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Executive summary  
East Pokot being an arid and semi- arid area is characterized by high levels of malnutrition. In the past 

years, nutrition surveys and surveillance have been done in the Sub-county in order to establish the 

nutrition situation and guide programming in the Sub-County. However, the prevalence of acute and 

chronic malnutrition has remained above the WHO emergency threshold of 15% and 20% 

respectively. There has therefore been a high interest by stakeholders to further understand the causal 

pathways of under nutrition in East Pokot so as to be able to develop more effective programs to curb 

malnutrition. To this end, World Vision in collaboration with Ministry of Health and other partners in 

Baringo County conducted a Link nutrition causal analysis. The fundamental objective of the Link 

Nutrition Causal Analysis was to understand the risk factors of malnutrition and how these lead to 

malnutrition in East Pokot population. An NCA is a structured, participatory, holistic study, based on 
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the UNICEF framework of malnutrition causality, to build a case for nutrition causality in a local 

context.  

 

The Link NCA study process began in July 2016 where WVK first discussed the initiative with 

Baringo County Health team and also identified stakeholders representing various sectors at the 

county. The process also involved sensitization of the Link NCA methodology to WVK staffs who 

were technically to be involved in supporting the study. The Link NCA HQ Team lead by Blanche 

organised a four day workshop in Nairobi in August 2016 where WVK and Concern World Wide 

staff were taken through the Link NCA methodology. The preparatory phase also involved recruiting 

a Link NCA analyst and conducting secondary data and scientific literature review to enable 

development of hypothesis on risk factors to undernutrition specifically stunting.  

 

The Link NCA study in East Pokot adopted an approach of conducting a qualitative inquiry and a 

nutrition survey. The qualitative enquiry was conducted in December 2016 after conducting a multi-

stakeholder workshop on validation of hypothesis. This was followed by a SMART survey that was 

conducted in January 2017. The SMART survey results were validated by the  

 National Nutrition Information Technical Working Group (NITWG). 

 

The Link NCA study revealed that the major risk factors linked to stunting in East Pokot include; 

inadequate dietary intake, alcoholism leading to poor child care, low access to health services, poor 

hygiene and sanitation practices. Other important and minor risk factors identified are summarised in 

the table below.  

 

Table 1: Summary of risk factors 

Risk factors  Rating 

Hypothesis A. Inadequate access to food  Major 

Hypothesis B. Poor access to diversified diet Major 

Hypothesis C. Poor storage of food, seeds and grains, in home  Minor 

Hypothesis D. Poor land/livestock management and productivity  Important 

Hypothesis E. Early pregnancies Important 

Hypothesis F. Poor birth spacing  Major 

Hypothesis G. Poor access to health/nutrition services  Major 

Hypothesis H. Poor delivery and utilization of health services Major 

Hypothesis I.  Alcoholism Major 

Hypothesis J. Inappropriate care practices for U5 children  Major 

Hypothesis K. Inappropriate breastfeeding practices Major 

Hypothesis L. Poor complementary feeding  Major 

Hypothesis M. Malnourished Pregnant and lactating women Major 

Hypothesis N. Poor hygiene practices  Major 

Hypothesis O. Access to safe water for Household use Major 

Hypothesis P. Low coverage of latrines  Major 

Hypothesis Q. Women do not have power in the HH and the society Important 

Hypothesis R. Illiteracy/ Low levels of maternal education Major 

Hypothesis S. Mothers work load at HH Level Major 

Hypothesis T. Formal employment (office work) & business women  Minor 
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1.0 INTRODUCTION 
BACKGROUND INFORMATION 
 

1.1 Study area and Population 

East Pokot is one of the 6 sub counties of Baringo County and it borders Turkana East to the North, 

Marakwet and Baringo North to the West, Laikipia and Samburu County to the East, and Marigat to 

the South. It has an average area of 4524.8Km and is sub-divided into seven (7) administrative 

divisions with an official estimated population of around 159,404 people which is a projection from 

2009 population census. The area has two livelihood zones, Pastoral (Kolowa, Tangulbei, Akoret, 

Mondi, Ngoron, Nginyang divisions) and Agro-Pastoral (Churo division).  

 
Figure 1: Map of East Pokot Sub County with Livelihood zones 

 

1.2 Context information  

In Baringo County, East Pokot sub county experiences poor health and nutrition outcomes. Previous 

Standardized Monitoring and Assessment of Relief and Transition (SMART) surveys conducted in 

the area shows that the prevalence of chronic malnutrition (stunting) has been on an upward trend. It 

increased from 25.5% in 2012 to 27.6% in 2014 then to 34% in 2015 and 36.5% in 2016. Similarly, 

wasting levels increased from 12.2% in 2012 to 23% in 2016 as shown in the figure below. Several 

contributing factors are linked to the high malnutrition rates such as chronic and acute food insecurity 

due to poor rainfall and successive droughts, suboptimal child care and feeding practices and poor 
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hygiene and sanitation practices and poor access to critical health services as well as harmful cultural 

beliefs associated with maternal and child feeding practices. 

 

Figure 2: East Pokot Malnutrition trend over time 

To try to improve the health and nutrition status in the county, various partners have been working 

with the Ministry of Health in the implementation and up scaling the High Impact Nutrition 

Intervention (HiNi) in the County. For instance World Vision has been supporting the Ministry of 

Health (MoH) in the implementation of the HiNi services in Baringo County. Other partners 

supporting other nutrition interventions include Maternal and Child Survival Project (MCSP) and 

Kenya Red Cross during emergency response. World Vision is also supporting Food for asset (FFA) 

projects in the area.  

Despite years of integrated health and nutrition programming in the area, malnutrition rates have 

continued to be of major concern. In order to further understand the multi-causal factors and 

associated causal pathways of malnutrition in East Pokot, Baringo County government and nutrition 

stakeholders agreed to undertake a Link Nutrition Causal Analysis in the Sub- County. The results of 

the study will be used to develop more effective programs that are context specific to curb 

malnutrition in the area. 

 

1.3 Main Study Objective 
The main objective of the NCA was to identify the possible causes of child under nutrition, in 

particular stunting among children age 6-59 months, in Agro-Pastoral and Pastoral livelihoods zones 

of East Pokot Sub-County. 

 

1.3.1 Specific Study Objectives 
The six fundamental objectives of the qualitative inquiry were:  
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Objective 1: Develop a local definition and understanding of under-nutrition 

This objective forms a critical starting point in the qualitative inquiry as it seeks to understand how 

individuals and community by extension perceive or describe undernutrition, how they identify 

children suffering from undernutrition, what they believe are the causes and consequences and what 

they do to prevent and treat under-nutrition.  

 

Objective 2:  To understand the “actual” causes of under-nutrition by exploring typical knowledge, 

attitudes, practices, assets, access issues, strategies and trade-offs relating to food security, health and 

care 

This step basically seeks to explore typical knowledge available in the community on the causes of 

under-nutrition as influenced by the community’s attitudes, child care and feeding practices, 

household amenities and livelihoods, access to critical services including health, markets, transport 

etc. and food insecurity.   

 

Objective 3: Explore respondent perceptions of the causes and consequences of poor food security, 

health, and care in relation to under-nutrition 

 

Objective 4: Understand the practices of caregivers of positive deviant children (i.e., well-nourished 

and healthy children of parents who seemingly face the same challenges and barriers as parents of 

under-nourished children) 

 

Objective 5: Identify seasonal and historical trends in under-nutrition and risk factors 

 

Objective 6: To understand how the community prioritizes risk factors of under-nutrition 
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2.0 Link NCA Methodology 
 

2.1 Overview of the Link NCA Approach 
A Link NCA is a structured, participatory, holistic, multi-sectorial study, based on the UNICEF causal 

framework, to build a case for nutrition causality in a local context. 

- Structured – the steps of the methodology are precisely defined and have all been tested in the field. 

- Participatory – the study is giving a real opportunity to national technical experts as well as 

caregivers in the community to express their opinion on the causes of under nutrition, and to discuss, 

review and finally validate the conclusions of the study. 

- Holistic – under nutrition is here studied globally to avoid a sectorial approach, and to highlight the 

inter-relations between risk factors. 

- Multi-sectorial - a nutrition causal analysis (NCA) investigates and presents a “multi-sectorial” 

overview of the contributing factors affecting nutritional status within a given community. 

- Building a case for nutrition causality – the core exercise of an NCA is to identify and rate causal 

hypotheses by order of importance. 

- Specific to a local context - causes of under-nutrition are often different from one location to 

another. The purpose of the methodology is to go beyond generic interventions by identifying context 

specific causes in order to propose adequate solutions.  

 

2.2 Study Design 
The Link NCA methodology involved five key steps: 

1. Preparatory Phase: The preparatory phase was to ensure timely recruitment process; objectives are 

clearly illustrated and the choice of Link NCA methodology and key stakeholders to engage.  

2. Development of causal hypotheses: a literature review, data review and stakeholders interviews 

were undertaken to generate an overall understanding of the local context of under nutrition and 

design a set of local causal hypothesis of under nutrition. These hypotheses were validated to be field 

tested by technical experts during initial workshop held on 6th December 2016 

3. Data Collection: Both quantitative and qualitative data were collected to provide more evidence on 

levels of under nutrition, key risk factors and community perceptions, practices, resources and 

constraints. Qualitative data collection was done in December and Quantitative data was collected in 

January 2017. 

4. Identification of highest priority causes of under nutrition: Based on the evidence gathered during 

the data collection, the causal hypotheses were then rated according to their importance with 

particular attention to seasonal differences and vulnerable groups. The results were then validated 

with the local community and multi-stakeholder forums before being presented for validation at final 

technical workshop.  

5. Communicating results and planning for a response: 

 

2.3 Sampling procedure  
 

2.3.1 Sample Size and Survey Design for Quantitative Survey (SMART) 

2.3.1.1. Survey Design  

The survey applied a two stage cluster sampling with the clusters selected using the probability 

proportional to population size (PPS).The villages constituted the sampling frame.  
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2.3.1.2 Study Population  

The target population for the survey was children aged 6 – 59 months for the anthropometric 

measurements and women of reproductive age between 15 – 49 years for the maternal health 

component.  

2.3.1.3 Anthropometric Sample Size  

The anthropometric survey sample size was calculated using the SMART survey calculator. The 

parameters of interest were captured in the ENA July 9th 2015 software and the respective number of 

children and households required for the survey computed. The sampling frame for this survey was 

the updated list of villages (with current projected population of East Pokot)  

 

Table 2: Anthropometric Sample Size calculation and rational for the East Pokot County survey 

Data entered on ENA 

software 

Anthropom

etric 

Survey 

Rationale 

Estimated prevalence of GAM 28.0%  Upper limit C.I due to deteriorating situation 

(NDMA monthly bulletins November 2016)  

SMART survey July 2016 GAM: 23.0 % (18.6 – 

28.0 95% C.I.) 

±Desired precision 6% Based on nutrition survey guidelines 

Design effect 1.45 Based on the previous 2016 survey to cater for 

heterogeneity. 

Average household size 6 2016 SMART survey 

Percent of <5 18% County HIS estimates  

Percent of non-respondent 3% Due to the frequent movements in most parts of the 

county hence non-response anticipated 

Households to be included 360 As calculated using the ENA for SMART software  

Children to be included 340 As calculated using the ENA for SMART software  

 

2.3.1.4 Cluster and Household Selection  

All accessible villages were included in the initial sample selection with each village considered a 

cluster which was sampled with probability proportional to size. At stage two each team used the 

simple random sampling method in household selection. Within the selected households all children 

6-59 months fitting the inclusion criteria were measured.  

A household was defined as a group of people who lived together and shared a common cooking pot. 

In polygamous families with several structures within the same compound but with different wives 

having their own cooking pots, the structures were considered as separate households and assessed 

separately.  

In cases where there was no eligible child, a household was still considered part of the sample. If a 

respondent was absent during the time of household visit, the teams left a message and re-visited later 

to collect data for the missing person, with no substitution of households allowed.  
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2.3.1.5 Variables Collected  

Age: the age of the child was recorded based on a combination of child health cards, the 

mothers’/caretakers’ knowledge of the birth date and use of a calendar of events for the district 

developed in collaboration with the survey team.  

Sex: it was recorded whether a child was male or female.  

Bilateral Oedema: normal thumb pressure was applied on the top part of both feet for 3 seconds. If 

pitting occurred on both feet upon release of the fingers, nutritional oedema was indicated.  

Weight: the weights of children were taken with minimal or light clothing on, using Bathroom scale 

(SECA digital model with a threshold of 150kgs and recorded to the nearest 0.1kg.  

Length/Height: children were measured bareheaded and barefooted using wooden UNICEF 

height boards with a precision of 0.1cm. Children under the age of two years were measured 

while lying down (length) and those over two years while standing upright (height). If child 

age could not be accurately determined, proxy heights were used to determine cases where 

height would be taken in a supine position (<87cm) or in an upright position (≥87cm).  

Mid Upper Arm Circumference (MUAC): the MUAC of children were taken at the midpoint of the 

upper left arm using a MUAC tape and recorded to the nearest 0.1cm. 

Retrospective Morbidity of Children: A 2-week morbidity recall was conducted for all children (6-59 

months) to assess the prevalence of common diseases (e.g. malaria, diarrhea).  

Vaccination Status and Coverage:  

For all children 6-59 months, information on BCG, Oral polio Vaccine (OPV) 1, OPV 3 and measles 

vaccination was collected using health cards and recall from caregivers. The vaccination coverage 

was calculated as the proportion of children immunized based on card and recall.  

Vitamin A Supplementation Status: For all children 6-59 months of age, information on Vitamin A 

supplementation was collected using the child welfare cards and recall from caregivers. Information 

on whether the child had received supplementation in the last 6 months was collected. Vitamin A 

capsules were also shown to the mothers to aid in recall.  

De-worming Status: Information was solicited from the care takers as to whether their child/children 

6-59 months had been de-wormed in the last 6 months.  

Household Food Diversity: Dietary diversity is a qualitative measure of food consumption that 

reflects household access to a wide variety of foods, and is also a proxy of the nutrient intake 

adequacy of the diet for individuals. Dietary diversity scores were created by summing the number of 

food groups consumed over a 7- days period to aid in understanding if and how the diets are 

diversified. Household dietary diversity score (HDDS) is meant to reflect, in a snap shot the economic 

ability of a household to consume a variety of foods. A score of 1 was allocated to each food group 

that was consumed by the household per day and a score of 0 for each of the food groups not 

consumed by the household, and thus the highest possible score per day was 16.  

Household Water Consumption and Utilization: The indicators used were main source of drinking and 

household water, time taken to water source and back, cost of water per 20-litre jerry-can and 

treatment given to drinking water.  

Sanitation: Information on household accessibility to a toilet/latrine, disposal of children’s faeces and 

occasions when the respondents wash their hands was obtained.  

2.3.1.6 Organization of the Survey  

Coordination/Collaboration: Before the survey was conducted meetings were held with the respective 

county authorities and key stakeholders briefed them about the purpose, objectives and methods for 

the survey. The survey details were discussed with the County Steering Group, County Nutrition 

Technical Forum, County Information Working Group and conducted in collaboration with the 

County and Sub-Counties Health Offices and UNICEF. The authorities were requested to officially 

inform the communities (villages) that were involved in the assessment.  
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 Recruiting the Survey Team: Recruitment was done in collaboration with the Ministry of 

Health office at the sub-county level in order to give ownership and participation in the assessment.  

 Training of the Survey Team: The teams were given 3-days training prior to field work, 

including a standardization test to ensure standardization of measurement and recording  

 Quality assurance 

• Daily Plausibility check for data quality  

• Giving daily feedback and updates to teams based on quality checks 

• Teams supervision/ follow up while in the field 

• Use of ODK and recording of Geo points 

2.3.1.7 Questionnaire 

 

The survey adopted the standard data collection tools recommended by the National Nutrition 

Information Technical Working Group (NITWG) but converted to Open Data Kit (ODK) format to 

enable data collection using android smart phones. 

2.10 Data uploading and Analysis  

 

• Data Uploading: Data was uploaded on daily basis, downloaded on excel format and analyzed 

using ENA for SMART and SPSS Statistical software. The World Vision Monitoring and Evaluation 

Program Officer was responsible for downloading data from the server and analyzing. Results were 

presented using the new WHO reference levels. 

 

2.3.2 Sampling Methodology and Survey Design for Qualitative Enquiry 
Random sampling was used to select the clusters where to conduct the qualitative enquiry. Among the 

selected clusters for quantitative survey; two clusters from the list of pastoral villages and two clusters 

from agro-pastoral villages were randomly selected for the qualitative study. At the community level 

purposive sampling method was used to come up with information-rich categories of people who 

could provide the best possible information relating to malnutrition among children under 5 in East 

Pokot. Ultimately the following five types of participants were selected: 1) Mothers and fathers of 

children under the age of 5 years, 2) Grandmothers and grandfathers of children under the age of 5 

years, 2) Community leaders, 3) health care workers, 4) Traditional birth attendants and traditional 

healers 5) Early Child Development (ECD) teachers. 

 

Table 3: List of the four selected villages for the qualitative inquiry 

Agro-Pastoral Pastoral 

Reper Churo 

Taparara  Lolkos 

  

2.3.3 Field team recruitment and composition  
The Link NCA Analyst lead the qualitative enquiry with the support of a Link NCA coordinator and 

six  field assistants with previous experience in data collection and coming  from the study area; four 

male and two female. During data collection, the NCA analyst conducted the interviews with help 

from two assistants; one translating the questions to community members while the other one took 

verbatim notes from the respondent’s responses. Two other assistants worked as administrative 

assistants ensuring that consent forms were signed, participant description forms were filled and 

writing out and translating materials for the community rating exercise. The majority of the interviews 

especially the focus group discussions with mothers, fathers and in-depth interviews with traditional 

birth attendants and traditional healers were conducted in Pokot due to the limited ability of most 

community members to communicate clearly in both English and Swahili which are the two official 

languages of Kenya. The other two assistants served as community facilitators. 
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2.3.4 Training 
A four day training for the field assistants who also doubled up as translators was conducted and an 

additional day was devoted for piloting the qualitative guides which happened in a village outside the 

study area. The objectives of the training sessions included:  

● To familiarize the team with the objectives of the Link NCA and the methods used to meet 

them 

● To equip the field assistants with skills for the qualitative study 

● Train on data collection guides and equipment (e.g. recorders) 

● Sensitize on research ethics to understand the role of researchers in the protection of research 

participants.   

 

The methods used during training included classroom lectures on topics such as protecting human 

research participants, research ethics and how to conduct qualitative enquiry. Role plays and pilot 

were also utilized to equip the team with practical skills as well as test the qualitative guides.  

 

2.3.5 Data collection  
The qualitative study took place from 11th of December to the 31st of December 2016 in four villages; 

two Agro-pastoral villages – Churo and Lolkos and 2 pastoral villages – Reper and Taparara. Focus 

group discussions (FGDs), case studies, key informant interviews (KIIs) and community dialogues 

were held between the research team and community members. FGDs were held with mothers, 

fathers, grandmothers, grandfathers of children under five. Case studies were conducted with mothers 

of SAM, MAM enrolled in nutritional supplementation programs and positive deviant children while 

key informant interviews were conducted with Chiefs/Assistant Chiefs, Community Health Workers 

(CHWs), Nurses and Clinical Officers, community leaders and ECD teachers. Individual semi-

structured interviews were also conducted with Traditional Birth Attendants (TBAs) and traditional 

healers. Each FGD contained a minimum of 8 persons and a maximum of 12. This is to ensure varied 

responses and optimal participation.  

 

The NCA guidelines recommend 6 days to be spent per village while conducting qualitative enquiry. 

The qualitative team was made up of the NCA analyst and six field assistants (2 translators, 2 

administrative assistants and 2 community facilitators). Four days were utilized for conducting FGDs, 

case studies and KIIs while day 5 was dedicated for presentation of the results to the community, 

discussions of the results by the community members and community rating of risk factors.  

 

2.3.6 Qualitative data management and analysis  
Qualitative guides were developed covering 7 key areas:  

- Perceptions on good nutrition and under-nutrition  

- Food security and livelihoods 

- Child care practices  

- Maternal and child nutrition  

- Maternal and Child health  

- Water, Sanitation and Hygiene  

- Gender roles in the households 

 

Since most interviews were conducted using the local Pokot language, the interpreters assisted in 

translating the questions posed to the respondents by the NCA analyst who spoke either Swahili or 

English. Key informant interviews were however conducted in either Swahili or English and they 

were conducted by the NCA analyst assisted by the NCA coordinator. The NCA coordinator provided 

logistical and practical support to the team during the whole period of the data collection. All 

interviews were also recorded via a digital recorder. 
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The qualitative data analysis was continuous and iterative. Daily debriefing sessions were held every 

evening by the team where transcripts were written down and data collected organized into themes. 

The themes were then revised as necessary as emerging information became available.  Every week, 

the data were coded and analyzed according to the main study questions. After this analysis, the 

whole team would go back to each village to present and have the community members validate the 

results. After the presentation of the results, the community members were invited to rate the risk 

factors that had been collected during the qualitative interviews in order of priority; how important a 

factor is in its contribution to malnutrition of children under the age of 5 years.  Finally, they were 

given a chance to propose recommendations for programming. Finally, the data were analyzed using 

content analysis method.  In total, 24 FGDs were conducted, 28 KIIs and 8 case studies were 

conducted.  

 

2.3.7 Community rating exercise 
Community members were engaged in prioritizing risk factors according to the order of which ones 

had a significant contribution to under-nutrition of children under 5 years in the community. The 

participants were first split into groups of men and women and further divided into small manageable 

groups. The main causes of under-nutrition identified in the FGDs conducted in the last several days 

were written out in large fonts on flip charts in both English and Pokot and pictures printed and pasted 

on the flip charts. The NCA analyst read out each factor and a translator read out the factor in the 

Pokot language. The flip charts were then placed on the ground and participants in small groups were 

given small marked stones to place on factors they felt were most significant in their contribution to 

under-nutrition in their community.  

Figure 3: Community rating exercise 
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2.3.8 Community dialogue  
After the rating exercise, the community members were asked to discuss how given their knowledge 

and resources they would address the factors they had identified as major factors contributing to 

undernutrition.  

 

2.3.9 Ethical considerations  
Ethical approval was granted by the NITWG in adherence to government of Kenya protocols. 

Additionally, written, voluntary informed consent was obtained from all Link NCA participants after 

full disclosure of the study’s purpose and procedures.  

 

2.3.10 Limitations of the qualitative inquiry  
Being a qualitative inquiry at the community level, the main language of communication was Pokot 

which the NCA analyst was not well versed in. It is possible that some issues could have been lost in 

translation but every effort was made to utilize multiple independent translators and get a common 

understanding among the team of translators who were from the area and spoke the language.  

 

Also, the NCA results presented are only valid for the populations studied; Agro-pastoral and pastoral 

zones in East Pokot sub county, Baringo County. All results relating to this qualitative enquiry are not 

generalizable to other zones and should not be considered beyond the immediate boundaries of the 

study. 

 

The participants, coming from an area which is part of the Arid and Semi-Arid Lands, could have 

expected some benefits from participating in the research and could have exaggerated some 

responses. However, this was mitigated as far as possible by providing adequate and detailed 

information to the study participants on the objectives of the Link NCA. 

 

From the community rating exercise, there were clear gender differences in the rating of risk factors. 

For instance women would rate highly some risk factors closely affecting them e.g. high maternal 

workload while men would shun those factors and rate highly those that were closely related to them 

for instance livestock diseases. This potential threat eventually was mitigated by having the 

community rate all the risk factors and the research team picking up at least the first 10 highly rated 

factors. This ensured that the gender differences were taken care of.     

 

Some areas of East Pokot including the four villages that were the focus of this study are not covered 

by mobile connectivity and this brought communication challenges especially with the Link NCA HQ 

technical advisors from ACF France. Network coverage was poor in almost all villages making it very 

difficult to communicate either via emails or skype or actual phone calls. World Vision and the Link 

NCA Unit from ACF made every effort to be able to communicate as often as possible and to closely 

monitor the evolution of the study. Also, World Vision Focal Point having been trained on how to 

supervise a Link NCA, was a great help to make the study successful by being a link between the field 

and HQ and by being able to bring on-spot advice and guidance to the analyst. 

 

Also, this study is based on secondary data collected from several surveys performed before the Link 

NCA studies, as well as some primary data was collected in addition to inform specific hypotheses. 

The Link NCA study presented in this report is therefore based on a triangulation of different sources 

of information with some collected at different times of the year (quantitative data).  

 

Some events forced World Vision team to put the study on hold for several months. Indeed, the area 

being endemic to ethnic clashes related to cattle rustling experienced clashes in the course of the study 

between the Pokot, Turkana and Tugen communities. The on-going drought, at the time of the study, 

was considered as a potential worsening factor regarding the already fragile nutrition security 

situation as well as a driving factor of insecurity. Therefore, both World Vision and the Link NCA 
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Technical Unit (Action Against Hunger) spent time to assess the security and the feasibility of the 

study in the given area. The situation remaining calm since a long period, and given the efforts 

provided by the local actors to keep the situation stable, the implementation of a Link NCA would be 

feasible. Unfortunately, the killing of a politician on unclear circumstances in February 2017 was the 

starting point of an unpredictable escalation of violent conflicts between the different communities 

living in the area. This event was followed by clashes between armed members from Pokot and Tugen 

communities as well as an increase of cattle rustling. Finally, a “shoot to kill” order was issued by the 

authorities. At this time, only the Kenyan Red Cross was able to access the area and in front of those 

non-anticipated events the study was finally put on hold just before the final workshop. World Vision 

continued to monitor the situation and it was decided to wait until the situation came back to normal 

to assess how this period could have affected the findings of the study as the field investigation was 

already finalized. After several months, both World Vision and the Link NCA Unit decided not to 

wait for anymore and to finalize the entire study with an action plan targeting both immediate and 

mid-term actions based on the relevant findings of the study and on the information gathered while 

monitoring the evolution of the situation. This action plan was developed with the aim of being re-

evaluated as the situation is changing. The reader should take this information with caution while 

reading the report as the findings presented might have slightly changed between the time of the field 

study and the dissemination of the report. 

3.0 LINK NCA FINDINGS 
 
Since the year 2012, the Ministry of Health (MoH) together with nutrition partners working in East 

Pokot like World Vision has been conducting annual integrated SMART surveys in order to 

determine the prevalence of malnutrition among the children aged 6- 59 months old, pregnant and 

lactating mothers. These surveys are usually conducted during the lean season (dry spell) between 

June and August. However in some cases especially when drought escalates SMART surveys have 

been conducted within a difference of six months. This was the case in East Pokot where in July 2016 

a SMART survey was conducted and another was done in January 2017. Since Link NCA started in 

July 2016, this report also gives reference to those findings as well as presenting the results of the 

most current SMART survey done in January 2017.   

 

Summary of Findings from East Pokot July 2016 and January 2017 SMART Surveys 

Indicators Coverage 

 July 2016 January 2017 

HHs covered 516 366 

Children assessed 664 480 

Global Acute Malnutrition (<-2 Z-score) 
(149) 23.0 % 

(18.6 - 28.0 95% C.I.) 

(112)23.3 % 

(19.2 - 28.1 95% C.I.) 

Severe Acute malnutrition (<-3 Z-score) 
(23) 3.5 % 

(2.2 - 5.7 95% C.I.) 

(19) 4.0 % 

(2.4 - 6.5 95% C.I.) 

Prevalence of Global Underweight (<-2 Z-

score) 

(254) 38.8 % 

(33.9 - 43.9 95% C.I.) 

(199) 41.5 % 

(35.2 - 48.1 95% C.I.) 

Prevalence of Global Stunting (<-2 Z-

score) 

(228) 36.5 % 

(32.0 - 41.2 95% C.I.) 

(171) 36.5 % 

(31.1 - 42.2 95% C.I.) 

Measles Coverage at 9 Months 71.4% 71.4% 

Measles Coverage at 18 Months 32.1% 37.8% 

BCG by scar 89.9% 97% 

OPV 1 91.1% 96.4% 

OPV 3 80.8% 81.3% 
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Zinc Supplementation 11% 36.7% 

Vitamin A (6 – 11 months- once) 22.6% 44% 

Vitamin A (12 – 59 months) –more than 

twice 

30.7% 41% 

Vitamin A (12 – 59 months- once) 13.3% 55.3% 

Vitamin A (6-59 months) 42.9% 53.9% 

Deworming (12-59 months) 14.9% 21% 

Sickness two weeks prior to survey 59% 43.8% 

Acute Respiratory Infection 73.0% 52.6% 

Fever 53.6% 44.1% 

Watery diarrhea 40.8% 22.3% 

Bloody diarrhoea 35.5% 0.9% 

Seek assistance 42.8% 71% 

Maternal MUAC <21cm 9.7% 6.7% 

Maternal MUAC <21cm for PLW 9.4% 6.4% 

Iron Folate Supplementation < 90 days 50.2% 49% 

Iron Folate Supplementation  90 days and 

above 

8.3% 51% 

Food Consumption Score (FCS)   

     Poor FCS 2.71% 10.4% 

Border FCS 9.88% 14.8% 

     Good 

FCS 

87.4% 74.9% 

   

Diet diversity(>4 food groups and above) 63.2% 72.6% 

   

Coping Strategy Index 27.59% 29.5% 

Water Access   

Protected source(safe sources) 5.4% 15% 

Unprotected source(unsafe sources) 94.6% 84% 

Water treatment 2.9%  

Water utilization(15 litres and above)   

Hygiene Practices   

Hand washing at 4 critical times 2% 2% 

Hand washing with Water only  53% 

Hand washing with Soap and water 18% 25% 

   

Sanitation   

Open defecation 96% 98% 

Own latrine 3% 2% 

   

 

3.1 Education Level of the respondents 
The Jan. 2017 SMART survey reported that 82% of the respondents did not have any formal 

education.  Due to the migration lifestyle of the community, school enrollment and retention is poor. 

However, efforts by World Vision and other stakeholders to keep enrolled children in school through 

strategies that include working with the local administration to enforce school attendance have seen 
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an increasing number of students attending school and transitioning from secondary school to 

vocation training, colleges and universities.    

 

3.2 Main Occupation of Household Head and Source of household income:  
The Jan. 2017 SMART survey reported that 79.1% of respondents were livestock herders followed by 

petty traders at 11%. Further, 73.5% of respondents got income from sale of livestock and livestock 

products followed 13.5% in petty trade. Only 2.2% did farming and firewood collection. This 

indicates that most of the people in East Pokot rely on livestock keeping for their livelihood.  

 

Figure 4: Main Occupation 

 
3.3 
. 

 

Table 3: Education levels of the respondents 

Level of Education July 2016 January 2017 

% % 

None 65.7 82 

pre primary 20.7 6 

Primary 7.8 8 

Secondary 4.3 3 

Tertiary 1.4 1 

 

3.4 Nutritional Status of Under-Five Children 
 

3.4.1 Age distribution and anthropometric data quality check 
Among 482 children under five years reached, 49% were boys and 51% girls. The overall sex ratio of 

boys to girls’ was 1.0 and was within the recommended range of 0.8-1.2 showing unbiased selection 

of the sample. The ratio for Skewness and Kurtosis of WHZ also showed unbiased distribution of the 

sampled children. 
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3.4.2 Age verification 
Age verification was done using health cards, birth certificate, birth notification or baptism card. For 

those who were unable to have the documents, a calendar of event was used to help the mother recall 

the birth date. 

 

3.4.3 Prevalence of Wasting (Global acute malnutrition) 
Global acute malnutrition is defined as <-2 z scores weight-for-height and/or oedema. GAM is a 

combination of Moderate Acute Malnutrition and Severe Acute Malnutrition. Moderate Acute 

Malnutrition is defined as Scores of <-2SD and >-3SD while severe acute malnutrition is defined as 

<-3z scores weight-for-height and/or oedema) 

The Weight for Height index is the most appropriate index to quantify wasting in a population. It 

compares the weight of the child measured to the median weight of a reference population for that 

particular height. Children below standard deviations of below the mean indicate wasting and 

represent failure to receive adequate nutrition in a period immediately preceding the survey.  

World Health Organization 2006 growth Standards were used to compute and interpret the survey 

results. The global acute malnutrition (GAM) rates for East Pokot as at January 2017 stands 23.3% 

(19.2 - 28.1 95% C.I) which according to WHO classification indicates a very critical nutrition 

situation. These findings show no significant difference from July 2016 GAM rates of 23.0% (18.6 - 

28.0 95% C.I.) The prevalence of moderate malnutrition (MAM) was 19.4 %( 15.4 - 24.1 95% C.I.) 

while the prevalence of severe acute malnutrition (SAM) stood at 4.0% (2.4 - 6.5 95% C.I.). These 

high malnutrition levels are mainly contributed by inadequate dietary intake due to household food 

insecurity as a result of prolonged dry spell and high prevalence of childhood illnesses like diarrhea.  

Other contributing factors are poor maternal infant and young children nutrition practices and poor 

hygiene and sanitation practice.  

Table 5below shows the prevalence of wasting/ Global Acute Malnutrition for all children 6-59 

months in East Pokot Sub County comparing with the July 2016 SMART survey results.  

Table 5: Overall prevalence of GAM compared to previous year’s survey findings. 

 January 2017 

n = 480 

July 2016 

n = 649 

Prevalence of global malnutrition  

(<-2 z-score and/or oedema) 

(112) 23.3 % 

(19.2 - 28.1 95% C.I.) 

(149) 23.0 % 

(18.6 - 28.0 95% C.I.) 

Prevalence of moderate malnutrition  

(<-2 z-score and >=-3 z-score, no oedema)  

(93) 19.4 % 

(15.4 - 24.1 95% C.I.) 

(126) 19.4 % 

(16.0 - 23.4 95% C.I.) 

Prevalence of severe malnutrition  

(<-3 z-score and/or oedema)  

(19) 4.0 % 

(2.4 - 6.5 95% C.I.) 

(23) 3.5 % 

(2.2 - 5.7 95% C.I.) 

 

 

Figure 6: Shows the trend of Malnutrition from 2014 to 2017 
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3.4.4 Prevalence of Acute malnutrition by sex 
The table below shows that boys are more malnourished than girls. This can be attributed to the boys 

above three years going out to herd - cattle with their elder siblings while leaving the girls at home 

with the parents. Due to lack of food in the area and considering that boys naturally have high activity 

level than girls then they are not able to get extra food to cater for their energy utilization per day. 

 

Table 6: Prevalence of acute malnutrition based on weight-for-height z-scores (and/or oedema) 

and by sex 

 All 

n = 480 

Boys 

n = 235 

Girls 

n = 245 

Prevalence of global malnutrition  

(<-2 z-score and/or oedema) 

(112) 23.3 % 

(19.2 - 28.1 

95% C.I.) 

(62) 26.4 % 

(20.1 - 33.8 

95% C.I.) 

(50) 20.4 % 

(15.6 - 26.2 

95% C.I.) 

Prevalence of moderate 

malnutrition  

(<-2 z-score and >=-3 z-score, no 

oedema)  

(93) 19.4 % 

(15.4 - 24.1 

95% C.I.) 

(53) 22.6 % 

(16.9 - 29.4 

95% C.I.) 

(40) 16.3 % 

(11.6 - 22.5 

95% C.I.) 

Prevalence of severe malnutrition  

(<-3 z-score and/or oedema)  

(19) 4.0 % 

(2.4 - 6.5 95% 

C.I.) 

(9) 3.8 % 

(2.2 - 6.6 95% 

C.I.) 

(10) 4.1 % 

(2.2 - 7.5 95% 

C.I.) 

 

3.4.5 Prevalence of acute malnutrition by age 
All age groups were affected by both severe and moderate acute malnutrition. However, age groups 

54-59, 30-41 and 43-53 months seem to be more affected by severe malnutrition.  

 

Table 7: Prevalence of acute malnutrition by age, based on weight-for-height z-scores and/or 

oedema 

  Severe wasting 

(<-3 z-score) 

Moderate 

wasting  

(>= -3 and <-2 z-

score ) 

Normal 

(> = -2 z score) 

Oedema 

Age 

(mo) 

Total 

no. 

No. % No. % No. % No. % 

6-17 116 3   2.6 15  12.9 98  84.5 0   0.0 

18-29 121 3   2.5 21  17.4 97  80.2 0   0.0 

30-41 89 5   5.6 17  19.1 67  75.3 0   0.0 

42-53 102 5   4.9 29  28.4 68  66.7 0   0.0 

54-59 52 3   5.8 11  21.2 38  73.1 0   0.0 

Total 480 19   4.0 93  19.4 368  76.7 0   0.0 

 

3.4.6 Distribution of acute malnutrition and oedema based on weight-for-height z-scores 
There was no oedema cases observed. However, twenty (20) children were severely wasted 

(marasmic) representing 4.1% of the children reported to be malnourished. Those severely 

malnourished were referred to the nearest health facilities for management and treatment. 

 

Table 8: Distribution of acute malnutrition and oedema based on weight-for-height z-scores 

 <-3 z-score >=-3 z-score 

Oedema present  Marasmic kwashiorkor 

No. 0 

Kwashiorkor 

No. 0 



25 | Page 

 

(0.0 %) (0.0 %) 

Oedema absent  Marasmic 

No. 20 

(4.1 %) 

Not severely malnourished 

No. 462 

(95.9 %) 

 

 

3.4.7 Prevalence of acute malnutrition based on MUAC cut off's (and/or oedema) and by 
sex. 
MUAC is the best indicator for mortality and is used in the community (for screening) to identify 

individual children at risk and in need of referral and as an admission criterion to feeding 

programmes. Table below shows that the prevalence of global malnutrition based on MUAC stands 

at 3.9% compared 9.0% reported in July 2016 SMART Survey.  

 

Table 9: Prevalence of acute malnutrition based on MUAC cut off's (and/or oedema) and by sex 

 

 All 

n = 482 

Boys 

n = 236 

Girls 

n = 246 

Prevalence of global malnutrition  

(< 125 mm and/or oedema) 

(19) 3.9 % 

(2.4 - 6.4 95% 

C.I.) 

(5) 2.1 % 

(0.9 - 4.9 95% 

C.I.) 

(14) 5.7 % 

(3.2 - 10.0 

95% C.I.) 

Prevalence of moderate 

malnutrition  

(< 125 mm and >= 115 mm, no 

oedema)  

(18) 3.7 % 

(2.3 - 6.1 95% 

C.I.) 

(4) 1.7 % 

(0.6 - 4.4 95% 

C.I.) 

(14) 5.7 % 

(3.2 - 10.0 

95% C.I.) 

Prevalence of severe malnutrition  

(< 115 mm and/or oedema)  

(1) 0.2 % 

(0.0 - 1.6 95% 

C.I.) 

(1) 0.4 % 

(0.1 - 3.2 95% 

C.I.) 

(0) 0.0 % 

(0.0 - 0.0 95% 

C.I.) 

 

3.4.8 Prevalence of acute malnutrition by age, based on MUAC cut off's and/or oedema 
Moderate wasting by MUAC was found to be more prevalent among children of age group 6-17 

months followed by30-41months. Only one case of severe wasting by MUAC was reported in 18-

26 age groups. There were no cases of oedema. 

Table 10: Prevalence of acute malnutrition by age, based on MUAC cut off's and/or oedema 

  Severe wasting 

(< 115 mm) 

Moderate 

wasting  

(>= 115 mm and 

< 125 mm) 

Normal 

(> = 125 mm ) 

Oedema 

Age 

(mo) 

Total 

no. 

No. % No. % No. % No. % 

6-17 118 0   0.0 7   5.9 111  94.1 0   0.0 

18-29 121 1   0.8 4   3.3 116  95.9 0   0.0 

30-41 89 0   0.0 4   4.5 85  95.5 0   0.0 

42-53 102 0   0.0 3   2.9 99  97.1 0   0.0 

54-59 52 0   0.0 0   0.0 52 100.0 0   0.0 

Total 482 1   0.2 18   3.7 463  96.1 0   0.0 

 

3.4.9 Prevalence of underweight based on weight-for-age z-scores by sex 
Underweight is measured by weight for age and reflects acute and chronic malnutrition. Low 

weight-for–age is as a result of insufficient weight gain relative to age. 
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The findings for Jan. 2017 SMART showed that the global underweight rates for East Pokot Sub 

County stands at 50.0% (44.0 - 56.0 95% C.I.). This showed an increased trend from what was 

reported in July 2016 (38.8%) although the two surveys cannot be compared because they were 

conducted in different seasons. There was no significant difference in underweight between sexes as 

shown in the table below 

 

Table11: Prevalence of underweight based on weight-for-age z-scores by sex 

 All 

n = 480 

Boys 

n = 236 

Girls 

n = 244 

Prevalence of underweight 

(<-2 z-score) 

(240) 50.0 % 

(44.0 - 56.0 

95% C.I.) 

(121) 51.3 % 

(43.5 - 59.0 

95% C.I.) 

(119) 48.8 % 

(40.2 - 57.4 

95% C.I.) 

Prevalence of moderate underweight 

(<-2 z-score and >=-3 z-score)  

(196) 40.8 % 

(35.3 - 46.6 

95% C.I.) 

(98) 41.5 % 

(34.3 - 49.1 

95% C.I.) 

(98) 40.2 % 

(31.5 - 49.5 

95% C.I.) 

Prevalence of severe underweight 

(<-3 z-score)  

(44) 9.2 % 

(6.4 - 13.0 

95% C.I.) 

(23) 9.7 % 

(6.0 - 15.5 

95% C.I.) 

(21) 8.6 % 

(4.8 - 14.8 

95% C.I.) 

 

3.4.10 Prevalence of underweight by age, based on weight-for-age z-scores 
The prevalence of severe underweight was higher in children of age groups 30-41 and 18-29 months 

respectively. The prevalence of moderate malnutrition was high in children 42-53 months followed 

by 30-41 months as shown in the table below  

 

Table 12: Prevalence of underweight by age, based on weight-for-age z-scores 

  Severe 

underweight 

(<-3 z-score) 

Moderate 

underweight 

(>= -3 and <-2 z-

score ) 

Normal 

(> = -2 z score) 

Oedema 

Age 

(mo) 

Total 

no. 

No. % No. % No. % No. % 

6-17 117 7   6.0 41  35.0 69  59.0 0   0.0 

18-29 120 13  10.8 47  39.2 60  50.0 0   0.0 

30-41 89 12  13.5 39  43.8 38  42.7 0   0.0 

42-53 102 8   7.8 49  48.0 45  44.1 0   0.0 

54-59 52 4   7.7 20  38.5 28  53.8 0   0.0 

Total 480 44   9.2 196  40.8 240  50.0 0   0.0 

 

3.4.11 Prevalence of stunting based on height-for-age z-scores and by sex 
Stunting is measured by the index of height for age and reflects failure to receive adequate micro and 

macro nutrients over a long period of time and is also affected by recurrent and chronic illness. The 

stunting rates have remained at 36.5% same as what was reported in July 2016 which according to 

WHO classification indicates serious levels of malnutrition. These rates are higher than the national 

levels of 26% and the Baringo county levels of 29% as was reported by Kenya Demographic Health 

Survey (KDHS 2014). There was no significant difference in stunting between sexes as shown in the 

table below.  

 

Table 13: Prevalence of stunting based on height-for-age z-scores and by sex 

 All 

n = 469 

Boys 

n = 233 

Girls 

n = 236 
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Prevalence of stunting 

(<-2 z-score) 

(171) 36.5 % 

(31.1 - 42.2 

95% C.I.) 

(93) 39.9 % 

(33.7 - 46.5 

95% C.I.) 

(78) 33.1 % 

(26.3 - 40.5 

95% C.I.) 

Prevalence of moderate stunting 

(<-2 z-score and >=-3 z-score)  

(125) 26.7 % 

(22.8 - 30.9 

95% C.I.) 

(70) 30.0 % 

(25.0 - 35.6 

95% C.I.) 

(55) 23.3 % 

(18.4 - 29.0 

95% C.I.) 

Prevalence of severe stunting 

(<-3 z-score)  

(46) 9.8 % 

(7.4 - 13.0 95% 

C.I.) 

(23) 9.9 % 

(6.3 - 15.2 95% 

C.I.) 

(23) 9.7 % 

(6.5 - 14.4 95% 

C.I.) 

 

3.4.12 Prevalence of stunting by age based on height-for-age z-scores 
Table 14 below shows that the prevalence of severe stunting is higher in children aged 30-41 and 18-

29 months respectively. The prevalence of moderate stunting seems to be evenly distributed among 

all age groups. 

 

Table 14: Prevalence of stunting by age based on height-for-age z-scores 

  Severe stunting 

(<-3 z-score) 

Moderate stunting 

(>= -3 and <-2 z-score 

) 

Normal 

(> = -2 z score) 

Age (mo) Total 

no. 

No. % No. % No. % 

6-17 115 8   7.0 31  27.0 76  66.1 

18-29 117 16  13.7 32  27.4 69  59.0 

30-41 86 13  15.1 21  24.4 52  60.5 

42-53 101 8   7.9 30  29.7 63  62.4 

54-59 50 1   2.0 11  22.0 38  76.0 

Total 469 46   9.8 125  26.7 298  63.5 

 

 

 
 

3.5 Local definition of under-nutrition and understanding of good nutrition 
The community understands under-nutrition as lack of a balanced diet. A balanced diet according to 

them comprises of eating energy giving foods like maize meal paste known locally as “ugali”, white 

boiled maize mixed with beans known as “githeri” and sometimes boiled maize alone is consumed. 
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They also recognize fruits and vegetables as critical components of a balanced diet and milk which is 

a major component of a typical Pokot meal.  

 

3.6 Features of malnourished children  
The community members recognize both forms of under-nutrition. There is a common understanding 

that children who appear too short for their age have not achieved optimal nutrition. They use terms 

such as “kemei”, “kikaran chemosa” to refer to a child who appears too short compared to his/her 

peers. These children are also associated to having frequent bouts of disease. Children who are 

malnourished are described as having swollen legs, brown hair, body rashes, distended belly 

(kwashiorkor), weak, and skinny, gloomy and generally lack appetite.  Malnourished children also 

have delayed milestones for instance standing and walking happens way after their peers.  

 

Health care workers including CHWs, nurses and clinical officers indicated that malnourished 

children were identified during child welfare clinics. Those found with oedema and/or a MUAC of 

less than 11.5 centimeters were identified as severely malnourished (SAM) and those with a MUAC 

of between 11.5 – 12.5 centimeters as moderately malnourished (MAM). In addition they were also 

identified by calculating Z scores; low weight for age (underweight), low height for age (stunting) and 

low weight for height (wasting). 

 

4.0 Results by causal hypothesis   
 

4.1 Food Security  

Hypothesis A: Inadequate access to food  
East Pokot is located in the arid and semi-arid lands (ASAL) and experiences long dry spells that 

come with prolonged drought seasons coupled with low incomes during the period which leads to 

chronic food insecurity for households ultimately leading to inadequate access to food, frequency and 

intake for children under five.  The two livelihood areas receive rainfall between April and June (long 

rains) and September to October (short rains) and there is no access to water that can be utilized for 

irrigation. This means that the community depends only on food that can grow very fast within the 

rainy season and since farming is at the basic subsistence level, the food cannot sustain the 

communities during the long period of drought.  

 

In all the livelihood zones food insecurity especially during the dry season is apparent. In both areas 

households depend on livestock for food and during the dry season livestock prices are very low and 

fetch very little income which is not enough to provide enough food for the children.  Most families 

are unable to provide adequate meal frequency for children. Indeed children usually take porridge for 

breakfast, sometimes take the same porridge at lunch and take maize meal paste with vegetables for 

dinner. Children are fed on tea with very little milk and as the dry season persists and men migrate 

with animals to look for pasture and water, they are fed on “strong tea” which is basically tea without 

milk. 

 

 

Households in the Agro-Pastoral zones of Churo and Lolkos depend mainly on livestock keeping and 

do small scale farming on community farms. The land is communally owned with households 

exclusively ‘owning’ the compound where they live which is clearly demarcated. There are no official 

land ownership documents like title deeds.  The livestock kept include chicken, sheep, goats, cattle 

and camels. The farms are used to grow maize and beans only during the rainy season from April to 

July since they require a longer time between planting and harvesting. Farming of vegetables mainly 

kales and spinach is also practiced and in some cases African nightshade commonly known as 

‘managu’. These are sold to neighbors and some taken to Churo center for selling. The maize and 
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beans once harvested are sold and some retained for household use. Most families sell most of the 

harvest at low prices due to more supply than demand only to re-buy the products at very high prices 

during the rainy season.  

 

Market accessibility is hampered by poor road terrain and road infrastructure and during the rainy 

season flooding occurs disrupting access to markets thereby affecting access to food for households. 

During conflicts (cattle rustling, tribal crashes) markets are disrupted and this limits the household’s 

ability to access nutritious foods. 

 

Hypothesis B: Poor access to diversified diet 
In assessing the nutritional quality and quantity of the food consumed by the respondents, a week 

retrospective household dietary diversity questionnaire was administered. Only one main food groups 
(cereals) was consistently consumed within 7 days by more than 90% of the sampled households. 

Sweets were also highly consumed at over 70%.Vegetables, condiments, milk, oils and fats were 

consumed by at least 60% of the respondents. There was reduced milk consumption compared to what 

was reported in July 2016 SMART which may be attributed to low animal production as due to lack 

of adequate pasture and water as drought escalates.  

72.6% of the respondents consumed more than 4 food groups per day and only 27.4% consumed less 

than 4 food groups. These show that many households are able to access and consume a minimum 

acceptable diet. 

Figure 17: Food groups consumed by households 

 
 

4.1.1 Food Consumption Score and Coping Strategy Index. 
The food consumption score is an acceptable proxy indicator to measure caloric intake and diet 

quality at household level, giving an indication of food security status of the household. It’s a 

composite score based on dietary diversity, food frequency and relative nutritional importance of 

different food groups. About 75% and 10.4% of the sampled households had acceptable and poor FCS 

compared to 87.4% and 2.7% respectively as was reported in 2016 SMART. This is shown in table 

below. 

 

Table 21: Food Consumption Score and Coping Strategy Index. 

Nomenclature Proportion of Households  Proportion of Households  

January 2017 July 2016 

Poor food consumption mainly cereal 

and sugar 10.4% 
2.7% 



30 | Page 

 

Borderline food consumption 

Cereal, legumes, milk, oil, sugar 14.8% 
9.9% 

Good food consumption  

Cereal, legumes, milk, condiment, flesh 

meat, vegetable, oil, sugar 
74.9% 

87.4% 

 

The Coping strategy index (CSI) is considered an outcome of household food insecurity. The 

collection is per the number of days a household had to rely on the various coping strategies in the 

past seven days. The average CSI for East Pokot was 29.5%. This was a bit high from CSI reported in 

2016 SMART of 27.59% meaning the sampled population was engaging more in different survival 

tactics due to inadequate food availability at household level.  

Table 23: Coping strategy Index 

Coping strategy Proportion 

of HHs (N= 

307 ) 

Frequency 

score (0-7) 

Severity 

score (1-3) 

Weighted score = 

Freq.*weight  

 

 

 

 

Jan 2017  July 2016 

Rely on less preferred & less 

expensive food 
241 (78.5%) 3.80 1 3.80 

3.17 

Borrow food 215 (70.0%) 2.50 2 5.00 5.86 

Limit portion sizes 266 (86.6%) 4.00 1 4.00 3.71 

Restrict consumption of food by 

adults for young children to eat 
289 (94.1%) 4.10 3 12.30 

10.92 

Reduced number of meals 276 (89.9%) 4.40 1 4.40 3.93 

Total weighted Coping Strategy 

Score 

   
29.5 

27.59 

 

Qualitative enquiry revealed that households in the Agro-pastoral and pastoral zones predominantly 

consume maize meal paste with milk and during the rainy season they consume maize meal paste with 

green leaves like kales, spinach, and African nightshade as well as cabbages and tomatoes. The dry 

spells are usually between January and February and July to October while short rains are experienced 

from November to December and long rains experience from March to June.. During the dry season 

children are fed predominantly on light porridge with no milk for breakfast and lunch. Maize meal 

paste and vegetables are consumed for dinner. The advantage with porridge is that it takes very little 

flour and many people can be served with porridge compared with the number of people that can be 

served with maize meal paste.   

 

High food prices especially during the dry seasons coupled with low economic activities limits the 

household’s ability to provide diversified diet for children. The community also gets its food from 

markets with food stuffs being brought in from neighboring Laikipia County. Food products 

especially green vegetables (kales, spinach and African night shade), cabbages, tomatoes are very 

expensive at Churo center with a small size cabbage going for Ksh. 50, 5 leaves of kales retailing at 

Ksh. 10, and 1 tomato going for 10 shillings. In the rainy season the prices of these commodities are 

more affordable with a small size cabbage going for about Ksh. 30 while two tomatoes go for 10 

shillings.     
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Households from Lolkos have to walk for long distances via rough terrain to access the market at 

Kaptuya which is located 10 kilometers away. The road between Lolkos and Kaptuya is very rough 

and steep and is not motorable unless using a four wheel vehicle. Traders from Laikipia and other 

areas cannot access Lolkos due to the bad road and rough terrain.    

 

 

In the pastoral villages of Reper and Taparara, households predominantly rely on animals as the main 

source of food and income. Farming is not practiced since the two areas are rocky and dry and cannot 

support food crops. Families on average sell at least four goats and/or 2 cows on a monthly basis 

depending on the household needs at any particular time. They use this money on food and other 

household expenses including clothes and school fees.  During the dry season, livestock like goats, 

sheep and cows fetch very low prices thereby compromising the household’s purchasing power for 

food stuffs.  

 

Hypothesis C: Poor storage of food, seeds and grains in home  
Storage of food post-harvest is challenging to the farmers in Churo and Lolkos since most use 

traditional granaries for storage of food. Within these traditional granaries, pests like weevils infest 

and destroy the grains rendering them unusable thereby worsening the food security situation in the 

two villages. From our observations, proper post-harvest storage practices have the potential of 

significantly reducing food insecurity by ensuring that food is preserved as long as possible so as to 

last from one rainy season to the next. This has to be coupled with better farming methods for 

effectiveness.  

 

Hypothesis D: Poor land/livestock management and productivity  
Even though farming is practiced in the Agro-Pastoral zones of Churo and Lolkos it is limited to 

maize and beans and planting happens once a year during the rainy season which runs from April to 

July. However, they face a lot of challenges including unreliable rainfall, long dry spells, lack of 

knowledge on proper farming practices, and conservation of produce. Farming is mostly for 

subsistence and most of the food produced is consumed at household level and the little surplus is 

either sold to neighbors or at the market.  

 

The migration lifestyle of communities living in these areas is also a contributing factor to poor land 

productivity. When families move from one area to another in search of pasture and water, they 

usually end up settling in areas close to valleys and small hills where farming is difficult due to the 

poor terrain.  

 

According to February 2017 Baringo County Short Rain Assessment Report by KFSSG, there was a 

marked reduction on area under cultivation for maize and beans in the Agro – pastoral (AP) zones at 

85 percent below the Long Term Average (LTA).The main food crops grown are maize and beans in 

the AP zones. The pasture and browse condition were poor and depleted in the AP and pastoral zones 

respectively leading to deterioration of livestock body condition and poor production. The poor 

livestock body condition leads to low livestock prices and this affects the household’s food 

purchasing power.  

 

 

4.2 Maternal and Child Health  

Hypothesis E: Early pregnancies   
In East Pokot, girls are married off as early as at 14 years usually to older men who provide bride 

price in terms of cows and goats to the family of the girl. Immediately after the girls are circumcised, 

they are ‘booked’ in anticipation for marriage. Early marriages translate to early pregnancies which 
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can in turn lead to preterm and Low Birth Weight (LBW) neonates who are at a greater risk of 

developing complications including malnutrition.    

 

Preterm and low birth weight babies are at an increased risk of death due to malnutrition, 

hypothermia, dehydration, respiratory distress and infections. This group of neonates requires 

particular attention to prevent morbidity and mortality which the young mother may not be prepared 

to give.  

 

Hypothesis F: Poor birth spacing  
The qualitative inquiry found that contraception use is very rare in East Pokot. Women do not have 

proper knowledge about contraception methods neither are they given this information from the health 

facilities unless they ask. Further the men do not approve of women using family planning methods 

since having many children is a sign of wealth. In the Pokot community many girls mean more wealth 

will be received by the family when they become of age to be married off. Many boys mean that the 

wealth of the man will be preserved as boys are tasked with the roles of looking after the livestock.   

 

Men are the main decision makers on when the mother should get another baby. Most men 

interviewed had between 10 – 30 children from multiple wives with some women having up to ten 

children. In both areas, birth spacing is very short with an average of 6 – 12 months between delivery 

and new pregnancy. This makes the mothers unable to properly take care of their many children. 

There is also a belief that contraception cause miscarriages and that women who use contraception 

will have excessive bleeding immediately after delivery. Most mothers felt that it is better to give 

birth than to use contraception and suffer negative effects including potential domestic violence if she 

doesn’t give birth as the husband expects.  

 

“Heri tuzae mpaka mayai iishe” (we would rather give birth till we cannot give birth any more) – 

FGD – Mothers of U5, Churo center. 

 

Hypothesis G: Poor access to health/nutrition services  
The four villages are characterized by near absence of public health facilities. The few dispensaries 

and health facilities available are located at or near shopping centers and are far from most of the 

community members.  Most community members have to walk for more than one hour to access a 

health facility. In one village, the closest health facility is located a distance of 10 kilometers from the 

village and this means to access the health facility, community members usually walk for 20 

kilometers to and from the health facility. This translates to more than two hours of walking to seek 

health services.  

 

From the January 2017 SMART survey, only 72% of caregivers whose children were sick two weeks 

before the study reported seeking health services from public and private health facilities. The rest of 

the caregivers reported seeking treatment from alternative sources including traditional healers, kiosks 

(shop), relatives or friends.  

 

Access to health services is also hampered by lack of transportation means. There is no public 

transport from the villages to the health facilities and villagers have to walk to the health facilities. 

The only available option is the use of private motorbikes which charge very expensively and this 

makes it unaffordable to most community members. A short distance of about 5 kilometers is charged 

at approximately Kes. 100. 

 

The facilities serving the four villages are also poorly staffed and equipped. The qualitative enquiry 

established that even when community members have walked for very long distances they usually end 

up not getting the right kind of health services due to frequent stock outs of necessary supplies. 

Sometimes access to health services is also hampered by absenteeism of health care workers. Most of 
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these facilities are served by only one nurse and sometimes assisted by community health workers. 

When the nurse is not available either due to official or personal commitments, the health facility 

remains closed.  

 

Children are also not normally taken for immunization with the major reasons being that health 

facilities are very far and women have high maternal workload which means they have other 

competing tasks. However the community understands that immunization prevents childhood diseases 

such as polio, measles etc. There is low caregiver knowledge on optimal immunization, 

supplementation practices, the immunization schedule (age at which children should be vaccinated) 

and the number of times recommended for Vitamin A supplementation. Indeed most mothers 

interviewed were not overly concerned that their children had not been vaccinated. There is poor 

coverage of vaccination campaigns in East Pokot as they do not always reach the distant villages and 

only a few children are reached. The few children who have received immunization have received 

them from outreaches and mobile clinics organized by mostly Catholic Mission hospitals from 

Tangulbei. No mother indicated having a child who had up-to-date vaccination and Vitamin A 

supplementation. In the SMART survey conducted in January 2017, Vitamin A supplementation was 

at 54%.  

 

ANC and PNC attendance is very low and almost all deliveries happen at home mainly because of 

poor knowledge, long distance to health facilities and lack of transport services worsened by high 

maternal workload. Further most women feel more comfortable delivering at home being assisted by a 

TBA – a woman their own age or older. Some mothers indicated that at health facilities, they are 

assisted during delivery by very young health practitioners the same age as their children which 

makes them less comfortable delivering at the health facility. The TBAs are regarded as having 

magical powers to assist women through delivery even in face of complications. They are referred to 

as “ko mekong” – traditional birth specialist. 

 

“We have our own women here who assists us during delivery. We call them ‘ko mekong’ meaning 

women with special powers. They are endowed with knowledge and practical skills for delivery” 

FGD, Grandmothers of children under 5, Churo. 

 

Hypothesis H: Poor delivery and utilization of health services 
Several factors contribute to low utilization of health services including poorly staffed health centers. 

For instance some dispensaries are managed by one nurse who is usually overworked. Some health 

care workers are also not fully dedicated to their work exhibiting a lot of absenteeism from duty 

sometime due to official and/or personal duties outside the area of operation. Participants decried the 

high absenteeism of health care workers especially at Kaptuya where the clinic is not operation every 

day of the week. They mentioned that visiting the health facility and getting services is a wild card – 

you do not know when it is open and operational or when it is not. On the other hand traditional 

medicine is geographically accessible (short walking distances) and affordable. TBAs and traditional 

healers diagnose various kinds of illnesses by massaging the patient’s stomach and feeling the 

heartbeat under the diaphragm. It was also mentioned that they can listen to a patient’s pulse and 

determine the kind of ailment he/she is suffering from and prescribe the correct medicine.  

 

4.3 Child Morbidity 
According to the UNICEF conceptual framework of causes of malnutrition, infection is known to 

cause malnutrition and malnutrition can also cause infection leading to what is known as the 

infection-malnutrition cycle. Infection can result in loss of appetite, increase nutrient requirement and 

malabsorption of nutrients consumed. This triggers weight loss and decreased immunity.  

The results show there is high prevalence of childhood illnesses with the most common being 

diarrhea, pneumonia, scabies, typhoid and Acute Respiratory Infections (ARI). From these, diarrhea 

was mentioned by each group/individual interviewed in qualitative enquiry. The morbidity of children 
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in the survey area was determined within a two weeks recall period. About 44% of the children were 

reported to be ill within the last two weeks before the survey which was an improvement compared to 

59% reported in 2016 SMART. Most children (52.6%) were reported to have suffered from Acute 

Respiratory Infection (ARI) followed by those with fever (44.1%) and Watery diarrhoea at 22.3%. 

The table below shows the morbidity results. 

 

Table 20: Child Morbidity rates 

Disease Prevalence (%) 

July 2016 January 2017 

% N % 

Total Illness 59 211 43.8 

Fever with chills 53.6 93 44.1 

ARI 73.0 111 52.6 

Watery diarrhoea 40.8 47 22.3 

Bloody Diarrhoea 35.5 2 0.9 

Others (pneumonia, Skin infection, Eyes and ear 

infections) 8.2 
19 9 

 

4.4 Health seeking behaviors 
For those children reported to have been ill two weeks prior to the survey, about 70% of care givers 

reported to seek for help when their child was ill. Most of them (72%) reported to seek medical 

attention from public and private clinics as shown in the figure below.  However the qualitative 

enquiry revealed that most caregivers’ first consult a traditional healer before consulting a health 

professional. Then, in absence of improvement, the child is taken to the health facility. The major 

reason for this is the long distance involved in accessing the health facilities. Traditional healers treat 

various illnesses with a regime of herbal concoctions complete with preparation and dosage 

instructions. Even after seeking health services from health workers and it happens there is delayed 

recovery the child is taken back to the traditional healer for exorcising spirits since it is believed at 

this point that the child has been bewitched. The traditional healer carries out traditional rituals meant 

to appease the spirits which have possessed the child and this increases the risk of child mortality. 

 

Figure 12: Where caregivers seek medical help 
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Almost all women deliver at home or at the home of a traditional birth attendant. Most key informants 

interviewed estimated the percentage of home deliveries to be as high as 70% due to varied reasons 

including long distance to health facility, lack of transport services, ignorance, cost of delivery and 

high maternal workload. Free maternity programs have not become operational in Churo and Lolkos. 

TBAs do not have any Personal Protective Equipment (PPEs), hardly observe proper hygiene 

practices for instance washing of hands before and after delivery and they also use one blade for 

successive cutting of umbilical cords and minor surgeries during delivery. These practices expose the 

mother and the child to infections. Common complications during delivery assisted by the TBAs 

include excessive bleeding.  

 

4.4.1 Immunization Coverage 
Immunization is an important and a powerful, cost-effective preventive health measure taken by the 

government of Kenya to improve on child survival. The survey used three antigens as a proxy for 

immunization coverage. These were; BCG, Oral Polio vaccination (1 and 3) and measles vaccine (1 

and 2). The second measles vaccine given at 18 months was recently introduced by the Ministry of 

Health in the country. 

Immunization to the children was confirmed either by card (mother-child booklet) or by recall. BCG 

was confirmed by observing the scar at the child’s arm. The coverage of BCG, OPV 1 and OPV 3 had 

increased compared from what was reported in July 2016 SMART. BCG was at 97% up from 89.9% 

last year, OPV1 was 92.4% up from 91.1% last year and OPV 3 was 81.3 up from 80.8% last year all 

of which were above the national target of 80%. However Measles at 9 months was at 71.4% same as 

2016 while Measles 18 months was 37.8% up from 32.1% reported in 2016 SMART. It was noted 

that most mothers did not have the mother child booklets for verification.  

 

 

 

 

Figure 7: Immunization coverage 
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4.4.2 VITAMIN A, ZINC SUPPLEMENTATION AND DEWORMING 
Vitamin A supplementation among children below the age of five years offers protection against 

common childhood infections by improving child immunity and substantially reduces mortality hence 

improving the child’s survival. Vitamin A supplementation coverage was determined for children 

below one year supplemented at six months and one year period. The survey findings showed low 

coverage of Vitamin A. About 44% of children aged 6-11 months had received Vitamin A which was 

an increase from 22.6% reported in 2016 SMART. Children 12-59 months who had received Vitamin 

A twice or more was at 55.3% an increase from 30.7% reported in 2016 SMART both of which are 

far much below the national target recommendation of 80%. 

Zinc supplementation during diarrheal episodes is highly recommended to reduce severity of the 

disease and reduce child mortality related to diarrheal diseases. Zinc coverage was found to be 42.9% 

of the 42 children that had reported to have diarrhoea in the last two weeks prior to survey date. 

Deworming is also an important practice that gets rid of worms that compete for nutrients in the 

human body and may cause iron deficiency anemia. The survey showed that deworming coverage had 

increased from 14.9% reported in 2016 to 30% in January 2017 but far much below the national target 

of 80%.  

 

Figure 9: Vitamin A supplementation coverage 
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Hypothesis I: Alcoholism  
The Link NCA identified alcoholism in both men and women as a factor contributing to under-

nutrition. In some cases, men use the little household income they have on drinking alcohol while 

women compromise child care due to alcoholism. Men usually spend their time in alcohol dens 

leaving the women to carry out all the duties in the household leading to increased workload for the 

women. Women on the other hand involved in brewing, selling and drinking alcohol exhibit very poor 

child care practices including leaving their young children to care for the young children, failure to 

breastfeed and general neglect for the child’s welfare.  

 

Hypothesis J: Inappropriate care practices for under 5 children  
Mothers’ workload and alcoholism result to mothers leaving their children alone or under the care of 

other young children. Similarly inadequate support from men (especially the drunkards) on caring for 

children contributes to women workload and eventually poor health and nutrition status of children 

 

4.5 Maternal Infant and Young Child Nutrition 

Hypothesis K: Inappropriate breastfeeding practices  
The qualitative study documented very poor breastfeeding practices across all the clusters with 

detrimental effects on child nutrition, growth, health and survival. Despite mothers being aware of the 

recommendation of exclusive breastfeeding, the practice of feeding pre-lacteals is very common 

where children are given an herbal concoction known as ‘sakatet’ immediately after birth before 

initiation of breastfeeding.  World Health Organization (WHO) recommends exclusive breastfeeding 

during the first six months of life as a source of nourishment and young children and continued 

breastfeeding beyond 2 years of life with the introduction of appropriate complementary feeding at 

the end of six months.  

 

The community believes that herbal concoctions serve to ‘open up’ the intestines of a newborn, 

provides ‘immunity’ against diseases and acts as a dewormer.  Exclusive breastfeeding is not a 

common practice as water and animal milk are introduced very early alongside breastmilk. Exclusive 

breastfeeding is further hampered by insufficient breast milk production worsened by high maternal 

workload which makes mothers leave their young children under the care of older siblings or 

grandmothers.  

 

Hypothesis L: Poor complementary feeding  
Children are introduced to solid and semi solid food (mashed potatoes and beans, light porridge and 

cow/goat milk diluted with water) at 3 or 4 months. The major reasons given for introduction of solid 

and semi solid foods before six months include that mothers do not have enough breastmilk for their 

newborns due to their own poor dietary intake, high maternal workload and lack of involvement by 

partners in child care. Qualitative results show that most children continued to be breastfed after one 

year except when the mother realizes she has a new pregnancy. Birth spacing is very poor with the 

majority of the women having children at intervals of 1 to 1.5 years. Failure to observe optimal 

breastfeeding practices can be attributed to the influence of grandmothers, mothers-in-law and other 

older women in the community including TBAs and traditional healers from whom mothers get 

advice on child care practices. In the Pokot community, it is the grandmothers and mothers-in-law that 

have the most influence on how a baby is breastfed. Culturally, the child’s grandmother brings a 

mixture of herbs to be given to a child who has just been born and most mothers will not have any 

decision making capacity on whether the child should or should not take the herbs.  

 

The Link NCA also revealed other poor child care practices including use of inappropriate feeding 

utensils like the traditional guard used to feed milk to infants which exposes the children to the risk of 

infections due to the risk of faecal-oral contamination. In addition, there were poor maternal care 
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practices for pregnant and lactating women which impact on the nutritional status of mothers 

themselves and the unborn child. They include lack of/poor iron folate supplementation  with some 

women indicating that they only visit the health facility once in order to be issued with the Mother-

Child booklet which serves as an ‘insurance’ in case a mother  delivers in a health facility and 

facilitates immunization and birth registration for her child. There were also very poor attendance of 

ANCs and PNCs and child welfare clinics. Lack of or poor intake of iron folate supplementation and 

poor attendance of ANCs and PNCs can be attributed to the long distances to health facilities and high 

mother’s workload.  

 

Hypothesis M: Poor nutritional status of pregnant & lactating women 
The first 1000 days of a child’s life from conception to 2 years of age is very vital for their growth 

hence a mother should be well nourished to enable good nutrition status of her newborn. Among the 

pregnant and lactating women interviewed, only 21.3% of women consumed at least 5 food groups. 

This meant that the women were not able to access adequate food to enable them go through their 

pregnancy period in a healthy state.  

The qualitative study revealed cultural practices and beliefs affecting nutrition for pregnant and 

lactating women. In both Churo and Lolkos pregnant women cannot consume cow or goat meat from 

an animal that has been killed by a hyena or bitten by a snake due to the risk of giving birth to a 

deformed baby. Pregnant women should not eat meat from an animal that died from unexplained 

causes, eat vegetables infested with insects or worms, drink milk or blood from an infected goat, cow 

or camel, or eat meat from an animal suffering from the food disease as it is believed the baby will be 

born with a swollen throat, will not be able to feed and will eventually die. Immediately after delivery, 

women are not allowed to drink water until the placenta comes out. It is believed drinking water will 

cause retention of the placenta.  

 

 

Maternal malnutrition is usually associated with high risk of low birth weights and it is recommended 

that before, during and after birth, the maternal nutrition status should be adequate. MUAC was used 

to determine the level of malnutrition among pregnant and lactating women (PLW). The maternal 

malnutrition was defined as women whose MUAC measurements were < 21.0cm while women whose 

MUAC measurements were between 21.0cm and <23.0cm were classified as at risk of malnutrition 

while MUAC above 23.0cm were classified as normal. From a total of 267 women of reproductive 

age measured, 17 (6.4%) PLW were found to be having moderate malnutrition.  

 

According to the MoH guidelines the recommended number of days for a pregnant mother to 

consume iron folate supplements is 180 days and above. Among 231 care takers reached with children 

aged 24 months and below, only 60.2% reported to have been supplemented with Iron Folic acid in 

their last pregnancy preceding the survey.  The mean number of days iron folate was consumed by 

women was 50 days with no caregiver (0%) reporting to have consumed more than 180 days. This 

shows that the adherence to ANC services remains poor and there is low understanding of the 

importance of micronutrient supplementation among pregnant women. 

 

Table 19: Iron Folate intake by pregnant mothers 

Categories of IFA Consumption (In Days) No of women (N=231) Proportion (%) 

< 90  Days 113 49% 

90≥180 Days 118 51% 

> 180 Days 0 0% 
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4.6 Water, Sanitation & Hygiene 

Hypothesis N: Poor hygiene practices  
 

Good hygiene practices especially hand washing at four critical times has been proven to reduce the 

incidences of common illnesses especially diarrheal diseases. 73% of the care givers reported having 

washed their hands at least in one of the four critical hand washing times. Mostly care givers washed 

hand before eating (62%) and before cooking (33%). Only 2 percent of the caregivers practiced hand 

washing at 4 critical times. A high proportion (53%) washed hands with water only and 25% reported 

to use soap and water. 

 

 

The qualitative survey established that there are poor child hygiene practices due to low caregiver 

knowledge on proper hygiene practices as well as mothers leaving young children as young as 4 

months under the care of their slightly older siblings.  Children also are not taught about washing their 

hands after defecation.   

The major reason given for not washing hands as required is that there is water scarcity and washing 

hands is seen as not a very good way to use the scarce commodity. Risks posed by poor hygiene 

practices are also not known by community members. 

 

 

Hypothesis O: Access to safe water for household use 
Findings from Jan. 2017 SMART survey showed that majority of the households (95%) walked for 

more than 500m one way to their main water source, with 10% of them reporting having walked 5 to 

20 km to the water points. This is far above the SPHERE Standard recommendation of below 500m.  

Majority (84%) of the residents reported getting their drinking water from unsafe water sources. 

These are unprotected shallow wells, rivers/springs, earth pan/dams and Earth pan/dam with 

infiltration well. Only a small proportion (15%) of East Pokot residents obtained their drinking water 

from safe water source specifically piped water system, borehole and protected well.  

 

The main source of water in Churo is River Churo also referred to as ‘Churo Springs’ which flows all 

year. There is no queueing for water and the households utilize the water directly from the river and 

do nothing to make it safe for drinking.   Alternative sources of water are seasonal dams. Some few 

respondents also mentioned private boreholes which sell water at Kes. 2 per 20-litre jerrican. The 

water from the river is used equally by people, wild and domestic animals. It is also used for cooking, 

washing, bathing and drinking. The water usually has a bad smell and a green coloration suggesting 

the presence of ‘algae’. 

 

In Lolkos, the community fetches water from a seasonal river located about 10 kilometers away. Most 

women indicated having to wake up at 6am to go fetch water and returning at 1pm. In extreme 

circumstances women indicated using cow urine to wash utensils due to lack of water.  In Reper and 

Taparara the main source of water is seasonal dams and streams. In some areas of Taparara, 

households depend on underground water found along dried river beds.  

 

Women are primarily responsible for fetching water assisted by girls. The times for drawing the water 

is spread throughout the day but the major times for drawing is in the morning, noontime and evening. 

Distance to the river/dam ranges from 5 minutes for those living near the river/dam to 3 hours for 

those living significantly further from the river. Water is stored in closed jerrican of 20 litres each 

from where it is dispensed to other uses through a jug/container.  Families use from 20 – 80 liters of 

water depending on the size of the family.  
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Due to the practice of open defecation, the water from the river and dams is usually contaminated 

with fecal matter from both animals and people defecating along the river/dam bank and the faeces 

and animal waste being swept into the river/dams by rain. People also bathe inside the dams further 

contaminating the water. This leads to the presence of water-borne diseases including Bilharzia and 

Cholera. Despite majority of the household getting their drinking water from unsafe water sources, the 

nutrition survey reported that 94% of the households did not treat their drinking water. Only 6% 

treated their water with 73% of them reporting having boiled the water, 18% using herbs while 5% 

used chemicals. Only 64% of household used closed containers for water storage.  

 

Hypothesis P: Low coverage of latrines  
The nutrition survey showed that only 2% of residents in East Pokot own latrines. Hence 98% of the 

respondents reported to be practicing open defecation.  

Men and women defecate in the bushes around the compound but in different directions. Children 

defecate within the compounds and sometimes inside the houses. The risk of oral-faecal 

contamination posed by the children faeces is not well understood by the community since knowledge 

on hygienic environment remains poor. The method of disposal usually is picking the faeces and 

throwing them over the fence.  

 

Cultural beliefs hampering the practice of proper hygiene practices include that faeces of men, women 

and children should not mix. Therefore the idea of using one latrine is not feasible. Traditionally, it is 

a taboo to see a man going to defecate, therefore they would not like being seen going to the latrine by 

their wives and children. Building toilets is also seen as very costly especially for those staying in 

rocky areas.  

 

4.7 Gender Imbalances in the Household, Workplace & Society 

Hypothesis Q: Women do not have decision making power in the household and 
society  
The Pokot community is basically patriarchal and women status is perceived to be low next to the 

children. Men are the household head and the decision makers. The household main assets like land 

and livestock are owned by men while women only own chicken and household utensils. For instance 

women cannot do independent decision to sell animals e.g. goat to get money for buying food.   Such 

low status of women may contribute to poor maternal nutritional status as well as less ability to 

provide adequate care for children.  

 

Hypothesis R: Illiteracy/low levels of maternal education  
Illiteracy levels are high in East Pokot. The July 2016 SMART survey showed that about 65% of 

household head had not attained any formal education. Having many mothers with low maternal level 

of education in East Pokot influences their knowledge and eventually the child care practices.  

 

The qualitative study identified poor caregiver knowledge on proper child nutrition. Most mothers 

mentioned that meat and milk are the only nutritious foods they know. Mothers rearing chicken will 

sell the eggs for some household income in place of giving to their children as an important source of 

protein. Others will sell milk and give diluted milk to their children and purchase other kinds of food 

for their families.  

 

Hypothesis S: Mother’s workload at household level  
In the traditional Pokot family, the woman typically performs all the household tasks almost single 

handedly. There is a lot of skewed gender role distribution in most households. Mothers become too 

busy with household chores including fetching of water from distant water sources. For instance, 

women from Lolkos indicated having to fetch water from 6am to 1pm due to the long distance to the 
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river leaving their young babies under the care of other older siblings at home who are not able to 

adequately take care of them. This results to inadequate food intake and poor child health which are 

direct causes of under nutrition.    

 

The Link NCA identified skewed distribution of household roles in favour of men. This is highly 

driven by traditional societal expectations of what roles a woman and man are expected to do. Women 

are faced with a high workload that takes them the whole day and part of the night. All household 

duties including child care, cooking, fetching water, washing clothes and taking care of the young 

children. In addition to the household duties women also have to go out and engage in economic 

activities to supplement the household income. Some of these activities include working in farms, 

burning charcoal, selling grass for house construction and fetching water and firewood for hotels, 

brewing and selling alcohol among other petty businesses.  

 

Women are also expected to look after the young ones of goats and cattle who are yet to join the 

bigger herds and also look herd livestock in cases where the household does not own a significant 

number of livestock. It is a sign of pride for a man to herd his own livestock but only if he owns a 

significant number of livestock otherwise when one owns only a few herds of livestock, he leaves the 

wife to take care while the man spends his time doing some few outdoor activities including farm 

work.  

 

Women roles include doing largely manual work like constructing houses, livestock sheds, fencing 

their compounds. The workload for women does not decrease when she becomes pregnant or when 

she delivers. Pregnant women engage in the same duties as before the pregnancy till the day they give 

birth and return to the same duties barely a week after delivery with the added responsibility of caring 

for the new baby.  

 

Men on the other hand have the only responsibility of herding livestock and providing security for the 

household. Boys assist their fathers in the herding of livestock and older boys migrate with the 

animals alongside their fathers. From the researchers’ observations in Churo men congregate around 

the shopping centers to engage in village banter from early afternoon having left the boys to take care 

of the livestock while the women are struggling to juggle household chores including child care. In 

Reper and Taparara, men congregate under trees near water sources after taking their animals to drink 

water and engage in banter while others turn their traditional stool into pillows and sleep away the 

afternoon.  

 

 

“All the work in the house and compound belongs to women, which is why we married them, 

otherwise what were we marrying them to do?” FGD, Fathers of U5, Churo 

 

“Women here do all the work. They perform 95% of all the work.” KII, Chief, Churo 

“Women are the beasts of burden in the Pokot community especially child care. Once a woman has 

given birth, the man will ‘disappear’ and will not care anything about that child until 6 months later, 

when he wants to get another child” KII, Community Elder, Churo 

 

Men also have the primary responsibility of providing for the family and they do this through selling 

of livestock and giving the money to the women to buy food for the family. It is worth to note that 

women in this community do not have the power to make decisions regarding sale of livestock and 

only the man can make this decision. However, due to alcoholism, some men have relinquished this 

important role forcing the women to do petty business and casual labor including brewing and selling 

of alcohol, hotel business, fetching firewood and water for other people for pay in addition to child 

care. Some women also engage in the cash for assets program by World Vision where they are paid 

Kes. 3000 per three people translating to Kes. 1000 per person per month.  
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Hypothesis T: Formal employment (office work) and business women 
Although working women are not many, the few who go to work including the casual laborers and 

business women leave behind their children under the care of other mothers or under the care of other 

siblings. This may contribute to poor child care practices and eventually undernutrition. 

 

4.8 Additional hypotheses derived from the community 

Livestock diseases  
In Reper, the men interviewed indicated that livestock diseases is a major risk factor for malnutrition. 

Initially during the FGDs, livestock diseases never came up as a risk factor but during the day for 

community rating of risk factors, they insisted that the risk factor be added to what had been gathered 

over the four days of data collection. They indicated that livestock diseases in particular the Foot and 

Mouth Disease (FMD) – a highly contagious acute viral infection of cloven hoofed animals attack 

their livestock where they lose a good number of cattle, sheep and goats which the household depends 

on for food and income.  The FMD spreads very quickly and it decimates quite a high number of 

livestock over a short period of time due to its highly contagious nature and lack of veterinary 

services. Traditionally, the food and mouth disease is treated by orally giving the affected animal a 

mixture of boiled herbs (from the phloem) and leaves from the singaghogh tree. If the animal is 

infected and is coughing, pure oil from milk cream is orally administered. The oil is prepared by 

removing milk cream from pasteurized milk, the cream is heated till melting point, then cooled. From 

a study on foot and mouth disease sero-prevalence in cattle by Kibore, B et al in 39 counties in Kenya 

in 2010 recorded a 100% prevalence of the foot and mouth disease in Baringo County of which East 

Pokot is one of the sub counties in Baringo.  

 

Poor road infrastructure  
East Pokot has a rough terrain with very poor road networks. The road network in East Pokot is 

dominantly gravel and soil surface and since the area is rocky the road surface is very uneven making 

access to remote villages very difficult.  Some areas like Lolkos are inaccessible unless with four 

wheel vehicles. The chiefs, community elders and health care providers at Kaptuya (the closest health 

facility from Lolkos is located at Kaptuya some 10 kilometers away) mentioned that when it rains, the 

community members at Lolkos are cut off from the health facility, market and neither can the health 

care providers or other service providers access the community. 

 

Poor housing conditions   
The main housing materials in Churo and Lolkos are grass and mud and this exposes especially the 

young babies to harsh weather conditions including cold which leads to diseases such as pneumonia 

and coughing.  

 

Migration and nomadic lifestyle  
Migration during the drought period occurs in all four villages. Families in Churo, Reper and Taparara 

normally migrate to Laikipia and Samburu while families in Lolkos migrate to a nearby wildlife 

conservancy which leads to conflict between the pastoralists and the conservancy guards. When 

migration occurs, mostly from December to June it disrupts the normal way of life as families are 

separated and the young children who rely on animal milk have to take ‘strong tea’ (tea without milk) 

as the animals migrate to other areas in search of water and pasture and in any case milk production is 

very low during the drought season. Other effects of migration that lead to malnutrition include 

increased maternal workload as women become occupied with construction of new houses and 

livestock sheds, shortage of food due to distance to markets, poor housing systems expose children to 

cold which is a risk to infections like pneumonia. There are also poor farming practices that lead to 

very low productivity and children’s schooling is disrupted. 
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Inappropriate use of nutritional supplements for malnourished children 
The Link NCA found widespread misuse of nutritional supplements meant for malnourished children. 

Some mothers exchange for alcohol the supplements given for their malnourished children. There is 

also widespread sharing of nutritional supplements among non-malnourished children especially 

when the responsibility of giving supplements to the malnourished children is given to their older 

siblings.   

 

Mothers with children enrolled in the nutritional programs are viewed with mixed reactions. Some are 

viewed as being lazy and poor and generally unable to feed their children while some are viewed with 

envy since they can access food (plumpy nuts, supplements, fortified flour) while those not enrolled in 

the program cannot access. Some mothers also complained that screening for the malnourished 

children is very strict and usually very few children are enrolled leaving many more deserving 

children out of the programs.  

 

4.9 Community recommendations for addressing malnutrition: 
An important part of the Link NCA qualitative study was the presentation and discussion of results at 

the community level. The community came up with the following recommendations and strategies to 

address the risk factors.  

 

Major risk factors to under-

nutrition identified by 

communities  Objective  Strategies for programming  

Lack of diversified diet for 

children  

Children to have access 

to a diversified diet  
Improve access to diversified sources of income  

 

 
Start irrigation schemes  

 

 
Improve livestock productivity  

 

 
sensitization of optimal nutrition to caregivers  

Poor utilization of household 

incomes  

Men and women to 

prioritize children health 

Reduce alcoholism with help of community 

leaders and government agencies  

 

 

Sensitization of women on the harmful effects 

of alcoholism on child health and nutrition  

High women workload  

Ensure women have 

more time for child care  
Improve birth spacing  

 

 

Sensitize men on the need to be involved in 

child care and household duties  

Poor crops production  

Improve crop production 

for community members 

to have access to food 

all year 

Improve access to irrigation water 

    Train the community on better farming methods  

    Enhance access to fertilizer  
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Low incomes  

Improve household 

incomes to cover 

household needs  

Improve food crop production through 

provision of water for irrigation (bore holes) 

 

 

Provide business start-up capital for community 

members/community groups to improve 

household incomes  

 

 

Enhance/expand the Cash For Assets program 

by World Vision to include more community 

members  

 

 

Enhance access to education to improve future 

prospects of the community  

Poor access to safe water  
Improve access to safe 

water  

Drill boreholes, dig dams, facilitate 

establishment of water treatment plants 

improve livestock productivity    
Improved access to veterinary services to 

reduce livestock diseases  

improve access and behaviour to 

health care  

Ensure children health is 

prioritized 

Improve access through better road 

infrastructure and reduction of distance through 

construction of more health facilities  

 

 
Implement free maternity services  

 

 

Improve supply of medication in health 

facilities to address frequent stock outs  

Low caregiver knowledge on 

optimal child nutrition, proper 

hygiene practices and 

contraception  

Empower caregivers 

with relevant knowledge 

for improved child care 

practices  

Improve information dissemination to 

communities through NGOs, government 

agencies and Health Care Workers  

Poor birth spacing  

Improve child care 

practices  

Sensitization of the community on 

contraception  

 

 

Improve access to information on contraception 

and family planning services  

 

5.0 Results from case studies  
 

Positive Deviant Behaviours  
One of the objectives of the Link NCA study was to understand positive deviant’ behaviours within 

the community. This was done with a view to understand child care practices of parents of well-

nourished and healthy children who seemingly face the same challenges and barriers as parents of 

under-nourished children. To this effect, in-depth interviews were conducted with mother of well-

nourished children, who face similar constraints than mothers of malnourished children. The criteria 

for identifying positive deviant children was that they had to have a MUAC of above 13.5cm and had 

never been enrolled into the nutritional program. 
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Case Study 1 
The mother is 31 years old, married and has seven children with a birth interval of 1-2 years. The 

family lives in Reper. Two of her children are under 5 years. Together with her husband, they keep 

camels, goats, cows and sheep. She also does subsistence farming of maize and beans besides 

engaging in the brewing and selling of alcohol. She understands malnutrition as ‘changulan’ or 

‘kinyawan’ which means emaciated, wasted, and having a small body structure but none of her 

children have been malnourished.  

 

She does not have any plans for contraception since it is the husband who decides how many children 

they will have. Immediately after birth, she feeds her children on traditional herbs including ‘tantui’, 

‘moino’ and songowow which she says prevent her children from diarrhea and coughing. She 

breastfeeds for two months then introduces solid and semi solid foods. She weaned her children on 

porridge mixed with milk, mashed potatoes mixed with beans and cow milk. She delivered all her 

children at home with the help of a TBA due to the long distance to the health facility and the costs 

involved including transport and hospital charges. Some of the illnesses that her children have 

suffered from include pneumonia, diarrhea and malaria. She used to take her children for 

immunization and Vitamin A supplementation at Amaya Health Center which is more than 10 

kilometers away but gave up due to the long distance. She has never attended any ANC or PNC nor 

does she take any supplementation tablets during her pregnancies. She takes her children to the health 

facility whenever they fall sick. She does not use contraception due to her personal reasons she did 

not reveal and in any case her husband would never support the use of contraception.  

 

 

Her workload does not change whether she is pregnant or not but her husband assists with some 

household duties whenever he can.  She works until she gets her first contractions. Her duties include 

building the family house, animal sheds, fetching water and firewood, cooking, milking, bathing the 

children, washing clothes and cleaning the compound.  

 

Her family’s source of water is a river about 5km away which is seasonal. When it dries, she fetches 

water from a dam which is 20 kilometers from her home. Her family does not have a latrine and they 

all practice open defecation. They do not wash hands after relieving themselves. She says they cannot 

build toilets since they migrate from one place to another during the dry season.  

 

She wishes that the government and NGOs would provide water for irrigation, construct a health 

facility within her area and provide relief food during the dry season. 

 

Case study 2 
The mother is 25 years old and has a four year old girl. Her other daughter died aged two months due 

to mosquito bites according to the mother. She lives in Taparara and her family is nomadic and moves 

to Laikipia during the dry season in search of pasture and water for their livestock. She delivered her 

two children at home with the assistant of a TBA who is her own mother who also doubles up as a 

traditional healer. The mother assists her during her delivery by cooking for her, fetching water for 

her and also advises her on child care practices including how to hold and position a baby during 

breastfeeding.  After delivery of her children she gives them herbs mixed with water and introduces 

cow and goat milk at one month. During her pregnancies, she did not attend any ANC or any PNC 

after delivery. The child has also not received any immunization except BCG which was given during 

an outreach at Chepng’erat which is near her home.  

 

Her husband is supportive in some duties as well as in providing food for the family. The family takes 

two meals per day which is maize meal paste in the morning and porridge in the evening and 

throughout the day adults stay hungry while her child takes porridge throughout the day. During food 

shortages, she is assisted by her brothers and her parents who support her with food for her household.  
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The family owns one cow and several goats. The husband herds the goats and cow as she takes on 

household duties including fetching water and firewood, cooking, looking after the child, milking, 

fencing the compound and cleaning the compound and the goat sheds. During the dry season when 

their milk supply subsides, her father who owns many cows supports her family with milk.  

 

Her source of water is the Tirokwo River where she spends two hours walking to fetch water and 

three hours back to her house. She stores the water in closed jerrican and she does nothing to make the 

water safe to drink. The family has no latrines and practices open defecation. She has trained her child 

to defecate a few meters away from the compound.  

 

Even though her mother is a TBA/traditional healer, whenever he baby is sick, she takes her to a 

public health facility at Krese. The child suffers frequent bouts of fever.  

 

During floods which happens during the rainy season, they move from their compound to live with 

her brother who lives some distance away. They cannot also access health services during floods since 

the health facility is cut off from the village.  

 

Case study 3 
The mother is 23 years old and has one 6 month old baby girl. They live in Churo. She knows the 

causes of malnutrition to be lack of enough food, milk, poor quality of drinking water and poor 

hygiene practices. She delivered her baby at home with the assistance of a TBA. She fed herbs mixed 

with water to the baby soon after birth before initiating breastfeeding. She practiced mixed feeding; 

feeding the baby on cow milk diluted with water and sugar, herbs mixed with water in addition to 

breastfeeding. She introduced solid foods at 6 months. She attended four ANCs during her pregnancy 

and takes her child for immunization when she is due. She also attends PNC. During her attendance at 

ANC and PNC, she was advised on how to feed her child, wrap a diaper and generally take care of her 

child. Although she is aware of the benefits of contraception, she was not given any information on 

contraception at the ante natal clinics. She is currently not using any method even though they have 

discussed with the husband about using contraception. She is aware that poor birth spacing leads to 

poor growth of a child as the child is deprived of enough breastmilk due to the arrival of a sibling.  

 

She gets waters from Churo springs and uses about 30-40 litres of water every day for cooking, 

washing utensils and bathing. She washes clothes next to the river and takes them home with her after 

drying. Sometimes when she doesn’t have the energy to fetch water, they pay a motorbike rider 

between Kes. 150-200 to fetch water for them. The family does not have a latrine due to migration 

during the dry season in search of pasture and water for their animals. They practice open defecation 

but the family members wash their hands with soap and water after defecating and she also washes 

her hands before preparing food for the family.  

 

She does not think she has a heavy workload due to the support from her husband on some household 

duties around the compound. She knows that heavy maternal workload leads to a mother having less 

time for child care which may cause the child to be malnourished. She wishes if the government could 

abolish alcohol in Churo, provide family planning information and services, and educate mothers on 

proper child care practices and hygiene and sanitation in addition to providing nutritional supplements 

for children.  

 

Some of the observations made by the researchers in the home of the woman living in Churo are that 

in addition to the family house, there was a traditional granary that had dried maize and beans stored 

inside. The house was very neat inside and neatly arranged. The compound was clean and the child 

was well dressed and looked healthy and clean.  
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Case study 4 
The woman is 36 years old and has nine children born at intervals of two years. All her children are 

given herbs mixed with water soon after birth before initiation of breastfeeding. She usually initiates 

breastfeeding within two hours after birth. She knows the signs of a malnourished child to be frequent 

coughs, very thin body and prolonged diarrhea. All her children have not been immunized. She 

breastfeeds for four months then introduces other foods usually cow milk diluted with water. When 

she has to work, she leaves her youngest child under the care of older siblings.  

 

She does not use contraception. Her husband dictates when to get another child. Her children have 

been born within an interval of one year. She says she has not been able to space her children well 

since during the rainy season food is plenty and the couple eats well and has enough energy to engage 

in sex.  She attends ANCs during her pregnancy and attends PNCs and gets Vitamin A 

supplementation for her children. Whenever any of her child falls sick, she takes them to Amaya 

heath center. If they do not recover, she takes them to a traditional healer.  

 

Her source of water is a seasonal dam and the water is of poor quality. The dam is shared by both wild 

and domestic animals. Her family does not own a latrine. They practice open defecation and they do 

not wash hands after defecation. Children’s faeces are disposed of carelessly in the bush. They have 

no knowledge on handwashing or the resultant risks of failing to wash hands with soap and water after 

defecation.  

 

Her workload does not change whether she is pregnant or not. In addition to child care she also 

fetches water, herds cattle, and fetches firewood and water in addition to cooking.  

 

The most common food consumed by her family is maize meal paste, milk, porridge and boiled white 

maize. Her family’s main source of livelihood is livestock keeping and selling after which they get 

income to purchase food from Amaya market. When there is shortage of food, the family skips some 

meals with the adults going without food even for days.  

 

She wishes that the government would provide piped water for drinking and build a hospital in her 

community.  

 

Summary from case studies  
The case studies involved in-depth observation of positive deviant mothers in order to identify 

positive deviant behaviours. Results from the case studies show that many of the same constraints 

were shared; inappropriate breastfeeding practices and weaning practices, heavy workload, poor 

quality of water and difficulties to reach a health facility. The potential positive deviant behaviours 

identified through the in-depth interviews could be:  

- Consulting a health professional as the first health seeking behaviour 

- Support from the husband in household duties  

- Breastfeeding initiation within at least two hours of life 

- Taking full responsibility for child care  

 

6.0 Risk Factor Rating Exercise  
One objective of the Link NCA study was to understand how the community prioritizes the risk 

factors for under-nutrition. To this end, a rating exercise was conducted with the community. The 

table below shows the results of the rating exercise and the perceived top 5 biggest risk factors for 

each village.  
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The most important factors are highlighted in Green, light Green if common to all villages while the 

minor risk factor are highlighted in Blue, light blue if common to all villages.  

Table   

COMMUNITY RISK FACTOR RATING EXERCISE  

CHURO  LOLKOS REPER TAPARARA  

POOR ACCESS TO SAFE 

WATER  

POOR ACCESS TO SAFE 

WATER  

POOR ACCESS TO SAFE 

WATER  

POOR ACCESS TO SAFE 

WATER  

ALCOHOLISM  CHILDHOOD ILLNESSES  

POOR ACCESS TO 

HEALTH SERVICES  CHILDHOOD ILLNESSES  

MIGRATION / NOMADIC 

LIFESTYLE  

POOR ACCESS TO 

HEALTH SERVICES  

HEAVY MATERNAL 

WORKLOAD  

POOR ACCESS TO 

HEALTH SERVICES  

POVERTY  

HEAVY MATERNAL 

WORKLOAD  

LACK OF 

IMMUNIZATION DROUGHT & FAMINE 

YOUNG CHILDREN 

TAKING CARE OF 

YOUNGER SIBLINGS   

NO TELEPHONE 

NETWORK IN KAPTUYA 

REQUIRED TO REACH 

HEALTH PROVIDERS 

INADEQUATE FOOD 

INTAKE FOR PLW  ALCOHOLISM  

LACK OF SANITATION 

FACILITIES  

INADEQUATE FOOD 

INTAKE IN THE 

HOUSEHOLD DROUGHT & FAMINE 

HEAVY MATERNAL 

WORKLOAD  

EARLY PREGNANCIES POVERTY  LIVESTOCK DISEASES POVERTY  

POOR 

COMPLEMENTARY 

FEEDING  

INADEQUATE FOOD 

INTAKE FOR PLW  

INADEQUATE FOOD 

INTAKE IN THE 

HOUSEHOLD 

INADEQUATE FOOD 

INTAKE FOR PLW  

POOR BIRTH SPACING 

OF LESS THAN 2 YEARS  DROUGHT & FAMINE 

POOR 

COMPLEMENTARY 

FEEDING  

POOR 

COMPLEMENTARY 

FEEDING  

HEAVY MATERNAL 

WORKLOAD    CHILDHOOD ILLNESSES  INSECURITY  

CHILDHOOD ILLNESSES    POVERTY    

LACK OF MOTHER'S 

KNOWLEDGE ON 

PROPER CHILD 

NUTRITION    

YOUNG CHILDREN 

TAKING CARE OF 

YOUNGER SIBLINGS     

MIXED FEEDING    HOME DELIVERY   

PRELACTEAL FEEDS    

MANY MOUTHS TO 

FEED   

INADEQUATE FOOD 

INTAKE FOR PLW       

DROUGHT & FAMINE       

HOME DELIVERY       

POOR HYGIENE 

PRACTICES        

LACK OF MEN 

INVOLVEMENT IN 

CHILD CARE        

LACK OF DIETARY 

DIVERSITY        
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7.0 The final technical workshop  
 

On the 15th and 16th of June 2017, World Vision held a final technical workshop with 

experts from the following fields: Food Security, WASH, Health, Nutrition, Local 

Administration, Security, Health Records and Information and Education. 

 

This workshop followed an initial workshop held on the 6th of December 2016. Based on the 

results of a secondary data and literature review on risk factors and pathways to 

undernutrition, a list of 31 causal hypothesized risk factors was presented to technical experts 

during the initial workshop. These 31 causal hypotheses were then debated, reviewed and/or 

modified. Finally, the participants and the NCA analyst decided to field-test 20 hypotheses. 

 

The final workshop was held to validate the findings of the field survey. After a presentation 

of the NCA findings, working group sessions were organized to validate the results and draw 

recommendations. Group confidence notes were attributed to the risk factors rates perceived 

by the NCA analyst, experts proposed their own rating for each risk factor and a debate was 

organized to attribute a final rating to each factor.  

 

7.1 Agenda of the workshop 
 
 

DAY 1: Nutrition Causal Analysis’ findings - 15th June 2016 
 

9.00-9.30 Registration of the participants / Opening of the workshop 

9.30-9.45 Presentation of workshop’s objectives and introduction to 
working groups 

9.45-10.30 Presentation of Link NCA’s findings 

10.30-10.45 Break 

10.45-11.30 Questions on results 

11.30-13.30 Reviewing of NCA’s evidence and risk factors rating 
Multi-sectorial working groups 

13.30-14.30 Lunch 

14.30-16.00 Discussion on rating 

16.00-17.00 Final confidence note  
Conclusions 

 



50 | Page 

 

 
 

 
 
 

DAY 2: Nutrition Causal Analysis’ findings - 16th June 2017 
 

9.00-9.30 Presentation and validation of the results of the rating exercise 

9.30-9.45 Consensus building on the specified findings 

9.45-10.30 Development of response plans to alleviate undernutrition in 
the sub county  

10.30-11.00 Break 

 
11.30-13.00 

 
Development of response plans to alleviate undernutrition in 

the sub county  

  

13.00-14.00 Lunch 

14.30-16.00 Presentation of response plans by the Multi-sectorial working 
groups 

16.00-17.00 Conclusions & Closing of the workshop  
 

  

 

 

7.2 Content of the workshop 
 

After reminding the participants the objectives of the workshop, the NCA analyst presented 

an overview of the NCA process. A set of documents regarding the NCA methodology 

including the list of 20 field-tested hypothesis, group rating exercise document, individual 

rating document and the technical workshop hand book was provided and since some of the 

participants had attended the initial workshop, the NCA analyst just gave a brief overview of 

the implementation of the survey. Then, the NCA analyst presented his findings. 

 

The presentation of the findings was based on a causal model drawn according to the NCA 

findings. Risk factors had been classified following the NCA methodology as “major”, 

“important”, “minor” and “untested”. 
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After the presentation of the findings, the participants were allowed to ask questions on the 

findings after which the experts were invited to work in multi-sectorial groups. The aim of 

this first working session was to attribute a confidence note to the NCA analyst’s findings 

and to propose a rating. Ratings defined by the experts and the NCA analyst were debated in 

order to reach a consensus on a final rating for each factors. Confidence note was attribute as 

1 for low, 2 for medium and 3 for high. 

 

7.3 List of risk factors presented by the NCA Analyst 
 

# Risk factors   

Rating 

proposed by 

Link NCA 

Expert 

 
 
 

A Hypothesis A. Inadequate access to food  Major 

B Hypothesis B. Poor access to diversified diet Major 

C 

Hypothesis C. Poor storage of food, seeds and 

grains, in home  
Minor 

D 

Hypothesis D. Poor land/livestock management 

and productivity  
Minor 

E Hypothesis E. Early pregnancies Minor 

F Hypothesis F. Poor birth spacing  Important 

G 

Hypothesis G. Poor access to health/nutrition 

services  
Major 

H 

Hypothesis H. Poor delivery and utilization of 

health services 
Important 

I Hypothesis I.  Alcoholism Important 

J 

Hypothesis J. Inappropriate care practices for U5 

children  
Major 

K 

Hypothesis K. Inappropriate breastfeeding 

practices 
Major 

L Hypothesis L. Poor complementary feeding  Major 

M 

Hypothesis M. Malnourished Pregnant and 

lactating women 
Major 

N Hypothesis N. Poor hygiene practices  Major 

O 

Hypothesis O. Access to safe water for 

Household use 
Major 

P Hypothesis P. Low coverage of latrines  Major 

Q 

Hypothesis Q. Women do not have power in the 

HH and the society 
Minor 

R 

Hypothesis R. Illiteracy/ Low levels of maternal 

education 
Major 

S Hypothesis S. Mothers work load at HH Level Major 
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T 

Hypothesis T. Formal employment (office work) 

& business women  
Minor 

 

7.4 Risk factors: confidence note and rating 

Risk 

Factors 

NCA 

Analyst 

rating 

Average 

group 

confidence 

note 

Final rating 

(validated 

during the 

workshop) 

Average 

individual 

confidence 

note 

Comment from working group 

A Major 3.00 Major 3.00  

B Major 3.00 Major 3.00  

C Minor 3.00 Minor 2.53  

D Minor 2.75 Minor 2.42  

E Minor 2.75 Minor 2.53  

F Important 

2.00 

Major 

2.95 

Poor birth spacing affects the 

mandatory continued bf for up to 

two years and beyond thus a major 

factor 

G Major 3.00 Major 3.00  

H Important 2.75 Important 2.68  

I Important 

2.00 

Major 

2.95 

Alcoholism spans across both 

women and men and leads to 

misappropriation of household 

resources including money and 

time.  

J Major 3.00 Major 2.95  

K Major 3.00 Major 2.95  

L Major 3.00 Major 3.00  

M Major 3.00 Major 3.00  

N Major 3.00 Major 3.00  

O Major 3.00 Major 2.95  

P Major 3.00 Major 3.00  

Q  Minor 3.00 Minor 2.47  

R Major 3.00 Major 2.95  

S Major 2.75 Major 2.84  

T Minor 3.00 Minor 2.47  

 

7.5 Recommendations and intervention plan during the final workshop 
During the second day of the workshop, presentation and validation of the results of the 

rating exercise, consensus building on the specified findings and development of response 

plans to alleviate undernutrition in the sub county were done. The participants were divided 

into different groups based on their expertise and experience and each group was assigned a 

group of related risk factors to develop the response plans. Later, the multi-sectorial working 

groups made their presentations which were all collated into the table below.  

 

The workshop was formally closed by the East Pokot Sub County Administrator, Mr. Moses 

P. Akeno and the Baringo County Nutritional Coordinator Mr. Zakayo Kimuge who lauded 
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World Vision Kenya, UNICEF and other stakeholders who had undertaken the Link NCA 

exercise and pledged to work with all nutrition stakeholders to improve the nutrition situation 

of children under 5 in the sub county. He mentioned that the Link NCA exercise had captured 

pertinent issues which if addressed adequately, would lead to the county reporting better 

health and nutrition outcomes for children under 5 and their mothers.  

 

 

Risk factors Recommendations Person/Agency 

responsible Short Term (July 2017 

- Dec 2017) 

Mid/Long Term (July 17' - Dec 

'18) 

Hypothesis A. 

Inadequate access 

to food  

 

Hypothesis B. 

Poor access to 

diversified diet 

 

Hypothesis C. 

Poor storage of 

food, seeds and 

grains, in home  

 

Hypothesis D. 

Poor 

land/livestock 

management and 

productivity  

● Mobilize partners to 

supply food 

supplements (plumpy 

nuts, CSBs) 

● Emergency relief food 

to most vulnerable 

population 

● Immediate re-opening 

of livestock markets 

● Continuous 

sensitization on 

control of fall army 

worms and other pests 

and diseases attacking 

crops  

● Training on proper 

food storage and land 

management 

● Mass animal 

vaccination 

Supply of crop seeds 

and pasture seed 

● Affruitation project (GoK, 

NDMA, KVDA) 

● Livestock improvement (bull 

scheme, buck, rams, modern 

beehives, improved local 

poultry (kienyeji) (WVI, GoK, 

KVDA, KALRO) 

● Sensitization and supply of 

hermetic bags and MMS.  

● Regular vaccination of 

notifiable diseases (FMD, 

CCPP, PPR, RVF, RYPS) 

(GoK, UoN veterinary 

department 

● Mobile crushes  

● Micro-irrigation initiatives 

through supply of drip kits and 

water generators (GoK, FSK, 

KVDA, Global Tribe) 

● Establishment of pasture and 

fodder/preservation of grazing 

areas (GoK, Community 

leadership) 

● Opening of slaughter houses 

(GoK) 

● Mega-dams for irrigation at 

identified sites e.g. Amaya 

(GoK, NIB)                                         

WVI, Kenya Red 

Cross, UNICEF, 

Action Aid, World 

Food Programme  

GoK, WVI, 

NDMA, KRCS, 

WFP 

GoK 

WVI, GoK, 

NDMA, UNICEF, 

WFP 

 

 

GoK, County 

Government, SNV 

GoK, NDMA, 

KVDA 

 
 
 
 

 
 
 
 

 
 
 
 

Hypothesis E. 

Early pregnancies 

● Sensitize the youth 

with messages on 

delaying sexual 

activity and avoiding 

unprotected sex 

● Sensitize adult 

community members 

to speak out against 

early marriages 

● Ongoing  Local 

administration, 

religious leaders 

and opinion leaders  
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● Sensitize the 

community on the 

importance of ending 

female genital 

mutilation   

Hypothesis F. 

Poor birth spacing  

● Educate the 

community especially 

women on the 

importance of family 

planning  

● Encourage women to 

use available family 

planning methods  

● Sensitize the 

traditional birth 

attendants (TBAs), 

religious and opinion 

leaders, chiefs and 

community elders to 

encourage women to 

use family planning 

  Local 

administration, 

religious leaders 

and opinion leaders  

Hypothesis G. 

Poor access to 

health/nutrition 

services  

● Intensify outreaches 

● Educate the 

community on the 

usage of available 

resources to seek 

health care services 

● County to build more health 

facilities 

● Create more community units  

County government 

of Baringo 

County and sub 

County health 

management teams 

Community Health 

Strategy including 

Community Health 

Assistants and 

Community Health 

Volunteers  

Hypothesis H. 

Poor delivery and 

utilization of 

health services 

● Capacity development 

for health care 

workers  

● Provision of IEC 

materials to 

community members 

● Motivation of health 

care workers e.g. by 

promotions 

● County to employ more staff at 

HFs 

● Equipping the facilities with 

appropriate equipment 

County government 

of Baringo 

County and sub 

County health 

management teams 

Hypothesis I.  

Alcoholism 

Leaders to speak out on 

alcohol abuse and 

sensitize community 

members during barazas 

and other community 

● Establishment of alcohol 

rehabilitation centers  

● Explore ways to establish 

income generating activities for 

men and youth in the 

County government 

of Baringo 

Sub County of East 

Pokot 
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meetings.  community  

Hypothesis J. 

Inappropriate 

care practices for 

U5 children  

● Men should be more 

involved in child care 

● Women to be 

sensitized on proper 

birth spacing  

*Provision of 

resources 

● Women empowerment through 

establishing income generating 

activities  

Fathers, community 

leaders, 

development 

organizations like 

UNICEF, WVI 

Hypothesis K. 

Inappropriate 

breastfeeding 

practices 

● Sensitization of 

mothers on the 

importance of 

exclusive 

breastfeeding for 6 

months and 

introduction of 

appropriate and safe 

complementary foods 

after 6 months 

● Sensitization of 

mothers on continued 

breastfeeding beyond 

2 years  

  Sub County Public 

Health Officers 

Community Health 

Volunteers (CHVs) 

Community Health 

Assistants (CHAs) 

Hypothesis L. 

Poor 

complementary 

feeding  

● Sensitization of 

mothers on feeding 

children on diversified 

diets 

● Conducting cooking 

demonstrations for the 

benefit of mothers  

● Demystifying taboos 

and myths associated 

with food 

Encourage mothers to 

utilize locally 

available foods  

  Sub County Public 

Health Officers 

Community Health 

Volunteers (CHVs) 

Community Health 

Assistants (CHAs) 

Hypothesis M. 

Malnourished 

Pregnant and 

lactating women 

● Sensitize mothers to 

attend the 

recommended 4 ANC 

visits  

● Women to be 

sensitized on proper 

birth spacing  

● Mothers to be 

sensitized on eating a 

balanced diet 

  Sub County Public 

Health Officers 

Community Health 

Volunteers (CHVs) 

Community Health 

Assistants (CHAs) 
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● Mothers to be advised 

on appropriate family 

planning methods 

Hypothesis N. 

Poor hygiene 

practices  

● Sensitize the 

community on proper 

hygiene practices and 

teaching of hygiene in 

schools  

● Trucking of water 

(provision of water) to 

schools and 

community 

● Community to use 

available resources to 

avail handwashing 

soap 

● Partner with WASH 

partners to avail 

handwashing 

education and soap 

● Continuous education and 

sensitization over a long period 

of time.  

Sub County Public 

Health Officers 

Community Health 

Volunteers (CHVs) 

Ministry of Health 

and Health clubs  

Ministry of Water 

and Sanitation  

Ministry of 

education  

Community  

 

WASH partners  

Hypothesis O. 

Access to safe 

water for 

Household use 

● Rehabilitation of 

existing water sources 

● Servicing machinery 

● Provision of fuel 

(diesel) 

● Subsidize cost of 

electricity  

● Water trucking 

(provision of water 

through trucks) 

● Treatment of water to 

make is safe for 

drinking 

● Capacity building for 

community members 

on water preservation 

● Construct protected dams and 

preserve water pans 

● Dig up more bore holes 

● Protect springs from unmanaged 

use 

● Develop roof water catchment 

systems in institutions 

Ministry of Water 

and Sanitation  

Ministry of Health 

National Drought 

Management 

Authority (NDMA) 

Partners  

Hypothesis P. Low 

coverage of 

latrines  

● Educate the 

community on latrine 

use  

● Advocacy for 

community-led total 

sanitation  

● Administration-led 

approach (enforce 

● Administration to enforce 

construction of public toilets in 

public places (markets, 

churches, boreholes etc) 

Ministry of Health 

and partners  

Administration unit 

(Chiefs, Ass. 

Chiefs, community 

elders etc) 
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latrine construction 

and use by 

households)  

Hypothesis Q. 

Women do not 

have power in the 

HH and the 

society 

● Creation of awareness 

on importance of 

inclusive care giving 

Formation of 

community health 

support groups  

● Promotion and support for 

income generating activities 

(IGAs) 

● Conducting quarterly 

community action/dialogue days 

Partners including 

World Vision, 

UNICEF 

Ministry of Labour 

and Social 

Protection (social 

services) 

Ministry of Health  

Hypothesis R. 

Illiteracy/ Low 

levels of maternal 

education 

● Increase school 

enrollment  

● Creation of awareness 

on importance of 

education  

● Establish and 

reinforce adult 

education centers 

● Capacity building of 

school Boards of 

Management (BOMs) 

● Continuous 

counseling of women 

during ANC/MCH/FP 

clinics  

● Implementation of Education 

For All (EFA) and free 

compulsory education  

● Establishment and support of 

secured model school e.g. 

utumishi  

Education and 

public 

administration  

Social services  

Ministry of Health 

CHVs 

Private clinics  

Hypothesis S. 

Mothers work 

load at HH Level 

● Sensitization of men 

in involvement in 

child care 

● Public barazas for advocacy 

● Provision of social amenities 

Social services 

Partners, 

stakeholders, 

Administration 

Hypothesis T. 

Formal 

employment 

(office work) & 

business women  

● Training and 

sensitization of 

working mothers on 

proper breastfeeding 

practices and optimal 

child care  

● Promotion of reliable IGAs to 

enable women combine work 

with breastfeeding 

Ministry of Health 

and partners  
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8.0 Conclusion and recommendations from the NCA expert  
8.1 Conclusion  
Through literature review and the qualitative enquiry, the following risk factors were identified as 

major, important and minor causes of under-nutrition in East Pokot Sub County.  

 

8.1.1 Major 
Poor access to diversified diet  

Poor access to health and nutrition services  

Access to safe water for household use  

Mother’s workload at household level  

Inappropriate breastfeeding practices 

Poor complementary feeding  

Inadequate access to food  

Poor delivery and utilization of health services   

 

8.1.2 Important 
Early pregnancies  

Poor birth spacing  

Poor storage of food, seeds and grains  

Poor land/livestock management and productivity  

Inappropriate care practices for under 5 children  

Poor nutritional status of pregnant and lactating women  

Poor hygiene practices  

Low coverage of latrines  

Illiteracy or low levels of maternal education 

Livestock diseases  

Poor road infrastructure  

 

8.1.3 Minor  
Alcoholism  

Women do not have decision making power in the household and society  

Formal employment for women and businesswomen  

Poor housing conditions   

Migration and nomadic lifestyle  

Inappropriate use of nutritional supplements for malnourished children 

 

8.2 Recommendations  
East Pokot being an arid and semi-arid area (ASAL) is characterized by high levels of malnutrition as 

established through previous quantitative nutrition surveys and surveillance. Indeed, the prevalence of 

acute and chronic malnutrition has remained above the WHO emergency threshold of 15% and 20% 

respectively. The Link NCA qualitative enquiry set out to further understand the causal pathways of 

under nutrition in East Pokot so as to assist World Vision and other stakeholders to develop more 

effective programs to curb malnutrition. Several key risk factors were unearthed through the Link 

NCA qualitative enquiry and it calls for a multi-sectoral approach and stronger national and county 

government commitment to effectively address most of these key risk factors.  

 

The results of the Link NCA qualitative enquiry show that causes of under-nutrition (acute and 

chronic malnutrition) for children under five in East Pokot are highly interrelated and 

comprehensively addressing each of them will go a long way to ensure optimal nutrition and growth 

for children under five.  
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Based on the results of the Link NCA qualitative enquiry, the NCA expert has made the following 

recommendations:  

 

a) Food insecurity, lack of livelihoods, poor knowledge and poverty among many other 

structural barriers are key deterrents to optimal child nutrition.  
A multi-sectoral approach needs to be employed and should focus not only on nutrition specific 

interventions but on nutrition-sensitive interventions. There is need to improve livelihoods, food 

security, water and sanitation and knowledge on optimal child nutrition. This can be done through:  

- Coordinating with the Ministries of Agriculture, Water, Education and Finance to address 

challenges in ASAL by specifically encouraging nutrition-sensitive interventions e.g. 

agricultural support such as irrigation instead of food relief, women empowerment, access to 

education etc.  

- Make readily available information on good nutrition that advocates for the use of locally 

available foods.  

- Address livestock diseases so as to improve livestock productivity given that the communities 

in the two livelihood zones mainly depend on livestock for their livelihood.  

 

 

b) There is poor knowledge and misconceptions around breastfeeding and other IYCN 

practices, and cultural/traditional beliefs and practices play a major role in IYCN.  
These misconceptions are about:  

- Breastfeeding including exclusive breastfeeding, colostrum feeding and duration of 

breastfeeding  

- Appropriate diets for pregnant and lactating women and young children  

- The link between breastfeeding and family planning and the effect of family planning on 

breastfeeding children.  

 

This can be done through:  

- Carrying out a sub-county wide sensitization agenda that uses key influencers including 

grandmothers, mother-in-law, TBAs, community leaders, religious leaders to reach sub 

groups including mothers, husbands, brothers etc. The key influencers should be people well 

known and respected and able to transmit important education messages to eradicate taboos 

and other traditional practices like feeding of pre-lacteals, mixed feeding etc.  

- Utilize the Community Health Strategy by employing home-based counselling by Community 

Health Workers who can carry out cooking demonstrations on how to prepare appropriate 

food for pregnant and lactating mothers or children during weaning and use of counselling 

cards with illustrative pictures to demonstrate key messages    

- Information, Education and Communication should start as early as possible (secondary 

schools in the area, during pregnancy etc.) and covers all aspects of MIYCN practices and 

tailored tools for effective and simple communication (e.g. job aids, mhealth, and ehealth).  

- Integrate family planning and MIYCN services especially at the level one health facilities  

- Include family planning module in MIYCN guidelines and vice-versa  

- Communicate value of family planning when talking about nutrition and vice-versa  

 

c) Improve access to health services at the community level 
Many mothers do not access health care facilities for delivery hence do not benefit from the 

counselling and support on IYCN provided in hospitals around the time of birth. It is particularly 

challenging even for the health care workers who are few and overworked in these health facilities. 

For pastoralist communities in East Pokot, the nomadic nature of the community makes it even harder 

for women to access appropriate support. The government’s Community Strategy involving reaching 

out to the community through community health volunteers (CHVs) has been rolled out in some areas 
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of East Pokot. However, it is marred with challenges due to poor funding, hence not well functional. 

CHVs are not well incentivized and equipped with necessary tools for the job.                                                                                                                                                                                                                                                                                                     

Improving access to health services can be done through:  

- Providing home-based care and information to enhance continuum of care through 

operationalizing and strengthening the community health strategy.  

- Establishing Income generating Activities for Community Health Volunteers so that the 

CHVs are self-sustaining and motivated to work 

- Provide mobile support for mothers and children in the nomadic communities of East Pokot 

who move from time to time in search of greener pastures  

- Form mother support groups at the community level that involve key influencers of MIYCN 

in the community including community leaders, TBAs, grandmothers and community health 

volunteers.  

  

d) Improve WASH 
Good hygiene practices as well as availability of sanitation facilities are key factors in prevention of 

infections and other water-related illnesses. Improvement of WASH in East Pokot can be done 

through:  

- Leveraging on the community health strategy where the community health workers can be 

used as channels of behaviour change to sensitize communities on ways of maintaining proper 

hygiene practices  

- Communities need to be sensitized on the use of latrines, better disposal of children faeces 

and the importance of maintaining clean environments  

- Create awareness on hand washing using soap and water at critical points including after 

defecation, before food handling, after changing the baby, before feeding children, before 

eating and before breastfeeding etc.  

- Provide education to community on water management at household level and the importance 

of boiling drinking water before consumption 

- Provide water treatment systems at communal water sources to improve access to safe water 

for drinking 

  

 

 

 

 

 

Annexes 
Annex 1: Time and activity schedule for the Link NCA study in Agro-pastoral and Pastoral 

Livelihood Zones, East Pokot sub County 
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Annex 2: Criteria of Link NCA rating exercise  
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Source of information 
Notes 
 

Strength and consistency across 
contexts of association between the risk 
factor and under-nutrition (from the 
Pathways to Under-nutrition Module) 

[-] NA: only risk factors having a demonstrated association 
with undernutrition are considered in the Pathways to 
Undernutrition Module 
[-] Weak association has been demonstrated in   many or few 
contexts 
[+] Medium strength association has been demonstrated in 
few contexts  
[++] Medium strength association demonstrated in many 
contexts OR strong association demonstrated in few contexts 
[+++] Strong associations demonstrated in most contexts or 
an association demonstrated in the particular context of the 
Link NCA  

Seasonality and medium-term trends of 
risk factor related to seasonality and 
medium-term trends of under-nutrition  
(applies mainly for wasting) 

[-] The seasonal variation and medium-term trends of the 
prevalence of the risk factor does not correspond to the 
seasonal variation and medium-term trends of the under-
nutrition outcome considered. 
[+] No seasonal variation of the risk factor OR No 
contradiction observed. 
[++] The seasonal variations of risk factor and under-
nutrition are as expected.  
 
[+++] The seasonal peak(s) of prevalence of the risk factor 
matches with the seasonal peak(s) of the under-nutrition 
outcome considered. 

Participatory rating exercise with 
community 

[-] The risk factor is rarely or never mentioned in the rating 
exercise 
[+] The risk factor is irregularly mentioned as one of the top 5 
risk factors 
[++] The risk factor is regularly mentioned as one of the top 5 
risk factors 
 
[+++] The risk factor is consistently mentioned as one of the 
top 3 risk factors 

 

Category Criteria 

Major risk factor 

No contradictory information 
AND  
Strength of association from literature review is classified as [++] 
or [+++] 
AND 
Majority of [++] or [+++] for all other sources of information 
 

Important risk factor 

A minor amount of contradictory information exists 
AND  
Strength of association from literature review is classified as [++] 
or [+++] 
AND 
Majority of [++] or [+++] for all other sources of information 

Minor risk factor 
A moderate level of contradictory information is permitted 
AND   
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Strength of association from literature review is classified as [+] 
or [++] 
AND 
Majority of [+] for all other sources of information 

Rejected risk factor 
No contradictory information 
AND 
Majority of [-] or [+] for all sources of information 

Untested risk factor 
Contradictory information 
AND / OR 
Information gathered not complete or not available 
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 Annex 4a: List of participants during the initial technical expert worksho

 
 

 

 

 

 

 

Annex 4b: List of participants during the final technical expert workshop 
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# 
Organisation Participant name Position 

1 

 

Joel Kipkorir Sub County Public Health Officer  

2 Joseph Nakopir  Sub County Health Coordinator 

3 Sammy M. Lorot  Clinical Officer 

4 Jacob K. Yegon  Sub County Hospital Administrator  

5 Dr. Kamau Gitundu Medical Superintendent, E. Pokot  

6 Joel Kipturmet SCMCC 

7 Charles Akeno RCHFPP 

8 

Nutrition 

Zakayo Kimuge County Nutrition Coordinator 

9 Moses P. Akeno Sub County Administrator 

10 Kenneth Kemboi Koech Sub County Agriculture Officer  

11 Agriculture  Lomadi Patrick Agriculture officer 

12 
Education  

Osman Katikit  Education  

13 Ann Chewochet Education Officer  

14 
ECD  Susan Nakoru 

Early Childhood Development 

Coordinator 

15 
Records  Irene Kibet 

Sub County Health Records 

Information Officer 

16 

Livestock  

Evans M. Ayaye Livestock Officer 

17 Haron Pturu Nguran SALDO 

18 Boskwony  K. George SALDO 

19 Isaiah Lopurin SALDO 

20 WASH  William Kaplich Deputy sub County Water Officer  

21 

World Vision  

Irene Nyauncho Nutrition Manager  

22 Charles Mumbi Program officer  

23 Mary Katuto Project officer – Nutrition  

24 UNICEF Benson Musau Nutrition Officer 

25 APHRC  Peter Muriuki Data Analyst  

26  Vincent K. Akeno Volunteer  

27  Vincent Akeno Narengei VOL. F.S.K 

28  Nancy Makal  Representing Sub County Nutritionist 
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Executive summary  
East Pokot being an arid and semi- arid area is characterized by high levels of malnutrition. In the past 

years, nutrition surveys and surveillance have been done in the Sub-county in order to establish the 

nutrition situation and guide programming in the Sub-County. However, the prevalence of acute and 

chronic malnutrition has remained above the WHO emergency threshold of 15% and 20% 

respectively. There has therefore been a high interest by stakeholders to further understand the causal 

pathways of under nutrition in East Pokot so as to be able to develop more effective programs to curb 

malnutrition. To this end, World Vision in collaboration with Ministry of Health and other partners in 

Baringo County conducted a Link nutrition causal analysis. The fundamental objective of the Link 

Nutrition Causal Analysis was to understand the risk factors of malnutrition and how these lead to 

malnutrition in East Pokot population. An NCA is a structured, participatory, holistic study, based on 
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the UNICEF framework of malnutrition causality, to build a case for nutrition causality in a local 

context.  

 

The Link NCA study process began in July 2016 where WVK first discussed the initiative with 

Baringo County Health team and also identified stakeholders representing various sectors at the 

county. The process also involved sensitization of the Link NCA methodology to WVK staffs who 

were technically to be involved in supporting the study. The Link NCA HQ Team lead by Blanche 

organised a four day workshop in Nairobi in August 2016 where WVK and Concern World Wide 

staff were taken through the Link NCA methodology. The preparatory phase also involved recruiting 

a Link NCA analyst and conducting secondary data and scientific literature review to enable 

development of hypothesis on risk factors to undernutrition specifically stunting.  

 

The Link NCA study in East Pokot adopted an approach of conducting a qualitative inquiry and a 

nutrition survey. The qualitative enquiry was conducted in December 2016 after conducting a multi-

stakeholder workshop on validation of hypothesis. This was followed by a SMART survey that was 

conducted in January 2017. The SMART survey results were validated by the  

 National Nutrition Information Technical Working Group (NITWG). 

 

The Link NCA study revealed that the major risk factors linked to stunting in East Pokot include; 

inadequate dietary intake, alcoholism leading to poor child care, low access to health services, poor 

hygiene and sanitation practices. Other important and minor risk factors identified are summarised in 

the table below.  

 

Table 1: Summary of risk factors 

Risk factors  Rating 

Hypothesis A. Inadequate access to food  Major 

Hypothesis B. Poor access to diversified diet Major 

Hypothesis C. Poor storage of food, seeds and grains, in home  Minor 

Hypothesis D. Poor land/livestock management and productivity  Important 

Hypothesis E. Early pregnancies Important 

Hypothesis F. Poor birth spacing  Major 

Hypothesis G. Poor access to health/nutrition services  Major 

Hypothesis H. Poor delivery and utilization of health services Major 

Hypothesis I.  Alcoholism Major 

Hypothesis J. Inappropriate care practices for U5 children  Major 

Hypothesis K. Inappropriate breastfeeding practices Major 

Hypothesis L. Poor complementary feeding  Major 

Hypothesis M. Malnourished Pregnant and lactating women Major 

Hypothesis N. Poor hygiene practices  Major 

Hypothesis O. Access to safe water for Household use Major 

Hypothesis P. Low coverage of latrines  Major 

Hypothesis Q. Women do not have power in the HH and the society Important 

Hypothesis R. Illiteracy/ Low levels of maternal education Major 

Hypothesis S. Mothers work load at HH Level Major 

Hypothesis T. Formal employment (office work) & business women  Minor 
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1.0 INTRODUCTION 
BACKGROUND INFORMATION 
 

1.1 Study area and Population 

East Pokot is one of the 6 sub counties of Baringo County and it borders Turkana East to the North, 

Marakwet and Baringo North to the West, Laikipia and Samburu County to the East, and Marigat to 

the South. It has an average area of 4524.8Km and is sub-divided into seven (7) administrative 

divisions with an official estimated population of around 159,404 people which is a projection from 

2009 population census. The area has two livelihood zones, Pastoral (Kolowa, Tangulbei, Akoret, 

Mondi, Ngoron, Nginyang divisions) and Agro-Pastoral (Churo division).  

 
Figure 1: Map of East Pokot Sub County with Livelihood zones 

 

1.2 Context information  

In Baringo County, East Pokot sub county experiences poor health and nutrition outcomes. Previous 

Standardized Monitoring and Assessment of Relief and Transition (SMART) surveys conducted in 

the area shows that the prevalence of chronic malnutrition (stunting) has been on an upward trend. It 

increased from 25.5% in 2012 to 27.6% in 2014 then to 34% in 2015 and 36.5% in 2016. Similarly, 

wasting levels increased from 12.2% in 2012 to 23% in 2016 as shown in the figure below. Several 

contributing factors are linked to the high malnutrition rates such as chronic and acute food insecurity 

due to poor rainfall and successive droughts, suboptimal child care and feeding practices and poor 
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hygiene and sanitation practices and poor access to critical health services as well as harmful cultural 

beliefs associated with maternal and child feeding practices. 

 

Figure 2: East Pokot Malnutrition trend over time 

To try to improve the health and nutrition status in the county, various partners have been working 

with the Ministry of Health in the implementation and up scaling the High Impact Nutrition 

Intervention (HiNi) in the County. For instance World Vision has been supporting the Ministry of 

Health (MoH) in the implementation of the HiNi services in Baringo County. Other partners 

supporting other nutrition interventions include Maternal and Child Survival Project (MCSP) and 

Kenya Red Cross during emergency response. World Vision is also supporting Food for asset (FFA) 

projects in the area.  

Despite years of integrated health and nutrition programming in the area, malnutrition rates have 

continued to be of major concern. In order to further understand the multi-causal factors and 

associated causal pathways of malnutrition in East Pokot, Baringo County government and nutrition 

stakeholders agreed to undertake a Link Nutrition Causal Analysis in the Sub- County. The results of 

the study will be used to develop more effective programs that are context specific to curb 

malnutrition in the area. 

 

1.3 Main Study Objective 
The main objective of the NCA was to identify the possible causes of child under nutrition, in 

particular stunting among children age 6-59 months, in Agro-Pastoral and Pastoral livelihoods zones 

of East Pokot Sub-County. 

 

1.3.1 Specific Study Objectives 
The six fundamental objectives of the qualitative inquiry were:  
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Objective 1: Develop a local definition and understanding of under-nutrition 

This objective forms a critical starting point in the qualitative inquiry as it seeks to understand how 

individuals and community by extension perceive or describe undernutrition, how they identify 

children suffering from undernutrition, what they believe are the causes and consequences and what 

they do to prevent and treat under-nutrition.  

 

Objective 2:  To understand the “actual” causes of under-nutrition by exploring typical knowledge, 

attitudes, practices, assets, access issues, strategies and trade-offs relating to food security, health and 

care 

This step basically seeks to explore typical knowledge available in the community on the causes of 

under-nutrition as influenced by the community’s attitudes, child care and feeding practices, 

household amenities and livelihoods, access to critical services including health, markets, transport 

etc. and food insecurity.   

 

Objective 3: Explore respondent perceptions of the causes and consequences of poor food security, 

health, and care in relation to under-nutrition 

 

Objective 4: Understand the practices of caregivers of positive deviant children (i.e., well-nourished 

and healthy children of parents who seemingly face the same challenges and barriers as parents of 

under-nourished children) 

 

Objective 5: Identify seasonal and historical trends in under-nutrition and risk factors 

 

Objective 6: To understand how the community prioritizes risk factors of under-nutrition 
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2.0 Link NCA Methodology 
 

2.1 Overview of the Link NCA Approach 
A Link NCA is a structured, participatory, holistic, multi-sectorial study, based on the UNICEF causal 

framework, to build a case for nutrition causality in a local context. 

- Structured – the steps of the methodology are precisely defined and have all been tested in the field. 

- Participatory – the study is giving a real opportunity to national technical experts as well as 

caregivers in the community to express their opinion on the causes of under nutrition, and to discuss, 

review and finally validate the conclusions of the study. 

- Holistic – under nutrition is here studied globally to avoid a sectorial approach, and to highlight the 

inter-relations between risk factors. 

- Multi-sectorial - a nutrition causal analysis (NCA) investigates and presents a “multi-sectorial” 

overview of the contributing factors affecting nutritional status within a given community. 

- Building a case for nutrition causality – the core exercise of an NCA is to identify and rate causal 

hypotheses by order of importance. 

- Specific to a local context - causes of under-nutrition are often different from one location to 

another. The purpose of the methodology is to go beyond generic interventions by identifying context 

specific causes in order to propose adequate solutions.  

 

2.2 Study Design 
The Link NCA methodology involved five key steps: 

1. Preparatory Phase: The preparatory phase was to ensure timely recruitment process; objectives are 

clearly illustrated and the choice of Link NCA methodology and key stakeholders to engage.  

2. Development of causal hypotheses: a literature review, data review and stakeholders interviews 

were undertaken to generate an overall understanding of the local context of under nutrition and 

design a set of local causal hypothesis of under nutrition. These hypotheses were validated to be field 

tested by technical experts during initial workshop held on 6th December 2016 

3. Data Collection: Both quantitative and qualitative data were collected to provide more evidence on 

levels of under nutrition, key risk factors and community perceptions, practices, resources and 

constraints. Qualitative data collection was done in December and Quantitative data was collected in 

January 2017. 

4. Identification of highest priority causes of under nutrition: Based on the evidence gathered during 

the data collection, the causal hypotheses were then rated according to their importance with 

particular attention to seasonal differences and vulnerable groups. The results were then validated 

with the local community and multi-stakeholder forums before being presented for validation at final 

technical workshop.  

5. Communicating results and planning for a response: 

 

2.3 Sampling procedure  
 

2.3.1 Sample Size and Survey Design for Quantitative Survey (SMART) 

2.3.1.1. Survey Design  

The survey applied a two stage cluster sampling with the clusters selected using the probability 

proportional to population size (PPS).The villages constituted the sampling frame.  
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2.3.1.2 Study Population  

The target population for the survey was children aged 6 – 59 months for the anthropometric 

measurements and women of reproductive age between 15 – 49 years for the maternal health 

component.  

2.3.1.3 Anthropometric Sample Size  

The anthropometric survey sample size was calculated using the SMART survey calculator. The 

parameters of interest were captured in the ENA July 9th 2015 software and the respective number of 

children and households required for the survey computed. The sampling frame for this survey was 

the updated list of villages (with current projected population of East Pokot)  

 

Table 2: Anthropometric Sample Size calculation and rational for the East Pokot County survey 

Data entered on ENA 

software 

Anthropom

etric 

Survey 

Rationale 

Estimated prevalence of GAM 28.0%  Upper limit C.I due to deteriorating situation 

(NDMA monthly bulletins November 2016)  

SMART survey July 2016 GAM: 23.0 % (18.6 – 

28.0 95% C.I.) 

±Desired precision 6% Based on nutrition survey guidelines 

Design effect 1.45 Based on the previous 2016 survey to cater for 

heterogeneity. 

Average household size 6 2016 SMART survey 

Percent of <5 18% County HIS estimates  

Percent of non-respondent 3% Due to the frequent movements in most parts of the 

county hence non-response anticipated 

Households to be included 360 As calculated using the ENA for SMART software  

Children to be included 340 As calculated using the ENA for SMART software  

 

2.3.1.4 Cluster and Household Selection  

All accessible villages were included in the initial sample selection with each village considered a 

cluster which was sampled with probability proportional to size. At stage two each team used the 

simple random sampling method in household selection. Within the selected households all children 

6-59 months fitting the inclusion criteria were measured.  

A household was defined as a group of people who lived together and shared a common cooking pot. 

In polygamous families with several structures within the same compound but with different wives 

having their own cooking pots, the structures were considered as separate households and assessed 

separately.  

In cases where there was no eligible child, a household was still considered part of the sample. If a 

respondent was absent during the time of household visit, the teams left a message and re-visited later 

to collect data for the missing person, with no substitution of households allowed.  
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2.3.1.5 Variables Collected  

Age: the age of the child was recorded based on a combination of child health cards, the 

mothers’/caretakers’ knowledge of the birth date and use of a calendar of events for the district 

developed in collaboration with the survey team.  

Sex: it was recorded whether a child was male or female.  

Bilateral Oedema: normal thumb pressure was applied on the top part of both feet for 3 seconds. If 

pitting occurred on both feet upon release of the fingers, nutritional oedema was indicated.  

Weight: the weights of children were taken with minimal or light clothing on, using Bathroom scale 

(SECA digital model with a threshold of 150kgs and recorded to the nearest 0.1kg.  

Length/Height: children were measured bareheaded and barefooted using wooden UNICEF 

height boards with a precision of 0.1cm. Children under the age of two years were measured 

while lying down (length) and those over two years while standing upright (height). If child 

age could not be accurately determined, proxy heights were used to determine cases where 

height would be taken in a supine position (<87cm) or in an upright position (≥87cm).  

Mid Upper Arm Circumference (MUAC): the MUAC of children were taken at the midpoint of the 

upper left arm using a MUAC tape and recorded to the nearest 0.1cm. 

Retrospective Morbidity of Children: A 2-week morbidity recall was conducted for all children (6-59 

months) to assess the prevalence of common diseases (e.g. malaria, diarrhea).  

Vaccination Status and Coverage:  

For all children 6-59 months, information on BCG, Oral polio Vaccine (OPV) 1, OPV 3 and measles 

vaccination was collected using health cards and recall from caregivers. The vaccination coverage 

was calculated as the proportion of children immunized based on card and recall.  

Vitamin A Supplementation Status: For all children 6-59 months of age, information on Vitamin A 

supplementation was collected using the child welfare cards and recall from caregivers. Information 

on whether the child had received supplementation in the last 6 months was collected. Vitamin A 

capsules were also shown to the mothers to aid in recall.  

De-worming Status: Information was solicited from the care takers as to whether their child/children 

6-59 months had been de-wormed in the last 6 months.  

Household Food Diversity: Dietary diversity is a qualitative measure of food consumption that 

reflects household access to a wide variety of foods, and is also a proxy of the nutrient intake 

adequacy of the diet for individuals. Dietary diversity scores were created by summing the number of 

food groups consumed over a 7- days period to aid in understanding if and how the diets are 

diversified. Household dietary diversity score (HDDS) is meant to reflect, in a snap shot the economic 

ability of a household to consume a variety of foods. A score of 1 was allocated to each food group 

that was consumed by the household per day and a score of 0 for each of the food groups not 

consumed by the household, and thus the highest possible score per day was 16.  

Household Water Consumption and Utilization: The indicators used were main source of drinking and 

household water, time taken to water source and back, cost of water per 20-litre jerry-can and 

treatment given to drinking water.  

Sanitation: Information on household accessibility to a toilet/latrine, disposal of children’s faeces and 

occasions when the respondents wash their hands was obtained.  

2.3.1.6 Organization of the Survey  

Coordination/Collaboration: Before the survey was conducted meetings were held with the respective 

county authorities and key stakeholders briefed them about the purpose, objectives and methods for 

the survey. The survey details were discussed with the County Steering Group, County Nutrition 

Technical Forum, County Information Working Group and conducted in collaboration with the 

County and Sub-Counties Health Offices and UNICEF. The authorities were requested to officially 

inform the communities (villages) that were involved in the assessment.  
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 Recruiting the Survey Team: Recruitment was done in collaboration with the Ministry of 

Health office at the sub-county level in order to give ownership and participation in the assessment.  

 Training of the Survey Team: The teams were given 3-days training prior to field work, 

including a standardization test to ensure standardization of measurement and recording  

 Quality assurance 

• Daily Plausibility check for data quality  

• Giving daily feedback and updates to teams based on quality checks 

• Teams supervision/ follow up while in the field 

• Use of ODK and recording of Geo points 

2.3.1.7 Questionnaire 

 

The survey adopted the standard data collection tools recommended by the National Nutrition 

Information Technical Working Group (NITWG) but converted to Open Data Kit (ODK) format to 

enable data collection using android smart phones. 

2.10 Data uploading and Analysis  

 

• Data Uploading: Data was uploaded on daily basis, downloaded on excel format and analyzed 

using ENA for SMART and SPSS Statistical software. The World Vision Monitoring and Evaluation 

Program Officer was responsible for downloading data from the server and analyzing. Results were 

presented using the new WHO reference levels. 

 

2.3.2 Sampling Methodology and Survey Design for Qualitative Enquiry 
Random sampling was used to select the clusters where to conduct the qualitative enquiry. Among the 

selected clusters for quantitative survey; two clusters from the list of pastoral villages and two clusters 

from agro-pastoral villages were randomly selected for the qualitative study. At the community level 

purposive sampling method was used to come up with information-rich categories of people who 

could provide the best possible information relating to malnutrition among children under 5 in East 

Pokot. Ultimately the following five types of participants were selected: 1) Mothers and fathers of 

children under the age of 5 years, 2) Grandmothers and grandfathers of children under the age of 5 

years, 2) Community leaders, 3) health care workers, 4) Traditional birth attendants and traditional 

healers 5) Early Child Development (ECD) teachers. 

 

Table 3: List of the four selected villages for the qualitative inquiry 

Agro-Pastoral Pastoral 

Reper Churo 

Taparara  Lolkos 

  

2.3.3 Field team recruitment and composition  
The Link NCA Analyst lead the qualitative enquiry with the support of a Link NCA coordinator and 

six  field assistants with previous experience in data collection and coming  from the study area; four 

male and two female. During data collection, the NCA analyst conducted the interviews with help 

from two assistants; one translating the questions to community members while the other one took 

verbatim notes from the respondent’s responses. Two other assistants worked as administrative 

assistants ensuring that consent forms were signed, participant description forms were filled and 

writing out and translating materials for the community rating exercise. The majority of the interviews 

especially the focus group discussions with mothers, fathers and in-depth interviews with traditional 

birth attendants and traditional healers were conducted in Pokot due to the limited ability of most 

community members to communicate clearly in both English and Swahili which are the two official 

languages of Kenya. The other two assistants served as community facilitators. 
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2.3.4 Training 
A four day training for the field assistants who also doubled up as translators was conducted and an 

additional day was devoted for piloting the qualitative guides which happened in a village outside the 

study area. The objectives of the training sessions included:  

● To familiarize the team with the objectives of the Link NCA and the methods used to meet 

them 

● To equip the field assistants with skills for the qualitative study 

● Train on data collection guides and equipment (e.g. recorders) 

● Sensitize on research ethics to understand the role of researchers in the protection of research 

participants.   

 

The methods used during training included classroom lectures on topics such as protecting human 

research participants, research ethics and how to conduct qualitative enquiry. Role plays and pilot 

were also utilized to equip the team with practical skills as well as test the qualitative guides.  

 

2.3.5 Data collection  
The qualitative study took place from 11th of December to the 31st of December 2016 in four villages; 

two Agro-pastoral villages – Churo and Lolkos and 2 pastoral villages – Reper and Taparara. Focus 

group discussions (FGDs), case studies, key informant interviews (KIIs) and community dialogues 

were held between the research team and community members. FGDs were held with mothers, 

fathers, grandmothers, grandfathers of children under five. Case studies were conducted with mothers 

of SAM, MAM enrolled in nutritional supplementation programs and positive deviant children while 

key informant interviews were conducted with Chiefs/Assistant Chiefs, Community Health Workers 

(CHWs), Nurses and Clinical Officers, community leaders and ECD teachers. Individual semi-

structured interviews were also conducted with Traditional Birth Attendants (TBAs) and traditional 

healers. Each FGD contained a minimum of 8 persons and a maximum of 12. This is to ensure varied 

responses and optimal participation.  

 

The NCA guidelines recommend 6 days to be spent per village while conducting qualitative enquiry. 

The qualitative team was made up of the NCA analyst and six field assistants (2 translators, 2 

administrative assistants and 2 community facilitators). Four days were utilized for conducting FGDs, 

case studies and KIIs while day 5 was dedicated for presentation of the results to the community, 

discussions of the results by the community members and community rating of risk factors.  

 

2.3.6 Qualitative data management and analysis  
Qualitative guides were developed covering 7 key areas:  

- Perceptions on good nutrition and under-nutrition  

- Food security and livelihoods 

- Child care practices  

- Maternal and child nutrition  

- Maternal and Child health  

- Water, Sanitation and Hygiene  

- Gender roles in the households 

 

Since most interviews were conducted using the local Pokot language, the interpreters assisted in 

translating the questions posed to the respondents by the NCA analyst who spoke either Swahili or 

English. Key informant interviews were however conducted in either Swahili or English and they 

were conducted by the NCA analyst assisted by the NCA coordinator. The NCA coordinator provided 

logistical and practical support to the team during the whole period of the data collection. All 

interviews were also recorded via a digital recorder. 
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The qualitative data analysis was continuous and iterative. Daily debriefing sessions were held every 

evening by the team where transcripts were written down and data collected organized into themes. 

The themes were then revised as necessary as emerging information became available.  Every week, 

the data were coded and analyzed according to the main study questions. After this analysis, the 

whole team would go back to each village to present and have the community members validate the 

results. After the presentation of the results, the community members were invited to rate the risk 

factors that had been collected during the qualitative interviews in order of priority; how important a 

factor is in its contribution to malnutrition of children under the age of 5 years.  Finally, they were 

given a chance to propose recommendations for programming. Finally, the data were analyzed using 

content analysis method.  In total, 24 FGDs were conducted, 28 KIIs and 8 case studies were 

conducted.  

 

2.3.7 Community rating exercise 
Community members were engaged in prioritizing risk factors according to the order of which ones 

had a significant contribution to under-nutrition of children under 5 years in the community. The 

participants were first split into groups of men and women and further divided into small manageable 

groups. The main causes of under-nutrition identified in the FGDs conducted in the last several days 

were written out in large fonts on flip charts in both English and Pokot and pictures printed and pasted 

on the flip charts. The NCA analyst read out each factor and a translator read out the factor in the 

Pokot language. The flip charts were then placed on the ground and participants in small groups were 

given small marked stones to place on factors they felt were most significant in their contribution to 

under-nutrition in their community.  

Figure 3: Community rating exercise 
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2.3.8 Community dialogue  
After the rating exercise, the community members were asked to discuss how given their knowledge 

and resources they would address the factors they had identified as major factors contributing to 

undernutrition.  

 

2.3.9 Ethical considerations  
Ethical approval was granted by the NITWG in adherence to government of Kenya protocols. 

Additionally, written, voluntary informed consent was obtained from all Link NCA participants after 

full disclosure of the study’s purpose and procedures.  

 

2.3.10 Limitations of the qualitative inquiry  
Being a qualitative inquiry at the community level, the main language of communication was Pokot 

which the NCA analyst was not well versed in. It is possible that some issues could have been lost in 

translation but every effort was made to utilize multiple independent translators and get a common 

understanding among the team of translators who were from the area and spoke the language.  

 

Also, the NCA results presented are only valid for the populations studied; Agro-pastoral and pastoral 

zones in East Pokot sub county, Baringo County. All results relating to this qualitative enquiry are not 

generalizable to other zones and should not be considered beyond the immediate boundaries of the 

study. 

 

The participants, coming from an area which is part of the Arid and Semi-Arid Lands, could have 

expected some benefits from participating in the research and could have exaggerated some 

responses. However, this was mitigated as far as possible by providing adequate and detailed 

information to the study participants on the objectives of the Link NCA. 

 

From the community rating exercise, there were clear gender differences in the rating of risk factors. 

For instance women would rate highly some risk factors closely affecting them e.g. high maternal 

workload while men would shun those factors and rate highly those that were closely related to them 

for instance livestock diseases. This potential threat eventually was mitigated by having the 

community rate all the risk factors and the research team picking up at least the first 10 highly rated 

factors. This ensured that the gender differences were taken care of.     

 

Some areas of East Pokot including the four villages that were the focus of this study are not covered 

by mobile connectivity and this brought communication challenges especially with the Link NCA HQ 

technical advisors from ACF France. Network coverage was poor in almost all villages making it very 

difficult to communicate either via emails or skype or actual phone calls. World Vision and the Link 

NCA Unit from ACF made every effort to be able to communicate as often as possible and to closely 

monitor the evolution of the study. Also, World Vision Focal Point having been trained on how to 

supervise a Link NCA, was a great help to make the study successful by being a link between the field 

and HQ and by being able to bring on-spot advice and guidance to the analyst. 

 

Also, this study is based on secondary data collected from several surveys performed before the Link 

NCA studies, as well as some primary data was collected in addition to inform specific hypotheses. 

The Link NCA study presented in this report is therefore based on a triangulation of different sources 

of information with some collected at different times of the year (quantitative data).  

 

Some events forced World Vision team to put the study on hold for several months. Indeed, the area 

being endemic to ethnic clashes related to cattle rustling experienced clashes in the course of the study 

between the Pokot, Turkana and Tugen communities. The on-going drought, at the time of the study, 

was considered as a potential worsening factor regarding the already fragile nutrition security 

situation as well as a driving factor of insecurity. Therefore, both World Vision and the Link NCA 
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Technical Unit (Action Against Hunger) spent time to assess the security and the feasibility of the 

study in the given area. The situation remaining calm since a long period, and given the efforts 

provided by the local actors to keep the situation stable, the implementation of a Link NCA would be 

feasible. Unfortunately, the killing of a politician on unclear circumstances in February 2017 was the 

starting point of an unpredictable escalation of violent conflicts between the different communities 

living in the area. This event was followed by clashes between armed members from Pokot and Tugen 

communities as well as an increase of cattle rustling. Finally, a “shoot to kill” order was issued by the 

authorities. At this time, only the Kenyan Red Cross was able to access the area and in front of those 

non-anticipated events the study was finally put on hold just before the final workshop. World Vision 

continued to monitor the situation and it was decided to wait until the situation came back to normal 

to assess how this period could have affected the findings of the study as the field investigation was 

already finalized. After several months, both World Vision and the Link NCA Unit decided not to 

wait for anymore and to finalize the entire study with an action plan targeting both immediate and 

mid-term actions based on the relevant findings of the study and on the information gathered while 

monitoring the evolution of the situation. This action plan was developed with the aim of being re-

evaluated as the situation is changing. The reader should take this information with caution while 

reading the report as the findings presented might have slightly changed between the time of the field 

study and the dissemination of the report. 

3.0 LINK NCA FINDINGS 
 
Since the year 2012, the Ministry of Health (MoH) together with nutrition partners working in East 

Pokot like World Vision has been conducting annual integrated SMART surveys in order to 

determine the prevalence of malnutrition among the children aged 6- 59 months old, pregnant and 

lactating mothers. These surveys are usually conducted during the lean season (dry spell) between 

June and August. However in some cases especially when drought escalates SMART surveys have 

been conducted within a difference of six months. This was the case in East Pokot where in July 2016 

a SMART survey was conducted and another was done in January 2017. Since Link NCA started in 

July 2016, this report also gives reference to those findings as well as presenting the results of the 

most current SMART survey done in January 2017.   

 

Summary of Findings from East Pokot July 2016 and January 2017 SMART Surveys 

Indicators Coverage 

 July 2016 January 2017 

HHs covered 516 366 

Children assessed 664 480 

Global Acute Malnutrition (<-2 Z-score) 
(149) 23.0 % 

(18.6 - 28.0 95% C.I.) 

(112)23.3 % 

(19.2 - 28.1 95% C.I.) 

Severe Acute malnutrition (<-3 Z-score) 
(23) 3.5 % 

(2.2 - 5.7 95% C.I.) 

(19) 4.0 % 

(2.4 - 6.5 95% C.I.) 

Prevalence of Global Underweight (<-2 Z-

score) 

(254) 38.8 % 

(33.9 - 43.9 95% C.I.) 

(199) 41.5 % 

(35.2 - 48.1 95% C.I.) 

Prevalence of Global Stunting (<-2 Z-

score) 

(228) 36.5 % 

(32.0 - 41.2 95% C.I.) 

(171) 36.5 % 

(31.1 - 42.2 95% C.I.) 

Measles Coverage at 9 Months 71.4% 71.4% 

Measles Coverage at 18 Months 32.1% 37.8% 

BCG by scar 89.9% 97% 

OPV 1 91.1% 96.4% 

OPV 3 80.8% 81.3% 
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Zinc Supplementation 11% 36.7% 

Vitamin A (6 – 11 months- once) 22.6% 44% 

Vitamin A (12 – 59 months) –more than 

twice 

30.7% 41% 

Vitamin A (12 – 59 months- once) 13.3% 55.3% 

Vitamin A (6-59 months) 42.9% 53.9% 

Deworming (12-59 months) 14.9% 21% 

Sickness two weeks prior to survey 59% 43.8% 

Acute Respiratory Infection 73.0% 52.6% 

Fever 53.6% 44.1% 

Watery diarrhea 40.8% 22.3% 

Bloody diarrhoea 35.5% 0.9% 

Seek assistance 42.8% 71% 

Maternal MUAC <21cm 9.7% 6.7% 

Maternal MUAC <21cm for PLW 9.4% 6.4% 

Iron Folate Supplementation < 90 days 50.2% 49% 

Iron Folate Supplementation  90 days and 

above 

8.3% 51% 

Food Consumption Score (FCS)   

     Poor FCS 2.71% 10.4% 

Border FCS 9.88% 14.8% 

     Good 

FCS 

87.4% 74.9% 

   

Diet diversity(>4 food groups and above) 63.2% 72.6% 

   

Coping Strategy Index 27.59% 29.5% 

Water Access   

Protected source(safe sources) 5.4% 15% 

Unprotected source(unsafe sources) 94.6% 84% 

Water treatment 2.9%  

Water utilization(15 litres and above)   

Hygiene Practices   

Hand washing at 4 critical times 2% 2% 

Hand washing with Water only  53% 

Hand washing with Soap and water 18% 25% 

   

Sanitation   

Open defecation 96% 98% 

Own latrine 3% 2% 

   

 

3.1 Education Level of the respondents 
The Jan. 2017 SMART survey reported that 82% of the respondents did not have any formal 

education.  Due to the migration lifestyle of the community, school enrollment and retention is poor. 

However, efforts by World Vision and other stakeholders to keep enrolled children in school through 

strategies that include working with the local administration to enforce school attendance have seen 
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an increasing number of students attending school and transitioning from secondary school to 

vocation training, colleges and universities.    

 

3.2 Main Occupation of Household Head and Source of household income:  
The Jan. 2017 SMART survey reported that 79.1% of respondents were livestock herders followed by 

petty traders at 11%. Further, 73.5% of respondents got income from sale of livestock and livestock 

products followed 13.5% in petty trade. Only 2.2% did farming and firewood collection. This 

indicates that most of the people in East Pokot rely on livestock keeping for their livelihood.  

 

Figure 4: Main Occupation 

 
3.3 
. 

 

Table 3: Education levels of the respondents 

Level of Education July 2016 January 2017 

% % 

None 65.7 82 

pre primary 20.7 6 

Primary 7.8 8 

Secondary 4.3 3 

Tertiary 1.4 1 

 

3.4 Nutritional Status of Under-Five Children 
 

3.4.1 Age distribution and anthropometric data quality check 
Among 482 children under five years reached, 49% were boys and 51% girls. The overall sex ratio of 

boys to girls’ was 1.0 and was within the recommended range of 0.8-1.2 showing unbiased selection 

of the sample. The ratio for Skewness and Kurtosis of WHZ also showed unbiased distribution of the 

sampled children. 
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3.4.2 Age verification 
Age verification was done using health cards, birth certificate, birth notification or baptism card. For 

those who were unable to have the documents, a calendar of event was used to help the mother recall 

the birth date. 

 

3.4.3 Prevalence of Wasting (Global acute malnutrition) 
Global acute malnutrition is defined as <-2 z scores weight-for-height and/or oedema. GAM is a 

combination of Moderate Acute Malnutrition and Severe Acute Malnutrition. Moderate Acute 

Malnutrition is defined as Scores of <-2SD and >-3SD while severe acute malnutrition is defined as 

<-3z scores weight-for-height and/or oedema) 

The Weight for Height index is the most appropriate index to quantify wasting in a population. It 

compares the weight of the child measured to the median weight of a reference population for that 

particular height. Children below standard deviations of below the mean indicate wasting and 

represent failure to receive adequate nutrition in a period immediately preceding the survey.  

World Health Organization 2006 growth Standards were used to compute and interpret the survey 

results. The global acute malnutrition (GAM) rates for East Pokot as at January 2017 stands 23.3% 

(19.2 - 28.1 95% C.I) which according to WHO classification indicates a very critical nutrition 

situation. These findings show no significant difference from July 2016 GAM rates of 23.0% (18.6 - 

28.0 95% C.I.) The prevalence of moderate malnutrition (MAM) was 19.4 %( 15.4 - 24.1 95% C.I.) 

while the prevalence of severe acute malnutrition (SAM) stood at 4.0% (2.4 - 6.5 95% C.I.). These 

high malnutrition levels are mainly contributed by inadequate dietary intake due to household food 

insecurity as a result of prolonged dry spell and high prevalence of childhood illnesses like diarrhea.  

Other contributing factors are poor maternal infant and young children nutrition practices and poor 

hygiene and sanitation practice.  

Table 5below shows the prevalence of wasting/ Global Acute Malnutrition for all children 6-59 

months in East Pokot Sub County comparing with the July 2016 SMART survey results.  

Table 5: Overall prevalence of GAM compared to previous year’s survey findings. 

 January 2017 

n = 480 

July 2016 

n = 649 

Prevalence of global malnutrition  

(<-2 z-score and/or oedema) 

(112) 23.3 % 

(19.2 - 28.1 95% C.I.) 

(149) 23.0 % 

(18.6 - 28.0 95% C.I.) 

Prevalence of moderate malnutrition  

(<-2 z-score and >=-3 z-score, no oedema)  

(93) 19.4 % 

(15.4 - 24.1 95% C.I.) 

(126) 19.4 % 

(16.0 - 23.4 95% C.I.) 

Prevalence of severe malnutrition  

(<-3 z-score and/or oedema)  

(19) 4.0 % 

(2.4 - 6.5 95% C.I.) 

(23) 3.5 % 

(2.2 - 5.7 95% C.I.) 

 

 

Figure 6: Shows the trend of Malnutrition from 2014 to 2017 
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3.4.4 Prevalence of Acute malnutrition by sex 
The table below shows that boys are more malnourished than girls. This can be attributed to the boys 

above three years going out to herd - cattle with their elder siblings while leaving the girls at home 

with the parents. Due to lack of food in the area and considering that boys naturally have high activity 

level than girls then they are not able to get extra food to cater for their energy utilization per day. 

 

Table 6: Prevalence of acute malnutrition based on weight-for-height z-scores (and/or oedema) 

and by sex 

 All 

n = 480 

Boys 

n = 235 

Girls 

n = 245 

Prevalence of global malnutrition  

(<-2 z-score and/or oedema) 

(112) 23.3 % 

(19.2 - 28.1 

95% C.I.) 

(62) 26.4 % 

(20.1 - 33.8 

95% C.I.) 

(50) 20.4 % 

(15.6 - 26.2 

95% C.I.) 

Prevalence of moderate 

malnutrition  

(<-2 z-score and >=-3 z-score, no 

oedema)  

(93) 19.4 % 

(15.4 - 24.1 

95% C.I.) 

(53) 22.6 % 

(16.9 - 29.4 

95% C.I.) 

(40) 16.3 % 

(11.6 - 22.5 

95% C.I.) 

Prevalence of severe malnutrition  

(<-3 z-score and/or oedema)  

(19) 4.0 % 

(2.4 - 6.5 95% 

C.I.) 

(9) 3.8 % 

(2.2 - 6.6 95% 

C.I.) 

(10) 4.1 % 

(2.2 - 7.5 95% 

C.I.) 

 

3.4.5 Prevalence of acute malnutrition by age 
All age groups were affected by both severe and moderate acute malnutrition. However, age groups 

54-59, 30-41 and 43-53 months seem to be more affected by severe malnutrition.  

 

Table 7: Prevalence of acute malnutrition by age, based on weight-for-height z-scores and/or 

oedema 

  Severe wasting 

(<-3 z-score) 

Moderate 

wasting  

(>= -3 and <-2 z-

score ) 

Normal 

(> = -2 z score) 

Oedema 

Age 

(mo) 

Total 

no. 

No. % No. % No. % No. % 

6-17 116 3   2.6 15  12.9 98  84.5 0   0.0 

18-29 121 3   2.5 21  17.4 97  80.2 0   0.0 

30-41 89 5   5.6 17  19.1 67  75.3 0   0.0 

42-53 102 5   4.9 29  28.4 68  66.7 0   0.0 

54-59 52 3   5.8 11  21.2 38  73.1 0   0.0 

Total 480 19   4.0 93  19.4 368  76.7 0   0.0 

 

3.4.6 Distribution of acute malnutrition and oedema based on weight-for-height z-scores 
There was no oedema cases observed. However, twenty (20) children were severely wasted 

(marasmic) representing 4.1% of the children reported to be malnourished. Those severely 

malnourished were referred to the nearest health facilities for management and treatment. 

 

Table 8: Distribution of acute malnutrition and oedema based on weight-for-height z-scores 

 <-3 z-score >=-3 z-score 

Oedema present  Marasmic kwashiorkor 

No. 0 

Kwashiorkor 

No. 0 
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(0.0 %) (0.0 %) 

Oedema absent  Marasmic 

No. 20 

(4.1 %) 

Not severely malnourished 

No. 462 

(95.9 %) 

 

 

3.4.7 Prevalence of acute malnutrition based on MUAC cut off's (and/or oedema) and by 
sex. 
MUAC is the best indicator for mortality and is used in the community (for screening) to identify 

individual children at risk and in need of referral and as an admission criterion to feeding 

programmes. Table below shows that the prevalence of global malnutrition based on MUAC stands 

at 3.9% compared 9.0% reported in July 2016 SMART Survey.  

 

Table 9: Prevalence of acute malnutrition based on MUAC cut off's (and/or oedema) and by sex 

 

 All 

n = 482 

Boys 

n = 236 

Girls 

n = 246 

Prevalence of global malnutrition  

(< 125 mm and/or oedema) 

(19) 3.9 % 

(2.4 - 6.4 95% 

C.I.) 

(5) 2.1 % 

(0.9 - 4.9 95% 

C.I.) 

(14) 5.7 % 

(3.2 - 10.0 

95% C.I.) 

Prevalence of moderate 

malnutrition  

(< 125 mm and >= 115 mm, no 

oedema)  

(18) 3.7 % 

(2.3 - 6.1 95% 

C.I.) 

(4) 1.7 % 

(0.6 - 4.4 95% 

C.I.) 

(14) 5.7 % 

(3.2 - 10.0 

95% C.I.) 

Prevalence of severe malnutrition  

(< 115 mm and/or oedema)  

(1) 0.2 % 

(0.0 - 1.6 95% 

C.I.) 

(1) 0.4 % 

(0.1 - 3.2 95% 

C.I.) 

(0) 0.0 % 

(0.0 - 0.0 95% 

C.I.) 

 

3.4.8 Prevalence of acute malnutrition by age, based on MUAC cut off's and/or oedema 
Moderate wasting by MUAC was found to be more prevalent among children of age group 6-17 

months followed by30-41months. Only one case of severe wasting by MUAC was reported in 18-

26 age groups. There were no cases of oedema. 

Table 10: Prevalence of acute malnutrition by age, based on MUAC cut off's and/or oedema 

  Severe wasting 

(< 115 mm) 

Moderate 

wasting  

(>= 115 mm and 

< 125 mm) 

Normal 

(> = 125 mm ) 

Oedema 

Age 

(mo) 

Total 

no. 

No. % No. % No. % No. % 

6-17 118 0   0.0 7   5.9 111  94.1 0   0.0 

18-29 121 1   0.8 4   3.3 116  95.9 0   0.0 

30-41 89 0   0.0 4   4.5 85  95.5 0   0.0 

42-53 102 0   0.0 3   2.9 99  97.1 0   0.0 

54-59 52 0   0.0 0   0.0 52 100.0 0   0.0 

Total 482 1   0.2 18   3.7 463  96.1 0   0.0 

 

3.4.9 Prevalence of underweight based on weight-for-age z-scores by sex 
Underweight is measured by weight for age and reflects acute and chronic malnutrition. Low 

weight-for–age is as a result of insufficient weight gain relative to age. 
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The findings for Jan. 2017 SMART showed that the global underweight rates for East Pokot Sub 

County stands at 50.0% (44.0 - 56.0 95% C.I.). This showed an increased trend from what was 

reported in July 2016 (38.8%) although the two surveys cannot be compared because they were 

conducted in different seasons. There was no significant difference in underweight between sexes as 

shown in the table below 

 

Table11: Prevalence of underweight based on weight-for-age z-scores by sex 

 All 

n = 480 

Boys 

n = 236 

Girls 

n = 244 

Prevalence of underweight 

(<-2 z-score) 

(240) 50.0 % 

(44.0 - 56.0 

95% C.I.) 

(121) 51.3 % 

(43.5 - 59.0 

95% C.I.) 

(119) 48.8 % 

(40.2 - 57.4 

95% C.I.) 

Prevalence of moderate underweight 

(<-2 z-score and >=-3 z-score)  

(196) 40.8 % 

(35.3 - 46.6 

95% C.I.) 

(98) 41.5 % 

(34.3 - 49.1 

95% C.I.) 

(98) 40.2 % 

(31.5 - 49.5 

95% C.I.) 

Prevalence of severe underweight 

(<-3 z-score)  

(44) 9.2 % 

(6.4 - 13.0 

95% C.I.) 

(23) 9.7 % 

(6.0 - 15.5 

95% C.I.) 

(21) 8.6 % 

(4.8 - 14.8 

95% C.I.) 

 

3.4.10 Prevalence of underweight by age, based on weight-for-age z-scores 
The prevalence of severe underweight was higher in children of age groups 30-41 and 18-29 months 

respectively. The prevalence of moderate malnutrition was high in children 42-53 months followed 

by 30-41 months as shown in the table below  

 

Table 12: Prevalence of underweight by age, based on weight-for-age z-scores 

  Severe 

underweight 

(<-3 z-score) 

Moderate 

underweight 

(>= -3 and <-2 z-

score ) 

Normal 

(> = -2 z score) 

Oedema 

Age 

(mo) 

Total 

no. 

No. % No. % No. % No. % 

6-17 117 7   6.0 41  35.0 69  59.0 0   0.0 

18-29 120 13  10.8 47  39.2 60  50.0 0   0.0 

30-41 89 12  13.5 39  43.8 38  42.7 0   0.0 

42-53 102 8   7.8 49  48.0 45  44.1 0   0.0 

54-59 52 4   7.7 20  38.5 28  53.8 0   0.0 

Total 480 44   9.2 196  40.8 240  50.0 0   0.0 

 

3.4.11 Prevalence of stunting based on height-for-age z-scores and by sex 
Stunting is measured by the index of height for age and reflects failure to receive adequate micro and 

macro nutrients over a long period of time and is also affected by recurrent and chronic illness. The 

stunting rates have remained at 36.5% same as what was reported in July 2016 which according to 

WHO classification indicates serious levels of malnutrition. These rates are higher than the national 

levels of 26% and the Baringo county levels of 29% as was reported by Kenya Demographic Health 

Survey (KDHS 2014). There was no significant difference in stunting between sexes as shown in the 

table below.  

 

Table 13: Prevalence of stunting based on height-for-age z-scores and by sex 

 All 

n = 469 

Boys 

n = 233 

Girls 

n = 236 
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Prevalence of stunting 

(<-2 z-score) 

(171) 36.5 % 

(31.1 - 42.2 

95% C.I.) 

(93) 39.9 % 

(33.7 - 46.5 

95% C.I.) 

(78) 33.1 % 

(26.3 - 40.5 

95% C.I.) 

Prevalence of moderate stunting 

(<-2 z-score and >=-3 z-score)  

(125) 26.7 % 

(22.8 - 30.9 

95% C.I.) 

(70) 30.0 % 

(25.0 - 35.6 

95% C.I.) 

(55) 23.3 % 

(18.4 - 29.0 

95% C.I.) 

Prevalence of severe stunting 

(<-3 z-score)  

(46) 9.8 % 

(7.4 - 13.0 95% 

C.I.) 

(23) 9.9 % 

(6.3 - 15.2 95% 

C.I.) 

(23) 9.7 % 

(6.5 - 14.4 95% 

C.I.) 

 

3.4.12 Prevalence of stunting by age based on height-for-age z-scores 
Table 14 below shows that the prevalence of severe stunting is higher in children aged 30-41 and 18-

29 months respectively. The prevalence of moderate stunting seems to be evenly distributed among 

all age groups. 

 

Table 14: Prevalence of stunting by age based on height-for-age z-scores 

  Severe stunting 

(<-3 z-score) 

Moderate stunting 

(>= -3 and <-2 z-score 

) 

Normal 

(> = -2 z score) 

Age (mo) Total 

no. 

No. % No. % No. % 

6-17 115 8   7.0 31  27.0 76  66.1 

18-29 117 16  13.7 32  27.4 69  59.0 

30-41 86 13  15.1 21  24.4 52  60.5 

42-53 101 8   7.9 30  29.7 63  62.4 

54-59 50 1   2.0 11  22.0 38  76.0 

Total 469 46   9.8 125  26.7 298  63.5 

 

 

 
 

3.5 Local definition of under-nutrition and understanding of good nutrition 
The community understands under-nutrition as lack of a balanced diet. A balanced diet according to 

them comprises of eating energy giving foods like maize meal paste known locally as “ugali”, white 

boiled maize mixed with beans known as “githeri” and sometimes boiled maize alone is consumed. 
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They also recognize fruits and vegetables as critical components of a balanced diet and milk which is 

a major component of a typical Pokot meal.  

 

3.6 Features of malnourished children  
The community members recognize both forms of under-nutrition. There is a common understanding 

that children who appear too short for their age have not achieved optimal nutrition. They use terms 

such as “kemei”, “kikaran chemosa” to refer to a child who appears too short compared to his/her 

peers. These children are also associated to having frequent bouts of disease. Children who are 

malnourished are described as having swollen legs, brown hair, body rashes, distended belly 

(kwashiorkor), weak, and skinny, gloomy and generally lack appetite.  Malnourished children also 

have delayed milestones for instance standing and walking happens way after their peers.  

 

Health care workers including CHWs, nurses and clinical officers indicated that malnourished 

children were identified during child welfare clinics. Those found with oedema and/or a MUAC of 

less than 11.5 centimeters were identified as severely malnourished (SAM) and those with a MUAC 

of between 11.5 – 12.5 centimeters as moderately malnourished (MAM). In addition they were also 

identified by calculating Z scores; low weight for age (underweight), low height for age (stunting) and 

low weight for height (wasting). 

 

4.0 Results by causal hypothesis   
 

4.1 Food Security  

Hypothesis A: Inadequate access to food  
East Pokot is located in the arid and semi-arid lands (ASAL) and experiences long dry spells that 

come with prolonged drought seasons coupled with low incomes during the period which leads to 

chronic food insecurity for households ultimately leading to inadequate access to food, frequency and 

intake for children under five.  The two livelihood areas receive rainfall between April and June (long 

rains) and September to October (short rains) and there is no access to water that can be utilized for 

irrigation. This means that the community depends only on food that can grow very fast within the 

rainy season and since farming is at the basic subsistence level, the food cannot sustain the 

communities during the long period of drought.  

 

In all the livelihood zones food insecurity especially during the dry season is apparent. In both areas 

households depend on livestock for food and during the dry season livestock prices are very low and 

fetch very little income which is not enough to provide enough food for the children.  Most families 

are unable to provide adequate meal frequency for children. Indeed children usually take porridge for 

breakfast, sometimes take the same porridge at lunch and take maize meal paste with vegetables for 

dinner. Children are fed on tea with very little milk and as the dry season persists and men migrate 

with animals to look for pasture and water, they are fed on “strong tea” which is basically tea without 

milk. 

 

 

Households in the Agro-Pastoral zones of Churo and Lolkos depend mainly on livestock keeping and 

do small scale farming on community farms. The land is communally owned with households 

exclusively ‘owning’ the compound where they live which is clearly demarcated. There are no official 

land ownership documents like title deeds.  The livestock kept include chicken, sheep, goats, cattle 

and camels. The farms are used to grow maize and beans only during the rainy season from April to 

July since they require a longer time between planting and harvesting. Farming of vegetables mainly 

kales and spinach is also practiced and in some cases African nightshade commonly known as 

‘managu’. These are sold to neighbors and some taken to Churo center for selling. The maize and 
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beans once harvested are sold and some retained for household use. Most families sell most of the 

harvest at low prices due to more supply than demand only to re-buy the products at very high prices 

during the rainy season.  

 

Market accessibility is hampered by poor road terrain and road infrastructure and during the rainy 

season flooding occurs disrupting access to markets thereby affecting access to food for households. 

During conflicts (cattle rustling, tribal crashes) markets are disrupted and this limits the household’s 

ability to access nutritious foods. 

 

Hypothesis B: Poor access to diversified diet 
In assessing the nutritional quality and quantity of the food consumed by the respondents, a week 

retrospective household dietary diversity questionnaire was administered. Only one main food groups 
(cereals) was consistently consumed within 7 days by more than 90% of the sampled households. 

Sweets were also highly consumed at over 70%.Vegetables, condiments, milk, oils and fats were 

consumed by at least 60% of the respondents. There was reduced milk consumption compared to what 

was reported in July 2016 SMART which may be attributed to low animal production as due to lack 

of adequate pasture and water as drought escalates.  

72.6% of the respondents consumed more than 4 food groups per day and only 27.4% consumed less 

than 4 food groups. These show that many households are able to access and consume a minimum 

acceptable diet. 

Figure 17: Food groups consumed by households 

 
 

4.1.1 Food Consumption Score and Coping Strategy Index. 
The food consumption score is an acceptable proxy indicator to measure caloric intake and diet 

quality at household level, giving an indication of food security status of the household. It’s a 

composite score based on dietary diversity, food frequency and relative nutritional importance of 

different food groups. About 75% and 10.4% of the sampled households had acceptable and poor FCS 

compared to 87.4% and 2.7% respectively as was reported in 2016 SMART. This is shown in table 

below. 

 

Table 21: Food Consumption Score and Coping Strategy Index. 

Nomenclature Proportion of Households  Proportion of Households  

January 2017 July 2016 

Poor food consumption mainly cereal 

and sugar 10.4% 
2.7% 
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Borderline food consumption 

Cereal, legumes, milk, oil, sugar 14.8% 
9.9% 

Good food consumption  

Cereal, legumes, milk, condiment, flesh 

meat, vegetable, oil, sugar 
74.9% 

87.4% 

 

The Coping strategy index (CSI) is considered an outcome of household food insecurity. The 

collection is per the number of days a household had to rely on the various coping strategies in the 

past seven days. The average CSI for East Pokot was 29.5%. This was a bit high from CSI reported in 

2016 SMART of 27.59% meaning the sampled population was engaging more in different survival 

tactics due to inadequate food availability at household level.  

Table 23: Coping strategy Index 

Coping strategy Proportion 

of HHs (N= 

307 ) 

Frequency 

score (0-7) 

Severity 

score (1-3) 

Weighted score = 

Freq.*weight  

 

 

 

 

Jan 2017  July 2016 

Rely on less preferred & less 

expensive food 
241 (78.5%) 3.80 1 3.80 

3.17 

Borrow food 215 (70.0%) 2.50 2 5.00 5.86 

Limit portion sizes 266 (86.6%) 4.00 1 4.00 3.71 

Restrict consumption of food by 

adults for young children to eat 
289 (94.1%) 4.10 3 12.30 

10.92 

Reduced number of meals 276 (89.9%) 4.40 1 4.40 3.93 

Total weighted Coping Strategy 

Score 

   
29.5 

27.59 

 

Qualitative enquiry revealed that households in the Agro-pastoral and pastoral zones predominantly 

consume maize meal paste with milk and during the rainy season they consume maize meal paste with 

green leaves like kales, spinach, and African nightshade as well as cabbages and tomatoes. The dry 

spells are usually between January and February and July to October while short rains are experienced 

from November to December and long rains experience from March to June.. During the dry season 

children are fed predominantly on light porridge with no milk for breakfast and lunch. Maize meal 

paste and vegetables are consumed for dinner. The advantage with porridge is that it takes very little 

flour and many people can be served with porridge compared with the number of people that can be 

served with maize meal paste.   

 

High food prices especially during the dry seasons coupled with low economic activities limits the 

household’s ability to provide diversified diet for children. The community also gets its food from 

markets with food stuffs being brought in from neighboring Laikipia County. Food products 

especially green vegetables (kales, spinach and African night shade), cabbages, tomatoes are very 

expensive at Churo center with a small size cabbage going for Ksh. 50, 5 leaves of kales retailing at 

Ksh. 10, and 1 tomato going for 10 shillings. In the rainy season the prices of these commodities are 

more affordable with a small size cabbage going for about Ksh. 30 while two tomatoes go for 10 

shillings.     
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Households from Lolkos have to walk for long distances via rough terrain to access the market at 

Kaptuya which is located 10 kilometers away. The road between Lolkos and Kaptuya is very rough 

and steep and is not motorable unless using a four wheel vehicle. Traders from Laikipia and other 

areas cannot access Lolkos due to the bad road and rough terrain.    

 

 

In the pastoral villages of Reper and Taparara, households predominantly rely on animals as the main 

source of food and income. Farming is not practiced since the two areas are rocky and dry and cannot 

support food crops. Families on average sell at least four goats and/or 2 cows on a monthly basis 

depending on the household needs at any particular time. They use this money on food and other 

household expenses including clothes and school fees.  During the dry season, livestock like goats, 

sheep and cows fetch very low prices thereby compromising the household’s purchasing power for 

food stuffs.  

 

Hypothesis C: Poor storage of food, seeds and grains in home  
Storage of food post-harvest is challenging to the farmers in Churo and Lolkos since most use 

traditional granaries for storage of food. Within these traditional granaries, pests like weevils infest 

and destroy the grains rendering them unusable thereby worsening the food security situation in the 

two villages. From our observations, proper post-harvest storage practices have the potential of 

significantly reducing food insecurity by ensuring that food is preserved as long as possible so as to 

last from one rainy season to the next. This has to be coupled with better farming methods for 

effectiveness.  

 

Hypothesis D: Poor land/livestock management and productivity  
Even though farming is practiced in the Agro-Pastoral zones of Churo and Lolkos it is limited to 

maize and beans and planting happens once a year during the rainy season which runs from April to 

July. However, they face a lot of challenges including unreliable rainfall, long dry spells, lack of 

knowledge on proper farming practices, and conservation of produce. Farming is mostly for 

subsistence and most of the food produced is consumed at household level and the little surplus is 

either sold to neighbors or at the market.  

 

The migration lifestyle of communities living in these areas is also a contributing factor to poor land 

productivity. When families move from one area to another in search of pasture and water, they 

usually end up settling in areas close to valleys and small hills where farming is difficult due to the 

poor terrain.  

 

According to February 2017 Baringo County Short Rain Assessment Report by KFSSG, there was a 

marked reduction on area under cultivation for maize and beans in the Agro – pastoral (AP) zones at 

85 percent below the Long Term Average (LTA).The main food crops grown are maize and beans in 

the AP zones. The pasture and browse condition were poor and depleted in the AP and pastoral zones 

respectively leading to deterioration of livestock body condition and poor production. The poor 

livestock body condition leads to low livestock prices and this affects the household’s food 

purchasing power.  

 

 

4.2 Maternal and Child Health  

Hypothesis E: Early pregnancies   
In East Pokot, girls are married off as early as at 14 years usually to older men who provide bride 

price in terms of cows and goats to the family of the girl. Immediately after the girls are circumcised, 

they are ‘booked’ in anticipation for marriage. Early marriages translate to early pregnancies which 
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can in turn lead to preterm and Low Birth Weight (LBW) neonates who are at a greater risk of 

developing complications including malnutrition.    

 

Preterm and low birth weight babies are at an increased risk of death due to malnutrition, 

hypothermia, dehydration, respiratory distress and infections. This group of neonates requires 

particular attention to prevent morbidity and mortality which the young mother may not be prepared 

to give.  

 

Hypothesis F: Poor birth spacing  
The qualitative inquiry found that contraception use is very rare in East Pokot. Women do not have 

proper knowledge about contraception methods neither are they given this information from the health 

facilities unless they ask. Further the men do not approve of women using family planning methods 

since having many children is a sign of wealth. In the Pokot community many girls mean more wealth 

will be received by the family when they become of age to be married off. Many boys mean that the 

wealth of the man will be preserved as boys are tasked with the roles of looking after the livestock.   

 

Men are the main decision makers on when the mother should get another baby. Most men 

interviewed had between 10 – 30 children from multiple wives with some women having up to ten 

children. In both areas, birth spacing is very short with an average of 6 – 12 months between delivery 

and new pregnancy. This makes the mothers unable to properly take care of their many children. 

There is also a belief that contraception cause miscarriages and that women who use contraception 

will have excessive bleeding immediately after delivery. Most mothers felt that it is better to give 

birth than to use contraception and suffer negative effects including potential domestic violence if she 

doesn’t give birth as the husband expects.  

 

“Heri tuzae mpaka mayai iishe” (we would rather give birth till we cannot give birth any more) – 

FGD – Mothers of U5, Churo center. 

 

Hypothesis G: Poor access to health/nutrition services  
The four villages are characterized by near absence of public health facilities. The few dispensaries 

and health facilities available are located at or near shopping centers and are far from most of the 

community members.  Most community members have to walk for more than one hour to access a 

health facility. In one village, the closest health facility is located a distance of 10 kilometers from the 

village and this means to access the health facility, community members usually walk for 20 

kilometers to and from the health facility. This translates to more than two hours of walking to seek 

health services.  

 

From the January 2017 SMART survey, only 72% of caregivers whose children were sick two weeks 

before the study reported seeking health services from public and private health facilities. The rest of 

the caregivers reported seeking treatment from alternative sources including traditional healers, kiosks 

(shop), relatives or friends.  

 

Access to health services is also hampered by lack of transportation means. There is no public 

transport from the villages to the health facilities and villagers have to walk to the health facilities. 

The only available option is the use of private motorbikes which charge very expensively and this 

makes it unaffordable to most community members. A short distance of about 5 kilometers is charged 

at approximately Kes. 100. 

 

The facilities serving the four villages are also poorly staffed and equipped. The qualitative enquiry 

established that even when community members have walked for very long distances they usually end 

up not getting the right kind of health services due to frequent stock outs of necessary supplies. 

Sometimes access to health services is also hampered by absenteeism of health care workers. Most of 
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these facilities are served by only one nurse and sometimes assisted by community health workers. 

When the nurse is not available either due to official or personal commitments, the health facility 

remains closed.  

 

Children are also not normally taken for immunization with the major reasons being that health 

facilities are very far and women have high maternal workload which means they have other 

competing tasks. However the community understands that immunization prevents childhood diseases 

such as polio, measles etc. There is low caregiver knowledge on optimal immunization, 

supplementation practices, the immunization schedule (age at which children should be vaccinated) 

and the number of times recommended for Vitamin A supplementation. Indeed most mothers 

interviewed were not overly concerned that their children had not been vaccinated. There is poor 

coverage of vaccination campaigns in East Pokot as they do not always reach the distant villages and 

only a few children are reached. The few children who have received immunization have received 

them from outreaches and mobile clinics organized by mostly Catholic Mission hospitals from 

Tangulbei. No mother indicated having a child who had up-to-date vaccination and Vitamin A 

supplementation. In the SMART survey conducted in January 2017, Vitamin A supplementation was 

at 54%.  

 

ANC and PNC attendance is very low and almost all deliveries happen at home mainly because of 

poor knowledge, long distance to health facilities and lack of transport services worsened by high 

maternal workload. Further most women feel more comfortable delivering at home being assisted by a 

TBA – a woman their own age or older. Some mothers indicated that at health facilities, they are 

assisted during delivery by very young health practitioners the same age as their children which 

makes them less comfortable delivering at the health facility. The TBAs are regarded as having 

magical powers to assist women through delivery even in face of complications. They are referred to 

as “ko mekong” – traditional birth specialist. 

 

“We have our own women here who assists us during delivery. We call them ‘ko mekong’ meaning 

women with special powers. They are endowed with knowledge and practical skills for delivery” 

FGD, Grandmothers of children under 5, Churo. 

 

Hypothesis H: Poor delivery and utilization of health services 
Several factors contribute to low utilization of health services including poorly staffed health centers. 

For instance some dispensaries are managed by one nurse who is usually overworked. Some health 

care workers are also not fully dedicated to their work exhibiting a lot of absenteeism from duty 

sometime due to official and/or personal duties outside the area of operation. Participants decried the 

high absenteeism of health care workers especially at Kaptuya where the clinic is not operation every 

day of the week. They mentioned that visiting the health facility and getting services is a wild card – 

you do not know when it is open and operational or when it is not. On the other hand traditional 

medicine is geographically accessible (short walking distances) and affordable. TBAs and traditional 

healers diagnose various kinds of illnesses by massaging the patient’s stomach and feeling the 

heartbeat under the diaphragm. It was also mentioned that they can listen to a patient’s pulse and 

determine the kind of ailment he/she is suffering from and prescribe the correct medicine.  

 

4.3 Child Morbidity 
According to the UNICEF conceptual framework of causes of malnutrition, infection is known to 

cause malnutrition and malnutrition can also cause infection leading to what is known as the 

infection-malnutrition cycle. Infection can result in loss of appetite, increase nutrient requirement and 

malabsorption of nutrients consumed. This triggers weight loss and decreased immunity.  

The results show there is high prevalence of childhood illnesses with the most common being 

diarrhea, pneumonia, scabies, typhoid and Acute Respiratory Infections (ARI). From these, diarrhea 

was mentioned by each group/individual interviewed in qualitative enquiry. The morbidity of children 
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in the survey area was determined within a two weeks recall period. About 44% of the children were 

reported to be ill within the last two weeks before the survey which was an improvement compared to 

59% reported in 2016 SMART. Most children (52.6%) were reported to have suffered from Acute 

Respiratory Infection (ARI) followed by those with fever (44.1%) and Watery diarrhoea at 22.3%. 

The table below shows the morbidity results. 

 

Table 20: Child Morbidity rates 

Disease Prevalence (%) 

July 2016 January 2017 

% N % 

Total Illness 59 211 43.8 

Fever with chills 53.6 93 44.1 

ARI 73.0 111 52.6 

Watery diarrhoea 40.8 47 22.3 

Bloody Diarrhoea 35.5 2 0.9 

Others (pneumonia, Skin infection, Eyes and ear 

infections) 8.2 
19 9 

 

4.4 Health seeking behaviors 
For those children reported to have been ill two weeks prior to the survey, about 70% of care givers 

reported to seek for help when their child was ill. Most of them (72%) reported to seek medical 

attention from public and private clinics as shown in the figure below.  However the qualitative 

enquiry revealed that most caregivers’ first consult a traditional healer before consulting a health 

professional. Then, in absence of improvement, the child is taken to the health facility. The major 

reason for this is the long distance involved in accessing the health facilities. Traditional healers treat 

various illnesses with a regime of herbal concoctions complete with preparation and dosage 

instructions. Even after seeking health services from health workers and it happens there is delayed 

recovery the child is taken back to the traditional healer for exorcising spirits since it is believed at 

this point that the child has been bewitched. The traditional healer carries out traditional rituals meant 

to appease the spirits which have possessed the child and this increases the risk of child mortality. 

 

Figure 12: Where caregivers seek medical help 
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Almost all women deliver at home or at the home of a traditional birth attendant. Most key informants 

interviewed estimated the percentage of home deliveries to be as high as 70% due to varied reasons 

including long distance to health facility, lack of transport services, ignorance, cost of delivery and 

high maternal workload. Free maternity programs have not become operational in Churo and Lolkos. 

TBAs do not have any Personal Protective Equipment (PPEs), hardly observe proper hygiene 

practices for instance washing of hands before and after delivery and they also use one blade for 

successive cutting of umbilical cords and minor surgeries during delivery. These practices expose the 

mother and the child to infections. Common complications during delivery assisted by the TBAs 

include excessive bleeding.  

 

4.4.1 Immunization Coverage 
Immunization is an important and a powerful, cost-effective preventive health measure taken by the 

government of Kenya to improve on child survival. The survey used three antigens as a proxy for 

immunization coverage. These were; BCG, Oral Polio vaccination (1 and 3) and measles vaccine (1 

and 2). The second measles vaccine given at 18 months was recently introduced by the Ministry of 

Health in the country. 

Immunization to the children was confirmed either by card (mother-child booklet) or by recall. BCG 

was confirmed by observing the scar at the child’s arm. The coverage of BCG, OPV 1 and OPV 3 had 

increased compared from what was reported in July 2016 SMART. BCG was at 97% up from 89.9% 

last year, OPV1 was 92.4% up from 91.1% last year and OPV 3 was 81.3 up from 80.8% last year all 

of which were above the national target of 80%. However Measles at 9 months was at 71.4% same as 

2016 while Measles 18 months was 37.8% up from 32.1% reported in 2016 SMART. It was noted 

that most mothers did not have the mother child booklets for verification.  

 

 

 

 

Figure 7: Immunization coverage 
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4.4.2 VITAMIN A, ZINC SUPPLEMENTATION AND DEWORMING 
Vitamin A supplementation among children below the age of five years offers protection against 

common childhood infections by improving child immunity and substantially reduces mortality hence 

improving the child’s survival. Vitamin A supplementation coverage was determined for children 

below one year supplemented at six months and one year period. The survey findings showed low 

coverage of Vitamin A. About 44% of children aged 6-11 months had received Vitamin A which was 

an increase from 22.6% reported in 2016 SMART. Children 12-59 months who had received Vitamin 

A twice or more was at 55.3% an increase from 30.7% reported in 2016 SMART both of which are 

far much below the national target recommendation of 80%. 

Zinc supplementation during diarrheal episodes is highly recommended to reduce severity of the 

disease and reduce child mortality related to diarrheal diseases. Zinc coverage was found to be 42.9% 

of the 42 children that had reported to have diarrhoea in the last two weeks prior to survey date. 

Deworming is also an important practice that gets rid of worms that compete for nutrients in the 

human body and may cause iron deficiency anemia. The survey showed that deworming coverage had 

increased from 14.9% reported in 2016 to 30% in January 2017 but far much below the national target 

of 80%.  

 

Figure 9: Vitamin A supplementation coverage 
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Hypothesis I: Alcoholism  
The Link NCA identified alcoholism in both men and women as a factor contributing to under-

nutrition. In some cases, men use the little household income they have on drinking alcohol while 

women compromise child care due to alcoholism. Men usually spend their time in alcohol dens 

leaving the women to carry out all the duties in the household leading to increased workload for the 

women. Women on the other hand involved in brewing, selling and drinking alcohol exhibit very poor 

child care practices including leaving their young children to care for the young children, failure to 

breastfeed and general neglect for the child’s welfare.  

 

Hypothesis J: Inappropriate care practices for under 5 children  
Mothers’ workload and alcoholism result to mothers leaving their children alone or under the care of 

other young children. Similarly inadequate support from men (especially the drunkards) on caring for 

children contributes to women workload and eventually poor health and nutrition status of children 

 

4.5 Maternal Infant and Young Child Nutrition 

Hypothesis K: Inappropriate breastfeeding practices  
The qualitative study documented very poor breastfeeding practices across all the clusters with 

detrimental effects on child nutrition, growth, health and survival. Despite mothers being aware of the 

recommendation of exclusive breastfeeding, the practice of feeding pre-lacteals is very common 

where children are given an herbal concoction known as ‘sakatet’ immediately after birth before 

initiation of breastfeeding.  World Health Organization (WHO) recommends exclusive breastfeeding 

during the first six months of life as a source of nourishment and young children and continued 

breastfeeding beyond 2 years of life with the introduction of appropriate complementary feeding at 

the end of six months.  

 

The community believes that herbal concoctions serve to ‘open up’ the intestines of a newborn, 

provides ‘immunity’ against diseases and acts as a dewormer.  Exclusive breastfeeding is not a 

common practice as water and animal milk are introduced very early alongside breastmilk. Exclusive 

breastfeeding is further hampered by insufficient breast milk production worsened by high maternal 

workload which makes mothers leave their young children under the care of older siblings or 

grandmothers.  

 

Hypothesis L: Poor complementary feeding  
Children are introduced to solid and semi solid food (mashed potatoes and beans, light porridge and 

cow/goat milk diluted with water) at 3 or 4 months. The major reasons given for introduction of solid 

and semi solid foods before six months include that mothers do not have enough breastmilk for their 

newborns due to their own poor dietary intake, high maternal workload and lack of involvement by 

partners in child care. Qualitative results show that most children continued to be breastfed after one 

year except when the mother realizes she has a new pregnancy. Birth spacing is very poor with the 

majority of the women having children at intervals of 1 to 1.5 years. Failure to observe optimal 

breastfeeding practices can be attributed to the influence of grandmothers, mothers-in-law and other 

older women in the community including TBAs and traditional healers from whom mothers get 

advice on child care practices. In the Pokot community, it is the grandmothers and mothers-in-law that 

have the most influence on how a baby is breastfed. Culturally, the child’s grandmother brings a 

mixture of herbs to be given to a child who has just been born and most mothers will not have any 

decision making capacity on whether the child should or should not take the herbs.  

 

The Link NCA also revealed other poor child care practices including use of inappropriate feeding 

utensils like the traditional guard used to feed milk to infants which exposes the children to the risk of 

infections due to the risk of faecal-oral contamination. In addition, there were poor maternal care 
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practices for pregnant and lactating women which impact on the nutritional status of mothers 

themselves and the unborn child. They include lack of/poor iron folate supplementation  with some 

women indicating that they only visit the health facility once in order to be issued with the Mother-

Child booklet which serves as an ‘insurance’ in case a mother  delivers in a health facility and 

facilitates immunization and birth registration for her child. There were also very poor attendance of 

ANCs and PNCs and child welfare clinics. Lack of or poor intake of iron folate supplementation and 

poor attendance of ANCs and PNCs can be attributed to the long distances to health facilities and high 

mother’s workload.  

 

Hypothesis M: Poor nutritional status of pregnant & lactating women 
The first 1000 days of a child’s life from conception to 2 years of age is very vital for their growth 

hence a mother should be well nourished to enable good nutrition status of her newborn. Among the 

pregnant and lactating women interviewed, only 21.3% of women consumed at least 5 food groups. 

This meant that the women were not able to access adequate food to enable them go through their 

pregnancy period in a healthy state.  

The qualitative study revealed cultural practices and beliefs affecting nutrition for pregnant and 

lactating women. In both Churo and Lolkos pregnant women cannot consume cow or goat meat from 

an animal that has been killed by a hyena or bitten by a snake due to the risk of giving birth to a 

deformed baby. Pregnant women should not eat meat from an animal that died from unexplained 

causes, eat vegetables infested with insects or worms, drink milk or blood from an infected goat, cow 

or camel, or eat meat from an animal suffering from the food disease as it is believed the baby will be 

born with a swollen throat, will not be able to feed and will eventually die. Immediately after delivery, 

women are not allowed to drink water until the placenta comes out. It is believed drinking water will 

cause retention of the placenta.  

 

 

Maternal malnutrition is usually associated with high risk of low birth weights and it is recommended 

that before, during and after birth, the maternal nutrition status should be adequate. MUAC was used 

to determine the level of malnutrition among pregnant and lactating women (PLW). The maternal 

malnutrition was defined as women whose MUAC measurements were < 21.0cm while women whose 

MUAC measurements were between 21.0cm and <23.0cm were classified as at risk of malnutrition 

while MUAC above 23.0cm were classified as normal. From a total of 267 women of reproductive 

age measured, 17 (6.4%) PLW were found to be having moderate malnutrition.  

 

According to the MoH guidelines the recommended number of days for a pregnant mother to 

consume iron folate supplements is 180 days and above. Among 231 care takers reached with children 

aged 24 months and below, only 60.2% reported to have been supplemented with Iron Folic acid in 

their last pregnancy preceding the survey.  The mean number of days iron folate was consumed by 

women was 50 days with no caregiver (0%) reporting to have consumed more than 180 days. This 

shows that the adherence to ANC services remains poor and there is low understanding of the 

importance of micronutrient supplementation among pregnant women. 

 

Table 19: Iron Folate intake by pregnant mothers 

Categories of IFA Consumption (In Days) No of women (N=231) Proportion (%) 

< 90  Days 113 49% 

90≥180 Days 118 51% 

> 180 Days 0 0% 
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4.6 Water, Sanitation & Hygiene 

Hypothesis N: Poor hygiene practices  
 

Good hygiene practices especially hand washing at four critical times has been proven to reduce the 

incidences of common illnesses especially diarrheal diseases. 73% of the care givers reported having 

washed their hands at least in one of the four critical hand washing times. Mostly care givers washed 

hand before eating (62%) and before cooking (33%). Only 2 percent of the caregivers practiced hand 

washing at 4 critical times. A high proportion (53%) washed hands with water only and 25% reported 

to use soap and water. 

 

 

The qualitative survey established that there are poor child hygiene practices due to low caregiver 

knowledge on proper hygiene practices as well as mothers leaving young children as young as 4 

months under the care of their slightly older siblings.  Children also are not taught about washing their 

hands after defecation.   

The major reason given for not washing hands as required is that there is water scarcity and washing 

hands is seen as not a very good way to use the scarce commodity. Risks posed by poor hygiene 

practices are also not known by community members. 

 

 

Hypothesis O: Access to safe water for household use 
Findings from Jan. 2017 SMART survey showed that majority of the households (95%) walked for 

more than 500m one way to their main water source, with 10% of them reporting having walked 5 to 

20 km to the water points. This is far above the SPHERE Standard recommendation of below 500m.  

Majority (84%) of the residents reported getting their drinking water from unsafe water sources. 

These are unprotected shallow wells, rivers/springs, earth pan/dams and Earth pan/dam with 

infiltration well. Only a small proportion (15%) of East Pokot residents obtained their drinking water 

from safe water source specifically piped water system, borehole and protected well.  

 

The main source of water in Churo is River Churo also referred to as ‘Churo Springs’ which flows all 

year. There is no queueing for water and the households utilize the water directly from the river and 

do nothing to make it safe for drinking.   Alternative sources of water are seasonal dams. Some few 

respondents also mentioned private boreholes which sell water at Kes. 2 per 20-litre jerrican. The 

water from the river is used equally by people, wild and domestic animals. It is also used for cooking, 

washing, bathing and drinking. The water usually has a bad smell and a green coloration suggesting 

the presence of ‘algae’. 

 

In Lolkos, the community fetches water from a seasonal river located about 10 kilometers away. Most 

women indicated having to wake up at 6am to go fetch water and returning at 1pm. In extreme 

circumstances women indicated using cow urine to wash utensils due to lack of water.  In Reper and 

Taparara the main source of water is seasonal dams and streams. In some areas of Taparara, 

households depend on underground water found along dried river beds.  

 

Women are primarily responsible for fetching water assisted by girls. The times for drawing the water 

is spread throughout the day but the major times for drawing is in the morning, noontime and evening. 

Distance to the river/dam ranges from 5 minutes for those living near the river/dam to 3 hours for 

those living significantly further from the river. Water is stored in closed jerrican of 20 litres each 

from where it is dispensed to other uses through a jug/container.  Families use from 20 – 80 liters of 

water depending on the size of the family.  
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Due to the practice of open defecation, the water from the river and dams is usually contaminated 

with fecal matter from both animals and people defecating along the river/dam bank and the faeces 

and animal waste being swept into the river/dams by rain. People also bathe inside the dams further 

contaminating the water. This leads to the presence of water-borne diseases including Bilharzia and 

Cholera. Despite majority of the household getting their drinking water from unsafe water sources, the 

nutrition survey reported that 94% of the households did not treat their drinking water. Only 6% 

treated their water with 73% of them reporting having boiled the water, 18% using herbs while 5% 

used chemicals. Only 64% of household used closed containers for water storage.  

 

Hypothesis P: Low coverage of latrines  
The nutrition survey showed that only 2% of residents in East Pokot own latrines. Hence 98% of the 

respondents reported to be practicing open defecation.  

Men and women defecate in the bushes around the compound but in different directions. Children 

defecate within the compounds and sometimes inside the houses. The risk of oral-faecal 

contamination posed by the children faeces is not well understood by the community since knowledge 

on hygienic environment remains poor. The method of disposal usually is picking the faeces and 

throwing them over the fence.  

 

Cultural beliefs hampering the practice of proper hygiene practices include that faeces of men, women 

and children should not mix. Therefore the idea of using one latrine is not feasible. Traditionally, it is 

a taboo to see a man going to defecate, therefore they would not like being seen going to the latrine by 

their wives and children. Building toilets is also seen as very costly especially for those staying in 

rocky areas.  

 

4.7 Gender Imbalances in the Household, Workplace & Society 

Hypothesis Q: Women do not have decision making power in the household and 
society  
The Pokot community is basically patriarchal and women status is perceived to be low next to the 

children. Men are the household head and the decision makers. The household main assets like land 

and livestock are owned by men while women only own chicken and household utensils. For instance 

women cannot do independent decision to sell animals e.g. goat to get money for buying food.   Such 

low status of women may contribute to poor maternal nutritional status as well as less ability to 

provide adequate care for children.  

 

Hypothesis R: Illiteracy/low levels of maternal education  
Illiteracy levels are high in East Pokot. The July 2016 SMART survey showed that about 65% of 

household head had not attained any formal education. Having many mothers with low maternal level 

of education in East Pokot influences their knowledge and eventually the child care practices.  

 

The qualitative study identified poor caregiver knowledge on proper child nutrition. Most mothers 

mentioned that meat and milk are the only nutritious foods they know. Mothers rearing chicken will 

sell the eggs for some household income in place of giving to their children as an important source of 

protein. Others will sell milk and give diluted milk to their children and purchase other kinds of food 

for their families.  

 

Hypothesis S: Mother’s workload at household level  
In the traditional Pokot family, the woman typically performs all the household tasks almost single 

handedly. There is a lot of skewed gender role distribution in most households. Mothers become too 

busy with household chores including fetching of water from distant water sources. For instance, 

women from Lolkos indicated having to fetch water from 6am to 1pm due to the long distance to the 
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river leaving their young babies under the care of other older siblings at home who are not able to 

adequately take care of them. This results to inadequate food intake and poor child health which are 

direct causes of under nutrition.    

 

The Link NCA identified skewed distribution of household roles in favour of men. This is highly 

driven by traditional societal expectations of what roles a woman and man are expected to do. Women 

are faced with a high workload that takes them the whole day and part of the night. All household 

duties including child care, cooking, fetching water, washing clothes and taking care of the young 

children. In addition to the household duties women also have to go out and engage in economic 

activities to supplement the household income. Some of these activities include working in farms, 

burning charcoal, selling grass for house construction and fetching water and firewood for hotels, 

brewing and selling alcohol among other petty businesses.  

 

Women are also expected to look after the young ones of goats and cattle who are yet to join the 

bigger herds and also look herd livestock in cases where the household does not own a significant 

number of livestock. It is a sign of pride for a man to herd his own livestock but only if he owns a 

significant number of livestock otherwise when one owns only a few herds of livestock, he leaves the 

wife to take care while the man spends his time doing some few outdoor activities including farm 

work.  

 

Women roles include doing largely manual work like constructing houses, livestock sheds, fencing 

their compounds. The workload for women does not decrease when she becomes pregnant or when 

she delivers. Pregnant women engage in the same duties as before the pregnancy till the day they give 

birth and return to the same duties barely a week after delivery with the added responsibility of caring 

for the new baby.  

 

Men on the other hand have the only responsibility of herding livestock and providing security for the 

household. Boys assist their fathers in the herding of livestock and older boys migrate with the 

animals alongside their fathers. From the researchers’ observations in Churo men congregate around 

the shopping centers to engage in village banter from early afternoon having left the boys to take care 

of the livestock while the women are struggling to juggle household chores including child care. In 

Reper and Taparara, men congregate under trees near water sources after taking their animals to drink 

water and engage in banter while others turn their traditional stool into pillows and sleep away the 

afternoon.  

 

 

“All the work in the house and compound belongs to women, which is why we married them, 

otherwise what were we marrying them to do?” FGD, Fathers of U5, Churo 

 

“Women here do all the work. They perform 95% of all the work.” KII, Chief, Churo 

“Women are the beasts of burden in the Pokot community especially child care. Once a woman has 

given birth, the man will ‘disappear’ and will not care anything about that child until 6 months later, 

when he wants to get another child” KII, Community Elder, Churo 

 

Men also have the primary responsibility of providing for the family and they do this through selling 

of livestock and giving the money to the women to buy food for the family. It is worth to note that 

women in this community do not have the power to make decisions regarding sale of livestock and 

only the man can make this decision. However, due to alcoholism, some men have relinquished this 

important role forcing the women to do petty business and casual labor including brewing and selling 

of alcohol, hotel business, fetching firewood and water for other people for pay in addition to child 

care. Some women also engage in the cash for assets program by World Vision where they are paid 

Kes. 3000 per three people translating to Kes. 1000 per person per month.  
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Hypothesis T: Formal employment (office work) and business women 
Although working women are not many, the few who go to work including the casual laborers and 

business women leave behind their children under the care of other mothers or under the care of other 

siblings. This may contribute to poor child care practices and eventually undernutrition. 

 

4.8 Additional hypotheses derived from the community 

Livestock diseases  
In Reper, the men interviewed indicated that livestock diseases is a major risk factor for malnutrition. 

Initially during the FGDs, livestock diseases never came up as a risk factor but during the day for 

community rating of risk factors, they insisted that the risk factor be added to what had been gathered 

over the four days of data collection. They indicated that livestock diseases in particular the Foot and 

Mouth Disease (FMD) – a highly contagious acute viral infection of cloven hoofed animals attack 

their livestock where they lose a good number of cattle, sheep and goats which the household depends 

on for food and income.  The FMD spreads very quickly and it decimates quite a high number of 

livestock over a short period of time due to its highly contagious nature and lack of veterinary 

services. Traditionally, the food and mouth disease is treated by orally giving the affected animal a 

mixture of boiled herbs (from the phloem) and leaves from the singaghogh tree. If the animal is 

infected and is coughing, pure oil from milk cream is orally administered. The oil is prepared by 

removing milk cream from pasteurized milk, the cream is heated till melting point, then cooled. From 

a study on foot and mouth disease sero-prevalence in cattle by Kibore, B et al in 39 counties in Kenya 

in 2010 recorded a 100% prevalence of the foot and mouth disease in Baringo County of which East 

Pokot is one of the sub counties in Baringo.  

 

Poor road infrastructure  
East Pokot has a rough terrain with very poor road networks. The road network in East Pokot is 

dominantly gravel and soil surface and since the area is rocky the road surface is very uneven making 

access to remote villages very difficult.  Some areas like Lolkos are inaccessible unless with four 

wheel vehicles. The chiefs, community elders and health care providers at Kaptuya (the closest health 

facility from Lolkos is located at Kaptuya some 10 kilometers away) mentioned that when it rains, the 

community members at Lolkos are cut off from the health facility, market and neither can the health 

care providers or other service providers access the community. 

 

Poor housing conditions   
The main housing materials in Churo and Lolkos are grass and mud and this exposes especially the 

young babies to harsh weather conditions including cold which leads to diseases such as pneumonia 

and coughing.  

 

Migration and nomadic lifestyle  
Migration during the drought period occurs in all four villages. Families in Churo, Reper and Taparara 

normally migrate to Laikipia and Samburu while families in Lolkos migrate to a nearby wildlife 

conservancy which leads to conflict between the pastoralists and the conservancy guards. When 

migration occurs, mostly from December to June it disrupts the normal way of life as families are 

separated and the young children who rely on animal milk have to take ‘strong tea’ (tea without milk) 

as the animals migrate to other areas in search of water and pasture and in any case milk production is 

very low during the drought season. Other effects of migration that lead to malnutrition include 

increased maternal workload as women become occupied with construction of new houses and 

livestock sheds, shortage of food due to distance to markets, poor housing systems expose children to 

cold which is a risk to infections like pneumonia. There are also poor farming practices that lead to 

very low productivity and children’s schooling is disrupted. 
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Inappropriate use of nutritional supplements for malnourished children 
The Link NCA found widespread misuse of nutritional supplements meant for malnourished children. 

Some mothers exchange for alcohol the supplements given for their malnourished children. There is 

also widespread sharing of nutritional supplements among non-malnourished children especially 

when the responsibility of giving supplements to the malnourished children is given to their older 

siblings.   

 

Mothers with children enrolled in the nutritional programs are viewed with mixed reactions. Some are 

viewed as being lazy and poor and generally unable to feed their children while some are viewed with 

envy since they can access food (plumpy nuts, supplements, fortified flour) while those not enrolled in 

the program cannot access. Some mothers also complained that screening for the malnourished 

children is very strict and usually very few children are enrolled leaving many more deserving 

children out of the programs.  

 

4.9 Community recommendations for addressing malnutrition: 
An important part of the Link NCA qualitative study was the presentation and discussion of results at 

the community level. The community came up with the following recommendations and strategies to 

address the risk factors.  

 

Major risk factors to under-

nutrition identified by 

communities  Objective  Strategies for programming  

Lack of diversified diet for 

children  

Children to have access 

to a diversified diet  
Improve access to diversified sources of income  

 

 
Start irrigation schemes  

 

 
Improve livestock productivity  

 

 
sensitization of optimal nutrition to caregivers  

Poor utilization of household 

incomes  

Men and women to 

prioritize children health 

Reduce alcoholism with help of community 

leaders and government agencies  

 

 

Sensitization of women on the harmful effects 

of alcoholism on child health and nutrition  

High women workload  

Ensure women have 

more time for child care  
Improve birth spacing  

 

 

Sensitize men on the need to be involved in 

child care and household duties  

Poor crops production  

Improve crop production 

for community members 

to have access to food 

all year 

Improve access to irrigation water 

    Train the community on better farming methods  

    Enhance access to fertilizer  
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Low incomes  

Improve household 

incomes to cover 

household needs  

Improve food crop production through 

provision of water for irrigation (bore holes) 

 

 

Provide business start-up capital for community 

members/community groups to improve 

household incomes  

 

 

Enhance/expand the Cash For Assets program 

by World Vision to include more community 

members  

 

 

Enhance access to education to improve future 

prospects of the community  

Poor access to safe water  
Improve access to safe 

water  

Drill boreholes, dig dams, facilitate 

establishment of water treatment plants 

improve livestock productivity    
Improved access to veterinary services to 

reduce livestock diseases  

improve access and behaviour to 

health care  

Ensure children health is 

prioritized 

Improve access through better road 

infrastructure and reduction of distance through 

construction of more health facilities  

 

 
Implement free maternity services  

 

 

Improve supply of medication in health 

facilities to address frequent stock outs  

Low caregiver knowledge on 

optimal child nutrition, proper 

hygiene practices and 

contraception  

Empower caregivers 

with relevant knowledge 

for improved child care 

practices  

Improve information dissemination to 

communities through NGOs, government 

agencies and Health Care Workers  

Poor birth spacing  

Improve child care 

practices  

Sensitization of the community on 

contraception  

 

 

Improve access to information on contraception 

and family planning services  

 

5.0 Results from case studies  
 

Positive Deviant Behaviours  
One of the objectives of the Link NCA study was to understand positive deviant’ behaviours within 

the community. This was done with a view to understand child care practices of parents of well-

nourished and healthy children who seemingly face the same challenges and barriers as parents of 

under-nourished children. To this effect, in-depth interviews were conducted with mother of well-

nourished children, who face similar constraints than mothers of malnourished children. The criteria 

for identifying positive deviant children was that they had to have a MUAC of above 13.5cm and had 

never been enrolled into the nutritional program. 
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Case Study 1 
The mother is 31 years old, married and has seven children with a birth interval of 1-2 years. The 

family lives in Reper. Two of her children are under 5 years. Together with her husband, they keep 

camels, goats, cows and sheep. She also does subsistence farming of maize and beans besides 

engaging in the brewing and selling of alcohol. She understands malnutrition as ‘changulan’ or 

‘kinyawan’ which means emaciated, wasted, and having a small body structure but none of her 

children have been malnourished.  

 

She does not have any plans for contraception since it is the husband who decides how many children 

they will have. Immediately after birth, she feeds her children on traditional herbs including ‘tantui’, 

‘moino’ and songowow which she says prevent her children from diarrhea and coughing. She 

breastfeeds for two months then introduces solid and semi solid foods. She weaned her children on 

porridge mixed with milk, mashed potatoes mixed with beans and cow milk. She delivered all her 

children at home with the help of a TBA due to the long distance to the health facility and the costs 

involved including transport and hospital charges. Some of the illnesses that her children have 

suffered from include pneumonia, diarrhea and malaria. She used to take her children for 

immunization and Vitamin A supplementation at Amaya Health Center which is more than 10 

kilometers away but gave up due to the long distance. She has never attended any ANC or PNC nor 

does she take any supplementation tablets during her pregnancies. She takes her children to the health 

facility whenever they fall sick. She does not use contraception due to her personal reasons she did 

not reveal and in any case her husband would never support the use of contraception.  

 

 

Her workload does not change whether she is pregnant or not but her husband assists with some 

household duties whenever he can.  She works until she gets her first contractions. Her duties include 

building the family house, animal sheds, fetching water and firewood, cooking, milking, bathing the 

children, washing clothes and cleaning the compound.  

 

Her family’s source of water is a river about 5km away which is seasonal. When it dries, she fetches 

water from a dam which is 20 kilometers from her home. Her family does not have a latrine and they 

all practice open defecation. They do not wash hands after relieving themselves. She says they cannot 

build toilets since they migrate from one place to another during the dry season.  

 

She wishes that the government and NGOs would provide water for irrigation, construct a health 

facility within her area and provide relief food during the dry season. 

 

Case study 2 
The mother is 25 years old and has a four year old girl. Her other daughter died aged two months due 

to mosquito bites according to the mother. She lives in Taparara and her family is nomadic and moves 

to Laikipia during the dry season in search of pasture and water for their livestock. She delivered her 

two children at home with the assistant of a TBA who is her own mother who also doubles up as a 

traditional healer. The mother assists her during her delivery by cooking for her, fetching water for 

her and also advises her on child care practices including how to hold and position a baby during 

breastfeeding.  After delivery of her children she gives them herbs mixed with water and introduces 

cow and goat milk at one month. During her pregnancies, she did not attend any ANC or any PNC 

after delivery. The child has also not received any immunization except BCG which was given during 

an outreach at Chepng’erat which is near her home.  

 

Her husband is supportive in some duties as well as in providing food for the family. The family takes 

two meals per day which is maize meal paste in the morning and porridge in the evening and 

throughout the day adults stay hungry while her child takes porridge throughout the day. During food 

shortages, she is assisted by her brothers and her parents who support her with food for her household.  
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The family owns one cow and several goats. The husband herds the goats and cow as she takes on 

household duties including fetching water and firewood, cooking, looking after the child, milking, 

fencing the compound and cleaning the compound and the goat sheds. During the dry season when 

their milk supply subsides, her father who owns many cows supports her family with milk.  

 

Her source of water is the Tirokwo River where she spends two hours walking to fetch water and 

three hours back to her house. She stores the water in closed jerrican and she does nothing to make the 

water safe to drink. The family has no latrines and practices open defecation. She has trained her child 

to defecate a few meters away from the compound.  

 

Even though her mother is a TBA/traditional healer, whenever he baby is sick, she takes her to a 

public health facility at Krese. The child suffers frequent bouts of fever.  

 

During floods which happens during the rainy season, they move from their compound to live with 

her brother who lives some distance away. They cannot also access health services during floods since 

the health facility is cut off from the village.  

 

Case study 3 
The mother is 23 years old and has one 6 month old baby girl. They live in Churo. She knows the 

causes of malnutrition to be lack of enough food, milk, poor quality of drinking water and poor 

hygiene practices. She delivered her baby at home with the assistance of a TBA. She fed herbs mixed 

with water to the baby soon after birth before initiating breastfeeding. She practiced mixed feeding; 

feeding the baby on cow milk diluted with water and sugar, herbs mixed with water in addition to 

breastfeeding. She introduced solid foods at 6 months. She attended four ANCs during her pregnancy 

and takes her child for immunization when she is due. She also attends PNC. During her attendance at 

ANC and PNC, she was advised on how to feed her child, wrap a diaper and generally take care of her 

child. Although she is aware of the benefits of contraception, she was not given any information on 

contraception at the ante natal clinics. She is currently not using any method even though they have 

discussed with the husband about using contraception. She is aware that poor birth spacing leads to 

poor growth of a child as the child is deprived of enough breastmilk due to the arrival of a sibling.  

 

She gets waters from Churo springs and uses about 30-40 litres of water every day for cooking, 

washing utensils and bathing. She washes clothes next to the river and takes them home with her after 

drying. Sometimes when she doesn’t have the energy to fetch water, they pay a motorbike rider 

between Kes. 150-200 to fetch water for them. The family does not have a latrine due to migration 

during the dry season in search of pasture and water for their animals. They practice open defecation 

but the family members wash their hands with soap and water after defecating and she also washes 

her hands before preparing food for the family.  

 

She does not think she has a heavy workload due to the support from her husband on some household 

duties around the compound. She knows that heavy maternal workload leads to a mother having less 

time for child care which may cause the child to be malnourished. She wishes if the government could 

abolish alcohol in Churo, provide family planning information and services, and educate mothers on 

proper child care practices and hygiene and sanitation in addition to providing nutritional supplements 

for children.  

 

Some of the observations made by the researchers in the home of the woman living in Churo are that 

in addition to the family house, there was a traditional granary that had dried maize and beans stored 

inside. The house was very neat inside and neatly arranged. The compound was clean and the child 

was well dressed and looked healthy and clean.  
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Case study 4 
The woman is 36 years old and has nine children born at intervals of two years. All her children are 

given herbs mixed with water soon after birth before initiation of breastfeeding. She usually initiates 

breastfeeding within two hours after birth. She knows the signs of a malnourished child to be frequent 

coughs, very thin body and prolonged diarrhea. All her children have not been immunized. She 

breastfeeds for four months then introduces other foods usually cow milk diluted with water. When 

she has to work, she leaves her youngest child under the care of older siblings.  

 

She does not use contraception. Her husband dictates when to get another child. Her children have 

been born within an interval of one year. She says she has not been able to space her children well 

since during the rainy season food is plenty and the couple eats well and has enough energy to engage 

in sex.  She attends ANCs during her pregnancy and attends PNCs and gets Vitamin A 

supplementation for her children. Whenever any of her child falls sick, she takes them to Amaya 

heath center. If they do not recover, she takes them to a traditional healer.  

 

Her source of water is a seasonal dam and the water is of poor quality. The dam is shared by both wild 

and domestic animals. Her family does not own a latrine. They practice open defecation and they do 

not wash hands after defecation. Children’s faeces are disposed of carelessly in the bush. They have 

no knowledge on handwashing or the resultant risks of failing to wash hands with soap and water after 

defecation.  

 

Her workload does not change whether she is pregnant or not. In addition to child care she also 

fetches water, herds cattle, and fetches firewood and water in addition to cooking.  

 

The most common food consumed by her family is maize meal paste, milk, porridge and boiled white 

maize. Her family’s main source of livelihood is livestock keeping and selling after which they get 

income to purchase food from Amaya market. When there is shortage of food, the family skips some 

meals with the adults going without food even for days.  

 

She wishes that the government would provide piped water for drinking and build a hospital in her 

community.  

 

Summary from case studies  
The case studies involved in-depth observation of positive deviant mothers in order to identify 

positive deviant behaviours. Results from the case studies show that many of the same constraints 

were shared; inappropriate breastfeeding practices and weaning practices, heavy workload, poor 

quality of water and difficulties to reach a health facility. The potential positive deviant behaviours 

identified through the in-depth interviews could be:  

- Consulting a health professional as the first health seeking behaviour 

- Support from the husband in household duties  

- Breastfeeding initiation within at least two hours of life 

- Taking full responsibility for child care  

 

6.0 Risk Factor Rating Exercise  
One objective of the Link NCA study was to understand how the community prioritizes the risk 

factors for under-nutrition. To this end, a rating exercise was conducted with the community. The 

table below shows the results of the rating exercise and the perceived top 5 biggest risk factors for 

each village.  
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The most important factors are highlighted in Green, light Green if common to all villages while the 

minor risk factor are highlighted in Blue, light blue if common to all villages.  

Table   

COMMUNITY RISK FACTOR RATING EXERCISE  

CHURO  LOLKOS REPER TAPARARA  

POOR ACCESS TO SAFE 

WATER  

POOR ACCESS TO SAFE 

WATER  

POOR ACCESS TO SAFE 

WATER  

POOR ACCESS TO SAFE 

WATER  

ALCOHOLISM  CHILDHOOD ILLNESSES  

POOR ACCESS TO 

HEALTH SERVICES  CHILDHOOD ILLNESSES  

MIGRATION / NOMADIC 

LIFESTYLE  

POOR ACCESS TO 

HEALTH SERVICES  

HEAVY MATERNAL 

WORKLOAD  

POOR ACCESS TO 

HEALTH SERVICES  

POVERTY  

HEAVY MATERNAL 

WORKLOAD  

LACK OF 

IMMUNIZATION DROUGHT & FAMINE 

YOUNG CHILDREN 

TAKING CARE OF 

YOUNGER SIBLINGS   

NO TELEPHONE 

NETWORK IN KAPTUYA 

REQUIRED TO REACH 

HEALTH PROVIDERS 

INADEQUATE FOOD 

INTAKE FOR PLW  ALCOHOLISM  

LACK OF SANITATION 

FACILITIES  

INADEQUATE FOOD 

INTAKE IN THE 

HOUSEHOLD DROUGHT & FAMINE 

HEAVY MATERNAL 

WORKLOAD  

EARLY PREGNANCIES POVERTY  LIVESTOCK DISEASES POVERTY  

POOR 

COMPLEMENTARY 

FEEDING  

INADEQUATE FOOD 

INTAKE FOR PLW  

INADEQUATE FOOD 

INTAKE IN THE 

HOUSEHOLD 

INADEQUATE FOOD 

INTAKE FOR PLW  

POOR BIRTH SPACING 

OF LESS THAN 2 YEARS  DROUGHT & FAMINE 

POOR 

COMPLEMENTARY 

FEEDING  

POOR 

COMPLEMENTARY 

FEEDING  

HEAVY MATERNAL 

WORKLOAD    CHILDHOOD ILLNESSES  INSECURITY  

CHILDHOOD ILLNESSES    POVERTY    

LACK OF MOTHER'S 

KNOWLEDGE ON 

PROPER CHILD 

NUTRITION    

YOUNG CHILDREN 

TAKING CARE OF 

YOUNGER SIBLINGS     

MIXED FEEDING    HOME DELIVERY   

PRELACTEAL FEEDS    

MANY MOUTHS TO 

FEED   

INADEQUATE FOOD 

INTAKE FOR PLW       

DROUGHT & FAMINE       

HOME DELIVERY       

POOR HYGIENE 

PRACTICES        

LACK OF MEN 

INVOLVEMENT IN 

CHILD CARE        

LACK OF DIETARY 

DIVERSITY        
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7.0 The final technical workshop  
 

On the 15th and 16th of June 2017, World Vision held a final technical workshop with 

experts from the following fields: Food Security, WASH, Health, Nutrition, Local 

Administration, Security, Health Records and Information and Education. 

 

This workshop followed an initial workshop held on the 6th of December 2016. Based on the 

results of a secondary data and literature review on risk factors and pathways to 

undernutrition, a list of 31 causal hypothesized risk factors was presented to technical experts 

during the initial workshop. These 31 causal hypotheses were then debated, reviewed and/or 

modified. Finally, the participants and the NCA analyst decided to field-test 20 hypotheses. 

 

The final workshop was held to validate the findings of the field survey. After a presentation 

of the NCA findings, working group sessions were organized to validate the results and draw 

recommendations. Group confidence notes were attributed to the risk factors rates perceived 

by the NCA analyst, experts proposed their own rating for each risk factor and a debate was 

organized to attribute a final rating to each factor.  

 

7.1 Agenda of the workshop 
 
 

DAY 1: Nutrition Causal Analysis’ findings - 15th June 2016 
 

9.00-9.30 Registration of the participants / Opening of the workshop 

9.30-9.45 Presentation of workshop’s objectives and introduction to 
working groups 

9.45-10.30 Presentation of Link NCA’s findings 

10.30-10.45 Break 

10.45-11.30 Questions on results 

11.30-13.30 Reviewing of NCA’s evidence and risk factors rating 
Multi-sectorial working groups 

13.30-14.30 Lunch 

14.30-16.00 Discussion on rating 

16.00-17.00 Final confidence note  
Conclusions 
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DAY 2: Nutrition Causal Analysis’ findings - 16th June 2017 
 

9.00-9.30 Presentation and validation of the results of the rating exercise 

9.30-9.45 Consensus building on the specified findings 

9.45-10.30 Development of response plans to alleviate undernutrition in 
the sub county  

10.30-11.00 Break 

 
11.30-13.00 

 
Development of response plans to alleviate undernutrition in 

the sub county  

  

13.00-14.00 Lunch 

14.30-16.00 Presentation of response plans by the Multi-sectorial working 
groups 

16.00-17.00 Conclusions & Closing of the workshop  
 

  

 

 

7.2 Content of the workshop 
 

After reminding the participants the objectives of the workshop, the NCA analyst presented 

an overview of the NCA process. A set of documents regarding the NCA methodology 

including the list of 20 field-tested hypothesis, group rating exercise document, individual 

rating document and the technical workshop hand book was provided and since some of the 

participants had attended the initial workshop, the NCA analyst just gave a brief overview of 

the implementation of the survey. Then, the NCA analyst presented his findings. 

 

The presentation of the findings was based on a causal model drawn according to the NCA 

findings. Risk factors had been classified following the NCA methodology as “major”, 

“important”, “minor” and “untested”. 
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After the presentation of the findings, the participants were allowed to ask questions on the 

findings after which the experts were invited to work in multi-sectorial groups. The aim of 

this first working session was to attribute a confidence note to the NCA analyst’s findings 

and to propose a rating. Ratings defined by the experts and the NCA analyst were debated in 

order to reach a consensus on a final rating for each factors. Confidence note was attribute as 

1 for low, 2 for medium and 3 for high. 

 

7.3 List of risk factors presented by the NCA Analyst 
 

# Risk factors   

Rating 

proposed by 

Link NCA 

Expert 

 
 
 

A Hypothesis A. Inadequate access to food  Major 

B Hypothesis B. Poor access to diversified diet Major 

C 

Hypothesis C. Poor storage of food, seeds and 

grains, in home  
Minor 

D 

Hypothesis D. Poor land/livestock management 

and productivity  
Minor 

E Hypothesis E. Early pregnancies Minor 

F Hypothesis F. Poor birth spacing  Important 

G 

Hypothesis G. Poor access to health/nutrition 

services  
Major 

H 

Hypothesis H. Poor delivery and utilization of 

health services 
Important 

I Hypothesis I.  Alcoholism Important 

J 

Hypothesis J. Inappropriate care practices for U5 

children  
Major 

K 

Hypothesis K. Inappropriate breastfeeding 

practices 
Major 

L Hypothesis L. Poor complementary feeding  Major 

M 

Hypothesis M. Malnourished Pregnant and 

lactating women 
Major 

N Hypothesis N. Poor hygiene practices  Major 

O 

Hypothesis O. Access to safe water for 

Household use 
Major 

P Hypothesis P. Low coverage of latrines  Major 

Q 

Hypothesis Q. Women do not have power in the 

HH and the society 
Minor 

R 

Hypothesis R. Illiteracy/ Low levels of maternal 

education 
Major 

S Hypothesis S. Mothers work load at HH Level Major 
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T 

Hypothesis T. Formal employment (office work) 

& business women  
Minor 

 

7.4 Risk factors: confidence note and rating 

Risk 

Factors 

NCA 

Analyst 

rating 

Average 

group 

confidence 

note 

Final rating 

(validated 

during the 

workshop) 

Average 

individual 

confidence 

note 

Comment from working group 

A Major 3.00 Major 3.00  

B Major 3.00 Major 3.00  

C Minor 3.00 Minor 2.53  

D Minor 2.75 Minor 2.42  

E Minor 2.75 Minor 2.53  

F Important 

2.00 

Major 

2.95 

Poor birth spacing affects the 

mandatory continued bf for up to 

two years and beyond thus a major 

factor 

G Major 3.00 Major 3.00  

H Important 2.75 Important 2.68  

I Important 

2.00 

Major 

2.95 

Alcoholism spans across both 

women and men and leads to 

misappropriation of household 

resources including money and 

time.  

J Major 3.00 Major 2.95  

K Major 3.00 Major 2.95  

L Major 3.00 Major 3.00  

M Major 3.00 Major 3.00  

N Major 3.00 Major 3.00  

O Major 3.00 Major 2.95  

P Major 3.00 Major 3.00  

Q  Minor 3.00 Minor 2.47  

R Major 3.00 Major 2.95  

S Major 2.75 Major 2.84  

T Minor 3.00 Minor 2.47  

 

7.5 Recommendations and intervention plan during the final workshop 
During the second day of the workshop, presentation and validation of the results of the 

rating exercise, consensus building on the specified findings and development of response 

plans to alleviate undernutrition in the sub county were done. The participants were divided 

into different groups based on their expertise and experience and each group was assigned a 

group of related risk factors to develop the response plans. Later, the multi-sectorial working 

groups made their presentations which were all collated into the table below.  

 

The workshop was formally closed by the East Pokot Sub County Administrator, Mr. Moses 

P. Akeno and the Baringo County Nutritional Coordinator Mr. Zakayo Kimuge who lauded 
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World Vision Kenya, UNICEF and other stakeholders who had undertaken the Link NCA 

exercise and pledged to work with all nutrition stakeholders to improve the nutrition situation 

of children under 5 in the sub county. He mentioned that the Link NCA exercise had captured 

pertinent issues which if addressed adequately, would lead to the county reporting better 

health and nutrition outcomes for children under 5 and their mothers.  

 

 

Risk factors Recommendations Person/Agency 

responsible Short Term (July 2017 

- Dec 2017) 

Mid/Long Term (July 17' - Dec 

'18) 

Hypothesis A. 

Inadequate access 

to food  

 

Hypothesis B. 

Poor access to 

diversified diet 

 

Hypothesis C. 

Poor storage of 

food, seeds and 

grains, in home  

 

Hypothesis D. 

Poor 

land/livestock 

management and 

productivity  

● Mobilize partners to 

supply food 

supplements (plumpy 

nuts, CSBs) 

● Emergency relief food 

to most vulnerable 

population 

● Immediate re-opening 

of livestock markets 

● Continuous 

sensitization on 

control of fall army 

worms and other pests 

and diseases attacking 

crops  

● Training on proper 

food storage and land 

management 

● Mass animal 

vaccination 

Supply of crop seeds 

and pasture seed 

● Affruitation project (GoK, 

NDMA, KVDA) 

● Livestock improvement (bull 

scheme, buck, rams, modern 

beehives, improved local 

poultry (kienyeji) (WVI, GoK, 

KVDA, KALRO) 

● Sensitization and supply of 

hermetic bags and MMS.  

● Regular vaccination of 

notifiable diseases (FMD, 

CCPP, PPR, RVF, RYPS) 

(GoK, UoN veterinary 

department 

● Mobile crushes  

● Micro-irrigation initiatives 

through supply of drip kits and 

water generators (GoK, FSK, 

KVDA, Global Tribe) 

● Establishment of pasture and 

fodder/preservation of grazing 

areas (GoK, Community 

leadership) 

● Opening of slaughter houses 

(GoK) 

● Mega-dams for irrigation at 

identified sites e.g. Amaya 

(GoK, NIB)                                         

WVI, Kenya Red 

Cross, UNICEF, 

Action Aid, World 

Food Programme  

GoK, WVI, 

NDMA, KRCS, 

WFP 

GoK 

WVI, GoK, 

NDMA, UNICEF, 

WFP 

 

 

GoK, County 

Government, SNV 

GoK, NDMA, 

KVDA 

 
 
 
 

 
 
 
 

 
 
 
 

Hypothesis E. 

Early pregnancies 

● Sensitize the youth 

with messages on 

delaying sexual 

activity and avoiding 

unprotected sex 

● Sensitize adult 

community members 

to speak out against 

early marriages 

● Ongoing  Local 

administration, 

religious leaders 

and opinion leaders  
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● Sensitize the 

community on the 

importance of ending 

female genital 

mutilation   

Hypothesis F. 

Poor birth spacing  

● Educate the 

community especially 

women on the 

importance of family 

planning  

● Encourage women to 

use available family 

planning methods  

● Sensitize the 

traditional birth 

attendants (TBAs), 

religious and opinion 

leaders, chiefs and 

community elders to 

encourage women to 

use family planning 

  Local 

administration, 

religious leaders 

and opinion leaders  

Hypothesis G. 

Poor access to 

health/nutrition 

services  

● Intensify outreaches 

● Educate the 

community on the 

usage of available 

resources to seek 

health care services 

● County to build more health 

facilities 

● Create more community units  

County government 

of Baringo 

County and sub 

County health 

management teams 

Community Health 

Strategy including 

Community Health 

Assistants and 

Community Health 

Volunteers  

Hypothesis H. 

Poor delivery and 

utilization of 

health services 

● Capacity development 

for health care 

workers  

● Provision of IEC 

materials to 

community members 

● Motivation of health 

care workers e.g. by 

promotions 

● County to employ more staff at 

HFs 

● Equipping the facilities with 

appropriate equipment 

County government 

of Baringo 

County and sub 

County health 

management teams 

Hypothesis I.  

Alcoholism 

Leaders to speak out on 

alcohol abuse and 

sensitize community 

members during barazas 

and other community 

● Establishment of alcohol 

rehabilitation centers  

● Explore ways to establish 

income generating activities for 

men and youth in the 

County government 

of Baringo 

Sub County of East 

Pokot 
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meetings.  community  

Hypothesis J. 

Inappropriate 

care practices for 

U5 children  

● Men should be more 

involved in child care 

● Women to be 

sensitized on proper 

birth spacing  

*Provision of 

resources 

● Women empowerment through 

establishing income generating 

activities  

Fathers, community 

leaders, 

development 

organizations like 

UNICEF, WVI 

Hypothesis K. 

Inappropriate 

breastfeeding 

practices 

● Sensitization of 

mothers on the 

importance of 

exclusive 

breastfeeding for 6 

months and 

introduction of 

appropriate and safe 

complementary foods 

after 6 months 

● Sensitization of 

mothers on continued 

breastfeeding beyond 

2 years  

  Sub County Public 

Health Officers 

Community Health 

Volunteers (CHVs) 

Community Health 

Assistants (CHAs) 

Hypothesis L. 

Poor 

complementary 

feeding  

● Sensitization of 

mothers on feeding 

children on diversified 

diets 

● Conducting cooking 

demonstrations for the 

benefit of mothers  

● Demystifying taboos 

and myths associated 

with food 

Encourage mothers to 

utilize locally 

available foods  

  Sub County Public 

Health Officers 

Community Health 

Volunteers (CHVs) 

Community Health 

Assistants (CHAs) 

Hypothesis M. 

Malnourished 

Pregnant and 

lactating women 

● Sensitize mothers to 

attend the 

recommended 4 ANC 

visits  

● Women to be 

sensitized on proper 

birth spacing  

● Mothers to be 

sensitized on eating a 

balanced diet 

  Sub County Public 

Health Officers 

Community Health 

Volunteers (CHVs) 

Community Health 

Assistants (CHAs) 
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● Mothers to be advised 

on appropriate family 

planning methods 

Hypothesis N. 

Poor hygiene 

practices  

● Sensitize the 

community on proper 

hygiene practices and 

teaching of hygiene in 

schools  

● Trucking of water 

(provision of water) to 

schools and 

community 

● Community to use 

available resources to 

avail handwashing 

soap 

● Partner with WASH 

partners to avail 

handwashing 

education and soap 

● Continuous education and 

sensitization over a long period 

of time.  

Sub County Public 

Health Officers 

Community Health 

Volunteers (CHVs) 

Ministry of Health 

and Health clubs  

Ministry of Water 

and Sanitation  

Ministry of 

education  

Community  

 

WASH partners  

Hypothesis O. 

Access to safe 

water for 

Household use 

● Rehabilitation of 

existing water sources 

● Servicing machinery 

● Provision of fuel 

(diesel) 

● Subsidize cost of 

electricity  

● Water trucking 

(provision of water 

through trucks) 

● Treatment of water to 

make is safe for 

drinking 

● Capacity building for 

community members 

on water preservation 

● Construct protected dams and 

preserve water pans 

● Dig up more bore holes 

● Protect springs from unmanaged 

use 

● Develop roof water catchment 

systems in institutions 

Ministry of Water 

and Sanitation  

Ministry of Health 

National Drought 

Management 

Authority (NDMA) 

Partners  

Hypothesis P. Low 

coverage of 

latrines  

● Educate the 

community on latrine 

use  

● Advocacy for 

community-led total 

sanitation  

● Administration-led 

approach (enforce 

● Administration to enforce 

construction of public toilets in 

public places (markets, 

churches, boreholes etc) 

Ministry of Health 

and partners  

Administration unit 

(Chiefs, Ass. 

Chiefs, community 

elders etc) 
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latrine construction 

and use by 

households)  

Hypothesis Q. 

Women do not 

have power in the 

HH and the 

society 

● Creation of awareness 

on importance of 

inclusive care giving 

Formation of 

community health 

support groups  

● Promotion and support for 

income generating activities 

(IGAs) 

● Conducting quarterly 

community action/dialogue days 

Partners including 

World Vision, 

UNICEF 

Ministry of Labour 

and Social 

Protection (social 

services) 

Ministry of Health  

Hypothesis R. 

Illiteracy/ Low 

levels of maternal 

education 

● Increase school 

enrollment  

● Creation of awareness 

on importance of 

education  

● Establish and 

reinforce adult 

education centers 

● Capacity building of 

school Boards of 

Management (BOMs) 

● Continuous 

counseling of women 

during ANC/MCH/FP 

clinics  

● Implementation of Education 

For All (EFA) and free 

compulsory education  

● Establishment and support of 

secured model school e.g. 

utumishi  

Education and 

public 

administration  

Social services  

Ministry of Health 

CHVs 

Private clinics  

Hypothesis S. 

Mothers work 

load at HH Level 

● Sensitization of men 

in involvement in 

child care 

● Public barazas for advocacy 

● Provision of social amenities 

Social services 

Partners, 

stakeholders, 

Administration 

Hypothesis T. 

Formal 

employment 

(office work) & 

business women  

● Training and 

sensitization of 

working mothers on 

proper breastfeeding 

practices and optimal 

child care  

● Promotion of reliable IGAs to 

enable women combine work 

with breastfeeding 

Ministry of Health 

and partners  
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8.0 Conclusion and recommendations from the NCA expert  
8.1 Conclusion  
Through literature review and the qualitative enquiry, the following risk factors were identified as 

major, important and minor causes of under-nutrition in East Pokot Sub County.  

 

8.1.1 Major 
Poor access to diversified diet  

Poor access to health and nutrition services  

Access to safe water for household use  

Mother’s workload at household level  

Inappropriate breastfeeding practices 

Poor complementary feeding  

Inadequate access to food  

Poor delivery and utilization of health services   

 

8.1.2 Important 
Early pregnancies  

Poor birth spacing  

Poor storage of food, seeds and grains  

Poor land/livestock management and productivity  

Inappropriate care practices for under 5 children  

Poor nutritional status of pregnant and lactating women  

Poor hygiene practices  

Low coverage of latrines  

Illiteracy or low levels of maternal education 

Livestock diseases  

Poor road infrastructure  

 

8.1.3 Minor  
Alcoholism  

Women do not have decision making power in the household and society  

Formal employment for women and businesswomen  

Poor housing conditions   

Migration and nomadic lifestyle  

Inappropriate use of nutritional supplements for malnourished children 

 

8.2 Recommendations  
East Pokot being an arid and semi-arid area (ASAL) is characterized by high levels of malnutrition as 

established through previous quantitative nutrition surveys and surveillance. Indeed, the prevalence of 

acute and chronic malnutrition has remained above the WHO emergency threshold of 15% and 20% 

respectively. The Link NCA qualitative enquiry set out to further understand the causal pathways of 

under nutrition in East Pokot so as to assist World Vision and other stakeholders to develop more 

effective programs to curb malnutrition. Several key risk factors were unearthed through the Link 

NCA qualitative enquiry and it calls for a multi-sectoral approach and stronger national and county 

government commitment to effectively address most of these key risk factors.  

 

The results of the Link NCA qualitative enquiry show that causes of under-nutrition (acute and 

chronic malnutrition) for children under five in East Pokot are highly interrelated and 

comprehensively addressing each of them will go a long way to ensure optimal nutrition and growth 

for children under five.  
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Based on the results of the Link NCA qualitative enquiry, the NCA expert has made the following 

recommendations:  

 

a) Food insecurity, lack of livelihoods, poor knowledge and poverty among many other 

structural barriers are key deterrents to optimal child nutrition.  
A multi-sectoral approach needs to be employed and should focus not only on nutrition specific 

interventions but on nutrition-sensitive interventions. There is need to improve livelihoods, food 

security, water and sanitation and knowledge on optimal child nutrition. This can be done through:  

- Coordinating with the Ministries of Agriculture, Water, Education and Finance to address 

challenges in ASAL by specifically encouraging nutrition-sensitive interventions e.g. 

agricultural support such as irrigation instead of food relief, women empowerment, access to 

education etc.  

- Make readily available information on good nutrition that advocates for the use of locally 

available foods.  

- Address livestock diseases so as to improve livestock productivity given that the communities 

in the two livelihood zones mainly depend on livestock for their livelihood.  

 

 

b) There is poor knowledge and misconceptions around breastfeeding and other IYCN 

practices, and cultural/traditional beliefs and practices play a major role in IYCN.  
These misconceptions are about:  

- Breastfeeding including exclusive breastfeeding, colostrum feeding and duration of 

breastfeeding  

- Appropriate diets for pregnant and lactating women and young children  

- The link between breastfeeding and family planning and the effect of family planning on 

breastfeeding children.  

 

This can be done through:  

- Carrying out a sub-county wide sensitization agenda that uses key influencers including 

grandmothers, mother-in-law, TBAs, community leaders, religious leaders to reach sub 

groups including mothers, husbands, brothers etc. The key influencers should be people well 

known and respected and able to transmit important education messages to eradicate taboos 

and other traditional practices like feeding of pre-lacteals, mixed feeding etc.  

- Utilize the Community Health Strategy by employing home-based counselling by Community 

Health Workers who can carry out cooking demonstrations on how to prepare appropriate 

food for pregnant and lactating mothers or children during weaning and use of counselling 

cards with illustrative pictures to demonstrate key messages    

- Information, Education and Communication should start as early as possible (secondary 

schools in the area, during pregnancy etc.) and covers all aspects of MIYCN practices and 

tailored tools for effective and simple communication (e.g. job aids, mhealth, and ehealth).  

- Integrate family planning and MIYCN services especially at the level one health facilities  

- Include family planning module in MIYCN guidelines and vice-versa  

- Communicate value of family planning when talking about nutrition and vice-versa  

 

c) Improve access to health services at the community level 
Many mothers do not access health care facilities for delivery hence do not benefit from the 

counselling and support on IYCN provided in hospitals around the time of birth. It is particularly 

challenging even for the health care workers who are few and overworked in these health facilities. 

For pastoralist communities in East Pokot, the nomadic nature of the community makes it even harder 

for women to access appropriate support. The government’s Community Strategy involving reaching 

out to the community through community health volunteers (CHVs) has been rolled out in some areas 
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of East Pokot. However, it is marred with challenges due to poor funding, hence not well functional. 

CHVs are not well incentivized and equipped with necessary tools for the job.                                                                                                                                                                                                                                                                                                     

Improving access to health services can be done through:  

- Providing home-based care and information to enhance continuum of care through 

operationalizing and strengthening the community health strategy.  

- Establishing Income generating Activities for Community Health Volunteers so that the 

CHVs are self-sustaining and motivated to work 

- Provide mobile support for mothers and children in the nomadic communities of East Pokot 

who move from time to time in search of greener pastures  

- Form mother support groups at the community level that involve key influencers of MIYCN 

in the community including community leaders, TBAs, grandmothers and community health 

volunteers.  

  

d) Improve WASH 
Good hygiene practices as well as availability of sanitation facilities are key factors in prevention of 

infections and other water-related illnesses. Improvement of WASH in East Pokot can be done 

through:  

- Leveraging on the community health strategy where the community health workers can be 

used as channels of behaviour change to sensitize communities on ways of maintaining proper 

hygiene practices  

- Communities need to be sensitized on the use of latrines, better disposal of children faeces 

and the importance of maintaining clean environments  

- Create awareness on hand washing using soap and water at critical points including after 

defecation, before food handling, after changing the baby, before feeding children, before 

eating and before breastfeeding etc.  

- Provide education to community on water management at household level and the importance 

of boiling drinking water before consumption 

- Provide water treatment systems at communal water sources to improve access to safe water 

for drinking 

  

 

 

 

 

 

Annexes 
Annex 1: Time and activity schedule for the Link NCA study in Agro-pastoral and Pastoral 

Livelihood Zones, East Pokot sub County 
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Annex 2: Criteria of Link NCA rating exercise  
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Source of information 
Notes 
 

Strength and consistency across 
contexts of association between the risk 
factor and under-nutrition (from the 
Pathways to Under-nutrition Module) 

[-] NA: only risk factors having a demonstrated association 
with undernutrition are considered in the Pathways to 
Undernutrition Module 
[-] Weak association has been demonstrated in   many or few 
contexts 
[+] Medium strength association has been demonstrated in 
few contexts  
[++] Medium strength association demonstrated in many 
contexts OR strong association demonstrated in few contexts 
[+++] Strong associations demonstrated in most contexts or 
an association demonstrated in the particular context of the 
Link NCA  

Seasonality and medium-term trends of 
risk factor related to seasonality and 
medium-term trends of under-nutrition  
(applies mainly for wasting) 

[-] The seasonal variation and medium-term trends of the 
prevalence of the risk factor does not correspond to the 
seasonal variation and medium-term trends of the under-
nutrition outcome considered. 
[+] No seasonal variation of the risk factor OR No 
contradiction observed. 
[++] The seasonal variations of risk factor and under-
nutrition are as expected.  
 
[+++] The seasonal peak(s) of prevalence of the risk factor 
matches with the seasonal peak(s) of the under-nutrition 
outcome considered. 

Participatory rating exercise with 
community 

[-] The risk factor is rarely or never mentioned in the rating 
exercise 
[+] The risk factor is irregularly mentioned as one of the top 5 
risk factors 
[++] The risk factor is regularly mentioned as one of the top 5 
risk factors 
 
[+++] The risk factor is consistently mentioned as one of the 
top 3 risk factors 

 

Category Criteria 

Major risk factor 

No contradictory information 
AND  
Strength of association from literature review is classified as [++] 
or [+++] 
AND 
Majority of [++] or [+++] for all other sources of information 
 

Important risk factor 

A minor amount of contradictory information exists 
AND  
Strength of association from literature review is classified as [++] 
or [+++] 
AND 
Majority of [++] or [+++] for all other sources of information 

Minor risk factor 
A moderate level of contradictory information is permitted 
AND   
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Strength of association from literature review is classified as [+] 
or [++] 
AND 
Majority of [+] for all other sources of information 

Rejected risk factor 
No contradictory information 
AND 
Majority of [-] or [+] for all sources of information 

Untested risk factor 
Contradictory information 
AND / OR 
Information gathered not complete or not available 
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 Annex 4a: List of participants during the initial technical expert worksho

 
 

 

 

 

 

 

Annex 4b: List of participants during the final technical expert workshop 
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# 
Organisation Participant name Position 

1 

 

Joel Kipkorir Sub County Public Health Officer  

2 Joseph Nakopir  Sub County Health Coordinator 

3 Sammy M. Lorot  Clinical Officer 

4 Jacob K. Yegon  Sub County Hospital Administrator  

5 Dr. Kamau Gitundu Medical Superintendent, E. Pokot  

6 Joel Kipturmet SCMCC 

7 Charles Akeno RCHFPP 

8 

Nutrition 

Zakayo Kimuge County Nutrition Coordinator 

9 Moses P. Akeno Sub County Administrator 

10 Kenneth Kemboi Koech Sub County Agriculture Officer  

11 Agriculture  Lomadi Patrick Agriculture officer 

12 
Education  

Osman Katikit  Education  

13 Ann Chewochet Education Officer  

14 
ECD  Susan Nakoru 

Early Childhood Development 

Coordinator 

15 
Records  Irene Kibet 

Sub County Health Records 

Information Officer 

16 

Livestock  

Evans M. Ayaye Livestock Officer 

17 Haron Pturu Nguran SALDO 

18 Boskwony  K. George SALDO 

19 Isaiah Lopurin SALDO 

20 WASH  William Kaplich Deputy sub County Water Officer  

21 

World Vision  

Irene Nyauncho Nutrition Manager  

22 Charles Mumbi Program officer  

23 Mary Katuto Project officer – Nutrition  

24 UNICEF Benson Musau Nutrition Officer 

25 APHRC  Peter Muriuki Data Analyst  

26  Vincent K. Akeno Volunteer  

27  Vincent Akeno Narengei VOL. F.S.K 

28  Nancy Makal  Representing Sub County Nutritionist 
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