
Abstract 
This doctoral thesis explores health reforms in Kenya intended to expand health services and 
coverage in health insurance, and social protection and welfare. The reforms are spurred by the 
political desires and promises to achieve universal health coverage for ordinary Kenyans. I 
explore the political rhetoric championing for health access through tax-based funded and 
premium-based financed health insurances (Dutta et al. 2018), and social protection reforms in 
cash transfers and other state and non-state welfare activities. Comparing with the rhetoric, my 
research focuses on how ordinary citizens (typically uninsured and underinsured) navigate 
access to healthcare through social networks. I use Vigh’s concept of social navigation (2009) 
to describe the actions and tactics people employ to move through the landscape of health care.  
I follow patients, families and health care workers seeking to restore and improve access to 
health through available affective infrastructures of care (Street 2012) and other care scapes 
such as the household. I explore medical improvisations as a defining feature (Livingston 2012) 
among health workers as well as ordinary citizens in a politically driven piloting context of 
Universal Health Coverage (UHC). The ethnographic explorations of health insurance, social 
protection and welfare allow for analysing the historical context and offer ‘people first’ 
perspectives on health reforms (Biehl & Petryna 2014). Additionally, I map out institutions, 
actors, connections, and their roles in health reforms, and attend to the perceptions and 
interactions among families, patients, and health workers in care access.  
The ethnography in this thesis is developed in multi-sited settings of Kitui and Kisumu counties 
in Kenya. Utilising ethnographic methods employed in one year of fieldwork from 2019 to 
2020, I explore through family cases how health insurance is experienced by citizens. As part 
of the growing field of anthropological literature on health insurance and social protection (Dao 
& Mulligan 2016) in an ever-commoditised healthcare system in Kenya, this ethnographic 
exploration offers insights into health infrastructures, actors, institutions, connections, and their 
roles. Based on follow-up visits and interviews amongst families, patients and health workers 
seeking and offering care respectively, I describe how citizens' health insurance access, 
affordability, and use is fragmentary and unstable – far from the utopian representation of 
expanding insurance coverage portrayed by the Kenyan government. I argue that access to 
health is achieved by navigating care through social networks in ‘unstable biomedical places’ 
(Street 2014). I focus on exploring the institutions, actors, connections, and their roles in 
reconfiguring citizens' health access.  
My ethnography shows that social networks remain vital for citizens’ navigation of healthcare. 
I, therefore, explore the realities of health insurance and medical improvisations that depend 
on people's social networks (embedded in kith and kin relations, professions, and religious 
networks) to address unmet medical needs in contexts of weak formal infrastructures of 
healthcare. Through Simone's concept of ‘people as infrastructure’ (Simone 2004), I describe 
alternative infrastructures of care that redefine access through available social fabrics of caring 
relations and caring spaces. I expand my analysis of infrastructures through a biomedical gaze 
exploring how infrastructures of care are layered. Moreover, I examine how infrastructures of 
care allow, but may also hinder, citizens from accessing promised and desired health services. 
I explore health access under social protection programmes advancing health insurance 
subsidies in the process. In this I speak to alternative health financing that is enabled by social 
protection and welfare. With the concept of financial mutuals (Bahre 2007), I describe informal 
financial institutions and how they offer novel relationships between the state and citizens 
along health needs. Here, I engage with notions of social solidarity, and postcolonial citizenship 
that attempt to create moral and responsible citizens. In conclusion, I argue that navigating care 
through UHC has exacerbated health access for citizens. I claim that UHC involves a ‘perverse 
incentive’ creating a ‘denser forest’ of care that citizens are forced to navigate. 
 


