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FOREWORD
The Nandi County Nutrition Action Plan is a product of a
consultative process which involved stakeholders in addressing
nutrition challenges in the county
The interactive process ensured that the NCNAP addresses the
triple burden of malnutrition, drawing in global and national
knowledge in nutrition. NCNAP has used result based
approach and evidence based planning. This has not only
brought a paradigm shift in our interventions but has also
allowed us to mainstream nutrition in our CIDP.
The Nandi County Nutrition Action Plan (CNAP) 2018/19 –
2022/23 main objective is to accelerate and scale up eﬀorts
towards the elimination of malnutrition as a problem of public
health signiﬁcance.

The NCNAP will by focus on three areas of intervention, namely nutrition-speciﬁc;
nutrition-sensitive; and enabling environment, putting emphasis on the need for strengthening
multisectoral collaboration in addressing malnutrition.
On this note therefor the County Government of Nandi is committed to facilitate achievement of
NCNAP results. We recognize and acknowledge the numerous challenges facing the county when
it comes to resources. We believe this ﬁve-year plan will contribute to achieving the Development
Agenda of Nandi County

H.E Stephen Sang
Nandi County Governor
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PREFACE
Nandi County is among the counties with high level of
malnutrition in Kenya. According KDHS 2014, the prevalence
of stunting among children under ﬁve years was at 29.9% way
above the national level of 26%; wasting was at 4% while
underweight was at 11%. These ﬁgures are unacceptable.
This Nandi County Nutrition Plan (NCNAP) is geared to
provide a road map to County Government and nutrition
stakeholder’s to address and reverse the trends of triple burden
of malnutrition. This document is aligned to County strategic
Plan (CSP), County Integrated Development Plan (CIDP),
Annual Work Plan (AWP) and Kenya National Nutrition Action
Plan (KNAP).

The NCNAP will be used as a document for ﬁnancing nutrition interventions putting more
emphasis on domestic ﬁnancing which is key in sustainability of Nutrition programmes.
In this regard, therefore, my department of Health and Sanitation is committed to its full implementation so as to realize the planned objectives with full support of all the stakeholders. Am
conﬁdent that Nandi County will manage to reduce levels of malnutrition to lower levels hence
contribute to Nutrition security and optimal health

HON RUTH KOECH
County Executive Member For Health
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MESSAGE FROM
THE DIRECTOR, HEALTH
Indeed nutrition is the glue that binds together; whether you are
talking of prevention, control or management of acute medical
conditions to the increasing burden of chronic diseases.
The County’s preparedness and stability of its health system to
progressively secure its residents thus is pegged on its
willingness to plan and invest signiﬁcantly in nutrition. It is the
acknowledgement of this fact, that the Directorate is mobilizing
all resources from human to ﬁnancial in order to reap any
successes present and future.
The realization of NCNAP implementation will go a long way
towards achievement of this important milestone in healthcare.

DR. DAVID BUNGEI.
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CHAPTER 1: INTRODUCTION
1.1 Background information
1.1.1 Location and size
Nandi County is in the North Rift region of Kenya. It covers an area of 2,884.4 Km2; and borders
Kakamega County to the West, Uasin Gishu County to the North East, Kericho County to the South
East, Kisumu County to the South and Vihiga County to the South West.

1.1.2 Administrative and subdivision
The county has 5 administrative Sub-Counties and 11 Divisions. Nandi County has a total of 99
locations and 299 sub-locations. The map below shows county’s sub counties;

Figure 1.1: Geographical Map of Nandi County
The projected population is as illustrated below with an annual growth rate of 2.9% (CIDP
2013-2017):

2016
964,480

2017
999,201

2018
1,035,172

2019
1,072,438

Source: (KNBS, 2016)
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1.2 Demographic proﬁle
The population for the county is at 885,711, comprising of 441,259 males and 444,430 females as
shown in the table below:
Table 1.2: Distribution of population by sex and sub-county

SUB COUNTY

MALE

FEMALE

TOTAL

Chesumei

80,949

83,180

164,133

Nandi central

73,291

74,255

147,553

Nandi east

59,899

59,271

119,173

Nandi north

82,512

83,656

166,171

Nandi south

85,718

87,029

172,750

Tinderet

58,890

57,039

115,931

TOTALS

441,259

444,430

885,711
Source: (KNBS, 2019)

1.3 Health Access
The health department is mandated to provide essential and comprehensive quality health services
which is achieved through provision of promotive, preventive, curative and rehabilitative services
to the residents of the county.
Nandi county has six (6) hospitals, 21 health centers and 116 dispensaries. Table 1.3 illustrates the
distribution of health facilities per Sub County

Table 1.3: Health Facility Distributions per Sub County
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1.4 National Nutrition situation
Kenya is experiencing unacceptably high levels of malnutrition with an emerging triple burden of
malnutrition. According to the Global Nutrition Report 2018, Kenya is clustered among 41
countries experiencing the triple burden of malnutrition. This is characterized by the co-existence
of undernutrition as manifested by stunting, wasting, underweight; micronutrient deﬁciencies;
and overnutrition characterized by overweight and obesity including diet related
non-communicable diseases.
Over the past years, Kenya has witnessed an improvement in the nutritional status of children with
stunting declining from 35% in 2008-9 to 26% in 2014; wasting from 7% to 4% and underweight
from 16% to 11% . Despite the reduction in childhood under nutrition, there are regional disparities
with some counties having lower levels of stunting at 15% while others have higher levels of
stunting at 45%. Nine (9) counties have a prevalence of stunting above 30%, a level categorized as
very high in public health signiﬁcance.
A total of 28 per cent of adults aged 18–69 years are either overweight or obese, with the prevalence
in women being 38.5 per cent and men 17.5 per cent. The proportion of women who were
overweight or obese increased from 25 per cent to 33 per cent and those who were obese increased
from 7 per cent to 10 per cent Similar trends are seen with KDHS 2014.
Regarding micronutrient deﬁciencies, Zinc deﬁciency has been noted to be highest. Anaemia
prevalence is also high, with the highest prevalence seen among pregnant women 41.6% and
children 28.3%.
Nationally, 61 percent of mothers are exclusively breastfeeding for the ﬁrst six months and 62
percent are initiated to the breast within one hour after birth. Only 22% of children aged 6-23
months consume a Minimum Acceptable Diet (MAD)
Ninety ﬁve (95) percent of adults aged 18–69 years did not consume the WHO daily recommended
ﬁve servings of fruits and/or vegetables; fruits were consumed on average about 2.4 days in a week,
and vegetables were consumed ﬁve days in a week Approximately 20 per cent of adults in this
group add salt or salty sauce to their food before eating; 3.7 per cent consume processed foods high
in salt; 83.5 per cent often add sugar when cooking or preparing beverages at home; and 28 per cent
always add sugar to beverages..

1.5 Health and nutrition situation in Nandi County.
Malnutrition is a challenge across Nandi County.

1.5.1 Undernutrition
An estimated 30 per cent of children below the age of 5 in Nandi County are stunted , as indicated
in Figure 1.2, compared to 26 per cent nationally.
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Figure 1.2: Stunting, Underweight, Wasting and Obesity for Children Under 5 years

Source: (KDHS, 2014)

The proportion of children who are underweight and wasting stands at 11 per cent and 3.9 per
cent. The prevalence of obesity among the under-ﬁve is rising and currently stands at 3.7 per cent.
One of the current priorities in the development agenda for Nandi is to reduce the high rates of
malnutrition. Beyond poor diets and morbidity which are the immediate causes of malnutrition,
underlies the socio-cultural, political and economic factors.
These include, but are not limited to household food insecurity; inadequate care of vulnerable
household members including cultural norms and practices inﬂuencing food sharing and uptake;
poor access to clean water, hygiene and sanitation; inadequate health services; poor health seeking
behavior and care practices among men and women across all ages and diversities; low
community and male support in relieving women of overburdening maternal workload;
inadequate and inequitable access to nutrition and health education, unequal access, use and
control of beneﬁts from productive assets disproportionately aﬀecting women and girls including
their discrimination in decision making on issues pertaining their nutrition and wellbeing, which
must be addressed as part of eﬀective and sustainable ways in addressing malnutrition.
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1.5.2 Overweight, Obesity and Diet Related Non-Communicable Diseases (DRNCDs)
Nandi lacks population-based data on NCDs. However, increased burden of non-communicable
diseases has been observed as it constitutes 10 percent of the patients seeking treatment at health
facilities. There is lack of prioritization of non-communicable diseases. Generating sex and age
disaggregated NCDs data depicting the gender dimensions and socio- cultural, economic
determinants of NCDs would be a priority to inform a gender transformative programming
towards achieving eﬀective and sustainable nutrition and related health outcomes.Underweight
among women of child bearing age is at 8.4 percent while overweight is 23.7 percent.
The prevalence of underweight among women of childbearing age is at 8.4 percent while that of
overweight is 23.7 percent.

1.6 Micronutrient deﬁciencies
Micronutrient deﬁciency is still a challenge with only 67 percent of children aged 6-59 months
receiving Vitamin A capsules compared to the national average of 72 percent (KDHS 2014).
There has been increased prevalence of anemia among women of reproductive age 15-49 years,
with the prevalence among pregnant women standing at 55 percent. .
IFAS coverage is at 51 percent and only 30 percent of pregnant women attend four focused ANC
visits, thus a large number of women would be missing IFAS supplementation, which is a key
strategy for reducing the prevalence of anemia and low birth weight infants.
In addition to ensuring improved health service provision, incorporation of nutrition sensitive
interventions is key in addressing the underlying non-medical social economic issues aﬀecting
increased uptake of micronutrients by mothers. Such issues include socio- economic vulnerabilities
especially among women and girls leading to poor utilization and or frequency of antenatal health
care services; long distances to the health facilities; age and literacy levels; low knowledge,
inadequate counselling and clarity on the importance of diﬀerent micronutrient supplements
before, during and after pregnancy; beliefs against consuming medications during pregnancy;
low/lack of male and community support on maternal and child health, including lack of support
for teenage mothers to seek health services in a timely manner. Further, collection and use of
context-based gender analysis on the underlying socio-cultural, economic and rights related issues
aﬀecting aﬀordability and improved uptake of nutrition and related health services and practices
to inform gender transformative nutrition interventions is paramount.

1.7 Feeding practices among children below ﬁve years and women of
reproductive age
The proportion of children under 1 year who are exclusively breastfed is at 35 percent which is
very low compared to the national rates of 61 percent . The rate of early initiation to breastmilk is
at 44 percent compared to national of 61 percent. Prelacteal feeding is very common in Nandi with
a prevalence of 34 percent in some regions like Kosoywo (ﬁgure 1.3).
5

IHME 2017
KDHS 2014

6
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Figure 1.3: Percentages of Children Given Pre-Lacteal Feeds

Source: KDHS 2014

Nandi has been implementing strategies to improve maternal infant and young child nutrition
feeding practices using diﬀerent strategies such as Baby Friendly Hospital Initiative and Baby
Friendly Community Initiative (BFCI).
BFCI works through the community units established under the community health strategy. In
Nandi, 36 community units have been established out of the expected 214 for a total population of
1,972,438. Out of the 36 community units established, 15 of them implement BFCI. This leaves a gap
in reaching mothers at the community to support infant and young child feeding. The growth
monitoring coverage is at 35 percent posing a major challenge in early detection of malnutrition for
children under ﬁve years. The county has not designated any facility to be baby friendly however
there are eﬀorts being towards accreditation of baby friendliness. The poor indicators on Infant
Young Child Feeding (IYCF) are caused by among others: low staﬃng levels, inadequate and
inconsistent information, faulty assessment tools, hard to reach areas and inadequate nutrition
commodities.

1.7.1 Complementary feeding
Complementary feeding is deﬁned as a process of introducing other foods in addition to breast
milk at 6 months of age, when breast milk alone is no longer enough to meet the nutritional
requirements of the infant. The introduction of complementary foods is done early to children less
than 6 months. At 4 months, children are introduced to foods especially other liquids, plain water,
soups and milk mainly due to inadequate knowledge. In a survey conducted in Nandi, up to 37
percent of mothers had not received information on complementary feeding while most source of
information was from the mother in-laws.
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Studies have shown a strong linkage between social-cultural and economic factors and improved
nutrition especially for women and young children, which must be addressed for eﬀective and
sustainable optimal Maternal, infant and young children’s nutrition and wellbeing. (Action Against
Hunger Gender analysis report, April 2017). Gender roles and responsibilities between men and
women, result in overburdening of maternal workload for women and girls, with limited
community and male support leading to limited time for women and girls of reproductive age,
especially PLWs to practice optimal care and feeding practices for themselves and their young
children.
Water scarcity and food insecurity aggravated by unequal social systems and deep-rooted gender
inequalities that have a wide range inﬂuence to unequal access to, ownership of and control over
beneﬁts from productive resources and decision making disproportionately aﬀecting women and
girls in the county, has a great impact on maternal and infant and young children care and feeding
practices.
Further cultural norms, beliefs and practices such as food sharing and uptake related stereotypes,
perceptions and practices aﬀect maternal, infant and young children optimal dietary diversity
through locally available and aﬀordable nutritious foods. Levels of knowledge on nutrition among
men and women across diﬀerent ages and diversities, further greatly determines the level of
support given especially by men and other key inﬂuencers within communities, which is key in
prompting increased uptake of optimal nutrition and health care and practices by women and
children in the county. Thus, in addition to improved health and nutrition service provision,
renewed focus to integrate interventions in nutrition programming to identify and address the
underlying gender inequalities and socio-economic issues across communities in Nandi county is
prerequisite towards realizing improved MIYCF outcomes.

1.7.2 Mortality and morbidity trends
Upper Respiratory Tract Infection (URTI), malaria, diarrhea are the most common leading causes
of morbidity for under-ﬁve. This is due to poor prevention practices, poor feeding, poor hygiene
practices, inadequate health seeking behavior among other predisposing factors. The Maternal
mortality rate stands at 300/100,000 live births as compared to 362/100,000 live births at National
level.

1.7.3 Health services
World Health Organization (WHO) recommends a minimum of four antenatal visits. In Nandi
County, 55.7 percent of expectant mothers attended ﬁrst Antenatal visits and only 24.3 percent
completed forth ANC visit in 2016. In the same reporting period, 42.3 percent of the expectant
mothers
were
delivered
by
skilled
personnel
in
the
health
facilities.
HIV prevalence in Nandi is lower than the national prevalence at 2.4% (Kenya HIV Estimates 2015).
The HIV prevalence among women in the county is higher (3.5%) than that of men (2.1%). Nandi
County contributed to 0.7% of the total number of people living with HIV in Kenya and is ranked
the thirty second (32nd) nationally. Stigma and discrimination are the major challenge facing
HIV/AIDS care and management.
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1.8 Agriculture and food access
Agriculture is the mainstay of a large percentage of the county population thus any drop in
agricultural production has adverse eﬀects on the livelihoods in terms of reduced incomes and food
insecurity. The County has a food poverty rate of 46.7 percent according to 2005/2006 KDHS. It
depends primarily on agriculture and most farmers grow tea as the main cash crop. Most of the
food crops are grown on a small-scale farms once per year. Unpredictable rainfall patterns, over
fragmentation of land as a result of high population growth are some of the major factors leading
to decline in agricultural production in the county. While the county has a great potential in
agriculture, most of this has not been fully exploited due to low adoption of modern farming
technologies and animal husbandry. The situation can also be attributed to the high cost of farm
inputs and unpredictable market prices of the produce. High population growth has already
created pressure on the inelastic agricultural land thus worsening the food situation in the county.
Another main challenge to food security is mono-cropping as too much land being dedicated for tea
farms. Food insecurity in the county calls for the need to encourage farmers to diversify food crops
planted so as to include traditional varieties, enhance farmers’ capacity, on on-farm value addition
to their produce including dissemination of sustainable land use management practices to farmer
groups for replication. Farmers should be sensitized on the need to farm two seasons as opposed to
the current single season in a year and the importance of growing early maturing and disease
resistant food varieties.
Rampant subdivision of agricultural land abutting built up areas has been experienced due to
urbanization process. Land has been mutated to as low as 0.1 acre. This therefore means that a
control mechanism is required to ensure that food production and urbanization is balanced. Good
nutrition and access to safe food is a priority for Nandi County. Currently there are 27.4%
households who are food insecure and the goal is to reduce this to 20% in the next four years.
Gender equality and women empowerment is an important and long overdue stimulus to a more
inclusive human development and accelerated economic growth. In Nandi county, Human
Development Index (HDI) stands at 0.5828, Youth Development Index (YDI) at 0.5952, while
Gender Development Index (GDI) rates at 0.4943 (Kenya National Human Development Report,
2009). HPI (0.2910) on the other hand is lower than the County’s (0.3660), implying that Nandi
County residents are poorer when compared with the rest of the nation.
There is a signiﬁcant variation between the county’s HDI and the GDI, HDI being higher. This
implies that gender inequalities still abound in the county, and hence the need put in place policies
and programmes to empower both men and women and reduce the gap. In Nandi county, existence
of social systems, cultural norms and beliefs which are discriminative against women and girls
forms part of the major detrimental factors to improved social-economic development in the
county.
Women, girls and the youth have limited autonomy and unequal participation in major
decision-making processes as strong agents for improved food and nutrition security. In as much
as women contribute to close to 80% labour in crop production, they have unequal access to, use
and control over beneﬁts from productive assets such as land and livestock, low access and
inclusion in use of new food production systems and technologies as well as inadequate access to
aﬀordable credit and farm inputs. Nandi County has a youthful population of 201,948 persons.
Majority of the youth have missed out on formal education and have minimal enrolment in youth
polytechnics therefore lack necessary skills to join the job market.
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Limited involvement of youth in gainful employment and economic participation as well as their
exclusion and marginalization from decision making process and policies is a threat to the stability
not only to the county but the entire nation. Meaningful and accelerated development growth can
be realized when both men and women have access to resources and are involved at all levels of
decision-making as well as in equal beneﬁts from productive resources, services and opportunities.
Hence, strategies to equally train and engage men and women across diﬀerent ages and diversities
on climate-smart sustainable gardening technologies, enhancing their knowledge on the nutritional
value of under-utilized traditional foods, recipes and preparation methods and sustainable
income-generating activities will go a long way in realizing increased food security and improved
dietary diversity.

1.9 Education-Pre- School Education (Early Childhood
Development Education)
The County has a total of 2,462 ECD centers with 79 percent of them being publicly owned. Mosop
Sub-county has the highest number of privately owned ECD schools (85) followed by Emgwen (68).
The total enrolment in ECD is 42,470 which represent a Gross Enrolment Rate (GER), of 32%. The
current number of ECD learner’s beneﬁting from school feeding and nutritional programme is at
165000 and it’s projected to increase to 275,000 by 2022.

1.10 Human resource for nutrition
The human resource competencies needed to implement nutrition-speciﬁc and nutrition-sensitive
activities that can reduce undernutrition is insuﬃcient. There are currently inadequate nutrition
staﬀs to be deployed in these sections of the hospital which requires clinical nutrition services.
Additionally, there is need for training clinical nutrition specialties to oﬀer services in these units as
well as public health nutrition services including community nutrition as per the human resource
norms and standards for the Ministry of health (IHRIS, 2019). The department will further
collaborate with the county department for gender and other gender partners in the county to help
build capacity of health care workers across all cadres to eﬀectively mainstream gender for
improved provision and implementation of gender transformative nutrition and health care
services
and
programming.
The county situation on nutrition staﬀ is hereby presented below outlining the availability,
requirements and gaps in health facilities:
Table 1.4: Human Resources for Nutrition
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1.11 Constraints
The challenges facing the county in terms elimination and reduction of malnutrition, improving of
MIYCN, management of NCDs and community nutrition empowerment are as follows:
• Inadequate allocation of funds
• Inadequate staﬃng as per the WHO staﬃng norms & standards
• Inadequate capacity of staﬀ in terms of knowledge & skills (CPD)
• Inadequate community units (only 36) in the county to provide community nutrition support.
• Inadequate school health programs on nutrition education.
• Poor health seeking behavior among most community members (all cohorts)
• Sedentary lifestyles behavior among the population
• Inadequate advocacy, communication, social mobilization (ACSM) in the community
• High poverty level in some areas within the county
• Poor eating habits among the population especially adolescents, under ﬁve year and lactating
mothers among others.
• Inadequate equipment’s for nutrition assessment
• Lack of transport for nutritional activities (relies on borrowing)
• Inadequate space for nutrition activities within the health facilities
• Insuﬃcient nutrition commodities
• High dependence on donor funds
• Ignorance and knowledge gap
• Low budgetary allocation
• Increasing trend of malnutrition
• No tracking of resources for nutrition activities
• Low socio-Economic status
• Reducing donor support
• Growing of cash crop in expense of food crops
• subdivision of land due to high population causing low production of food crops
• uncoordinated nutrition across the multisectors
• upsurge of non-communicable diseases
• Increased gender based violence
• Increased alcohol and drug abuse
• Increased school dropouts
• Increased teenage pregnancies
• Increased unemployment
• Low level of education
• Retrogressive cultural practices
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CHAPTER 2: COUNTY NUTRITION ACTION
PLAN (CNAP) FRAMEWORK
2.1 Introduction.
Malnutrition is caused by factors which are broadly categorized as immediate, underlying and
basic. Immediate causes of malnutrition include disease and inadequate food intake; this means
that disease can aﬀect nutrient intake and absorption, leading to malnutrition, while not taking
enough quantities and the right quality of food can also lead to malnutrition.
The underlying causes are food insecurity-including availability, economic access and use of food;
feeding and care practices-at maternal, household and community level; and environment and
access to and use of health services (World Health Organization, and The World Bank, 2012).
Household food insecurity implies that there is lack of access to enough, safe, nutritious food to
support a healthy and active life. The level of nutrition awareness among mothers or caregivers
and other inﬂuencers aﬀects the child feeding and care practices, consequently impacting on their
nutrition. Similarly, poor access to and utilization of health services as well as environmental
contaminants brought about by inadequate water, poor sanitation and hygiene practices, inﬂuence
the nutrition of households.
Lastly, the basic causes of malnutrition which act at the enabling environment on macro level
include issues such as knowledge and evidence, politics and governance, leadership, infrastructure
and ﬁnancial resources. In general, nutrition speciﬁc interventions address the manifestation and
immediate causes; nutrition sensitive interventions the underlying causes and enabling
environment interventions the basic or root causes of malnutrition.
Nutrition is neither a sector nor a domain of one ministry or discipline but a Multisectoral and
multi-disciplinary issue that has many ramiﬁcations from the individual, household, community
national to global levels. Addressing all forms of malnutrition at all three levels of causation
(immediate, underlying and basic) requires Triple-duty actions that have the potential to improve
nutrition outcomes across the spectrum of malnutrition, through integrated initiatives, policies
and programmes. The potential for triple-duty actions emerges from the shared drivers behind
diﬀerent forms of malnutrition, and from shared platforms that can be used to address these
various forms. Examples of shared platforms for delivering triple-duty actions include health
systems, agriculture and food security systems, education systems, social protection systems,
WASH systems and nutrition sensitive policies, strategies and programs. Strategies for integration
of nutrition speciﬁc interventions and sensitive interventions have been tested and proven to work.
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Figure 2.1: Conceptual Framework for Malnutrition

Conceptual framework for malnutrition, UNICEF

2. 2 Vision and mission for Nutrition in Nandi County
2.2.1 Vision
County free from Malnutrition

2.2.2 Mission
To reduce all forms of malnutrition in Nandi county

2.3 National policy and legal framework for CNAP
The Constitution of Kenya gives every child the right to basic nutrition (Article 43 c) and all
individuals the right to free from hunger and food of acceptable quality (Article 53c). The country
has a huge responsibility of ensuring the communities have access to good quality health care and
live a healthy life.
To achieve the aspirations of the Constitution and Vision 2030, Kenya has given legislative force to
some key aspects of nutrition interventions.These include legislation on the following:
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1. Prevention and control of iodine deﬁciency disorders through mandatory salt iodization,
2. Mandatory food fortiﬁcation of cooking fats and oils and cereal ﬂours, through the Food
Drugs and Chemical Substances Act.
3. The beneﬁts of breastfeeding are protected through the Breast Milk Substitutes
(Regulation and Control Act) 2012.
4. Mandatory establishment of lactation stations at workplaces (Health act art 71 & 72
5. The Food, Drugs and Chemical Substances Act (food labeling, additives, and standard
(amendment) regulation 2015 on trans fats) is also key legislation central to the control of
DRNCDs.
6. The Nutritionists and Dieticians Act 2007 (Cap 253b) which determine and set up a
framework for the professional practice of nutritionists and dieticians;
Further in line with the SDGs and the aforementioned nutrition speciﬁc legal and policy
framework, the CNAP has integrated other cross cutting and nutrition sensitive sector based legislations, policy, plans and guidelines in support of an enabling environment through addressing
poverty alleviation, gender equality and empowerment of women, child and maternal health,
reducing HIV/AIDS and communicable diseases and environmental sustainability. This is with a
major aim to achieving eﬀective and sustainable food and nutrition security leading to improved
nutrition and health related outcomes.
Monitoring compliance is even more critical in the light of devolution. Counties’ ability to implement and monitor the regulations is crucial, and hence is considered within the CNAP. The counties will have a key role in implementing, monitoring and enforcement

2.4 Rationale
Lack of nutrition action plan is a key constraint to eﬀective nutrition programming, therefore
causing slow movement towards the achievement of county, national and global targets for nutrition. Without a plan it’s hard to resource mobilize for funding for nutrition activities.
The action plan brings in diﬀerent stakeholders to one common platform to engage in nutrition
activities. There are many emerging key nutrition issues including weak coordination, capacity
development, food systems and agriculture, lack of advocacy to prioritize nutrition. The key strategies and intervention activities are derived from the situation analysis through the established steering and technical committees at county level.

2.5 Purpose of Nandi County Nutrition Action Plan
The purpose of the NCNAP is to accelerate and scale up eﬀorts towards the elimination of malnutrition in Nandi in line with Kenya’s Vision 2030 and sustainable development goals, focusing on
speciﬁc achievements by 2022 aligned to the KNAP 2018-2022. The expected result or desired
change for the NCNAP is that ‘All citizens achieve optimal nutrition for a healthier and better
quality of life and improved productivity for the county’s accelerated social and economic growth’.
This plan has been developed to operationalize the strategies outlined in the Food Security and
Nutrition Policy 2012 and the Kenya National Nutrition Action Plan (KNAP 2018-2022). It seeks to
provide a roadmap for establishing the Nutrition sector at the County level and improve service
delivery reaching the most vulnerable population in Nandi County. It also serves as a reference
point for stakeholders to designing and prioritizing appropriate interventions.
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2.6 CNAP Objectives
The objective of the County Nutrition Action Plan is to contribute to the national agenda on ending
malnutrition in all its forms in line with Kenya’s Vision 2030 and Sustainable Development Goals
focusing on speciﬁc achievements by 2022.
The expected result or desired change for the CNAP is that ‘The entire population of Nandi county
achieve optimal nutrition for a healthier and better quality of life and improved productivity for
the county’s accelerated social and economic growth’.

2.7 Strategies
• Coordination and partnerships: sectoral and multisectoral approaches to enhance programming
across various levels and sectors
• Integration which takes into account the various platforms in place to deliver gender transformative nutrition responsive to the speciﬁc nutrition and health related needs of populations across
diﬀerent gender age and diversities, e.g., health centers, schools and at the community level.
• Capacity strengthening for implementation of nutrition services responsive to the speciﬁc needs
of men and women across diﬀerent ages and diversities targeting service providers and related
systems
• Advocacy, communication and social mobilization: acknowledging that nutrition improvements
require political goodwill for increased investments and raising population-level awareness, their
increased support and participation for improved food and nutrition security for all.
• Promoting equity and human rights especially among vulnerable and marginalized populations
in eﬀort to ensure that every person is free from hunger and have adequate food of acceptable
quality including equitable access to quality health services. Resilience and risk-informed
programming: focus on anticipating, planning and reducing disaster risks to eﬀectively protect
persons, communities, livelihoods and health
• Monitoring, evaluation, learning and accountability: promotion of use of the triple A (assessment, analysis & action) cyclic process to provide feedback, learn lessons and adjust strategy as
appropriate
• Sustainability: empowerment for sustainability of results – the need to ensure predictable ﬂow of
resources, develop technical and managerial capacity of implementers, motivate implementers,
ensure vertical and horizontal linkages, and gradual exit when exiting an intervention.

2.8 Nutrition through the life course approach
Nutritional needs and concerns vary during diﬀerent stages of life from childhood to elderly
years. Nutritional requirements in the diﬀerent segments of the population can be classiﬁed into
the following groups which correspond to diﬀerent parts of the lifespan, namely; pregnancy and
lactation, infancy, childhood, adolescence, adulthood, and old age
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The development of this CNAP had been through intensive consultation to in order capture
nutritional requirements of individuals or groups across diﬀerent gender, age and diversities
living in the county. The NCNAP has considered the following factors: Physical activity —
whether a person is engaged in heavy physical activity; age and sex of the individual or group;
body size and composition, Geography; and Physiological states, such as pregnancy and lactation.
From infancy to late life, nutritional needs change. Children must grow and develop, while older
adults must counter the eﬀects of aging. The importance of age, gender and diversity-appropriate
nutrition during all stages of the life cycle cannot be overlooked. It is against this background that
this action plan is development taking into consideration nutrition needs per speciﬁc appropriate
stages of life to capture and optimize the heterogeneity of nutrition needs with regard to gender,
age and diversities, other socio- economic factor cultural and physiological determinants and
dimensions. .

2.9 Gender mainstreaming
Gender and nutrition are inextricable parts of the vicious cycle of poverty and it’s an important
cross-cutting issue. Gender inequalities are a cause as well as an eﬀect of malnutrition and hunger.
Higher levels of gender inequality are associated with higher levels of undernutrition, both acute
and chronic undernutrition. Gender equality is ﬁrmly linked to enhanced productivity, better
development outcomes for future generations, and improvements in the functioning of institutions
Studies examining the relationship between gender inequality, nutrition and health have
consistently shown that gender-related factors have an eﬀect on nutrition and health related
outcomes.
The domains of gender equality such as gender roles and responsibilities leading to overburdening
maternal roles and responsibilities among women and girls, limited opportunities to engage in
competitive and skilled productive work especially among women and youth; beliefs, attitudes
and norms pertaining to the way women and men relate to each other within the household or
community; lack of autonomy in decision-making, power and idea sharing; unequal access to, use
and control over productive economic resources, services and opportunities by women and girls
and attitudes about or experience of gender-based violence disproportionately aﬀecting women,
girls and children have been observed to have an far-reaching inﬂuence on nutrition and health
related outcomes.
In any given society, men and women across diﬀerent ages and diversities equally have a role to
play in realizing good nutrition and health. However, the distinct roles and relations of women,
girls, men and boys of diﬀerent ages and diversities in a given culture, may bring about diﬀerences
that give rise to inequalities in access to and uptake of optimal nutrition and health related services
and practices, especially for women, girls and children.
Other factors such as child/forced marriages and teenage pregnancy in the county has a strong
nexus to malnutrition both for the vulnerable teenage mothers and their new-borns. In addition,
other socio-economic and cultural factors such as poverty, girls' levels of education with
non-schooling adolescents and those with primary school level education being more vulnerable,
marriage has signiﬁcant inﬂuence on the probability of increased incidences of teenage
pregnancies which remain a key driver of school drop outs among girls and consequently leading
to a cycle of poverty which is a serious prerequisite for malnutrition.
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CHATER 3: KEY RESULT AREAS (KRAs),
OUTPUTS AND ACTIVITIES
3.1 Introduction
The overall expected result and desired change for the CNAP is to contribute to the goal of KNAP
2018-2022 in achieving optimal nutrition for a healthier and better quality life and improved
productivity for the country’s accelerated social and economic growth. To achieve the expected
result, a total of 12 Key Result Areas (KRAs) have been deﬁned for Nandi County. The KRAs are
categorized into three focus areas: (a) Nutrition-speciﬁc (b) Nutrition-sensitive and (c) Enabling
environment, See, Table 3.1. The KRAs have been matched with corresponding set of expected
outputs, as well priorities activities per each of the KRA presented in see, section 3.3).
Table 3.1: Prioritized KRAs per Focus Area
CATEGORY OF KRAs

KEY RESULT AREAS (KRAs)

Nutrition specific

1. Maternal, Infant and Young Child Nutrition (MIYCN) Scaled Up
2. Nutrition of older children, adolescent, adults and elderly promoted.
3.Prevention, control and management of Micronutrient Deficiencies scaled up
4.Integrated Management of Acute Malnutrition strengthened
5.Nutrition in Tuberculosis (TB) and HIV strengthened
6. Clinical nutrition and dietetics scaled up
7.. Nutrition in sports strengthened

Nutrition sensitive

Enabling Environment

8. Nutrition in Education, Agriculture, WASH, and social services scaled up.
9. Supply chain management for nutrition commodities and equipment
strengthened
10. Sectoral and multisectoral Nutrition Governance, Coordination,
Legal/regulatory frameworks, Leadership and Management strengthened
11. County Sectoral and multisectoral Nutrition Information Systems, Learning
and Research strengthened
12. Advocacy, Communication and Social Mobilization (ACSM) strengthened
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3.2 Theory of change and CNAP logic framework.
The “Theory of Change” (ToC) is a speciﬁc type of methodology for planning, participation, and
evaluation that is used to promote social change – in this case nutrition improvement. ToC deﬁnes
long-term goals and then maps backward to identify necessary preconditions.
It describes and illustrates how and why a desired change is expected to happen in a particular
context. The pathway of change for the CNAP is therefore best deﬁned through the theory of
change. The ToC was used to develop a set of result areas that if certain strategies are deployed to
implement prioritized activities using the appropriate then a set of results would be realized and if
at scale, contribute to improved nutritional status of Nandi residents.
The logic framework outlining the key elements in the change process is captured in the Figure 3.1.
The expected outcome, expected output and priorities activities in line with the process logic has
been discussed in section 3.3.
Figure 3.1: The CNAP Logic Process

3.3 Key result areas, expected outcome, outputs, and activities
KRA 01. Maternal, Infant and Young Child Nutrition (MIYCN) Scaled Up
Expected outcome
Improved nutrition status of women of reproductive age and children aged 0-59 month
Output 1
Strengthened capacity of health care providers and CHVs to deliver quality MIYCN services
Activities
1. Disseminate MIYCF related guidelines, SOPs and policies
2. Sensitize CHMT/SCHMT/HMT on BFHI
3. Train health care workers on BFHI
4. Conduct CME, OJT and mentorship on BFHI to health care workers
5. Conduct BFHI self and external assessment to high volume facilities with maternity services.
6. Train health care workers on BFCI
7. Train CHVs on C-BFCI
8. Train health care workers on MIYCF
9. Print & distribute BFCI tools and Job Aids to HCW, CHV and caregivers
10. Train health care workers to eﬀectively mainstream gender in nutrition programming for
improved provision and implementation of gender responsive nutrition and health services and
interventions.
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Output 2
Improved access to MIYCN information by the caregivers, inﬂuencers and the community
Activities
1.Develop and disseminate county speciﬁc complementary feeding recipe book, and
complementary feeding IEC materials like brochures, posters, etc.
2.Conduct nutrition education on dietary diversity and consumption of fortiﬁed food to the
caregivers and the community
3.Conduct health education on dietary and micronutrient intake to pregnant and lactating women
attending the facility.
4.Conduct visits to the community to sensitize and mobilize mothers on seeking early ANC and
nutrition services in health facilities
5.Conduct visits to the community to sensitize and mobilize mothers on seeking early ANC and
nutrition services in health facilities
6.Conduct bi-monthly baby friendly gatherings for inﬂuencers, pregnant and lactating mothers at
the community
7.Conduct community health and nutrition education targeting men for their increased
engagement on their role and support on MIYCN.
8.Train male and female community support groups on agri-nutrition livelihoods activities and
IGAs and link them to productive livelihood-based sectors and ﬁnancial institutions for support.
9.Advocate for enforcement of school re-entry policy for teenage mothers at least 1 year after
delivery to allow uptake of EF and optimal complementary feeding at the community level.
10.Sensitize the community on dietary diversiﬁcation including production, preparation and
uptake of locally available nutritious traditional foods
.
Output 3
Strengthened community systems for oﬀering quality MIYCN services
Activities
1.Establish breast feeding resource centres in the community units
2.Conduct bi-monthly review meetings for CHVs
3.Conduct mentorship and support supervision for CBFCI CHEWs and CHVs
Output 4
Enhanced adherence to policies, legislations protecting, promoting and supporting breastfeeding
at workplace and general population
Activities
1. Sensitize employers in Nandi County on the health Act 2017 article 71 & 72 and workplace
breastfeeding guidelines
2.Establish 12 workplace lactation centres in formal and informal sectors
3.Sensitize county managers and CHMT/SCHMT, partners, agencies on BMS act
4.Train public health oﬃcers and nutritionist on enforcement of the BMS Act
5.Advocate for enforcement of school re-entry policy for teenage mothers at least 1 year after
delivery to allow uptake of EF and optimal complementary feeding
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KRA 02. Nutrition of older children, adolescent, adults and older persons promoted
Output 1
Increased WIFAS intake among adolescent girls
Activities
1.Sensitize education directors, BOMs and head teachers on the WIFs program and nutrition for
older children (boys and girls) and adolescent (boys and girls)
2.Sensitize Teachers in primary schools on the WIFs program and nutrition for older children (boys
and girls) and adolescent (boys and girls)
3.Carry out WIFs supplementation among the adolescent’s girls
4.Conduct quarterly Monitoring and evaluation of WIFs program in collaboration with education
department
5.Sensitize parents and community members (men and women) across diﬀerent ages and
diversities on the importance of WIFs and nutrition for older children (boys and girls) and
adolescent (boys and girls)
6.Sensitize CHMT, SCHMT and health care workers on geriatric nutrition

Output 2
Increased knowledge of health workers and the community on optimal nutrition for adults and
older persons
Activities
1. Sensitize CHMT,SCHMT and health care workers on geriatric nutrition
2. Sensitize CHMT,SCHMT and health care workers on healthy diets & lifestyle guidelines
3. Sensitize male and female CHVs on geriatric nutrition
4. Sensitize male and female CHVs on healthy diets & lifestyle guidelines
5. Sensitize community (men and women) across diﬀerent ages and diversities on healthy diets &
lifestyle guidelines through organized community forums
KRA 3. Clinical nutrition and dietetics scaled up
Expected outcome
Improved micronutrient status of the population
Output 1
Enhanced access to quality non-communicable diseases prevention, control and management
services
Activities
1. Carry out periodic gender integrated surveys on DRNCDs and the associated risk factors
2. Develop key messages targeting men and women across diﬀerent ages and diversities on
DRNCDs for the community
3. Carry out health talks on healthy diets at community, work place and institutions
4. Carry out screening on NCDs in the community
5. Do mass screening of Diet related NCDs
6. Establish NCD related support groups,
7. Establish NCD SUPPORT GROUPS at the community
8. Carry out bi-annual advocacy meetings on prioritization of resources for DRNCDs-to be taken
to advocacy
9. Advocate for integration of monitoring nutrition related risk factors for NCDs
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Output 2
Increased knowledge of health care workers and CHVs on importance of micronutrient intake
Activities
1. Train HCW on MNPs
2. Train HCW on nutrition VAS
3. Train HCWs on IFAS
4. Trai HCWs, teachers, CHVs on M&E
5. Conduct CHVs sensitization meetings on micronutrients
6. Train/sensitize on micro nutrient policies
7. Conduct CHVs sensitization meetings on micronutrients
8. Sensitize CHVs on micronutrients supplementation for children and pregnant women for
demand creation and referral
Output 3
Enhanced standards of quality of nutrition and dietetics services for inpatients and general
hospital services
Activities
1. Develop inpatient feeding guidelines responsive to the speciﬁc nutrition needs for men and
women across diﬀerent ages and diversities
2. Develop individualized SOPs for provision of clinical nutrition and dietetics
3. Conduct clinical nutrition QA in the health facilities
4. Pilot clinical nutrition and dietetics monitoring and reporting tools
5. Print and distribute monitoring and reporting tools

KRA 04. Integrated Management of Acute Malnutrition Strengthened
Output 1
Strengthened capacity of healthcare workers to provide integrated management of acute
malnutrition (IMAM).
Activities:
1. Train male and female healthcare workers on IMAM including aﬀective identiﬁcation,
documentation and addressing underlying social cultural and economic factors contributing to
malnutrition, aﬀecting optimal adherence to IMAM services and relapse by MAM/SAM patients.
2. Train male and female HCW on LMIS for IMAM
3. Conduct monthly CME to HCWs on IMAM
4. Train male and female CHVs on CMAM
5. Monitor adherence to IMAM programs SOPs, guidelines and protocols by HCWs

Output 2
Strengthen linkages and referral to the facility and community
Activities
1. Sensitize the community members (men and women) across diﬀerent ages and diversities
IMAM through community forums.
2. Link and refer malnourished clients to facility/community.

on
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KRA 05. Nutrition in Tuberculosis (TB) and HIV Strengthened
Expected outcome
Reduced impact of HIV related co-morbidities among people living with HIV through targeted
nutrition therapy
Output 1
Strengthened capacity of health care workers and care givers to provide quality nutrition services
for HIV and TB clients
Activities
1. Train HCWs on integrated HIV curriculum
2. Train HCWs on nutrition in TB management
3. Sensitize care givers on nutrition and drugs
Output 2
Improved access to quality HIV and TB services to all clients
Activities
1. Carry out nutrition assessment counselling and support (NACS) to HIV and TB clients
2. Provide supplementary and therapeutic feeds to malnourished HIV patients
3. Provide supplementary and therapeutic feeds to malnourished TB patients
4. Link malnourished HIV Patients to other programs (social protection, Agriculture)
5. Link malnourished TB Patients to other programs (social protection, Agriculture)
KRA 6. Nutrition in WASH, Education, Agriculture, and social services scaled up
Expected outcome
Improved access to quality clinical nutrition and dietetics services
Output 1
Integration of WASH into nutrition strengthened
Activities.
1. Train TOTs on CLTS and integrate nutrition to promote integrated WASH nutrition practices
(Hand washing at critical times, latrine use, food safety and hygiene, water treatment and storage,
environmental hygiene) in collaboration with public health
2. Train health care workers on integrated WASH nutrition practices (Hand washing at critical
times, latrine use, food safety and hygiene, water treatment and storage, environmental hygiene)
3. Train CHVs on integrated WASH nutrition practices (Hand washing at critical times, latrine use,
food safety and hygiene, water treatment and storage, environmental hygiene)
4. Conduct Dialogue days and Action days in collaboration with WASH department
5. Conduct clean up days in the community in collaboration with environmental health
6. Sensitize teachers integrated WASH nutrition practices
7. Conduct quarterly joint monitoring and evaluation of integrated WASH nutrition activities
Output 2
Increased uptake of growth monitoring and micronutrient supplements in schools for optimal
health of children
Activities
1. Carry out an inception meeting targeting county directors of education, BOM, head teachers and
teachers on growth monitoring among children under 5 years in ECD centres
2. Sensitize ECD teachers on growth monitoring, VIT A supplementation and deworming
3. Train CHVs on growth monitoring, VIT A supplementation and deworming
4. Conduct bi annual VIT A supplementation and deworming exercises in ECDE during the Malezi
bora months
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Activities
1. Conduct mapping exercise for all ECDE centres and assess the Implementation of school meals
guidelines in ECDE centres
2. Sensitize BOMs, directors and school heads on school meals guidelines
3. Sensitize ECDE school teachers and primary schools on school meals guidelines
4. Conduct quarterly Joint Support supervision - (MOE and MOH) on nutrition activities in ECDs
5. Generate monthly reports on nutrition activities conducted in ECDs
Output 4: Production of diversiﬁed crops of nutrient dense enhanced
Activities:
1. Train Agri nutrition TOTs
2. Train health care workers and agriculture extension staﬀ on Agri nutrition
3. Train male and female Youth Groups, Women groups and male and female farmers groups
across diﬀerent ages and diversities on agri nutrition
4. Sensitize the community members (men and women) across diﬀerent ages and diversities on
Agri nutrition through chief baraza, churches and mosques and other community forums
5. Sensitize of male and female farmers across diﬀerent ages and diversities on post-harvest
management and aﬂatoxin management in collaboration with the nutrition department
Output 5: Increased intake of diversiﬁed diet in the households
Activities:
1. Conduct food demonstrations, value addition and kitchen gardening in the community and
cascaded to the household at the community through organized groups in collaboration with
agriculture department
2. Conduct household visits for follow-up of Agri nutrition activities in collaboration with
agriculture department
3. Participate in Agricultural shows and trade fare to promote Agri nutrition
4. Conduct quarterly joint monitoring and evaluation of Agri nutrition activities
Output 6: Improved nutrition for vulnerable groups at the community and children’s homes
Activities:
1. Sensitize social protection oﬃcers on importance of nutrition for OVC, elderly and PLWDs
2. Sensitize the community members (men and women) across diﬀerent ages and diversities
through community organized forums on nutrition for OVCs, elderly and PLWDs
3. Sensitize children homes management on nutrition for OVCs in collaboration with social service
department
4. Link and refer OVCs, elderly and PLWD with nutritional challenges to health facilities for
management
KRA 07. Sectoral and multisectoral Nutrition Governance, Coordination, Legal/regulatory
frameworks, Leadership and Management strengthened.
Expected outcome:
Strengthened integrated supply chain management system for nutrition commodities, equipment
and allied tools.
Output 1
Eﬃcient and eﬀective nutrition governance, coordination and legal frameworks in place.
Activities:
1. Disseminate nutrition policies and guidelines on nutrition to stakeholders, partners and line
ministries
2. Operationalize County Nutrition Technical forum
3. Establish county nutrition steering group (CNSG)
4. Sensitize MCAs on Nutrition policies
5. Validate CNAP
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KRA 08. County Sectoral and multisectoral Nutrition Information Systems, Learning and
Research strengthened
Expected outcome
Nutrition linkages with other sensitive sectors strengthened
Output 1
Output 1: Enhanced evidence-based data for planning and programming
Activities
1. Conduct nutrition capacity assessment
2. Conduct SMART survey
3. Carry out a gender integrative baseline survey on nutrition among male and female adolescents
across diﬀerent diversities.
Output 2
Output 2: Research for nutrition strengthened
Activities
1. Establish learning and research committee
2. Sensitize learning institutions on research priorities for nutrition
Output 3
Data quality for nutrition ensured
Activities
1. Carry out data quality audit in health facilities for nutrition services
2. Carry out support supervision and mentorship
3. Avail M&E tools
4. Train health workers on nutrition information systems
KRA 09. Advocacy, Communication and Social Mobilization (ACSM) strengthened
Output 1:
Advocacy
communication
and
social
mobilization
for
nutrition
enhanced
Activities:
1. Develop ACSM plan for nutrition
2. Train a pool of advocacy champions for nutrition in the county
3. Develop an award program for male and female nutrition champions across diﬀerent ages and
diversities in the county
4. Identify and recognize male and female nutrition champions across diﬀerent ages and diversities
in the county
Output 2:
Enhanced political commitment and continued prioritization of nutrition in national and county
agenda
1. Conduct high level advocacy meeting with political arm and key decision makers in health to
lobby for allocation of resources to nutrition
2. Conduct high level advocacy meeting with governors, county budgetary allocation committee,
MCAs, decision makers in health for lobbying of employment of male and female nutritionists
3. Conduct joint advocacy meetings to the county political and decision makers, local leaders to
implement community health strategy
4. Commemorate world health days (world breastfeeding week, nutrition week, hypertension,
diabetes and cancer days
5. Sensitize male and female community leaders across diﬀerent ages and diversities on
participation in nutrition activities
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Output 3:
Increased human resource for nutrition
Activities:
1. Recruit more male and female nutritionist and dietitians
2. Conduct orientation meetings of new staﬀ on nutrition service delivery.
Output 4:
Nutrition content for advocacy availed
Activities :
1. Develop diﬀerent key message targeting men and women across diﬀerent ages and diversities
for nutrition to be used for advocacy
2. Develop and disseminate age, gender and diversity sensitive Nutrition IEC materials and videos
3. Disseminate key nutrition messages targeting men and women across diﬀerent ages and
diversities through diﬀerent channels and platforms
Output
Increased visibility of nutrition in media channels
Activities:
1. Conduct sensitization meeting for media journalists and editors on priorities for Nandi CNAP to
give it visibility
2. Establish media network for journalist who promote nutrition (breast feeding, work place
complimentary feeding)
KRA 10. Supply chain management for nutrition commodities and equipment strengthened
Output 1:
Increased capacity of health care providers to manage commodities for nutrition
Activities:
1. Train HCW on forecasting and quantiﬁcation of nutrition commodities
2. Train HCW on nutrition LMIS (for TB, HIV, IMAM, clinical nutrition, micronutrients)
3. Conduct OJT and mentorship for selected facility staﬀ on forecasting and quantiﬁcation for
nutrition commodities
4. Hold bi-annual nutrition commodity partner stake holder meetings
5. Hold monthly Nutrition Commodity TWG meetings
Output 2:
Quality of all nutrition commodities and equipment ensured
Activities:
1. Do inventory of all available anthropometric equipment. Repair broken equipment.
2. Repair broken equipment.
3. Carry out bi-annual preventive maintenance of anthropometric equipment
4. Train maintenance personnel on anthropometric/kitchen equipment in collaboration with
medical engineering department
5. Renovate/construct sub-county nutrition commodity stores
6. Carry out nutrition commodity DQA
Output 3:
Availability of nutrition commodities, equipment, resources and management of supply chain
ensured
1.Procure nutrition anthropometric and kitchen equipment
2.Procure micronutrient supplements (VAS, IFAS, MNPS)
3.Procure therapeutic and supplementary feeds for IMAAM, TB/HIV
4.Procure enteral, parenteral nutrition commodities and kitchen equipment
5.Print and distribute monitoring and reporting tools- for nutrition (M&E, micronutrients, clinical,
MIYCN etc.)
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KRA 11. Prevention, control and management of Micronutrient Deﬁciencies Scaled up
Output 1:
Increased micronutrient intake through dietary diversiﬁcation
Activities:
1.Sensitize community on consumption of diverse food groups through the community forums
2.Train HCWs on strategies for anaemia prevention
Output 2:
Increased knowledge of health care workers and CHVs on importance of micronutrient intake
1. Train HCW on MNPs
2. Train HCW on nutrition VAS
3. Train HCWs on IFAS
4. Train/sensitize on micro nutrient policies
5. Conduct CHVs sensitization meetings on micronutrients
6. Sensitize CHVs on micronutrients supplementation for children and pregnant women for
demand creation and referral
7. Increased consumer awareness on fortiﬁed foods
8. Sensitize the community members (men and women) across diﬀerent ages and diversities on
consumption of fortiﬁed foods
9. Train CHVs and PHOs on food fortiﬁcation.
10. Conduct market level surveillance for fortiﬁed foods
11. Carry out household salt sampling and testing for iodized salts in the community
12. Conduct joint supervision and mentorship on micronutrient supplementation at health
facilities
KRA 12: Nutrition in sports strengthened
Output 1:
Quality data on sports nutrition generated for evidence-based programming
1. Conduct gender integrated baseline Survey and Situational analysis on Status of Nutrition and
health for the athletes
2. Conduct exchange learning visits for policy makers and implementers in Countries with best
practices on Sports Nutrition
Output 2:
Improved access to and use of information on sports nutrition for improved performance and
quality programming
1. Develop county speciﬁc guidelines, standards and SOPs on Sports nutrition
2. Develop sports nutrition training package for athlete
3. Develop IEC materials for micronutrients supplements and nutrition ergogenic aids
4. Train Health Care Workers on Sports Nutrition
5. Sponsor male and female Health Care Workers to Specialize in Sports nutrition
6. Develop sports nutrition advocacy package for athletes
7. Develop guidelines for optimal post-injury nutrition for athletes
Output 3:
Increased performance of athletes and other sportsmen and women
1. Map and integrate sports nutrition in existing training centres, camps and clubs nutrition
component
2. Sensitize athletes and Community on Sports Nutrition
3. Conduct nutritional Screening and Assessment for athletes
4. Hold Nutrition Counselling Sessions to athletes in Training Centres, Camps and Clubs
5. Establish separate Nutrition Counselling and recovery Centre for athletes
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Output 4:
Advocacy for sports nutrition enhanced
1.Advocate for a budget line for sports nutrition to address procurement and distribution of sports
nutrition commodities
2.Hold high level Sensitization meetings for policy makers on sports nutrition
3.Promote collaboration with other health sector interventions to promote sports nutrition
(MOALF&I, gender, MOH, Industry, Finance, Gender, Sports) and the private sector.
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CHAPTER 4: MONITORING, EVALUATION,
ACCOUNTABILITY AND LEARNING (MEAL)
FRAMEWORK
4.1 Introduction:
This chapter provides guidance on the monitoring, evaluation, accountability and learning
(MEAL) process, and how the monitoring process will inform the county nutrition action plan.
Monitoring and evaluation of this CNAP will entail systematically tracking the progress of
suggested interventions, and assesses the eﬀectiveness, eﬃciency, relevance and sustainability of
these interventions. The task will involve routine collection of information on identiﬁed indicators
to measure progress toward results envisioned in this CNAP. An assessment of the technical M&E
capacity of the program within the county is key. This includes the data collection systems that
may already exist and the level of skill of the staﬀ in M&E. It is recommended that approximately
10% of a programs total resources should be slated for M&E, which may include the creation of
data collection systems, data analysis software, information dissemination, and M&E
coordination.
The CNAP outlines expected results, which if achieved, will move the county and country towards
attainment of the nutrition goals described in the global commitment e.g. WHA, SDGs, NCDs, and
national priorities outlined in the KNAP and Food and Nutrition Security Policy.

4.2 Purpose of the MEAL Plan:
The CNAP MEAL Plan aims to provide strategic information needed for evidence-based decisions at county level through development of a Common results and Accountability framework
(CRAF). The CRAF will form the basis of one common results framework that integrates the
information from the various sectors related to nutrition, and other non-state actors e.g. Private
sector, CSOs, NGOs; and external actors e.g. Development partners, technical partners resulting
in overall improved eﬃciency, transparency and accountability.
While the CNAP describes the current situation (situation analysis), and strategic interventions,
the MEAL Plan outlines what indicators to track when, how and by whom data will be collected,
and suggests the frequency and the timeline for collective, program performance reviews with
stakeholders
Elements to be monitored include:
• Service statistics desegregated by sex and age
• Service coverage/Outcomes
• Client/Patient outcomes (behavior change, morbidity)
• Clients equitable Access to and uptake of quality services
• Quality of health services responsive to the speciﬁc health and nutrition needs for men and
women across diﬀerent ages and diversities.
• Impact of interventions in response to the speciﬁc nutrition and health needs of men and
women across diﬀerent ages and diversities.
.
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The evaluation plan will elaborate on the periodic performance reviews/surveys and special
research that complement the knowledge base of routine monitoring data. Evaluation questions,
sample and sampling methods, research ethics, data collection and analysis methods,
timing/schedule, data sources, variables and indicators are discussed. In eﬀort to ensure gender
integration at all levels of the CNAP, all data collected, uarterl, and reported on will be broken
down (disaggregated) by sex and age to provide information and address the impact of any gender
issues and relations including beneﬁts from the nutrition programming between men and women.
Sex disaggregated data and monitoring can help detect any negative impact of nutrition
programming or issues with targeting in relation to gender, age and diversity. Similarly, positive
inﬂuences and outcomes from the interventions supporting gender equality for improved
nutrition and health outcomes shall be documented and learned from to improve and optimize
interventions. Other measures that will be in place to ensure a gender responsive MEAL plan will
include:
• Development / review M&E tools and methods to ensure they document gender diﬀerences.
• Ensuring that terms of reference for reviews and evaluations include gender-related results.
• Ensuring that M&E teams (e.g. data collectors, evaluators) include men and women as diversity
can help in accessing diﬀerent groups within a community.
• Reviewing existing data to identify gender roles, relations and issues prior to design of nutrition
programming to help set a baseline.
• Holding separate interviews and FGDs with women and men across diﬀerent gender, age and
diversities including other socio-economic variations.
• Inclusion of veriﬁable indicators focused on the beneﬁts of the nutrition programming for
women and men.
• Integration of gender-sensitive indicators to point out gender-related changes leading to
improved nutrition and related health outcomes over time.

4.3 MEAL Team
The County M&E units or equivalent will be responsible for overall oversight of M&E activities.
The functional linkage of the nutrition program to the department of health and the overall county
intersectoral government M&E will be through the county M&E TWG. Health department M&E
units will be responsible for the day to day implementation and coordination of the M&E activities
to monitor this action plan.
The nutrition program will share their quarterly progress reports with the county department of
health (CDOH) M&E unit, who will take lead in the joint performance reviews at subnational level.
The county management teams will prepare the quarterly reports and in collaboration with county
stakeholders and organize the county quarterly performance review forums. These reports will be
shared with the national M&E unit during the annual health forum, which brings together all
stakeholders in health to jointly review the performance of the health sector for the year under
review.
For a successful monitoring of this action plan, the county will have to strengthen their M&E
function by investing in both the infrastructure and the human resource for M&E. Technical
capacity building for data analysis could be promoted through collaboration with research
institutions or training that target the county M&E staﬀ. Low reporting from other sectors on
nutrition sensitive indicators is still a challenge due to the use diﬀerent reporting systems that are
not inter-operational. Investment on Health Information System (HIS) infrastructure to facilitate
e-reporting is therefore key. Timely collection and quality assurance of health data will improve
with a team dedicated to this purpose.
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4.4
4.3 Logic
MEALModel
Team
The logic model looks at what it takes to achieve intended results, thus linking result expected,
with the strategies, outputs an inputs, for shared understanding of the relationships between the
results expected, activities conducted and resources required.

IMPACT

OUTCOMES

I ntended R esult

OUTPUTS

INPUTS

Planned w ork

Figure 4.1: The Logic Model.
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Outcome 2. Reduction of
micronutrient
deficiencies
-Reduce anemia in
children 0-59 months by
30%
- Reduce anemia in
adolescent girls by 30%
- Reduce folic acid
deficiency among nonpregnant women by 50%
- Reduce vitamin A
deficiency in children by
50%
- Reduce iodine deficiency
among children <5 years
by over 50%
- Reduce prevalence of
zinc deficiency among
pregnant women by 10%
-Reduce anemia in
adolescent girls by 30%
Outputs

Outcome 3.Reduction
in overnutrition

Outcome
1.Reduction in
undernutrition:
-Reduce prevalence
of stunting among
children under five
years by 40%;
-Reduce and
maintain childhood
wasting to less than
5%;
-Reduce and
maintain childhood
underweight to less
than 10%;
-Reduce
malnutrition among
older children and
adolescent by 15%

Outputs

-Increased knowledge of
health workers and the
community on optimal
nutrition for adults and
older persons

-No increase in childhood
overweight/obesity.
-Reduce mortality due to
dietary risk factors by
20%

Outputs

- Increased micronutrient
intake through dietary
diversification
- Increased knowledge of
health care workers and
CHVs on importance of
micronutrient intake and
supplementation.
- Increased consumer
awareness on fortified foods

Table 4.1: RESULTS FRAMEWORK
OUTCOMES

OUTPUTS
-Strengthened
capacity of health care
providers and CHVs
to deliver quality
MIYCN services
- Improved access to
MIYCN information
by the caregivers,
influencers and the
community

-Increased WIFAS intake
among adolescent girls
- Production of diversified
crops of nutrient dense
enhanced

-Strengthened
community systems
for offering quality
MIYCN services
-Enhanced adherence
to policies,
legislations protecting,
promoting and
supporting
breastfeeding at
workplace and general
population

Outcome 5.
Reduction in
mortality and
morbidity due to
diseases through
nutrition
interventions.

Outputs

-Increased coverage
on Strengthened
capacity of healthcare
workers to provide
integrated
management of acute
malnutrition (IMAM).
- Strengthen linkages
and referral to the
facility and
community

Outputs

-Reduce proportion of
patients with hospitalbased malnutrition by
20%

-Strengthened
capacity of health
care workers and care
givers to provide
quality nutrition
services for HIV and
TB clients
-Improved access to
quality HIV and TB
services to all clients
Activities
-Increased knowledge
of health workers and
the community on
optimal nutrition for
adults and older
persons
- Enhanced access to
quality non
communicable
diseases prevention,
control and
management services.
- Improved
competencies, skills
and knowledge of
nutritionists and
dietitians
- Enhanced standards
of quality of nutrition
and dietetics services
for inpatients and
general hospital
services

Outcome 5.
Reduction in
mortality and
morbidity due to
acute malnutrition
-Maintain mortality
rates at below 3%
for MAM and 10%
for SAM
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Outcome 4.
Improved leadership,
governance, and
coordination
-Increased domestic
financing for nutrition
-Improved monitoring,
evaluation research and
learning for nutrition and
dietetics activities
-Improvedmulti-level
and multisectoral
capacity for risk
preparedness, reduction
and mitigation against
impact of disasters
-Increased human resource
for nutrition

nutrition strengthened

Outputs
- Integration of WASH into
- Increased uptake of
growth monitoring and
micronutrient supplements
in schools for optimal
health of children
- Increased knowledge of
teachers and stakeholders
such as BOM, directors,
decision makers at the
county on optimal feeding
for school going children

nutrition

-Efficient and effective
nutrition governance,
coordination and legal
frameworks in place.
-Efficient and effective
nutrition governance,
coordination and legal
frameworks in place.
- Enhanced evidence-based
data for planning and
programming.
- Research for
strengthened

- Data quality for nutrition
ensured
-Advocacy communication
and social mobilization for
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4.5
4.3Monitoring
MEAL Team
process
In order to achieve a robust monitoring system, eﬀective policies, tools, processes and systems
should be in place and adequately disseminated. The collection, tracking and analysing of data
thus making implementation eﬀective to guide decision making. The critical elements to be monitored are: Resources (inputs); Service statistics; Service coverage/Outcomes; Client/Patient outcomes (behaviour change, morbidity); Investment outputs; Access to services; and impact assessment.
The key monitoring processes as outlined in Figure 2 will involve:

Figure 4.2 Monitoring Process
i. Data Generation
• Various types of data will be collected from diﬀerent sources to monitor the implementation
progress. These data are collected through routine methods, surveys, sentinel surveillance and
periodic assessments among others.
• Routine data will be generated using the existing mechanisms and uploaded to the KHIS
monthly.
• Strong multi-sectoral collaboration with nutrition sensitive sectors.
• Data ﬂow from the primary source through the levels of aggregation to the national level will be
guided by reporting guidelines and SOPs.
• Data from all reporting entities should reach MOH by agreed timelines for all levels.

ii. Data Validation
• Data validation through checking or verifying whether or not the reported progress is of the
highest quality and ensure that data elements are clear and captured in various tools and
management information systems, through regular data quality assessment. Annual and Quarterly
veriﬁcation process should be carried out, to review the data across all the indicators.

iii. Data analysis
• This step ensures transformation of data into information which can be used for decision making
at all levels.

iv. Information dissemination
• Information products developed will be routinely disseminated to key sector stakeholders and
the public as part of the quarterly and annual reviews to get feedback on the progress and
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The following are the monitoring reports and their periodicity
Table 4.2: Monitoring Reports

Process/Report

Frequency

Responsible

Timeline

Annual Work Plans

Yearly

All departments

End of June

Surveillance Reports

Weekly

DSSC and health facility in COB Friday
charges

Health Data Reviews

Quarterly

All departments

End of each quarter

Monthly reports
submissions

Monthly

Facilities, Cus

5th of every month

Quarterly reports

Quarterly

All departments

After 21st of the preceding Month

Bi-annual Performance
Reviews

Every six Months

All departments

End of January and end of July

Annual performance
Reports and reviews

Yearly

All departments

Begins July and ends November

Expenditure returns

Monthly

All levels

5th of every month

Nutrition program

Periodic surveys

Surveys and assessments As per need
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4.3
4.7 MEAL
Evaluation
Teamof the CNAP
Evaluation is intended to assess if the results achieved can be attributed to the implementation of
CNAP by all stakeholders.
Evaluation ensures both the accountability of various stakeholders and facilitates learning with a
view to improving the relevance and performance of the health sector over time.
A midterm review and an end evaluation will be undertaken to determine the extent to which the
objectives of this CNAP are met.

Evaluation Criteria
To carry out an eﬀective evaluation of the CNAP, there will be need for clear evaluation questions. Evaluators will uarter relevance, eﬃciency, eﬀectiveness and sustainability for the CNAP.
The proposed evaluation criteria is elaborated on below;
Relevance: The extent to which the objectives of the CNAP correspond to population needs
including the vulnerable groups. It also includes an assessment of the responsiveness in light of
changes and shifts caused by external factors.
Eﬃciency: The extent to which the CNAP objectives have been achieved with the appropriate
amount of resources
Eﬀectiveness: The extent to which CNAP objectives have been achieved, and the extent to which
these objectives have contributed to the achievement of the intended results. Assessing the
eﬀectiveness will require a comparison of the intended goals, outcomes and outputs with the actual
achievements in terms of results.
Sustainability: The continuation of beneﬁts from a outlined interventions after its termination.
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4.3
4.8MEAL
Implementation
Team
Plan
The implementation of MEAL framework will be spearheaded by the county in collaboration
withdevelopment partners and stakeholders. This will ensure successful implementation of the
CNAP.
To ensure coordinated, structured and eﬀective implementation of the CNAP, the county government will work together with partners and private sector to ensure implementation through:
a) Develop standard operating procedures for management of data, monitoring, evaluation and learning
among all stakeholders.
b) Improve performance monitoring and review process
c) Enhance sharing of data and use of information for evidence-based decision making

4.9 Roles and responsibilities of diﬀerent actors in the
implementation of CNAP:
Nutrition M&E Staﬀ Members
• Ensuring overall design of the MEAL plan is technically sound
• Working with stakeholders to develop and reﬁne appropriate outputs, outcomes, indicators and
targets
• Providing technical assistance to create data collection instruments
• Helping program staﬀ with data collection (including selection of appropriate methods, sources,
enforcement of ethical standards)
• Ensuring data quality systems are established
• Analysing data and writing up the ﬁndings
• Aiding program staﬀ to interpret their output and outcome data
• Promoting use of M&E data to improve program design and implementation
• Conducting evaluations or special studies

Management at program level
• Determining what resources, human and ﬁnancial, should be committed to M&E activities
• Ensuring content of the M&E plan aligns with the overall vision and direction of the county
• Assuring data collected meet the information needs of stakeholders
• Tracking progress to conﬁrm staﬀ carry out activities in the M&E plan
• Improving project design and implementation based on M&E data
• Deciding how results will be used and shared
• Identifying who needs to see and use the data
• Deciding where to focus evaluation eﬀorts
• Interpreting and framing results for diﬀerent audiences

County Departments of health services
● Provision of technical services and coordination of M&E activities.
● Establishment and equipping of robust M&E units aligned to their respective departmental
organograms
● Provide dedicated staﬀ team comprised of the entire mix of M&E professionals needed to
implement this scope (M&E, oﬃcers, HRIOs, Statisticians, planners, economics, epidemiologists.
● Coordinating and supervising the implementation of all M&E activities at the county and
subcounty and facility levels
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Nutrition M&E Staﬀ Members
● Monitor and report on progress towards implementation of key activities that fall within their
mandates in line with jointly agreed indicators
● Participate in high level M&E activities at the county
● Supporting surveys and evaluations needed to assess shared impact of joint interventions

Implementing partners and agencies
● Aligning all their M&E activities to realize the goals of this plan as well as the institutional M&E
goals articulated in sectoral, programmatic and county speciﬁc M&E Plans
● Routine monitoring and evaluation of their activities
● Using existing systems/developing M&E sub systems that utilize existing structures at all levels
of the health information system
● Utilization of the data collected for decision making within the institution

Development Partners
● Provide substantive technical and ﬁnancial support to ensure that the systems are functional.
● Ensure that their reporting requirements and formats are in line with the indicators outlined in
the M&E framework.
● Synchronize eﬀorts with existing development partners and stakeholder eﬀorts based on an
agreed upon one county-level M&E system.
● Utilize reports generated in decision making, advocacy and engaging with other partners for
resource mobilization.

Health Facilities
● Ensure that data collected, and reports generated are disseminated and used by the implementers to monitor trends in supply of basic inputs, routine activities, and progress made.
● Use this data in making decisions on priority activities to improve access and quality of service
delivery.

Community Health Units
● Identiﬁcation and notiﬁcation to the health authority of all health and demographic events
including M&E that occurs in the community.
● Generate reports through community main actors e.g. the CHWs, teachers and religious leaders
through a well-developed reporting guideline Community Health Information System (CHIS)

4.10 Calendar of key M&E Activities
The county will adhere to the health sector accountability cycle. This will ensure the alignment of
resources and activities to meet the needs of diﬀerent actors in the health sector.
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CHAPTER 5: CNAP RESOURCE MOBILIZATION
AND COSTING FRAMEWORK
5.2 Costing Approach
Financial resources need for the CNAP was estimated by costing all the activities necessary to
achieve each of expected outputs in each of Key Result Area (KRA). The costing of the CNAP used
result-based costing to estimate the total resource need to implement the action plan for the next
ﬁve years.
The action plans were costed using the Activity-Based Costing (ABC) approach. The ABC uses a
bottom-up, input-based approach, indicating the cost of all inputs required to achieve Strategic
plan targets. ABC is a process that allocates costs of inputs based on each activity, it attempts to
identify what causes the cost to change (cost drivers); All costs of activities are traced to the product
or service for which the activities are performed. The premise of the methodology under the ABC
approach will be as follow; (i) The activities require inputs, such as labour, conference hall etc.; (ii)
These inputs are required in certain quantities, and with certain frequencies; (iii) It is the product
of the unit cost, the quantity, and the frequency of the input that gave the total input cost; (iv) The
sum of all the input costs gave the Activity Cost. These were added up to arrive at the Output Cost,
the Objective Cost, and eventually the budget.
The cost over time for all the thematic areas provides important details that will initiate debate and
allow CDOH and development partners to discuss priorities and decide on eﬀective resource
allocation for Nutrition.

5.3 Total Resource Requirements (2018/19 – 2022/23)
The plan was costed using the Activity Based Costing (ABC) approach. The ABC uses a bottom-up,
input-based approach, indicating the cost of all inputs required to achieve planned targets for the
ﬁnancial years of 2018/19 – 2022/23. The cost over time for all the Key Result Areas provides
important details that will initiate debate and allow County health management and development
partners to discuss priorities and decide on eﬀective resource allocation.
The KRAs provided targets to be achieved within the plan period and the corresponding inputs to
support attainment of the targets. Based on the targets and unit costs for the inputs, the costs for
the strategic plan were computed. The total cost of implementing Nandi CNAP for the ﬁve years is
estimated at KSh. 2.3 billion, See, and table 5.1. Further annual breakdown of cost requirement (s)
is also presented by each of the output and activities is presented in annex Table A.
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Table 5.1: Summary Cost by KRA (KSH)
CATEGORY OF
KRAs
KEY RESULT AREAS (KRAs)
KRA 01. Maternal, Infant and
Young Child Nutri�on (MIYCN)
Scaled Up
KRA 02. Nutri�on of older
children, adolescent, adults
and older persons promoted
KRA 03. Clinical nutri�on and
diete�cs scaled up
KRA 04. Integrated
Management of Acute
Malnutri�on Strengthened
KRA 05. Nutri�on in
Tuberculosis (TB) and HIV
Strengthened
KRA 06. Nutri�on in WASH,
Educa�on, Agriculture, and
social services scaled up
KRA 12: Nutri�on in sports
strengthened
KRA 08. County Sectoral and
mul�sectoral Nutri�on
Informa�on Systems, Learning
and Research strengthened
KRA 07. Sectoral and
mul�sectoral Nutri�on
Governance, Coordina�on,
Legal/regulatory frameworks,
Leadership and Management
strengthened
KRA 09. Advocacy,
Communica�on and Social
Mobiliza�on (ACSM)
strengthened
KRA 10. Supply chain
management for nutri�on
commodi�es and equipment
strengthened
KRA 11. Preven�on, control
and management of
Micronutrient Deﬁciencies
Scaled up

Nutri�on speciﬁc

Nutri�on
sensi�ve

Enabling
Environment

TOTAL

2018/19

2019/20

2020/21

2021/22

2022/23

Total

41,010,100

42,020,100

44,697,600

42,201,100

42,897,100

202,794,000

425,000

7,003,400

7,046,400

7,003,400

7,003,400

28,481,600

648,800

28,906,600

23,461,200

24,369,600

25,361,600

102,747,800

53,684,001

53,684,001

53,684,001

53,684,001

53,684,001

268,420,005

28,384,600

29,032,600

28,384,600

28,384,600

29,032,600

143,219,000

29,623,700

30,028,700

29,623,700

30,028,700

30,028,700

149,333,500

558,000

69,239,000

40,431,000

32,404,500

141,540,500

8,561,500

10,688,300

16,408,300

10,088,300

16,408,300

62,754,700

1,374,500

2,285,500

1,374,500

1,974,500

1,374,500

8,383,500

140,744,500

142,692,000

143,639,500

141,489,500

141,489,500

710,055,000

12,837,400

67,335,400

66,657,400

66,657,400

66,657,400

280,145,000

40,796,000

40,796,000

40,796,000

40,796,000

40,796,000

203,980,000

358,090,101

455,030,601

-

525,012,201

487,108,101

487,137,601

2,301,854,605

Figure 5.1: Proportion of resource requirements by KRA
KRA 09

30.8%

KRA 10

12.2%

KRA 04

11.7%

KRA 11

8.9%

KRA 01
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6.1%
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The annual break down of cost key result areas is presented in Table 5.1
KRA 09 on Advocacy, Communication and Social Mobilization (ACSM) strengthened utilized 30.8
percent of the resources required, followed by KRA 10 on Supply chain management for nutrition
commodities and equipment strengthened at 12.2 percent. KRA 04. Integrated Management of
Acute Malnutrition Strengthened constitute 11.7 percent of the requirement. (See, ﬁgure 5.1).
Strategies to ensure available resources are sustained

Strategies to mobilize resources from new sources
• Lobbying for a legislative framework in the county assembly for resource mobilization and
allocation
• Identiﬁcation of potential donors both bilateral and multi-lateral
• Conducting stakeholder mapping
• Call the partners to a resource mobilization meeting
• Identiﬁcation, appointment and accreditation of eminent persons in the community as resource
mobilization good will ambassadors

Strategies to ensure eﬃciency in resource utilization
• Through planning for utilization of the allocated resources (SWOT analysis)
• Implementation plans with timelines
• Continuous monitoring of impact process indicators
• Periodic evaluation objectives if they have been achieved as planned.
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