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Abstract
The current literature on the politics of social policy has two major shortcomings:
health care reforms are undertheoretized and research on Anglophone Africa tends
to neglect health reforms. To tackle this, a case study on Kenya presents (failed) reforms such as universal or categorical free health care or the introduction of health
insurance and the expansion of its coverage. The case study clearly shows that there
is no single theoretical explanation of social policy reforms or their failure. Rather,
there are different combination of factors at work in Kenya.
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Introduction
It is generally agreed that health problems and health-related expenses are important factors
associated with the descent into poverty (see e.g., Krishna et al. 2006; Otieno Ajwang’ 2013:
236). Health problems lead to short-term loss of earnings or a permanently decreased ability
to make a living. Health-related expenses can push people to sell assets like small animals or
crops to cover the costs; this might happen directly or indirectly through debt. Selling assets in
turn can diminish people’s capacity to sustain themselves. Governments use instruments such
as free basic health care or health insurance to facilitate access to health care for its population
(see e.g., Mbugua et al. 1995 for the effect of lower user costs on health care demand in Kenya). Health insurance is also offered by the private and the non-governmental sector. The latter also might offer free health care.
There is quite a lot of research on the politics of health care reform in Francophone West
Africa (e.g., the studies of six countries presented in Ridde et al. 2012). However, this research
is mostly concerned with public health and less with theoretical explanations of policy reforms. In contrast, it is astonishing how little research has been done in Anglophone Africa on
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this. Here, research focuses far more on (social) pension reforms and reveals some theoretical
insights in the political processes behind such reforms that might be useful also for health care
reforms.
This contribution aims at tackling the undertheoretization of health care reforms and the
neglect of research into health reforms in Anglophone Africa. It does so by presenting a case
study on Kenya that is guided by the following research question: What are the politics of
(failed) health care reforms in Kenya? 3 The case study is based on the existing literature and
research in Kenya on health reforms since 2013. It is thus more exhaustive on recent developments. In a first step, theoretical explanations for policy reforms, their undoing and failure
are discussed. The following steps focus on reforms related to universal or categorical free
health care, to introduction of health insurance and the expansion of its coverage. The case
study clearly shows that there is no single explanation of social policy reforms or their failure
and there are different combination of factors at work.

Theoretical explanations for reforms, their undoing and failure
Five arguments are generally used in the literature in order to explain social policy reforms
and subsequently presented: the influence of donors, the veto of powerful policy actors, electoral competition, cross national policy learning and windows of opportunities. “Windows of
opportunity” are seen as crucial for social policy reforms (e.g., Meessen et al. 2011 for health
reforms), but less frequently defined than invoked. A window of opportunity presents itself
when, „from the decision-makers’ point of view (…) they are to be seen to be taking action,
and the political costs of doing so are likely to be low and the benefits potentially high” (Buse
et al. 2008: 4). However, there is no such thing as an elaborated theory of windows of opportunity in Kenya, or in similar contexts (see Keeler 1993 for the US-American context). Some
insights can be gained from the concept of political opportunity structures that is used in social movement research. Tarrow (1994: 85), for example, defines political opportunities as
„consistent – but not necessarily formal or permanent – dimensions of the political environment” that affect „expectations for success or failure”. While he was writing about successful
or failed collective action, the focus here is on policy reforms. Examples for such dimensions
are the structure or the openness of the political system as emphasized by Meyer (2004). Both
the structure and the openness of the political systems drastically changed at independence or
with the end of minority rule (Hickey 2009). Changes of government after elections or peace
settlements after civil wars (Hickey 2009; Cometto et al. 2010) do also open up windows of
opportunity. So do available resources as a consequence of an economic boom or donor
promises (for examples see, e.g., Picard 1987). However, Bender (2013: 36) reminds us that
economic growth might facilitate reforms without necessarily causing them.
Another explanation for policy reforms emphasizes cross-national policy learning, mainly
from neighbouring countries (e.g., Casey and McKinnon 2009 for social pensions in Southern
Africa). Again, this is a notion that is far more used than defined, and the conditions necessary for policy learning to happen are frequently unclear. Hall (1993) distinguishes first-, sec3
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ond- and third-order policy change. First-order change is limited to small adjustments of existing policy instruments, second-order change is a modification of the instruments within
constant policy goals. In both cases, policy learning is likely to be rather technically and driven
by bureaucrats. In contrast, third-order change is a shift in policy goals and thus involves political and social actors. Schmid and Götze (2009: 23) distinguish between policymakers
searching for general ideas (ideational learning), for details of specific policy instruments (instrumental learning), and for ideas facilitating the implementation of policies (strategic learning). Policymakers might draw lessons from what worked in other countries (positive learning) or what did not work (negative learning). However, both forms of cross-national learning
are difficult (Schmid and Götze 2009: 23). On one hand, policies are context-specific and thus
not fully replicable. On the other hand, policy learning is frequently more selective than assumed and mainly used as justification of politics based on domestic interests. Finally, similar
policy reforms are not necessary the result of policy learning, but might also emerge out of
“parallel thinking” (Marmor, Freeman and Okma 2005: 337). A neighbourhood effect is also
assumed by diffusion theory (Weyland 2005).
Beyond drawing lessons from them, policy changes in neighbouring countries may also be
taken up by political or civil society actors to generate reform pressure on governments or
parties (D’Arcy 2013). More generally, social policy reforms are frequently triggered by electoral competition, which is on the rise with democratisation (Hickey 2010; Bender 2013). This
coincidence of expenditures in general (Block 2002), and social expenditures in particular
(Niles 1999), with elections is the core of the theory of political business or election cycles.
There are two theoretical foundations for this approach (Block 2002). The partisan approach
is less relevant to the sub-Saharan African context, as here the political parties are less clearly
situated on a left-right continuum and incumbents differ less on ideological policy preferences. The traditional second approach is based on a utilitarian conception of politicians: Remaining in power is their only preference. While incumbents are thus in the focus of both
theoretical explanations, they are also tacitly applied to elections in general. This bears the
danger of linking all reforms to elections, as in a five year elections cycle, many are introduced
either just after elections or before them.
Social policy reforms might indeed deliver a high political return for politicians in a context where, generally, the median potential voter is poor (e.g., Carbone 2011 for the health
policy reforms in Ghana). However, as Feng and Gizelis (2002) argue, social policy reforms
might target less the poorest parts of the population, but those critical for the regime (e.g.,
regional power base, civil servants). Furthermore, there are very competitive elections without
reforms (e.g., Seekings 2013: 318 for the first democratic elections in Zimbabwe). Additionally, there are social policy reforms in countries with limited political competition (Niles 1999;
Feng and Gizelis 2002) or in autocracies (Devereux and White 2010; Bender 2013; D’Arcy
2013). Even in a monarchy such as Swaziland, the King introduced in 2005 an Old Age Grant
(Ellis et al. 2006). In these less democratic systems, reforms might attempt to broaden the
support base or prevent social unrest. However, the theory of political business or election
cycles can hardly explain failed reform attempts.
According to Niles (1999: 10f.), social policy reforms are more likely in stable party systems and elected authoritarian systems, less likely in democracies with fragmented party sys-
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tems where parties „cater to narrow interests” and least likely in non-electoral regimes. Kenya
is described by Devereux and White (2010: 63) as an “elected authoritarian system” that is
„likely to seek electoral advantage by raising social spending during election years”. It is rather
unconvincing to put Kenya in the same box as Ethiopia or Uganda. Since the introduction of
multi-party elections and especially after 2002, Kenya is clearly an example of a fragmented
party system where reforms should be unlikely. Indeed, parties are generally highly personalised and have a strong ethnic appeal (Elischer 2010: 220). Voters do link expected gains of
their voting behaviour rather to ethnicity than to policy reforms, and thus social spending
(Gutiérrez-Romero (2010: 3). There is not much evidence that prospective social policy issues
affect voting behaviour. Health was not mentioned as a central concern of voters in exit polls
(Ferree et al. 2014; Lynch 2014), even though it was a consistent issue in the electoral manifestos, not only of the two big coalitions, but also of some smaller parties and coalitions. However, Kenyans strongly doubted not only the financial feasibility of the electoral pledges, but also
the winning coalition’s interest and capacity to implement them (Künzler 2014). Other researchers have found some evidence that voting is based to a certain extent on retrospective
policy and performance evaluation of candidates (Bratton and Kimenyi 2008: 273; Gĩthĩnji
and Holmquist 2008: 345). In some contexts, a retrospective evaluation of a social policy reform might cause two effects working in opposite directions: (Potential) beneficiaries might
expand an incumbent’s electoral base, alienated middle class core supporters might move to
the opposition (Corrêa and Cheibub 2016).
Failed reform attempts are sometimes explained by the veto of powerful policy actors, such
as the Minister of Finance in Uganda, who blocked a reform project because of its „donor-led
character” and concerns over its affordability (Hickey et al. 2009: 65). Political elites might
also favour the „deserving” economically active poor and be reluctant to support social policy
reforms fearing they create dependency (Devereux and White 2010: 63; see also Hickey 2010:
253). In analogy to the notion of drivers used for policy actors supportive of social policy reforms, there are thus also breakers (or spoilers, as they are called in development cooperation). Similar to several of the other approaches mentioned, the reference to veto powers is
generally an ex post explanation, not based on a coherent theory.
The same is true for another explanation for social policy reforms or their absence: the influence of donors. The evidence is ambiguous. 4 Donors pushed for social policy reforms when
imposing structural adjustment and conditionalities on African countries (D’Arcy 2013: 221),
or when promoting cash transfers in recent years (Seekings 2013: 318). They are also likely to
be influential in post-conflict settings (Cometto et al. 2010). Furthermore, donors can be in
opposition to social policy reforms (Cometto et al. 2010; Devereux and White 2010: 65).
However, their influence might be somewhat limited due to the weight of national political
institutions and actors (D’Arcy 2013: 221).
„The inﬂuence of external actors works best where engagement with domestic political and policy processes enable stronger ownership of social protection programs by
national governments, public administrations, and political constituencies, and
This is somewhat in contrast to world polity theories (e.g., Krücken 2005), which conceptualise international organizations as important vectors for the diffusion of a set of fundamental norms and principles and models.
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where external knowledge is framed as learning rather than policy transfer” (NiñoZarazúa 2012: 169).
Politicians frequently share with donors a focus on national development based on economic
growth. Nevertheless, when neglecting domestic politics donors might cause passive resistance
or an active veto.
Finally, there are other theories that focus on the shaping of social policies by development
strategies or production regimes (Ulriksen 2012). While these theories without doubt have
their merit for cross-country comparison, they are less useful for explaining policy change
within a country that happens frequently without corresponding changes in the economic
policies. Focusing on a case study of Kenya, the next sections discuss free health care reforms
(section 2), health insurance reforms (section 3) and the explanatory power of the five theoretical arguments discussed above to explain these reforms (section 4).

The Politics of Free Health Care Reforms in Kenya
A case study of Kenya has been conducted in order to shed some light on the politics of
(failed) health care reforms. The case study is based on the scholarly literature, government
reports and interviews with representatives of unions and associations of health professionals,
and related members of civil society in January and February 2014. 5 These stakeholders have
indepth knowledge on one health care reform (free maternity) introduced in 2013. The case
study is furthermore informed by debates in the media followed systematically since 2012 and
observations in Kenya made during various field trips since 2006.

From free health care after independence to the donor-driven introduction of user fees
Free health care can be universal, categorical (for mothers, for children, for certain diseases,
etc.) or means tested. As in several other African countries, the 1963 independence of Kenya
was also a „window of opportunity” for the introduction of universal free health care for all.
The sessional paper N°10 stated in 1965 that
„the declared aim of the Government is to provide medical and hospital services, old
age and disability benefits, free and universal primary education, benefits for the
unemployed, and financial aid to all who need and merit it for university work”
(Republic of Kenya 1965: 30).
These stakeholders have an in-depth knowledge of policy issues combined with access to administration and politicians. They were preferred as interview partners because the political parties are generally too weakly organised to serve as
significant interview partners that could provide information beyond the public declarations already available. Health workers are further away from administration and politics and are thus less appropriate as interview partners. Before fieldwork, a
list of stakeholders to be contacted was compiled. This was done by systematically scanning a Kenyan newspaper and other
sources for names of unions and associations involved in public discussions around (maternal) health issues. Ten stakeholders were interviewed with the assurance of anonymity to ensure they would provide information as openly as possible. The
interviews are anonymized with a interview number following the year they have been conduced (e.g., 14-06). All stakeholders supported the declaration of free maternity care, but provided differing explanations of this policy reform. Two stakeholders did not respond to attempts to contact them, one interview failed as the stakeholder was absent.
5
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This was depicted as the objectives of African Socialism, a quite misleading term, as Kenya
turned out to become rather the antithesis of socialism. In 1965 the user fee of five shillings
was abolished and thus, with few excepted services, free medical services for outpatients and
all children were announced (Gsänger 1994: 10; Mwabu 1995: 248; Republic of Kenya 2012a:
4). This policy subsequently „saw a rapid expansion of the healthcare infrastructure, particularly in the 1970s and 1980s, and advances in health and social indicators” (Wamai 2009: 137).
Towards the end of the 1970s, a fast growing population and the growing effects of HIV
increasingly put pressure on a health system that had a mounting urban bias (Gsänger 1994:
10). With increasing financial problems, the Kenyan government announced user charges in
the Fourth Development Plan (1979-1983) (Wamai 2009: 139). This intention was part of the
subsequent two development plans (1983-1988 and 1989-1993), but after a public outcry the
government used the more acceptable term of „introduction of cost-sharing” to communicate
the same thing: the end of free health care (Mwabu 1995: 248).
A cost sharing scheme was finally hastily introduced in 1989, under „considerable pressure
from donors” (Mwabu 1995: 248). The scheme was progressive in the sense that health care
was for free at dispensaries, and then costs to be paid before treatment increased with the level
of health care (Gsänger 1994: 10). After only nine months of implementation, the suspension
of outpatient fees was abruptly communicated in the mass media. The reason was that media
reported the disastrous effects of the fees on the poor and vulnerable and the government
came under pressure. It is unclear if the imminence of the first multiparty-elections, in December 1992, also played a role. However, in April 1992, shortly after the suspension, the
Kenyan government announced the reintroduction of facility-dependent outpatient fees,
again through mass media (Gsänger 1994: 10; Mwabu 1995: 248). In reaction to the media
reports, the new fees were to be charged after the patient was treated. There was some social
cushioning, but with unclear criteria (van Lente 2004: 16). However, there were no protests
anymore (Mwabu 1995: 252).

Policy changes after multiparty elections
The elections of 2002 ended the rule of the KANU party, in power since independence and
sole legal party for twenty years. Charity Ngilu, the Minister of Health in the government of
the new president Mwai Kibaki, introduced a new fee structure for primary healthcare facilities with a minimal user fee. „The public declaration did not have any detail or guidelines,
neither was the fee system above the health centre level addressed” (Wamai 2009: 142). Charity Ngilu seems to have declared free maternity ahead of the 2007 elections. However, there is
not enough information on this declaration and the policy change seems to have been bogged
down in the context of post-election violence in the same year.
Categorical free health surely was introduced on 1 June 2013. The newly elected Kenyan
president Uhuru Kenyatta declared, on the occasion of the Madaraka Day celebrations, that
his government „has made adequate budgetary arrangements to enable all pregnant mothers
to access free maternity services in all public health facilities” (Daily Nation, 01.06.2013).
What was called „free maternity” was presented as a first step towards achieving free primary
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health care for all Kenyans. This has been part of the newly elected Jubilee Coalition’s election
manifesto (Jubilee Coalition 2013: 23). 6
There is no doubt that in Kenya there are problems with health care in general and maternal health care in particular. The country performs rather poorly compared to its East African
neighbours in attaining the health-related UN Millennium Development Goals (MDG). Two
years ahead of the deadline, its under-five mortality rate of 73 children out of 1,000 births was
the second highest in East Africa after Burundi and ranked 33rd globally (Ligami 2013). In
contrast to neighbouring countries such as Tanzania, Uganda and nearby Rwanda, there has
been less amelioration in recent years. Between 1948 (262 per 1,000 live births) and 1988 (89.2
per 1,000), the under-five mortality rate improved, but, with increased poverty and cost sharing due to structural adjustment programmes, started to deteriorate afterwards (Ikamari 2004:
10; see also Atieno and Ouma Shem 2007). 7 After 1998, the rate started to decline again to
reach 73 per 1,000 in 2012, according to a World Bank database. As usual, data on the national level obscure important regional differences within Kenya (Otieno and Kibet 2013). One
example is Kisumu county with a rate which is triple the national average and stands at 220
per 1,000 (Otieno 2012). The second health-related MDG is measured with maternal mortality rates. These rates show similar waves in Kenya, but its regional differences show another
pattern.
The need to tackle the comparatively high rates of maternal and child mortality in Kenya
is however not new and a functionalist perspective can thus hardly explain the decision to
introduce free maternity health care. Free maternity care was poorly planned, and the quality
of health care decreased after the declaration, which might even have had counterproductive
effects (Künzler 2014). How can this policy change then be explained? The stakeholders interviewed explained the introduction of free maternity care mainly in terms of domestic political
factors. According to several stakeholders, the introduction of free maternity care soon after
the elections portrays the new president as an action man. „Jubilee wanted to show they are
out there to implement”, as a trade unionist put it (interview 14-05). This message of action
was also symbolically communicated by President Kenyatta and his deputy William Ruto.
After taking office, they repeatedly appeared without jackets and with their shirtsleeves rolled
up (Standard 18.07.2013). 8 The 2013 election that brought the new government to power was
seen as flawed by many Kenyans (Long et al. 2013: 150f.). However, no stakeholder described
the introduction of free maternity care as an attempt to cope with this situation and win domestic legitimation.
Free maternity care fulfils an electoral pledge. This was initially mentioned by several
stakeholders; however, they added a reason why free maternity was chosen out of a wide range
In the 2013 presidential election, there was no clear incumbent, as both Raila Odinga and Uhuru Kenyatta served in the
sitting government, but it was rather Kenyatta who was held responsible for the performance of the past government (Ferree,
Gibson, and Long 2014: 154).
7
The quality of the data cited here is problematic, as they sometimes diverge when using different sources. However, the
numbers are cited here less concerned with the idea of giving an accurate estimation of the situation, but more with substantiating trends.
8
This image of the president as an action man is reminiscent of the description of former president Daniel arap Moi by
Hornsby (2012: 582): „Although he was tribalist and authoritarian, aspects of his personality still appealed to Kenyans: the
patriarch, the populist, the man of action”.
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of electoral pledges: it can be implemented quickly and there is cross-cutting approval for this
move. Or, in the words of a representative of a non-governmental organisation (NGO) in the
health sector: „It was a strategic move to win the heart of the people very quickly” (interview
14-06). This valence issue “is a juicy carrot” (interview 14-04), appealing to voters. However,
this “catchy political statement” (interview 14-09) does not refer to the electoral pledge in the
manifesto before the 2013 elections, but to the actual declaration after the elections, and thus
for the next elections. In the words of one stakeholder (interview 14-01), „they are keen on
retaining power” with this move that appeals to the masses.
The declaration of free maternity care was less described as policy reform, but more as the
continuation of policy reforms started by the previous government. Indeed, as mentioned by
some stakeholders, free maternity care was already mentioned in the national development
strategy, Vision 2030, that promised that the “government will provide access to those excluded from health care due to financial reasons” (Republic of Kenya 2007: 18). However, the focus of Vision 2030 is more on preventive health care. The Jubilee Coalition thus picked rather
selectively one issue out of this policy document and did not refer to its entire health development strategy. Nevertheless, it is generally acknowledged that the manifestos of Jubilee and
those of other coalitions were indeed heavily inspired by Vision 2030 (see, e.g., Makabila
2013).
A unionist said free maternity care is „a move closer to the constitution” (interview 14-05).
Also, other stakeholders linked it with the new Kenyan constitution of 2010 that guarantees
every Kenyan the highest attainable standard of health, including the right to access health
care services (Republic of Kenya 2010, Art. 43(1)a). In the public perception, however, the
main focus of the new constitution is rather the containment of the presidential authority
than the aspirational recognition of second-generation human rights. 9 Again, there are other
human rights mentioned in the constitution that could have been addressed with a policy
change and this line of argument is thus not exhaustive.

The Politics of Health Insurance Reforms in Kenya
An alternative policy choice to ease the financial burden of accessing health care is health insurance. In a first step, the coverage of diverse forms of insurances in the health sector is reviewed. A subsequent section then discusses reforms that aim at an expansion of the main
insurance fund.

Hospital and Health Insurance in Kenya
In 1966, one year after free medical services for outpatients were introduced, the Kenyan government also established the National Hospital Insurance Fund (NHIF). Mandatory for workers in the formal sector, this was the first of its kind in sub-Saharan Africa (Koltermann 2004:
14). Government, however, actually announced its intention to introduce a broader National
The crisis and the post-electoral violence after the elections of 2007 forced the political elite to find a consensus, and
thus made the new constitution possible (Mati 2013: 235). Besides this, there was also pressure from below and from the
international community.
9
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Health Insurance Fund (Republic of Kenya 1965: 30). Why this fund has been reduced to covering only hospital-based health care must be revealed by further research.
The Kenya Social Protection Sector Review (Republic of Kenya 2012a: 13, 18) is somewhat
unclear and lists in one place 2.7 million contributing members of the NHIF, and in another
only 367,886. Probably, the first number refers to NHIF members working in the formal sector and the second to members working in the informal sector. This corresponds to the numbers cited in a report prepared for the World Bank and the Kenyan government by a private
consulting company (Deloitte Consulting 2011: 19): a membership of 2.3 million in the formal
sector and 0.5 million in the informal sector. Including the dependents of this total of 2.8 million members, an estimated 6.6 million Kenyans, or 17% of the total population of 38.6 million (2009 census), are covered by the NHIF. 10
Salaried employees see their mandatory contribution automatically deducted from their
pay cheque, based on a graduated income-based scale. The NHIF contributions favour workers with higher incomes, as the scale has a salary ceiling after which the contribution does not
rise any more. „The contribution is only on the salary portion of income – ‘allowances’, which
can make of half or more of most government employees income, are exempt” (Fraker and
Hsiao, 2007: 53). The NHIF board chairman estimates the number of salaried employees not
covered by the NHIF at two percent (Jamah 2014: 18). There are no independent estimates,
which would be difficult by nature anyway. For self-employed and informal sector workers,
membership is voluntary and based on a flat rate that covers their nuclear families. Not included in the initial NHIF, voluntary membership was already incorporated in the 1972 act,
but not implemented until 2005 (Chuma and Okungu 2011: 5).
However, there are substantial co-payments even for members of the NHIF. Furthermore,
the fund covers only part of the health expenses and does not cover many of the health facilities that are mainly accessed by poor people. Frequently, Kenyans have low trust in the NHIF.
For years, the majority of the contributions were used to cover excessive administrative costs
and financed dubious investment projects, and only a small part of the budget benefitted
members (Koltermann, 2004: 14; Fraker and Hsiao, 2007: 52f.). The benefits to members were
only recently increased to more than half of the budget. Adding to this is an ongoing series of
corruption scandals, lack of transparency in deals, and confusion over the sacking and reinstatement of upper management. A cumbersome reimbursement process prone to fraud and
abuse is also contributing to a general feeling of paying contributions without getting adequate benefits (Koltermann 2004: 14).
The NHIF administers a special medical scheme for civil servants and their nuclear families, including up to three children. This scheme covers inpatient and outpatient medical services in accredited hospitals, including some mission and private hospitals. 11 Optical and dental coverage is also provided, and for the principal member life insurance and coverage for
burial expenses graduated according to wage groups. The scheme is funded in two ways. First,
As the notion of dependents suggests, their protection depends on their relation to the bread-winning head of the
household.
11
While the Ministry of Public Service wanted a consortium of at least five underwriters to administer the scheme, its
counterpart of Medical Services opted for the NHIF – not without allegations of corruption – and was finally supported by
the government (Amani 2011; Limo 2012).
10
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by the monthly medical allowance that is directly fed into the scheme, and second, the government adds additional funds. The health expenses of an already rather privileged group are
thus doubly supported by taxpayers. Similar schemes as the one for civil servants are also offered by the NHIF for other professional groups and employers.
Other employers contract the health care schemes for their employees to private insurance
companies. It is difficult to assess how many Kenyans are covered by such schemes. Numbers
from 2007 include individuals insured by private companies and estimate membership at
about 600,000 Kenyans (Chuma and Okungu, 2011: 6) or less than 2% of the population. 12 It
should be remembered that since the 1990s, several private health insurance schemes have
collapsed (World Bank, 2010: xv). For a long time, there was only private health insurance
with high premiums targeting a rather rich group that benefitted from tax relief. As employment-based health insurance ends with retirement, there are also medical savings plans for the
post-retirement life. Private insurance companies recently discovered business opportunities
provided by the workers in the informal sector and started offering low-cost health insurance
products. They use different sales channels (e.g., mobile money, banks) to collect rates ranging
from KSh 300 to KSh 1,000 for schemes that differ in coverage (inpatient and outpatient benefits, life coverage, funeral expenses, paid sick days). While many of these schemes are in competition with the NHIF, others are in collaboration with it.
Micro-insurance, in the form of Community Based Health Insurance (CBHI), is another
possibility for workers in the informal sector, in which women and young Kenyans are overrepresented. CBHI premiums are within the lower range of low-cost private insurance. Since
its introduction in 1999, a number of CBHI schemes emerged. However, there are no recent
data about the number of beneficiaries. Not much is known about other micro-insurance initiatives beyond these CBHI schemes.

Reforming the NHIF
A major attempt to broaden the coverage of the NHIF by making it gradually compulsory was
made after the accession to power of the National Rainbow Coalition (NaRC) government in
2002. A new National Social Health Insurance Fund (NSHIF) was proposed to replace the
NHIF. Advised by the World Health Organization (WHO) and the then Deutsche Gesellschaft für Technische Zusammenarbeit (GTZ), the contribution structure was three-tiered
and based on the idea of solidarity: the money from 5% value-added tax should finance the
contribution of the poorest 30% of Kenyans, for half of the population there was a flat-rate
contribution and finally, 20% of the population made up by contributing employees would
have half their contribution paid by their employers (Koltermann, 2004: 15). A highly controversial corresponding bill was passed by the parliament in December 2004, but president
Mwai Kibaki declined to sign it into law “citing problems related to technical design, affordability, implementation and sustainability” (Abuya et al. 2015: 6).
What are the reasons for this? During research in Kenya, it was repeatedly attributed by
different sources to the resistance of the private insurance sector worried about losing busiAt the time of writing (May 2015), a proposed medical coverage for teachers awarded to a private insurance company
was legally contested.
12
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ness opportunities. Among the shareholders of companies in this sector are the Kibaki family
and allegedly also other members of the government. There was also pressure against NSHIF
from the treasury and some donors to limit state spending (Hornsby 2012: 737, Abuya et al.
2015: 7f.). Furthermore, organizations representing the employees of the formal sector – including health professionals and teachers – were against the NSHIF (Wamai 2009: 152; Maupeu 2012: 60f.). They feared that their members – part of the middle class – were to be plucked
by taxes and contributions in the name of financing the health insurance of the poorer. Many
preferred a system where the NHIF, which they saw as untrustworthy, would be reduced to a
very basic form of health insurance and more extensive coverage would be offered by private
insurances of their choice. The latter would be financed by the medical allowances – in the
case of teachers – or by individual resources and benefit from tax relief.
Another reform attempt was initiated in 2007. In April 2008, a government of national
unity was formed as a consequence of the eruption of violence after the 2007 elections. This
„grand coalition cabinet” had two ministries responsible for health: while the minister of Public Health and Sanitation was a member of the incumbent president Mwai Kibaki’s Party of
National Unity, her counterpart from the Ministry of Medical Services belonged to the oppositional ODM. In this context, no bill was taken to the parliament (Wamai 2009: 155f.). In
addition to earlier reservations by president Kibaki, his party had no interest in letting the
opposition credit themselves with major health insurance reform. In June 2008, the country’s
new development programme, Vision 2030, was officially launched. It was based on a consultation process that started in 2006 and announced the creation of a National Health Insurance
by 2012, without elaborating on its design (Republic of Kenya 2008: 18). Consequently, a new
sessional paper (No. 7) on „Universal Health Coverage” proposed the transformation of the
National Hospital Insurance Fund (NHIF) into a National Health Insurance Fund and government contributions on behalf of the indigents. This paper failed to pass through parliament in 2012 towards the end of Kibaki’s second and final term.
While health care was part of the election manifestos by the main contending coalitions
and parties for the 2013 elections (Amani Coalition 2013; Coalition for Reforms and Democracy (CORD) 2013; Jubilee Coalition 2013; Kenneth 2011 for Eagle), only two of them (CORD
and Eagle) were advocating, unsuccessfully, for a universal health insurance. Currently, discussions over what is frequently unprecisely termed „universal health coverage” continue in
Kenya. At the sub-national level, some counties have made steps in this direction by declaring
NHIF registration compulsory or supporting the NHIF contributions of elderly citizens. This
decentralisation of social security needs further attention.

The Politics of (Failed) Reforms in Kenya
To sum up the preceding two sections, the vast majority of Kenyans still are not covered by
any kind of health insurance. Several attempts to broaden the coverage of the NHIF have
failed. There have been alternating reforms introducing and abolishing universal or categorical forms of free health care. Are the theoretical explanations presented able to explain these
reforms, their undoing and failure?
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Drivers and breakers of social policy reforms in Kenya
The introduction, expansion or abolition of free health care or health insurance on the national level is defined as a reform for the purposes of the following discussion. Both free health
care and health insurance can be universal, or categorical/sectoral. This is of course a rather
demanding understanding of reforms that goes beyond explaining incremental change. Furthermore, this perspective ignores the (gendered) effects of such reforms.
Several Kenyan reforms fit well into the windows of opportunity argument. The introduction of free health care for all and the establishment of the NHIF occurred at a moment when
the political system was open (after independence), so did the introduction of free maternity
care (change of government). 13 However, the window of opportunity presented by the election
of Mwai Kibaki did not lead to a social policy reform (introduction of NSHIF), but rather to a
failed reform attempt. Neither created the introduction of the government of national unity in
the context of post-electoral violence a window of opportunity for a reform, quite to the contrary; this government where the responsible Ministry of Health belonged to the opportunity,
rather turned out to create a „window of inopportunity”.
The introduction of free health care for all and the establishment of the NHIF after independence fit into the electoral cycles argument. They were introduced, in accordance with
Niles (1999: 10f.), by elected authoritarian systems and targeted, in accordance with Hickey
(2010), a limited clientele. However, the introduction of free maternity care after the election
of Uhuru Kenyatta contradicts both arguments. First, this reform targets mothers who are in
this perspective generally not seen as a category critical for the survival of a government. Second, it was implemented in a fragmented party system where reforms are supposedly unlikely.
However, even in the context of prevailing ethnic voting, when there are electoral stalemates
or fragile majorities, key social policies with a catch-all appeal might be implemented by newly
elected presidents in order to promote re-election. Several interviews with stakeholders clearly
pointed in this direction. Even highly personalised parties with a strong ethnic appeal, thus
might not only have manifestos, but also realize a few strategically selected pledges. A similar
example mentioned in several interviews was the declaration of free primary education after
the 2002 elections (Künzler 2007). 14 Finally, again, the NSHIF was not introduced although it
would have fit in the election cycle of Kibaki.
The introduction of free maternity care did not trigger a veto either. President Kenyatta’s
justifications for this policy are in line with a frequent concern of „African elites who see economic growth as the priority for national development” (Niño-Zarazúa et al. 2012: 169) and
describe women as important economic drivers that contribute to economic development.
Indeed, the president avoided using a rights-based argument to justify his health policy. Rather, he framed health as a contribution to development (Chai 2013): „We know that if Kenyans are healthy, we will be in a better position to achieve our development goals.” This perspective is, however, not new, as free health services as part of a development strategy was
The new fee structure as introduced after the elections in 2002 by the new government is an example of gradual policy
change and does not qualify as reform as it is understood here.
14
Here, the newly elected president Kibaki was in need of support, as he was soon going to alienate the electoral basis of
his main ally Odinga. Retrospectively, Kibaki is still credited with this flagship social policy reform, its shortcomings notwithstanding.
13
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already a preoccupation of the Kenyan government after independence (Atieno and Ouma
Shem 2007: 180f.).
The failed introduction of the NSHIF can ex post be explained by the veto of powerful policy actors, such as the then president, some ministers, the private sector, formal sector workers
and some donors. Indeed, the role of donors is ambiguous, as other donors pushed unsuccessfully for this reform. Donors then again were successful when they pushed for the introduction of a cost sharing scheme at the end of the 1980s. In this period, both the Bretton Woods
institutions with their Structural Adjustment Programs as well as the WHO and UNICEF with
their Bamako Initiative (1987) supported user fees in the health system. Furthermore, there
was no veto by the Finance Minister as there was pressure to cut government spending. While
some donors, especially the WHO, were concerned with universal health coverage and saw
user fees as obstructive to this goal, the Bretton Woods institutions still were concerned about
government spending and supported – as did some other donors such as USAID – private
sector health investments. 15 However, this did not prevent the World Bank from giving Kenya
a loan with universal health coverage in view (World Bank 2013).
Free maternity care surely is in accordance with the international agenda. It is not only
seen as a tool to reach the health related MDGs, but it is also concurrent with a general trend
in the international community towards free health care (Robert and Ridde 2013, see also the
introduction to this special issue for a discussion of gobal influences in the health domain).
Stakeholders differed in their views on the influence of the international community on the
declaration of free maternity care. The most obvious influence at the international level was
indirect. The argument used by political actors in their manifestos, by the ruling coalition in
their policy reform, and by the stakeholders – who form a rather homogeneous sample of professionals – in the interviews is framed concurrently with the international agenda. Yet another reform, the initial introduction of free health care after independence, however, predated
the international consensus reached with the Alma Ata declaration of 1978 highlighting the
importance of primary health care.
The role of donors in Kenya is ambiguous beyond social policy. On one hand, there are
clear signs of pressure, e.g., to implement power sharing after the post-electoral violence in
2008, to draft a new constitution, or to tackle corruption in the educational sector. On the
other hand, „if the past is any guide, donors are unlikely to maintain intense political pressure
over time, shifting instead to economic and security priorities once again” (Brown 2009: 399).
Kenya is an important ally of the western countries in their „war on terror” and on maritime
piracy. Consequently, according to Brown and Raddatz (2014: 43), there is a „consistent pattern of donors not enforcing stated conditions for future support”.
As mentioned, donors are supposed to have more influence where there is stronger domestic ownership and their policies are framed as learning and not policy transfer (NiñoZarazúa 2012: 169). Indeed, there is a thin line between donor influence and ideational policy
learning. As mentioned, free maternity care is concurrent with a general trend in the international community. Introducing it might just as well be the result of ideational policy learning,
given there are numerous studies showing the negative effects of user fees on the utilisation of
Universal health coverage is important not only to reach the Millennium Development Goals, it is also central to the
World Health Reports of 2008 and 2010 and the Abuja Declaration of 2001 aimed at financing it.
15
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health facilities. The same is true for the introduction of user fees in the health system, where
again numerous studies advocated for this policy change in accordance with the Bamako Initiative. It would take more research to judge whether the introduction of free health care after
independence was some kind of ideational policy learning. However, as socialist and nonsocialist both did and did not introduce free health care in sub-Saharan Africa, there might be
other factors behind it. It is difficult to evaluate whether there is evidence of cross-national
policy learning.

Conclusion
The summary of the results in table 1 shows clearly that there is no single explanation of social
policy reforms or their failure. While a window of opportunity seems to be a necessary condition for expansive reforms, it is not for contractive reforms. It is not a sufficient condition, as
there are also failed reforms not profiting from an existing window of opportunity. While the
absence of a veto seems to be a necessary condition for expansive reforms, the presence of a
veto helps explain reform failure along with other factors. However, there are not yet enough
data to assess the effect of a veto or its absence. Donors are associated with expansive reforms,
contractive reforms and failed reforms. The same is the case for election cycles. Finally, universal reforms are neither more difficult nor easier than categorical, as they succeeded both in
their expansive and contractive forms, but also failed. Indeed, there seem to be different combination of factors at work. Most empirical studies on the politics of social policy in Africa
tend to neglect this, as they either do not systematically consider the same factors for explanation or are limited to systematically evaluting only one factor.
These results have certain limits. The definition of reform used above does not include incremental changes such as changes in the NHIF contributions. The content of (failed) reforms
and their effects are also not discussed. Nevertheless, this case study revealed how different
configurations (occurrence or absence of several factors) are related to the same outcome
(equifinality), respectively how one factor might lead to different outcomes (multifinality),
depending on the configuration. While such a case studies of social policy reforms has its
merits, a comparative perspective of several countries or even a systematic analysis of reforms,
their undoing and their failure across sub-Saharan Africa would further strengthen the argument and provide an empirical basis for a theory that considers combinations of factors. 16

Another potentially fruitful path for further research is the analysis of other policy domains such as old age, agricultural or educational policies. There is no reason why election cycles for example should be limited to only one policy domain.
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2013 free maternity

NSHIF (2002-2004)

Failed reform 2007/2008

Sessional paper No7 2012

Windows of opportunity
Openness (indep./end of minority
rule)
Openness (change of government)
Openness (civil war)
Resources (donors, economic
boom)

1
1
0
0
0

1
1
0
0
0

1
0
1
0
1

0
0
0
0
0

1
0
1
0
0

1
0
1
0
0

0
0
0
0
0

Policy learning
Ideational learning (+/-)
Instrumental learning (+/-)
Strategic learning (+/-)

0
0
0
0

0
0
0
0

1
1
0
0

1
1
0
0

1
1
0
0

1
0
0
1

0
0
0
0

1
1
0
n.a.

1
1
0
n.a.

1
n.a.
0
1

1
0
1
n.a.

Veto (including donors)

*

0

0

*

1

*

*

Pro-reform donors

0

0

1

1

1

*

*

Political business/election cycles
Elected authoritarian (1965/19922002)
Non-electoral (1969-1988)
Fragmented party democracy
(2002-)

Introduction of user fees
1989/1992

Universal free health care after
independence

Failed reforms

Introduction of NHIF 1966

Reform: expansi- Reform:
on
contraction

15

1
1
0
n.a. n.a. n.a.
0
0
0
1
1
0

Table 1: Summary of the Results. Note: 1 present, 0 absent, * no information, n.a. not applicable
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