned
by the communities it did not constitute perceived ethical concerns as the knowledge of
the Programme officers and the evaluators did not portend any malice or concern on the
communities.

2.7 Data collection and management

The data collection took a total of 6 days (22" to 25™ July 2015). All the RAs were
assigned at least 10 questionnaires to administer per day. This was to ensure that the
minimum sample size calculated was achieved within the available time. The consulting
team directly supervised the RAs as they collected data. The field questionnaires were
then collected by the consulting team for checking and feedback given to the RAs in
professional and amicable manner. This was to ensure continuous quality check and
improvement. Errors associated with omission or commissions were promptly corrected.
The consulting team further met all the RAs every evening for another quality check and
collection of the field questionnaires, allocated the tools for the next day and planned for
the logistics. For the FGDs and Kils, the summaries were done each day when
memories were still fresh to avoid any situation of carry over work and chances of
forgetting. All the filled data were collected from the RAs and kept in the office after
being serially numbered. All the tools were then carried to Nairobi for data entry.
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2.8 Data cleaning and analysis

Quantitative data collected were first manually coded using felt pens in serial numbers
by counties to determine the number. The coded data were entered into computer using
Statistical Package for Social Scientists (SPSS) software Programme version 20 to aid
in analysis. After entering the data, post data cleaning were conducted under the
supervision of the consulting team. This was to further ensure that any errors of
omission or commissions that normally come with conventional biasness were not
carried over. The data entry took 5 days. After data entry, a dry run was conducted to
ensure data cleanliness and quality. Questionnaires that were found to have errors of
incompleteness were discarded at this stage. Using SPSS, descriptive statistics and
bivariate analyses were conducted. From the SPSS the data was exported to excel to
generate tables, figures and graphs then exported to MS word which has been used for
illustration purposes in the report. Qualitative data were analyzed manually using
content analysis technigues. The data were coded and categorized into themes to
enable content analysis. The two sets of data were triangulated and presented as the
findings of the evaluation in text, tables and figures.
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CHAPTER THREE: EVALUATION RESULTS

3.1 Introduction

This chapter presents the findings of the evaluation by project objectives or key results
and indicators based on the Development Assistance Committee (DAC) criteria for
evaluation of development assistance including relevance, effectiveness, efficiency,
sustainability and impact. It further outlines the lessons learnt, best practices and
challenges. The findings are presented in text, tables, figures and charts after
triangulation of quantitative and qualitative findings.

3.2 Social and demographic characteristics of households interviewed

The social and demographic characteristics of the respondents from both Programme
and non-Programme areas is presented in Table 3 below. Three quarters of the
respondents in the Programme area were aged over 40 years while more than 50% of
the respondents in the non-Programme areas were below the age of 40 years as
compared 25.6% in the Programme area. A majority of the respondents were male in
both the Programme areas and non-Programme areas at 58.1% and 52.9%
respectively. In terms of marital status, a majority of the respondents were in
monogamous marriages in the intervention areas (79.3%) and non-intervention areas
(64.7%). Among the respondents interviewed in the Programme areas, 32% had
completed primary education compared to 14.2% in the non-Programme areas. 20.7%
of respondents in the Programme areas had completed secondary education compared
to 14.2% in the non-Programme areas.

Most of the young population in the Programme areas could be targeted by the CBHF
as the young people are still within the very active age of production; are less likely to
be sick and can pay for the relatively old people in the Programme areas. This has the
advantage of reduced risks of adverse selection.
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Table 3: Households characteristics: Age Group, Sex, Marital Status and
Education Level

Age Group N = 203 N =204

20-29 6.9% 22.1%
30-39 18.7% 28.4%
40-49 30.0% 18.6%
50-59 21.2% 14.2%
60-69 10.3% 8.8%
70-79 8.9% 5.4%
80-89 3.4% 2.0%
90-99 0.5% 0.5%
Sex

Male 58.1% 52.9%
Female 41.9% 47.1%
Marital Status

Married ( monogamy) 79.3% 64.7 %
Married (polygamy) 0.5% 1.5 %
Widow (er) 7.9% 7.8 %
Separated/divorced 4.4% 6.9 %
Single 7.9% 19.1 %
Education Level

None 5.9% 5%
Primary incomplete 21.2% 25%
Primary completed 32.5% 14.2 %
Secondary incomplete 14.8% 21.6 %
Secondary completed 20.7% 14.2 %
Vocational 2.0% 34.3%
Tertiary/university 2.5% 2.9 %
Adult Education 0.5% 9.8 %

The main source of income for a majority of the respondents in the Programme area as
shown in Table 4 below was farming at 73.4% with 47.5% of respondents in the non-
Programme area also stating their main source of income as farming. Majority of
respondents in both Programme and non-Programme areas were living in semi-
permanent houses at 65% and 57.4% respectively. Basing the time for payment from
farming, CBHF Programme has the potential of getting the principal contributor by
farming type such that reliance only on Tea farmers as the main principal contributors
can be augmented by other farming types such as dairy, coffee among others by region
of CBHF operations of the respondents

20



Table 4: Household main source of income

Main source of

income

None 2.0% 2.9
Farming 73.4% 47.5
Salary 3.9% 15.7
casual work 12.8% 23.5
Remittance 1.0% 1.0
Business 4.5% 9.3%
Construction 0.5% 0%
Driver 0.5% 0%
Landlord 0.5% 0%
Shop keeper 0.5% 0%
Housing Type

Temporary 10.3% 25.0%
Semi-permanent 65.0% 57.4%
Permanent 24.7% 17.6%

3.3 Assessment of project relevance

The Community Based Health Financing Programme implemented by Afya Yetu
Initiative (AYI) since 2008 and subsequent phases has been and remains very relevant
in terms of its objective of increasing access to quality health care for the low income
population in Nyeri, Muranga and Kirinyaga Counties. The project was found to be
adequately aligned with the needs, policies, and priorities of the National and County
governments of Kenya. First, the project is aligned with Kenya Health Policy 2013-2030
where promotion of community based health financing mechanisms has been
recognized as a viable mechanism for the informal sector. Under the policy, it is
envisaged that efforts will be made to progressively build a sustainable political, national
and community commitment with a view of achieving and maintaining Universal Health
Coverage through increased and diversified domestic financing options.

Secondly, the project is aligned with the Kenya National Standards for Community
Health Services (2014) where Community Based Insurance Schemes (CBHIS) is
recognized as one of the financing mechanisms for community health services. Thirdly,
the project’s strategic relevance is even more pronounced in the context of devolution of
health care services to the Counties where AYI as the implementing agency can
leverage on emerging opportunities presented by the large numbers of the general
population who cannot afford to pay for health services hence would benefit from
increased coverage of CBHI services.

Fourthly, the project is responsive to local needs especially in the context of the rising
average costs in public hospitals leading to financial exclusion among the poor. To this
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end, the project has significantly contributed reducing financial exclusion of low income
population thereby increasing their access to quality health care services. In this
respect, the project was and still remains relevant to Kenya’'s needs for a sustainable
health care financing system that is participatory, inclusive and affordable as the country
moves towards ensuring Universal Health Coverage.

Indeed, when asked whether CBHF was still relevant and needed in the community,
99% of the respondents in the Programme areas held the view that CBHF was very
relevant particularly in the context of high costs of care for the poor and the recently
increased NHIF premium beyond the reach of lower quintile groups. 97% of the
respondents in the Programme areas affirmed that CBHF has demonstrated tangible
changes by influencing health reform policy especially in the areas of health care
financing with 95.07% indicating that CBHF was organized in line with Government of
Kenya activities. 66% acknowledged that CBHF had created opportunities to work with
NHIF as the enlarged product package is inclusive of NHIF contribution. It was also
noted that AYI carefully articulates the CBHF plan along strategic plans of the
government including Vision 2030, medium term plans and County Integrated
Development Plans (CIDPs). Table 5 below shows the respondents’ views on the
relevance of CBHF Programme.

Table 5: Respondents’ views on the relevance of CBHF Programme

CBHEF still needed by the community 99% 0.5% 0.5%
CBHF activities in line with government 95.07% 1.48% 3.45%
Attributable changes to CBHF to be relevantto | 96.5% 1.5% 2%
the community

CBHF demonstrated tangible changes by 97.0% 1.5% 1.5%
influencing health reform policies

CBHF presented opportunities to work with 66.2% 12.8% 29.6%
NHIF

During FGD discussions with all groups in the Programme areas (women, men and
scheme leaders) most participants also indicated strongly that CBHF is very relevant
because majority of members are low income earners and premiums are affordable;
caters for the common person; leaders have a touch with the community and it is
accessible. It was also noted that other schemes like NHIF are becoming too costly for
members of the community. This confirms the quantitative findings as illustrated in
Table 5 above. Among the key informants the CBHF relevance is associated with the
affordability of product packages; the low cost products tailored to the community
incomes; and community ownership.
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3.4 Assessment of project effectiveness

The overall project objective was to ensure access to quality health care by the low
income population in the Counties of Nyeri, Kirinyaga and Muranga by the end of the
project period. This section presents the results of the assessment of the extent to
which this objective was achieved in relation to the project key performance indicators
and the key result areas. This is based on an in-depth assessment of the Programme
design, activities, achievements, constraints, best practices and lessons learnt. In
particular, the results include assessment of the Programme performance in terms of
the level of their achievement; appropriateness of the strategy pursued; the extent to
which the intended outputs, outcomes and impact were realized; the challenges
encountered and lessons learnt.

3.4.1 Assessment of the overall project performance by key indicators

The project performance was to be measured based on the following two binding
indicators:

a) 65,000 beneficiaries have been covered within the Programme phase; and
b) At least two organized groups are benefitting from tailor made micro insurance by
end of Programme phase;

In addition, the project set a none binding benchmark indicator for sustainable schemes
of increasing the penetration rate up to 30% in the catchment areas where AYI had
been working for the last three years.

The assessment of the project performance in relation to the two binding and the
additional benchmark indicators are presented below.

3.4.1.1 Assessment performance in increasing beneficiary
coverage

The overall project target was to increase the number of beneficiaries covered from
25,396 in 2012 to 65,000 by the end of Programme phase in December 2015. Overall,
the project performed modestly with the number of beneficiaries increasing from 25,396
to 35,468 by August 2015 representing an overall performance of 54.34%. This number
was expected to increase by end of 2015 due to on-going recruitment efforts. The
project also missed to achieve its annual targets with the performance declining from a
high of 50.16% in 2013 to 14.66% in 2014 and a slight improvement of 16.98% in 2015.
Figure 1 below shows the trends in the number of beneficiaries targeted and recruited
between 2013 and 2015.
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Figure 1: Trends in the number of beneficiaries targeted and recruited between

2013 and 2015
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While the project had projected to recruit additional 39,869 beneficiaries by the end of
the second project phase with target of 10,993 in 2013, 14,889 in 2014 and 13,987 in
2015, it only managed to recruit a total 10,072 beneficiaries with 5,514 recruited in
2013, 2,183 in 2014 and 2,375 by the time of the evaluation in August 2015 as
illustrated in Table 6 and Figures 2, 3 and 4 below:

Table 6: Annual Beneficiary recruitment indicators

Year 2013 2014 2015
Projected annual number of 36,389 51,278 65,265
beneficiaries to be covered from a

baseline of 25,396 in 2012

Actual Number of Beneficiaries 30,910 33,093 35,468
covered

Performance(Percentage) 84.94% 64.54% 54.34%
Targeted Annual Increments in 10,993 14,889 13,987
New beneficiaries recruitments

Actual number of beneficiaries 5,514 2,183 2,375
recruited

Performance(Percentage) 50.16% 14.66% 16.98%

Source: AYIl Scheme Data September 2015
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Figure 2: Actual No. of Beneficiaries compared to projected number of beneficiaries
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Figure 3: Annual Performance calculated as percentage of total number of beneficiaries to the
rojected number of beneficiaries
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Figure 4: Actual Annual Increments in New beneficiaries’ recruitment as compared to the Targeted
recruitment
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Figure 5: Annual performance calculated as a percentage of actual number of recruitments to the
targeted number of recruitments
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The failure to achieve the set targets could be attributed to the following factors:

The confusion caused by NHIF in 2013 regarding the amounts to be contributed,;
The drop in tea and coffee prices (economic issues) during the project period
thereby reducing the marginal propensity to contribute premiums by the potential
clients

The creation of many schemes that have few members owing to inadequate
awareness;

The methodologies of working at divisional level relied on resource persons to be
trained to create schemes and replicate the work of field officers; however this
failed because the ones identified were asking for salaries, which AYI could not
afford. Secondly, scheme creation is a technical process that cannot be
perfected in a short time and be implemented fully by volunteers leading to
lackadaisical trends in client recruitment.
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Inadequate human resource capacity to effectively take advantage of the
emerging opportunities for scaling up and expansion of CBHF services in other
counties and non-Programme areas.

All the above factors may be indicating AYI’s institutional capacity challenges especially
in the areas of risk management, strategic business planning and marketing.

Majority of beneficiary respondents in Nyeri and Kirinyaga Counties indicated that they
paid between KES 651-700 as premium at 56.6% and 67.3% respectively as shown
Table 7 below. This could be attributable to members’ perception of CBHF services as
affordable. This view was expressed in all FGDs conducted in Programme areas where
most participants who subscribe to the low-cost product package said that “the
premium is good, not costly and therefore affordable to majority of low income
earners.” Similarly, during key informant discussions with senior Programme staff, it
was indicated that the low-cost product had performed very well in the market due its
affordability. According to the Programme officers interviewed, “low cost products
have high uptake, comprising purely of CBHF products and target low-income
people.”

Table 7: Amount paid as premium

Less than KES 380 4% 1.9%
KES 380-650 2% 1.9%
KES 651-700 56.6% 67.3%
KES 701-1500 16.2% 20.2%
KES 1501-2300 7.1% 2.9%
KES 2301-2500 11.1% 3.8%
KES 2501 and above 3% 1.9%

Most of beneficiary respondents in Nyeri (78.8%) and Kirinyaga (89.4%) indicated that
they took premiums that cover all family members as shown Table 7 below.

Table 8: Whether all Household members covered by CBHF scheme

Yes 78.8% 89.4%
No 19.2% 9.6%
Non-applicable 2% 1.0%

Regarding health facility they mainly visited, 97% of respondents in Nyeri said that they
mainly visited Government facilities compared to 89.3% of respondents in Kirinyaga.
The most preferred cover was inpatient services in both Nyeri (93.9%) and Kirinyaga
(96.2%) as shown Table 9 below. Apart from the inpatient and outpatient product
packages, AYIl has also created enabling environment for its members to foster
solidarity and enhanced social protection mechanisms by establishing a burial
benevolent fund referredtoas “L a st R et sumparttmembers in case of loss of an
immediate family member.
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Table 9: Health services accessed and facilities mainly visited under the schemes

Variable "Nyeri (N=99) Kirinyaga ( N= 104)
Health Services Accessed from Scheme

Inpatient only 93.9% 96.2%

Outpatient only* 5.1% 2.9%

Inpatient and outpatient® 1% 1.0%

Health Care Facility mainly visited

Mission Facilities 2% 8.7%

Private Facilities 1% 1.9%

Government Facilities 97% 89.3%

Overall, an overwhelming majority of the respondents, 97% in Nyeri and 96.2% in
Kirinyaga said that they were either very satisfied or satisfied with the CBHF services as
shown in the Table 10 below. Only 3% in Nyeri and 3.8% in Kirinyaga expressed
dissatisfaction with the CBHF services provided. Box 1 below presents some stories of
some beneficiaries who have had positive experience with the CBHI services.

Table 10: Rate of satisfaction with CBHF services

Variable Kirinyaga ( N= 104)
Not satisfied 3% 3.8%

Satisfied 40.4% 38.5%

Very Satisfied 56.6% 57.7%

Recommendations

Strengthen the network work assistants by assigning them the number of
members to be recruited in their areas of jurisdiction within a period of time.
Target the most populous sub locations and have aggressive sensitization and
marketing by forming partnerships with local radio FM stations, conduct road
shows, toll free calls and appearing on radio for talk shows.

Consider use of social media and mobile phone to tag as many potential people
more likely to join with focus on the young adult and youths.

Develop a clear risk management and marketing strategy.

Review the client projection and targeting approach.

Y It should be noted that CBHF does not offer outpatient services. This response may therefore be
attributed to some of the respondents’ lack of understanding of the content of the package to which they

pay premiums.
Ibid.

28



BOX 1: STORIES OF GREAT EXPERIENCES FROM THE BENEFICIARIES

Casel

‘I was admitted at Karatina District Hospital (KDH) for a period of 10 days. | was going
for clinic but it was confirmed that my BP was high and this led to my admission in the
hospital. When the nurses realised that | am a scheme member, | was received well and
was treated well. The scheme leaders were very efficient in ensuring that the required
documents were given on time. | had a very good time at hospital and was at peace
since | knew that my bill was to be covered by the scheme. The process of bills
payment was so easy and | am happy being a member of the group. | always
encourage those who have not joined since it is our burden as members of the
community when such members have a bill to be paid. No one knows when they will fall
sick and people should always be prepared in case of any sickness. | was very happy
for my bill being paid by the scheme, | was also given drugs on discharge and the total
bill was KES 17,900/= and was fully covered. | was given drugs worth KES 1,000/= |
will always promote the CBHF schemes in my community and would never want the
scheme to be terminated since if it were not for the group | would have borrowed money
from friends, my kids, relatives, sell my properties or even lease part of my land. God
bless Afya Yetu Initiative.”

A success story by Grace Njeri Mundia during a FGD meeting on 21°%" July2015 at Chehe

Case 2

‘I cut my finger and was admitted at Karatina hospital; | was asked if | belong to any
CBHF, | said yes and was never asked about money. | was taken to theatre for minor
surgery. | was happy because the scheme paid for me. | was peaceful because | knew
the scheme would pay for me. On the second occasion, my daughter Grace had a
problem with her tonsils; for about a year she was being treated in outpatient
department (OPD) at Nyeri Provincial General Hospital (PGH). When | took her to Nyeri
PGH where she was admitted, | was worried that the scheme would not pay for my
daughter because the scheme had also paid my bill in the first incident. The leaders
informed me that the cover is for me and my family and so my daughter was treated at
PGH. | had been told earlier by other people to take my daughter to Jamii hospital
where | was to pay KES 40,000 which was unaffordable for me. The CBHF scheme
really helped me because the payment was prompt and the leaders were very
supportive. | am really happy about this scheme, it really helps the community.

| have benefited myself and really teaching other people to join the CBHF Programme.
CBHF Programme is really relevant and should continue doing their good work. It helps
the community who otherwise would not have been able to access health care.”

Success story by Judy Wanjiru Kinyua during a FGD meeting on 23™ July2015 at Kairia; she
was a double beneficiary as her daughter was treated while she had also benefited on a
different occasion, thus demonstrating CBHFs support in meeting family healthcare needs
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3.4.1.2 Assessment performance in creation of schemes

The project set the target of increasing the number of schemes from 29 in 2012 to 86
schemes by the end of Programme phase in December 2015. Overall, the project had
achieved its overall target of establishing 86 schemes (100%) by the time of the
evaluation with the possibility of surpassing the target by the end of the phase in
December 2015. The 86 schemes so far established are distributed as follows: Nyeri
(46), Kirinyaga (35) and Muranga (5). Although the target set for the first year (2013)
was not met, the project surpassed its performance targets for the second and third
years as shown in Table 11 below.

Table 11: Summary of project performance in creation of new schemes

Target Achieved Target | Achieved Target | Achieved
No. of new 22 11 21 28 14 18
schemes per year
Total No. of new 22 11 43 39 57 57
schemes
Existing schemes 29 29 29 29 29 29
2012
Total 51 40 72 68 86 86

Source: AYIl Scheme Data September 2015

During year 1 (2013), the project was able to create 11 new schemes against the target
of 22 schemes representing 50% performance rate. The project was therefore able to
increase the number of schemes from 29 in 2012 to 40 schemes in 2013 even though
falling short of reaching the target of 51 in 2013. In the second year (2014), the project
was able to create 28 new schemes well above the target of 21 schemes thereby
increasing the number of schemes from 40 in 2013 to 68 schemes in 2014, just falling
short of reaching the cumulative target of 72 schemes in 2014 by four schemes. During
the final year (2015), 18 new schemes had been created by the time of the evaluation
against the target of 14 for 2014. However, only four of the 18 schemes created in 2015
had started offering services to members by July 2015. The remaining 14 were due to
start offering services in January 2016. Figure 5 below presents the project performance
in creating new schemes against targets between January 2013 and July 2015.
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Figure 5: Project performance targets between January 2013 and July 2015
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The project was able to achieve its targets because of change of strategy from one that
relied on volunteers to create schemes and recruit members to the use field officers and
Network agents. The volunteers did not work effectively as they demanded to be paid
salaries that AYI could not afford. So far the change of strategy in creating schemes has
worked leading to higher project performance during the second and third years. The
process of fully establishing the schemes is however a protracted process. Typically,
scheme creation is a technical process that is time consuming and requires adequately
remunerated team to oversee. In this respect, AYI has put a lot of investment in this
process with the ultimate objective of having stable schemes over time. Since
establishing a scheme is a time-intensive process, at infancy a scheme needs at least 3
years to reach breakeven level and 7 years to become stable and profitable.

As shown in Table 12 below, very few beneficiary respondents (12.1%) in Nyeri County
compared to 56.7% in Kirinyaga indicated that their schemes had links with other CBHF
groups, indicating higher levels of contentment with the scheme services in Nyeri as
compared to Kirinyaga. This implies that the Nyeri schemes, a number of which have
been in operation for a long time have over time developed client loyalty as compared to
the newer schemes recently established in Kirinyaga.

Table 12: Scheme Linked to other CBHF groups

Variable "Nyeri (N=99) Kirinyaga ( N= 104)
Yes 12.1% 56.7%
No 76.8% 26.9%
Don’t Know 11.1% 16.3%
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Recommendations

With the creation of 86 schemes including 57 new schemes created between 2013 and
2015, it is imperative, moving forward, that AYIl and the networks:

Intensify awareness creation of CBHF among the community to ensure schemes
have adequate membership.

Develop and implement a multilevel membership marketing and client
recruitment campaign Programme.

Lobby county government authorities and the Ministry of Social Services
supporting widows, orphans and the elderly through social protection and cash
transfer Programmes to support CBHF through subsidies for the poorest
members of the community.

Integrate CBHF with other Programmes like economic empowerment, savings
and credit schemes and other entrepreneurship Programmes targeting women
and youth.

3.4.1.3 Assessment of performance in enlisting organized groups
benefiting from tailor made MHI Products

In the project plan, it was envisaged that at least two organized group members should
be benefiting from tailor-made micro health insurance packages by the end of project
phase. This was a strategy of dealing with members of organized groups for social
empowerment as means of increasing coverage and access to affordable health care
services. The project performed very well with regard this indicator and surpassed the
set target of enlisting at least two organized groups to benefit from customized micro
health insurance packages. The evaluation established that there are four coffee
societies covering 12 factories which are unique groups subscribing under the low cost
product and are benefiting from the services.

Recommendations

It is necessary to replicate the kind of success realized with other economic
sectors in the counties to increase coverage e.g. transport SACCOs, dairy, rice
and horticulture.

3.4.1.4 Assessment of networks penetration rate as benchmark
indicator for established schemes

The project set an additional benchmark target for established schemes to increase the
penetration rate up to 30% in the catchment areas where AYI has been operating during
the project period. The results presented cover only Kirinyaga and Nyeri Counties as
Muranga had only one operational scheme with the four new schemes starting to offer
services in January 2016. According to available data from AYI as presented in Table
13 below, the project did not achieve its target of increasing the penetration rate up to
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30% with an overall penetration rate for the two networks estimated at 11.91% with
82.77% re-contribution rate and internal growth rate of 5.93%. In county by county
analysis, Nyeri had achieved a penetration rate of 17.18% with a re-contribution rate of
80.23% and internal growth rate of 3.15% while Kirinyaga had achieved 8.67%
penetration rate with a re-contribution rate of 86.11% and internal growth rate of 9.52%.
The re-contribution rate remained fairly high for both networks at 80.23% and 86.11%
for Nyeri and Kirinyaga respectively with an overall re-contribution rate of 83.17%.
However, without a defined baseline penetration rate given, the Evaluators could not
establish the actual level of performance in terms of the change from the baseline to the
targeted penetration rate of 30%.

Table 13: Summary of Project Performance as at September 2015 per Network

Network Target No. of No. of Total Penetration Re- Internal

population  Schemes | Households Number of rate contribution Growth
beneficiaries rate Rate

Nyeri 111,865 45 5,722 19,218 17.18% 80.23% 3.15%

Kirinyaga | 182,503 36 4,805 15,838 8.67% 86.11% 9.52%

TOTAL 294,368 81 10,527 35,056 11.91% 82.77% 5.93%

Source: AYIl Scheme Data September 2015

The wide disparity between the targeted 30% penetration rate and the 11.91% achieved
could be attributed to various project challenges. First, the Kirinyaga network only
became operational in 2014 and most schemes were still fairly young with low
membership. Secondly, Muranga had only one operational scheme with the four new
schemes starting to offer services in January 2016. Thirdly, it is possible that AYI had
set an overambitious target without adequate strategies and capacity to reach.

Recommendation

AYl needs to consider engaging Community health volunteer (CHV) and
Community health Assistant (CHA) who are already working in Community health
units equivalent to Sub location and linked to health facilities to be enjoined in
recruitment of clients in order to increase the penetration rate as the personnel
are local who understand local dynamics;

AYI1 needs to review its business process management approach and the tools
and basis of setting targets and making realistic business projections.
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3.4.2 Assessment of project performance by key result areas

In the project design, achievement of the overall project objective was anchored on four
key result areas as shown below. It was envisaged that by effective and timely
implementation of activities under each key result area, the Programme objective would
be realized, thereby contributing to Universal Access to Health care services. The key
result areas were:

a)
b)
c)
d)

Result 1: AYI has improved its capacity and efficiency to promote autonomous
Networks at county and at Central Region level.

Result 2: AYI has strengthened its capacity to deliver professional MHIS
services.

Result 3: By diversifying their sources of funding and their products, NWs and
CBHIS and AYI have increased their financial autonomy.

Result 4: AYI is recognized as a resource centre to promote MHIs participative
approach.

3.4.2.1 Assessment of Result 1 — Improved Capacity and efficiency to

promote autonomous Networks performance

During the period AYl sought to improve its capacity and efficiency to promote
autonomous Networks at county and at Central Region level during the project funding
period. This was to be gradually achieved over the project period by implementing the
following activities:

a)

b)

To set up District Networks (now County Networks under the County governance
system) in two other counties in Mount Kenya region: New networks were to be
set up in Kirinyaga (2013) and Muranga (2015).

To undertake Networks technical and institutional autonomy process: The
Network board members were to receive support for capacity building on CBHF
management (financial administration, claim expenditure follow ups and claim
management). AYl was also to negotiate with the respective boards the
management of claims by AYI claim management unit for a period of one year.

The key activities undertaken and results achieved under Key Result Area lare outlined
in Table 14 below.
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Table 14: Result 1 Activities and achievements

1 To capitalize on the past Output document describing Achieved; A document
applied methodologies methodology process and reasons elaborating the stages and
for changes evolution of Programme is
A document describing various available
products tested & reasons for
abandonment
2 To elaborate Develop, produce and validate a Achieved; A document
methodological guidelines standard methodology (Methodology | elaborating the stages and
on existing applied No. 1) evolution of Programme is
methodologies Process to set a check off system available; Training manual is under
with a coffee society development; An operational
framework for a regional network is
set
3 To replicate at a large scale With improved methodology 1, a methodology replicated in Nyeri
the ongoing methodology in field office to be able to set up 7 new | and Kirinyaga Counties
Nyeri and Kirinyaga CBHF schemes per year
Counties Recruit and train a field officer at
start of Y2
4 To implement methodology | Test methodology in Kirinyaga county in | Achieved
2 in one Division of Year 1
Kirinyaga County
5 To set District Networks in Set a new network in Kirinyaga in Kirinyaga network established
2 other Districts of Mt. 2013 and one in Muranga in 2015 in 2013 and started operations
Kenya region Use methodology 3 in Muranga for in 2014
implementation Muranga network not
Establish a division of CBHF after established but ready for set
conducting the following activities: up in 2016
preliminary study, selection of a
division, identification of groups and
resource persons to the CBHF and
trainings
6 To conduct Networks Train network board members on Network autonomy process
technical and autonomy technical and financial initiated & is on-going
process administration, claim expenditures Agreements signed between
follow up AYI and networks
AYI to negotiate with board
Claims to be managed by AYI
management unit for one year
7 To create a regional Creation of a regional network as a | Regional network to serve as a

network

component of AYI exit strategy to
act as a federation of the CBHF
Should be set up within 6 months of
setting up Kirinyaga network- to
maintain unity of the movement
One of main duties of the federation
is to set up common rules for the 3
networks (financial ratio, strategy,
lobbying 7 resource mobilization)
Management of claims to be
transferred to the federation

Hire claims technical manager

AYI financial support to be
contracted with the federation

federation of CBHF was not set
but 2 networks were established
in Nyeri and Kirinyaga
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Assessment

Overall, all the planned activities under Result Area 1 were undertaken as scheduled
realizing significant positive developments in Programme performance. A document
elaborating the stages and evolution of Programme was produced. Training manual was
however still under development. An operational framework for a regional network had
been set. Two autonomous networks had been established in Nyeri and Kirinyaga
Counties respectively by the time of the evaluation. At the Programme start of the
second phase of CBHF Programme, only Nyeri network was operational. As part of the
efforts to bring CBHF services closer to the communities, the scheme leaders took the
bold decision to split the Nyeri CBHF network into two Networks namely Nyeri and
Kirinyaga. The schemes that were in the larger Nyeri formed the Nyeri Network while
Kirinyaga network was established in 2013 bringing together all groups that were in
Kirinyaga region.

The process of making the networks technically and institutionally autonomous is
ongoing. Both Nyeri and Kirinyaga networks have already established their respective
Board of Directors to oversee their governance and management activities. Network
Board members had received capacity building on CBHF management including
technical and financial administration, claim expenditures follow up. This has greatly
enhanced their performance.

Kirinyaga network office was fully furnished with operational equipment and a
coordinator recruited as planned. This was a good development of taking CBHF
services closer to the community coming with the onset of devolution and community
mobilization towards pooling their resources to finance health care services. Previously
Kirinyaga residents were served from Nyeri Network office. The plan to establish
Muranga network in 2015 has however not been achieved since only one was in
existence in 2014. It is nevertheless anticipated that the network will be established in
2016 since 5 schemes had already been established. The networks have signed
contracts (M.O.Us) with various agencies to facilitate CBHF work. These include
agreements between the networks and schemes, between the Networks and AYI;
between the Network and health facilities/health providers. The agreements outline both
institutional and contractual relationships between the parties. The Nyeri and Kirinyaga
networks had also recruited Network assistants and support staff to assist in CBHF
work at the network level. The networks have their own financial and human resource
guidelines separate from AYI.

The number of schemes established in the networks has shown progressive growth
over the project period as illustrated in the Table 15 below. By the close of the project
period, the total number of schemes will be 86 distributed as Nyeri (46), Kirinyaga (35)
and Muranga (5).
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Table 15: Scheme Evolution by counties
O Olde eme emes |e g eme 0

C O OAVAS ead a ead c 0 ovelrage O
016 eme
Nyeri 23 15 8 46
Kirinyaga 11 22 2 35
Muranga 0 1 4 5
Total 34 38 14 86

Source: AY| Data 2015
The challenges that the CBHF Networks face in their operations include:

Different areas have different economic activities with varied times of income for
members e.g. tea, coffee, rice, dairy etc. yet recruitment is fixed on specific times
of the year (November-December) and (May- June);

Stiff competition from other health insurance providers especially those which
use check off system;

Lack of motivation for volunteers who also carry out recruitment of new
members.

With regard to establishing a regional federation of the CBHF networks six months after
the formation of Kirinyaga network, there appeared to be a change of plan with AYI
continuing to play the role a federation of the CBHF networks. One of the main functions
of the federation was to set common rules for the three networks (financial ratio,
strategy, resource mobilization and lobbying). Claim management was to be transferred
to the federation and the federation was to recruit a claims technical manager to
oversee processing of claims and payments to service providers. The claims technical
manager was to provide financial statements to the board of the federation who were to
be trained and mentored by AYI during the first year.

Overall, save for the slow progress towards the formation of Muranga network and
regional federation of CBHF networks, most of the planned tasks to achieve Result 1 on
improved AYI capacity and efficiency to promote autonomous networks at county and
central region level have been substantially achieved. Indeed the establishment of the
CBHF networks has significantly contributed to increasing the coverage of CBHF
services and access to quality and yet affordable health care. The participatory
approach of involving beneficiary communities has also contributed to expanding the
client base of the schemes.
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Recommendation

There is need for AYI to continue building its capacity to effectively provide
technical and institutional support to the networks as they move towards full
autonomy. This will ensure that the networks will avoid any risk that often
characterizes small insurance institutions in developing economies.

There is need for the establishment of the regional federation of CBHF networks
as earlier envisaged to ensure bigger penetration and to galvanize the
community within the region of central Kenya to enhance solidarity in pooling
resources and reducing the risks.

It is necessary to map out key economic activities for the respective CBHF and
ensure targeted marketing to capture all sectors to increase membership.

It is necessary to intensify marketing and promotion of CBHF services to
increase awareness.

It is important to consider integrating CBHF schemes with Community Health
units (CHUSs) to ensure CBHF schemes gain leverage on the existing community
structures to increase household coverage.

The networks should lobby to be included in the county health sector decision
making structures to have strong bargaining platform;

It is important to consider integrating CBHF schemes with savings and loaning
(S&L) approaches to assure annual re-contribution, improve savings culture and
automatic renewal.
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3.4.2.2 Assessment of Result 2 — Strengthened AYI capacity to deliver

professional MHI services

The objective of this key result area was to strengthen and enhance AY/I’s institutional
and Programme capacity to offer professional MHIS in efficient and cost-effective
manner given changing operational dynamics. To achieve this objective, AYl committed
to undertake various activities as outlined in Table 16 below.

Table 16: Result 2: Activities and achievements

1

To implement an
ongoing training
Programme,
organization
development

OD process already underway; role of
coordination reviewed, financial
management reorganized

AYI team to develop guidelines, training
modules for different groups

Achieved

To create MHI
management center

Even if the daily claims management will be
transferred to the Federation, there is still a
need for AYI to set a MHI management Unit
with the following functions ( risk monitoring
analysis, evaluation of product viability,
premium calculation, reporting, technical
support to the claims technical manager of
the Federation;

CIDR professional software to be availed to
AYl in 2013 and train staff involved
Develop process manual to improve
efficiency of risk monitoring

Achieved

Software not
yet acquired
Risk
monitoring
on going

Comprehensive data
collection and
updating of CBHF
database

Currently, the department of risk management
is acting as the management unit. The
information collection and reporting system is
still weak. However, with the acquisition and
training of an MER system through the national
association (KCBHFA), this will be greatly
improved.
It was planned that in the first quarter of
2013 the NW database would be beefed up
to give desirable performance and social
indicators more easily.
Train Programme and NW staff on
KCBHFA MER tool or refresher classes
(Quick books and Access) to enable them
to fully integrate data collation and
management in routine work

Partially
Achieved

To promote Promotion
and Marketing Centre
among other micro
insurers.

AYI needed to have a Director/Team Leader
competent enough and able to sell the added
value of AYI to private insurance company. The
resource Centre may help AYI to negotiate.

Partially
Achieved
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Assessment

The evaluators established that AYl was already engaged in organizational
development process as part of enhancing its capacity to deliver micro health insurance
services (MHIS). There is a management team comprising of the Project Coordinator
(Team Leader) and four substantive departments, namely Finance and Administration,
Research and Marketing, Risk Management, Monitoring and Evaluation, and Training &
Development. Each department is headed by technical officers with requisite
gualifications complemented by support staff. There is a structured institutional and
contractual relationship with the networks by agreement to undertake CBHF services in
the counties. The networks have recruited Network Agents to undertake CBHF work at
network level and are supervised by AYl Programme officers and network board of
directors.

The finance department was reorganized and financial management manual was
developed to guide its operations. A human resources manual was also developed and
is operational. The training Programme which was on-going at the Programme initiation
has been completed. All Programme and network staff were trained on MS Access to
enable them fully integrate data collation and management in routine work. Staffs in
accounts department were also trained in Quick Books which they use for accounting
work.

The risk management department serves as the micro-health insurance center and
provides support to the networks. The department is responsible for risk monitoring and
analysis, evaluation of product viability, premium calculation, re-contribution ratio etc.
There is a risk monitoring tool which is used in risk monitoring and analysis. The
department works closely with research and marketing and training and development to
ensure CBHF products continue to be relevant to target segments of the population. It
was noted that there is comprehensive data collection and updating of CBHF data base.
AYIl conducts baseline, market and client satisfaction surveys. All key staff have
received technical training on CBHF management and have progressively gained
capacity to handle their duties effectively. AYI also has capacity to undertake product
design and modification to suit target population.

It was observed that currently, CEO also doubles up as the Project Coordinator and
Head of Research and Marketing Department without a substantive marketing assistant.
While promotion and marketing has been done with impressive results, it needs to be
intensified in view of the anticipated scaling up of CBHF services in the counties.

Recommendations

It is necessary to ensure continuous professional development for all staff taking
into account the changing dynamics of the health insurance industry;

It is necessary to finalize the process of acquisition of software for efficient CBHF
operations. Efforts should be made by AYI leadership to follow up with CIDR on
the software or procure one from other sources.
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It is necessary to intensify sustained marketing of CBHF services and low cost
product packages to counter competition and increase membership leveraging
on the already existing goodwill with the local communities.
3.4.2.3 Assessment of Result 3 — Increased financial autonomy of NWs,
CBHIS and AYI through diversification of funding and products

The objective of this key result area was to ensure AYI, the Networks and CBHIS
diversify their products and sources of funding to ensure financial autonomy. Several
activities were planned to ensure achievement of this result as shown in Table 17
below:

Table 17: Result 3: Activities and achievements

1 | To negotiate a To get recognition and support of local regional and Proposals already made to
support with counties national authorities County governments of
and regional Networks to lobby to be included in the county health | Nyeri, Kirinyaga and
authorities management committees to get bargaining platform Muranga for partnership

2 | To improve the AYI have had a proposal from NHIF of a 3% Service contract
service contract with commission on NHIF P1 Product 1 receipts successfully negotiated at
NHIF and the level of Negotiations were not yet finalized and AYI was to 5% commission
commission negotiate further for better rates

3 | To negotiate service AYI was to look for other opportunities to develop a Negotiation are on going
contracts with other partnership with other health care funding agency
health care or willing to finance health care for targeted population
preventive activities like (equity funds, maternal care). It was also to look
funding agencies for opportunities to develop preventive activities,

specially addressed to fight against malaria (mosquito
nets distribution) and to reduce the maternal mortality
by targeting the 25 % pregnant women of whom do
not attend a health facility to deliver.

Other opportunities to explore were in establishing
working partnerships with the government initiated
and supported community health units in health
promotion activities.

4 | To setareinsurance | One of CIDR Regional Resource Center Programme role | Re-insurance plan in place
mechanism with HIV | is to replicate the approach developed in the Mbeya covers losses in NW
funding agencies region of Tanzania where HIV expenditures supported by | claims. This occurs

the MHIS schemes are co-financed by other agencies. because some schemes

This is an example of re-insurance strategies that can be have few members or

borrowed from. testing of new products.
Re-insurance rules and
procedures are set against
entire claims budget and
not only for HIV patients.

5 | To pilot in two main In the previous periods where too many a variety of Pilot is on going
schemes the packages were offered, it was found out that the levels of
opportunity for an pooling were too low for viability. However, to justify future
extended benefit increments in package prices it would be prudent to
package include a ‘rider’ in the benefit package.

In the second year AYI shall test with two major schemes
the opportunity to offer additional services within the basic
package mainly targeting the indirect costs.
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Assessment

AYl planned to negotiate and develop partnership, collaborative and working
arrangements with County governments as part of the strategy towards Universal
Health Coverage and diversification of client base. To this end, AYI has taken the
initiative and written proposals to the counties of Nyeri, Kirinyaga and Muranga for
partnerships. While the negotiations with counties were still on-going, the county
government of Nyeri had given a letter of commitment to scale up the Programme. AYI
is also recognized and appreciated by the county governments in which the
organization operates as a model providing affordable CBHF services as demonstrated
by the working arrangements AYI has with county health facilities. The county health
departments are supportive of the partnership proposals as they would enhance their
mandate of providing affordable health care to county residents. AYI also continues to
write grant proposals to various agencies as part of resource mobilization.

The evaluation established that AYI has had a long working relationship with National
Hospital Insurance Fund (NHIF). This was a strategic issue to increase the number of
people accessing insurance cover and to be recognized as NHIF agency in the
communities thereby earning agency fee. The partnership arrangement with NHIF has
been formalized and agency fee negotiated from 3% to 5% for members recruited.

There is also a re-insurance mechanism with a re-insurance fund in place (established)
which covers for losses in Network claims. This design was incorporated because some
schemes have few members or due to testing of new products. Re-insurance rules and
procedures have been set against the entire claims budget and not only for HIV
patients, hence are comprehensive. The benefits package was tested and has
stabilized over time for easier understanding among members. It was noted that the
public hospitals package was very popular and has high up take in the community. The
insurance package has been expanded to include benevolence services. The networks
have also affirmed the working arrangements with accredited health facilities and other
service providers by signing contracts/M.O.Us. The networks still however, depend on
AYI for capacity building, financial and support supervision.

Recommendations

It is necessary to follow up and conclude a workable partnership with the County
governments as a key strategy to increase CBHF coverage and recognition as a
strategic partner by counties towards achieving UHC.

It is necessary to lobby and influence county governments to develop community
health legislation to anchor CBHF in county health financing system to ensure
coverage of the indigent.

It is necessary to negotiate further with NHIF for better agency commission as
AYI has proved to have better grass root operational presence using participatory
community approaches.

AYI should diversify sources of funding by developing a resource mobilizing
strategy.
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The networks should diversify their sources of funding by considering several
strategies including IGAs to ensure financial autonomy and sustainability.

3.4.2.4 Assessment of Result 4 - AYl is recognized as a resource center to
promote MHIs participative approach

The objective of this key result area was to have AYI recognized as a resource center to
promote MHIs using participatory approaches for CBHF and knowledge management.
Three key activities were planned to be undertaken to achieve this result as shown in

Table 18 below.

Table 18: Result 4: activities and achievements

1 | To participate in the
trainings organized
by KCBHFA and
CIDR Regional
Resource Center

AYI will continue to support
KCBHFA to deliver training in its
field of competency.

AYI will receive the support from
the Regional Resource Centre
to elaborate its own knowledge
management Programme and to
implement it in connection with
other National Networks
members (TNCHF, UCBHFA)
partners of the RRC
Programmes. AYI will participate
in the Community of practices
with others launched. It will be
an occasion for the organization
to share its learning with others
and to learn from other
approaches developed in the
three countries.

AYI has benefited from
capacity building
trainings organized by
KCBHFA and CIDR,
resulting in increased
technical competence
by key staff in CBHF
management

AYI continues to
provide training in its
field of competency to
CBHF networks and
community groups

2 | To contract technical
support missions
with other MHI

AYI has developed a knowhow
which may be useful to other
operators. Technical support

This technical expertise
should be exploited into
knowledge enterprise for

institutions mission could be negotiated use by organizations in
whether directly by AYI or at the need of professional
request of the CIDR Regional advice on MHI and CBHF
Resource Center. It is expected that | management
one staff would go on mission
during the phase.

3 | To develop AYI has accumulated a large scope | The accumulated
Knowledge of experience in various fields. It is knowledge should continue

management culture
and practices

planned that AYI would play a key
role with the help of RRC in taking
part in the knowledge management
process with the help of KCBHFA
and CIDR RRC.

to be documented for
posterity and future
learning as AYI becomes a
center of excellence in MHI
and CBHI
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Assessment

AYI| has benefited from capacity building Programmes from key partners including
KCBHFA, CIDR among others. CIDR was very instrumental in providing formative
technical support in initial product design, risk monitoring and analysis, evaluation of
product viability, premium calculation and overall CBHF management. Training modules
have also been developed through this partnership. AYIl has now reached a level where
it can design its own products and also undertake product modification to suit target
population needs without external support.

AYI has also benefited from capacity building provided by KCBHFA including M&E (data
reconstruction, documentation of AYI| best practices, processes and historical
information, training in M&E system and data collection tools); capacity building (social
marketing training, social protection, exchange of experiences and team building);
financial support (wages for promoter for two years and funds for CBHF promotion and
marketing). AYI also regularly attends the annual CBHF National Schemes Forum
learning experience. AYI has also attended several conferences and forums to show
case the community approach.

On its part, AYI has continued to provide capacity building support to the networks and
community groups in its area of operation on effective CBHF management. The
evaluation also established that AYl has developed and accumulated technical
knowledge on CBHF management over the years some of which are already
documented. This knowledge management culture can be developed into a knowledge
enterprise for contracting to needy organizations as part of diversification strategy for
sustainability.

Overall, AYI has effectively used the capacity building opportunities that were available
which have greatly enhanced its capacity to promote MHI participative approach.
However, other emerging opportunities should be explored to exploit this rich
knowledge base.

Recommendations

It is necessary for AYI to continue lobbying for capacity building opportunities
from key partners including KCBHFA and CIDR for continuous capacity
development of Programme staff.

It is necessary to consider translating AYI's expertise knowledge base into an
enterprise venture for contracting to needy organizations as part of diversification
strategy for sustainability.
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3.4.3 Respondents views on the effectiveness of the project

Overall, almost all the respondents in the project area felt that the project has been very
effective in meeting its objectives. As shown in Table 19 below, 98% of the respondents
said that CBHF had effectively covered the low income in their quest to access
affordable quality health care services. 99.5% of the respondents said CBHF was
providing access to affordable health care to the poor people. A large majority of the
respondents (93.6%) also indicated that CBHF had achieved its mandate with 90.2% of
the respondents holding the view that the objectives of the CBHF project had been
achieved.

Table 19: Effectiveness of the CBHF project N= 203

CBHF covered the poor in their quest to access | 98% | 1% 1%
affordable health care services

CBHF achieved its mandate of making everybody in | 93.6% | 3.9% | 2.5%
the county access healthcare

Goal/objectives of the CBHF project achieved 90.2% | 4.9% | 4.9%

CBHF still responsible for providing access to | 99.5% | 0.5% | 0.5%
affordable health care to the poor people

The key persons interviewed also indicated that AYl has been very effective in
executing its mandate. This was demonstrated by the fact that community participation
and ownership has been realized and that the number of members benefiting from the
CBHI schemes had exponentially increased over the years. For instance, it was noted
that CBHF coverage for Nyeri and Kirinyaga had reached almost 50% of the county
target. It was also noted that AYI network staff have developed the capacity to roll out
professional micro-insurance services with CIDR as the main partner providing the
technical backdoor support and capacity building.

It was however noted that the participatory nature of establishing CBHF schemes and
the elaborate processes of community mobilization and consultations have worked to
limit its rapid growth as was anticipated within a three year time bound Programme
design.
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3.5Assessment of Project Efficiency

The evaluation sought to assess the overall management of the Programme and the
extent to which it helped improve the Programme performance; and whether the costs
of the project could be justified against the benefits generated or accrued.

3.5.1 Project Management and Coordination

The objective was to assess the overall management of the Programme in relation to
the technical assistance provided by AFYA YETU INITIATIVE to the schemes and
networks and other interested key stakeholders. Broadly, the Project Partnership
Agreement (Agreement of Cooperation) set out the parameters for project management
and the framework of engagement and the obligations of each of the parties involved.
EED as the funding agency was to give its full support within the terms of this
agreement and in the framework of mutual partnership. EED had the responsibility of
ensuring timely financial disbursements to enable AYI to undertake planned activities.
AYI1 (Partner) was responsible for ensuring effective implementation, efficient and
economic use of resources, management and reporting of the project activities in
accordance with the aims and objectives specified in the project plan, scaling up phase
proposal and budget document. The agreement further stipulated that the partner shall
ensure the existence of proper systems of internal control, adequate procedures for
authorization of payments and that each transaction conforms to the generally
acceptable accounting practices.

Overall, the evaluation found that the Programme was well executed, managed and
coordinated as expected with all the parties involved adequately fulfilling their
obligations as stipulated In the agreement of cooperation. This was exhibited in periodic
semester reports, financial and audit reports to the partner and review meetings held
with the partner. These provided opportunities for Programme contextual review and
adjustments as deemed appropriate to achieve the set objectives or results.

In managing the Programme, emphasis has been put on teamwork where planning,
execution and evaluation of activities are all inclusive. Departmental heads are both
team leaders and managers of field operations while the project interventions are
coordinated at network and scheme levels. Major coordination activities are done at
network and scheme level with the networks managing project activities on a day to day
basis. To this end, the networks now supervise the schemes and have partnership
agreements with the schemes. Promotion targets, recruitment etc. are also now being
done at network level.

Overall, the AYI organization structure from AYI| board of directors, management team,
network boards, effective communication with the donor, and the participation of
community members provided an enabling environment for ensuring efficient project
operations.
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3.5.2 Efficiency in the management and use of resources

One of the key responsibilities of AYI (partner) was to ensure efficient and prudent
financial management and timely financial reporting. The partner was also required to
keep a designated bank account for the purpose of the project and keep proper records
of all project transactions. EED was to ensure timely disbursement of funds upon
request by the partner in installments for a period of three months in advance taking into
account the progress of the project based on planned activities.

The evaluation established that AYl adequately complied with the terms of the
Agreement of Cooperation with respect to efficient and prudent financial management
and timely financial reporting. As part of the organization development process, the
finance department was re-organized with adequate internal control and authorization
systems put in place. A designated project bank account was opened and used for the
project funds with the requisitions made as prescribed. It was also established that EED
ensured timely disbursement of funds upon request by AYl as to the agreed
disbursement schedule. 84.7% of the respondents felt that CBHF through the support of
the Bread for the World had adequate resources to conduct the planned activities within
scheduled time as shown in Figure 6 below.

Figure 6: Whether allocation of resource to CBHF planned activities was adequate
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The evaluation also established that requisite financial procedures were observed
throughout the project phase. The books of accounts were properly kept with the audit
reports affirming the same. The resources received were used exclusively for planned
project activities with most of the planned activities having been executed in time and
the expected outputs largely achieved as discussed under sub section 3.3 above.

Overall, the project resources were prudently utilized. Throughout the project period, the

auditors did not raise any audit queries as to how the funds had been used and applied.
Opening a dedicated project bank account and separate book keeping of project
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accounts from other organizational activities was very ideal as it made accountability
and reconciliation fairly easy.

3.5.3 Respondents views on the project efficiency

82.8% of the respondents in the project area felt that the CBHF Programme had
optimally used resources to achieve the required results with only 1% of the
respondents disagreeing as shown in Figure 7 below. According to key persons
interviewed, all funds/resources received were used exclusively for Programme planned
activities in line with project objectives. As a result, most of the planned activities had
been achieved as envisaged with activities implemented and funds reimbursed in time.

Figure 7: Optimal resource use N=203

2.50%
3.90%

1% M Yes
(]

H No

M Rarely

M Sometimes

H Most of the time

M Don't know

Regarding whether the activities of CBHF were efficiently coordinated, 90.6% indicated
that the activities were extremely well coordinated, with only 3.4% responding to the
contrary as shown in Figure 8 below.
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Figure 8: Efficiency coordination N=203
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Interviews held with key CBHI promotors also confirmed that CBHF has worked very
efficiently with key government institutions to enhance access to health care services to
the population. This was evident in various service agreements and M.O.Us signed with
public health facilities and working arrangements with county governments. Indeed
when asked how well CBHF had been able to work with the government in the delivery
of services, 87.7% of the respondents concurred, compared with only1.5% who did not
agree as shown in Figure 9 below.

Figure 9: Ability of CBHF to work with the government in the delivery of services (n =
203)
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In the final analysis, the evaluators hold the view that the benefits generated or accrued
from the project activities over the last three years are directly attributable to the
cumulative project funding from Phase One and which to a large extent, justify the level
of investment put in promoting Community Based Health Insurance Schemes to expand
access to quality health care services by the low income segment of the population in
Nyeri, Kirinyaga and Muranga counties.

Recommendations

It is necessary to maintain and sustain the good financial management practices
observed during the project period as part of the AYI organizational culture.

3.6Institutional Assessment

One of the objectives of the evaluation was to assess AYI's institutional capacity to
undertake effectively the activities as spelt out in her mandate. Specifically, the
evaluation was to assess the Programme in relation to governance, management and
staff matters while taking into account the following institutional parameters:

a) AFYA YETU INITIATIVE’s historical development including present and future
outlook.

b) The organizations vision, mission and objectives.

c) Governance and management structure.

d) AFYA YETU INITIATIVE’s internal and external environment and capacity

e) Organizational culture.

f) Resource (financial, human and material) management policies, systems,
procedures and practices.

g) Linkages with members and secondary target groups e.g. individual schemes
and their target population.

h) Compliance with regulatory systems and norms.

3.6.1 Afya Yetu Initiative’s historical development and strategic outlook

AFYA YETU INITIATIVE (AYl) was registered as a nongovernmental organisation
(NGO) under the laws of Kenya on 21 June 2006 as a successor to the French-Based
International NGO Centre for Development and Research (CIDR) which implemented
the Community-Based Health Financing (CBHF) Project from 2001 to 2008. The
organization’s vision is to be the preferred model organization that provides innovative
and adaptable solutions to the participative social security and health systems. The
mission of AYI is to enhance the quality of life of the low income communities and the
informal sector workers by promoting sustainable and participative micro-insurance
health schemes and networks.

In almost 10" year of its existence as an organization, AYl has achieved major
milestones in its growth and development from being a Community Based Health
Insurance (CBHI) project of CIDR to being a full-fledged model Community Based
Health Financing (CBHF) institution in Kenya. The organization’s portfolio has steadily
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grown from 6 schemes in 2005 to 15 schemes in 2008, 29 schemes in the year 2012
and to 86 schemes in 2015 spread across Nyeri, Kirinyaga and Murang’a counties of
central Kenya. AYI has also successfully established two networks for each of the two
counties of Nyeri, Kirinyaga bringing together more than 35,000 beneficiaries enjoying
inpatient health benefits. The networks can now supervise the schemes and conduct
recruitment drives. The organization has achieved an average re-contribution rate of
over 80% while claim ratios have balanced over the period and the partnership between
the Programme and the National Hospital Insurance Fund (NHIF) has gradually been
institutionalised. Institutionally, AYI has progressively over the last 10 years developed
and maintained good governance structures, internal control system and built capacity
to design its own products without external support. The AYI network staff have also
developed the capacity to roll out professional micro-insurance services.

Through both the first phase (2009-2011/12) and second phase (2013-2015) of
EED/Bread for the World Programme funding support to AFYA YETU INITIATIVE, the
organization has been able to among other things:

a) Institutionalize the Community Based Health Financing (CBHF) model.

b) Mobilize, stimulate and empower communities to take initiatives that enable them
gain access to affordable quality health care.

c) Set up innovative, affordable socially acceptable community-based health
financing schemes that are autonomous financially and in their management.

d) Reduce wvulnerability to health hazards and catastrophic spending on health
among the for rural poor and informal sector workers thereby improving their
quality of life.

Factors for success of AYI include:
Good organizational structures at AYl and Networks.
The trust built between AYI/networks and the community over the years
Sustained technical support from CIDR and funding from EED/Bread for the
World.
Commitment of the staff in service delivery, the voluntary and community
approach with its participatory nature.
The spirit of volunteerism in the community approach.
The networks know their mandate and the schemes are well organized while the
communities are well informed of their roles.
Fidelity and prudent resource management- All bills are paid to the providers
promptly and hence no single beneficiary has been denied/delayed treatment at
a facility.
Joint planning with all staff and networks and team work enhanced through team
building activities.
Community solidarity, willingness and readiness to make contributions towards
their own health insurance.
Public facilities available and within Programme area.
Team spirit, integrity and professionalism.
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From our overall assessment, it is the EED/Bread for World Programme support since
2009 combined with continuing technical backup from CIDR that have not just
underwritten AYI’'s phenomenal organizational growth this far but also put it on a solid
trajectory of business growth, institutional stability and sustainability. As a whole, AYI’s
outlook is positive and promising with the potential of becoming a national model of
Community Based Health Financing (CBHF) with coverage going beyond the current
three counties to engulf all the other central Kenya counties and eventually, the entire
country.

Recommendations

AYI1 needs to review its vision, mission and brand against its long term business
outlook and model.

AYI should adopt a longer term planning horizon e.g. 10 year taking into account
the cycle and process of establishing a fully-fledged, self-sustaining, profitable
and sustainable CBHF scheme.

The next phase of Programme support should therefore focus on consolidation of
institutional gains so far; expansion and scaling up of the CBHF service reach;
and building capacity of the organization and its networks and schemes in
product innovation, development and diversification, brand management,
strategic business planning, social marketing and strategic risk management.

3.6.2 AYIl organizational structure, governance and management

The organizational setting of AYI as shown in Figure 10 below is composed of a
complex network of different actors. The main actors are AYIl, CBHF schemes and
CBHF networks, all these three are composed of different actors at different levels such
as executive committees and Board of Directors (BODs). As a membership
organization, the governance of AYI starts from the Annual General Meeting (AGM).
The Annual General Meeting (AGM) is held regularly as scheduled where critical
organization matters are discussed. There is a structured institutional and contractual
relationship with the network boards, CBHF schemes and service providers. Broadly,
AYI| core organizational objectives and tasks are well aligned with organizational
structure. The core tasks of the organization include:

a) Creating awareness and empowering the population through Sensitizing,
Information and Communication (SIC).

b) Designing of insurance packages/products, services and contributions with the
CBHF Scheme members.

c) Training/Capacity building/Empowerment.

d) Technical support.

e) Supporting implementation of the CBHF Programme through feasibility studies,
selection, formulation, creation, registration, operationalization, commissioning,
claim monitoring and evaluation.
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Figure 10: AYI Organizational setting
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3.6.2.1 AYI Governance and management

The constitution of AYI outlines a well-defined governance and management structure
which establishes key organs to enable it effectively execute its mandate. The
constitution was revised through a consultative process and approved during the 2014
Annual General Meeting. The organogram defines roles and reporting arrangements.
The entire AYIl governance and management chain from the board to management
committee continues to provide an enabling environment and support to implement the
AYI| Strategic Plan and annual work plans and to provide direction and technical
assistance to the Networks. This is in terms of technical backup, budget management
and training of network staffs and the network Boards.

The Constitution of AYI allows for a Board of Directors comprising of a maximum of 7
members 5 of whom are elected and two are co-opted. The current Board of Directors
of AYI comprises of six members of which five are male and one is female. The Board is
charged with the primary duty to oversee the operations as mandated by the
constitution of AYI and to act, in all instances, in the best interest of the organization as
the governing body. The Board has two broad purposes: first, to ensure compliance with
all the legal/statutory requirements of the constitution of the organization and the laws of
the land; and second, to provide strategic leadership to enable the organization to
effectively discharge its mandate. The officials of the board include the chairman,
treasurer and secretary who is also the C.E.O. The Board has the following primary
responsibilities:
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a) Ensuring compliance with statutory and regulatory requirements;

b) Ensuring that the organization complies with and is guided by the Constitution;

c) Ensuring financial accountability of the officers and management in line with the
policies and guidelines of operation;

d) Defining the vision & mission and the determination of the objectives of the
organization that will fulfill the purpose for which AYI was instituted;

e) Governance and policy formulation;

f) The holding of the assets of the organization in trust;

g) Resource mobilization, linkage, collaboration and networking and partnership
building.

Women are however grossly underrepresented in the AYI Board. The membership of
the Board therefore needs to be urgently reviewed in order to make it comply with the
requirements of the Constitution of Kenya and the good corporate governance
principles.

There is a management structure consisting of four substantive departments, namely:
Finance and Administration, Research and Marketing, Risk Management and M& E,
and Training & Development. It was also noted that the Programme officers multi-task in
routine work to maximize on project efficiency to achieve the project objective. There is
also an institutional and contractual relationship with the Networks. AYIl management
comprises a C.E.O/ Team Leader supported by a management team comprising of
three technical officers. The C.E.O reports to a Board of Directors which provides
oversight and strategic leadership to the organization.

The AYI professional staff were assessed to have adequate skills and qualifications to
effectively discharge their duties and responsibilities. They have also gained technical
and managerial competence on CBHF management over the years. AYl now has
capacity to design own products, product review/modification to suit target audience,
risk monitoring analysis, evaluation of product viability, premium calculation, claim
management and follow up, baseline data collection, customer surveys among many
other functions. All the officers have been trained and inducted on MS Access to enable
them to fully integrate data collation and management in their routine work. The officers
were very involved in Programme implementation activities and oversight under the
project coordinator. The technical officers have also been instrumental in providing
capacity building and training to the CBHF networks. Through a structured institutional
and contractual relationship, AYI Programme work is facilitated by Network Agents who
work at the network level but supervised by AYl Programme officers of respective
networks.
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3.6.2.2 Governance and management of Networks and Schemes

Although the Networks are autonomous, they receive supervisory support and capacity
building from AYI through a structured relationship. The CBHF Network comprises of
Network Agents and a BOD in the respective counties where CBHF schemes are
operating. Each CBHF scheme comprises of elected scheme leaders including
positions of chairperson, Secretary, Organizing secretary among other members.

The Network BOD plays governance and oversight role while management work is
delegated to a Network Agent who is responsible to the Network Board under the AYI
supervision as defined in the management delegation contract between AYI and the
Networks (NWSs). The Network Assistant (NA) is responsible for CBHF services in the
networks and are supervised by the AYIl Programme officers responsible for the
respective networks. The Network Assistants therefore play a very critical role in CBHF
management and in enhancing CBHF visibility in the communities. There is also a
supervisory committee set up to act as a watchdog to the Network Board.

Recommendations

It is necessary to co-opt people with specialized skills to enrich the organization;
proposed skills were insurance underwriting, law and medicine;

It is recommended that the board composition to be an odd number to avoid a
situation of a tie during voting;

Increase the number females in the board to ensure compliance with the gender
rule as stipulated in the Constitution of Kenya 2010;

The strategic plan needs to be disseminated to all members as it is the document
that guides and determine strategic direction, investment priorities and resource
utilization.

Organogram needs to be displayed in conspicuous place visible to all for
application as necessary from time to time.

It is necessary to institutionalize knowledge management culture in the
organization and the networks.

Institutional memory should be shared with new employees during induction
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3.6.3 Human resource capacity

A rapid assessment of HR established that AYI revised the human resources manual in
2013 and developed a recruitment policy which is used whenever new personnel are to
be engaged. At the time of the assessment, AYI had a human resources establishment
of 6 staff members as illustrated in Table 20 below.

Table 20: AYI Staff Establishment
Section/Department

Responsibilities

C.E.O/Programme 1 C.E.O/project coordinator and head of

Coordinator Research and Marketing department

Risk Management & 1 Also serves as Programme officer,

M&E responsible for Nyeri, M&E, field officer
and supervisor of Network Agents

Training & 1 Also serves as Programme officer,

Development responsible for Kirinyaga, field officer and

supervisor of Network Agents

Administration & 1 Finance Financial management, project
Finance officer, 1 accounting

Admin. Support services

Assistant &

2 Drivers

In addition, the Nyeri and Kirinyaga networks have a staff compliment of 5 of which AYI
and the networks have a structured staff cost-sharing arrangement as shown in Table
21 below. Under this arrangement, AYl was to meet all the staff costs for the NWs
during the first year while during the second year of the project, the Network were
expected to cater for 25% of the Network staff costs. During the third year, the Networks
were expected to have established themselves with the financial capacity to meet all
their staff costs as part gradual transfer of responsibilities. However, this has not been
realized and AYI continues to shoulder the staff costs in support to the networks. Only
the staff costs of one NA was fully absorbed by the Kirinyaga network while the other
four network staff continued to benefit from AYI’s support.

Table 21: Network employees by designation

Network

Network

Admin.

REINEES

Assistants Assistant
Nyeri 2 males None Staff costs for 1 NA are covered by AYI
Kirinyaga | 1 male 1 lady Staff costs of one NA are fully catered
1 lady for by the NW while the other NA and
Admin. Assistant costs are covered by
AYI
Muranga | None None Expected to be operational in January
2016
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However, the evaluators noted that as currently established, AYl does not have
adequate human resource capacity to effectively undertake Programme activities
especially with the emerging opportunities for scaling up and expansion of CBHF
services in other counties and non-Programme areas. A good case in point is the C.E.O
who is also doubling up as the project coordinator and head of Marketing and Research
Department, a situation which is most likely lead to work overload with consequential
effects on his performance in terms provision of strategic leadership to the organization.
The work load of Programme officers also appeared to be heavy but manageable
through multi-tasking.

The evaluators further noted weak performance management system with staff
performance appraisal having not been done for some time and high turnover of C.E.Os
in the organization. These issues need to be addressed in order to realize enhanced
organizational performance.

Recommendations:

There is need to consider recruitment of a marketing officer to assist the C.E.O in
the Research and Marketing Department in order to enhance efficiency of
marketing functions;

As AYI continues to provide financial support of staff costs to the networks, it is
necessary to explore alternative sustainability strategies to address these costs
as the networks gradually work towards full financial autonomy.

It is necessary to have regular performance appraisal as part of organization
development process;

3.6.4 Compliance with regulatory systems and norms

AYl is a legally constituted entity and has made every effort to be compliant with all the
legal and statutory requirements. The Board has ensured that the organization regularly
files its annual returns with the Kenya Revenue Authority and the NGOs Coordination
Board as required by the law. It also regularly holds its annual general meetings and
audits its accounts.

3.7Partnerships, Linkages and Collaborations

One of the objectives of the evaluation was to examine the existing and/or potential
linkages/partnerships between AFYA YETU INITIATIVE and other stakeholders such as
governments, donors, communities, other civil society organizations, private sector and
relevant international/ regional bodies. Over the years, Afya Yetu Initiative has forged a
number of partnerships and working relationships with various organizations in
providing MHI/CBHF services as highlighted. During the assessment it was established
that AYl has continued to pursue various forms of partnerships, relationships and
linkages with diverse institutions including service providers, governments, technical
support and networking institutions. The relationships and linkages have provided and
presented AYI with opportunities for gaining greater visibility at various levels as a
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reliable provider of low cost and affordable insurance cover targeting low income and
informal sector population.

3.7.1 Partnership with Kenya Community Based Health Financing
Association (KCBHFA)

Afya Yetu Initiative is a member of Kenya Community Based Health Financing
Association (implementer category) which is an association of 9 member organizations
offering CBHF services. KCBHFA was established in 2002 under the societies Act of
Kenya and registered as an NGO in 2007. The main objective of the organization is to
facilitate member organizations and other key stakeholders in promoting community
based health financing initiatives. KCBHFA as the umbrella national organization has
the following mandate, which forms its core business:

a) Provide technical support to member organizations and other key stakeholders
for the promotion of community based health financing initiatives;

b) Coordinate member organizations at the national level;

c) Advocate for community based health financing, and

d) Undertake research in community based health financing.

KCBHFA has played a very significant role in lobbying for UHC and visibility of
community health financing mechanism in Kenya, especially in the last three years.
Notable achievements include the following:

a) Participated in development of Kenya Health Policy framework 2012 — 2030
where CBHF has been recognized as a viable health financing mechanism for
the informal sector.

b) Participated in development of the Kenya Health Financing strategy

c) Lobbying of the County governments to budget and set aside a fund for
implementing health insurance through CBHF.

KCBHFA has provided the following specific technical support to AYI as outlined in
Table 22 below.

Table 22: Support provided to AYl by KCBHFA

M&E Training on M&E system and data collection instruments,
data reconstruction, documentation of AYI best practices,
processes and historical information

Capacity building | Social marketing training, social protection, exchange of
experiences and team building

Financial support | Salary costs for promoter for 2 years; promotion and
marketing materials.

In addition KCBHFA visited AYI offices to monitor progress and conduct training needs
analysis. This also provided a forum for exchange of milestones achieved, challenges
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and experience sharing. As a result of the training needs analysis, KCBHFA organized
a training session for AYI staff on M&E through a tailor made software system. The
purpose of the system was to standardize the reporting system (MER-monitoring,
evaluation and reporting) across all organizations that are promoting CBHF. Overall,
KCBHFA has been very supportive to AYIl over the years and has significantly
contributed to the enhanced capacity exhibited by AYI as an implementer of community
based health financing initiative.

3.7.2 Partnership with Center for Research and Development (CIDR)

AYI has had a long standing relationship with Center for Research and Development
(CIDR). AYI was registered as an NGO on 21 June 2006 as a successor of CIDR
Community Based Health Financing Project implemented from 2001 to 2008. Over the
years, CIDR has provided critical technical assistance including initial Programme
design, product design, risk monitoring analysis, evaluation of product viability, premium
calculation and reporting methods. CIDR has also continued to provide technical
support to AYI through technical support missions from CIDR in 2014 and 2015.
Objectives addressed during the technical missions included sustainability mechanisms,
analysis of current products, framework for the proposal for universal health coverage
and framework for the CBHF next phase proposal. Overall, CIDR remains a key partner
especially with regard technical support missions as AY|l moves into the next phase.

3.7.3 Partnership with National Hospital Insurance Fund (NHIF)

AYI1 has had a long standing relationship with National Hospital Insurance Fund (NHIF).
In this relationship, NHIF has commissioned AYI as an agent in which AYI gets 5% of
the cost of registering member to NHIF. This is based on the fact that whereas the NHIF
has the capacity to enroll those in formal employment into its scheme (inpatients), its
structure is inadequate to effectively respond to the needs of the informal sector
clientele. AYI therefore mobilizes members to take NHIF cover (inpatient) while offering
its own outpatient cover. One notable achievement is the successful negotiation of
service contract with NHIF from the previous 3% commission to the current 5% agency
commission fee for all product 1 (NHIF) receipts. The NHIF cover is however, not only
expensive but it is also fraught with unclear policy of where to access services and
issues of delays in accessing benefits among others. While AYI offers a product
package of KES 770 to informal sector, NHIF charges KES 6,000 to the same persons.
This presents both structural and systemic challenge to the relationship between AYI
and NHIF with the risk of denying clients the benefit of timely and quality health care.
The relationship is also one sided with NHIF at the county level often communicating
decisions made at the headquarters in Nairobi without the involvement of AYI as a key
partner. More often than not, such decisions are always not in favor of AYI.

Overall, while the NHIF recognizes the contribution of CBHI in reaching the low income
and informal sector with affordable health care and that CBHI is key to achieving
universal health coverage (UHC), NHIF’s current approach to engaging the CBHI
service providers and involvement of CBHI players in its decision making will not allow
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CBHI to grow faster as would be expected. The current commission system based on
the number of clients recruited for the more expensive NHIF schemes therefore not only
unfairly works in the interest NHIF but also against the strategic growth of CBHI
schemes. It would be more mutually beneficial in the interest of the vast uncovered
informal sector and low income segments of the population if NHIF opened up to allow
for co-design with CBHI services providers such as AYI low cost MHI products to be
delivered through the CBHI channels. This should be backed up with very clear cost
and benefit sharing structures between NHIF and the CBH service providers. NHIF
nevertheless continues to provide opportunity for leverage to CBHI members who are
interested in having enlarged product benefits.

3.7.4 Partnership/Collaboration with County Governments

County governments have both the duty to secure financial resources for the delivery of
the county health services; and to ensure that their citizens enjoy their right to highest
attainable standards of health care. AYI has therefore moved to establish working
relationships with the respective county governments in its areas of operation. The
purpose is to explore what role AYI could play in the new county health system in order
to increase access to affordable health care services to county citizens, especially those
in the informal sector. In this respect, AYI has held several consultative forums with
relevant county government officials. The objective of the forums has been to sensitize
the county governments on the CBHF concept, how it works, results achieved so far,
lessons learnt and how CBHF can be integrated into the county health system as a
strategy towards achieving Universal Healthcare Coverage (UHC).

AYIl has therefore taken the initiative present proposals to the counties of Nyeri,
Kirinyaga and Muranga for partnership with the county governments to offer CBHF
services and to manage the CBHF services via autonomous CBHF networks. The
negotiation with counties is still on-going. The county government of Nyeri has
nevertheless given a letter of commitment to scale up the CBHF Programme in the
county. The AYI county engagement and partnership efforts constitutes a key strategy
to assuring AYI’s strategic relevance and role in providing CBHF services as a viable
alternative financing mechanism for the poor and low income towards the UHC goal.

3.7.5 Linkages with Contracted Health Providers

There are health facilities which have signed MOUs with AYI and the networks where the
members registered by AYl often go for health care services. The contractual
relationship between AYI, networks, CBHS schemes and service providers (contracted
hospitals, NHIF and pharmacies) has been formalized into service agreements which
spell out roles, responsibilities and level of service to be accessed by CBHF members.
The facilities include both government and private hospitals. During the evaluation it was
established that there exists good relationship and linkages between AYI and the
facilities. The process has been made fairly simple whereby members simply present
their identification details upon hospitalization and the networks follow up on payment
matters. Patients are also entitled to drugs/medication worth maximum of 1,000/= at the
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accredited health facility or in contracted pharmacies in case the prescribed medicines
are not available at the health facility. The number of patients seeking care as a result of
CBHF has grown over the years.

In Karatina Hospital for example it was noted the facility was in communication with AYI
staff to have somebody in the Hospital to register people. A matron explained how, over
the years, AYI has made it possible for many people who could have not received health
services of certain medical conditions have done so. For this reason, the Matron
voluntarily acts as AYI agent holding sessions in the facility to talk to clients on the
importance registering with AYI and its networks stating that even her and her family are
members/beneficiaries. Further, in her community she has convinced the community
members to initiate a scheme which is now operational with members enjoying the
benefits. For this great work, the institution received an award from Nyeri CBHF Network
for excellent performance in working with the CBHF.

The relationship and linkages with other service providers such as pharmacies in Nyeri
town with whom AYI has signed MOU is also very cordial. There was indeed strong
evidence of good working relationship between AYI, the Networks, CBHF schemes and
the link hospitals and other service providers. Overall, the contract between the health
facilities and CBHF schemes have led to guaranteed revenues and cash flow for
respective facilities as patients keep coming for services.

3.7.6 Partnership with Wambugu Farm Trade Fair and Exhibition Centre

Wambugu farm is a demonstration site located on the outskirts of Nyeri town. This is a
government institution that trains farmers in modern methods of farming. Each year, a
trade fair is organized that brings together farmers from the larger Mt. Kenya region.
This event is supported by partners who get an opportunity to market themselves on
those particular days. A majority of the partners include pharmaceutical companies,
banks, and microfinance institutions, among others. One becomes a member after
payment of a registration fee and hence gets an opportunity to do marketing and
meeting a lot of farmers and other people from different backgrounds.

AYIl has been an active participant in the trade fair. The trade fair and exhibition
provides an ideal opportunity for AYIl to demonstrate the effectiveness of an innovative
alternative coverage in a micro health insurance. It is a marketing platform to reach to
as many households as possible and showcase AYI's innovative approach to financing
health care using community resources.

3.7.7 CORAT Africa as Technical local support institution

CORAT is one institution that has provided local technical support to most of the
organizations funded by EED, and has continued to have a good relationship with AYI in
many fronts. Such support has included, technical institutional strengthening, technical
capacity building and developing organizational documents. Among the documents
which CORAT assisted AYI to develop were the AYI Constitution and Strategic Plan.
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CORAT also facilitated trainings in grant writing and reporting as well as measuring
change in community work.

Recommendations

AYI1 should continue to forge strategic partnerships and collaborations with other
institutions that may also provide financial support to it and to the networks as the
mobilization, sensitization and formation of schemes are often expensive and only
member’s contribution may not wholly finance it in the future.

AYIl should consider continuous dialogue and collaboration with NHIF to be
nominated in the board as special interest group to advocate for informal sector
within the NHIF and also to pursue mutually beneficial co-product design and
development arrangement apart from re-negotiating for reasonable commissions
and exemptions of the members.

AYI1 should consider leveraging on local CBOs, merry go round, table banking and
other investment groups to help mobilize and recruit more members to reduce
certain overhead costs incurred during such activities.

3.8 Project Impact

One of the objectives of the evaluation was to trace and document changes in people’s
lives that can be attributed to the CBH/FI schemes and that go beyond health aspects.
The project envisaged to increase access to affordable quality health care services of
the low income population including the informal sector in Nyeri, Kirinyaga and Muranga
Counties of Central Kenya, thereby contributing to the achievement of Millennium
Development Goal (MDG) 4 (Reduce Child mortality); MDG 5 (Improve maternal
health); and MDG 6 (Combat HIV and AIDS, malaria and other diseases) and the social
pillars of Vision 2030. It was also anticipated that through CBHF services, there would
be increased community empowerment by collective action to improve the effectiveness
of service delivery. Overall, the key positive Programme outcomes reported are
highlighted below.

3.8.1 Respondents views on the impact of CBHF on their access to
healthcare and disposable income

When asked how CBHF changed the way they access health care services, nearly all
the respondents (99.5%) indicated that the Programme had positively changed their
access to healthcare. Only very few respondents (11.3%) mentioned that they had at
some point been denied access to care due to failure to pay their premiums, with 88.7%
indicating they had never been denied access to care due to failure of payment. Only
16.7% indicated that they use other schemes to finance outpatient services while 96.6%
of respondents said that CBHF had been able to safeguard their disposable income. To
this end, CBHF has demonstrated cushioning effects of the contributors and their
families from adverse economic shocks and catastrophic expenditures.
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Further, through CBHF there seemed to have been marked health system improvement
in terms of equity, access, affordability, responsiveness and utilization of health care
services in the Programme areas. Table 23 below shows the respondents’ views on the
effect of CBHF on their access to healthcare services and safeguarding of their
disposable income.

Table 23: Impact of CBHF on members’ access to healthcare and disposable
income (N=203)

CBHF positively changed access to healthcare 99.5% 0.5%
Denied access to care due to not paying premium 11.3% 88.7%
Use of any other schemes to finance outpatient | 16.7% 77.8%
services

Able to safeguard disposable income due to CBHF 96.6% 3.4%

As shown in Table 24 below, 88.7% of respondents also indicated that CBHF had made
lasting changes people’s access to affordable health care. Almost all of the respondents
(98%) said that CBHF initiatives had influenced household/Members to practice health
insurance to that extent that other people from other sub-locations and counties such as
Nakuru, Kiambu, Nyandarua and Laikipia among others have begun to demand CBHF
to be launched in their areas.

Table 24: Lasting changes made by the CBHF and the influence created at the
household N=203

Lasting Changes made by CBHF for 88.7% 6.9% 4.4%
people to continue accessing affordable

health care

Household members influenced by CBHF 98% 1.5% 0.5%
initiatives to practice health insurance

The discussions during FGDs in the Programme areas also confirmed that most
participants were happy with the fact that CBHF has greatly changed their perception of
pooling their resources to finance their health needs. They also acknowledged the fact
that there is improved health seeking behaviour among members due to the assurance
and peace of mind that whenever they fall sick, they have a cover. As one of the
members asserted:

AThe | evel of fundraisings (harambees) anoc

raise money to finance healthcare have significantly reduced, as a result
there is increased disposabl e i ncome

3.8.2 Overall Programme impact
The evaluation established that the project has had significant contribution to expanding

access to health care services by members and therefore presents a viable approach to
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health care financing which is still a challenge to Kenya as it moves towards Universal
Health Coverage. By increasing the number of beneficiaries from 25,396 in 2012 to
35,468, the project has given an opportunity to these families plus their dependents to
benefit from affordable quality health care services thereby improving their quality of life.
Specifically, from the foregoing the evaluation established that the CBHF Programme
has had significant social, health, institutional and policy level impacts as highlighted
below.

3.8.2.1 Social and health impact

There is improved health seeking behaviour among CBHF community members
as people do not delay going to hospital since they know their bills will be paid.
CBHF members can now access affordable health care services without
incurring out of pocket payment unlike before when most families could not afford
such services due to financial hardships.

CBHF members no longer sell family assets to finance health care hence
improved quality of life.

CBHF members reported reduced health costs and can now focus on other
issues like educating their children and improving their economic situation
through enterprise initiatives.

CBHF has improved social solidarity among community members as they
collectively address their health needs including in situations of bereavement.
Improved community education on health issues as a result of health talks
organized by CBHF.

Members strongly felt that their health status and quality of life had improved as a
result of their assured access to quality healthcare services without worrying
about losing their assets.

CBHF Programme has indeed engendered a greater sense of responsibility and
ownership among households and communities over their own health.

It was however not possible within the constraints of this evaluation to conduct an in
depth documentation and analysis of the extent to which the CBHF Programme has
contributed to the overall achievement of the MDGs 4, 5 and 6 indicators as well as
changes in people’s lives in terms of improvement in their health status, gender
relationships and quality of life in the project areas. This would need an in depth ex
post study.

3.8.2.2 Institutional level impact

At the AFYA YETU INITIATIVE secretariat, network and scheme levels, the
Programme has contributed to the institutionalization and entrenchment of the
CBHF/I model profiling it as a viable, socially and financially inclusive mechanism
to enable the poor, low income and informal sectors enjoy their right to highest
attainable standards of health care.

AYI has gained capacity to design and diversify products and to professionally
manage MHIs without external assistance.
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The governance capacity and practices of AYl have been improved significantly
putting the organization on a solid growth trajectory.

The network leadership has been empowered and is now able to provide
effective leadership to the schemes as they target to reach more members.
Empowered communities who now own and manage CBHF schemes.

3.8.2.3 Policy level impact

CBHF Programme has significantly influenced the development of national health
policies including the Kenya Health Policy framework 2012 — 2030 where CBHF
has been recognized as a viable health financing mechanism for the informal
sector, the Kenya Health Financing strategy.

The Programme influence on the county health systems, policies, health
financing and social security systems is however just beginning to take effect
through county CHBF forums. With time its impact on the county health care
financing system in the three counties will begin to manifest, hopefully by the end
of the next phase of the Programme.

Recommendations

3.7

Based on the project experience of the current phase, it is necessary to build on
the methodology that worked well to increase the number of beneficiaries; this
should take into account contextual analysis of each region;

It is necessary to expand the number of organized groups to include other
economic groups like transport groups, rice growers, dairy and horticulture
producers.

There is need for an in depth ex post study to determine the extent to which the
CBHF/I has over time contributed to:

a) Improvement in quality of life in the project areas

b) Reduction in the mortality of children under five

c) Reduction in maternal mortality

d) Access to reproductive health

e) Reduction in the prevalence and spread of HIV and AIDS

f) Access to treatment for HIV and AIDS for all those who need the services
g) Reduced incidence of major diseases

h) Improved gender relationships

i) Increased productivity and economic status of members

Project Sustainability

One of the objectives of the evaluation was to assess the Programme sustainability
including the organization’s strategies for sustainability, and factors influencing,
affecting or threatening financial, technical and organizational sustainability of the
Programme at all levels. In general, CBHF Programme has demonstrated that CBHF is
a viable option that can achieve financial, technical and institution sustainability within
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the medium term. Indeed most of the respondents across the board held the view that
from the success so far attained in Nyeri and Kirinyaga Counties, the CBHF Programme
has the potential of growing into a powerful instrument for the attainment of UHC not
only in its current locations but also across the country.

3.7.1 Socio-cultural sustainability

Broadly, the Programme is socially and culturally sustainable given its community
empowering, social inclusion and participatory approach. As result, nearly all the
respondents strongly agree that CBHF is very relevant, socially acceptable and
designed to afford the poor, low income and common persons with access to quality
health care. Its leaders are accessible and in touch with the community realities. The
CBHF strategic relevance and sustainability is therefore associated with its participatory
and inclusive approach, affordability of product packages and community ownership.

3.7.2 Financial sustainability

Although currently AYI and its CBHI Programme is still largely dependent on donor
funding to run and sustain the schemes, the networks and AYI operations, analysis of
its financial trends show that it can achieve financial autonomy and sustainability over
the next five years. First, the CBHI products have been designed to address the
Programme sustainability concerns with 65% of the premium addressing claim
payments, 17.5% network management, 2.5% insurance, 8% product promotion, and
7% CBHF scheme running cost. As a result claim payment has been achieved. The
financial analysis also indicated that in 2014, some savings were realized based on the
claims that could be ploughed back to finance the operations of the schemes. If this
trend continues, the schemes may be sustainable in the medium term with cost
containment, reduction of moral hazards, re-contribution and increased recruitment and
larger penetration rate of up to 30% per county. The scaling up and expansion of the
CBHI to other counties will have the effect of increasing not just the membership and
premium contributions but also the economies of scale. Other strategies for achieving
financial autonomy and sustainability that AYIl may consider include:

Carrying scheduled periodic reviews of the products and premiums so that the
networks do not over consume the claims budget to reach threshold for
sustainability;

Diversification of funding partners, scaling up strategic relationships and
partnerships with different institutions and re-negotiating with NHIF to increase
the 5% commission for every member registered and to get some waivers. This
will ensure that AYI gets additional resources for the CHBI schemes to continue
operating.

Integrating CBHF schemes with saving and loaning approaches to assure annual
re-contribution, improve the saving culture and automatic renewal of covers.
Forging linkages with cooperatives, farmers associations and societies and self-
help ad investment groups to guarantee contribution and re-contribution.
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Building internal capacity and systems for strategic risk management and
financial risk analysis.

Developing a business model that will ensure competitiveness of the CBHI
services in the micro insurance markets.

Asked if the CBHF Programme has instituted strategies that could enable the
Programme to continue without external funding only about 40.9% of the respondents
concurred that the CBHF Programme has strategies that can enable it continue without
external support as shown in Table 25 below. Almost six out of ten of the respondents
however, either said that CBHF Programme has no strategies that can enable it
continue without external support (23.2%) or did not know whether the Programme had
developed strategies to assure its continuity without external funding (36%). This
implies that AYIl has perhaps not adequately engaged its members, schemes and
networks on the question of how to ensure financial autonomy and sustainability of
CBHF schemes.

Table 25: CBHF Programme has sustainability strategies beyond funding N=203

CBHF Programme has strategies that can enable | 40.9% | 23.2% | 36%
it continue without external support/funding

3.7.3 Institutional and technical sustainability

Since 2009, the CBHF Programme has made tremendous contributions to making AYI
at the secretariat, network and scheme levels institutionally and technically sustainable.
As part of its institutional sustainability strategy, AYI has formed and is institutionalizing
CBHF networks. The networks have their own employees who come from the local
areas and will continue to be available for the work of the networks. The purpose of the
networks is to ensure that the schemes function effectively in delivering CBHI services
to households and organized groups in their respective counties. AYIl has also
embarked on the process of integrating CBHF schemes with community health units to
ensure that the CBHF schemes effectively leverage on the already existing community
health service structures to increase household coverage.

At organizational level, AYIl has fully constituted its governance structures including
AGM, Board of Directors, management committee and network boards to ensure that
there is clear separation between governance and management roles at both the
secretariat and network levels. Technically, AYI and its networks continue to build their
capacity in governance, leadership, management and accountability; and to develop
professional competence in management of micro-health insurance Programmes.
Consequently, AYI has gained technical and managerial capacity to design appropriate
products, conduct risk monitoring analysis, evaluate product viability, calculate
premiums, ensure proper claim management and follow up, conduct baseline and
customer surveys among many other functions.
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Contextually, as part of the sustainability strategy, AYI management is making
deliberate efforts to engage the County governments of Nyeri, Kirinyaga and Muranga
for strategic linkages, partnership and support to scale up CBHF uptake in all the sub-
counties and for provision of enabling policy and legislative environment for CBHF to
thrive. It is envisaged that once the County Governments fully embrace the CBHF
concept/model, it will be integrated into the county health system and supported thereof
technically, financially and politically thereby guaranteeing its sustainability.

As shown Table 26 below, unlike financial sustainability of the Programme beyond the
external funding support, more than half (56.7%) of the respondents believe that CBHF
networks created have the technical capacity to continue with the schemes beyond
external support with only 8.4% of the respondents holding a contrary view. Similarly,
more than half of the respondents (52.7%) held the view that the
institutions/organizations that the Programme has created to support CBHF schemes
will continue to ensure that people have access to affordable health care. A significant
proportion of the respondents however did not know whether CBHF networks created
have the technical capacity to continue with the schemes beyond external support
(35%) and whether the institutions/organizations created to support CBHF schemes will
continue with provision of affordable health care. This indicates some level of
uncertainty among the beneficiaries as to the sustainability of the networks and
schemes created to continue providing CBHI services without external funding support.
AYI1 and the Programme need to address this uncertainty as a critical risk factor to the
expansion and scaling up of the CBHI.

Table 26: Sustainability of CBHF beyond Funding N=203

CBHF Programme has strategies that can enable | 40.9% | 23.2% | 36%
it continue without external support/funding

Networks created by CBHF have the technical | 56.7% |8.4% | 35%
capacity to continue with schemes beyond donor
support

Institutions/organizations created would continue | 52.7% | 11.3% | 36%
supporting schemes to continue with provision of
affordable health care

The key factors affecting or risks to the Programme financial, technical and
organizational sustainability of the Programme at all levels include:

Inadequate human resource capacity to effectively take advantage of the
emerging opportunities for scaling up and expansion of CBHF services in other
counties and non-Programme areas.

Lack of enabling legislative framework for the CBHI.

Lack of clear government strategy to support CBHI initiatives.

Low scheme membership and penetration rate.

Poverty and seasonality of incomes exacerbated by fluctuating commodity prices
of tea, coffee, milk etc. which most members depend on.
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Few donors willing to support the development CBHI Programmes.

Lack of awareness of the CBHF approach by key decision makers and
communities.

Competition from the emerging formal micro insurance schemes such as CIC,
Afya Bora among others. This however provides opportunities for repositioning,
development of new strategies and products by AYI.

Poor services offered in most public health facilities where majority of the CBHI
clients receive services.

The Constitution of Kenya (2010) guaranteeing every person’s right to highest
attainable standards of health care services and vesting the duty in the state to
progressively ensure that every person including the vulnerable and marginalized
enjoys this right to the widest possible extent presents a risk to the sustainability
of the CBHI which caters mostly for the poor and marginalized members of the
society. This however also presents an opportunity for AYl and other CBHI
providers to re-position themselves to be contracted by the NHIF and county
governments as MHI service providers of choice in reaching the informal sector
and marginalized rural and urban communities with affordable MHI services.

From our overall assessment, with the continued support from Bread for the World
funding and CIDR coupled with the rapidly increasing nhumber of schemes, the CBHF
Programme is on course to attaining financial, technical and institutional sustainability.
As a whole, AYI’s outlook is positive and promising. If AYI continues with its present
trajectory of business growth, institutional stability and sustainability, it has the potential
of becoming a national model of Community Based Health Financing/Insurance
(CBHF/1) with its coverage going beyond the current three counties to engulf all the
other central Kenya counties and eventually, the entire country.

Recommendation

Strengthen financial sustainability through diversification and enlargement of
donor portfolio;

Consider strengthening the institutional structures that will be long lasting to
continue to sustain the work of AYIl. Formation of the networks is on the right
direction and schemes should be considered to registered as CBOs, or limited
companies;

Strengthen the technical capacity with the institutions and the communities/client
to be able to undertake the critical components of insurance beyond AYI.

AYI should diversify into other relevant Programme areas to increase sources of
funding.
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3.8 Lessons Learnt

The Programme has over the years brought forth a number of lessons that present key
learning platforms for the future:

Sustained partner funding and technical support over a longer period of time
backed up with an effective M&E, accountability and performance management
system is critical to successful establishment of CBHI schemes and
institutionalization of the CBHI model. The Programme has demonstrated that
establishment of a successful and self-sustaining CBHI scheme takes at least 7
years to reach a breakeven point.

Community ownership through well-structured and organized community based
and managed structures such as the schemes and networks is critical for the
scale up, expansion and sustainability of CBHI initiatives.

Social advocacy and marketing by those who have benefited from CBHI to non-
beneficiaries has created demand to CBHI in areas it had not been operational.
Long term sustainability of the CBHI initiatives is dependent to a great extent on
the national and county government’s buy in and political commitment to support
the CBHI initiatives as a means of achieving UHC. This would particularly require
the government commitment to establishing an enabling policy and legal
environment and providing a clear social protection, support and security
Programme to support the indigent in the society in accessing affordable health
insurance.

Consistent and continuing capacity building of CBHI staff is critical to
professionalization of CBHI and ensuring continuous performance improvement
of CBH services.

CBHlI initiatives are effective if supported by dedicated providers of quality health
care and with an effective claims management and accountability system. CBHI
has over the past enjoyed good will from many health facilities as all the claims
are promptly paid compared to NHIF which takes a longer time.

The selling and marketing of CBHI products and recruitment of CBHI clients need
a well-structured and resourced Programme to be successful. The Programme
cannot be successful with volunteers unless the voluntary system is backed up
with a well-defined performance based incentive, motivation and reward system.
The low income and informal sector population and organized groups are able
and willing to take up CBHI and MHI products if they are well educated/sensitized
on the benefits and if the products are appropriately designed to be responsive to
their health needs and income patterns.

Commitment to good governance practices, accountability and well defined and
structured partnership arrangements with and between different players in the
CBHI service chain is critical organizational effectiveness, efficiency and
sustainability of CHI initiatives.
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CHAPTER FOUR: CONCLUSION AND RECOMMENDATIONS
4.1 Conclusion

The AYI CBHF Programme has experienced significant growth in the number of
schemes and clients over the last three years with significant contribution made in
making access to affordable quality health care services a reality to many households.
Overall, the project has shown great potential for scaling up and replication in other
areas. Based on the current trends, the Evaluators therefore believe that AYI’'s CBHF
Programme has the potential of becoming a national model of Community Based Health
Financing (CBHF) in Kenya and the region.

4.2 Overall Recommendations
4.2.1 At (AYI) and Networks level

AYI| needs to review its vision, mission and brand against a new long term
business outlook and model.

There is need for AYI to shift to longer term strategic business planning horizon
e.g. 10 years supported with medium term and annual implementation
framework. This will enable AYI develop a clear expansion vision, business
development and financing strategy.

There is need for AYI to continue providing technical and institutional support to
the networks as they move towards full autonomy in the medium term. This will
enable AYI ensure that the networks will avoid any risk that often characterize
small insurance intuitions in developing economies.

There is need to continue working towards the establishment of the regional
CBHI federation as the number of county networks and schemes increase. A
minimum threshold of the number of networks, schemes and members to make
the federation operations viable need to be set.

AYI| needs to develop CBHI capacity development plan to ensure continuous
institutional and professional development for all staff taking into account the
changing dynamics of MHI markets.

There is need to strengthen the AYIl marketing capacity to intensify CBHF
marketing to counter competition and increase membership leveraging on the
already existing goodwill in communities, popular product packages and
community health units.

Develop a performance management system for AYl and the networks and
assign network agents and AYI staff performance targets within a given period of
time.

It is necessary to maintain good governance and financial management practices
to maintain trust of partners and clients.

AYI needs to develop a robust advocacy, networking and partnership strategy to
guide its continuing dialogue and engagement with NHIF and county
governments.
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4.2.2

4.2.3

AYI to consider conducting exchange/ benchmarking visits to other schemes/
Mutuelles in East Africa particularly Rwanda that have excelled in CBHF/I good
practice as learning models for scaling up CBHF actions, activities and
strategies;

AYI needs design a CBHF campaign plan and Programme including holding road
shows, CBHI celebration days and medical camps.

It is necessary to lobby county government authorities to support CBHF through
subsidies for the poorest members of the community using non voted funds.

It is necessary for AYI to undertake product diversification and development of
innovative products that can attract organized groups in the transport, rice, dairy
and horticultural industries among others.

Diversify sources of funding to ensure stream flows of revenue that will
continuously make AY], the networks and CBHF afloat and not on liquidity traps.

At Policy level

It is necessary to intensify engagement, dialogue and advocacy with the Ministry
of Health, NHIF and County governments for enabling policy and legislation on
CBHI as a key strategy towards achieving UHC and the guaranteed
constitutional right of all Kenyans especially the indigent, vulnerable and
marginalized to highest attainable standards of health care services.

There is need for a high level lobbying and negotiations through KBCHFA with
NHIF for better and enhanced agency commission and for co-design and
development with CBHI service providers, low cost MHI products to be delivered
through the CBHI channels based on agreed partnership arrangements outlining
clear cost and benefit sharing structures between NHIF and the CBH service
providers.

Development partners

There is need for the Bread for World and CIDR to continue providing funding
and technical support to AYI as it works towards institutional sustainability
including institutionalization of the networks. The next phase of Programme
support should therefore focus on consolidation of AYI institutional gains at
secretariat, network and scheme levels; strengthening the new schemes
established during the second phase; expanding and scaling up of the CBHI
service reach to non-Programme areas and building capacity of the organization
and its networks and schemes in product development and diversification, brand
management, strategic business planning, social marketing and strategic risk
management.

Continuously negotiate with current donor to finance the activities for the next
Programme phase as the position of NHIF in the country is precarious and may
leave out many Kenyans without any form of insurance cover.
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ANNEX 1: LIST OF KEY INFORMANTS INTERVIEWED

Name Designation Organization Date
Mrs. Virginia Matron Karatina District 22.07.2015
Mwatha Hospital
Samuel Mbugua Branch Manager NHIF, Kirinyaga County | 23.07.2015
Shem Murungau Chairman Nyeri Network 23.07.2015
Stanley Ndegwa | Treasurer
James Theuri Senior Manager NHIF-Nyeri County 23.07.2015
Dr. Munyua PS/Chief officer MOH-Nyeri County 23.07.2015
Stephen Mureithi Chairman Kirinyaga Network 24.7.2015
Mary Ngugi Board Member
Mwangi
Francis Maina Secretary
Speranza Githui Network Agents AYI/Nyeri & Kirinyaga 25.7.2015
Claire Mumbi Networks
Laban Muchiri
Stephen Karani
Robert Njagi
Wilson Wahome C.E.O/Programme AYI 25.7.2015
Coordinator
Rahab Gichaaga Finance& Administration
Officer
Charles Maina P.O-Risk Management
Charles Macharia | P.O- Training &
Development
Dr. Maina Board Member AYI 24.7.2015
John Muriuki Senior Assistant Chief Mukure location 21.7.2015
John M.Mwocere | Assistant Chief Mukure location 24.7.2015
Assistant Chief Chehe sub location 21.7.2015
Joseph J.Kabinga | Assistant Chief Sagana Sub location 24.7.2015
KCBHFA Officials | KCBHFA Officials KCBHFA Officials 21.9.2015
Total No. of KlIs 13

NB: Total of 13 KlIs were conducted and 1 e-mail questionnaire to KCBHFA officials
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ANNEX 2: EVALUATION INSTRUMENTS

KEY INFORMANT GUIDE FOR AYlI BOARD OF DIRECTORS

1.

8.

9.

What role does the board play in executing Afya Yetu Initiative’s mandate?
If not mentioned, probe for:
i) Knowledge (Policy formulation, Resource mobilization, financial oversight
and strategic leadership).
How has the board realigned AYI in the new constitutional dispensation to be in
tandem with the National and County health systems in accessing affordable
health care to the poor people? Probe for service by:
i) County level
i) National level
In your opinion, are there strategies in place to enhance networking, linkages,
collaboration and partnership building with stakeholders? Probe for:
i. Government
ii. NHIF
iii. KCBHFA
iv.  Beyond the current member network
In your opinion, how has AYI performed in of delivering its mandate over the last
three years? (Service provision)
How is the board prepared to diversify the already existing funding sources to
ensure sustainability?
As a board, what policy changes would you wish to see to ensure AYI’s strategic
relevance in the Universal Health Coverage (UHC)?

. As currently constituted, does AYI have adequate human resources to undertake

its mandate?

Probe on: staff development plans, Capacity Development Programmes (CDP)
etc.

What challenges/opportunities do you see with devolution of healthcare services
in regard to health care financing?

As aboard, what are the key challenges and opportunities that AYI faces in
executing her mandate of providing health financing to the poor people?

10.From your own experience, what are some of the innovative approaches required

to sustain CBHF schemes?

11.What do you think should be done to scale up AYI CBHF services in the

counties?

KEY INFORMANT QUESTIONNAIRE FOR KCBHFA OFFICIALS

1.

What role have you played as a national organization in supporting your
members to enhance Universal Health Coverage in the country (Health
financing)?
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. Explain how you have lobbied the government in the last 3 years to ensure that
Universal Health Coverage and visibility of community health care financing
mechanism in the country?

. With reference to CBHF members and in particular to Afya Yetu Initiative (AY]1),
what have you done in the last 3 years to enhance their capacity?

Element

Support

o

M&E

N

Capacity building

3 | Financial support

. What is your view on the following elements of CBHF organizations?

a. Relevance of CBHF members in providing universal
access to health care

b. Efficiency and Effectiveness of CBHF organizations in
providing access to health care delivery

C. Impact of CBHF Organizations in providing access to
UHC

d. Sustainability of CBHF organizations
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5. What are some the key achievements of CBHF schemes in the last 3 years?

6. What are some of the key policy changes that you would like to see to ensure
realization of Universal Health Coverage (UHC)?

7. What are the challenges you experience in your working arrangements with
CBHF members?

8. What do you recommend to overcome these challenges?

9. What are the opportunities for the growth of CBHF within the county systems?

10.What should CBHIF members do differently to remain relevant in within the new
devolved health system?
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11.What do you think should be done to scale up CBHF services in the counties?

12.What do you think should be done to strengthen Afya Yetu Initiative?
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KEY INFORMANT GUIDE FOR CBHF NETWORK BOARDS

1.

As a network of schemes, what are your functions?

If not mentioned probe on: support in scheme registration, coordination and linkages
with key institutions, existing of organization structure among others.

2.

10.
11.

As a network, what are the major achievements you have made over the last 3
years in facilitating access to affordable health financing to the low income
people in this County?

How has CBHF scheme and the scheme members supported you as a network
to facilitate access to health care in this County? If not mentioned probe on the
(Timeliness, adequacy, appropriateness and supervisory support)

What constitutes CBHF product? If not mentioned probe on: Inpatient, outpatient,
referral services and cost of package.

Other than the product package what other support do members get from
scheme?

Are you aware of examples where the KCBHFA has come to CBHF schemes
area for follow on the schemes progress?

As a network, how have you promoted universal health coverage to the people of
this County? If not mentioned probe on linkage with NHIF, GOK and county
Government and other key partners

Comment on: Relevance, Efficiency, Effectiveness, Impact and Sustainability of
CBHF?

What challenges have you faced as a network in undertaking your mandate/
functions?

What recommendations would you propose to address these challenges?

What initiatives as a network would you recommend to ensure scheme members
continue benefiting from CBHF scheme?
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KEY INFORMANT GUIDE FOR MOH/DIRECTOR OF HEALTH/PS

1. Inthe last 2 years what has the County Government done to enhance access to
affordable health financing and universal health coverage in this County?

2. How has the County government supported CBHF schemes to increase access
to affordable health care financing to the people this county?

3. How has the MOH supported CBHF schemes to achieve their objectives? What
aspects need improvement? (probe on inclusion of indigent and informal
sector)

4. With devolved healthcare services to the County governments, what policy
changes have been initiated to ensure inclusion of the informal sector and those
with low incomes to access to affordable quality health care services?

5. How have you ensured quality assurance and compliance with regulation of
activities undertaken by CBHF members when they receive health care services
at your facility schemes?

6. In your opinion what has CBHF scheme done well in terms of delivering quality
care and support for communities? Probe on Equity, Efficiency, Effectiveness
and Access.

7. What are the challenges and opportunities that exist in your working
arrangements with CBHF schemes in providing affordable healthcare services to
their members?

8. What possible solutions would you recommend to overcome these challenges?

9. From your own experience, what are some of the innovative approaches required
to sustain CBHF schemes?

10.What do you think should be done to scale up CBHF services in the counties?
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KEY INFORMANT GUIDE FOR NATIONAL HOSPITAL INSURANCE FUND (NHIF)

1. Inthe last 3 years, what role has NHIF played in relation to CBHF Schemes to
enhance access to affordable health care financing and promoting Universal Health
Coverage in the County?

2. With your expanded mandate towards achievement of UHC, how was consultation
done to ensure inclusivity of all stakeholders in achieving UHC working together with
CBHF schemes?

3. It has been argued that your premium is on the higher side, what have you done to
ensure that the indigent are covered?

4. It has also been reported that there is a lot of bureaucracy and delay in
reimbursement and processing of claims by NHIF which has demoralised many
service providers and clients. What have you done in the last three years to improve
on this working together with CBHF schemes?

5. Coverage of the informal sector has remained a challenge over the years, how have
you worked with CBHF schemes in this case to ensure that those in the informal
sector access affordable health insurance services?

6. In your opinion, do you think CBHF schemes are still relevant in provision of
accessible affordable quality health care in the county?

7. How do the new rates address the plight of those in the informal sector to access
affordable quality health care?

8. What are the priority elements of quality care and support of CBHF schemes
according to Government policies?

9. In your opinion what has CBHF scheme done well in terms of delivering quality care
and support for communities? Probe on Equity, efficiency, effectiveness and
access

10.Kindly share with us how much NHIF contributed as rebates to CBHF scheme
members in your area of jurisdiction over the last three years?

11.How has your partnership with the CBHF schemes contributed to improvements in
Universal Health Coverage in the County?

12.What are the challenges and opportunities that exist in your working arrangements
with CBHF schemes in carrying out their mandate?

13.What recommendations would propose to address these challenges?

14.What are some of the key policy changes that you would like to see to ensure
realization of UHC?

15.From your own experience, what are some of the innovative approaches required to
sustain CBHF schemes?

16.What do you think should be done to scale up CBHF services in the Counties?
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KEY INFORMANT GUIDE FOR HEALTH FACILITIES

9.

. What working arrangements does your health facility have with CBHFs in

provision of healthcare services? Kindly explain.

How many members of CBHFs are currently enrolled to receive healthcare
services at your facility?

What is the range of services covered under CBHF product range at your health
facility? (Probe on product package, cost of providing care services)

How much did your facility receive from CBHF scheme beneficiaries over the last
three years? What is the proportion compared the overall health facility budget?
In your opinion, in what areas have CBHF schemes performed well in delivering
on their mandate?

In new the constitutional dispensation with devolution of healthcare services,
what do you think is the role of CBHF schemes in enhancing access to universal
health coverage in Kenya?

How has your partnership with the CBHF contributed to improvements in
Universal Health Coverage?

What are the challenges and opportunities that exist in your working
arrangements with The CBHF in providing affordable healthcare services to their
members?

What are some of the key policy changes that you would like to see to ensure
realization of Universal Health Coverage (UHC)?

10.From your own experience, what are some of the innovative approaches that can

be used to sustain CBHF schemes?

11.What have been the ultimate effects of free maternity care on the quality and

costs of healthcare at your facility?

12.What do you think should be done to scale up CBHF services in the Counties?
13.In your opinion, do you think CBHF schemes are still relevant in provision of

affordable health care services in the county? Please explain.
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KEY INFORMANT INTERVIEW GUIDE FOR PROGRAMME COORDINATOR,
PROGAM OFFICERS AND FINANCE MANAGER
NAME:

POSITION/DESIGNATION:
DURATION OF STAY IN PROJECT:
DATE:

Programme Relevance

1. In your opinion, do you think the CBHF Programme implemented by AFYA YETU
INITIATIVE is still relevant to the needs of the community in accessing affordable
health care services? Please comment.

2. To what extent is the project aligned with the needs, policies, and priorities of the
Government of Kenya, County Government and other partner organizations on
provision of affordable, accessible quality health care services? Please explain.

3. Given the expanded mandate of NHIF, what are the opportunities or risks posed
by the proposed comprehensive package by NHIF and implications on CBHIS
and AYI’s continued relevance?

4. What are the challenges and opportunities that exist in your working
arrangements with key stakeholders in carrying out your responsibilities?
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Programme Effectiveness

5. To what extent have the project objectives been achieved in terms of results
(outputs and outcomes) compared to the targets and key milestones set out in
the project design?

6. How effective is AYI to execute its mandate to provide affordable health care
services to its members? Please explain

7. What factors have contributed to the success or lack of success of the
Programme
objectives?

8. What do you think should be done to scale up CBHF services in the counties?

Efficiency/Cost Effectiveness
9. To what extent were financial resources and other inputs received by AFYA

YETU INITIATIVE efficiently used to achieve intended project results? Please
explain.
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6. How adequate were the resources allocated for each planned activity and was
this availed in a timely manner?

a) Very adequate

b) Adequate

c) Not adequate

d) Any other

Please explain.

10.To what extent were the project interventions efficiently coordinated?

11.What improvement, if any, can you propose?

12.How well did the organizational management support the delivery of Programme
objectives?
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Programme Impact

13.What changes have accrued from interventions undertaken by AYI in the
communities in the uptake of CBHIS during the Programme period? Please
explain:

14.To what extent has the project strengthened the capacity of AYI to provide quality
Programme work in the discharge of its mandate?

Programme Sustainability

15.What sustainability strategies were put in place during the Programme period,
and how appropriate and effective were they?

16.Is the CBHIF Programme implemented by AYI sustainable? Please explain

17.From your own experience, what are some of the innovative approaches required
to sustain CBHF schemes?
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18.What do you think should be done to scale up CBHF services in the Counties?

Inclusivity and Gender Mainstreaming

19.Comment on strategies used to ensure inclusivity, gender mainstreaming and
care for the marginalized members of the community (indigent, PWDs, PLWAs
and OVC)

Partnership Building, Linkages, Collaboration and Coordination

20.What partnership arrangements did AFYA YETU have with key stakeholders e.g.
National & County Governments, NHIF, donors, communities, CSOs and private
sector?

21.How well did the partnership arrangement work?

22.What are the challenges and opportunities that exist in your working
arrangements with the partners in providing affordable healthcare services to
CBHF clients?

23.What solutions would you recommend to overcome these challenges?
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24.1n hindsight, what would you have recommended to have been done differently?
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FOCUS GROUP GUIDE FOR BENEFICIARIES- PROGRAMMEME AREAS

1.
2.

Tell us how you became a memberof ..., CBHF scheme.
When did you last share or discuss about CBHF with the leader?

Probe on;

3.

4.

5.

Scheme meetings,
Other forums: chief's barazas, church and other community functions
(maombolezo)
Any other avenues (referrals from hospitals and members, administration-
chiefs)
Support given (package provided by CBHF scheme)
NHIF product Plus CBHF product (Enhanced product- package)
What is your perception on the amount of premium paid to the scheme in
regard to the CBHF package?
What challenges do you face in paying the premium for CBHF products you
opted for?
Explain how the CBHF Scheme has helped you and your family access
healthcare in a way that makes you find it easier than before you joined the
scheme?

Probe on Benefits accrued

8.

9.

In patient

Drugs on discharge

Ambulance services

Care in case of strike at public hospitals

Level of satisfaction
What other types of care and support are most needed by CBHF scheme
members and other members of this Community? Probe on OPD
In your opinion, do you think CBHFs are still relevant in provision of affordable
health care services in the county? Please explain.
What other challenges do you face in the CBHF schemes?

What recommendations would you propose to address these challenges?

10.Would you encourage your community members who have not joined CBHF

scheme to do so? Probe on how?
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FOCUS GROUP DISCUSSION GUIDE: NON-PROGRAMME AREAS (COMPARISON

SITES)
1. Are you a member of any health scheme?
a. Probe on existence of any scheme (Specify)
2. When did you last share or discuss about the health scheme with the service
provider?
Probe on;
a. Scheme meetings,
b. Other forums: chief's barazas, church and other community functions
(maombolezo)
c. Any other avenues (referrals from hospitals and members, administration-
chiefs)
d. Support given (package provided by other health scheme)
e. NHIF product Plus scheme product (Enhanced product- package)
3. What is your perception on the amount of premium paid to the scheme in regard
to the package?
4. What challenges do you face in paying the premium for products you opted for?
5. Explain how the health scheme of your choice has helped you and your family
access healthcare in a way that makes you find it easier than before you joined
the scheme?
Probe on Benefits accrued
a. In patient
b. Level of satisfaction
6. What other types of care and support are most needed by health scheme
members and other members of this Community? Probe on OPD
7. In your opinion, do you think health schemes are still relevant in provision of
affordable health care services in the county? Please explain.
8. What other challenges do you face in the health schemes?
9. What recommendations would you propose to address these challenges?

10.Would you encourage your community members who have not joined health

scheme to do so? Probe on how?

11.1f a CBHF scheme is proposed in this region, would you be willing to join?
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KEY INFORMANT GUIDE FOR CHIEFS

1.

2.

What role has your office played in relation to CBHF schemes in enhancing
access to affordable health care in your area?

Please tell us the process identifying the key person during formation CBHF
schemes?

Probe on: Process of registration of scheme

3.
4.

5.

Comment on the enrolment of people of your sub-location to CBHF schemes?
How has the CBHF scheme helped members of your sub location to access
affordable quality health care?

What role have you been involved to facilitate non-members to join a CBHF
scheme?

In your opinion, what are key achievements that have been made by the CBHF
schemes in area in delivering quality care and support for communities? Probe
on Security, Solidarity, Equity, Efficiency, Effectiveness and Access

What are the challenges and opportunities that exist in your working
arrangements with CBHF in providing affordable healthcare services to their
members?

What solutions can you propose to overcome these challenges?

From your own experience, what are some of the innovative approaches required
to sustain CBHF schemes?

10.What do you think should be done to scale up CBHF services in the counties?
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Afya Yetu Initiative

END OF CBHF PROGRAMME EVALUATION Questionnaire Co

Introduction and consent

| am from Afya Yetu Initiative (AYI). We are conducting our end of term evaluation
regarding Community Based Health Financing (CBHF) in Nyeri and Kirinyaga Counties
and how it has influenced access to health care services among the low income
population of the 2 counties. We would like to ask you some questions in regard to the
CBHF Programme in this area. You are free to answer or decline to respond. The
interview will take about 30 minutes and | will appreciate your support in responding to
this survey.

Would you be willing to participate? Yes No

Your name will never be used in connection with any of the information you give but
may be used In case of need to come back to you to clarify any information. Please
answer truthfully to the best of your knowledge. You do not have to answer any
guestions that you do not want to answer.

You may end this interview at any time.

Signature of Interviewee: Date: /712015

Indicating that an informed consent has been given verbally by the respondent
IDENTIFICATION SECTION

COUNTY:
CODE:

Sub- County:
CODE:
LOCATION:
CODE:

SUB LOCATION:
CODE:

SCHEME

CODE:

VILLAGE:

CODE:
RESPONDENT:

CODE:

NAME OF THE INTERVIEWER: CODE:

SUPERVISORS NAME: CODE:
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QUAL|TY COMPLETE: |:|

CHECK
|:| CHECKED SIGN:

INCOMPLETE:

Instruction to Enumerator: - Please ensure that all questions are responded to

Circle/Tick the responses as appropriate
(Allow me to ask you questions about you and the people in your household)
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SECTION 1: HOUSEHOLD SOCIO-DEMOGRAPHIC INFORMATION

101:Name of | 102: Agein | 103:Se | 104:Marit | 105:Relation | 106:Educa | 107 108 109 110 111:Asset
H/H member | completed X al status | ship to H/H |tion Level | Main Religion Main Housing | ownership
who has years 1.Male | 1.Married | Head 1. None source 1.Anglican | Group type 1.Mobile
been eating (Enter 2.Fem | (monoga |1. Head 2.Primary( | of 2.Catholic | members | 1.Tempor | phone
here 00 for ale my) 2. Spouse incomplete | income | 3. SDA hip ary 2.Bicycle
regularly for children 2.Married, | 3. Child by | 3. Primary- | 1. None 4.Penteco | 1. Women | 2.Semi 3.Motorcyc
last 3 under 1 polygamy Birth completed | 2. stal 2. Men permane |le
months year) 3.Widow |4. Grand 4.Seconda | Farming | 5..Indigen | 3. Youth nt 4. Vehicle
(er) child ry 3.Salary | ous 4 Health 3.Perman | 7.0ther:
4.Separat | 5. Children incomplete | 4.Casual | Church club ent specify
ed/Divorc by other 5. work 6.Muslim | .5. None 7 Others,
ed relations Secondary | 5.Remitta | 7.0thers | 6 specify
5.Single 6. House completed. | nce specify Schemes
6.Under- help 6. 6. Not 8. None 7. Others
age (<15 | 7. 7.0thers | Vocational |applicabl | 99.Don’t specify
yrs) specify 7.Others | e know
7.0thers specify 7. others
(specify) 8.Tertiary/ |, specify
University,
1.
2.
3.
4.
5.
6.
7.
8.
9.
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2.0 SECTION 2: Knowledge about CBHF in Nyeri and Kirinyaga Counties

(Circle the responses)

I would like now to ask some questions regarding the CBHF schemes.

2.1 How would you rate your 1. High 99.Don’t know
awareness of CBHF scheme in 2. Moderate 100.Not
your community? 3. Low Applicable
2.2 For how long have you been 1. Lessthan 1 year 99.Don’t Know
registered with this CBHF scheme? 100.Not
2. 1-2 years Applicable
3. More than 2 years
2.3 How did you know about the CBHF | 1. Public forums 3. Posters
scheme? 2. Community 4. AYI Staffs
leaders/CHWs 100.Not Applicable
7.0ther, specify
2.4 How is the CBHF scheme 1. Self-help group 4. Company
registered? 2. NGO 99.Don’'t Know
3. CBO 100.Not
Applicable
2.5 Is your scheme linked to any other | 1. Yes 99.Don’t Know
CBHF groups? 2. No 100.Not
Applicable
2.6 What health services do you access | 1. Inpatient only 4. None at all
from your CBHF scheme? 2. Outpatient only 99.Don’t Know
3. Both inpatient and 100.Not
outpatient Applicable
2.7 Are all your household members 1. Yes 99. Don’t know
covered by the CBHF scheme? 2. No 100.Not applicable
2.8 How much do you pay as premium 1. Less than KES380 4. KES701-1,500
for the CBHF scheme package? 5. KES 1,501-
2. Between KES 380- 2,300
650 6. KES 2,301-
3. Between KES 651- 2,500
700 7. KES 2,501
and above
8. None
2.9 If None in 2.8, how do you finance | 1. Out of pocket 4. Donor fund
healthcare for yourself and 2. NHIF 100.0ther, specify
household members? 3. Support from family
2.10 Is there additional payment made 1. Yes 3. Don’t Know
for any member of your family? 2. No 4. Not applicable
2.11 Which health facility do you 1. Mission Facilities 3. Government
MAINLY visit for health services of | 2. Private Facilities Facilities
CBHF? 99. Don’'t Know
100.Not Applicable
2.12 In a scale of 1-3, where 1 is Not 1. Not Satisfied 100.Not Applicable
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satisfied and 3 is very satisfied,
how would you rate your
satisfaction with CBHF in
improving access to quality health
care for the poor people in Nyeri
and Kirinyaga Counties

2.
3.

Satisfied
Very satisfied

99.Don’t Know

7.0thers, specify

3.0 SECTION 3: BENEFITS FROM CBHF

| would like now to ask some questions regarding the benefits you have accrued from

CBHF

3.1 How many times have you or 1. Once 4. Three times
member of your family benefited by | 2. More than once 5. More than
going to a health facility since 2013 | 3. Twice three times
to date? 6. None

100.Not Applicable

3.2 Has CBHF positively changed your | 1. Yes 99.Don’t Know
access to healthcare or any family 2. No 100.Not Applicable
member at time of need?

3.3 Has the CBHF helped you to 1. Yes 99.Don’t know
safeguard your disposable income? | 2. No 100.Not Applicable

3. Somehow 7.0thers specify

3.4 How affordable is CBHF to you as 1. Very Much 3. Not affordable
the premium contributor? 2. Affordable 99.Don’t Know

100.Not Applicable

3.5 Is the CBHF a viable scheme for the | 1. Yes 99.Don’t know
poor population in your county in 2. No 100.Not
accessing quality health care application
services?

3.6 Have you benefited in accessing | 1. Never 3. Some how
low cost product as a result of | 2. Always 99.Don’t know
CBHF?

3.7 How easy is CBHF scheme in 1. Very Easy 99.Don’t know
accessing quality health servicesto | 2. Easy 7.0ther specify
you and your family 3. Not Easy

3.8 Have you ever been denied access | 1. Yes 99.Don’t; Know
to care or treatment as a result of 2. No 100.Not Applicable
failure to pay by the scheme?

3.9 How easy are payments of CBHF 1. Very Easy 3. Never Easy
to your health care cost or that of 2. Easy 99.Don’'t’ know
your family to the health facility/ 100.Note
provider applicable

3.10 What is the MOST important thing 1. Paying hospital bill 5. Nothing
that you or your family member has | 2. Paying transport 99.Don’'t Know
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benefited from CBHF since 2013 to

fare

100.Not Applicable

date? 3. Guarantee quality of | 7. Other specify
health care
4. Peace of mind
3.11 Are there any other schemes that 1. Yes 99.Don’t know
have assisted you to finance 2. No 100.Not applicable
outpatient care services? 7 Others specify
3.13 If YES, what schemes are they? 1. NHIF 99.Don’'t Know
2. Private Insurance 100.Not applicable
3.Majani 7. Other specify
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4.0 National Hospital insurance fund (NHIF) and Universal Health Coverage (UHC)
Now | would like to ask some questions on NHIF and UHC

4.1 | Are you aware of NHIF? 1. Yes 2. No

4.2 | Are you a member of NHIF or any 1. Yes 99.1 don’t know
other scheme? 2. No

4.3 | Are you a member of NHIF and 1. Yesonly NHIF Yes Only CBHF
CBHF? 2. Yes Both NIHF 100. None

and CBHF of them

4.4 | How would you rate premium paid to 1. Low 4. Very high
NHIF compared to other community 2. Very Low 99.1 don’t know
schemes? 3. Higher

4.5 | What advantages do other schemes 1. Cheaper 4. Thereis
including CBHF have over NHIF?) 2. Payment accountability
Multiple response convenient 5. Staffs are

3. Prompt services cooperative
7.0Other specify

4.6 | In your view, is NHIF making required | 1. Never 4. Most of the time
effort to ensure that all people of this | 2. Rarely 5. Always
county have health insurance? 3. Sometimes 99.1 don’t know

7.0ther specify

4.7 | What challenges do you face as a 1. Higher premium 4. Poor services
member of NHIF? ( Multiple 2. Delayin 99.1 don’t know
response) reimbursement 100. Not applicable

3. Less cover 7. Other specify

4.8: | In your view, are many people inthis | 1. Yes 99.1 don’t know
sub-location registered as NHIF 2. No
members?

4.9 If NOT, why do you think they have 1. High cost of 99.1 don’t know
not registered as NHIF members? ( premium 4. Other specify
multiple response) 2. Negative attitude

3. Poor services

4.10 | Do you see a time where everybody 1. No 5. Always
will have health insurance in this 2. Rare 99.1 don’t know
county? If response is NOT No skip 3. Sometimes 7. Other specify
to question 4.12 4. Most of the time

4.11 | If NO in the question 4.10 above, then | 1. High cost of 4. Low income
why. ( Multiple Response) premium 99.1 don’t know

2. Lack of information | 7. Other specify
and Knowledge
3. Poor mobilization,
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recruitment and

marketing

4.12 | Can CBHF now hand over their work | 1. Yes 99.1 don’t know
to NHIF? 2. No 7.0ther specify

4.13 | If NO, why? ( Multiple response) 1. Their products are | 99.1 don’t know

affordable 7.0ther specify
2. They needto

continue

sensitizing people

on health

insurance

4.14 | Has NHIF been relevant in making all | 1. Yes 7. Other specify
people access affordable quality 2. No
health care in this county? 99.1 don’t Know

4.15 | Has NHIF been effective in making 1. Yes 99.Don’t Know
poor people access health care 2. No 100.Not Applicable
services in this county?

4.16 | How efficient is NHIF in ensuring 1. Always efficient 99.1 don’t know
everybody access health care 2. Not efficient 7.0ther specify
services at the point of need?

4.17 | Has NHIF created positive impact in 1. Yes 99.1 don’t’ know
health coverage for all people in this 2. No
county
Are you willing to continue paying 1. Yes 99.1 don’t’ know

4.18 | NHIF premium as they continue 2. No

providing services?

SECTION 5: Relevant, Effectiveness, Efficiency, Impact and Sustainability of
CBHF
| would now like to ask some questions on the overall CBHF performance

5.1 Relevance 1. Yes 99.1 don’t know
In your opinion, are CBHF schemes | 2. No
still needed by the community?

5.2 In the way CBHF is organized, isit | 1. Yes 99.1 don’t know
in line with Government of Kenya 2. No 7.0Other specify
activities?

5.3 Are there changes that can be 1. Yes 99.1 don’t know
attributed to the CBHF project to 2. No 7.0ther specify
be more relevant to the community?

54 Has the CBHF Project 1. Yes 99.1 don’t know
demonstrated tangible changes by | 2. No 7.0ther specify
influencing Kenya health reform
policies at the county?

5.5 Has the CBHF project presented 1. Yes 99.1 don’'t’ know
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opportunities to work with NHIF in 2. Never 7.0ther specify
this county?

5.6 Effectiveness 1. Yes 99.1 don’t know
Has the CBHF project covered the | 2. No 100.Not Applicable
poor in their quest to access
affordable health care services?

5.7 Are CBHEF initiatives still responsible | 1. Yes 99.1 don’t know
for providing access to affordable 2. No 7. Other specify
health care to the poor people in
this county?

5.8: Has CBHF achieved its mandate for | 1. Yes 99.1 don’t know
all making everybody access health | 2. No
care in the County?

5.9 Has the goal /objectives of the 1. Yes 99.1 don’t know
CBHF Programme been achieved? | 2. No 7.0ther specify

3. My objective not
been achieved

5.1.0 | Efficiency 1. Yes 5. Most of the time
Has the CBHF used the resources | 2. No 99.1 don’t know
optimally to achieve the desired 3. Rarely 7.0Other specify
result? 4. Sometimes

5.1.1: | How well were the interventions 1. Extremely well 99| don’t know
efficiently coordinated? 2. Not well 4. Other specify

3. Never

5.1.2: | How well did the organizational 1. Very well 99.1 don’t know
management support the delivery of | 2. Not well 7.0Other specify
objectives? 3. Never

5.1.3 How well did the CBHF work with 1. Very well 99.1 don’t know
government to deliver the services? | 2. Not Well 7.0ther specify

3. Never

5.1.4 | Were the resources adequately 1. Yes 99.1 don’t Know
allocated to CBHF to conduct 2. No 7.0Other specify
planned activities in a timely
manner?

5.15 Impact 1. Yes 99.Don’t Know
Has the CBHF made lasting 2. No 100.Not Applicable
changes for people to continue
accessing affordable health care?

5.1.6 Has the CBHF initiatives influenced | 1. Yes 99.1 don’t know
household/Members to practice 2. No 7.0ther specify
health insurance

5.1.7 | Sustainability 1. Yes 99.1 don’t’ know
Does the CBHF Programme have 2. No 7. Other specify
strategies that can enable it

5.1.7.1 | continue without external support?
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If yes, which ones are they

Yes 99.1 don’t’ know
No 7.0ther specify

5.1.8 | Has CBHF created networks to
have the technical capacity to
continue with schemes beyond
donor support?

N =

Yes 991 don’t know
No 7.0ther specify

5.1.9 | Are there institutions/organizations
created to continue supporting
schemes to continue with provision
of affordable health care?

N =

SECTION 6: Best practice, lesson leant, challenges and recommendations
| want to conclude by asking you the following questions

6.1 Mention one thing that CBHF has done very well in the last 3 years as a project.

6.2.: What Key lesson have you leant since you become a member of CBHF?

6.3: What main challenge do you think CBHF has faced in the last 3 years in operation
in this county?

6.4 In your opinion, what should be done to address the challenge you have mentioned
above?

THANK YOU FOR PARTICIPATING!
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