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ACUTE MALNUTRITION - Also known as ‘wasting’, acute malnutrition is characterized by a rapid
deterioration in nutritional status over a short period of time. In children, it can be measured using the
weight-for-height nutritional index or mid-upper arm circumference. There are different levels of severity of
acute malnutrition: moderate acute malnutrition (MAM) and severe acute malnutrition (SAM).

ANTHROPOMETRIC STATUS - The growth status of an individual’s body measurements in relation to
population reference values.

ANTHROPOMETRY - Anthropometry is the use of body measurements such as weight, height and mid-
upper arm circumference (MUAC), in combination with age and sex, to gauge growth or failure to grow.

COMPLEMENTARY FEEDING - The use of age-appropriate, adequate and safe solid or semi-solid
food in addition to breast milk or a breast milk substitute. The process starts when breast milk or infant
formula alone is no longer sufficient to meet the nutritional requirements of an infant. It is not recommended
to provide any solid, semi-solid or soft foods to children less than 6 months of age. The target range for
complementary feeding is generally considered to be 6-23 months.

COUNTY - Second largest administrative units in Kenya which contains sub counties.

EXCLUSIVE BREASTFEEDING - An infant receives only breast milkk and no other liquids or solids, not
even water, with the exception of oral rehydration salts (ORS) or drops or syrups consisting of vitamins,
mineral supplements or medicines. UNICEF recommends exclusive breastfeeding for infants aged 0-6
months.

FOOD SECURITY - Access by all people at all times to sufficient, safe and nutritious food needed for a
healthy and active life. (1996 World Food Summit definition).

GLOBAL ACUTE MALNUTRITION (GAM) - The total number of children aged between 6 and 59
months in a given population who have moderate acute malnutrition, plus those who have severe acute
malnutrition. (The word ‘global’ has no geographic meaning.) When GAM is equal to or greater than 15 per
cent of the population, then the nutrition situation is defined as ‘critical’ by the World Health Organization
(WHO). In emergency situations, the nutritional status of children between 6 and 59 months old is also used
as a proxy to assess the health of the whole population.

MRENDA, KALES, MANAGU - | ocal vegetables normally used to supplement the local meals

SEVERE ACUTE MALNUTRITION - A result of recent (short-term) deficiency of protein, energy, and
minerals and vitamins leading to loss of body fats and muscle tissues. Acute malnutrition presents with
wasting (low weight-for-height) and/or the presence of oedema (i.e., retention of water in body tissues).
Defined for children aged 6-60 months, as a weight-for-height below — 3 standard deviations from the
median weight-for-height for the standard reference population or a mid-upperarm circumference of less
than 115 mm or the presence of nutritional oedema or marasmic-kwashiorkor.

PROVINCE - Formerly second largest administrative unit in Kenya which contained districts



KENYA
URBAN INFORMAL SETTLEMENTS MUKURU AND VIWANDANI EXECUTIVE SUMMARY /
AUGUST 2016 —FEBRUARY 2017

LINK NCA / FINAL REPORT

FXECUTIVE SUMMARY

Introduction

Nairobi, the Capital City of Kenya has experienced an exponential growth in the past 60 years
with a population of 3.138million (Census 2009) and a projected estimate of 4.1million in 2016.
As a result of the rapidly increasing population Nairobi, majority of the people live in the informal
settlement which according to estimates, house approximately 60% of the Nairobi population
and cover only 5% of the city’s residential land. Nairobi is divided into 10 Sub County including
Embakasi and Makadara sub counties which account for almost half of the total slum population
(49.1%) with majority residing in the larger Mukuru slum ie Mukuru and Viwandani (54.03%).

Slum conditions create greater exposure to adverse health and nutrition outcomes, particularly
for women and their children. Maternal and child outcomes are intimately linked. Poor maternal
health affects the development of the foetus, the likelihood of a healthy pregnancy and birth
outcomes. Maternal caring practices, including sub optimal maternal, infant and young child
nutrition (MIYCN) practices from gestation up to two years of life, also contribute to poor and
often irreversible child health outcomes. Poor nutrition in mothers and young children leave both
vulnerable to opportunistic infections and diseases such as diarrhoea, malaria and acute lower
respiratory infections. Indicators for infant mortality (IMR) in Kenya’s informal settlements,
commonly referred to as the slums are significantly worse than the Nairobi county and national
average. Globally slums are one of the worst places to be a mother. In Nairobi slums for instance,
maternal and child mortality rates are 50% higher in the slums than the national average, with
poor urban children being 3 to 5 times as likely to die before their 5th birthday as their most
affluent peers . The burden of malnutrition in the slums remains extremely high in comparison
with the national and Nairobi county average with stunting begin the most prevalent. A
comparative analysis of stunting trends over the past 6 years indicates doubling of stunting rates
in the slums (APHRC, 2013). A more recent survey shows that 46% of the children in the urban
slums are stunted (Kimani-Murage et al, 2015) . A health and nutrition survey conducted in June
2014 in all the major Nairobi slums showed Global Acute Malnutrition (GAM) rate of 5.7% and
severe acute malnutrition (SAM) rate of 1.9% . Based on this survey a slum population of
approximately 2,4000,000 inhabitants, with under-fives representing 16% of the population and
a SAM of 1.9%, there were over 7,500 severely malnourished and over 22,000 moderately
malnourished children in need of emergency nutrition response. The high population density in
urban slums coupled with deplorable living conditions translates into extremely high numbers of
malnourished children.

Urban informal settlements, the location of most malnutrition, are complicated; they contain
fragmented, less cohesive communities than their rural counterparts. Informal settlement
dwellers are mobile, moving between urban and rural settings, and within urban localities . With
chronic unemployment and under employment, slum population is highly vulnerable to shocks,
from price increases to disease outbreaks and political unrest. The consequences of these are a
high disease burden, food insecurity, and ultimately high levels of malnutrition and mortality. Poor
sanitation has been linked with high prevalence of malnutrition. Children in Nairobi’s slums
experiencing chronic diarrhoea often fail to absorb nutrients from food, contributing to
malnutrition and stunting (Colburn & Hildebrand, 2015).

Both breastfeeding and complementary feeding practices are sub optimal. Women in urban poor
settings face an extremely complex situation with regard to breastfeeding due to multiple
challenges and risk behaviours often dictated to them by their circumstances (Kimani-Murage,
2014). Introduction of complementary foods is done too early with poor dietary diversity, deficient
in key micro-nutrients especially iron, zinc and calcium . Child care practices are also poor, with
numerous informal day care centers operating in the slums where mothers leave their children as
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they go to work. Currently there is minimal support from the county authorities to address poor
care practices in these centers.

The Link NCA was conducted in the larger Mukuru slum that cuts across Makadara and
Embakasi sub counties of Nairobi County. For various reasons which include;high poverty index;
high slum population; Insecurity; It is cosmopolitan and diversified with numerous socio-cultural
groups represented therein; and the level of program activities and intervention by NGOs is
minimal. In addition the prevalence of stunting was very high and high of absolute numbers of
children under five with acute malnutrition was among the highest in Nairobi. The Maternal
Newborn and health Indicators are also quite poor.

Objectives

The main objective of the Link NCA is to identify the most important causes of child under-
nutrition, in particular stunting of children age 0-59 months, in Mukuru and Viwandani slums of
Nairobi County. The Link NCA is considering vulnerable nutritional groups identified as children
less than 23 months and tribes.

The Link NCA study specific objectives include:

To estimate the prevalence of known risk factors for under-nutrition among the population and
key “nutrition vulnerable groups”

To identify main causes of under-nutrition in order to inform the technical strategy and programs
for the prevention of the same at a local level

To determine which causal pathways of malnourishment are likely to explain most under nutrition
cases in the target area

To develop an “emic” definition and understanding of good nutrition, malnutrition and believed
causes of under nutrition within the target population

To understand the local seasonal and historical pathways to stunting

To support technical advocacy on causes of stunting so as to support technical strategy.

Methods

The Link NCA began in September 2016 with a review of current literature and secondary data
to draft hypothesized causal risk factors for under-nutrition in Mukuru slum. An initial Stakeholder
Technical Workshop with representatives from various sectors and organisations was held in
October 2016 to validate the hypothesised causal risk factors for field testing. The data collection
began in December 2016 and ran for 10 weeks in total. The Link NCA employs a mixed-methods
approach, combining both qualitative and quantitative data collection. Focus Group Discussions
(FGDs) and Key Informant Interviews (Klls) were conducted in 4 communities, and a Risk Factor
Survey was conducted in 32 clusters, 2 in Mukuru and 2 in Viwandani with anthropometric
measurements taken of children aged 6-59 months, and females aged 15-49 years. Following
data analysis, results were presented for each hypothesized causal risk factors at a final
Stakeholder Technical Workshop in March 2017. Through multi-sector working group, results
were validated and a final rating was assigned to each of the causal risk factors based on:
secondary data, Risk Factor Survey data, the evidence base for the strength of association
between the risk factor and under nutrition, seasonal patterns/historical trends, qualitative data,
and risk factor ranking by the communities (full explanation of Criteria can be found in the Report).

Findings

Findings from the Link NCA highlighted three major factors contributing to the high stunting: (a)
Increasing number of non-optimal day care centers (b) lack of knowledge on the food
diversification by the caregivers and (c) unhealthy environment leading to high rates of morbidity.
The findings further revealed that important contributory factors were non-optimal psychosocial
care for women, gender based violence and micronutrient deficiencies among pregnant and
lactating women. Minor factors that were lined to stunting included low uptake of family planning,
high cases of HIV/AIDs and TB and non optimal maternal heathcare.

Vi
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Conclusions

The Link NCA results provide a number of actionable risk factors for undernutrition, especially
stunting in Nairobi County.

1. The importance of qualitative information to validate the findings of the quantitative surveys
was again confirmed through this pilot, which in many cases might not give representative picture
of the situation. For example, the quantitative data showed that most of the respondents were
married, but during qualitative data collection it was revealed that by marriage they meant ‘living
relationship’ where the man had no responsibility to look after the children or wife and can walk
out of the relationship any time without any obligation. The qualitative data helps to understand
the quantitative information and gives a clear picture of what is happening behind those numbers
and to understand the context before deciding on which intervention to use in a particular setting.

2. The psychological aspect of the mother or caregiver and the subsequent effect on child
caring practices and overall nutrition status of the children needs to be considered while designing
a program in any informal settlements. It was evident from the findings that the different
psychological profiles of the mothers are affecting the caring practices. The women in the slum
areas are usually overworked and usually don’t have any support system. Domestic violence is
very common and sometime they even starve their children to punish their husbands.

3. The importance of daycare center in an urban setting and the influence they have on the
nutritional status of the children. Daycare is a great necessity in the slum areas as they serve as
a safe place for the working parents. However, most of the cases these centers are managed by
unskiled women or older women who can’t go out for work. The centers are usually
overcrowded, unhygienic and poorly managed.

4, Limited knowledge about balanced diet among the respondents. The participants in the
workshop agreed that the findings were surprising as it’s usually assumed that the people living
in urban areas usually have general understanding about balanced diet. However, the study
shows that most of the HH thought balanced diet includes only meat and fish. They also thought
Kwashiorkor was a sign that the child was healthy and it was common in community. However,
they do know that balanced diet is behind child malnutrition.

5. High level diffusion of cultural practices and subsequent adaptation of harmful practices,
which was surprising in urban set up. Slums are composed of mixed tribes and they adapt cultural
beliefs and practices from each other and some of the acquired beliefs are also affecting their
health seeking behaviors and is life threatening. The removal of child teeth (plastic teeth) is one
of them. People usually believe that plastic teeth cause diarrhea and ARI. Majority of the
community members branded these teeth ‘plastic teeth’ which they argue are bad omen which
can affect the baby’s health and eventually kill. Special traditional doctors are consulted and use
crude materials like needles and salt to remove the teeth which sometimes results in severe
bleeding and infection and sometimes the child even can’t eat anything for days.

Diarrhea and vomiting is very common in the slums and there are also some harmful cultural
practices around them. For example, one of the respondents mentioned that if a baby had sunken
head (usually from dehydration), they will place a Hawk in child’s head and if it flies, they assume
that the child will be ok.

6. The influence of different cultural practices on the food choices: The new ‘slum tribe’ adapt
different cultural beliefs and practices from each other which sometimes have negative impacts
on their food choices. i.e., some parts of animals are not eaten by some of the people.

7. Poor health seeking behaviors: Although services were available within reach, the general
health seeking behavior of the slum residents are usually poor. For example, the deworming rate
was very low and only 3% were dewormed thrice a year. Different factor such as clinic operating
hours and influence of harmful cultural practices are behind this.

8. Heavy reliance on street foods: Most of the households regularly buy foods from the
vendors. Usually the main reasons behind these practices are the limited space in the houses,
workload and the cost of preparing food versus buying it from the vendors. Usually women do
not want to say that they buy food because the men don’t like it. The children confirmed that
most of them ate chapatti and soups bought from the street vendors.

Vii
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9. The slums also have very intrinsic social support system which helps them to cope, from
outside it might not be apparent and not very visible, but it exists. Sometimes people go to the
neighbor to share food and it was very common. They will add water to the bean and will share.

10.  Poor breastfeeding practices. Most of the time mothers have the knowledge and even the
attitude to practice exclusive breastfeeding but as most of the mothers are working during the
day, they only have chance to breastfed at night.

11.  Sanitation facilities are a major determinant of rent of the houses. House close to latrines
costs more. There is an initiative by fresh life to charge toilets use and they clean it regularly and
turns the waste into fertilizer. However, usually the child is not considered for toilet use and so
the children just openly defecate, it's considered as normal and can be seen everywhere. There
were some other initiatives where Oxfam have given buckets but it was not effective as the
excreta was hard to dispose of, had issues with privacy and there is no space in the house where
the bucket can be stored.

12.  Although it might seem that LNCA is very nutrition focused, the results here clearly
indicated that the assessment takes into account the underlying causes of malnutrition and
explores the situation with a nutrition sensitive lens.

13.  The information about water governance is crucial in an urban context and can be difficult
to measure sometimes.

Recommendations

Prior to implementation of the programme, it is recommended to spend time to ensure
community buy-in. Some communities were less inclined to participate in the Link NCA survey,
and there were similar reports from Health staff for community awareness activities. Additionally,
an overarching recommendation is the consideration of all caregivers (mothers, fathers,
grandmothers, possibly adolescent siblings) for activities to ensure secondary caregivers are
improving practices and fathers are support wives in good practices. In some communities,
knowledge is not the issue but there are barriers to behaviour change, therefore SBCC
approaches should be carefully designed to provide optimal behaviour change, and progress of
positive behaviours should be monitored with strategies adapted and improved with operational
learning and observations. The government’s new approach of Baby Friendly Community
Initiative (BFCI) should be adopted in order to promote the best infant and young child feeding
practices. It is also recommended that the programme contain a Food Security and Livelihood
(FSL) component to improve the capacity and ability of households to generate sustainable and
reliable incomes to improve household wealth, which impacts on a number of risk factors, as well
as providing alternative coping mechanisms that taking loans or selling assets, and reduces
issues with food access at the household and subsequently improved child and household
nutritional status. Overcrowding needs to be addressed as a matter of urgency. There is need to
reinforce the existing policies that controls and limits the number of houses constructed in a given
area.

Other key recommendations for improving nutrition situation among slum dwellers include
tightening rules that govern the operation of the day care centers, targeting households for health
and Nutrition community education through models and more engagement by stakeholders on
waste management

Viii
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INTRODUCTION

Extreme hunger and malnutrition remains a huge barrier to development in many countries.
According to the Food and Agriculture Organization (FAO) report on the state of food insecurity
in the world, 795 million people are estimated to be chronically undernourished as of 2014, often
as a direct consequence of environmental degradation, drought and loss of biodiversity.

Globally, about 2.2 million children die due to poor nutritional status and over 90 million children
under the age of five are dangerously underweight. One person in every four still goes hungry in
Africa. Under nutrition is not only linked to child mortality but also poor functional development to
the child. Undernourished children are highly susceptible to common childhood ailment such as
diarrhea, respiratory infections and worm infestations. The recurrence of these ailments
compromises the child’s health and functioning in adulthood

More than half of the world’s populations live in cities and the majority of them reside in cities in
developing countries. Urban populations are projected to double in African and Asian cities over
the next 30 years. The poor make and will continue to make up a large part of urban growth
settling in informal urban slums. As a result, the number of slum dwellers has almost doubled in
the last 20 years with over 70% of the urban population living in the slums. This number is
projected to double by 2020. Urban slum growth in Kenya parallels the global pattern. The Nairobi
slum development has been just one part of the wider economic and social development of the
city and of the society as a whole. The significance of the growth of Nairobi slums is mainly due
to the fact that the people who lived in them during the colonial period constituted the majority of
the city population. In addition, the development of these urban slums was directly related to the
character of economic development in the rest of the society of Kenya. This pace of urbanization
exceeds the rate at which basic infrastructure and services can be provided with dire
consequences for the urban poor. In Kenya, as in most parts of developing countries,
urbanization is increasing at a rapid pace. A UN Habitat (2008) report showed that urban growth
rates in Kenya are 1.2% and cites the case of Nairobi whose population in 2008 is estimated to
be 3,125,000 up from 1,380,000 in 1990. Kenya’s urban poor currently constitute over 4 million
people and this number is set only to increase in the coming years as 50% of the country’s
population is expected to reside in urban centres by 2020.

Slum dwellers depend upon employment in the informal sector characterised by low pay and
poor working conditions. Slum settlements are often located on hazardous land prone to the
effects of natural disasters including landslides, flooding, and earthquakes. Due to the illegal
nature of slum settlements, the urban poor are excluded from governments’ development and
service delivery plan limiting the urban poor from accessing schools, health clinics, water and
sanitation, drainage, sewerage, or garbage collection services. They are made highly dependent
on private providers for basic social services who charge exorbitant fees in comparison to public
providers. Consequently, informal settlements in Kenya are characterized by poor environmental
conditions predisposing inhabitants to poor health outcomes.

Many slum dwelling families exist on the edge of survival and urban slum populations are highly
vulnerable to shocks, from price increases, to disease outbreaks, to political unrest, to a more
subtle combination of all of these that cause a substantial proportion of these families to tip over
the edge.

Nutrition is critical for survival, health and development. The role of optimal nutrition in health and
development warrants increased commitment and investment in Kenya. The anticipated gains in
investing in nutrition will enable the country make significant progress in achieving targets for
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Sustainable Development Goals (SDGs) aim to end all forms of hunger and malnutrition by 2030,
making sure all people — especially children and the more vulnerable — have access to sufficient
and nutritious food all year round.

The Kenya Vision 2030 that aims to transform Kenya into a globally competitive and prosperous
nation with a high quality of life by the year 2030.

The Kenyan constitution guarantees children the right to nutrition as a fundamental human right.
Children have the right to access safe and nutritious food, and nutrition is a universally recognized
component of the child’s right to enjoyment of the highest attainable standard of health. These
goals directly relate to and depend upon improvements in the nutritional status of women and
children. The damage malnutrition has to the first 1,000 days of life is irreversible. Malnourished
children are less likely to go to school, to stay there, and more likely to struggle academically;
they earn less than their better- nourished peers over their lifetimes.1 Intervention is critical to
avoid such outcomes.

Kenya'’s Vision 2030, the country’s development blueprint covering the period 2008 to 2030 aims
to transform Kenya into a newly industrialized, globally competitive “middle-income country
providing a high quality life to all its citizens by the year 2030.” Kenya’s vision for health is to
provide “equitable and affordable health care of the highest attainable standard” to her citizens.
Good health and nutrition play an important role in boosting economic growth, poverty reduction
and the realization of social goals.

The ministry of health with support from UNICEF developed the Urban Nutrition Strategy 2013 to
2017. The strategy builds upon the National Food Security and Nutrition Policy and the National
Food Security and Nutrition Strategy. The strategy has the following goal: “to improve the nutrition
status of urban populations in Kenya”.

Five strategic objectives underpin attainment of this goal and are defined as:

e Effective provision of preventive and therapeutic nutrition and social protection services for
vulnerable urban populations

e |mprove community engagement and resilience to prevent and address underlying causes of
malnutrition

e |mprove prevention, management and control of over nutrition and diet-related non-
communicable diseases in urban populations

® Promote community centred market-based solutions and their pro-poor positioning to secure
good nutrition and healthy environments for urban population

e Recognise and safeguard rights of the urban poor through enhanced accountability and voice

Concern Worldwide has been supporting the Ministry of Health (MoH) in the improvement of
health and survival of children under five and pregnant and lactating women through support to
health and nutrition systems to scale up high impact nutrition interventions3 (HINIs). Initially, the
program was covering only three districts but later the program has been expanded to cover
eight districts out of the nine districts in Nairobi County. These are Dagoretti, Westlands,
Kamukunii, Starehe, Kasarani, Makadara, Njiru and Embakasi. In total, there are 80 facilities which
are supported by Concern Worldwide in the implementation of the OTP services across the 8
districts.
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1/ WHY CONDUCT A LINK NCA?

In June 2014 a SMART survey was conducted through the partnership of the Ministry of Health,
Feed the Children and Concern Worldwide and was funded by UNICEF, in order to get integrated
baseline slum level information on both health and nutrition indicators for needs identification. The
survey classified the slums into worse off (Majengo, Mathare, Gitare Marigu and Mukuru) and
better off slums (Korogocho, Viwandani, Kibera, Deep Sea and Kawangware) based on the
review of literature on the socio-economic, health and sanitation situation of the slums.

The survey concluded that the nutrition situation in the slums is poor according to the World
Health Organization classification of malnutrition. The results of the survey showed that the
prevalence of stunting in the Slums of Nairobi was 33.5% (30.1-37.2, 95% CI) which is
categorized as high based on the WHO classification. Further, the prevalence of severe stunting
was found to be 12.0% (9.7-14.8, 95% CI) which is considered high. When compared with
Nairobi as a whole with a stunting rate of 21.1% (KDHS 2014), the stunting levels were relatively
higher in the worse off slums. The high stunting levels in the slums represent a loss of both mental
and physical potential for the affected children. Stunting (height-for-age) is an indicator of chronic
(long-term) malnutrition arising from persistently poor food security situation, micronutrient
deficiencies, recurrent illnesses and other factors, which interrupt normal growth. Unlike wasting,
stunting is not directly affected by seasonality but rather related to the long-term effect of socio-
economic development and long-standing food insecurity situation.

The proportion of children who were fed on the minimum acceptable diet in the slums was 54.8%
(n=211) which did not vary significantly by the slum type. However, this was below the national
recommended proportion of 80%. According to the results of the survey, 62.6% (n=241)
consumed the minimum dietary diversity with the Better Off slums having a higher proportion
though not significantly different with the Worse off Slums.

The study recommended continued management of Acute Malnutrition though the Integrated
Management of Acute Malnutrition Program to include both the Outpatient Therapeutic Program
and the Supplementary Feeding Program by the MoH and Nutrition Partners. It also
recommended strengthening and improving capacity of staff through training and supervision in
both public and private health facilities by government on continued obstetric care and agree on
a unified maternal and child health information reporting systems.

It is therefore important to consider doing a Link NCA in one of the study areas to establish the
effect of interventions (if any) in one of the worse off slums.

Moreover, only few studies are focusing on slums, but are more looking at global situation in
Nairobi city. Given the high disparities between well-off areas and worse-off areas, results might
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be washed-out and not give a representative view of the real situation in slums and informal
settlement, nor of the “well developed” part of the city. At the time of the Link NCA
implementation, many qualitative studies as well as quantitative assessments were already done
in several slums of Nairobi. However quality information exist, most of them are not addressing
the question of nutrition security in a holistic view and are giving partial view of the situation.
Instead, of implementing several studies in a specific place, resulting on specific information on
mechanisms linked to undernutrition, piloting a Link NCA in urban set-up was considered more
cost-effective and more accurate to understand through the “security nutrition lens”. Indeed, in
addition of building a case of causality of undernutrition, the method also aims at bringing
stakeholders, experts and decision makers together to reach a consensus on the situation and
engaged together in a program road map to alleviate the situation.

Although a need for better understanding on how implementing quality study in urban set-up, the
Link NCA method was originally build and tested for rural set-up. Therefore, discussions were
hold between implementing NGO to decide if piloting the method was feasible. Few criterions
were taken in account during those discussions: need to understand better the context for further
programming, expertise of Concern Worldwide and the Link NCA Technical Unit on urban
studies/programming, availability of quality urban expert researchers, security issues, access to
the slum, ethical considerations etc. One the decision was taken, the choice of which slums
should be considered for implementing the pilot was taken in a consensus with several actors
(University, NGO, Academics) at the end of a training on the Link NCA method hold in Nairobi in
July 2017. Mukuru and Viwandi slums were chosen as they were not well studied, several actors
were willing to implement programs and they were considered as more stable and easy to study
for a pilot than other slums where for example, the population was not well settle or insecurity
might have jeopardized the implementation of the pilot study. The first move of the Link NCA
study team was to work on a design protocol on how to implement the study (review of different
urban studies protocol and a one-month pre-study to understand better the overall situation of
the slum).

1.1 CONTEXT INFORMATION

Under-nutrition in urban settlements can take a number of forms. These include stunting, wasting
and micronutrient deficiency. Stunting is the predominant form of under-nutrition found in urban
informal settlements. The causes of under-nutrition are multiple and the causal pathways are
complex and interacting. In many instances, different types of under-nutrition overlap. The main
causes of malnutrition are inadequate dietary intake and disease, which are associated with
inadequate household food security, care practices, or health environment.

1.1.1  Child stunting, wasting and underweight

Access to food is a basic human right, supported by an international human rights framework
that makes governments legally accountable for the nutritional status of their people (UN
Convention). However, according to the 2014 KDHS 26% of children in Kenya were stunted while
8% were severely stunted. Nairobi is one of the regions with the lowest percentage with stunted
growth of 7% however in the study area stunted growth is higher than the county rate, an APHRC
surveillance system established in two Nairobi slums found that one in two children were stunted
(Nairobi Urban Health and Demographic System, APHRC 2010).

Nationally 4% of children are wasted while 1% are severely wasted. Wasting levels were highest
among children in the age group 6-8 months and 9-11 months. Children whose mothers had no
education have a higher chance of wasting than children of educated mothers. A significant
number of caregivers in Viwandani have a low literacy level which is one of the drivers of under
nutrition among children. This was confirmed by proPan study, which found nearly a third of the
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women had not attended school. Wasting in children generally decreases with increasing
household wealth (2014 KDHS).

The percentage of Kenyan children that are underweight is 11% while the severely underweight
stand at 2%, rural children are more (13%) underweight compared to those from urban areas
who are 7%. (2014 KDHS).

The causes of under nutrition in the study area (Viwandani and Mukuru slums) are multiple, with
complex interrelationships between the immediate causes of inadequate dietary intake and
infection; the underlying causes of household food insecurity, suboptimal feeding and care
practices, and poor access to health and hygienic environment; and the basic causes around
education, infrastructure, economic factors, and socio-cultural norms.

The landscape analysis, done prior implementing the study, identified particular drivers of the high
burden of under nutrition in the study area. In terms of immediate causes, the rates of child
morbidity from respiratory infection and diarrhea are high due to sanitation and environmental
issues, while dietary intake is inadequate in terms of both quantity and quality in many cases due
to high levels of poverty. The underlying causes lead to severe food insecurity at the household
level, low access to safe water and sub-optimum care giving practices where not all children
between O — 6 moths are breastfed exclusively. There is a strong linkage between maternal
education and children’s health. Children born to educated women suffer less from malnutrition,
which manifests as underweight, wasting and stunting in children (proPan 2014).

The basic causes of under nutrition in the study area could be attributed to underlying societal
issues related to poverty, which is prevalent. The availability of nutrition resources at the
household level is a function of how society operates in terms of livelihood opportunities and
economic structure.

1.1.2 Poverty

Urbanization rate in Kenya is one of the highest in the world with an annual urban population
growth rate of 4.4%. Poverty in Kenya’s urban slums is high with more than half of the residents
living on meagre incomes and in crowded conditions with poor or no sanitation. Generally, urban
poverty is characterised by a lack of employment, lower wages and returns from informal
employment, and extremely poor levels of basic services such as housing, sanitation, health care,
and education.

Poverty and vulnerability are some of the main characteristics of informal settlements in urban
areas including the slums in Nairobi. In most cases, expenditure for food predominate household
expenditures with many households having very little cash incomes leading to high levels of
poverty which result in the inability of most households to purchase nutritious foods or engage in
health-seeking behaviors. Major aspect of vulnerability relates to the dramatically increased cost
of food in recent years, which has led a majority of slum dwellers to decrease the frequency and
size of their meals as well as pushing people into high-risk livelihood activities in order to meet
their basic needs

Informal settlement populations are highly vulnerable to shocks, from disease outbreaks to price
spikes and political unrest during electoral season resulting to high disease burden, food
insecurity and ultimately high levels of malnutrition and mortality. Food security is heavily
associated with income given that almost all food consumed in informal settlements is purchased.

Feelings of insecurity in many of the city’s informal settlements have heightened considerably
since the violence following the contested election results of December 2007. Poverty in the city
is worst amongst those with low levels of education, another cause for concern given that
considerably fewer children attend the later stages of school in Nairobi than in Kenya’s rural areas,
and many slum areas have few or no public schools. Meanwhile gender inequalities remain
severe, with female slum-dwellers being 5 times more likely to be unemployed than males.

Although there has not been any significant shocks like fires, political unrest, and disease
outbreaks in Mukuru and Viwandani in the last five years. However, the prices of food vary
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throughout the year. The community health volunteers reported that whist the price of a bunch
of kale remains at five shillings throughout the year, the number of stalks vary with the seasons.
A market survey carried out in 2014 showed that the animal sources of foods are more expensive
compared to the plant sources in Viwandani. This affects the affordability by the households with
under 5 children. This could also attribute to the low intake of the animal sources of food as
reported in ProPan Report.

1.1.3 Food availability, consumption and access

Food access is one of the main sources of food insecurity among the urban poor settlements
particularly due to a lack of purchasing power. Food takes usually consumes the largest
percentage of the urban poor’s income. For example in Mukuru slums, poor households will
spend up to 70% of their income on basic foods, buying 90-100% of their household food. As a
result, poor urban households are more vulnerable to food price increases.

In most cases, urban populations rely on markets for all their goods, services and employment
and are very vulnerable to any unfavorable changes in the market system. Food markets in poor
urban areas tend to be inefficient in terms of providing adequate quantities, quality and
competitive (Martine et al., 2012).

In urban households including information settlements, there is a tendency to consume foods
with a greater energy density with potentially fewer micronutrients. This is leading to the ‘double
burden’ of malnutrition whereby overweight and obesity co-exist with undernutrition. Households
where overweight adults and underweight children co-exist are increasingly common in some
developing countries.

Findings from the field visits show that there is a variety of food sold in the slums. However the
cost of preparing the food is high given that the cost of kerosene has gone up by 7.7% in 2016
compared to the price same time 2015. This is despite the price of petrol and electricity coming
down according consumer price indices and inflation rates for august 2016.

1.1.4 Child Feeding Practices

Feeding practices play a critical role in child development thus poor feeding practices can
adversely affect the health and nutritional status of children consequently affecting their mental
and physical development.

Early initiation of breastfeeding is important for the child. Colostrum the first liquid to come from
the breast is highly nutritious and contains antibodies that provide natural immunity to the infant.
The World and Health Organization (WHO) is recommending that children should be fed with
colostrum immediately after birth (within one hour) and they continue to be exclusively breastfed
for six months. Introduction of solid/semi-solid food to infants is recommended after six months
because breast milk alone is not sufficient to maintain a child’s optimal growth. The appropriate
infant and young child feeding (IYCF) practices include breast feeding through age 2 years,
introduction of solid and semisolid foods at age 6 months and gradual increases in amount of
food given frequency of feeding as the child gets older.

According to the 2014 KDHS, 61% of children younger than six months were exclusively
breastfed while 90% of children continued to breastfeeding at age 1 and 53% continued
breastfeeding at age 2. Eighty percent of children ages 6-8 months were introduced to solid,
semi-solid or soft foods.

According to the ProPAN assessment, 86.3%o0f infants were fed on breast milk only in the first 3
days of life. The practice was attributed to advice from the health workers at the health facilities
and mother’s awareness that they should give the child only breast milk in the first 3 days of life
(46% of caregivers). Other mothers indicated that they had adequate milk and hence did not see
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the need to introduce other feeds to the children.Evidence from ProPAN assessment '
(conducted in Viwandani slums) indicated none of the children O — 5 months was on exclusive
breastfeeding. More than half of the children 6 -23 months did not receive minimum acceptable
diet and yet none in the whole group were fed on the recommended nutrient density.

The high cost of fuel deters many mothers from giving children healthy foods such as pulses in
the study area, they instead rely on prepared street food or easy to cook starches. This leads to
widespread poor child feeding and care practices, malnutrition and stunting growth affecting
more than one in two children in urban slums?. Wasting and underweight were found to be
prevalent in the study area.

115 Health seeking behavior

Nutrition and health are closely related, since disease contributes to malnutrition, while
malnutrition makes an individual more vulnerable to disease. Most cases of child mortality result
from disease aggravated in a vicious circle by malnutrition. High levels of infections such as
malaria, diarrhea, intestinal parasites, and acute respiratory infections impact on individual’'s
nutritional status because of the vicious cycle between infection and malnutrition.

The conditions in which the urban poor live in predispose them to poor health, these include poor
hygiene and sanitation, poor environmental sanitation, poor housing, and low income levels.
There is a high prevalence of communicable diseases such as TB, diarrhoea, malaria and other
water borne diseases, contributing to high levels of malnutrition. This is in addition to poor
maternal health and rates of HIV which are estimated at double the national average. The high
rate of maternal mortality in the slums is associated with pregnancy complications arising from
anaemia, maternal morbidity and low weight in pregnancy, all closely linked to malnutrition. More
than half the pregnant women in Kenya are iron deficient (KDHS, 2008/09).

One of the most worrying indicator of vulnerability amongst informal settlement populations is
child health. High the prevalence of disease at the individual level, leads to loss of appetite,
reduced food intake, mal-absorption, and increased nutrient needs.

Prevention or prompt treatment of these disease episodes that cause weight loss can reduce the
incidence of malnutrition that is not caused by lack of food. Therefore, reducing barriers to
accessing preventive and curative health care can potentially have a positive impact on nutrition
through the reduction of incidence of communicable diseases.

1.1.6 Micronutrient deficiencies

Micronutrient deficiencies are associated with increased risk of morbidity and mortality through
their effect on the immune system. Micronutrient deficiencies result from poor quality diets and
high rates of infection, which negatively affect nutritional status by increasing nutrient
requirements and reducing nutrient absorption.

Micronutrient deficiency is a major contributor to childhood morbidity and mortality. It remains a
major problem facing Kenya’s poor. The condition has severe consequences leading to stunted
growth, high maternal mortality, miscarriages to name a few. The 2014 KDHS indicated that 72%
of children aged 6-23 months consumed food that were on Vitamin A supplements.

According to the 2014 proPan study, micronutrient deficiencies were found in Viwandani where
72% of children were on Vitamin A supplements. The study also mentioned the existence of
multivitamin, mineral supplement and micronutrient powder programs in the same community.
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The presence of this program in the study area are a pointer of micronutrient deficiency. In low
resource settings, supplementary food is often nutritionally inferior.

1.1.7 Access to Health, Water and Sanitation

Recent surveys have shown that between 70 and 75% of slum dwellers are poor with limited
access to water and sanitation, compared to 46% of the national population as a whole.

Access to health, water and sanitation is one of the underlying causes of under nutrition in the
Mukuru and Viwandani.

Access to quality and affordable water in the study area is a challenge. Majority of informal
settlement dwellers pay exorbitant prices (eight times) for water compared to other communities.
Often times the available water is not safe resulting to a high prevalence of waterborne diseases.
A study conducted by APHRC concluded that informal settlement children are likely to experience
fever and diarrhoea more frequently than children in other parts of the country, and also links the
Infant Mortality Rate (IMR) to poor access to sanitation and safe water (APHRC, 2005). Another
study conducted by Oxfam (2009) indicated that bloody diarrhoea incidences in the informal
settlement is three times higher than the national average of 17%. The study area has poor
hygiene and sanitation practices with a few residence having access to latrines. Due to low
hygiene and sanitation cover, the study area population experience a vicious cycle of infection
and malnutrition, where repeated infections lead to negative consequences on the absorption of
nutrients by the body resulting to under nutrition.

Environmental health issues such as over-crowding, poor water and sanitation, pollution, open
sewerage and contamination are most severe in informal settlements including the study area. In
slums, basic human needs such as clean air, water, food and housing are difficult to access.
Poor environmental health due to poor dumping of waste results influxes of insects and rodent
increasing incidences of vector borne diseases (malaria), acute respiratory infections (ARIs) and
skin infections all of which have significant impact on child and household health. Indoor air
pollution and ARIs contribute to child mortality in slums, accounting for 18% of deaths among
children under five (Baker, 2008). Poor health is compounded by overcrowding. Awareness in
preventative practices (washing hands, maintaining sanitary environments in the home etc.) in
slum households is needed to ensure that children do not contract multiple diseases which
weaken immunity and increase the risk of under nutrition.

Public health facilities in urban slums including the study usually lack supplies and are
understaffed due to these challenges, most facilities close early and they do not open on
weekends. This poses a challenge for slum dwellers accessing health care services. Due to this
challenge there exists sub-standard, unrecognized and unlicensed private health clinics. This has
resulted to many slum dwellers seeking treatment elsewhere creating a challenge to the referral
system in case of a complication. This challenge coupled with poor health seeking behavior has
resulted to patients especially children seeking treatment too late and with severe conditions.

The study area has poor hygiene and sanitation practices with a few residence having access to
latrines. Due to low hygiene and sanitation cover, the study area population experience a vicious
cycle of infection and malnutrition, where repeated infections lead to negative consequences on
the absorption of nutrients by the body resulting to undernutrition. A visit to Mukuru was a
confirmation that the poor state of sanitation is a health hazard especially during the rainy season.
The area has toilets made of iron sheets that drain into a river. During the rainy season, the river
overflows into the residential houses and business premises.

From the interviews conducted with the community health workers, efforts by partner
organisations have seen the introduction of various strategies including giving buckets to
households. These strategies have been elicited both positive and negative reactions from the
community.
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1.1.s  Infant, child, and maternal mortality

Nairobi, the Capital City of Kenya has experienced an exponential growth in the past 60 years
where the current population of 3.5 is almost 29 times higher than the 1948 population which
was 120,000. This is despite the fact that the area in kilometers squares has remained the same
at 696.1 and hence the current population density is 5028 which is quite high and still increasing.
As a result of the skyrocketing population in Nairobi, majority of the people live in the informal
settlement which according to estimates house approximately 60% of the Nairobi population and
cover only 5% of the city’s residential land.

Emerging evidence reveals that the urban population explosion in the region has been
accompanied by increasing rates of poverty and poor health outcomes. It has been documented
that the urban poor face worse health indicators than their rural counterparts or their counterparts
in the urban non-poor settlements. Despite the urban population enjoying easy access to health
services (Essendi et al, 2011), the incidence of child under nutrition, morbidity and mortality has
been shown to be higher in slums and peri-urban areas than in more privileged urban settings or,
sometimes, even rural areas?. Life in these slum areas is associated with poor health indicators
due to inadequate access to clean water, electricity and health facilities, and generally poor
sanitation. Slum conditions create greater exposure to violence (often sexual and gender based),
unwanted pregnancy and adverse health and nutrition outcomes, particularly for women and their
children. Maternal and child outcomes are intimately linked. Poor maternal health affects the
development of the foetus, the likelihood of a healthy pregnancy and birth outcomes. Maternal
caring practices, including sub optimal maternal, infant and young child nutrition (MIYCN)
practices from gestation up to two years of life, also contribute to poor and often irreversible child
health outcomes. Poor nutrition in mothers and young children leave both vulnerable to
opportunistic infections and diseases such as diarrhoea, malaria and acute lower respiratory
infections.

A study conducted in Nairobi’s informal settlements (African Population and Health Centre 2002)
found that children living in unhygienic environments indicated by poor drainage systems,
inadequate or non-existent toilets and piles of uncollected garbage suffer higher levels of
morbidity and mortality (Caldwell & Caldwell, 2002). The study further reveals that only 24% of alll
households within Nairobi have access to piped water in form of public water taps and 75%
purchase water for domestic use (Wasao & Bauni, 2001). In terms of child health the rate of
diarrhea was 31% for children under five years while the infant mortality rate (IMR) was 91/1000
compared to 39/1000 in non-slum parts of Nairobi (APHRC, 2002). Malnutrition is also a major
cause of child morbidity and mortality can, therefore, be related to environmental degradation
(APHRC, 2002). This study linked child malnutrition, morbidity, hygienic practices, food and/or
water safety in impoverished Mukuru slum in Makadara division, and the poorest in Nairobi City
(GoK, 2005).

1.2 MAIN STUDY OBJECTIVE

The main objective of the Link NCA is to identify the most important causes and mechanisms
leading to child under-nutrition, in particular stunting of children age 0-59 months, in Mukuru and
Viwandani slums of Nairobi County. In addition, the Link NCA is considering vulnerable nutritional
groups identified as children less than 23 months and tribes.

1.3 SPECIFIC STUDY OBJECTIVE

The NCA study specific objectives include:
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To estimate the prevalence of known risk factors for under-nutrition among the population and
key “nutrition vulnerable groups”

To identify main causes of under-nutrition in order to inform the technical strategy and programs
for the prevention of the same at a local level

To determine which causal pathways of malnourishment are likely to explain most under nutrition
cases in the target area

To develop an “emic” definition and understanding of good nutrition, malnutrition and believed
causes of under nutrition within the target population

To understand the local seasonal and historical pathways to stunting

To support technical advocacy on causes of stunting so as to support technical strategy.

2/ THE 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.

e 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.

e Holistic — under nutrition is here studied globally to avoid a sectorial approach, and to
highlight the inter-relations between risk factors.

e Multi-sectorial - a nutrition causal analysis (NCA) investigates and presents a “muilti-
sectorial” overview of the contributing factors affecting nutritional status within a given
community.

e Building a case for nutrition causality — the core exercise of an NCA is to identify

@ 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 NCA methodology involves five key steps:

1. Preparatory Phase: The preparatory phase is to ensure that implementing a Link NCA
study is relevant and need. It also ensure timely recruitment process; clear objectives

10
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and the choice of NCA methodology (comprehensive, qualitative, quick) is selected. In
this specific study, the preparatory phase also included designing the urban-pilot
protocol and selecting adequate procedures to be field tested.

o Development of causal hypotheses: a literature review, data review and stakeholders
interviews (Community Health and Nutrition Workers (CHNW) and NRC staff) were
undertaken to generate an overall understanding of the local context of undernutrition
and design a set of local causal hypothesis of undernutrition. These hypotheses have
been validated to be field tested by Technical Experts during a workshop held on the
16th of November 2016 in Nairobi.

3. Data Collection: Both quantitative and qualitative data were collected to provide more
evidence on levels of undernutrition, key risk factors and community perceptions,
practices and constraints.

4. ldentification of highest priority causes of undernutrition: Based on the evidence
gathered during the data collection, the causal hypotheses were then ranked by order
of importance with particular attention to seasonal differences and vulnerable groups.
The results were then validated with the local community before being presented at a
final workshop on the 22" February 2017, where technical and NCA experts tried to
reach a consensus on the most important risk factors and priorities for action.

5. ldentification of response options and design of a program road map to be
implemented in the coming years: Based on the Link NCA results and global
recommendations drew, a two-days response analysis with stakeholders and decision
makers was hold on the 23 and 24" February 2017. This response analysis result on
selection of program options based on the causal analysis findings and forecasting and
were aggregated in road map for improving nutrition security programming in the given
area that mentioned also which actors will be engaged along the processus.

3/ SAMPLING PROCEDURE

3.1 SELECTED METHOD AND SAMPLE SIZE
CALCULATION

The method selected was random cluster sampling and followed the recommendations provided
by the NCA guidelines. Clusters have been defined as the smallest administrative unit, i.e. clusters
refer to villages. A sample size has been calculated for a list of key indicators present on the NCA
indicators guide. This list was a sufficient basis to calculate the sample to be surveyed.

Tab- 1- Measurement of risk factors

TARGETED
POPULATION

TYPE OF INDICATOR INDICATOR

Household

11
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HFIAS Household
MAHFP Household
Early initiation of breastfeeding 0-24 months
Exclusive breastfeeding under 6 months 0-5 months
Continued breastfeeding at 1 year 12-15 months
Introduction of solid, semi-solid or soft foods 6-8 months
Minimum dietary diversity 6-23 months
Meal frequency 6-23 months
MEASUREMENT OF Reported responsive feeding 6-59 months
RISK FACTORS
Mother's food intake evolution during pregnancy and/or Mother
lactation
Caregiver's completed years of education Caregiver
Perceived social capital Mother
Caregiver's perceived workload Caregiver
Caregiver-child interactions scale Caregiver
ARI past 14 days 0-59 months
Diarrhoea past 14 days 0-59 months
Deworming 12-59 months

12
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DPT3 immunization status 12-23 months
ANC/PNC attendance Mother

Barriers from going to the health centre Caregiver
Access to a safe water source Household
Water management score Household
Quantity of water per capita per day Household
Use of hygienic and safe sanitation facilities Household
Presence of soap or ashes in the house Household

f10% is considered to cater for non-response. In the table 2 above, only the blue rows
idered. The sample sizes calculated on the orange rows were too big to be surveyed
uman resources, budget and time available for this NCA.712 households to visir were
since it was the highest sample size within the blue rows.

13



AUGUST 2016 —FEBRUARY 2017

KENYA
URBAN INFORMAL SETTLEMENTS MUKURU AND VIWANDANI SECTION | — METHODOLOGICAL CONSIDERATIONS /
LINK NCA / FINAL REPORT

Tab- 2-  Calculation of household sample to be surveyed

NB OF NB OF % OF NON HOH
D® D4 P> | MEASURED MEASURES/HOH RE%PONDANT SAMPLE
NEEDED® VISITED’ SIZES

EXAMPLE OF POPULATION

INDICATOR TARGETED

PRESENCE OF Household
SOAP IN THE

ANC Caregiver 2 01 064 197 1 10 197
ATTENDANCE
ARI IN THE PAST 0-59 2 01 025 160 0.68 10 235
14 DAYS months
EARLY 0-23 2 01 066 192 0.27 10 712
INITIATION OF months
BREASTFEEDING
EXCLUSIVE O-5months = 2 01 063 199 0.07 10 2843
BREASTFEEDING
CONTINUED 12-15 2 01 084 115 0.05 10 2300
BREASTFEEDING months
AT 1 YEAR
DPT3 12-23 2 01 099 8 0.14 10 57
COVERAGE months

6-23 2 01 061 203 0.2 10 1005
IDDS months

®Design effect
“Precision

SEstimated prevalence-As estimated from the SMART -2014 survey. When no previous data were available the prevalence were set
at 50% since this is the most demanding estimate in terms of sample size.

Calculated from ENA Software

"The age groups have been defined from the SMART-2014 survey. As the average household is 4.0 members, the average of children
per age group per household have been found. As example, there are approximately 0.68 children from the age group 0-59 months
per household.

8The risk factor survey considering only the families with at least one child aged from 0 to 59 months, the target population by household has been
found. Then, the number of household to be surveyed has been defined

14
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NGl 6-8months 2 01 05 213 0.03 10 7100
OF SOLID,

SEMI-SOLID OR
SOFT FOODS

Each interview is expected to last for 60 minutes. Without the morning/evening journey to the
field, the lunch break, the journey from one house to another and the time allocated to the HoH
sampling, each team is considered to work 6hr per day. Each team can manage 6 HoH per day.
712 HoH can be allocated 32 clusters each having 23 HoHs but for logistic purpose each cluster
constituted 24 HoHs. Therefore 2 teams would survey one cluster every day.

Considering 8 teams of 2 surveyors, 32 clusters were surveyed for 16 days.

3.2 SAMPLING PROCEDURE FOR THE RISK FACTOR
SURVEY

This survey adopted a 3 stage sampling technique. A mapping of the slums was done before the
survey which aimed at providing the distribution of households in the slum. This mapping used
both satellite map and field visit. The field visit was added to cross-check if existing identified
cluster boundaries was reflecting communities boundaries. Indeed, clusters can be defined as
boundered by element such streets, but can also be organized around specific centers such as
religious centers, schools, markets... As the Link NCA aims at giving a picture of realities facing
by communities, this stage was considered as relevant to insure that the quantitative mapping
will reflect the same population as the one surveyed by the qualitative enquiry, and that figures to
be triangulated are representative. After the mapping, the slums were segmented into block of
approximately 1000 households. With the list of the blocks for all the slums, then the selection of
the blocks to be included in the survey was selected using the simple random sampling which
was the 1st stage sampling. The sampled blocks were then segmented into enumeration areas
of approximately 100 households which were the primary sampling unit for this survey. The
selection of the enumeration areas was the 2" stage sampling and this was done using the simple
random sampling. Finally, with the sampled enumeration areas, a list of all households was drawn
upon which 24 households were sampled using simple random sampling, this was 3 stage
sampling.

3.3 SAMPLING PROCEDURE FOR QUALITATIVE DATA
COLLECTION

Of the risk factors selected clusters, 4 were selected for the qualitative survey to ensure good
representation.

In order to choose communities where to conduct the qualitative enquiry, the Link NCA study
utilized hybrid approach called “random purposive sampling”. This approach is useful when the
category of individuals meeting the purposive sampling criteria is large. Among the list of selected
clusters, 2 clusters were from the list of Viwandani and 2 clusters from Mukuru villages.

Tab- 3-  Sampling for the qualitative study
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CLUSTER CLUSTER NUMBER

KINGSTONE

SINAI

GATOPE

WESINYE

16
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4/ DATA COLLECTION METHODS

4.1 QUANTITATIVE SURVEY

s.1.1 Data collection methods

Quantitative data was collected through the Risk Factor Survey at household level.
Questionnaires were administered at randomly selected households in each cluster and fully
addressed only where there was at least one child under 0-59 months.

A definition of a household was defined during the survey with the survey staff. The definition
approved was:

“All the members who eat from the same pot and sleep under one roof at night.”

The selection of households was done following a two-stage cluster sampling or three-stage
cluster sampling methodology.

Data was collected through household interviews. Questionnaires were uploaded on to ODK for
use on the tablets. Questionnaires can be found in annex.

The Risk Factor SurveY consisted of four sections:

Household level data/section

This was the first questionnaire to be filled and aimed in getting the information of a household
specification. Answer to every question was compulsory. The questionnaire consisted of three
main sections which included the food security, livelihood and WASH section.

Caregiver data/section

This contained question on care for women and care practices questions, Health and Mental
Health questions

Child data/section

This questionnaire targeted all the children in a household ranging 0-23 months and 0-59 months,
on care practices of the caregiver to the child and observation and health questions.

WASH observation (Water source, sanitation facilities)

Each section was completed in selected household with at least one child under 5 years. If there
was no child under 5 years, the questionnaire was terminated.

The data collection was done using the mobile phones under the platform of ODK which operate
under the android version. This helped in getting real time data and helped improving the quality
of the data. The questionnaires were uploaded on the phones and the teams were required to
share the data on daily basis.

Quantitative Data analysis was done using Excel and SPSS version 20. The analyzed data was
presented in both tabular and graphical format.
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s.1.2 Field team composition, recruitment and
training

An intensive 5-day training of the survey team on the Link NCA Risk Factor methodology was
undertaken. The survey team comprised of 16 Enumerators and 4 supervisors: 8 MoH
nutritionists and 8 researchers together with 4 Community Health Assistants (CHA’s) who were
to supervise on data collection. The 5 phases of Link NCA process were explained to the team.
The essence of Link NCA being structured, participatory, holistic study, based on the UNICEF
causal framework, to build a case for nutrition causality in a local context was emphasized. Prior
to data collection, all the three tools were revisited to ensure that the survey team
comprehensively understood each one of them. The training was facilitated by the Link NCA
Study Experts. Practical exercises with the survey team were done to contextualize the data
collection tools to fit the Kenyan urban slum situation. Direct translation and back-translation of
the questionnaires to Swahili language was done as majority of the slum dwellers are more
conversant with Swahili language compared to English. Role plays and short skits were used in
order to boost the understanding of the questionnaires. In addition, practical exercises were
conducted to highlight the common errors to avoid. Ethical issues on how to conduct research
were emphasized e.g. seeking consent before administering survey, assuring the respondent of
total confidentiality of the information given and assuring the respondent that the information
provided will not be used for any other purpose other than for the research purpose. Respect of
local cultures and the expected code of conduct were emphasized prior to commencement of
the data collection.

In order to ascertain that the teams had understood the data collection procedures and the tools,
a pretest was undertaken in a slum in Eastleigh, in Nairobi County. Any difficulties or issues that
might be encountered in the field was identified and discussed. The teams narrated their
experiences and lesson learnt in the field. The time taken to collect data per household was also
noted, which enabled the teams to plan on how many households could be visited practically
during the actual survey.

The selected teams were expected to work as a team while in the field. Every team constituted
of two members. A tight supervision of the data collectors was ensured by the quantitative expert
and Concern Worldwide team. Finally, in moving from one randomly selected household to
another, the teams were guided by a community volunteer/ community health worker, depending
on who is available.

The quality of data and the survey at large was maintained in various ways. One, Link NCA experts
made sure that the training is as explicit as possible. Secondly, there was maximum supervision
in field by the quantitative expert and the MoH Team; in this regard a term was attached to a
supervisor who spent the entire day with the team.

s.1.3 Main challenges

The main challenges of the Risk Factor Survey were poor roads within the sampled segments of
the blocks and sometimes lack of well defined boundaries. Another challenge was unavailability
of the caregivers leading to some limitation on the use of analyzed data. Indeed, mostly caregivers
were working on the day time, with their children placed at day cares, while the qualitative survey
was able to get input of working mothers.
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4.2 QUALITATIVE COMMUNITY ENQUIRY

a.2.1 Research instruments and methods

Quallitative survey took place from the 5th of December to 22nd of December, 2016 then later
continued from 9" January 2017 to 23 January 2017. The break was inevitable due to the
Christmas and New Year festive seasons.

During the landscape analysis, all the clusters in Mukuru and Viwandani were described as being
generally homogeneous. Two clusters were selected randomly from each area. The team spent
5 days in every cluster and began the enquiries by interviewing the community leaders as key
informants who were also the community gate keepers. A sixth day was used for the rating
exercise. They provided an overall understanding of malnutrition in their area and also provided
a lead on who else to be interviewed. Using the snow ball technique, the team was able to get
other key informants and respondents both indepth interviews and focus group discussions.
Each interview and FGD lasted for almost 2 hours and discussed 3 themes.

Focus Group Discussion (FGD), in-depth interviews, key informant interviews and observations
were organized in 4 clusters.

The Qualitative guidelines were developed covering 10 key sessions:

1. Overview, general information and guidelines for interview and FGD with local leaders and Key
informants - Day 1

2. Nutrition - Day 2

. Care Practices - Day 2

. Health - Day 3

. Food security and livelihoods - Day 3

. Water, Sanitation and Hygiene - Day 4
. Gender, Education - Day 4

0 N OO o~ W

. Seasonal and historical calendar — Day 5

9. Positives deviant case study - Day 5

10. Community rating exercise and Community action Plan - Day 6

The six core objectives of the community-level qualitative enquiry are presented below:
Develop a local definition and understanding of malnutrition

The qualitative assessments in the villages generate an understanding of how individual and
groups conceive of good nutrition and under-nutrition, the ways in which under-nutrition
manifests itself in the community, their beliefs about its causes and consequences, the population
most at risk and what is ‘normally’ done to prevent and treat it.

Characterize food security, health, and care in the community

The purpose of this step is to understand the food security, health, and care situation in the
community (i.e., typical knowledge, attitudes, practices, assets, access issues, strategies and
trade-offs).

Explore respondent perceptions of the causes and consequences of poor food security,
health, and care in relation to malnutrition

The purpose of this step is to document 1) whether or how respondents feel that food insecurity,
health insecurity or poor caring practices lead to malnutrition outcomes, 2) what respondents
believe to be the main constraints (if any) to achieving optimal food security, health, and care for
their children, and 3) the interrelationships among these constraints.
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Understand the practices of caregivers of deviant and positive deviant children

The community-based qualitative work provides an important opportunity to uncover the
practices of families and caregivers of malnourished children (deviants) as well as those of positive
deviant practices in the community; Positive deviants are children who have exceptionally good
health and nutrition despite the fact that they are living under the same conditions as the deviants
and normal children despite facing similar constraints.

Identify seasonal and historical trends in malnutrition and risk factors

The purpose of this objective is to explore seasonal and historical trends in food security, health,
and care situation as well as in the causes and conseqguences. The process of developing the
seasonal calendar and historical timeline will be incorporated into the focus group discussions, in
order to more efficiently elicit the desired information.

Understand how the community prioritizes these factors

The purpose of this next step is to engage community members in prioritizing factors according
to a) which causes are believed to be problematic (i.e., both prevalent and severe), and b) which
causes are likely to be modifiable given community knowledge and resources. Focus group
discussions (FGD) and in-depth interviews have been the methods employed to collect rich
contextual data on community perceptions, practices and constraints with regards to child under
nutrition. FGD and individual interview guidelines have been pre-tested, with a particular emphasis
placed on the phrasing of questions in the local languages.

s2.2 Data Collection Methods

The qualitative component aimed at understanding the community’s own conceptualization of
malnutrition, the degree to which they perceive it as a problem, what they observed to be the
causes and how community deals with the problems. Interviews of key informants were an
important source of information for the NCA since it allowed enhancing knowledge of under
nutrition, traditional beliefs and roles of traditional practitioners and health workers.

Interviews of health and day care workers, teachers, community leaders, religious leaders,
traditional birth attendant and traditional practitioners had been realized.

Another important step in the methodology was the rating exercise. The purpose of this next step
was to engage community members in prioritizing factors according to a) which causes are
believed to be problematic (i.e., both prevalent and severe), and b) which causes are likely to be
modiifiable given community knowledge

Tab- 4-  Interviews conducted and rating exercise

Kingstone Mothers Village elder (Male)
Fathers Village elder (Female)

Children Traditional healer
Baby care owner (trained )
Baby care owner( not trained )
Positive deviant
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Negative deviant( mother and father)
Vegetable vendor (Mama mboga)
Shopkeeper
Single father
Grandmother with special child
Health officer In charge Lunga Lunga health

centre
Fathers Shop keeper
Mothers Mama mboga
2 Nurses
1 village elder

1 Baby care owner
Traditional Birth Attendant

Traditional healer (Who alledgedly removes
evil eye and treats plastic teeth)

Traditional brew vendor