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COUNTY PERSPECTIVES ON KENYA’S
FAMILY PLANNING PROGRAM

The Strategic Purchasing for Primary Health Care (SP4PHC) project aims to improve how governments
purchase primary health care (PHC) services, with a focus on family planning (FP) and maternal, newborn,
and child health. The project is supported by the Bill & Melinda Gates Foundation and implemented by
ThinkWell and partners in five countries: Burkina Faso, Indonesia, Kenya, the Philippines, and Uganda. In
Kenya, the project is collaborating with key government stakeholders to strengthen health purchasing
policies and practices at the national- and county-levels that can improve delivery of PHC, especially FP and
maternal, newborn, and child health services.
While use of modern contraception in Kenya has grown significantly over the last decade, the national
average masks large disparities between counties. This brief, a joint product of SP4PHC and the Track20
Project, provides a snapshot of FP programming and related service and data quality issues in three
SP4PHC project counties, namely Isiolo, Kilifi, and Makueni. While geographic and demographic features
vary across the counties, the brief seeks to distil common features and challenges from a county
perspective. This perspective is equally informed by the national context. As such, conclusions and
implications are provided that are applicable to both national and county level stakeholders.
BACKGROUND
Kenya’s FP program is considered successful; the
country surpassed its FP2020 target of 61% modern
contraceptive prevalence rate (mCPR) for married
women in 2018, two years in advance of the target
(MOH and Track20 2019). However, not all
population sub-groups have registered
improvements. Of critical note, there has been no
change in the teenage pregnancy rate since 2009,
with nearly one in five (18%) adolescents (15-19years) having started childbearing due to early
marriage, high unmet need for contraception, and
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ThinkWell selected these counties based on guidance
from the Ministry of Health and the Council of Governors.
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Historical data shows that mCPR grows in an S-shaped
pattern, which is characterized by slow growth and little
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poor access to contraceptive services (Kenya
National Bureau of Statistics et al. 2015).
The national average masks considerable variation
across counties, as illustrated by SP4PHC’s three
focus counties1, Isiolo, Kilifi, and Makueni, which are
at different stages on the mCPR S-curve2 (Figure 1).
At the top of the curve, Makueni county is in the
“high prevalence stage”, where growth in
contraceptive utilization is expected to slow in the
short-term. Kilifi and Isiolo counties are at the lower
end of the curve in the “growth stage,” where rapid
growth in contraceptive utilization is possible.

annual change when mCPR is low, an opportunity for
rapid growth, and slowing growth as mCPR reaches its
maximum (Track20 2017).

Figure 1. mCPR S-curve in Kenya by county

Source: Track20 2019

Governmental devolution, which commenced in
2013, has reduced domestic financing for
contraceptives, even as it transferred significant
responsibilities for FP programming to the
counties. Prior to devolution, government-led
commodity security was considered a pillar of
Kenya’s success in FP expansion (Government of
Kenya, Ministry of Health 2017). A budget line, ringfenced for commodities, was introduced in the
2004/05 fiscal year, and heralded as a shift away
from sole reliance on donor funding (Crichton
2008). With devolution in 2013, the counties
assumed full responsibility for primary and
secondary care services in the public sector. The
national budget line for contraceptives effectively
became defunct (CHAI 2019), and there was
indecision over where responsibility lay for financing
commodities, at county or national level. Changes in
the predominant source of commodity financing are
reflected in Figure 2, which shows a dramatic shift
from domestic to donor financing. Although
counties assume a greater responsibility in the
implementation of FP programing a lot of the
financial resources are dedicated towards human
resources and operations and maintenance as
opposed to addressing health systems gaps like
commodity supplies. Of note, commodity insecurity
has grown over the same period as financing has
not been adequate to cover the increasing number
of modern method users, driven by Kenya’s youthful
2

population. Currently, it is estimated that US $27.2
million is needed to cover the commodity funding
gap from 2019/20 to 2020/21 (CHAI 2019; MOH
2019a; Ministry of Health, n.d.).
PURPOSE AND METHODOLOGY
The purpose of this brief is to provide an overview
of the FP situation in the SP4PHC project counties
and identify common features and challenges. This
brief has drawn from primary and secondary data
sources. The brief contributes to learning on:
 FP data quality and reporting;
 FP commodity availability;
 FP prioritization and financing.
County visits were planned with County Directors or
Health and Reproductive Health (RH) Coordinators
while other County Health Management Team
(CHMT) members were engaged as part of field
visits. Briefing and debriefing meetings were held
where possible with senior members of the County
Departments of Health (CDoH). All sites visited were
accompanied by relevant personnel such as the RH
Coordinator and the Health Information Records
Officers. In total, the team conducted 38 key
informant interviews at 14 health facilities across
the three counties as follows:

Figure 2. Kenya FP commodity funding 2010-2020 (US$ million)
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 Isiolo County: The team visited 3 health facilities
(the county referral hospital, one health center,
and one dispensary) and conducted 9 interviews
(October 28–29, 2019).
 Kilifi County: The team visited 5 health facilities
(one sub-county hospital, two health centers,
and two dispensaries) and conducted 16
interviews (November 25–27, 2019).
 Makueni County: The team visited 6 health
facilities (the country referral hospital, three
sub-county hospitals, one health center, and
one dispensary) and conducted 13 interviews
(January 20-22, 2020).
FINDINGS
Prioritization of FP
There is recognition of the importance of FP in all
three project counties. For example, FP is included
in County Integrated Development Plans (CIDP) to
harness the demographic dividend. As part of this,
county governments have identified issues such as
teenage pregnancy and high fertility as impediments
to human development. Makueni and Kilifi counties
have also developed FP costed implementation
plans (CIP). These county CIP and CIDP documents
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Modelling was done using the Track20 FP Goals. This
combines demographic data, FP program information,
and evidence of the effectiveness of diverse interventions
to help decision-makers set realistic goals and prioritize
investments across different FP interventions (Track20
2020b).
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include mCPR targets. Table 1 provides current
mCPR estimates, those projected by county
governments in their plans, and those estimated
through the MOH and Track20 modelling. The
targets fixed by Kilifi and Isiolo counties are quite
high compared to the MOH and Track20 estimates.
In all counties, targets do not refer to the National
FP CIP or align with county FP Goal targets provided
through modelling done by the Ministry of Health
(MOH) and Track20 (MOH and Track20 undated)3.
None of the counties have achieved targets in the
CIDP or CIP documents or FP Goals targets according
to data from the Track20 Family Planning Estimation
Tool (FPET)4. None of the county stakeholders
consulted referred to their ambitious targets or any
acceleration plans, considering shortfalls in reaching
these.
Table 1. County mCPR estimates and targets

Indicator

Isiolo

Kilifi

Makueni

mCPR (FPET
estimate)

26% (2019)

32% (2019)

68% (2019)

mCPR
(county
target)

38% (2019)

54% (2019)

72% (2020)
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FPET was designed to produce annual estimates of
mCPR, contraceptive prevalence rate, unmet need, and
demand satisfied by modern methods using statistical
modelling that incorporates all available data (Track20
2020a).

Indicator
mCPR (MoH
FP goals
target)

Isiolo
31% (2020)

Kilifi
37% (2020)

Makueni

in the county with less access in some sub-counties
(Ministry of Health 2020b).

68% (2020)

Commodity availability
In all three counties, there is sub-optimal
availability of FP commodities. Table 2 lists two
indicators for assessing the extent of stock outs
from the 2018 Kenya Harmonized Health Facility
Assessment. These consider two criteria, one based
on national protocols and guidelines and the other
based on regular and normal service delivery. Either
lens suggests significant supply-side challenges
related to commodity availability and choice.

Source: MOH and National Council of Population and
Development 2019; Makueni CDOH 2019; Isiolo CDOH 2019;
Kilifi CDOH 2019; County Government of Isiolo 2018; County
Government of Kilifi 2018; Government of Makueni County
2018

Service availability
Service availability varies by county. With a
population of approximately 269,000 people, Isiolo
is the least endowed; it has only 65 health facilities
in the county (Isiolo CDOH 2019). The 12 faith-based
facilities – many Catholic – reportedly did not
provide FP. There are a few partners (<5) supporting
FP in the county (Ministry of Health 2020b). Kilifi
county, with around 1.5 million residents, has 330
health facilities with more private and faith-based
facilities than public facilities (Kilifi CDOH 2019).
Despite a large service delivery network, there is a
skew in FP offered in the county with some subcounties having few FP service delivery points.
Services in the public sector are supported by a
number of partners (approximately 10), while two
partners specifically work with the private sector
through their social franchising networks (Ministry
of Health 2020b). Makueni county also has a large
service delivery network comprised of 318 health
facilities serving nearly 1 million people (Makueni
CDOH 2019). In this context, most are public
facilities and there are reportedly no partners
supporting FP as per conversations with CHMT
members. There is also a strong skew in FP offered

Challenges with commodity method availability
were confirmed through site visits in all three
counties. These were more significant in Makueni
county than in Isiolo and Kilifi counties. This may
partly be attributed to higher demand in Makueni
but also fewer alternate resources – such as from
partners or the private sector – to draw upon in the
absence of public supply. Isiolo County has a lower
demand for FP and did not suffer greatly from
stockouts. Stakeholders in Makueni indicated that
they would buy commodities to cover the gaps, but
they remain unclear on how to do this. Indeed,
counties are not authorized to purchase
commodities except from Kenya Medical Supplies
Authority (KEMSA) as per the Kenya Health Law
2019 (Republic of Kenya 2019). Furthermore,
communication from KEMSA on commodity
availability is triggered on a quarterly basis, when
CDoH place commodity orders. In other words, a
CDoH may not be aware of method shortages at
national level only until they place an order for the
same. In this context, they must “make do” with
what is availed.

Table 2. Commodity indicators by county

Indicator

Isiolo

Percentage distribution of primary service delivery points with “no stock out”
of seven (7) modern contraceptive method offered in line with national
protocols, guidelines and/or laws in the last three months by type of facility
Percentage distribution of service delivery points with “no stock out” of any
modern contraceptive method offered as part of service delivery points’
“regular and normal” service delivery in the last three months by county
Source: MOH and National Council of Population and Development 2019
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Kilifi

Makueni

8%

10%

5%

21%

49%

44%

In contrast, in Kilifi county, some FP partners were
reportedly filling the gaps in commodity availability
in supported health facilities. This form of support is
not done through the county store and does not
address gaps more systemically. Kilifi also benefits
from an active private sector which offers a range of
FP services, in many instances, supported by social
franchise programs. In Isiolo county, there was
reportedly no commodity support being provided by
partners. Shortages were, however, reportedly less
acute given lower demand. Even when not stocked
out, method availability was often inadequate to
cater for projected demand, based on the number
of revisits recorded month-on-month at facility
level.
In the visited health facilities, health workers
“make do” by borrowing FP commodities from
other facilities or offering women an alternative
method. While injectables remain the most popular
method in all three counties, unreliable supply has
meant that “when not there [the injectable] the
health worker has no choice and has to offer
another method” (CHMT member). This tends to
follow a hierarchy; a 1-rod implant is offered instead
of the client’s preferred injectable or a 2-rod
implant is offered instead of a 1-rod implant. It was
acknowledged that in this context “the convenience
of the client is disrupted” (CHMT member). It was
also recognized by some county stakeholders that
offering clients alternative methods, even when
counselling is done, compromises the client’s right
to continuity and choice of method.

“There were days we used to have all of the
methods; this is no longer the case.” (CHMT
member)
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Data availability and quality
Recording protocols and quality of FP data were
reported to vary across the three counties. While
Makueni and Kilifi counties reported that strides
had been made in improving data quality, Isiolo
county reported ongoing challenges with large
variances between the District Health Information
System 2 (DHIS2) and facility registers. In Isiolo and
Makueni counties, FP data quality audits5 were not
conducted; rather data quality audits may be done
on a quarterly basis as part of supportive
supervision and mentorship activities, through the
RH coordinators or the health records information
officers. In contrast, in Kilifi county FP-specific data
quality audits are supported by partners. Based on
the facilities visited in all counties, a review of the
711 form6 and the facility consumption data report
and request form showed that these tallied (with
some small variances noted). However, health
workers reported a different understanding of the
revisits column in the 711 forms that has
implications for reporting at the county-level, which
in turn impacts national reporting. Health workers in
Isiolo record women returning to get a resupply of
the same method but exclude women who are
switching methods or seeking help for side effects.
In Kilifi, health workers report both resupply and
method switching, but not women seeking
counseling for side effects. In Makueni, all three
types of cases count as a revisit.
Reproductive, maternal, newborn, child, and
adolescent (RMNCAH) scorecard indicator
There was reported frustration by some county
stakeholders with the RMNCAH score card7
indicator “women of reproductive age receiving
family planning commodities coverage”. While this
indicator has been in use for over a decade in
Kenya, both national and county stakeholders have
noted methodological challenges with how it is
estimated, which makes it hard to interpret. One
county stakeholder reported that “this does not give

7

While district quality assurance officers are meant to
check for data quality and completeness, in practice
counties are implementing these checks using different
protocols, often supported by different partners.
6
The 711 form is the integrated service delivery form
used at facility level, which is reported into the health
information system.

The RMNCAH scorecard is an online management tool
for the country to track national and sub-national
performance. It was developed in May 2014 by MOH and
a coalition of development partners including the African
Leaders Malaria Alliance (ALMA), UNICEF, WHO and
USAID (MOH 2019b).
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us any result…no county is getting any satisfaction
out of it.” Indeed, in all counties the RMNCAH
scorecard indicator shows spikes over time. Of note,
the number women of reproductive age has also
fluctuated over time. Erratic performance as
captured by this indicator and the lack of an
alternate measure may account for frustration
(Figure 3). As noted, “what is the use of having the
family planning indicator?” (county stakeholder).
Figure 3. Percentage of women of reproductive age receiving FP
commodities
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A review of DHIS2 data indicates that the
proportion of implant removals compared to
insertions has been increasing over time in the
three counties (Box 1). This may reflect improved
reporting of removals through DHIS2 as well as
other factors, however, it does warrant
investigation given method substitution (due to
stock outs), contraceptive discordance between
women and their partners/husbands, and other
factors (outside of the desire to become pregnant)
such as heavy bleeding that may prompt women to
remove LARCs early. Of concern, when the implant
is removed, it is reported by county stakeholders,
that many women do not take another method.

Kilifi county
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Makueni county

Youth friendly services
Women of reproductive age do not have many FP
service options in counties beyond the public
sector. This is due to most of the population being
rural and poor, with limited access to services. In
most of the public facilities visited only adolescent
girls who have already had an unplanned pregnancy
are considered eligible for FP services. In these
facilities, health workers appeared uncertain how to
engage with adolescents or what to offer them (e.g.
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Long acting reversable contraceptives (LARCs)
insertions and removals
County stakeholders reported that there was a
government “push” to promote LARCs as it “suits
women’s lifestyles”, especially those from rural or
remote communities. This contrasts with health
workers “push” for injectables - given its ease of
administration – in a context of heavy workloads
and long queues. There is also reportedly less male
resistance to injectables, likely because it is done in
secret. In contrast, male resistance to implants was
a concern. Health workers relayed stories of men
coming to the facilities to have the implant
removed, with one man reportedly trying to
squeeze the implant out of his wife’s arm. Other
reasons for male resistance included women “not
doing chores” while health workers cited women’s
concerns with heavy bleeding, and association of FP
with cancer and disability (possibly caused by joint
FP and disability programming)8.

Year
Source: Ministry of Health 2020a
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Some donors have a specific focus on FP and disability.
It is possible that these issues get conflated at community
level.
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Makueni. Partners do supplement some of the
shortfalls in commodity supplies in Kilifi. Allocated
public funds are mainly used for demand-creation
activities. In contrast to Makueni and Kilifi, Isiolo
does not allocate any of its own discretionary funds
towards FP programs but does use earmarked
transfers from national government (see below)
towards FP programming and receives support from
partners (Isiolo CDOH 2018; Kilifi CDOH 2018;
Makueni CDOH 2018b).

Box 1. LARCs removals in Isiolo, Kilifi and
Makueni counties
Isiolo: In 2011, the removal rate was 17% and
was estimated at 46% in 2019. Intrauterine
device (IUD) removal to insertion rate is
currently estimated at 23%, which is
substantially lower compared to 73% in 20132014. While there are likely issues with data
quality, LARCs performance is erratic. Beyond
the nurses’ strike, there may be other
explanatory factors that could be investigated.
Kilifi: In 2012, the rate of removal was
estimated at 12% and at 38% in 2019. In
contrast, removal rates for IUD have held
steadier; they peaked in 2012 at 19% but have
since come down to 8%.
Makueni: In 2015, the implant removal rate
was estimated at 15% and at 35% in 2019.
Removal rates for IUD have also increased,
from 14% in 2015 to 20% in 2019.
Source: Ministry of Health 2020a

one health worker said abstinence or condoms were
the only services on offer). As a result, very few
adolescents appear to visit health facilities for FP.
Solutions mentioned by county stakeholders were
to construct standalone youth friendly centers
rather than focusing on the youth friendliness of
existing facilities and health workers. Given spatial
barriers to access, addressing health worker and
community attitudes, and encouraging adolescents
to seek services in all facilities may be a more
appropriate strategy.
Financing of FP services
Two of three program counties allocate some of
their own discretionary budget funds to FP. In
2018/19, Kilifi allocated US$ 40,758 (0.11% of the
county health budget) but utilized only US$ 18,219
(absorption of 45%) (County Government of Kilifi
2019) while Makueni allocated US$ 400,203 (1.4%
of the county health budget), but only utilized US$
154,065 (38% absorption) towards FP (Makueni
CDOH 2018a). The contrast between the two
counties is striking. However, as noted before, there
are many more FP partners supporting Kilifi than
7

All three counties are receiving earmarked funding
for FP and maternal, newborn and child health
services through the Transforming Health Systems
for Universal Care (THS-UC) project. Jointly funded
by the Government of Kenya, the World Bank, the
Global Financing Facility and the Government of
Japan, the project aims to improve utilization and
quality of PHC services with a focus on RMNCAH
services. The majority of program funds are
structured as results-based financing for counties,
which has allowed all three counties to invest in
procurement of medical equipment and supplies,
training, review meetings, community outreach for
increased utilization of facility services, and
supportive supervision. The THS-UC project has also
been providing some pooled funding for
commodities at national level, which also ultimately
flow to counties in the form of in-kind transfers.
The lack of resources at the facility level were a
recurring theme in discussions with facility staff
and the CDoH. In addition to shortages and stock
outs of FP commodities, facilities grapple with a lack
of financial resources to perform basic functions and
provide essential services. Prior to devolution,
health facilities in Kenya were able to retain any
revenue they collected from user fees and the
National Hospital Insurance Fund (NHIF) and use it
to pay for basic facility costs, including commodities
in the case of stocks-outs. After devolution, many
county governments have insisted that these funds
be remitted to the county revenue fund. While the
county is meant to pay for facility costs directly,
there are frequent delays of one to three months
(Mbuthia et al. 2019). While all public sector
facilities are technically able to participate in
schemes operated by NHIF, including the Linda

Mama free maternity scheme9, not all facilities do
(Murira 2020). Facilities participating in the schemes
expressed frustration about NHIF reimbursements
not reflecting the full value of the claims submitted,
in addition to the funds being centralized at the
county-level.
In all three counties, THS-UC funds are not flowing
in the form of financial transfers to health facilities
as intended in the program design. In one county,
THS-UC planning did not include the RH Coordinator
while in another county there was an assumption by
senior members of the CDoH that the THS-UC funds
were restricted for use at the county level, and not
facility level. THS-UC funds go into the special
purpose account, and the counties follow a very
bureaucratic procedure for release of fund. “It can
take a whole month to get a request approved,”
according to one county stakeholder. Other county
stakeholders suggested that the THS-UC funds
should work the same as the Danish International
Development Agency (DANIDA) funds, which go
directly to health facilities. While there was
evidence of some indirect effect of these funds at
facility-level, through training and mentorship
opportunities for example, facilities were unable to
use the THS-UC funds to address bottlenecks in FP
service delivery.







POLICY IMPLICATIONS
Further to our findings above, we pose the
following questions for reflection by national and
county stakeholders:




How are county FP plans and priorities aligned
with the national FP CIP? At national and county
level, how are FP CIP used in practice? At both
national and county level, is there a regular
monitoring mechanism for programming and
financing of FP?
Given the unevenness and concentration of
partner support for FP, is there a framework or
mapping of partners to promote coherence of
resources and program implementation and to
direct partners to where there is greater need?
Is there a way to deconcentrate partner

9

Linda Mama is a publicly funded scheme aiming to
ensure that all Kenyan pregnant women and their infants
have access to quality and affordable health services.
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efforts/resources especially for county level
support?
How is FP data collected from DHIS2 being used
to improve the FP program at county and
national level? Are inconsistencies in recording
and reporting being addressed at county and
national level? Are there routine reviews of the
FP data at the national level, through
established mechanisms such as the
measurement technical working group? What
plans are in place to address the RMNCAH
scorecard indicator?
How is the MOH responding or planning to
respond to decreased funding from donors for
FP, both now and in the medium term? What
are the plans for future funding of FP
commodities and are there mechanisms for cofinancing from the counties? How can counties
be enlisted to address commodity insecurity?
How do we ensure that there is coherence in
the FP financing so that we can effectively begin
to address health systems gaps to optimize FP
program in Kenya?
How are counties being guided to address
adolescent access to contraception? Is
adolescent contraception supported for
unmarried adolescents and those who have not
delivered (i.e. nulliparous adolescents)? Is
national guidance to build standalone youth
friendly centers? What is the evidence base for
this given their questionable effectiveness
(Chandra-Mouli, Lane, and Wong 2015) or are
other interventions being promoted?
How can FP service quality be addressed in a
context of heavy workloads and method bias?
How does availability of FP methods influence
discontinuation and couple discordance? What
do women do in a context where choice is
limited?

CONCLUSION
The county snapshots – while representing unique
contexts – present similar challenges. These
emanate from the counties themselves, as well

between counties and the national level. The three
counties are grappling with commodity supply,
which has resulted in frequent stock outs of FP
methods, even in a context of “regular and normal”
service delivery (i.e. based on practice, not policy).
Allocations for FP from county funds varies
considerably across the three counties, while all
three are using THS-UC funds for supporting FP
programming. Analysis of the annual work-plan on
the investments for FP indicate that counties
invested mainly on some equipment, staff trainings
and mentorship, outreaches, and a range of
demand generation activities including community
dialogues, meetings targeting special population
groups. Efforts have been made in two10 of the
three counties to capitalize upon “strategic
purchasing” opportunities, specifically through the
NHIF national scheme and entitlement programs,
such as Linda Mama (by NHIF), which nominally
includes FP.
In all counties, THS-UC funds are allowing counties
to undertake a range of FP activities, but the funds
are not flowing down to public health facilities. In
the absence of such funds, facilities are unable to
address lack of commodities and other resources
quickly and flexibly. This has very real implications
for women’s ability to continue FP using their
method of choice as many women have no option
beyond what is available through the public sector.
While there was evidence of stewardship of the FP
program at county level, there was less evidence of
national level stewardship at county level. For
example, county stakeholders, including RH
Coordinators, were not aware of the extent of the
commodity crisis at national level nor was there
evidence of proactive communication from the
Division of Reproductive Maternal Health in relation
to this. Rather, CDoH stakeholders were only aware
that KEMSA was unable to meet their requirements
(i.e. commodity requests are delayed or only
partially filled). There did not appear to be proactive
efforts to address gaps – in commodity supply or
existing quality and data issues.
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Isiolo is one of the counties where Afya Care – the
Government of Kenya’s Universal Health Coverage
program to give access to all persons living in Kenya to
essential health services without suffering from financial
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Implementation of the FP program in Kenya is an
interplay of the national government, county
governments and partners. Clarity on the roles and
responsibilities of these different actors is important
in ensuring coherence in the investment and
implementation of key interventions to improve the
performance of FP program. There are significant
opportunities in strengthening the stewardship
roles of both the county and national governments
to improve health outcomes through FP
interventions. This needs to move beyond mCPR to
tease out county and national specific challenges
that affect the FP program, service quality and
method continuation. This case study recommends
better use of available data to prioritize FP, focus on
data quality and service delivery, promote
commodity security, effective stakeholder
engagement and financing of the FP program as key
enablers.
SP4PHC is a project that ThinkWell is implementing
in partnership with government agencies and local
research institutions in five countries, with support
from a grant from the Bill & Melinda Gates
Foundation.
For more information, please visit our website at
https://thinkwell.global/projects/sp4phc/. For
questions, please write to us at
sp4phc@thinkwell.global.
The Track20 Project, implemented by Avenir Health,
monitors progress towards achieving the goals of
the global FP2020 initiative. Track20 works directly
with governments in participating FP2020 countries
to collect, analyze and use data to monitor progress
annually in family planning and to actively use data
to improve family planning strategies and plans. For
more information, please visit Track20 Project
website at http://www.track20.org/
Recommended citation:
Appleford, Gabrielle, and Boniface Mbuthia. 2020.
“County perspectives on Kenya’s family planning
program. Kenya Brief 4”. Nairobi, Kenya: ThinkWell
and Avenir Health.

hardship – was piloted in 2019. Therefore, in Isiolo
county the Afya Care pilot was the prominent scheme,
not the NHIF schemes.
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