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1.0 Executive Summary
The S-PPR Financing: Scoping and Gap Analysis report examines key gaps in pandemic 

preparedness and response (PPR) financing in sub-Saharan Africa, with a focus on Kenya. 

Despite commitments under global frameworks such as the Abuja Declaration and the 

Sustainable Development Goals (SDGs), health financing remains insufficient, limiting Kenya’s 

capacity to effectively respond to health emergencies. The report highlights challenges related 

to coordination, domestic investment, infrastructure, workforce capacity, and resource

allocation within Kenya’s PPR systems.

 Kenya has incorporated 

PPR into key health strategies, including the Ministry of Health Strategic Plan (2023–2027) and 

the National Public Health Institute Strategic Plan (2022–2026). These frameworks emphasize 

surveillance, workforce development, and cross-sector collaboration. However, gaps remain in 

resource allocation, infrastructure, and emergency response coordination.

 Kenya’s health budget allocation stands at 9.7% 

(FY2023/24), well below the 15% Abuja Declaration target. In 2020, only KES 2.7 billion of 

the KES 95.3 billion health budget was allocated to disease surveillance and response. Over 

90% of surveillance funding comes from external sources, creating sustainability risks. The 

country faces an initial funding shortfall of $40–50 million and annual gaps of $20–30 

million, limiting investment in surveillance, workforce capacity, and emergency stockpiles.

 The budget for preventive 

and promotive health services has declined from 11.6% in 2021/22 to 6% in 2024/25. Simi-

larly, funding for disease surveillance has dropped from 22% to less than 1% of the health 

budget, signaling inconsistent prioritization of S-PPR.

 Key institutions 

like KEMRI and the Kenya National Public Health Institute depend heavily on external donors 

such as the CDC and WHO, with KEMRI receiving 90% of its budget from international sourc-

es. While local initiatives like the Kenya Red Cross Society’s ambulance services attempt to 

diversify funding, they remain insufficient. 
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sector. While each stakeholder plays a critical role, challenges such as misaligned priorities, 

inconsistent resource allocation, donor dependency, and policy implementation gaps create 

inefficiencies. The system operates under a mix of centralized leadership and devolved gover-

nance, leading to accountability challenges, while reliance on external funding often results in 

short-term, project-based interventions rather than sustainable, long-term solutions.

The withdrawal of U.S. funding from WHO and reductions in 

USAID assistance have significantly impacted Kenya’s ability to sustain disease surveillance, 

HIV/AIDS programs, malaria control, and vaccine distribution. U.S. health assistance to Kenya 

declined from $986 million (2018) to $825 million (2023), resulting in funding shortfalls for 

pandemic preparedness, laboratory infrastructure, and diagnostic supplies.

 This legislation will streamline coordination 

among key agencies, ensuring a more effective and unified national and county-level 

response.

 By pooling resources from domestic revenues, donor contributions, and levies, 

this fund will guarantee sustained investment in critical areas such as disease surveillance, 

emergency stockpiles, and rapid response mechanisms, reducing reliance on unpredictable 

donor funding. 

 Strengthening 

financial commitment will reduce dependence on external donors and enhance the country’s 

ability to manage health emergencies independently.

Additionally, formally integrating Community Health Promoters into surveillance efforts will 

bolster grassroots disease detection and response, ensuring no community is left behind.

Recommendations
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. A well-coordinated approach will align investments with national 

priorities and strengthen pandemic resilience, particularly in underserved regions.

 

This framework should include a real-time financial tracking system, a dedicated audit unit, 

and performance-based funding disbursements, ensuring every shilling is effectively utilized to 

protect public health.

. This should be done through enhancing Public-Private 

Partnerships (PPPs) in pharmaceutical production, vaccine manufacturing, and diagnostic kit 

supply chains to reduce import dependency and strengthen local health system resilience.

 This fund 

will enable a swift and well-coordinated response by ensuring immediate access to critical 

resources, including diagnostic supplies, laboratory infrastructure, and emergency stockpiles, 

without delays or financial uncertainty. By securing predictable domestic financing, Kenya can 

build a resilient health system capable of managing future pandemics

independently
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Health financing is the backbone of resilient 
health systems, yet it remains critically insufficient 
across sub-Saharan Africa (SSA). Despite global 
and regional commitments—such as the Abuja 
Declaration (2001), which urged African govern-
ments to allocate at least 15% of their budgets to 
health—progress has been sluggish. As of 2022, 
SSA countries dedicated an average of just 6.5% 
of their budgets to health, far below this target 
(World Health Organization, 2022). Chronic 
underfunding persists, even with frameworks like 
the SDGs, which emphasize health system 
strengthening, and the Addis Ababa Agenda 
(2015), which calls for increased health invest-
ments for sustainable development. The 2019 
African Leadership Meeting further stressed the 
need for enhanced financing to achieve universal 
health coverage (UHC) and build resilient health 
systems (African Union, 2019).

The COVID-19 pandemic underscored the need 
for robust surveillance and sustainable financing 
for pandemic preparedness and response (World 
Health Organization, 2023). These health crises 
revealed critical gaps in many countries’ ability to 
prevent and respond to infectious disease 
outbreaks (Global Preparedness Monitoring 
Board, 2023). Global health and socioeconomic 
interconnections highlight the urgency of 
addressing these gaps (Lazarus et al., 2024). The 
pandemic exposed severe deficiencies in Africa’s 
health systems, leading to preventable deaths, 
economic hardship, and delayed recovery 
(Human Rights Watch, 2021). The region’s 
dependence on donor aid during the pandemic 
also revealed vulnerabilities to external shocks, 
resulting in short-term funding decisions that 
overlooked long-term investments in health 
system strengthening (Khan et al., 2022). These 
reactive choices bypassed financial management 
protocols, contributing to scandals and under-
mining public trust in health systems (Think 
Global Health, 2024).

Global health emergencies disrupt economies, 
strain health systems, and exacerbate inequali-
ties. The lessons learned from recent pandemics 
emphasize the importance of preparedness, yet 
significant challenges persist at the global, 
regional, and national levels.  As of August 
2023, COVID-19 has infected over 770 million 
people and caused more than 6.9 million report-
ed deaths worldwide. However, the WHO 
estimates that the true death toll is significantly 
higher due to underreporting. Despite global 
efforts to address the pandemic, the Global 
Preparedness Monitoring Board (GPMB) reported 
in October 2023 that preparedness for future 
pandemics remains inadequate, emphasizing the 
need for increased political commitment and 
financial resources (Think Global Health, 2024).

Countries have attempted to mobilize additional 
resources through measures like the One Health 
framework, which emphasizes cross-sectoral 
collaboration in addressing zoonotic diseases 
and emerging health threats (Africa CDC, 2024). 
However, many of these initiatives have been 
reactive and temporary, leaving the region 
vulnerable to future public health emergencies. 
The recurring outbreaks of infectious diseases, 
including Ebola, H1N1, cholera, and Mpox, 
underscore the urgent need for sustainable 
domestic financing to strengthen surveillance and 
pandemic preparedness and response (PPR) 
capacities (Lazarus et al., 2024). Addressing 
these vulnerabilities requires robust policy 
reforms and sustained investments to institution-
alize effective interventions, ensuring they 
become permanent components of health 
systems. The economic impact of pandemics is 
equally alarming. The World Bank estimated that 
the global economy contracted by 3.4% in 2020 
due to COVID-19, leading to significant losses in 
income and employment. These statistics under-
score the urgent need for coordinated efforts to 
strengthen surveillance systems and pandemic 
response capacities globally.

2.0 Background 
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Africa has faced considerable challenges during 
the COVID-19 pandemic. According to the 
WHO, low- and middle-income countries (LMICs) 
accounted for over 58% of COVID-19 deaths 
globally as of July 2023 (Khan et al., 2022). This 
disparity highlights the continent's vulnerabilities, 
including weak health systems and insufficient 
resources for pandemic preparedness. Health 
financing in Africa remains heavily dependent on 
external funding, with donors contributing over 
50% of health sector budgets in many countries 
(WHO Africa, 2023). While these funds have 
been critical, they often lack sustainability and 
fail to address long-term needs

The EAC region faces unique challenges related 
to infectious diseases. The region is dispropor-
tionately affected by outbreaks of diseases such 
as Rift Valley fever, Marburg fever, dengue fever, 
Crimean-Congo haemorrhagic fever, and yellow 
fever, which are endemic and pose recurring 
threats to public health (GIZ, 2023). Efforts by 
the EAC to enhance regional pandemic 
preparedness include capacity building and 
collaborative frameworks. However, domestic 
health financing in the region falls short, cover-
ing less than 40% of the total requirements for 
disease surveillance (EAC Secretariat, 2023). This 
financial gap hinders the region’s ability to 
establish effective surveillance systems and 
respond promptly to health emergencies.

Kenya exemplifies the challenges and opportuni-
ties in pandemic preparedness within the EAC. 
The country’s health expenditure accounted for 
approximately 9.7% of GDP (FY2023/24), well 
below the Abuja Declaration target of 15% 
(World Health Organization, 2023a). In 2023, 
only 2.1% of the national health budget was 
allocated to surveillance activities (Budget Policy 
Statement, 2023). This underfunding limit the 
country’s ability to maintain robust health 
systems and respond effectively to disease 
outbreaks. Despite these challenges, Kenya has 
made progress with support from the EAC and 
international partners.

For instance, the EAC has provided technical 
assistance to strengthen Kenya’s capacity for 
disease prevention, detection, and response 
(EAC, 2022). However, a funding gap of $300 
million for S-PPR remains, emphasizing the need 
for comprehensive analyses to guide policy and 
resource allocation (Kenya Ministry of Health, 
2023a). Additionally, the decision by the Presi-
dent Trump administration to withdraw the 
United States from the World Health Organiza-
tion (WHO) and suspend foreign aid is anticipat-
ed to have a profound effect on Kenya’s ability to 
conduct disease surveillance and respond to 
public health emergencies. As one of Kenya’s 
largest health sector donors, the U.S. has histori-
cally funded key programs, including disease 
monitoring, vaccination campaigns, HIV/AIDS 
treatment, and maternal and child health 
services  . The reduction in financial assistance is 
likely to weaken Kenya’s capacity to effectively 
manage and mitigate public health threats. 

This report seeks to bridge that gap by exploring 
the programmatic and financial landscape for 
S-PPR in Africa. This study aims to analyze these 
challenges, with a focus on health financing for 
surveillance and pandemic preparedness in 
Kenya within the broader context of the EAC, with 
a focus on providing actionable recommenda-
tions to guide sustainable investments and 
improve governance. While existing literature 
highlights the significance of health financing for 
pandemic preparedness and response (PPR), 
there is a notable gap in the analysis of how 
funds are allocated, tracked, and sustained 
within national health budgets, particularly in 
Kenya and the broader EAC region.  By focusing 
on long-term resilience and informed deci-
sion-making, this report aims to support the 
development of health systems capable of miti-
gating future pandemics and safeguarding 
public health across Africa.
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2.0. Objectives

2.1 Expected outcomes

The primary objective of this scoping report is to evaluate the state of domestic health financing 

across the East African Community (EAC), with a particular emphasis on Kenya. 

Specifically, the report sought to:

This scoping report aims to uncover programmatic and financing gaps in S-PPR within the EAC, 

with a focus on Kenya. The expected outcomes are:

 in Kenya at national and programmatic levels,

    within the context of EAC regional financing mechanisms.

 at country and regional levels, 

     including investments in institutional strengthening and emergency funds.

 are accounted for in national budgets and integrated into key

      health sector strategies or plans.

 undertaken by Kenya to estimate the financial

     requirements for implementing PPR programs.

 programs and reasons for unimplement

    ed interventions despite available financing. 

 in the allocation and utilization of resources for

      S-PPR

in surveillance and pandemic preparedness and 

response (PPR) in Kenya, document their roles and contributions, and assess the legal, 

policy, and institutional frameworks governing PPR.

The report will uncover opportunities to enhance

    financing and programming for S-PPR in Kenya, providing actionable insights and

    extending relevance to the broader EAC region.

Findings will provide a foundation for engaging Kenya in

    evidence-based dialogue, supporting their decision-making and actions on financing

    S-PPR initiatives.

The report will identify key lessons and best practices

    from Kenya that can be shared across the EAC region to inspire improvements in other

    member states.
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These outcomes will help build momentum for a coordinated regional approach to addressing 

S-PPR financing challenges and ensuring sustainable investments in health security.

By fostering dialogue and collaboration,

     the report aims to stimulate interest and action among other member states,

     promoting greater commitment to sustainable health financing.

Ultimately, the findings and engagements are expected 

    to contribute to increased domestic funding for S-PPR across Africa, strengthening the

    continent’s health systems and pandemic preparedness.

3.1 Review Design

3.2 Data Collection Methods

3.0. Methodology

3.2.1   Document analysis

This scoping review employed a desk review approach to analyze health financing for PPR in 

Kenya, within the broader context of the EAC region. The methodology focused on synthesizing 

existing data from secondary sources to provide insights into financing gaps, resource alloca-

tion, and policy frameworks relevant to S-PPR. Publicly available national budgets, financial 

records, institutional policies, and regional strategies formed the primary data sources, offer-

ing a comprehensive understanding of the current landscape. To enrich the analysis and 

validate findings, insights were sought through consultations with key organizations and stake-

holders in the health financing and S-PPR space. This iterative approach facilitated the identifi-

cation of challenges and opportunities in health financing for S-PPR.

The data collection process was designed to align with a desk review approach, utilizing 

systematic document analysis and targeted stakeholder consultations to gather comprehensive 

insights on health financing for surveillance and pandemic preparedness and response (PPR). 

This approach ensured a robust foundation for the analysis and triangulation of findings

A systematic review of secondary data formed the backbone of the analysis, focusing on 

relevant, credible, and up-to-date documents. The document review aimed to understand 

national priorities, resource flows, and implementation challenges in S-PPR. Key categories of 

documents included: 

These included strategic plans such as Kenya’s 

Health Sector Strategic Plan 2018–2023, aligned with the Kenya Health Policy 2014–2030. 

These documents outline medium- to long-term health priorities, including PPR objectives. 
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3.2.1   Document analysis
In addition to document analysis, targeted stakeholder consultations were conducted to pro-

vide contextual and practical insights into the challenges and gaps in PPR financing and imple-

mentation. These consultations involved visits to key organizations, including 

3.2.3   Triangulation and Validation
To ensure reliability, a triangulation process cross-validated findings from the document review 

and stakeholder inputs. This approach ensured consistency, minimized bias, and delivered 

evidence-based conclusions for the report.

The discussions were structured to gather qualitative data on resource mobilization, implemen-

tation barriers, and opportunities for improvement. Insights from these engagements were 

systematically incorporated into the report thematically, with feedback loops ensuring clarity 

and the refinement of data accuracy.

• Kenya Red Cross Society

• Kenya Medical Research Institute (KEMRI)

• Kenya Public Health Institute (KNPHI)

• World Health Organization (WHO) Kenya

 Annual budget statements, �nance acts, and medium-term expen-

diture frameworks (MTEF) from Kenya were analyzed to understand the allocation of resources to 

health sectors and, speci�cally, to S-PPR.

 End-of-year financial reports from the Ministries of Health and Ministries 

of Finance were reviewed to assess actual expenditures against budget allocations for PPR.

 These documents provided an 

understanding of each country’s approach to managing pandemics and health emergencies, 

including plans for COVID-19, Ebola, and other emerging infectious diseases.

 Reports from national audit o�ces and international agencies, 

such as the World Bank, WHO, and African Union, were reviewed to evaluate the e�ciency and 

e�ectiveness of �nancial management in health and PPR sectors. 

Documents from stakeholders such as the Africa CDC, 

ECSA Health Community, and other international organizations were analyzed to understand 

external contributions to PPR

Additional insights were drawn from the  data available in the 

WHO Global Health Expenditure Database (GHED). This data provided a detailed breakdown of 

spending patterns, including contributions from government and non-government sources, expen-

ditures on primary health care (PHC), and allocations to disease-speci�c programs.
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3.3 Data Analysis Techniques

3.4 Report setting

3.5 Ethical Considerations

Each document was subjected to a review to extract relevant information on S-PPR financing 

and programming. The extracted data were classified into relevant themes to facilitate analy-

sis. First, (i) health financing levels were assessed to capture the overall level of health sector 

financing and the proportion specifically allocated to S-PPR. Second, (ii) budget allocations 

and programmatic priorities were analyzed to identify national budgetary commitments to 

S-PPR and examine how funds are distributed across specific priorities such as surveillance, 

healthcare infrastructure, and laboratory systems, ensuring alignment with strategic goals. 

Third, (iii) expenditure trends were tracked to compare actual expenditures against budget 

allocations, highlighting spending patterns and any significant discrepancies. Additionally, (iv) 

costs associated with pandemic responses were assessed to evaluate the financial burden of 

responding to pandemics, including direct and indirect costs incurred during outbreaks. Final-

ly, (v) the review identified sources of inefficiency in resource utilization for S-PPR financing and 

implementation. 

This report focuses on Kenya, a country with a population of approximately 55 million as of 

2023, with over 75% of its population under the age of 35, reflecting a predominantly young 

demographic structure (Kenya National Bureau of Statistics [KNBS], 2023). Kenya operates a 

devolved health system, where county governments are responsible for service delivery, while 

the national government oversees policy, financing, and emergency preparedness (Ministry of 

Health Kenya, 2023). The country faces a dual disease burden, with infectious diseases such 

as malaria, tuberculosis, and HIV/AIDS accounting for a significant portion of the disease 

burden, while non-communicable diseases (NCDs)—such as diabetes, hypertension, and 

cancer—are on the rise due to changing lifestyles and urbanization (World Health Organiza-

tion [WHO], 2022). These demographic and health challenges underscore the urgent need for 

sustainable health financing and robust S-PPR strategies. While Kenya is the primary focus, 

insights from the East African Community (EAC) region and global contexts are incorporated 

to enhance cross-country learning and inform more effective health security interventions (EAC 

This scoping review synthesized secondary data, reports, and other publicly available resourc-

es on surveillance systems, S-PPR programs, and their financing. It did not involve the collec-

tion of primary data from human participants or sensitive personal information. In instances 

where potentially sensitive information related to national and international financing strate-

gies was accessed, all such data was handled with strict confidentiality, ensuring that no pro-

prietary or confidential information from governments, organizations, or institutions was 

disclosed or misused. 

3.3.1  Content review
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3.6 Limitations of the report
This scoping report is subject to limitations including the following: 

•  Reliance on Secondary Data Sources: The report relies on publicly available reports and

    budget documents, which may contain outdated figures or institutional biases. To mitigate

    this, multiple data sources, including government financial records, WHO, and World Bank

    reports, were cross verified to ensure consistency.

•  Limited Stakeholder Engagement: While stakeholder consultations were conducted with key

    institutions such as government agencies and development partners, the study did not 

    engage frontline healthcare workers or community-based organizations. This may limit

    insights into implementation challenges at the community level, particularly in rural and

    underserved areas.

•  Gaps in Real-Time Data on S-PPR Expenditures: Kenya lacks a real-time tracking system for

    PPR funding, making it difficult to assess fund allocation and utilization accurately. To

    address this, multi-year financial data was analyzed to identify spending trends, and 

    regional comparisons were included for broader context.

•  Limited Disaggregated County-Level Data: The study faced challenges in obtaining granular

    financial data for county-level PPR spending, which affects the precision of localized budget

    analyses. To compensate, national expenditure trends and broader policy evaluations were

    used to estimate subnational spending patterns.
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4.0. Findings

4.1 Inclusion of S-PPR in Health Sector Plans
Kenya has made measurable progress in integrating S-PPR into its national health sector 

strategies, as evidenced by the development of comprehensive policy frameworks and targeted 

initiatives. The MoH’s Strategic Plan for 2023–2027 underscores the importance of robust 

surveillance systems and pandemic response mechanisms, advocating for an integrated 

approach that incorporates effective primary healthcare (PHC) systems and community-based 

health initiatives. This plan reflects Kenya’s dedication to enhancing health security by fostering 

cross-sector collaboration and addressing the root causes of preventable diseases ((Kenya 

Ministry of Health, 2024). Similarly, the National Public Health Institute’s (NPHI) Strategic Plan 

for 2022–2026 outlines objectives to improve disease detection, reporting, and response 

through Integrated Disease Surveillance, which is critical for the timely identification and con-

tainment of public health threats (National Public Health Institute, 2022).

In practical terms, Kenya has leveraged Event-Based Surveillance (EBS) systems, which proved 

instrumental during the COVID-19 pandemic. These adaptable systems enabled the rapid 

detection and monitoring of cases, showcasing their role in early warning and pandemic 

preparedness. Notably, EBS facilitates seamless data flow and coordination between national 

and county structures, ensuring timely decision-making and response (Ng’etich et al., 2021). 

However, fragmented coordination mechanisms between national and county governments 

remain a significant challenge, highlighting the need for a more unified framework (World 

Health Organization, 2023d). Furthermore, while community health promoters play a crucial 

role in health service delivery, their potential remains underutilized in surveillance and 

response efforts, requiring better integration and support to enhance their impact (UNICEF, 

2023).

Kenya has also taken strides in centralized stockpiling and public health communication 

during crises. The establishment of centralized stockpiles for essential medical supplies has 

strengthened the country’s ability to respond swiftly to health emergencies, while targeted 

public health campaigns have improved community awareness and compliance with preven-

tive measures (CDC, 2023). The National Action Plan for Health Security (NAPHS) has been 

instrumental in fostering cross-sector collaboration, aligning efforts across different sectors to 

address health threats comprehensively (Kenya Ministry of Health, 2023b).

Despite progress in strengthening Kenya’s health system, challenges remain in fully integrating 

surveillance and pandemic preparedness into health sector plans. A qualitative study conduct-

ed during the COVID-19 pandemic revealed critical weaknesses in health system readiness, 

particularly in resource allocation, infrastructure, and coordination of response efforts
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These gaps highlight the need for a more structured approach to embedding surveillance and 

preparedness measures into national health strategies to ensure a timely and effective 

response to future health threats(Ng’etich et al., 2021). However, while the pandemic exposed 

these vulnerabilities, existing health sector plans had already shown limitations in prioritizing 

pandemic preparedness, pointing to deeper systemic gaps that require urgent attention.

The Kenya Health Sector Strategic Plan (KHSSP) 2018–2023, which focuses on achieving 

universal health coverage and strengthening the health system, acknowledges the importance 

of disease surveillance. However, pandemic preparedness and response mechanisms have not 

been adequately prioritized within the plan. Weak coordination, limited funding, and gaps in 

implementation frameworks have hindered the seamless integration of surveillance efforts into 

routine health sector planning, making it difficult to anticipate and effectively manage emerg-

ing health crises (Ministry of Health, 2018). These structural deficiencies are further com-

pounded by resource constraints, which affect the ability of the health system to establish a 

robust and responsive surveillance network

Infrastructure and resource constraints further limit the effectiveness of Kenya’s surveillance 

and preparedness strategies. The mid-term review of the KHSSP 2018–2023 identified defi-

ciencies in laboratory capacity, inadequate training of health personnel, and insufficient invest-

ment in digital surveillance systems as major bottlenecks in strengthening disease monitoring 

and response efforts. These challenges are particularly pronounced in underserved regions, 

where inadequate health infrastructure exacerbates the country’s vulnerability to emerging and 

re-emerging infectious diseases (Countdown 2030, 2021). The inability to systematically 

integrate pandemic preparedness into health sector plans, combined with weak infrastructure, 

has left Kenya’s health system reactive rather than proactive in handling disease outbreaks.

Additionally, Kenya faces key challenges in disease surveillance and outbreak preparedness, 

including weak coordination between national and county governments, limited multisectoral 

collaboration, and a lack of structured support supervision. These gaps reduce efficiency in 

detecting and responding to public health threats, delaying timely and coordinated action.

A major concern is the exclusion of private health facilities from national surveillance efforts, 

weakening disease detection and response. Strengthening health security requires a more 

integrated approach, ensuring active engagement of both public and private health facilities in 

surveillance and data-sharing. Additionally, there is a need for dedicated resources to improve 

surveillance infrastructure, workforce capacity, and laboratory systems, embedding pandemic 

preparedness into health sector planning.
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In the EAC region, several countries have demonstrated significant progress in integrating 

S-PPR into their national health strategies, with various successes providing valuable lessons 

for Kenya and the broader region. Countries like Uganda, Tanzania, and Rwanda have made 

strides in strengthening their health systems through strategic plans and effective coordination 

of surveillance systems, particularly in addressing infectious disease threats.

Uganda, for instance, has been praised for its quick response to the Ebola outbreaks, employ-

ing effective surveillance systems and community engagement to contain the spread of the 

disease (Zalwango et al., 2024). The country’s use of integrated surveillance and real-time 

data collection systems has allowed for early detection and timely interventions (World Health 

Organization, 2023c). Despite Uganda's successful use of surveillance systems and community 

engagement during the Ebola outbreak, challenges like limited resources and varying levels of 

political commitment among neighboring countries may impact the sustainability and expan-

sion of such initiatives (Uganda Ministry of Health, 2022; World Health Organization, 2023d). 

Tanzania’s initial response to the COVID-19 pandemic was marked by skepticism, with the 

government downplaying the severity of the virus and suspending official case reporting. 

However, under new leadership in 2021, the country re-engaged with international health 

partners, including the WHO, and took steps to strengthen disease surveillance and pandemic 

preparedness (World Health Organization, 2022b). Investments in health infrastructure and 

workforce capacity have since contributed to improving response systems, though funding 

gaps and coordination challenges among regional actors continue to pose obstacles (World 

Health Organization, 2022b).

Rwanda stands out for its robust health information systems and use of mobile technology to 

improve data collection and surveillance. During the Ebola outbreak in the Democratic Repub-

lic of Congo (DRC), Rwanda's proactive border surveillance measures, combined with rapid 

response teams, helped minimize the spread of the virus across borders (Rwanda Ministry of 

Health, 2023). Rwanda’s health sector is also highly integrated, with a focus on community 

health workers who are key players in both disease surveillance and health education at the 

grassroots level (Rwanda Ministry of Health, 2022).  Rwanda's proactive border surveillance 

during the Ebola outbreak in the Democratic Republic of Congo (DRC) was successful, but 

similar efforts are often hindered by financial constraints and political dynamics at the regional 

level (Rwanda Ministry of Health, 2023).

These successes in the EAC region highlight the importance of early detection, strong surveil-

lance systems, and collaboration with international partners. The region has also benefited 

from the collective efforts of the East African Health Research Commission (EAHRC), which 

facilitates joint health initiatives and promotes cross-border cooperation in health security 

(EAC, 2022).
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4.2 Integration of S-PPR financing into national budgets

While challenges such as resource constraints and infrastructure gaps remain, these countries’ 

achievements emphasize the importance of a coordinated, integrated approach to pandemic 

preparedness and surveillance.

Kenya has made notable strides in incorporating financing for S-PPR  within its health sector 

plans. The Ministry of Health’s Sector Working Group Report (2022) highlights the need for 

substantial investments in strengthening health systems, particularly in surveillance infrastruc-

ture, laboratory capacity, and response mechanisms to mitigate public health emergencies. 

International partnerships have been instrumental in supporting these efforts, with the Global 

Fund contributing US$407 million to combat major diseases and reinforce the country’s health 

systems. Such collaborations enhance Kenya’s financial capacity to address both routine 

healthcare needs and unforeseen crises.

However, persistent financial and logistical challenges continue to impact the effectiveness of 

surveillance and response systems. Chronic underfunding of surveillance activities, coupled 

with the absence of dedicated financial resources for outbreak preparedness and response, 

has led to heavy reliance on external partners, raising concerns about long-term sustainability. 

Inconsistent funding has also hampered critical functions such as supervision, data quality 

audits, and coordination between national and county governments, further weakening the 

country’s ability to respond swiftly to public health threats

The COVID-19 pandemic further exposed vulnerabilities in Kenya’s health financing structure. 

A 2021 study found that the diversion of domestic and donor funds towards emergency 

response efforts led to delays and disruptions in essential health programs, such as family 

planning services and Universal Health Coverage (UHC) initiatives (Darrudi et al., 2022).  

These challenges are further reflected in findings that only 17% of sub-counties have a dedi-

cated budget for epidemic preparedness and response, with even fewer maintaining strategic 

stockpiles of essential emergency commodities. This lack of financial and material resources 

significantly weakens the country’s ability to respond effectively to public health emergencies.

Despite Kenya’s progress in securing funding for S-PPR, challenges persist in ensuring that 

financial resources can be efficiently adjusted to meet emerging health threats. The rigid 

structure of current funding mechanisms often results in delays in outbreak response and 

interruptions in essential health services. Financial constraints at the sub-national level, cou-

pled with the absence of dedicated emergency funds and limited reserves of critical supplies, 

have weakened Kenya’s ability to respond swiftly to public health emergencies. Rigid financial 

structures make it difficult to adapt to shifting health priorities, creating gaps in surveillance, 

laboratory capacity, and emergency preparedness. 
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Additionally, weak coordination between national and county governments complicates finan-

cial planning and resource allocation during crises. Heavy reliance on external funding further 

undermines long-term sustainability, as unpredictable donor contributions impact both pan-

demic preparedness and the continuity of routine healthcare services. (CDC, 2023; Darrudi et 

al., 2022; Global Fund, 2024; National Treasury, 2024). 

Furthermore, the lack of a distinct budget line for S-PPR complicates the monitoring and evalu-

ation of expenditure on preparedness and response activities. Without a clear allocation for 

S-PPR, oversight bodies, such as the national parliament and civil society organizations, strug-

gle to track how much of the health budget is being used for preparedness activities. This lack 

of transparency reduces accountability and limits the effectiveness of external scrutiny, which is 

essential for ensuring that resources are used appropriately and efficiently (Kairu et al., 2023). 

Without proper monitoring systems in place, it becomes difficult to assess the true effectiveness 

of Kenya’s PPR financing efforts, leaving the country vulnerable to inefficiencies and poor 

resource management.

The reliance on external donors for pandemic preparedness further highlights the gap in 

Kenya’s self-reliance for financing emergency health preparedness. As seen during past health 

crises like the Ebola outbreak, international partners often provide critical support, but this 

assistance tends to be reactive and tied to specific projects or conditions, rather than fostering 

a long-term, sustainable approach to preparedness (World Health Organization, 2020d). This 

reliance on donor funding also creates challenges in building local capacity for pandemic 

preparedness, as external support may not always align with the country’s national priorities or 

long-term health security goals.

The EAC has recognized S-PPR  as a regional priority and has taken steps to enhance coordi-

nation among member states. One key initiative is the EAC Regional Health Sector Strategic 

Plan, which focuses on strengthening surveillance systems, emergency response mechanisms, 

and cross-border collaboration (East African Community, 2023). Additionally, the EAC Pan-

demic Preparedness and Response Plan has been developed to guide member states in 

improving health security through capacity building, joint training, and information sharing 

(EAC, 2023). To support these efforts, the EAC has mobilized funding through partnerships 

with international organizations such as the Africa CDC, WHO, and the World Bank (World 

Health Organization, 2023). The establishment of the EAC Regional Public Health Emergency 

Operations Center (PHEOC) has further enabled real-time data sharing and coordinated 

response efforts among member states (Africa CDC, 2023). However, despite these efforts, 

integrating S-PPR financing into national budgets remains a significant challenge, as most 

countries still rely on external funding rather than allocating dedicated domestic resources for 

preparedness and emergency response (East African Community, 2023).
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Across the EAC, the lack of a dedicated budget line for pandemic preparedness and response 

is a major issue that limits the capacity of member states to plan and execute effective S-PPR 

strategies. In Uganda, for instance, the financing for pandemic preparedness often comes 

from supplementary budgets or donor support, which are not always timely or sufficient during 

outbreaks (Uganda Ministry of Health, 2020). Similarly, Tanzania faces challenges in mobiliz-

ing adequate resources for S-PPR, with funding for emergency response typically coming from 

the general health sector allocation, which is often underfunded (World Health Organization, 

2022b). This trend is also observed in Burundi, where financial support for health emergencies 

is limited and frequently dependent on external donors rather than national resources.

Another challenge faced by EAC countries is weak coordination between sectors, particularly 

the key sectors such as public health and disease control, agriculture and livestock, environ-

mental protection, food safety and regulation, water and sanitation, defense and national 

security, research and education, and international trade and policy, which are critical for 

implementing a One Health approach. In Rwanda, for example, while the government has 

made progress in coordinating health and agriculture efforts, financial resources for cross-sec-

toral coordination are often limited, making it difficult to implement comprehensive emergency 

response plans (Rwanda Ministry of Health, 2023). The lack of a coordinated financial mecha-

nism across ministries and sectors further complicates the allocation and tracking of S-PPR 

funds in most EAC countries.

Despite the challenges, Kenya can draw lessons from on the importance of dedicating specific 

budget lines for S-PPR activities. In Rwanda, the government has made efforts to allocate 

specific funds for emergency health preparedness, and these funds are included in the nation-

al budget as part of the country’s broader health financing strategy (Rwanda Ministry of 

Health, 2023). This enables better tracking of expenditure and helps prioritize S-PPR activities, 

ensuring that resources are available when needed. 

Moreover, cross-sectoral integration of S-PPR financing offers another lesson for Kenya. In 

Uganda, there has been an increasing effort to integrate pandemic preparedness into the 

broader development agenda by involving multiple sectors, including agriculture and environ-

ment, in budget planning for health emergencies (Uganda Ministry of Health, 2020). This 

approach ensures that all relevant stakeholders contribute to the financial resources needed 

for a coordinated emergency response. Kenya could strengthen its One Health approach by 

ensuring that all sectors, including public health and disease control, agriculture and livestock, 

environmental protection, food safety and regulation, water and sanitation, defense and 

national security, research and education, and international trade and policy, have dedicated 

resources for pandemic preparedness. Rwanda’s experience shows that strengthening 

multi-sectoral collaboration can improve the overall resilience of the country’s health system 

during emergencies (Rwanda Ministry of Health, 2023).
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4.3 National Budgetary allocations to S-PPR 

Kenya's approach to health emergency financing can be examined in comparison to Tanza-

nia's response during the 2018–2020 Ebola outbreak. Tanzania effectively mobilized resources 

through flexible reallocation mechanisms, allowing for a swift response to surveillance and 

containment efforts (World Health Organization, 2020b). However, the absence of dedicated 

S-PPR budget lines posed challenges in maintaining long-term sustainability and financial 

accountability. This highlights a key tension in emergency financing: while flexibility enables 

rapid action, a lack of pre-allocated funds can undermine continuity and structured planning. 

Kenya's current budgeting framework presents an opportunity to evaluate the balance between 

adaptability and dedicated funding to ensure financial preparedness for future health crises

Kenya’s annual budgetary allocations for health reveal a mixed picture, with progress in 

broader healthcare financing, but persistent limitations in funding for S-PPR. While the health 

sector has seen increased investment in initiatives such as the Kenya UHC Program, allocations 

specifically targeting S-PPR remain constrained. For example, in the fiscal year 2024/25, Ksh 

4.6 billion (approximately US$ 31.5 million) was allocated to vaccination programs, comple-

mented by Ksh 28.7 billion (approximately US$ 196.7 million) from the Global Fund for 

combating HIV, malaria, and tuberculosis. However, this funding focuses on specific disease 

programs rather than a comprehensive investment in health surveillance infrastructure and 

pandemic preparedness, leaving critical gaps in Kenya’s health security framework.

Budgetary allocations to preventive and promotive health services, a key component of S-PPR, 

have declined significantly in recent years. From a peak of 11.6% of the total health budget in 

2021/22, this allocation dropped to about 6% in 2024/25. Figure 1 illustrates that during the 

2021/22 and 2022/23 financial years, allocations to disease surveillance and response aver-

aged 22% of the total health budget, reflecting a period of heightened focus due to the 

COVID-19 pandemic. However, this commitment waned sharply in subsequent years, with 

allocations plummeting to less than 1%. This decline signals a lack of sustained investment in 

critical health infrastructure and highlights the need for consistent funding to build long-term 

resilience against emerging health threats
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The trends in Kenya's budgetary allocations to disease surveillance and response over time 

reveal notable patterns. Initially, there was a relatively high allocation, averaging around 22% 

during the 2021/22 and 2022/23 financial years. This increase reflects a period of height-

ened government commitment to addressing emerging health threats, particularly in response 

to the COVID-19 pandemic. However, these allocations experienced a sharp decline in subse-

quent years, plummeting to below 1%. This drastic reduction highlights a shift away from 

prioritizing S-PPR, suggesting inconsistent funding levels and a lack of sustained commitment 

to building long-term resilience in the health sector. Kenya’s budgetary allocations for disease 

S-PPR have fluctuated over time, reflecting a reactive rather than proactive approach to health 

security. 

Kenya’s budgetary allocations for S-PPR continue to exhibit critical gaps, mirroring the overall 

trend observed in broader health sector financing. The 2024/25 fiscal year allocations primar-

ily emphasize vaccination programs and disease-specific interventions, with limited direct 

investment in comprehensive surveillance infrastructure. This aligns with findings from the IDSR 

evaluation report, which highlights that only 17% of sub-counties reported having a dedicated 

budget for epidemic preparedness and response (EPR). Moreover, despite the presence of 

Rapid Response Teams (RRTs) in 91% of sub-counties, only 18% had conducted an after-action 

review for their most recent outbreak, suggesting inconsistencies in sustained funding and 

implementation. At the county level, the evaluation report indicates that while half of the coun-

ties have allocated some budgetary provisions for outbreak preparedness, significant gaps 

persist in planning and execution. 
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Figure 1: Allocations to Preventive and Promotive Health Services, and Disease 
Surveillance and Response as a % of the Total Health Budget in Kenya 

 

Source: Constructed from the Budget reports 
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Less than 50% of counties had essential PPEs, and only 37% had case management protocols 

for priority diseases. This underfunding at subnational levels highlights the disparity between 

national commitments and actual resource disbursement, further exacerbating Kenya’s reactive 

rather than proactive approach to pandemic preparedness.

The findings further underscore the chronic underfunding of surveillance systems and outbreak 

response mechanisms. A significant concern raised is the lack of stable financing for IDSR, with 

many counties relying on donor support and external partnerships to sustain operations. The 

Ministry of Health has estimated that approximately USD 76.6 million (KES 10.73 billion) is 

required over five years (2022-2026) to effectively operate Kenya’s surveillance system, includ-

ing epidemic preparedness and response functions. However, the current budgetary alloca-

tions fall significantly short of this requirement, making it difficult to sustain critical surveillance 

functions, such as data quality audits, surveillance meetings, and routine supervision.

Further analysis of Kenya’s national budgetary allocations to S-PPR reveals a consistent trend 

of underutilization of allocated funds. Over the past four years, actual spending has fallen 

short of planned budgets, with an average utilization rate of 88.5%. The most significant 

shortfall occurred in the financial year 2022/23, where only 85.2% of the budget was spent. 

This was primarily due to delays in infrastructure development, procurement bottlenecks, and 

challenges in coordinating stakeholders for effective fund disbursement.
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Table 1: National Budgetary Allocations to S-PPR: Actual Expenditure vs. Planned 
Budget (2021–2025) 

Year Planned 
Budget 
(USD) 

Actual 
Expenditure 
(USD) 

Variance 
(USD) 

% 
Utilized 

Source 

2021/22 12.76 
million 

11.85 million -0.91 
million 

92.9% Kenya Public Health 
Emergency Operations 
Centre National 
Strategic Plan 2021–
2026 

2022/23 7.57 
million 

6.45 million -1.12 
million 

85.2% County Governments 
Budget Implementation 
Review Reports 

2023/24 6.33 
million 

5.78 million -0.55 
million 

91.3% County Governments 
Budget Implementation 
Review Reports 

2024/25 5.89 
million 

5.12 million -0.77 
million 

87.0% Ministry of Health 
Expenditure Reports 
2025 



To better understand how these trends impact specific health initiatives, an examination of 

budget absorption rates across key areas such as disease surveillance and emergency pre-

paredness, the table below presented a detailed look at the allocated budgets and absorption 

rates for various health initiatives in 2021 and 2023. It highlights the effectiveness of resource 

utilization across different categories, including disease surveillance, emergency preparedness, 

advocacy, community health, and infrastructure development. While some areas demonstrate 

strong budget absorption and efficient resource use, others reveal significant gaps in fully 

utilizing allocated funds, particularly in health facilities infrastructure and donor contributions. 

These findings complement the earlier analysis by shedding light on the practical challenges 

and successes in implementing Kenya’s health programs.

  The conversion rates used above are approximations for each respective year
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Table 2: Analysis of Allocated Budgets and Absorption Rates in Kenya 

Category Allocated Budget 
(USD)3 

Absorption 
Rate (%) 

Observations 

Disease Surveillance & 
Emergency 
Preparedness (2021) 

22,727 USD (2,500,000 
KES / 110) 

100% Full utilization, reflecting 
prioritization of surveillance 
activities. 

Disease Surveillance & 
Emergency 
Preparedness (2023) 

58,333 USD (8,500,000 
KES / 130) 

83.50% High efficiency, though some 
funds remain unspent. 

Advocacy & 
Community Health 
Strategy (2023) 

104,348 USD 
(12,000,000 KES / 115) 

86.25% Strong focus on community 
health and surveillance, 
demonstrating effective resource 
use. 

Emergency Response 
Preparedness (2023) 

109,537 USD 
(14,180,000 KES / 130) 

96.22% Almost complete utilization, 
indicating high prioritization for 
emergency readiness. 

Health Facilities 
Infrastructure 
Development (2023) 

66,667 USD 
(10,000,000 KES / 150) 

42.15% Lower absorption rates suggest 
challenges in infrastructure 
project execution. 

Donor Contributions 
(e.g., DANIDA, THS) 

Varies Varies (e.g., 
some <50%) 

Highlight gaps in fully utilizing 
external funding, pointing to 
possible delays or administrative 
bottlenecks. 

Source: County Governments Budget Implementation Review Reports 



The Disease Surveillance & Emergency Preparedness category in 2021 had a 100% absorption 

rate, indicating the full utilization of allocated resources, reflecting the government's prioritiza-

tion of surveillance activities. Similarly, the Emergency Response Preparedness category in 

2023 had a high 96.22% absorption rate, demonstrating effective use of funds for emergency 

readiness. Other categories, such as Advocacy & Community Health Strategy in 2023, also 

show high absorption, with 86.25% utilization, suggesting effective resource allocation towards 

community health initiatives. However, the Disease Surveillance & Emergency Preparedness 

category shows a slightly lower 83.5% absorption rate, meaning that some funds remained 

unspent, pointing to possible inefficiencies or unanticipated challenges in implementation.

An analysis of resource absorption rates reveals several factors contributing to the gaps in 

funding utilization across different categories. While the Disease Surveillance & Emergency 

Preparedness category in 2021 demonstrated a 100% absorption rate, indicating full resource 

utilization, gaps emerged in 2023 with an absorption rate of 83.5%. These gaps are due to a 

combination of logistical challenges, such as delays in data collection or coordination difficul-

ties between key stakeholders, which can impede the timely execution of planned activities 

((World Health Organization, 2021) Additionally, the shifting nature of public health priori-

ties—such as the emergence of new diseases or urgent response needs—can lead to funds 

being reallocated, leaving some categories underfunded or underutilized (Clark et al., 2024). 

Furthermore, the capacity limitations of implementing agencies, alongside a lack of efficient 

monitoring and evaluation mechanisms, may contribute to the inability to fully absorb allocat-

ed resources (Walters et al., 2022). These factors underline the importance of adaptive plan-

ning and flexible funding mechanisms, which are essential for ensuring that resources are 

directed to the most pressing needs in a dynamic health landscape.

In 2023, the Health Facilities Infrastructure Development program struggled with project 

implementation, as evidenced by a low fund absorption rate of 42.15%. Stakeholder consulta-

tions identified key contributing factors, including procurement delays, logistical challenges, 

and inefficiencies in project management. Additionally, donor contributions were not fully 

utilized, with some funds having an absorption rate below 50%, pointing to administrative 

barriers or delays in disbursing external funding. 

Further challenges were identified across various stakeholders in S-PPR in Kenya.  A key issue 

is the heavy reliance on donor funding across essential institutions. For example, the Kenya 

Medical Research Institute (KEMRI) receives only 10% of its funding from the government, with 

the remainder coming from international donors like the U.S. Centers for Disease Control and 

Prevention (CDC). 
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4.4 Level and sources of Health Expenditure on S-PPR

EAC member states have allocated varying levels of resources to bolster their preparedness. 

Uganda has prioritized strengthening response mechanisms (Uganda Ministry of Health, 

2023), while Rwanda has invested in upgrading infrastructure and reinforcing emergency 

response systems (Rwanda Ministry of Health, 2023). These efforts reflect a growing recogni-

tion of the need for proactive measures to mitigate public health risks. However, further invest-

ment is essential in key areas such as skilled personnel, digital surveillance tools, and 

cross-border collaboration. Strengthening regional coordination and data-sharing mecha-

nisms will enhance surveillance effectiveness and build a more resilient public health frame-

work across the EAC.

The EAC has fostered collaborative efforts through initiatives such as the East African Public 

Health Laboratory Networking Project and the East African Centre for Disease Control and 

Prevention (EACDC), which have facilitated the pooling of resources and expertise for regional 

health surveillance and pandemic response (EAC Secretariat, 2023) Donor funding has played 

a critical role in supporting these efforts, supplementing national budgets and providing finan-

cial resources for procurement, laboratory infrastructure, and health workforce training. 

Donors like the World Bank, the Global Fund, and the U.S. Centers for Disease Control and 

Prevention (CDC) have made significant contributions to strengthening health systems in the 

region, helping countries meet their surveillance and pandemic preparedness goals.

Despite progress, several challenges undermine the effectiveness of national budgetary alloca-

tions in the EAC. One major issue is the inconsistent distribution of funds across member 

states. While Kenya and Rwanda have invested significantly in surveillance and pandemic 

preparedness, countries like South Sudan and Burundi face financial constraints due to politi-

cal instability, conflict, and economic hardship. Rwanda's 2023/24 national budget prioritizes 

economic recovery from COVID-19, with a focus on strengthening the health system and 

enhancing disaster preparedness (Government of Rwanda, 2023). Similarly, Kenya's budget 

allocations have emphasized improving health resilience and service delivery (Overseas Devel-

opment Institute [ODI], 2023). However, despite these investments, the region continues to 

struggle with inadequate infrastructure, weak data-sharing mechanisms, and a shortage of 

public health laboratories—factors that greatly affect the quality and speed of responses to 

health emergencies

The analysis of health expenditure on S-PPR highlights an overwhelming reliance on external 

funding at both regional and country levels, exposing significant vulnerabilities in the sustain-

ability of health systems. Domestic resources contribute only modestly to overall health financ-

ing, creating challenges for countries seeking to ensure resilience against fluctuating interna-

tional support.
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At the country level, Table 3 provides an overview of Kenya's spending on epidemiological 

surveillance, risk and disease control programs, which are core components of S-PPR, from 

2016 to 2019. It outlines the contributions of domestic public expenditure, external expendi-

ture, and domestic private expenditure, as well as their respective percentages of the total 

health expenditure (CHE) for each year.

The data of Kenya's health expenditure from 2016 to 2019 reveals a significant shift in funding 

sources, with external funding for disease control rising sharply from 54.4% of total health 

expenditure (CHE) in 2016 to 90.2% in 2019. In contrast, domestic public expenditure drasti-

cally dropped from 32.4% of CHE in 2018 to just 0.8% in 2019 (Table 4). This suggests that, 

while overall health spending increased, the government’s contribution diminished, likely due 

to budget constraints, shifting priorities, or a strategic reliance on external donors for targeted 

disease control programs. The surge in external funding likely covered critical health needs, 

particularly in areas like HIV/AIDS and malaria, leading to a reduced role for domestic financ-

ing. This trend highlights Kenya's increasing dependence on external aid to manage disease 

control efforts, despite the overall increase in health expenditure. Similar patterns of external 

aid dominance in health financing have been observed in other countries relying on interna-

tional organizations to fill gaps in national health budgets (Ifeagwu et al., 2021).

In contrast, domestic public expenditure fluctuated, with a notable increase in 2018 (32.4% of 

CHE), but then sharply dropped to just 0.8% of CHE in 2019, reflecting a decline in govern-

ment funding for disease surveillance and risk control. The decrease in domestic public fund-

ing, from $532 million (KSh 69.2 billion) in 2016 to $135 million (KSh 17.5 billion) in 2019, 

raises concerns about the sustainability of these programs without continued external support. 

Domestic private expenditure, although relatively stable over the years, contributed only about 

9% of total health expenditure throughout the period. 
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2019 % of 
CHE 

135 0.8 

14,95
3 

90.2 

1,489 9.0 

16,57
7 

100.0 

 
 

Table 3: Kenya’s spending on epidemiological surveillance and risk and disease control 
programmes (in million USD), 2016-2019   

  2016 % of 
CHE 

2017 % of 
CHE 

2018 % of 
CHE 

Domestic public expenditure 532 22.5 500 20.2 1,80
3 

32.4 

External expenditure 1,28
8 

54.4 1,56
9 

63.4 3,26
5 

58.7 

Domestic private 
expenditure 

546 23.1 406 16.4 498 8.9 

Total expenditure  2,36
6 

100.0 2,47
5 

100.0 5,56
6 

100.0 

Source: compiled from WHO global health expenditure database



The total expenditure on disease control programs grew exponentially, from 2.37 billion USD 

in 2016 to 16.58 billion USD in 2019, driven largely by external funders. While this surge in 

funding could reflect an increased focus on health priorities, the heavy reliance on external 

sources for this growth is unsustainable.

Kenya's expenditure on S- PPR faces significant financial constraints, limiting the country’s 

ability to effectively detect, report, and respond to public health threats. The Ministry of Health 

(MOH) estimates that approximately $76.63 million (KES 10.73 billion) is required over five 

years (2022–2026) to sustain six key thematic areas: Integrated Disease Surveillance (IDS), 

Vaccine-Preventable Diseases (VPDs), Epidemic Preparedness and Response (EPR), Influen-

za-Like Illnesses (ILI), Severe Acute Respiratory Illnesses (SARI), data management, and coordi-

nation (IDSR Report, 2024). 

The decline in domestic public expenditure and the increasing reliance on external funding in 

Kenya’s health sector can be attributed to several interrelated factors. One key driver is the 

fiscal constraints faced by the Kenyan government. Limited financial resources, coupled with 

competing national priorities such as infrastructure development and debt servicing, have led 

to a reduction in domestic health investments. This trend is evident in the sharp decrease in 

government health funding from 532 million USD in 2016 to 135 million USD in 2019 (World 

Health Organization, 2023c). Such economic pressures make it challenging for the govern-

ment to maintain adequate levels of funding for critical health programs.

Shifts in national policy focus also play a role. As Kenya aligns its health agenda with broader 

development objectives, there has been a redirection of funds from targeted disease control 

programs to initiatives like UHC Program and health system strengthening (Kenya Ministry of 

Health, 2019). While these shifts are essential for long-term health outcomes, they may result 

in reduced financial support for specific disease surveillance and control efforts. This realloca-

tion of resources highlights the trade-offs inherent in pursuing multiple health and develop-

ment goals simultaneously.

The increasing reliance on external donors further compounds this issue. External funding for 

disease control rose dramatically, accounting for 90.2% of health expenditure in 2019, up 

from 54.4% in 2016. This reliance reflects a growing dependency on donor-driven initiatives to 

address Kenya’s health priorities (Ifeagwu et al., 2021) . Donors often earmark funds for 

specific programs such as HIV/AIDS and malaria, which, while addressing critical health 

challenges, can create an imbalance in resource allocation. This donor-driven focus may 

inadvertently reduce the government’s motivation to allocate domestic funds to these areas, 

assuming that external sources will continue to fill the gap.
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Additionally, the conditions attached to external funding often exacerbate this reliance. Donors 

frequently provide funds earmarked for specific diseases or programs, limiting their flexibility 

to address broader health system needs (National Treasury, 2024). This focus on targeted 

programs leaves gaps in other areas of healthcare that may not attract similar levels of donor 

interest. Consequently, domestic resources are diverted to fill these gaps, further straining 

public expenditure.

Global health dynamics also play a role in shaping these trends. International donors have 

increasingly prioritized specific health challenges, such as infectious diseases and pandemics, 

which have led to significant financial support for countries with high disease burdens. While 

this external funding has improved short-term health outcomes, it has also contributed to a 

dependency culture that undermines long-term sustainability in health financing (World Health 

Organization, 2023c). 

For the EAC region as shown in figure 2, external funding remained the dominant source of 

CHE allocated to epidemiological surveillance and risk and disease control programs. 

Between 2016 and 2020, external funding fluctuated, decreasing from 6% of CHE in 2016 to 

4% in 2019 before rising again to 6% in 2020. This resurgence aligns with the global 

response to the COVID-19 pandemic, which heightened international financial support for 

surveillance and risk control initiatives during the crisis.  

Despite these advances EAC regions continue to rely heavily on external donors, creating 

significant gaps in the resilience and sustainability of health systems. The inherent variability of 

external funding, influenced by geopolitical factors, makes it challenging for countries to plan 

and invest in long-term health infrastructure and preparedness programs. 

22         

Figure 2: Expenditure on Epidemiological surveillance and risk and disease control 
programmes % Current health expenditure (CHE) in EAC region 

Source: compiled from WHO global health expenditure database 
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Kenya, like its EAC peers, faces challenges related to reliance on external funding for health 

expenditures, particularly for epidemiological surveillance and disease control programs. 

However, Kenya's spending patterns show a more significant fluctuation compared to some 

other countries in the region, with external funding varying greatly over recent years. In com-

parison, countries such as Uganda and Tanzania have managed to secure more consistent 

funding from domestic sources, which has helped reduce their reliance on external donors. 

Kenya's spending on health tends to align with global trends, particularly with the rise in exter-

nal funding during the COVID-19 pandemic, but its long-term health spending sustainability 

remains vulnerable due to this dependency.

Kenya can draw valuable lessons from its EAC neighbors in diversifying funding sources and 

strengthening domestic health financing. For instance, Tanzania's gradual increase in domestic 

health expenditure and Rwanda's focus on building robust national health financing systems 

provide effective models for Kenya to consider. By building stronger financial resilience and 

reducing dependence on volatile external funding, Kenya can better ensure the sustainability of 

its health systems and improve long-term preparedness for health crises. Additionally, Kenya 

can benefit from exploring innovative financing mechanisms, such as health insurance 

schemes and public-private partnerships, which have proven successful in other parts of the 

region.

4.4.1 External funding uncertainties impact Kenya’s S-PPR system
Over the past two decades, U.S. funding to Kenya’s health sector has followed an increasing 

trend, particularly in response to emerging global health threats. Between 2001 and 2018, 

bilateral assistance from the U.S. government to Kenya’s health sector grew tenfold, from 

approximately $106 million to nearly $986 million (USAID, 2019). This increase was primarily 

driven by major health initiatives such as PEPFAR, the Global Fund, and WHO programs.
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Figure 3: U.S. Health Assistance to Kenya (Million USD) 

 

Source: USAID-  Health, Population and Nutrition, Kenya fact sheet 
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Since 2020, U.S. financial assistance to Kenya’s health sector has steadily declined due to 

shifting foreign policy priorities and budget reallocations (Gichuki, 2025). In 2021, U.S. aid to 

Kenya was reduced by approximately 15%, creating funding shortfalls that impacted key 

healthcare programs, including disease surveillance and vaccine distribution (Pamuk & Psale-

dakis,2025). The situation is anticipated to worsen in 2025 following the U.S. withdrawal from 

the WHO and the suspension of foreign aid, further straining Kenya’s ability to sustain public 

health initiatives and respond effectively to emerging health threats. 

The United States has historically been a critical financial partner in Kenya’s healthcare system. 

The U.S. contributed approximately $1 billion annually in foreign aid to Kenya, with a signifi-

cant portion allocated to health programs. Specifically, the U.S. government funded over 84% 

of Kenya’s HIV/AIDS programs through the President’s Emergency Plan for AIDS Relief (PEP-

FAR), amounting to nearly $500 million annually .  Additionally, the U.S. has been a key player 

in malaria control, contributing over $100 million annually to Kenya’s anti-malaria programs 

(WHO, 2017). 

One of the most affected areas is Kenya’s disease surveillance system. The WHO has been 

instrumental in supporting the country’s ability to detect and manage emerging health threats. 

The U.S. contributed nearly 18% of the WHO’s global budget, and its withdrawal could signifi-

cantly reduce funding for Kenya’s surveillance programs, potentially leading to delays in 

outbreak detection and response( Prakash et al, 2020).

Kenya stands to lose approximately $200 million in funding specifically allocated for pandem-

ic preparedness, laboratory infrastructure, and real-time disease monitoring. These funds were 

critical in equipping public health institutions with resources such as diagnostic kits, laboratory 

reagents, and personal protective equipment (PPE). The anticipated decrease in financial 

support could lead to severe shortages of these essential supplies, increasing Kenya’s vulnera-

bility to future health crises. The broader impact extends beyond surveillance to Kenya’s 

HIV/AIDS, malaria, and immunization programs. The U.S. has historically funded over 84% of 

Kenya’s HIV/AIDS programs through PEPFAR, contributing nearly $500 million annually. The 

suspension of U.S. foreign aid could disrupt the supply of life-saving antiretroviral drugs (ARVs) 

for over 1.2 million people living with HIV, potentially leading to increased mortality rates and 

new infections. Similarly, malaria control programs, which receive over $100 million annually 

from the U.S., have already begun experiencing supply shortages, affecting the distribution of 

treated mosquito nets and anti-malarial drugs 
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Vaccination efforts are also at risk, as the U.S. has been a major contributor to childhood 

immunization programs through WHO, UNICEF, and GAVI. The suspension of aid could result 

in lower immunization coverage for preventable diseases such as measles, polio, and diphthe-

ria, increasing the likelihood of outbreaks .The anticipated loss of $43 million in annual fund-

ing from multilateral programs such as the Global Fund and GAVI may further undermine 

Kenya’s immunization efforts.

The overall implications of these funding cuts are severe. Kenya’s healthcare system, already 

under strain from existing public health challenges, faces reduced workforce productivity, 

increased morbidity and mortality rates, and a heightened risk of disease resurgence. Without 

alternative funding sources, Kenya may struggle to fill the gaps left by U.S. aid, potentially 

overburdening the national budget. To mitigate these challenges, Kenya must explore alterna-

tive funding strategies, including increased domestic investment in healthcare and strength-

ened international partnerships to ensure sustainability in pandemic preparedness and disease 

surveillance

4.5 Financing Gaps and needs for implementation 
The COVID-19 pandemic revealed critical weaknesses in the health infrastructures of many 

African countries, including insufficient funding and poorly aligned aid allocations. These 

deficiencies hindered effective responses to the pandemic and underscored the urgent need for 

sustained investment in surveillance and pandemic preparedness and response (PPR) pro-

grams. Despite increased global recognition of these issues, significant financing gaps persist, 

limiting the effective implementation of critical initiatives.

Table 4 highlights the per capita financing needs for S-PPR, as determined by the World Bank 

and WHO. These estimates, based on country-level S-PPR assessments such as Joint External 

Evaluations (JEEs) and costed National Action Plans for Health Security (NAPHS), reveal the 

scale of investment required to achieve core S-PPR capacities.

For instance, Kenya requires $4.35 per capita annually to sustain core capacities—significantly 

higher than Nigeria ($2.95) and Cameroon ($3.01)—indicating greater gaps in Kenya's 

health system capacity. In terms of capital investments, Cameroon has the highest requirement 

at $0.19 per capita, compared to $0.02 in Kenya and $0.07 in Nigeria. These figures illus-

trate not only the significant variation in financial needs among countries but also the systemic 

challenges they face in achieving essential S-PPR benchmarks. 
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 Table 5 outlines the total annual financing requirements for PPR across low-, lower-middle- 

and upper-middle-income countries, estimated at $26.4 billion. Surveillance, collaborative 

intelligence, and early warning systems constitute the largest component, requiring $12.2 

billion annually—nearly half of the total estimated needs.

Public health and social measures to engage and build resilient communities account for $4.8 

billion, while lifesaving interventions and scalable health systems require $5.4 billion annually. 

These figures demonstrate the critical importance of robust surveillance and early warning 

systems, alongside community engagement, to mitigate public health threats effectively.
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Table 4: Estimates of PPR financing needs based on NAPHS in selected countries 

 Cost of achieving core PPR capacities, including expanded workforce 

Country Capital (US$ pc) Annual Recurrent (US$ pc/year) 

Kenya 0.02 4.35 

Nigeria 0.07 2.95 

Cameroon 0.19 3.01 

Source: Compiled by the World Bank based on publicly available data from National 
Action Plans for Health Security framework of WHO.  

Table 5: National level financing requirements of the PPR by income group (in US$ 
billion) 

PPR framework subsystems  Estimated national-level priority needs (US$ 
billion)  

LIC  LMIC  UMIC  Total  

 Surveillance, collaborative intelligence 
and early warning  

1.3    6.2    4.7    12.2   

Prioritized research and equitable access 
to medical countermeasures and 
essential supplies   

 0.2    1.0    0.8    2.0   

 Public health and social measures and 
engaged, resilient communities  

 0.5    2.5    1.8   4.8   

Lifesaving, safe and scalable health 
interventions and resilient health systems  

 0.5    2.8    2.1    5.4   

PPR strategy, coordination and 
emergency operations   

 0.2    1.0    0.8    2.0   

Total   2.7    13.5    10.2    26.4   

 Source: Compiled by the World Bank (2022) based on publicly available data from National 
Action Plans for Health Security framework of WHO. 



Despite the outlined requirements, domestic financing for PPR remains inadequate. Table 6 

illustrates significant disparities in S-PPR spending per capita across income groups. In low-in-

come countries (LICs), domestic health spending averages $10.2 per capita annually, with 

S-PPR allocations representing only $0.1–$0.3 per capita. Even in lower-middle-income coun-

tries (LMICs), S-PPR allocations remain modest at $0.4–$1.1 per capita. This chronic underin-

vestment reflects systemic challenges such as limited fiscal space and competing health priori-

ties. The lack of adequate funding poses severe risks, as insufficient investment in S-PPR leaves 

Table 7 shows the minimum and maximum shortfalls in PPR funding, which range from $9.3 

billion (minimum) to $7.0 billion (maximum). Surveillance, collaborative intelligence, and early 

warning systems account for the largest share of the shortfall ($4.3 billion at 1% allocation), 

underscoring critical underfunding in essential public health functions. 
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Table 6: National health and PPR spending estimates 

Income group  Dom. govt. exp. on 
health   

(US$ per capita)  

Domestic PPR spending per capita in US$  

1% of dom. health 
exp.  

3% of dom. health 
exp.  

Low income  10.2  0.1  0.3  

Lower middle income  35.4  0.4  1.1  

Upper middle income  296.8  3.0  8.9  

High income  3486.4  34.9  104.6  

Source: Source: Compiled by the World Bank based on publicly available data from National 
Action Plans for Health Security framework of WHO 



The World Bank highlights the need to increase both domestic and international funding for 

core Pandemic Preparedness and Response (PPR) functions in order to address the identified 

gaps (World Bank, 2022). It also emphasizes the importance of leveraging resources designat-

ed for strengthening health systems and disease control programs to bolster PPR efforts. For 

instance, the Global Fund has made significant investments in surveillance and laboratory 

capacity by supporting malaria, HIV, and tuberculosis programs, which contribute to PPR.

In Kenyan institutions/ stakeholders in S-PPR space, a key concern has been the lack of dedi-

cated funding lines, which disrupt the continuity of programs. For example, the Kenya Medical 

Research Institute (KEMRI) proposed a budget of Ksh 200 million for MPOX preparedness, but 

funding reallocations delayed the implementation of this crucial initiative, highlighting the 

negative impact of unpredictable funding on preparedness. Additionally, operational needs 

are severely underfunded, which weakens Kenya’s PPR framework. Critical priorities such as 

training and retaining skilled personnel, improving data management systems, and supporting 

community health promoters (CHPs) were identified as areas needing urgent attention. These 

gaps hinder the country’s ability to deliver timely and effective responses to emerging health 

threats.
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Table 7: International financing gap for national needs 

PPR framework subsystems  Estimated 
national level 
priority needs  

(US$ billion)  

Minimum priority 
gaps assuming 
1%  

spend on PPR 

(US$ billion)  

Minimum priority 
gaps assuming 
3%  

spend on PPR 

(US$ billion)  

Surveillance, collaborative 
intelligence and early warning  

 12.2    4.3    3.2   

 Prioritized research and equitable 
access to medical countermeasures 
and essential supplies  

 2.0    0.7    0.5   

 Public health and social measures 
and engaged, resilient communities  

 4.8    1.7    1.2   

Lifesaving, safe and scalable health 
interventions and resilient health 
systems  

 5.4    1.9    1.4   

PPR strategy, coordination and 
emergency operations  

 2.0    0.7    0.5   

 Total   26.4    9.3    7.0   

 Source: Estimates by the World Bank (2022) 



4.5.1 Country specific funding requirements and gaps

To address these challenges, stakeholders proposed several solutions. They consistently 

emphasized the need for policy reforms to institutionalize dedicated S-PPR financing within 

national and county budgets. Furthermore, stakeholders called for investment in integrated 

health platforms that would optimize resource use and improve coordination across gover-

nance levels. Capacity-building initiatives, particularly those focused on strengthening human 

resources for health and enhancing technical expertise, were also seen as vital for addressing 

financing gaps.

Kenya faces significant challenges in financing its health system, particularly in pandemic 

preparedness and response (PPR). Despite the Abuja Declaration's recommendation that 15% 

of the national budget be allocated to health, Kenya’s investment remains well below this 

target, averaging only 9.7% for the FY 2023/24. This persistent underfunding has created 

critical gaps in essential health system capacities, especially in surveillance, emergency pre-

paredness, and workforce development.

The country’s health sector relies heavily on both domestic resources and international donor 

contributions, but donor funding is often earmarked for disease-specific programs, such as 

emergency COVID-19 response, rather than comprehensive PPR systems. For example, while 

Kenya received $224 million during the COVID-19 pandemic, only $50–75 million annually 

was allocated to broader PPR efforts. This imbalance has left key areas chronically underfund-

ed, increasing systemic vulnerabilities.

Kenya faces critical funding gaps in disease surveillance infrastructure, workforce capacity, 

emergency preparedness, public health communication, and governance, all of which weaken 

the country’s ability to detect and respond to health threats effectively.

A major challenge lies in disease surveillance infrastructure, where only 60% of counties have 

reliable diagnostic capacity, making early detection of emerging health threats difficult. 

Strengthening laboratory networks and integrating a nationwide surveillance system require an 

initial $25–40 million investment, with a funding shortfall of $20–30 million. Additionally, 

nearly 40% of health facilities are excluded from national surveillance reporting, reducing the 

accuracy and representativeness of the system. Many facilities also lack basic specimen collec-

tion and transport materials, leading to delays in disease confirmation and response.
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Workforce shortages and training deficits further weaken Kenya’s preparedness capacity. The 

country faces a $5–10 million funding gap for recruiting and training essential personnel. 

Only 11% of healthcare workers (HCWs) have received IDSR training, and many were trained 

over five years ago. High staff turnover, particularly in private facilities, combined with low 

motivation and heavy workloads, undermines effective surveillance and outbreak response. 

Without sustained investment in human resources, Kenya’s ability to prevent and control 

disease outbreaks remains compromised.

Emergency preparedness efforts are also significantly underfunded. The country lacks sufficient 

stockpiles of critical medical supplies, with an annual funding gap of $7–10 million. Only 17% 

of health facilities have preparedness plans, and fewer than 50% of counties allocate budgets 

for epidemic preparedness and response. While 91% of sub-counties report having Rapid 

Response Teams (RRTs), only 18% have conducted after-action reviews, pointing to weaknesses 

in response monitoring and continuous learning from previous outbreaks.

Public health communication and research face persistent financial limitations, hindering 

Kenya’s ability to develop proactive responses to health crises. The country experiences annual 

funding shortfalls of $2–3 million for public health campaigns and $5–8 million for operation-

al research and innovation. Additionally, only 20% of health facilities use electronic medical 

records (EMRs), with many still relying on informal reporting methods such as WhatsApp or 

paper-based systems, compromising data accuracy and timeliness.

Weak governance structures and poor coordination between national and county governments 

further complicate Kenya’s ability to respond effectively to outbreaks. An additional $1–2 

million annually is needed to improve governance structures and inter-agency collaboration. 

The lack of clear funding responsibilities and outbreak declaration roles has led to response 

delays. Moreover, financial constraints have prevented regular stakeholder meetings and 

structured support supervision for over five years, weakening oversight and accountability. 

Strengthening coordination and governance is crucial to ensuring a more effective and 

sustainable public health response system.

Overall, Kenya faces an initial funding shortfall of $40–50 million to establish a robust PPR 

system, alongside recurrent annual gaps of $20–30 million. The lack of dedicated funding for 

surveillance and outbreak response, as highlighted in the IDSR Evaluation Report, exacerbates 

Kenya’s vulnerability to future health emergencies. Addressing these gaps through increased 

domestic investment, sustainable financing models, and better integration of donor support is 

critical to ensuring a more resilient health system.
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Table 8: Health Funding and Preparedness Gaps in Kenya 

Category Kenya 

Health Budget Allocation 5–7% of national budget (below 15% target) Government of Kenya 
(2023) 

Annual S-PPR Funding $50–75 million  

(Africa CDC, 2021)  

Donor Funding Focus Disease-specific initiatives (e.g., COVID-19 response)  

(World Bank Group, 2021)  

Surveillance Systems 60% of counties with reliable diagnostic capacity  

(Global Health Security Agenda, 2022)  

Surveillance Infrastructure 
Gap 

$20–30 million for setup costs (Africa CDC, 2021) 

Workforce Development Gap $5–10 million for recruitment and training  

(World Bank, 2022) 

Emergency Preparedness 
Gap 

$7–10 million for stockpiling essential supplies  

(Gavi, 2023)  

Public Health 
Communication Gap 

$2–3 million for campaigns 

(CEPI, 2022) 

R&D Gap $5–8 million for operational research and innovation  

(Piot et al. ,2019) 

Coordination and 
Governance Gap 

$1–2 million for strengthening governance 

(World Bank, 2022) 

Total Initial Funding Gap $40–50 million  

(World Health Organization, 2021)  

Total Annual Funding Gap $20–30 million  

(World Bank Group, 2021) 

 



4.6 Resource pooling and financing mechanisms for S-PPR

Resource pooling is a cornerstone for building resilient and efficient health systems, particular-

ly in low- and middle-income countries like Kenya. By consolidating resources from diverse 

stakeholders, government bodies, international organizations, and private sector enti-

ties—health systems can improve funding allocation, enhance service delivery, and streamline 

responses to public health emergencies. However, Kenya faces significant challenges in this 

regard due to the highly fragmented nature of its health financing systems.

Particularly, a unified health financing framework for surveillance and pandemic preparedness 

is needed. Currently, resources for these areas are fragmented across different government 

agencies, international partners, and private sector contributors, which leads to inefficiencies 

and gaps in response capacity. A consolidated financing mechanism, similar to those imple-

mented in countries like Rwanda, could streamline funding for surveillance systems and pan-

demic preparedness initiatives, ensuring that resources are allocated more effectively and 

rapidly during public health emergencies (World Bank Group, 2019a). Additionally, public-pri-

vate partnerships (PPPs) play a critical role in strengthening pandemic preparedness but 

require enhanced legislative frameworks to fully harness their potential. While there have been 

efforts to engage the private sector in areas like health infrastructure and technology for pan-

demic response, a more robust legal and regulatory framework is needed to foster long-term 

cooperation. This could involve creating incentives for private companies to contribute to 

surveillance infrastructure and stockpiling essential medical supplies, as demonstrated by 

successful partnerships in countries like India (Liu et al., 2008). Such partnerships would be 

particularly beneficial during emergencies, where rapid mobilization of resources is crucial.

Health services in Kenya are funded through a complex web of mechanisms, reflecting the 

involvement of multiple stakeholders with varying priorities. This fragmentation often leads to 

inefficiencies, as funds are collected, managed, and allocated independently, resulting in 

duplication of efforts and gaps in essential delivery service. While diverse health financing 

sources are not inherently problematic, the lack of coordination and coherence in resource 

management significantly hampers the effective purchase and delivery of health services, as 

highlighted by (Kutzin, 2001).

In response to these challenges, Kenya has made significant strides in resource pooling and 

financing mechanisms to enhance S-PPR. International financial institutions like the World 

Bank and the International Monetary Fund (IMF) have played a key role in supporting these 

efforts. In May 2020, the World Bank approved a $1 billion budget support operation for 

Kenya, addressing fiscal gaps and supporting reforms aimed at inclusive growth. 
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This funding complemented the Kenya COVID-19 Emergency Response Project, which focused 

on preventing, detecting, and responding to the COVID-19 outbreak, as well as strengthening 

national systems for public health emergency preparedness (World Bank, 2020).

The World Bank also provided $50 million in immediate funding in April 2020 to support 

Kenya’s COVID-19 response, with a focus on medical diagnostic services, surveillance and 

response, capacity building, quarantine and treatment centers, medical waste disposal, risk 

communications, and community engagement(World Bank Group, 2020b). In June 2021, an 

additional $750 million was approved to reinforce Kenya’s resilient and inclusive economic 

recovery, further supporting policy reforms to improve transparency and accountability in 

public procurement and investment spending(World Bank Group, 2019b).

The IMF also extended crucial support to Kenya, approving a $739 million disbursement under 

the Rapid Credit Facility in May 2020 to help address urgent balance of payments needs and 

maintain international reserves during the pandemic(International Monetary Fund, 2020). 

Kenya’s government utilized existing public financial management flexibilities, such as estab-

lishing a COVID-19 emergency fund, mobilizing resources from the private sector, and reallo-

cating national and county budgets within shorter timelines. These measures enabled timely 

execution of response activities and demonstrated Kenya’s adaptability in leveraging available 

resources (Kairu et al., 2023b).

Despite these efforts, inefficiencies in coordination and resource allocation remain a significant 

concern. The absence of a centralized mechanism for pooling funds has exacerbated the 

fragmentation of health financing, making it difficult to optimize the use of available resources. 

Notably, while innovative models like public-private partnerships (PPPs) have emerged—such 

as those led by the Kenya Red Cross Society (KRCS)—their scale is currently insufficient to meet 

the country’s extensive S-PPR needs. These partnerships illustrate the potential of leveraging 

private sector resources to complement public and donor funding, but there is a clear need to 

scale up these efforts to enhance their impact.

The operational framework of the international funding mechanisms, such as those provided 

by the World Bank and IMF, involves a structured approach to fund management, pooling, and 

distribution to ensure efficiency and effectiveness. The funds are typically channeled through 

government ministries or specific projects designed to address health emergencies, with strict 

oversight to ensure that resources are used for their intended purposes (World Bank, 2020). 

These funds are often managed in coordination with other stakeholders, including 

public-private partnerships (PPPs), which help bridge gaps between government resources and 

private sector expertise, ensuring a more comprehensive and integrated response (World Bank 

Group, 2020b). 
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The effectiveness of these mechanisms depends on the transparency of their management, the 

accountability of fund distribution, and the timely mobilization of resources, but challenges 

such as bureaucratic delays, misallocation, and inadequate monitoring systems can under-

mine their impact (World Bank Group, 2019b).

To address these challenges, it is crucial to streamline financing mechanisms to reduce ineffi-

ciencies in resource allocation. The establishment of centralized funding platforms and techni-

cal working groups would improve coordination, transparency, and accountability. Such institu-

tionalized mechanisms would enable a more proactive and sustained approach to S-PPR 

financing, ensuring that preparedness efforts are not only maintained during crises but also 

built upon for long-term health system resilience. In summary, while Kenya has made signifi-

cant progress in mobilizing financial resources and leveraging international support, gaps in 

coordination and resource management persist. 

4.7 Constraints in implementing S-PPR Programs
Kenya faces systemic challenges that hinder effective management of public health crises, 

particularly in S-PPR. These constraints, rooted in structural, operational, and governance 

gaps, undermine the country’s ability to detect, monitor, and respond to health threats

     Poor infrastructure, especially in rural areas, delays the delivery of health resources and 

     deployment of rapid response teams. Inadequate road networks hindered prompt access 

     during the 2020 locust invasion, slowing containment efforts and exacerbating food 

     security and health risks (Williams et al., 2021)). Such delays also disrupt disease 

     surveillance, as timely access to affected areas is critical for effective monitoring.

     Kenya’s health information systems suffer from fragmented data collection and a lack of 

     real-time reporting. Underdeveloped infrastructure leads to inconsistent data accuracy, 

     hampering decision-making during emergencies (Fao et al., 2020). For instance, gaps in 

     COVID-19 case reporting delayed targeted interventions, highlighting systemic weaknesses 

     in tracking emerging threats (World Health Organization, 2017).

     Local health agencies face severe shortages of trained personnel and essential equipment.    

     The WHO (2017) noted that workforce gaps and resource deficits weaken Kenya’s ability to 

     manage crises. During COVID-19, understaffed clinics struggled to test and isolate cases, 

     prolonging transmission (World Bank Group, 2020a).

 

34         



      Poor collaboration between agencies like the Ministry of Health (MOH) and National 

      Drought Management Authority (NDMA) results in disjointed responses. During the 2020 

      locust invasion, misaligned roles delayed resource mobilization, worsening health and 

      agricultural impacts (National Drought Management Authority, 2022). Duplicated efforts 

      and competing mandates further strain limited resources.

      Inconsistent government support disrupts long-term investments in health security. Shifting 

      political priorities and instability have diverted funding from surveillance programs, under

      mining preparedness (Kenya National Bureau of Statistics, 2021). For example, stalled 

      investments in laboratory infrastructure during non-crisis periods left Kenya reliant on 

      external support during COVID-19  (World Health Organization, 2017).

      High attrition rates and insufficient support for Community Health Promoters (CHP) 

      weaken grassroots surveillance. CHPs, critical for early disease detection in remote areas, 

      lack formal training, incentives, and integration into national systems (Williams et al., 

      2021). This gap, coupled with underfunded community-level initiatives, erodes Kenya’s 

      ability to respond to evolving threats.
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Table 9: Constraints in Implementing S-PPR Programs in Kenya 

Constraint Details Examples  

Logistical 
Challenges 

Poor infrastructure and 
supply chain systems 
delay the delivery of health 
resources. 

In rural Kenya, poor roads delayed the 
deployment of S-PPR teams(Williams et 
al., 2021) .  

Inadequate Data 
Systems 

Surveillance systems 
suffer from poor data 
accuracy and lack real-
time reporting. 

Kenya experiences inconsistent data 
reporting and underdeveloped health 
information systems, hindering disease 
monitoring and decision-making (Fao et 
al., 2020.; World Health Organization, 
2017)  

Capacity Constraints Insufficiently trained 
personnel and equipment 
undermine S-PPR efforts. 

In Kenya, local health agencies lack 
trained staff and equipment to manage 
health crises (World Health 
Organization, 2017)  

Fragmented 
Coordination 

Weak collaboration among 
health agencies causes 
disjointed responses to 
health emergencies. 

In Kenya, misalignment between the 
Ministry of Health (MOH) and NDMA led 
to delays during the locust invasion 
(National Drought Management 
Authority, 2022) 

Limited Political 
Commitment 

Lack of sustained 
government support 
undermines the 
prioritization of health 
initiatives. 

In Kenya shifting priorities disrupt 
funding and continuity of surveillance 
programs (Kenya National Bureau of 
Statistics, 2021; World Health 
Organization, 2017) 

 



4.8 Sources of ine�ciency in the use of S-PPR resources
Kenya’s health surveillance and pandemic preparedness and response (PPR) systems are 

plagued by systemic inefficiencies that undermine their effectiveness. These challenges, rooted 

in bureaucratic, operational, and structural weaknesses, are illustrated below through critical 

examples and evidence.

     Administrative delays often hinder the timely release of allocated funds, weakening Kenya’s    

     ability to respond effectively to health emergencies. In the 2022/2023 fiscal year, only 84% 

     of the national health budget was spent, leaving crucial surveillance and preparedness 

     efforts underfunded (Government of Kenya, 2023). Similarly, in 2021/2022, 71% of the 

     KSh 10.7 billion (approximately $79.5 million USD) earmarked for public health

     emergency preparedness remained unutilized, depriving local health units of essential 

     infrastructure improvements and training (Government of Kenya, 2023).

     This recurring underspending reflects systemic inefficiencies in resource mobilization—not 

     just in securing financial commitments but in ensuring efficient allocation, disbursement, 

     and utilization of funds. Bureaucratic bottlenecks delay fund release, creating critical gaps 

    in preparedness and response. Without addressing these inefficiencies, Kenya will continue 

    to struggle with timely interventions, leaving communities vulnerable to preventable 

     outbreaks and emergencies.

     The Kenya Medical Supplies Authority (KEMSA), tasked with procuring medical resources, 

     has been marred by scandals involving inflated pricing and substandard supplies, as 

     flagged by the Auditor-General in 2019 (Kenya Auditor-General, 2019). During the 

     COVID-19 pandemic, KEMSA’s procurement inefficiencies—including delayed tendering        

     processes—left frontline workers without adequate PPE, exemplifying how corruption        

     exacerbates resource wastage and erodes public trust.

     Poor collaboration between agencies like the Ministry of Health (MOH), Ministry of Interior, 

     and National Disaster Management Authority (NDMA) has repeatedly delayed crisis 

     responses. For instance, disjointed roles during the 2020 locust invasion slowed risk assess

     ments and resource deployment, prolonging health and food security impacts (National 

     Drought Management Authority, 2022). Similarly, during COVID-19, overlapping man

     dates between national and county governments led to duplicated efforts and confused 

     accountability.

      Local health units, critical for grassroots surveillance, lack personnel, equipment, and 

      expertise. The World Health Organization (WHO) documented rural clinics overwhelmed 

      during COVID-19 due to staffing shortages and inadequate diagnostic tools (World Health 

      Organization, 2020a). This deficit is exacerbated by the underutilization of Community 
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Kenya’s inefficiencies mirror systemic challenges across the EAC, where delayed fund disburse-

ment, underspending, and fragmented coordination undermine collective health security. In 

Uganda, poor coordination between the Ministry of Health and Uganda Red Cross delayed 

containment during the 2018 Ebola outbreak, prolonging transmission (Uganda Ministry of 

Health, 2023). Tanzania faces similar underspending, with bureaucratic hurdles stalling the 

rollout of surveillance infrastructure (Ministry of Health Tanzania, 2024). Local health units 

across the region—understaffed and underequipped—struggle to manage crises, as seen in 

Uganda’s overwhelmed clinics during Ebola surges and Kenya’s rural facilities during 

COVID-19 (Uganda Ministry of Health, 2023; WHO, 2020a). Donor dependency further 

skews priorities regionally, with externally funded projects often sidelining endemic diseases 

like malaria in favor of globally prioritized pathogens.

      While donor funding from entities like the World Bank and CDC supplements Kenya’s 

      health budget, it often prioritizes externally defined agendas over local needs.        

      For example, investments in high-profile lab infrastructure overshadow endemic

      challenges like malaria surveillance, perpetuating a fragmented approach to health 

      system strengthening (World Bank Group, 2023). This misalignment stifles sustainable,

      community-driven solutions. 
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Table 10: Inefficiencies in Resource Allocation and Use for Health Surveillance and 
Pandemic Preparedness in Kenya 

Category Kenya 

Delayed Fund Disbursement Slow funds release due to bureaucratic bottlenecks, e.g., only 
84% of allocated health funds spent in 2022/2023 (Government 
of Kenya, 2023) . 

Mismanagement of Resources Examples include procurement of substandard supplies by 
KEMSA and overpayment for items (Kenya Auditor-General, 
2019) . 

Underspending Only 71% of allocated KSh 10.7 billion spent on public health 
emergency preparedness in 2021/2022 (Government of Kenya, 
2023). 

Coordination Challenges Poor collaboration between MOH, Ministry of Interior, and 
NDMA, e.g., slow response to 2020 locust invasion(National 
Drought Management Authority, 2022.)  

Procurement Inefficiencies Slow tendering processes and corruption, e.g., KEMSA scandal 
during the pandemic (Kenya Auditor-General, 2019) . 

Local Capacity Constraints Local health units lack expertise, equipment, and personnel, 
limiting effective management of resources (World Health 
Organization, 2020a) 



Kenya’s inefficiencies mirror systemic challenges across the EAC, where delayed fund disburse-

ment, underspending, and fragmented coordination undermine collective health security. In 

Uganda, poor coordination between the Ministry of Health and Uganda Red Cross delayed 

containment during the 2018 Ebola outbreak, prolonging transmission (Uganda Ministry of 

Health, 2023). Tanzania faces similar underspending, with bureaucratic hurdles stalling the 

rollout of surveillance infrastructure (Ministry of Health Tanzania, 2024). Local health units 

across the region—understaffed and underequipped—struggle to manage crises, as seen in 

Uganda’s overwhelmed clinics during Ebola surges and Kenya’s rural facilities during 

COVID-19 (Uganda Ministry of Health, 2023; WHO, 2020a). Donor dependency further 

skews priorities regionally, with externally funded projects often sidelining endemic diseases 

like malaria in favor of globally prioritized pathogens.

4.9 Stakeholders in S-PPR
Kenya's S-PPR landscape is shaped by a complex web of government agencies, international 

organizations, non-state actors, and private sector entities. While this multi-stakeholder model 

enhances Kenya’s ability to respond to health crises, fragmented coordination, competing 

priorities, and structural inefficiencies weaken its overall effectiveness.

The Ministry of Health (MoH) leads policy formulation and crisis management, positioning 

itself as the primary enforcer of International Health Regulations (IHR) compliance. However, 

its centralized authority often clashes with devolved governance, creating ambiguities in 

accountability during cross-county health emergencies. The Kenya National Public Health 

Institute (KNPHI), tasked with disease surveillance and outbreak response, faces challenges 

related to inconsistent data integration across counties, undermining its mandate for real-time 

decision-making.

At the county level, County Health Departments leverage devolution to tailor interventions to 

local contexts. However, uneven resource allocation and technical capacity gaps hinder their 

ability to respond effectively, perpetuating disparities in outbreak preparedness. The National 

Disaster Management Authority (NDMA), though responsible for disaster risk reduction, 

remains reactive rather than proactive, reflecting systemic underinvestment in long-term resil-

ience planning.

International partners play a dual role as both enablers and influencers. WHO and CDC 

provide technical expertise and laboratory capacity, but their agendas often prioritize globally 

significant pathogens over localized endemic diseases, misaligning national priorities. The 

World Bank funds large-scale health infrastructure projects, yet its focus on macroeconomic 

resilience often overlooks grassroots-level health system strengthening, leaving gaps in com-

munity preparedness.
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These international collaborations inject critical funding and expertise, but they also reinforce 

Kenya’s dependence on external support, limiting local ownership of health security agendas. 

The heavy reliance on donors means that funding cycles often dictate priorities, resulting in 

fragmented, project-based interventions rather than sustainable, long-term solutions. For 

instance, the Trump administration’s decision to withdraw the U.S. from the World Health 

Organization (WHO) and suspend USAID funding in 2020 had significant implications for 

Kenya’s pandemic preparedness and response (PPR). As one of Kenya’s largest health sector 

donors, the U.S. has historically funded key programs, including disease surveillance, 

HIV/AIDS treatment, malaria control, and immunization efforts (USAID, 2023). The withdraw-

al, driven by concerns over WHO’s handling of the COVID-19 pandemic and broader "Ameri-

ca First" policies, resulted in a steady decline in U.S. health assistance to Kenya, dropping from 

$986 million in 2018 to $825 million in 2023—a 16% decrease (World Bank, 2023). This 

reduction has weakened Kenya’s ability to sustain disease surveillance systems, laboratory 

infrastructure, and emergency stockpiles. The U.S. previously contributed over 84% of Kenya’s 

HIV/AIDS funding through PEPFAR, nearly $100 million annually for malaria control, and 

substantial resources for pandemic preparedness (PEPFAR, 2022; WHO, 2023). The funding 

cuts have led to shortages in diagnostic kits, PPE, and laboratory reagents, increasing the 

country’s vulnerability to future outbreaks (Kenya Ministry of Health, 2024). The anticipated 

loss of $200 million in pandemic preparedness funding and an additional $43 million from 

Global Fund and GAVI programs could further disrupt Kenya’s ability to detect and respond to 

health threats (Global Fund, 2023). Additionally, reductions in WHO contributions may slow 

down vaccine distribution, childhood immunization programs, and outbreak detection efforts 

(WHO, 2023). Given Kenya’s heavy reliance on external financing, these shifts in U.S. foreign 

policy highlight the risks of donor dependency and expose critical funding gaps that threaten 

the country’s long-term health security (Kenya Ministry of Health, 2024).

Non-governmental organizations (NGOs) and community-based organizations (CBOs) play a 

crucial role in bridging gaps in health equity, particularly in underserved regions. Organiza-

tions such as AMREF and Kenya Red Cross focus on community-driven initiatives, but their 

effectiveness is often constrained by donor dependency and project-based timelines, making 

their interventions unsustainable in the long run.

The private sector, led by entities like Kenya Medical Supplies Authority (KEMSA), ensures 

medical supply chain stability. However, its profit-driven approach often limits equitable access, 

particularly in rural areas where market-driven model’s falter. This tension between efficiency 

and equity highlights the lack of a coordinated strategy to integrate private sector capabilities 

into public health preparedness and response.
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Kenya’s S-PPR system is underpinned by a mix of national and international frameworks, 

including the International Health Regulations (IHR), the Public Health Act (2012), the Kenya 

Health Policy (2014–2030), and the National Disaster Risk Management Policy (2015). While 

these frameworks aim to enhance surveillance, coordination, and response, their implementa-

tion reveals deep structural flaws.

The IHR framework, while strengthening Kenya’s ability to respond to global threats like Ebola, 

neglects endemic diseases such as malaria, leading to a misalignment between global health 

mandates and local realities. Similarly, the Public Health Act grants KNPHI a central role in 

surveillance, but county-level compliance remains inconsistent, undermining national coordi-

nation efforts. Meanwhile, NDMA’s disaster preparedness policies are underfunded, leaving 

them aspirational rather than actionable.

The Kenya Health Policy advocates for multi-sectoral collaboration, yet in practice, stakehold-

ers operate in silos, with limited mechanisms for horizontal integration. For instance, WHO-led 

IHR initiatives may strengthen Kenya’s global standing but fail to address county-level dispari-

ties that weaken the overall surveillance system. This disconnects between policy intent and 

ground-level execution perpetuates inefficiencies in Kenya’s S-PPR framework.
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Table 11: Stakeholders and Their Roles  

Stakeholder 
Category 

Key Entities Primary Role 

Government 
Agencies 

Ministry of Health (MoH) Leads national policy, crisis 
management, and enforces IHR 
compliance.  

Kenya National Public Health 
Institute (KNPHI) 

Coordinates disease surveillance, 
outbreak response, and real-time 
decision-making.  

County Health Departments Implement localized health 
interventions under devolved 
governance but face resource 
disparities.  

National Disaster 
Management Authority 
(NDMA) 

Manages disaster risk reduction but 
operates reactively due to 
underinvestment in preparedness.  

Public Health Emergency 
Operations Centre (PHEOC) 

Coordinates national-level 
emergency response.  

National Public Health 
Laboratory (NPHL) 

Provides laboratory support for 
surveillance and outbreak 
detection. 
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Division of Community Health 
Services 

Oversees community-based 
surveillance through Community 
Health Promoters (CHPs).  

Ministry of Agriculture and 
Livestock Development 

Monitors zoonotic diseases through 
the Zoonotic Diseases Unit (ZDU).  

Ministry of Environment, 
Climate Change, and Forestry 

Addresses environmental factors 
impacting disease surveillance and 
response. 

International 
Partners 

World Health Organization 
(WHO) 

Provides technical guidance and 
ensures IHR compliance but 
focuses on global priorities.  

Centers for Disease Control 
(CDC) 

Strengthens laboratory capacity 
and workforce training.  

Africa Centers for Disease 
Control (Africa CDC) 

Supports disease surveillance and 
regional health security efforts.  

United States Agency for 
International Development 
(USAID) 

Funds public health programs and 
response efforts. 

 

World Bank Funds large-scale health 
infrastructure but focuses more on 
macroeconomic resilience than 
grassroots health systems.  

The Global Fund to Fight 
HIV/AIDS, TB, and Malaria 

Provides funding for disease-
specific programs but operates in 
vertical silos. 

Non-State 
Actors 

NGOs/CBOs (e.g., AMREF, 
Kenya Red Cross, PATH, 
MSF, ICAP, FHI360, 
Palladium, Washington State 
University) 

Fill healthcare gaps for 
marginalized populations but rely 
on donor funding, leading to 
fragmented interventions. 

 

Research Institutions (e.g., 
Kenya Medical Research 
Institute - KEMRI) 

Conduct epidemiological research 
and provide laboratory diagnostics 
for emerging diseases.  

Taskforce for Global Health 
(SONAR Project) 

Provides technical and financial 
assistance for disease surveillance.  

Private Sector (e.g., Kenya 
Medical Supplies Authority - 
KEMSA) 

Ensures medical supply chains but 
prioritizes profitability, limiting 
equitable access in rural areas. 

Challenges & 
Gaps 

Cross-cutting Issues Lack of inter-agency coordination, 
donor dependency, funding gaps, 
and misalignment between global 
frameworks and local needs. 



5.0. Summary of findings and recommendations

5.1 Summary of findings

  Kenya has made notable progress in embedding 

surveillance and pandemic preparedness into its health strategies. The Ministry of Health 

Strategic Plan (2023–2027) and the National Public Health Institute Strategic Plan 

(2022–2026) emphasize robust surveillance systems, workforce development, and cross-sector 

collaboration. Event-Based Surveillance (EBS) systems played a crucial role during the 

COVID-19 pandemic, enabling rapid detection and response. However, gaps persist in 

resource allocation, infrastructure, and response coordination, particularly during emergen-

cies. Despite having strategic frameworks in place, these weaknesses highlight the need for 

consistent implementation and refinement.

 Kenya’s budgetary allocations to health remain at 9.7% of the total 

national budget, far below the 15% target set by the Abuja Declaration. In 2020, the govern-

ment allocated KES 95.3 billion to health, but only KES 2.7 billion went to disease surveillance 

and response. Furthermore, pandemic preparedness financing relies heavily on external 

donors, such as the Global Fund, which has committed $407 million for 2024–2026. Howev-

er, this funding often prioritizes disease-specific initiatives like HIV and malaria, leaving broad-

er S-PPR systems underfunded. This heavy dependence on external contributions highlights the 

need for sustainable domestic investment.

 Kenya's health expenditure patterns reveal an overwhelm-

ing reliance on external funding. Between 2016 and 2019, external contributions to surveil-

lance programs surged from 54.4% to 90.2% of total health expenditure. Meanwhile, domestic 

public expenditure on disease surveillance dropped from 32.4% in 2018 to a meager 0.8% in 

2019. While external aid supports critical programs, this dependency undermines sustainability 

and limits the country’s ability to develop long-term, self-sufficient health infrastructure.

 Kenya faces significant funding gaps in its pandemic preparedness systems. 

The country requires $4.35 per capita annually to sustain core S-PPR capacities but falls short 

in meeting this need. Notable shortfalls include $20–30 million for upgrading surveillance 

systems, $5–10 million for workforce development, and $7–10 million for stockpiling emer-

gency supplies. Overall, Kenya has an initial funding shortfall of $40–50 million and annual 

gaps of $20–30 million. These deficiencies hinder the country’s ability to maintain robust 

surveillance systems, recruit and train personnel, and invest in infrastructure for pandemic 

response.
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 Kenya’s budgetary allocations to preventive and promotive health services 

have declined in recent years, falling from 11.6% of the total health budget in 2021/22 to 6% in 

2024/25. Allocations for disease surveillance and pandemic response also dropped signi�cantly, 

from around 22% of the health budget in 2021/22 to less than 1% in subsequent years. This incon-

sistency re�ects a lack of sustained prioritization of pandemic preparedness, leaving critical 

programs underfunded and undermining the resilience of Kenya’s health systems.

 Kenya’s S-PPR systems face ine�ciencies stemming from bureau-

cratic, operational, and structural weaknesses. Delayed fund disbursement and underspending 

weaken emergency response by leaving critical preparedness e�orts underfunded. Mismanage-

ment and corruption, particularly within the Kenya Medical Supplies Authority (KEMSA), lead to 

resource wastage and procurement ine�ciencies. Fragmented coordination among national and 

county governments, as well as key agencies, results in duplicated e�orts, delayed responses, and 

accountability gaps. Additionally, local health facilities su�er from shortages of trained personnel, 

equipment, and diagnostic tools, while Community Health Promoters remain underutilized despite 

their potential for grassroots surveillance. Lastly, donor dependency often drives misaligned priori-

ties, focusing on externally de�ned agendas rather than local health system needs. These ine�cien-

cies signi�cantly hinder Kenya’s ability to e�ectively allocate and utilize S-PPR resources, leaving 

communities vulnerable to preventable health crises.

 Several systemic challenges hamper the e�ective implementa-

tion of S-PPR programs in Kenya. Poor infrastructure, particularly in rural areas, delays the deploy-

ment of health resources during emergencies. Inadequate data management systems and a lack of 

real-time reporting weaken disease surveillance e�orts, while capacity shortages, including insu�-

cient trained personnel and essential equipment, exacerbate these challenges. Additionally, delays 

in fund disbursement, especially at the county level, hinder timely responses and contribute to 

ine�ciencies.

Stakeholders in Kenya’s S-PPR space, including institutions like the Kenya 

Medical Research Institute (KEMRI) and the Kenya National Public Health Institute, rely heavily on 

external donors such as the CDC and WHO. For instance, 90% of KEMRI’s budget comes from inter-

national contributions. While innovative initiatives like ambulance services by the Kenya Red Cross 

Society aim to diversify funding, they remain insu�cient to address the growing needs of S-PPR 

programs. Strengthening domestic resource mobilization is essential to reduce dependence on 

external aid and ensure sustainable investments in Kenya’s health systems.
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The withdrawal of U.S. funding from WHO and reductions in 

USAID assistance have signi�cantly impacted Kenya’s ability to sustain disease surveillance, 

HIV/AIDS programs, malaria control, and vaccine distribution. U.S. health assistance to Kenya 

declined from $986 million (2018) to $825 million (2023), resulting in funding shortfalls for pan-

demic preparedness, laboratory infrastructure, and diagnostic supplies.

Overall, these �ndings underscore the urgent need for Kenya to enhance domestic investments, 

prioritize consistent budgetary support, and streamline coordination among stakeholders to 

address the systemic gaps in surveillance and pandemic preparedness

Kenya’s response to health crises has been hindered by fragmented institutional arrangements and 

limited coordination among stakeholders. To address this, Kenya should enact a Pandemic 

Preparedness and Response Act to designate the Kenya National Public Health Institute (KNPHI) as 

the central coordinating body. The Act should clearly de�ne the roles of key agencies, integrate 

national and county-level activities, and create a uni�ed, multisectoral response framework. Regu-

lar multi-agency simulations should be mandated to improve preparedness, and a Public Health 

Emergency Operations Center (PHEOC) should be established to manage real-time data sharing, 

resource allocation, and communication.

 Kenya’s dependence on donor 

funding, which constituted over 90% of S-PPR expenditures during the COVID-19 pandemic, expos-

es vulnerabilities in times of global funding shifts. To mitigate this, the government should create a 

National Pandemic Preparedness Fund, managed by the Central Bank. This fund would pool 

resources from domestic revenues, donor contributions, and levies (such as a proposed health 

security levy on excisable goods). Unlike annual budget lines, this revolving fund would be avail-

able for emergency responses and capacity-building initiatives. Key investments should focus on 

upgrading surveillance infrastructure and establishing emergency stockpiles, including addressing 

the $20–30 million funding gap for laboratory upgrades across counties.

 Kenya has consistently underfunded its health 

sector, allocating only 9.7% (for FY 2023/24) of the national budget to healthcare, well below the 

Abuja Declaration target of 15%. A greater share of this budget should be directed toward PPR to 

ensure that essential areas such as laboratory infrastructure and emergency response are 

adequately funded. The government should aim to allocate at least 1–2% of the health budget 

speci�cally for PPR, reducing reliance on external donors and strengthening the country’s capacity 

to manage health crises independently.
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5.2 Recommendations



Kenya’s health system lacks adequate 

surveillance infrastructure, with only 60% of counties possessing reliable diagnostic capabilities. 

The government should expand the electronic Integrated Disease Surveillance and Response 

(e-IDSR) system nationwide, ensuring that all counties have real-time reporting capabilities. The 

workforce capacity must also be strengthened by recruiting and training at least 100 additional 

epidemiologists annually, as well as equipping counties with rapid response teams. Infrastructure 

investments should include upgrading laboratories to Biosafety Level 3 standards and procuring 

mobile diagnostic units for remote areas. Furthermore, Community Health Promoters should be 

formally integrated into the surveillance system, trained in early warning reporting, and provided 

with stipends to enhance grassroots health delivery.

 Resource fragmentation remains a critical issue, as 

evidenced by uncoordinated donor funding and separate county-level health programs. The gov-

ernment should establish a Centralized PPR Resource Pool under KNPHI, consolidating all funding 

streams related to pandemic preparedness. This pool should operate on a performance-based 

grant system, where counties are allocated, resources based on meeting speci�c PPR benchmarks, 

such as improved disease reporting rates. Centralization would reduce duplication, ensure equita-

ble distribution of resources, and align donor contributions with national priorities, particularly for 

marginalized regions.

Kenya’s health �nancing 

priorities often favor curative services over preventive measures like pandemic preparedness, partly 

due to limited political understanding of prevention’s bene�ts. Advocacy e�orts should emphasize 

the return on investment from early interventions that prevent costly outbreaks. Policymakers 

should be engaged through forums like the Health Sector Intergovernmental Consultative Forum, 

where the synergies between PPR and broader health goals, such as Universal Health Coverage 

(UHC), can be highlighted. Integrating PPR into Kenya’s Health Sector Strategic and Investment Plan 

(2023–2028) will institutionalize it as a national priority, ensuring sustained funding and political 

commitment.

This should be done through enhancing Public-Private 

Partnerships (PPPs) in pharmaceutical production, vaccine manufacturing, and diagnostic kit 

supply chains to reduce import dependency and strengthen local health system resilience
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Kenya faces ine�ciencies in resource 

expenditure for S-PPR, as re�ected by low budget absorption rates and diverted funds. To improve 

this, Kenya should develop and implement a National PPR Resource E�ciency Framework, includ-

ing the following measures:

Introduce a digital �nancial tracking system 

    integrated with the e-IDSR platform to enable real-time tracking of PPR funds, ensuring  

    transparency and accountability.

Establish a specialized audit unit within KNPHI to conduct

    quarterly audits of PPR funds, assess compliance, and recommend corrective actions.

Link resource disbursements to counties’ 

    achievement of speci�c PPR performance indicators, such as timely disease reporting.

Conduct training for county health o�cials on 

    �nancial management and procurement processes, addressing capacity gaps that hinder

    e�cient resource use.
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