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Why ASCENT?

West Pokot remains one of the counties with the highest stunting prevalence in the country and
among the counties with highest burden of acute malnutrition classified critical according to
annual IPC classification of food security and nutrition surveys (SMART survey, June 2018).
The capacity of the human resource and health system to offer quality and effective high
impact nutrition and health interventions in the West Pokot county remains work in progress

and requires sustained investment.

Action Against Hunger (ACF) entered West Pokot in 2011 to respond to emergency nutrition
and health needs resulting from the severe drought that hit the Horn of Africa leading to a
humanitarian crisis in 2011. Since then, ACF has implemented 6 key nutrition projects in
partnership with MOH, National Drought Management Authority (NDMA), local NGOs such as
Kenya Red Cross Society and community-based organizations like SIKOM and Youth Bunge.
The aim, scope and scale of the nutrition program has been to reduce the high prevalence of
acute and chronic malnutrition that had remained at critical level contributing largely to

national malnutrition burden.

The ASCENT project was designed to address the ever-changing humanitarian needs in West
Pokot building on successes and lessons of previous projects since 201 1. The project aimed to
address acute shocks and stresses resulting from the recurrent drought depriving children <5
years, pregnant and lactating women, girls and boys of their livelihoods hence exposing them

to food and nutrition insecurity.

This end term evaluation focused on assessing actions towards Advocacy, Systems
strengthening and Capacity Enhancement for Nutrition Transformation (ASCENT) project
implemented from December 2015 — May 2018 in West Pokot county funded by European
Union Delegation to Kenya — with the aim of establishing the extent of attainment of
program objectives, and to draw lessons on what worked, what may not have worked
and why, and review how the design of the project and implementation approaches

contributed to improvements in the lives of the targeted population.
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Scope & Approach

The evaluation adopted the OECD - DAC evaluation criteria primarily using the five
components elements of relevance, effectiveness, efficiency, impact and sustainability. To give
prominence to the project objectives, achievements were assessed in line with the logical
framework. The evaluation thus used the Logical Framework to as a tool against which; to
track evidence of realized progress and impact, and to interrogate existing gaps at the

design, implementation and results levels.

The study used Document Reviews, Key Informant Interviews, Focused Group Discussions, a
Household survey, and community Transect walks to gather both primary and secondary data,

and both qualitative and quantitative information relevant to the performance of the project.

The Venn diagram below is a summary of key study figures as factors of evaluation output;

duration of data
ollection in days

total number of Households
interviewed
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Summary of Findings

Quality of Project Design: There was enough knowledge of the context and project activities
reflected the contextual realities. Investing in the health care system while also integrating
surge models with livelihood responses created great potential for uptake. However, there
remains an opportunity to realign some indicators to avoid double reporting and for better
output-outcome association. Although ACF made repeated references to sustainability, it is not

clear to the evaluators how a sustainability strategy was factored into the project design.

Relevance: The project was relevant both from the dimension of addressing
contextual /systemic nutrition gaps in West Pokot, and that from the dimension of the provisions
of national and global frameworks that guide nutrition responses. In particular, the project
was very well in line with the policies and global strategies and principles of Nutrition
programming in Emergency Environments and was well guided by established global practices
in HiNi. The project was well aligned and substantively contributed to the priorities and
provision of the National and County Nutrition Plans, including improved nutrition of children
under five, improved access to quality curative nutrition services and improve knowledge,
attitudes and practices on optimal nutrition. Considering the high priority given to health and
nutrition in the CIDP, the project, particularly the approach and outcomes, will remain highly
relevant. The continued high prevalence of stunting, GAM and SAM is indication that there

remains a big potential for the project to expand interventions either horizontally or vertically.

Efficiency: The project activities were implemented in accordance with set objectives. Periodic
meetings were held to share updates and emerging lessons from the project, against which
adjustments were made to Action Plans. ACF had adequate capacity to implement the
project, even though there is an opportunity for greater investment in M&E - especially in
additional staff and resources such as data management systems, or periodic trainings and
capacity development. It is not clear from the evaluation if ACF conducted a diagnostic of
partners micro-level systems and how the systems were improved. While quarterly plans were

often informed by data, it is possible that administrative systems may have been slow to
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adequately adijust to rapid changes of plans. As for the local implementing partners, there
were disparities in capacity, which creates an idea that the process of due-diligence for the
local partners could be bettered structured going forward, and that there needs to be some

level of planned investment on strengthening partner capacities.

Effectiveness and Impact: The infographic below summarizes the performance of the project on select

Key Indicators;

ASCENT EVALUATION
Summary of Achievements

&

Reduction in the Prevalence of Increase in the Proportion
o acute malnutrition (weight for of Chlldf?” 6-23 _months
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0 117 health facility in-charges trained on programs. |[GAs initiated for 20 community units
Logistics Management Information System,
MIYCN and IMAM

% of . . o number of community dialogues held in
o 35 % of caregivers trame;d on nutrmon_ 208 partnership with the MoH
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Key Recommendations

The relevance of ACFs continued investment on Health Systems should (going forward)
be informed by a Comprehensive Health Systems Assessment. The Assessment will
broaden the understanding of the exact situation of the health system, identify gaps
in each component of the system, consolidate actions of the various development
partners, and create an evidence base upon which to develop a County Consolidated
Health Systems Strengthening Plan.

= ACF needs to continuously interrogate the effectiveness of focusing on strengthening
structures of nutrition services as a sub-system (meso-system) of a larger health service
delivery macro-system, and how to strengthen interconnectedness with other
departments of that very health system. There is certainly an opportunity for ACF to
propose a consolidated, centrally managed pool of off-Budget resources with the
purpose to converge actions towards strengthening the Healthcare System.

®  There is need to institutionalize mechanisms for conducting due diligence to local
partners prior to engagement, and to integrate aspects of Organization Development
for Local Implementing Partners in order to improve compliance and quality delivery
on project activities.

= There is need to streamline logistical processes to effectively (re)align with any
changes in the project design/approach in order to uphold the relevance and integrity
of project review processes.

®= The project has great potential for replication and upscaling. It made significant
investments to the County’s Health care system in ways that certainly contributed to
notable improvements in access and quality of nutrition services. In particular, the
project contributed immensely to the strengthening of Community Health Structures
in a way that could serve as model to deliver grassroot focused services. The
establishment of IGAs as a means of motivating the CHVs stands out as best practice
that deserves to be documented. Lessons drawn from working with the targeted 20

units should certainly be applied to all the 58 Community Units in the County.

® The blend of approaches that invest in the health care system but which at the same
time work to increase the knowledge and uptake of nutrition services at the community

level was certainly commendable. Even more commendable was the extent to which
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the project integrated surge models with development/livelihood responses.
Building the productive capacity of the CHVs, investing in health systems strengthening,
and working with other government departments and partners to improve access to
livelihood options was a strategic, comprehensive, and certainly well thought out
combination of approaches which has contributed to the evident changes as will be
discussed in the subsequent sections. Such a comprehensive mix of interventions should
be encouraged and sustained — based on the appreciation that the system has

numerous components that need to work together.

= ACF needs to intensify its influencing agenda to get the county to dedicate more
resources (financial and human) towards nutrition services. At the same time, ACF along
with other county health stakeholders must purpose to strengthen the health system in
a way that is deliberate and coordinated — with clear time-based milestones. A County
Health Systems Strengthening Plan/Roadmap must therefore be developed and
funding sort for high impact investments into the holistic system, rather than in

components of the system.

= There is often value which can be drawn from incorporating aspects of gender inclusion
all through the project. Inclusion of Gender analysis as part of planning, and
monitoring assessments has potential to lead to better integrated programming in

which gender and cultural perspectives are anticipated and factored into planning.




1.
INTRODUCTION
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1.1. Background

West Pokot County is located in the Rift Valley region of Kenya along the western boundary
with Uganda. The county and covers an area of approximately 9,169.4 km2 and has an
estimated population of 777,180 people as at 2018 - with a male to female ratio of
100:101. The county is categorized as an Arid and Semi-Arid Lands (ASAL) region with major
economic reliance on agriculture and Livestock keeping. Livelihoods in the county are clustered
into three main zones namely; pastoral (comprising 33% of the population), mixed farming

(30%) and agro-pastoral (37%)2

According to the West Pokot County Integrated Development Plan (CIDP) 2018-2022, and in
line with the Kenya National Health Sector Strategy, health services are provided at four main
levels - community health services constituting of 60 community units and 95 dispensaries, 10
health centres, 5 sub-county hospitals and one county referral hospital. The County also has
6 private clinics and one mobile clinic under the Beyond Zero initiative. The Health Worker-
to-Population ratio stands at 1:1563 as compared to the recommended World Health
Organization proposed ratio of 1:1400. The CIDP approximates the average distance to the
nearest health to be 25 kilometers, which certainly is one of the barriers of access to health

services3.

Morbidity in the county is attributed mainly to; diseases of respiratory system at 30.9%,
malaria at 15.2%, diarrheal diseases at 7.9%, and diseases of the skin including wounds at
5.0%, and pneumonia at 4.1%. Others are typhoid fever at 3.0%, accidents-fractures and
injuries at 2.7%, urinary tract infections at 2.4%, eye infections at 1.4% and ear infections at
0.9%. The major causes of these ailments include low latrine coverage, poor utilization of
Long-Lasting Insecticide Treated Nets (LLITNs) and poor hygiene. Low levels of education and
negative socio-cultural beliefs are also major factors4. Amongst other examples, such socio-
cultural beliefs may reinforce stereotypes on nutrition, or influence health seeking behavior

like for instances where communities have confidence in traditional healers.

! West Pokot County Government (2018). County Integrated Development Plan (CIDP)2018-2022
2 ACF (2017). West Pokot County, Integrated SMART Survey
3 West Pokot County Government (2018). County Integrated Development Plan (CIDP)2018-2022

4
Atupamoi LM (2017), Factors influencing Access to Health care service delivery in West Pokot County, Kenya
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Notably, under-nutrition is a major public health concern. According to the 2014 Kenya
Demographic and Health Survey (KDHS), stunting prevalence stood at 45.9%, underweight at
38.5% and wasting at 14.3%?7.

West Pokot remains one of the counties with the highest stunting prevalence in the country and
among the counties with highest burden of acute malnutrition classified critical according to
annual IPC classification of food security and nutrition surveys (SMART survey, June 2017).
Further, the capacity of the human resource and health system to offer quality and effective
high impact nutrition and health interventions in the West Pokot county remains work in

progress and requires sustained investment.

Action Against Hunger (ACF) entered West Pokot in 2011 to respond to emergency nutrition
and health needs resulting from the severe drought that hit the Horn of Africa leading to a
humanitarian crisis in 2011. Since then, ACF has implemented 6 key nutrition projects in
partnership with MOH, National Drought Management Authority (NDMA), local NGOs such as
Kenya Red Cross Society and community-based organizations like SIKOM and Youth Bunge.
The aim, scope and scale of the nutrition program has been to reduce the high prevalence of
acute and chronic malnutrition that had remained at critical level contributing largely to

national malnutrition burden.

This end term evaluation focused on assessing actions towards Advocacy, Systems
strengthening and Capacity Enhancement for Nutrition Transformation (ASCENT) project
implemented from December 2015 — May 2018 in West Pokot county funded by European
Union Delegation to Kenya. The aim of the evaluation was to establish the extent of
aftainment of program objectives, and to draw lessons on what worked, what may not
have worked and why, and review how the design of the project and implementation

approaches contributed to improvements in the lives of the targeted population.

The ASCENT project was designed to address the ever-changing humanitarian needs in West
Pokot building on successes and lessons of previous projects since 201 1. The project aimed to

address acute shocks and stresses resulting from the recurrent drought depriving children <5

5 West Pokot County Government (2018). County Integrated Development Plan (CIDP)2018-2022
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years, pregnant and lactating women, girls and boys of their livelihoods hence exposing them

to food and nutrition insecurity.

1.2. ASCENT'’s Intervention Logic

The overall intention of the project was to reduce morbidity and mortality by making the
community resilient to stresses and shocks brought about by recurrent droughts. Such resilience
was to be achieved through linking beneficiaries to sustainable livelihoods that are less
susceptible to drought or that have short regeneration capacity after severe drought. It sought
to strengthen shock responsiveness of the health system - defined as the ability to scale
up to address increased (malnutrition) caseloads (surge) during emergency and scale
down when emergency subsides. The need to strengthen nutrition services and excite
demand for these services amongst communities were critical considerations in the design of
the project. Further, the project identified the need to invest on improving mechanisms for
surveillance of undernutrition and influence the county government to increase financing for

nutrition programs.

For this to be achieved, the proposed actions focused on capacity enhancement through
training MOH staff and those of local partners to offer quality health and nutrition services.
Increasing community awareness, transforming attitudes, and influencing practices through
community dialogues, and sensitization. Further, the partnerships with local NGOs and CBOs
was geared to sustaining supply of nutrition and health services even in the insecure
environments within the county since they are locals and would interact with the community
without any suspicion. Finally, the project promoted the establishment of linkages within
relevant actors to support sustainable livelihoods practices or options which are less susceptible

to drought or that have short regeneration capacity after severe drought.
In particular, ACF implemented the ASCENT Project with the purpose to;

®  Enhance decision making, planning and resources allocation for nutrition at the community
and county levels through evidence-based advocacy and communication.

= Strengthen capacity of local partners and health care staff to provide high impact
nutrition interventions (HiNi) with enhanced coverage.

®  Enhance adoption of optimal Maternal Infant and Young Child Nutrition (MIYCN)

practices through community-based approaches.
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®  Enhance nutrition data management and quality assurance for timely and effective
decision making.
=  Enhance nutrition resilience through capacity enhancement and partnerships.

1.3. Scope of Evaluation

The purpose of this evaluation was two-fold: to assess the immediate effects of the
interventions against the project’s specific objectives, and to identify long-term project
impact against the program goal of contributing fo reduction of morbidity and mortality
attributable to malnutrition. The evaluation process adopted a logic model that demonstrated
the logic chain of cause (activity), the resulting outcome (objective) and the contribution of the

outcome to the intended impact (goal) as illustrated in Figure 1, below.

Figure 1: Results Chain

099

* Specific activties *Degree to which *Each of the *Focus was on the
undertaken under Result Areas 1 to 6 Strategic extent to which all
key result area were successfully Objectives (SOs) the SOs
and the extent to accomplished was assessed contributed to
which they against the set independently reduced morbidity
contributed to the indicators including based on the and mortality
deisred results the immediate effect of the result attributable to
effects thereof. areas, and the malnutrition

medium to long
term impacts

The Evaluation process gathered information that will enable the project team to; validate
the different approaches used, improve the outcomes of their programs by guiding
strategic and operational actions, influence county level policies, and generate knowledge
that may be used to inform vertical or horizontal scalability. In particular, the evaluation
assessed the immediate effects of the interventions corresponding with the objectives and
flagged longer-term effects of the interventions vis-a-vis the programme goal of contributing
to reduction of morbidity and mortality attributable to malnutrition. This end-term evaluation

also tested the logic model or causal chain of events that led to the notable improvements
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in the health system and its resulting ability to respond to both slow onset and rapid onset

nutrition related shocks (surge capacity).

Whilst it is understood that ACF has had a presence in West Pokot since 2011 implementing
nutrition projects that build on each other across the years, this evaluation focused on the
activities conducted between 2015-2018.

The specific objectives of the evaluation were to;

® Undertake systematic desk review of the routine and periodic data sets from
different sources - DHIS, Nutrition SMART surveys, KAP assessments, NCA,
Bottleneck Analysis reports, KPC survey, Gender Analysis reports, NDMA
bulletins among others to establish the change trends in health and nutrition as
a result of the program implementation.

= Establish whether the program achieved the intended overall outcomes and the
specific objectives of different projects during the 3-year implementation
period.

= Determine the effect of economic empowerment of CHVs through IGAs on CUs
performance and adoption of positive behaviors at community level.

= Assess the efficacy of projects designs, evaluate the implementation,
monitoring & evaluation processes and identify possible gaps/weaknesses in
the project cycles.

®= Analyze challenges and critical risk factors and their impact and how they
impacted on program implementation.

= |dentify key lessons and best practices to inform learning and critical reflection
at implementation and donor level and how they were used to improve
subsequent projects.

®  Draw conclusions and make recommendations to inform future programming
for effective service delivery and strategic focus.

" To assess how gender equality as a cross cutting component was entrenched
into programming and the impact this had towards increased projects’
outcomes, and;

=  Assess how cross cutting issues Advocacy, research & evidence generation were

entrenched into programming.




" APPROACH &
METHODOLOGY



DRAFT REPORT — ASCENT PROJECT EVALUATION

2.1. Evaluation Criteria

The evaluation adopted the OECD - DAC evaluation criteria primarily using the five
components elements of relevance, effectiveness, efficiency, impact and sustainability. To give
prominence to the project objectives, achievements were assessed as per the results
framework. The evaluation used the Results Framework as a tool against which; to track
evidence of realized progress and impact, and to interrogate existing gaps at the design,
implementation and results levels. The evaluation looked at the 5 components of the assessment
in order to generate lessons learnt, best practices, and assess replicability. The components of

the evaluation criteria are elaborated in Table 1, below.

Table 1: Evaluation Criteria

5::1':::::1 Aspect of Study
Relevance e Alignment of the initiative with local needs and priorities and donor
requirements.
o Level of ownership of the intervention.
e Relevance of activities and consistency of expected results with the overall
project objectives.
e Appropriateness of the project’'s M&E system and design of indicators.
Efficiency e Extent to which staff, time, funding and other resources have contributed to or

hindered attainment of intended results.

e Timeliness and accuracy with which the project results and objectives have been
achieved.

e Factors that contributed to or hindered efficient implementation of the project.
e Alternative approaches that would have resulted in similar or better outcomes
and at a lower cost.

Effectiveness | e Extent to which planned results, both outputs and outcomes have been achieved
with reference to the results framework.

e Practicality of the project methodology and activities employed in the
implementation process and the extent to which they have contributed to the
project goal and objectives.

e Factors that have inhibited or catalyzed achievement or non-achievement of
the project objectives.

e Challenges and risks and the extent to which the project was flexible to adjust
accordingly.

e What has worked and what has not including aspects of the project that

achieved the best results
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e Extent to which gender equality was mainstreamed throughout the project from
design, implementation and results and the effects thereof.

Impact e Qualitative and quantitative economic, social and political changes
attributable to the project.

e Extent to which the intervention has contributed to reduced morbidity and
mortality attributable to malnutrition.

e Changes among other stakeholders apart from targeted beneficiaries.

®  Most Significant Change (MSC) of the ASCENT initiative.

® Project components that are suitable for replication or upscale in future
programming

Sustainability | @ Degree to which project outcomes and results can be sustained beyond the
project’s lifespan.

e Extent to which there is an enabling environment towards ensuring continuity of
delivery mechanisms and impact created.

® Macro and micro factors that have contributed to or constrained the project’s
sustainability and potential for replication and how they should be treated.

e Suitable adjustments to future project designs towards enhancing sustainability.

2.2. Evaluation Process

2.2.1. Detailed Document & Literature Review
In appreciation of the large relevant body of evidence that already exists, the process

identified key documents for review based on their usefulness in helping the study to
understand; the demographic characteristics, socio-cultural tendencies of the project’s target
population, the operational environment/systemic gaps and opportunities in the delivery of
nutrition programs, the strategic pathway/theory of change for the intervention, the
institutional arrangements for implementation, and the benchmarks of performance. The
documents reviewed included;
= Relevant internal project documents such as the ASCENT Project Proposal, the log
frame, the budget and project progress reports, any documented human-interest
stories, and reports of other internal assessments like the gender analysis.
= Relevant external documents produced by the various actors including the national
and county governments, local and international NGOs operating in the region and
donor agencies. Some of the key documents reviewed included the 2014 SMART
survey, 2017 KAP survey, the 2014 KDHS, the West Pokot CIDP 2018-2022, national
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and international frameworks/policies that guide the implementation of nutrition in
emergencies such as SUN, HiNi, MIYCN, etc., and reports of emergency early warning

assessments (including long and short rain assessments).

2.2.2. Primary Data

The study adopted a mixed methodologies approach to gather quantitative and qualitative
primary performance data from both primary and secondary sources. Quantitative data was
collected through Household Survey administered to sampled Householdsé. Qualitative data
was collected through; Key Informant Interviews (Klls) and Focus Group Discussions (FGDs).
Key informants included relevant county government officials, Project staff, CHVs, Local
Implementing Partners - SIKOM and West Pokot Youth Bunge, Health Facility in-charges &
S/CHMT Staff. A total of 21 Key informant interviews were conducted. FGDs were conducted
with project beneficiaries targeting Community Units and Mother to Mother Support Groups
in each livelihood area i.e. Pastoralists, Agri-Pastoralists, and Mixed farmers. FGDs were held

for both Men and Women and a complete list of FGDs conducted are annexed.

The household questionnaire, the Key informant Interview guide, and the discussion guide used
in the evaluation were developed in consultation with ACF and checked for comprehensiveness,
completeness and appropriateness. The methodology was presented and validated by the

Nutrition Technical Working Group, and County Health Management Team.

The Household questionnaire was transcribed into survey platform for electronic data-

collection called Hoji. This software presented advantages that included;

®=  One unified mobile data collection and analysis platform; including form authoring,
data transmission, hosting, analysis, backups, archiving and security.

= Powerful data analysis features, including frequency distributions, custom dashboards,
summary statistics (median, IQR, kurtosis e.t.c.), pivot tables and integrated geo-maps.

= Hoji by default supports thousands of submissions per second, complex validation and
calculations, longitudinal data, sampling frames, 2-way syncing, encryption e.t.c.

= Ability to gather Household GIS data and guard against outlier entries

Questionnaires were developed in English but administered in the various local languages by research assistants drawn from the local

communities.



http://www.hoji.co.ke/
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= Elimination the processes of data entry and data cleaning as these happen in real

time.

= An opportunity for real-time access to data and remote support to research assistants.

ACF recruited 16 enumerators (9 male and 7 female), and 6 supervisors (5 male and 1
female) on account of their knowledge of the area and prior experience working with the
organization. Data enumerators were trained on the data collection procedure, compliance
with ACF policies, standards and guidelines, adherence to data collection protocols and
procedures and data collection guidelines and ethics. Prior to the actual data collection, the
team of trained data enumerators were engaged in the pre-testing of the survey tool to
ascertain ease of use, the fluidity of the skip logic, and the appropriateness of the questions.
A feedback session was convened from which key concerns form the pre-test were addressed
and the tool edited to accommodate this feedback from pre-test. The entire process of training

and pre-testing took 3 days.

2.2.3. Sample size Determination
Beneficiaries were sampled using the multi-stage sampling design. The first stage of sampling

involved selection of villages (clusters) in the three livelihood zones i.e. Agro-pastoral (AP),
Pastoral (P) and mixed farmers (MX) spread out in all the sub-counties in West Pokot County;
these villages” constituted the sampling frame. The population statistics used for sampling of
the villages were from the National Census (2009) projections. Emergency Nutrition Assessment
(ENA) for Standardized Monitoring and Assessment of Relief and Transitions (SMART) version

9t July 2015 was used to randomly select the clusters.

The sample size calculation was based on the IYCF Survey calculator proposed by the step-
by-step IYCF Survey guide (Care 2010). Based on the guide, the sample size for each of the

eight IYCN core indicators was calculated and computed as shown in the table below:

Estimat Precisi Design Sample
. stimarte recision

Indicator effect Size
Timely Initiation of Breastfeeding (0 — 23.9 Months) 93 8% 1.5 55
Exclusive Breastfeeding (0 — 5.9 Months) 45 8% 1.5 60

7 The village is the smallest geographical unit for which population statistics are available.
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Timely Introduction to Complementary Feeding 48 8% 1.5 94

Minimum Dietary Diversity (6 — 23.9 Months) 19 8% 1.5 25

Based on the parameters above, the maximum sample size (among the 4 indicators) was then selected
among the indicator with the highest figure (Timely Introduction to Complementary Feeding) then
multiplied by 4 to yield a total sample size of children aged between O and 23 months. The
total sample size was then adjusted upward by a non-response rate of 2% for the final
sample size as of children aged between 0 and 23 months. As recommended by the step-by-
step guide by Care (2010), the sample size was multiplied by 4 since there were 4 age
categories for children 0-23 months (0 — 5,6 — 11,12 - 17 and 18 — 23.9).

West Pokot County total sample size was therefore 377. Considering an attrition of 2%, the
sample size increased to 385. The selection of households per cluster as proposed was based
on a review of previous KABP surveys that have used the MIYCN KABP tool (Homa-Bay, West
Pokot, Turkana etc.). Based upon previous surveys experience in the county, an average of 15
Households per Cluster was then randomly selected. With 15 Households per cluster

385/15=25.66 (estimated to 26) clusters giving an increased sample size target of 420.

2.2.4. Sample Distribution - Cluster and Household

Selection
The evaluation applied a stratified random sampling method. The various strata will took care

of the different demographic attributes within the population to be surveyed. These attributes
included; urban versus rural, age groups, gender, administrative boundaries, and/or
livelihood practices. As such, a stratified random sampling technique guaranteed inclusivity of
all demographic categories and subsequently increased the accuracy and legitimacy of

evaluation findings.

Specifically, a two-stage sampling design was used to select HHs with children & caregivers

of children <5years

Stage 1: Cluster sampling: 28 clusters (Villages) were randomly selected by assigning
livelihood zones and guided by Population projections based on the National Population
Census of 2009. Households within the 28 clusters with children <5 yrs constituted the sampling

frame, and the sampling unit was a Household with children 0-60 months, while the Child’s

(children’s) care-giver would be the respondent.
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Out of a comprehensive list of all the villages in West Pokot County, ineligible villages were
eliminated based on inaccessibility due to insecurity and based on the presence or absence
of intervention - leaving a total of 1,436 villages eligible for selection. These remaining groups
of villages were purposively distributed based on the type livelihood practices i.e., AP, P and
MX and to ensure representation across the sub-counties. A total of 28 villages were sampled

as listed in the table below;

Table 2: Sampled Villages

Sub Location Villages Livelihood Cluster
North Pokot 1. LOKITELAWOYAN P
2. MELLE P
3. AMALER P
4. KARAMERI P
5. AKURION P
6. LOMALAYA P
West Pokot 7. MONMON AP
8. KARENGER AP
9. KACHEPKOYOW AP
10. LOPETA MX
11. KAYEMIT MX
12. CHERELIO MX
13. KAPKECHA P
14. KATKUMWOK P
15. CHEPKONDOU P
South Pokot 16. AKAP /TAKAR AP
17. KIKAR AP
18. KODOSO AP
19. PURUKUT AP
20. PTRAITAGH AP
21. CHEPUNGON MX
22. SAMICH 'B' MX
23. KATULEI MX
Central Pokot 24. ONOCH AP
25. TEMOW AP
26. KOPOKONO AP
27. OoLWO P
28. KISAA P

Stage 2: A Simple Random Sample (SRS) of sample of 420 households to be surveyed with a
target of reaching 15HHs per cluster with children between the ages of 0-60months. The
sample size was proportionately distributed across the 28 villages based on the number of
households per village, based on an updated list of households to be obtained from the village

elder upon arrival at the village.

With regards to the procedure of identifying the specific households within the village, the

Research Assistants (RAs) and the supervisors were trained on how to calculate and apply the
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N factor the selection of the target households from longer list of potential respondent

households.

For purposes of this study, a household is a unit of people who share the same food pot daily
as opposed to people who share the same roof, and which has a child between the ages of
0-60months. The RAs were required to keep a call sheet where they recorded each and every
household they called on and whether the interview was successful or not and reasons for non-

successful interviews.
Other variant considerations made in the selection of households included;

a) Substitution criteria: The substitution process was to be followed only after
three unsuccessful call backs at a household. In which case the supervisor
ascertained that all the call-backs were unsuccessful. The supervisor then
took note of the reasons why the RA was not able to interview the selected
respondent. Inmediate next qualified household substitution was preferred

for this survey.

b) Exclusion of Households from the survey: Several reasons disqualified
certain listed households from being selected to participate in the survey;

These reasons included;

= Absence of a child between the ages of 0-60 months
"  Lack of a qualified respondent in a household

=  Abandoned household

2.2.5. Organization of the Evaluation Teams

The Consultants developed a detailed activity implementation plan in consultation with ACF,
and with the input and endorsement of the County Department of Health during a CHMT

Meeting. Below are key indications on how the study was organized, and quality monitored;

a. Development of a movement plan: There were 6 field teams working 4 days
of field data collection for household interviews with one team covering an
extra cluster on the 5th day. In coordination with the ACF team, a movement

plan was developed to guide the data collection process. Teams were
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clustered based on the areas of coverage and a team leader (An Associate
Consultant) assigned to each team for oversight of the data collection process.
See annexes for Copy of Movement plan. Each enumerator administered an
average of 5 questionnaires per day. The Associate Consultants conducted Kills
and FGDs while backstopping field data collection. The team leader was in

charge of the general coordination of the assignment.

b. Periodic updates to ACF: The Consultants ensured periodic updates on the
progress of implementation of the assignment. Progress in data collection was

noted and shared to ACF in formally or informally.

c. Quality Assurance: The study adopted a tiered approach to Quality
Assurance involving the Team Leader (tier 1), the Admin Support (tier 2) and
Associate Consultants (tier 3). Quality assurance was facilitated by, and
integrated within, the evaluation design. The team leader however had the
overall responsibility for quality control including undertaking random self-
assessment of the quality of all data gathered — all the time watching out for;
usefulness to the evaluation questions, independence of the process, timeliness,
respect to stakeholders, credibility of the team of evaluators and the evaluation

process, transparency and adherence to ethical guidelines.

2.3. Limitations of Study

Attribution Vs Contribution: The evaluation could have benefitted from solid baseline
data or an approach that fully addressed the aspect of attribution. Considering the fact
that there was no baseline study conducted at the beginning of the project, nor was an
extensive document review conducted to establish benchmark performance figures for the
outcome indicators, the study design could not therefore focus on establishing direct
attribution. Instead the study focused on demonstrating the extent to which the project

may have contributed to the improvements of the nutrition indicators.
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This therefore means that the study fully measured the changes within the household level
and within the health systems, and the extent to which set project objectives have been
achieved, but was unable to comprehend the extent of change that would have occurred
without the intervention (due to external/contextual factors beyond the influence of the

project project).

Tracking of County Government Budget and Expenditure on Nutrition: While the
increment in government spending on nutrition was insinuated during Klls, the study was
unable to find evidence to demonstrate the extent to which there were changes in
allocation and spending due to challenges in accessing critical budget information that
tracks real government allocations and spending. However, the evaluation generated
some solid insights on system attributes that point to improved prioritization of nutrition

services.

Cost Effectiveness Analysis Versus Cost Benefit Analysis: In the absence of
comparative data from previous costing studies for Nutrition Services in similar
environments, it was challenging to accurately generate information on the cost
effectiveness of the project. However, the project certainly contributed to non-monetary
benefits to the healthcare system in West Pokot which are very well outlined in the
subsequent sections of this report. As to whether similar gains could have been achieved
with less investment, there would be need for an economic study that would; Determine
all project costs (both direct and indirect) , Calculate Monetary values for the benefits,

and Compare costs with alternative interventions.
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3.1. Quality of Project Design

a) Background checks and Feasibility tests: - The evaluation established that there was
sufficient knowledge of the context based on the history of ACF’s work in West Pokot, and
that the contextual knowledge was properly applied in the design of the proposed project
activities. In the design of the project, ACF relied on the depth of their understanding of
the operational context and were properly guided by well-established frameworks like
the HiNi or SUN. Put together, this understanding of the contextual challenges facing
populations affected by undernutrition, and the guidelines provided by national and
global operational the Framework, informed the choice of outcomes, activities and
performance indicators. Such proper application of contextual information is good

practice that should be sustained within ACF.

b) Validity and Quality of Intervention Logic (the Theory of Change): - There was
coherence through-out the elements of the design (goal, expected outcomes, and outputs),
and the causal linkages were well established. The potential for selected activities to
create the changes envisaged in outcomes was evident — of course to the extent that
internal mechanisms of implementation remained efficient, and external factors did
not change rapidly over the life of the program (as was the case). Based on opinions
of community level stakeholders interviewed (through Klls and FGDs) during the evaluation,
the proposed actions of the project reflected contextual realities and were in line with the

needs of the target populations.

That said, there remains an opportunity to better realign and restate some of the
indicators for avoidance of double reporting and for better output-outcome
association. In theory and in practice, indicators (at whatever level) should be
unidimensional and easily measurable, which means they should measure only a single
variable at a time. However, there are instances in the log frame where indicators (like
those of advocacy component) may have been structured in a way that is more difficult to
track. This may create challenges in tracking performance targets and has potential to

reduce the prominence of certain outputs. In the event of subsequent phases of the
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project, it would be advisable to have distinct indicators that separately describe the
direction of change — of course at the risk of having too many indicators, but with the

guarantee of gathering evidence effectively.

c) Implementation Approaches and Methods - The adoption of approaches that invest in
the health care system but which at the same time work to increase the knowledge and
uptake of nutrition services at the community level was certainly commendable. Even more
commendable was the extent to which the project integrated surge models with
development/livelihood responses. Building the productive capacity of the CHVs,
investing in health systems strengthening, and working with other government departments
and partners to improve access to livelihood options was a strategic, comprehensive, and
certainly well thought out combination of approaches which has contributed to the evident
changes as will be discussed in the subsequent sections. The project has great potential

for replication.

d) Sustainability and Exit Strategy — It is not exactly clear if the exit and sustainability
planning had been factored in the design. There were certainly references to it, but such
references were inferred rather than properly structured. Capacity development for
MOH teams, advocacy, supporting livelihoods options for CHV groups, and work with
local partners are just a few ideas that were incorporated into the design as a means
of ensuring the intended achievements of the program are sustained beyond the

implementation period.

e) Risk Management — The project design satisfactorily identifies risk factors and purposes
to track and report such factors. However, the project design could have integrated
more succinct description of risk scenarios and suggested appropriate
response/coping mechanisms. For instance, risks associated with political transition, or
conflict related emergencies causing massive movements in target population could better
be anticipated and mitigations suggested. Nonetheless, the internal(periodic) review
mechanisms within the project enabled the project to cope with these changes in the

operational context.
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3.2. Relevance

Relevance was assessed against alignment to local, national and international policies and
frameworks on nutrition programming, and against the extent to which the project was

responded to the needs of the target beneficiaries.

a) Congruence to relevant tools, policies, and global strategies; and to the principles
of Nutrition Programming in Emergency Environments: Nutrition program is guided
by various framework documents key amongst them being the National Nutrition Action
Plan (guided by the National Food and Nutrition Security Policy). These documents
provide pathways for the delivery of nutrition interventions and provide an
opportunity for actors to coordinate interventions. It is fair to say that the Nutrition
Action Plan is ambitious and the commitment towards its implementation is not met by
an equal commitment from the government to financing its implementation.
Nonetheless, the NTWG is strongly guided by these frameworks and plans, which are
predominantly supported by off-budget expenditure through development partners
like ACF.

That said, the project was well aligned, and substantively contributed to the following

national priorities/provisions of the National Nutrition Plan;

i.  Improve nutrition status of children under five with expected effect being the
reduction of stunting, wasting, anaemia, obesity, underweight and ultimately,
infant mortality.

ii. Improve access to quality curative nutrition services, with focus going towards
the strengthening capacity of institutions to provide nutrition services for
children and adults.

iii.  Improve knowledge, attitudes and practices on optimal nutrition

iv.  Strengthen the nutrition surveillance, and data management systems

v.  Strengthen coordination and partnerships among the key nutrition actors

Globally, the project was well guided by established practices in High Impact Nutrition
Interventions (HiNi), and therefore contributed to the overall sector agenda of

Protection, Promotion and Support of Healthy Maternal, Infant and Young Child
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Feeding. The specific High Impact Nutrition Interventions supported by the project

included;

= Exclusive breastfeeding,

= Complementary feeding

®*  Hand washing

=  |ron folate supplementation during pregnancy

=  Vitamin A Supplementation for children 6-59 months

= Deworming for children 12-59 months

= Multiple micronutrient supplementation

= Salt iodization

= Zinc supplements for management of diarrhoea

"  Food fortification of local staples

= Prevention and treatment of malnutrition (moderate and severe acute
forms)

Finally, the Scaling Up Movement and the Nutrition Information Technical Working
group both share the vision of; a world free from malnutrition in all its forms. Led by
governments, supported by organizations and individuals — collective action ensures every child,
adolescent, mother and family can realize their right to food and nutrition, reach their full
potential and shape sustainable and prosperous societies.

In particular, ASCENT contributed towards;

= prioritising and institutionalising effective actions within the county department
of health that contribute to good nutrition;
=  implementing effective actions aligned with common results frameworks; and
effectively influencing increments in financial resources for nutrition.
ASCENT also contributes to SDG number 2 (Zero Hunger) and 3 (Good Health and
Wellbeing).

b) Relevance to local needs: Having looked at the CIDPs (current and past), and
reviewed the gaps identified by the County Health Situation Reports, along with the
provisions of the National Health Policy and the Sector Strategic Plan, it is our informed
opinion that the project, particularly the implementation approach (systems
strengthening) and the stated outcomes were (and still) remain highly relevant. The

project was aligned to the local, national, regional and international commitments on
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access to quality health services. The project has demonstrated a practical approach
to increasing the reach of services to poor rural communities who are otherwise
inaccessible through traditional programming. Building individual capacities of
Community Health Volunteers lifts them to levels where they become visible and active
drivers of the uptake of nutrition services and advocates of transformation in
community attitudes and practices on nutrition.

That said, with stunting rate still unacceptably high at (38%) and GAM rate at 11%,
this means that above all else, there remains a big role for the project to play in

expanding and sustaining the gains from the ASCENT project.

3.3. Efficiency

3.3.1. Delivery on Action Plans

A review of the various project progress reports indicate that project activities were very well
implemented in accordance with set objectives. Since this project was implemented as a
learning model, it is indeed commendable that the project design anticipated certain shocks
in the process of implementation, such as the occurrences of drought emergencies and the
need to adjust plans based on updates from Early Warning Systems such as Long rains/Short
Rains Assessments or Vegetable Cover Indexes (VCls). Periodic review meetings were held
internally by project staff, between the project staff and the sub-county MOH teams, and
between senior project staff and the Nutrition Information Technical Working Group. These
periodic meetings were opportunities to share emerging lessons or experiences from the

project, out of which shifts in strategies or adjustments in work plans would be considered.

3.3.2. Internal implementation Capacity
Seeing as the project presented a unique opportunity for ACF to exercise its capacity to

deliver on a county-wide health systems strengthening project, it was critical that the
organization invests in building both human resource capacity and internal processes/systems
to facilitate smooth implementation.

ACF certainly had the technical and administrative capacity to deliver on this project but
the same cannot be said of the local implementing partners. The two local implementing

partners could have benefitted from greater investment on their Institutional Development, as
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a way of bridging critical capacity gaps that led to notable challenges with compliance in
one of the partners (SIKOM). This equally raises a legitimate question over the process by
which the partners were identified, and whether ACF has Institutionalized mechanisms
for conducting due diligence to local partners prior to engagement. Notably, the project
worked with various county government departments (mainly the Department of Health), and

significantly invested in strengthening capacities of the department to deliver nutrition services.

That aside, the project worked well with other government departments such as Kenya forest
Research Institute and the Ministry of Agriculture, as well as other agencies such as Unicef to

complement required competencies or leverage on financial resources.

3.3.3. Results Management

ASCENT’s M&E system had certain strong aspects, and other aspects that would have required
improvement. The list below is a summary of the main pointers/attributes of the ASCENT’s

M&E System;

= Adequacy of the System: The M&E system for the project was not as elaborate as it
needed to be for a project of the magnitude of ASCENT, and for the duration of
implementation. Beyond the logical framework, which is very much an operational
document that defines performance indicators and prescribes the nature of data that
needs to be gathered, the project mainly relied on an internal/vertical reporting
structure that is only described on a brief narrative included within the project
document and actualised by an excel matrix. Activity-based monitoring was the
practice as it was seen to be less prone to inconsistencies considering progress data
would be summarized quarterly to capture changes in project indicators (and in
compliance to the donor’'s quarterly and annual reporting requirements). This
technically means that the existing M&E system is adequate for vertical reporting
but should purpose to grow towards more deliberate consumption of data that is

generated in the course of the project.

= M&E Capacities: There is a strong case for greater investment in M&E. The M&E
portfolio could greatly benefit from additional investment in staff and resources such
as data management systems, or periodic trainings and capacity development for
staff on M&E. An established M&E system will link programs team, with logistics and

accounts for ease of tracking, and to facilitate horizontal utilization of data. As it is,




DRAFT REPORT — ASCENT PROJECT EVALUATION

the project relied very much on DHIS 2 (of which it has nominal control) and other
surveys, as sources of critical outcome level data. Based on the nature and magnitude
of data that ASCENT had to track especially at outcome level, there is a clear business
case for better investment in a Mobile/Web-based M&E system and for additional

field-based M&E staff - should the project wish to continue.

Another critical perspective of M&E capacities is from the lenses of the implementing
partners. It is not clear if the project conducted a diagnostic/assessment of their micro
level M&E systems, identified gaps, and suggested means of improvement. This could

be a useful consideration for future interventions of a similar nature.

= Responsiveness of the System: There were instances where quarterly plans were
made informed by the data, or changes in the operational context, but the
administrative systems (in their very nature) were slow to adequately adjust to such
rapid changes. This infers that internal systems like those of procurement and logistics
were not nimble enough to be responsive to these contextual changes. However, in
order to even begin the discussion on whether the M&E system is able to accommodate
shocks and adijust to the need to gather/track large amounts of data - as may be the
case during response to incidences of emergency, ACF needs to develop and institute
clear project specific Performance Monitoring Plans. A Performance Monitoring Plan
is a practical tool to guide and provide detailed descriptions to field teams on the
exact nature of data to be collected, the frequency with which such data should be
collected, how it is to be collected (tools), how it is to be analysed and utilized,
and would help institute Data Quality Audit (DQA) processes with the M&E

system.
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3.4. Effectiveness

3.4.1. Demographic Characteristics of Respondents

a) Distribution of Respondents: The respondents were drawn from villages sampled across
the four sub-counties of West-Pokot, and a complete list is annexed to this report. As
depicted by the graph below, the bulk (98.8%) of the respondents were from the rural

villages while only 1.2% were from environments perceived as (perijurban.

Urban I— 5(1.18%)

Rural 417(98.82%)

IDF |—-3.;c-°.»e-,

Other (Specify) —0(0%)
0 50 100 150 200 250 300 350 400 450

Graph 1: Settlement type (n=422)

Further, the map below shows the exact locations of the villages covered by the study
within each subcounty. The geographical impression has been generated by GIS codes
of the respondent households as picked up by data collection devices. On a closer look
at the interactive version of the map below, one will notice a few outlier households, which
is explained by the fact that there were select instances of delays in uploading of location
data - due to unreliability of internet connectivity, and the arguable accuracy of mobile
phone devices in mapping geolocations. As is evident, these incidences were nominal and
had little bearing on the quality of data gathered from the households, nor that of the

overall data collection process.
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EVALUATION CLUSTERS | DISTRIBUTION OF RESPONDENTS
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b)

Gender of Head of Household: As visualised in the graph below, the majority of
respondents (97%) identified an Adult Male as the head of household, while 3% referred
to an Adult Female as the head of household. On the other hand, it might be useful to
note that the survey recorded incidences of child headed households of just about 0.4%
, which points to the presence of a strong social support system for children without

parents. There were no significant differences in patterns across the different sub-counties.

Graph 2: Gender Head of Households (n=422)

§ Male
@ Female

291 (97%)

Age of Respondents: The bulk of the respondents interviewed were between the ages
of 21 and 30 years making up a total of 45.0%%. Those above 50 years made up a
total of 7.4% and those under twenty accounted for about 5.2% of the respondents. We
noted that this was due to instances where we had young/adolescent mothers — which is
not an unusual occurrence in this community. The graph below shows the breakdown of

respondents aggregated by age cohorts.
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Graph 3: Age of Respondents (n=422)

Below 20

2130 190(45.02%)
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d) Marital Status of Respondents: Most respondents (94.1%) were married and living
with their spouses, 3.1% were widowed, while 1.4% were single (never married).

These patterns are usual for the context and present no unique attribute worth nothing.

Graph 4: Respondent Marital status (n=422)
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Single (never married) f—6(1.42%)
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e) Levels of Education: The level of education is a critical factor in the uptake of essential
services. There is indeed a large body of evidence that points to the fact that more
educated populations report better health seeking behaviours, have a better
understanding of their rights and responsibilities, have better capacity to sustain
decent livelihoods, and contribute more meaningfully to development processes.
Considering only 15.2% of the respondents reported having attained education
beyond secondary school, it can be concluded that the target population is

predominantly without adequate education/is undereducated.

Graph 5: Respondent levels of Education (n=422)

No formal
Education
Primary 223(52.84%)
Secondary 46(10.9%)
Tertiary -— 17{4.03%)
|
a0 20 40 a0 80 100 120 140 160 180 200 220 240

f) Disability: A total of 13.5% households reported having members living with mental
or physical disabilities. In the Context of SDGs’ principle of “Leaving no one Behind
by 2030” or “Reaching Last Mile”, it is certain that 14% is a significant population
whose special health and nutrition must not be ignored. It would be interesting to see

what this might mean for ACFs nutrition agenda.
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Graph 6: Household Size - Average (n=990)
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3.42. OUTCOME 1 | To enhance decision making,
planning and resources allocation for nutrition at the community
and county levels through evidence-based advocacy and
communication

INDICATOR | % increase in the amount allocated to nutrition interventions as a % of total
county health budget: Target Value 5%

Nutrition has historically been a relatively low priority for country/county governments and
donor organizations and is often subsumed within larger health-related efforts. This problem
is exacerbated by the fact that existing investments, which are often multisectoral and involve
many different actors, have been poorly and sometimes inaccurately tracked — which makes
it impossible for the sector to manage what it cannot measure. It does not help that the Kenya
National Nutrition Action Plan does not include increment in Nutrition Financing as one of its

priorities.

Resulting from the advocacy efforts of the project, the evaluation established that the County
Government of West Pokot has made positive efforts towards allocating resources for
nutrition, mostly for service delivery, capacity building, and clinical nutrition services. As such,
there were reports that the county government has committed to dedicating a budget line
for nutrition within the health budget. Even though this commitment was reiterated by key

government officials during Klls, no evidence could be found in writing. This was to a
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large extent because key county planning documents such as the new CIDP and Annual Budget
Plan were yet to be finalized at the time of this study. That said, one of the major challenges
to be noted is the absence of a costed county nutrition implementation plan, which
therefore means that there’s a limited appreciation and prioritization of nutrition funding by
the county legislative arm particularly during budget allocation. The costed county nutrition

implementation Plan should be able to give direction on the following financing questions;

=  How much will it cost to scale up effective nutrition interventions across the county?

®  How much is already being spent on each intervention, and how much more is needed?

=  How much will different actors (county governments, donors, the private sector) each
need to contribute to achieve the county nutrition goals?

= How can innovative sources of finance be leveraged for nutrition2

® How can progress be measured and different parties held accountable for their
commitments, at the county or sub-county level?

= How can finite resources from diverse sources be coordinated and allocated efficiently
and equitably?

According to the County program-based budget for the years between 2014/14 to
2017/2018 the county has consistently included targets for nutrition within a broader service
line of Maternal Child Health and recognizes Nutrition as a Key Performance Indicator (As
indicated in the table below which is an extract from the CPBB and which outlines targets for
2016, 2017 and 2018). That said, the budget documents do not provide sufficient details on
the nature of investment on nutrition, nor does it capture appropriations in aid that support

delivery of nutrition services.

Table: Extract from CPBB outlining Nutrition sector budgets for 2016/17/18

Nutrition Percentage of underweight Reduce Reduce Reduce
services & children By 60% By 0% By 90%
Child weight

monitoring Percentage of mothers Increase Increase Increase

sensitized on good nutrition By 50% By 60% By 70%
and balanced diet

The combination of nutrition advocacy workshops, the health systems analysis, and
supporting the annual review of contingency plans and CIDPs was effective in influencing
government officials towards prioritizing nutrition. Evidence of this could be found in the

commitment to have the nutrition to have included as a budget line within the health
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budget. This is a critical milestone which is expected to guarantee increment in nutrition

financing.

However, following the gains made by this project, some additional actions that may be

considered in future could include;

= The county executive committee member for health needs (working with the budget
directorate and the County Nutrition Officer) to be more proactive in ensuring funding
for nutrition is prioritized during the allocation of budget funds.

®  The county should expedite the development and implementation of the costed
nutrition implementation plan.

= The county health planning team should formally institute a dedicated nutrition budget
line as well as increase awareness on nutrition budgeting during budget hearings.

®  The county needs to advocate for the full devolution of funds for nutrition commodities
in the same way that this has been done for other aspects of health care.

= The county needs to improve on transparency and availability of budget data in order
to allow for effective tracking of nutrition funding/ use of the Nutrition Budget Tracking

Tool.

3.4.3. OUTCOME 2 | To strengthen capacity of local
partners and health care staff to provide high impact nutrition
interventions (HiNi) with enhanced coverage.

INDICATOR | Proportion of health workers and CHVs who have the capacity to implement
quality nutrition interventions and are practicing at their respective posts of duty: Target Value
65%

Community Health programs can succeed if they are based on appropriate planning and

management; which includes having realistic terms of reference and expectations, short and
mid-term planning, regular supportive supervision, effective logistic support, linkage to the
health system for referral, and reliable estimation of resources required to make them work.
Development partners and decision-makers should therefore first make an assessment of the
health service gaps that can be addressed by CHVs, and the feasibility, costs and

sustainability of these services. Any capacity development interventions must therefore be part




DRAFT REPORT — ASCENT PROJECT EVALUATION

of a wider health system strengthening efforts and must not be perceived as stand-alone

programs.

In West Pokot the ASCENT project; provided On the Job Training (OJT) and mentorship to
health workers and Community Health Volunteers, conducted IMAM and MIYCN training
for health workers, and supported the delivery of HiNi services in 84 health facilities. In
addition, the project supported outreaches in hard to reach areas from which hard to reach
populations had an opportunity to access nutrition services, the project supported joint

supervision exercises, and monthly county and health coordination meetings.

One of the major achievements of this indicator is the extent to which the project innovatively
supported CHVs and Mother-2-Mother groups with the establishment of IGAs as a means

of motivating, and sustaining their interest in delivery of community level services.

The evaluation established that the support with livelihood options was indeed in indeed
effective in motivating the CHVs. Below is a series of graphs and charts that provide evidence

for the effectiveness of this approach;

Graph 7: Have you received any training from AHH or its partners or any of its partners?

8 (29.6%)

@ Yes
@& No

19 (70.4%)
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Graph 8: What were you trained on??

|
Leadership skilis 3(15.79%)
|

Marketing 4(21.05%)
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Farming methods
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Graph 9: What changes have yon realised on income for the housebold since enrolling in the project? (n=290)

Increased 120(41.38%)

22(7.59%)

—6(2.07%)

142(48.97%)
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However, the successes in this indicator equally came with their unique challenges — with the 2
main ones being;

Attrition of trained health workers: There were numerous instances of trained staff having
been moved from their facilities to other facilities within the county, but which are not directly
targeted by the project. In other instances, health workers moved to facilities out of the county
(beyond geographic coverage of the project) or were assigned roles in other government
departments. This challenge is legitimate, and one that is inevitable since human resource in its
very nature is nimble, which means there’s value in adopting an staff training approach with

this element in mind. The solution could be in supporting the county government to better align
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its Human Resources for Health policies or to better integrate OJT and CMEs within the existing

capacity development frameworks.

While there is need and an opportunity to better streamline transfers of health workers, and
even though it is clear that less structured transfers have potential to cause disruptions in the
flow of services, there was not enough evidence to conclude that these transfers significantly
affected the overall outcome of the project, but only led to minor interruptions for which

adjustments were made.

OJTs and CMEs: There was a general feeling amongst health workers that the guidelines for
the delivery of OJT should be simplified and that there should be better integration between
the OJTs and CMEs. They felt that the OJT guidelines are difficult to follow through and which
led to fewer health workers completing the OJT training plan. Also, the idea of a county
repository /registry of health workers with specific skills would be very timely. The presence
of such a database would guard against instances where a health worker gets trained twice

(for financial motivation) and may equally inform/guide transfer decisions.

Generally, the investment on improving the capacity of various health workers is a viable
contribution to the health system, and the practices adopted by this project such as the
intensified combination of OJTs, Workshops, and support supervisions should guide policy-
makers and program managers in establishing standards for capacity strengthening for health
workers. Other considerations that need to be made and which are best practices drawn from

ASCENT include the proven value in;

= Determining the appropriate and realistic scope of work that addresses the priority
health service gaps;

= Adapting ftraining contents to local needs, and using appropriate training
methodologies;

= Recruiting CHVs according to appropriate selection criteria, such as level of literacy,
gender, and local residence;

® Ensuring a sustainable continuum of capacity development for CHVs through initial
training followed by mentorship, OJTs, and regular supportive supervision;

= Aligning CHYV role with other health cadres to optimize an integrated healthcare team
approach at the front line of the health system, and ensure intersectoral coordination
and synergy with the wider health system;

= Developing the competencies of nurses, and other health professionals involved in the
integrated frontline healthcare team to supervise, support, and collaborate with CHVs;

" Motivating CHVs using non-financial and financial incentives (such as IGA support);
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= Establishing effective linkages with other health and livelihood services

The actions listed above constituted the hall-marks of ASCENT’s success in strengthening

capacities for frontline health workers.

The investment in Community Health Structures and the training of health workers led to
achievements in the levels of service provision mainly at the health centers and dispensaries
that anchor most of the nutrition services. The majority (78.4%) of the respondents indicated

that they seek basic health and nutrition services from Dispensaries.

Graph 10: Which is the nearest health facility for which you may access MCH and Nutrition Services? (n=422)
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On the question of what they think of the levels of service provision in the facilities they visit,
below is a series of graphs that visualize the thoughts of respondents on aspects of quality of
services. Given the absence of a baseline data on these variates, it would not be possible to
demonstrate the direction of change, but nonetheless, the graphs depict quite a positive picture on the
situation of basic services. These results are consistent with the type of outcome expected from the
investments made by the project such as training of health staff, frequent supportive supervision,

community sensitization, and county and sub-county level coordination meetings.
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a) Accessibility:

Graph 11: The cost of transport to the health facility is affordable (n=422)

308(72.99%)

Agree

Disagree 114(27.01%)

Dot know
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Graph 12: The fees paid at the facility are affordable (n=422)

[
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b) Community Perceptions on Level of Skill for health workers:

Graph 13: The health workers at the health facility are adequately skilled (n=422)
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¢) Medicines and Essential Commodities:

Graph 14: The health facility has all the medicines that the children require (n=421)
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Graph 15: The health facility has all the nutrition supplements that the children require (n=421)
|
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d) Services:
Graph 16: The facility provides all the basic child care services that you need (n=422)
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Excelient JEEETRRBFLS|

Good 338(80.09%)

Graph 17: How is the service you receive at the health facility? (n=422)
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Graph 18: How long did you wait to see the health worker? (n=422)

<20 mins
About 30 mins
About 45 mins A44(10.43%)

About 1 hour 70(16.59%)

About an hour and a

naif I 9{4.5%)

'||“

>2hours 14(3.32%)

L

20 40 i) a0 100 120 140 160

3.4.4. OUTCOME 3 | To enhance adoption of optimal
Maternal Infant and Young Child Nutrition (MIYCN) practices
through community-based approaches.

INDICATOR | Proportion of children 0-5 months who were exclusively breastfed: Target Value
50%

During the FGDs with beneficiaries and CHVs there was a clear qualitative indication that
women have mostly adopted good MIYCN practices. There was a general feeling that the
knowledge of breastfeeding in the community was very due to the information shared during

community dialogue sessions and through health workers (both nurses at the facilities, and the
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CHVs). According to the KAP study conducted in June 2017, only 35.7% of respondents had
knowledge of women receiving information on breastfeeding at the facility, while during this
end line survey, a total of 77.7% of those interviewed affirmatively responded to the question
on whether the health worker discusses breastfeeding with women. This change in knowledge
can directly be associated to a combination of health worker training, and intensification of
community education/sensitization on good breastfeeding practices such like, early initiation,
exclusive breastfeeding, continued breastfeeding for up to 2 years, and complimentary

feeding. The graph below is a further breakdown of responses.

Graph 19: Do the providers discuss breastfeeding with mothers? (n=422)

Yes 328(77.73%)
No 72(17.06%)
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The evaluation further asked the respondents the details of the discussions at the ANC and

responses were captured as indicated in the graph below;

Graph 20: What do health workers discuss abont breastfeeding? (n=327)
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Most notable in the above graph is the low frequency on the availability of breastfeeding
services at 23.9%, and the high frequency recorded for exclusive breastfeeding at 90.2%.
These frequencies are reflective of practices that are most practiced within the community.
When asked about the practice of early initiation to breastfeeding during the FGDs, it
emerged that there are indeed traditional norms such as ‘introducing the baby warm water
or honey to unlock the throat or stomach, within minutes of birth’. Such beliefs have an effect
on the uptake of ANC/PNC services, but it is worth noting that the project contributed to
significant achievements in improving knowledge, transforming attitudes and subsequently
influencing practices. However, changes in behavior are often very slow processes and 3 years
is barely enough time to achieve significant shifts in cultural whose practice transcend
generations. There is therefore the need to sustain interest in community education by
innovatively developing effective communication approaches, and addressing underlying

socio-cultural barriers.

Worth noting is the fact that the approaches adopted by the project in sensitizing communities
were well aligned to the preferences of sources of information within the community. According
to the graph below; community members identified Health workers at Facility to be their main
source of nutrition related information at 41% , followed by radio broadcasts (mostly from
the local FM station) at 28.9%, with the third main source being CHVs at 20.1%. The project
used a combination of these three main sources of information in passing key nutrition

sensitization messages.
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Graph 21: Main sonrce of health information (n=422)
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In general, the table below is summarizes the trends and achievements in breastfeeding

practices over the period of the project.

120

160

173(41%)

180

Table 2: Changes in Breastfeeding Practices

KAP Evaluation
. . KAP 2014 2017 (At the
Breastfeeding Practice (Before (duri d of
Project) "."“9 en .o
1
project) Project)
Early Initiation 89.5% 95.5% | 96.6%
Exclusive Breastfeeding 37.9% 39.9% | 48.1%
Continued Breastfeeding up to 1 yr 85.2% 83.0% | 86.4%
Continued Breastfeeding up to 2 years 65.7% 52.8% | 68.7%
Complimentary feeding - Introduction of solid, semi-solid or soft | 70.8% 89.8% | 88.3%
foods (6-8 months)

Based on the above summary, the proportion of children between 0-5months who were
exclusively breastfed was 48.1% against a target of 50%, and considering the target falls
well within the margin of error (of +/- 5) this outcome is one that should be considered
as achieved. It is equally not clear if the target was set based on a scientific calculation or
prescribed based on the desire to achieve a bare minimum standard — either, it is

commendable that the project achieved such an improvement within a 3-year period.
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Further, A total of 70.2% confirmed through retrospective inquiry on consumption of iron folate
in their last pregnancy registering an increment from 67.9% recorded in the KAP survey in
2017. The percentage of pregnant women who consumed IFAS in the recommended over 90
days increased from 6.9% in 2017 to 26.5% in 2018.

INDICATOR | Proportion of children 6-23 months accessing minimum acceptable diet: Target
Valve 25%
The Minimum Acceptable Diet (MAD) for children 6-23 months old, is one of eight core

indicators for assessing infant and young child feeding (IYCF) practices developed by the
WHO. These eight indicators were developed to provide simple, valid, and reliable metrics
for assessing the many aspects of IYCF that are of interest at the population level (WHO
2008). The other seven indicators are: early initiation of breastfeeding; exclusive
breastfeeding under 6 months; continued breastfeeding at 1 year; introduction of solid, semi-
solid, or soft foods; minimum dietary diversity; minimum meal frequency; and consumption of
iron-rich or iron-fortified foods. The MAD indicator is a composite indicator composed of the
Minimum Dietary Diversity (MDD) and Minimum Meal Frequency. This indicator is calculated
separately for breastfed and non-breastfed children and includes information on two
components: Minimum Dietary Diversity: Breastfed child consumed foods from 5 out of 8 of
the food groups during the previous day. Minimum meal frequency: Child receives solid, semi-
solid, or soft foods (but also includes milk for non-breastfed children) the minimum number of

fimes or more over the previous day.

Based on the lean design of the evaluation, it did not gather additional dietary recall data
that would go further than the findings of a KAP Survey conducted 12 months earlier, and a
SMART Survey finalized just 2 months ahead of the evaluation. It was the position of the study
team that there were no major significant shifts in the context to justify any sharp changes in
the findings from these recent studies, and therefore the data would remain relevant for the

evaluation.

This therefore infers that the data from these two recent surveys (in this case) has been used

to generate findings for this indicator.

That said, both the KAP survey and the SMART survey recorded significant improvements in
food security indices, largely due to favorable climatic factors (to a large extent) and due to

intensified community education on appropriate child and maternal feeding practices. For

example, the KAP survey noted that;
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“The proportion of children aged 6-8months that received solid, semi-solid or soft foods was
higher at 89.8% compared to the 2014 KAP survey at 70.8%, this could be indicative of
children receiving either breast milk or animal milk with certain solid foods in their diets. The
proportion of children with minimum dietary diversity (food from four or more food groups),
shows poor dietary diversity between the two age categories listed by WHO, namely; 6-11
(25.0%) months and ages above 23 months (36.9%). This is despite the minimum meal
frequency of at least 2 meals for 6-8months and 3 meals for 9-23 months old being high at
75.7% and 60.3% among breastfed children respectively. The poor dietary diversity scores
contribute to the poor minimum acceptable diet proportions computed at 17.6%, 29.5% and
16.3% for the ages 6-8 months, 9-23 months breastfed and 9-23months non-breastfed
respectively, perhaps this explains the very high stunting rates (44.9%) recorded in the West
Pokot SMART Survey Report. More efforts need to be put in place, the good news is that there
was a statistically significant increment in minimal acceptable diet and child dietary diversity
in 2017 compared to 2014 KAP survey respectively (minimum acceptable diet 6-8 months;
0.6;17.0+-8.2, 9-23 months; 8.7;19.5+-5.4 and child dietary diversity 14.3;24.5 +-5.1).”

Going by the above findings it can be concluded that the average proportion of children
accessing Minimum Acceptable Diet is at 21.1% slightly lower than the project target of
25%. Nonetheless, it would be useful to appreciate the role of the project in providing
necessary information to the communities through community dialogues, sports/cultural events,
radio programs, and by utilizing established community structures such as the Kokwos to
reinforce nutrition messages. Useful to underpin is the fact that changes in food security
indicators is often associated with numerous intersectoral factors (such as; attributed to poor
performance of rains over time, endemic human and livestock diseases, sub optimal food and
livestock production, high food prices in markets coupled with overreliance on market for
household food, limited sources of income, etc) and must not be only linked to solitary nutrition

interventions.

3.4.5. OUTCOME 4 | To enhance nutrition resilience
through capacity enhancement and partnerships.

INDICATOR | Proportion of house-hold with food consumption score >35 : Target Value 75%

The evaluation relied on the findings of the SMART survey (2018) to generate
data/conclusions of progress on this indicator. The extract from the SMART Survey below best
captures changes in this indicator. Nonetheless, we have added an additional comparison with
the KAP Survey of 2014 to help establish a baseline against which comparison can be made.

According to the SMART Survey;
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“Food consumption score (FCS) is a proxy indicator of household food security that combines
measurements of dietary diversity, the frequency with which different foods are consumed
and the relative nutritional importance of various food groups. The classification on FCS for
poor and borderline food consumption was at 2.8 % and 37.7% respectively as shown in
table 18. There was a general improvement in proportion of households at poor and
borderline FCS when compared to the same period 2017 where the score was 6.7% and 24.8

% respectively.

Table 3: Changes in Food Consumption Score

0-21 Poor food consumption - cereal and 2.8% 6.7%
sugar

21.5.35 Borderline food.consumpﬁon - Cereadl, 37.7% 24.8%
legumes, milk, oil, sugar
Good food consumption - cereal,

>35.5 legumes, milk, condiment, flesh meat, 63.5% 68.5%
vegetable, oil, sugar

The improvement in food in poor and borderline food consumption score is attributed to

improved food security; increased milk production and consumption and improved access to

foods in markets”.

3.5. Impact

IMPACT STATEMENT | To contribute to the reduction of
morbidity and mortality related to undernutrition amongst
boys and girls under five years and women of reproductive

age

in West Pokot County

INDICATORS | Prevalence of chronic malnutrition (height for age) among children under five
years: Target Value <40%

Malnutrition is the percentage of children under age 5 whose weight for age is more than two

standard deviations below the median for the international reference population ages 0-59

months. The data is based on the WHO's new child growth standards.
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In Kenya, drought conditions that are expected to persist info 2018 have left 3.4 million
people severely food insecure and an estimated 500,000 people without access to waters.
An estimated 482,882 children require treatment for acute malnutrition, including 104,614
who are suffering from severe acute malnutrition (SAM). Eighty-eight per cent of these children

are from 23 arid and semi-arid counties®.

According to the West Pokot SMART Survey (July 2018), the County faces food and nutrition
insecurity attributed to poor performance of rains over time, endemic human and livestock
diseases, sub optimal food and livestock production, high food prices in markets coupled with
overreliance on market for household food, limited sources of income. The undernutrition
situation has further been exacerbated by poor child care practices, unhygienic practices and
low access to basic services (health and safe water). The general trends of under nutrition over

time in West Pokot County are as shown in figure below;

Graph 22: Malnutrition trend among under-fives over time (Source: West Pokot SMART Survey, July 2018)
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The West Pokot Standardized Monitoring and Assessment in Relief and Transitions (SMART)

survey done in June 2018 revealed a slight decrease in stunting rate to 38.2% with those

8 National Drought Management Authority, 'Long Rains Assessment'’, July 2017
’ Ministry of Health, SMART nutrition surveys, July 2017
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underweight decreasing slightly to 39.9% from 40.6% registered in the previous year. The
survey also reported that the Global Acute Malnutrition (GAM) prevalence for the county was
at 11% compared with 20.4% in the same period during 2017, while Severe Acute

Malnutrition (SAM) had increased from 2.9% in 2016 to 3.2 % in 2017, it reduced to 0.9%

in 2018 indicating an improvement in the nutrition situation in the county.

Additional summarised pointers on the contribution of ASCENT to nutrition indicators include;

Nutritional status of children 6-59 months: The prevalence of acute malnutrition both GAM
and SAM based on survey result was at 11% and 0.9% respectively. The prevalence
remained at critical levels of WHO classification attributed to worsening food and nutrition

security situation due to poor performance of short and long rains.

Child Morbidity: Accelerated outreach services, increased number of health facilities in the
county and improvement in health seeking behavior have greatly contributed to reduced child
ailments and morbidity. Acute respiratory infection/ cough emerged as the most common
ailment among children 6-59 months at 51% followed by fever with chills like malaria at
34%, watery diarrhea at 14% and bloody diarrhea at 1%. Notably 54.5% of children with
watery diarrhea were supplemented with zinc o manage the condition. Additionally, 76.4%
of caregivers sought appropriate health assistance when their children were ill an
improvement from 58.1% in 2016. Poor health seeking behavior was attributed to long

distances to health facilities and high transport costs.

Child Immunization Supplementation and Deworming: There was slight increase in
immunization coverage for both OPV and measles. However, measles vaccination at 18 months
was extremely low owing to lack of awareness of caregivers on the second dose of measles
vaccination. In terms of supplementation, Vitamin A supplementation for children aged 6-11
months and 12-59 months was below the 80% target. Additionally, there was low enroliment
for Micronutrients Powders (MNPs) recorded at 78% and attributable to low awareness levels.
This explains the low MNPs coverage among children aged 6-23 months at 7.1%. Reference
to deworming, the percentage of children aged 12-59 months dewormed once was at 22.0%

while that of children dewormed twice as per the MoH requirements stood at 5.2%.
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Maternal Health Nutrition: Consumption of Iron and Folate Supplements (IFAS) among
pregnant women recorded a high of 93.1%. However only 6.9% took IFAS in the in the
recommended duration of time of over 90 days. Nutrition indicators as per the MUAC
indicated that 3.3% of all women were malnourished while 13.03% of women were at risk of
malnutrition. Among pregnant and lactating women, 3.6% were malnourished while 9.44%
were at risk of malnutrition. Poor maternal health nutrition was attributed to poor, household

food insecurity, birth spacing and heavy workload.

Water Sanitation and Hygiene (WASH): The mean water consumption per person/day was
recorded at 46.7 liters. Trekking for long distance - more than one hour - reduced from 16.1%
to 10.9% while queuing for long time - more than one hour - reduced from 32.1% to 6.5%.
Boiling and use of chemicals emerged as the main water treatment method used at 72% and
25% respectively while use of pot filters only 3.3%. Treatment of drinking water was on a
decline from 15.6% in 2016 to 11.1%. Hygiene practices were rated low with only 2.2% of
the population having washed their hand in all the 4 critical times. The Less than half of the
caregivers - 42.7% used soap and water to wash their hands while 38.2% used only water.

On the same breadth, open defecation reduced very slightly from 46.9% to a low of 46.8%.

Food Security and Livelihoods: West Pokot is classified as food insecure as is evidenced by
the GAM at 11%, majorly as a result of low milk availability and food stocks and high food
prices. The mean household dietary diversity score deteriorated to 6.9 from 7.5 recorded in
June 2016, again attributed to low milk production and consumption indicating a worsening
trend across the Pastoral and Agro Pastoral livelihood zones. Additionally, households

received less of cereals with the sale of a goats, a sign of poor terms of trade.

The Food Consumption Score (FCS) for poor and borderline food consumption was ranked at
lows of 6.7 % and 24.8% respectively and attributed to the high food prices and poor terms
of trade. The mean Women Dietary Diversity was recorded at 3.5 which is lower than normal,
5. Additionally, 53.9 percent of women consumed from less than five food groups with the
most consumed food by women constituting of starch at 73.3%, dark green leafy vegetable
at 66.8% and milk at 40.8%. There were indications of diminishing resources at the household

level evidenced by the increase of households without money to buy food from 42.7% to
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53.4%. In response, the coping strategies were employed by households with the most common
being; reliance on less preferred and less expensive food, limiting portion sizes and reducing
number of meals. Notably, 23.8 percent of households employed the most severe coping

strategy of restricting consumption of food by adults for young children to eat.

Lessons learnt

i.  Blanket Supplementary Feeding for all boys and girls under 5 years of age for
pastoral and agro pastorals is fundamental in reducing malnutrition in the county.

ii.  Accelerating vitamin A supplementation targeting 6-59 months and deworming of
children 12-59 months will enhance the reduction of acute malnutrition and disease
prevalence.

iii.  Utilization campaigns and demonstrations on how to prepare nutritious meals for
different cohorts is a suitable strategy for enhancing consumption of a balanced diet.

iv.  Promoting; production and consumption of diversified foods, fruit tree planting and
utilization, keeping of dairy goats in agro-pastoral and pastoral for milk consumption,
and kitchen gardening using different technologies at the household level is
fundamental towards reducing food insecurity in the county while enabling households
have access to balanced diets.

v.  Conducting Advocacy, Communication and Social Mobilization (ACSM) using various
channels of communication such as community dialogues, radio talk shows, market
advocacy, and peer support groups is imperative for realizing positive behavior
change towards optimal MIYCN.

vi. It is critical to promote and support appropriate breastfeeding and complementary
feeding practices at community level towards enhancing optimal MIYCN. Additionally,
multi-sectoral coordination and collaboration is important in developing and
promoting local recipes for complementary feeding at community level.

vii.  Accelerated integrated outreach services in pastoral and agro pastoral livelihood
zones increases access to MIYCN services by the community. Being a practical
platform, outreach services should be scaled up to increase coverage.

viii.  Strengthening information management systems will enhance the efficiency and

effectiveness of continuously capturing relevant information on health and nutrition.
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Xi.

Xii.

Building the capacity of health workers in the county is paramount in ensuring
dispensation of quality services.

There is value in addressing underlying gender inequalities, socio-economic and
cultural barriers that would deter equal and effective, engagement and benefit by
men and women from nutrition related interventions?

Maternal nutrition can be enhanced through diversified strategies such as; maternal
nufrition education leveraging on peer support groups and other community groups,
screening pregnant and breastfeeding mothers for acute malnutrition and making
appropriate referrals, managing and treating malnourished P&L mothers at the health
facilities, conducing ACSM, and linking mothers to economic empowerment programs.
Promoting good WASH practices greatly reduces susceptibility if mothers and their

children to the risk of ailments such as diarrhoea
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Overall
objectives

Specific
objective

3.6. ASCENT Performance Matrix

Performance Element

O1 = To contribute to the
reduction of morbidity and
mortality related to
undernutrition amongst boys
and girls under five years
and women of reproductive
age in West Pokot County

SO1- To enhance decision
making, planning and
resources allocation for
nutrition at the community
and county levels through
evidence based advocacy
and communication.

Baseline
Objectively Verifiable Indicators (KAP
(OVis) 2014/SMART
2015)
O1. Prevalence of chronic
malnutrition (height for age) among 0
children under five years: Target 44.9%
Valve <40%
O2. Prevalence of acute
malnutrition (weight for height)
- . 12.4%
among children under five years:
Target Value<15%
O3. Prevalence of malnutrition
(MUAC < 21cm) among women of 3.4
. (o]

reproductive age : Target Value
<5%

SO1. % increase in the amount

allocated to nutrition interventions

as a % of total county health

budget: Target Value 5% -

Mid-Term (SMART &KAP
2017/ EU Interim Report)

39.9%

20.4%

3.3%

0.7%

End-line (Evaluation + SMART
2018)

38%

11%

2.6%



Result
Areas

SO2- To strengthen
capacity of local partners
and health care staff to
provide high impact nutrition
interventions (HiNi) with
enhanced coverage.

SO3- To enhance adoption
of optimal Maternal Infant
and Young Child Nutrition
(MIYCN) practices through
community based
approaches.

SO4- To enhance nutrition
data management and
quality assurance for timely
and effective decision
making.

SO5- To enhance nutrition
resilience through capacity
enhancement and
partnerships.

R1- Increased funding
commitment to nutrition
through sustained evidence
based advocacy and
creation of enabling health
and nutrition policy
environment in West Pokot
County.

R2- At least 50% of target
populations adopt optimal
MIYCN practices through
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SO2. Proportion of health workers
and CHVs who have the capacity to
implement quality nutrition
interventions and are practicing at
their respective posts of duty :
Target Valve 65%

SO3. Proportion of children 6-23
months accessing minimum
acceptable diet :Target Value 25%

SO4. Proportion of action plans
developed and implemented from
surveys/assessment
recommendations : Target Value

80%

SOA5. Proportion of household with
food consumption score >35 :
Target Valve 75%

1.1 Nutrition activities are
integrated in CIDP, County Nutrition
Action Plan, County contingency
and response plan, County health
and nutrition annual operation plan

1.2 Budget line for nutrition
activities established

2.1 Proportion of infants initiated
to breast feeding within the first
hour of birth: Target Value 90%

12.6%

34%

89.5%

30%

17.6%

75%

68.5%

Nutrition activities
incorporated in county plans -
ACF participated in
development of CIDP 2018 -
2022

Kes 10 million allocated to
nutrition department for the
period 2017/18

95.5%

21%

63.5%

Nutrition activities incorporated in
county plans - ACF participated in
development of CIDP 2018 -
2022

Kes 10 million allocated to
nutrition department for the
period 2017 /18

96.6%
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social behavior change
strategies

R3- At least 70% of local
partner staff, county health
care workers and community
health volunteers (CHVs)
have the capacity to
implement quality nutrition
interventions.

R4- At least 60% of the
county staff have the
capacity fo independently
undertake quality assurance
and data management (this
includes nutrition surveys,
coverage assessments,
District Health Information
Systems (DHIS), routine
surveillance and operations
research)

R5- Nutrition resilience
capacity is enhanced among
70% of the stakeholders in
West Pokot County.

2.2 Proportion of children
breastfed to 2 years: Target Value
70%

2.3 Proportion of pregnant women
taking iron and folic acid
supplementation for more than 90
days: Target Value >30%

2.4 Proportion of pregnant and
lactating mothers who meet

minimum maternal dietary diversity.

Target Value 50%

3.1 Proportion of local partner
staff, county health workers and
CHVs with knowledge and skills for
implementing quality nutrition
interventions: Target value (70%)

4.1 Proportion of county staff
trained on nutrition surveys,
coverage assessments, HMIS and
are involved in quality assurance
and data management: Target

value (60%)

5.1 Proportion of stakeholders with
capacity on nutrition resilience:
target value (70%)

65.7%

21.8%

29.7%

52.8%

6.9%

46.1%

30%

40%

35%

68.7%

26.5%

61.6%
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Activities

R6. At least 60% of
targeted PLWs have
capacity on nutrition
resilience and are linked to
multi-sectoral nutrition
sensitive interventions for
improved nutrition outcomes

6.1 Proportion of direct target
population with nutrition resilience
capacity and are linked to nutrition
sensitive interventions: Target value

(60%)

Al.1 - Establish and sustain (Scaling Up Nutrition) SUN related
initiatives at the county level.(R1)

A1.2 - Support community engagement sessions and nutrition

advocacy workshops. (R1)

35% -

Allocation of Kes 10 million for
nutrition by county government

45 outreach sites elevated to
dispensaries

2 sport days
1 cultural event

2017 KABP and SMART surveys
dissemination radio shows

Participated in Agricultural show
and Trade Fair organized by
county government

Participated and supported two
annual nutrition campaigns
including malezi bora

4 community advocacy meeting

3 advocacy sessions held through
cultural events , youth sports and
radio sports
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A1.3 - Conduct health systems and bottleneck analysis for
evidence based planning and advocacy (R1)

A1.4 - Conduct annual review of contingency plans and County
Integrated Development Plan (CIDP)(R1)

A2.1 - Conduct sensitization and community dialogues on nutrition
targeting community leaders and key influencers. (R2)

A2.2 - Sustain community based peer support groups. (R2)

A2.3 - Support the MoH to develop and implement MIYCN Social
Behaviour Change and communication (SBC) strategy.(R2)

A2.4 - Conduct internal Baby Friendly Hospital and Community
Initiatives (BFHI and BFCI) assessments and accreditation.(R2)

Mass MUAC screenings done at
Orolwo, Lulwonoy, Ptirpach,
Chesoton, Monjorwa, Naminit,
Sakale, Msalaba, Kurkat and
Kaplelach.

Supported MoH in developing
CIDP 2018-2022

130 mother to mother support
groups, 82 youth
bungees/parliament and 70
reformed warrior groups and 10
men (KOKWQOs) groups
established

C4D message developed

Radio shows held on
breastfeeding, ANC/PNC and
WASH

Support of the launch of Malezi
bora

282 peer support groups
sustained

2 MoH staff ToTs trained

Health education on IFAS
provided in 11 secondary schools

County BFCI/BFHI committee
formed

Psigirio unit identified for
implementation of BFCI

42 health care workers sensitized
on BFHI
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155 mentorship sessions on HiNi
A3.1 - Support On the Job Training (OJT) and mentorship 0 . held and OJT provided for 221
targeting health care workers and community CHVs. (R3) CHWs and 132 CHVs

2 MIYCN Training

A3.2 - Conduct IMAM and MIYCN training targeting co applicants 0 . 2 IMAM Training

and health care workers. (R3) 1 IMAM S Traini
urge Training

Emergency response initiated at
supported health facilities, and
outreach sites.

117 health facility in-charges
trained on Logistics Management
A3.3 - Support County Ministry of Health (MoH) to deliver HiNi 0 Information System (LMIS)
services in 23 new health facilities. (R3) et s e (el
19 health facilities in-charges
meetings on HiNi technically and
financially supported across the

four sub counties
1 sensitization of CHCs

Bi-monthly outreaches done at
Kaporo and Kaisa in Pokot

central sub-county.
A3.4 - Support MoH in implementing integrated health and 0

nutrition outreaches in hard to reach areas. (R3) School health education
conducted in six mixed secondary

schools in Sekerr ward, Weiwei
ward and Lomut ward in Pokot
Central sub-county.

Participated in monthly CNTF and
A3.5 - Conduct quarterly joint support supervision exercises. (R3) 0 - CSG meetings
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A3.6 - Support monthly county nutrition and health coordination
meetings (R3)

A4.1 - Support National Drought Management Authority (NDMA)
and MoH to undertake Data Quality Audits (DQA) (R4)

A4.2 - Support county nutrition related surveys and assessments
(MIYCN KAP, integrated SMART, NCA, coverage surveys and Food
Security Assessments) (R4)

A4.3 - Support research on impact of specific HiNi interventions on
stunting(R4)

A5.1 - Linking beneficiaries of health and nutrition interventions
with existing nutrition sensitive actions(R5)

A5.2 - Capacity building of stakeholders on nutrition resilience (R5)

208 community dialogues held in
partnership with the MoH.

6 CNTF, 2 CSGs, 1 and 1
WESCOORD meeting supported

25 DQA sensitization to 25
(M12,F13) sub county and
county health management teams

12 MoH staff, 1 MoALF staff, 1
KMTC staff and 2 NDMA staff
engaged in SMART survey

40 mother to mother support
groups constituting 1000 women
linked to livelihood programs

IGAs initiated for 20 community
units

Revolving fund led to 1 additional
Ccu

35% of primary caregivers
trained

MtMGs and CUs linked to
livelihoods
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3.7. Gender Integration

Gender was a critical factor in the project, not just because of the natural role women play in
the household, but also because of the link between nutrition and gender. The project
recognized the role of gender in nutrition from the onset, and the design indicates that gender
was indeed a consideration. However, failure to mainstream gender in the results framework
meant that the M&E lacked gender-specific indicators that could be used to systematically
track progress. A Gender Analysis carried one year after the project commenced confirmed
critical gender assumptions at design, but there is no evidence that the design or the M&E

framework were accordingly updated.

Nevertheless, ASCENT project was grounded in a satisfactory understanding of gender
dynamics in West Pokot, and the evaluation can indeed confirm that project activities
attempted to tackle gender factors that impact on health and nutrition. The project supported
pregnant and lactating mothers through the MtM groups and CHVs to built their capacities in
healthcare and empower them economically through IGAs. It also provided vital health and
nutrition information that transcended ascribed gender roles, even targeting men as critical

stakeholders in health and nutrition.

Decision Making on Health and Nutrition

The survey indicated improvements in levels of women decision making on health and nutrition,
with more women taking the decision singly (34.1%) or jointly with their spouses (37%),
meaning that 71% of women participate in health and nutrition Decision making against a key
observation in the 2016 Gender Analysis that reported that decisions were predominantly
made by men. The chart below shows the growing voice of women in health and nutrition

decisions.
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Graph 23: Who in the household decides where to seek health and nutrition services?

119(28.2%)
144{24.12%)

(Consultatively) 158(37.44%)
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Access to money was given as the major reason for the decision on where to seek health
services (54%) — see chart below, implying improvements in women’s economic status in the
household and a corresponding growth in their involvement in other decisions, including when
to go out of the house, what kind of food to buy, and where to seek health and nutrition

services.

Graph 24: Main reason for deciding where to seek health and nutrition services

Access to money 230(54.5%})

Access to transport 55{13.03%})

Care for household

while away 84{19.91%)

Permission to leave

the house 14(3.32%)

Other reasons 29(9.24%)

0 20 40 60 B0 100 120 140 160 180 200 220

Economic Empowerment

West Pokot remains an overwhelmingly patriarchal society. Men remain the key decision
makers regarding use of key economic assets, including use of land and land resources.

However, a significant number of women (18% singly) and 27% (jointly with their men

240
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counterparts) are making decisions on the use of land and land resources, arguably the most

important economic resources in the county.

Graph 25: Decision makers regarding use of land and resources

Man 999(54.27%)

Both
Woman 2%
LB ZE) Frequency: 114
2]
Both 114(27.01%)
0 20 40 &0 a0 a0 120 140 160 180 200 220

Kitchen gardens and other IGAs were instrumental in supplementing household nutrition and
incomes, thereby enhancing the role of women in the household power structure. This has
complemented men’s responsibilities of feeding and providing for their families. Continuous
sensitization for the men on the importance of letting their women make choices on how to use

income from IGAs will ensure that women benefit equally from outcome of their own efforts.

Change of Attitudes and Behavior

The roles of men in the project, household and community in general are critical in achieving
and sustaining results. The project contributed to the changes in behavior of male household
heads in supporting their pregnant and lactating wives and children. Men increased
providence to their households by selling goats to provide money for purchasing food that
included a balanced diet. The money was also utilized as transport to the far-flung health
facilities for ANC and PNC services. The pie chart below indicates spousal support in

purchasing supplements at the household.
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Graph 26: Support of spouse in purchasing food that supplements nutrition at the household
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Furthermore, the project contributed to demystification of the socially defined roles by
encouraging and supporting men to become non-passive participants in their children’s health
and nutrition. The women in the FGDs were in consensus that their men were more supportive
in taking care of them during pregnancy and their children’s health and nutrition. Moreover,
the project influenced eating behavior, with women reporting that they could now eat
culturally taboo but nutritious foods, such as eggs and meat during pregnancy and lactation
periods. Other changes included shift to exclusive breastfeeding (EBF) for the first six months,

which is allowing women to practice natural family planning and spacing of children.

Another change resulting from the project was feeding of both male and female children
without discrimination in times of food scarcity as indicated in the figure below, a factor that
could contribute to reduced stunting of boys attributed to cultural practice of prioritizing girls

feeding to boys during times of food shortages.
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Graph 27: Priority of feeding children under the age of 5
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Improving Household Hygiene

Women reported having better sanitary facilities due to the awareness created on the
benefits of pit latrines in place of open defecation. Their men allocated funds for the purchase
of iron sheets and dug pit latrines for their households. While this could contribute towards
better hygiene for the households, and ultimately better health, there is need to address
cultural practices that, for instance, limit the use of toilets for certain groups, e.g., men not

sharing toilets with women and children.
Conclusion on Gender Integration

A comprehensive whole-of-family approach in MIYCN where fathers, mothers, boys and girls
take up various roles at the household level is fundamental to improving community health and
nutrition. The project has enhanced the roles of men and women and delivered gender-specific
outcomes in nutrition. However, gender objectives could be achieved more effectively if they
are defined unambiguously from the start and a path designed from the onset to implement

interventions and track progress.

373(93.02%)

325

350

325
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Recommendations Related to Gender Integration

Design: Future programming should mainstream gender from the onset, taking into account the
different gender roles, how activities impact men and women, boys and girls, and develop

indicators to enable systematic and periodic tracking of progress.

Involving Men: A more creative model of involving men in the such projects should be designed
to include gender champions, barazas and kwokwo. The model should include an accountable

framework of sharing success with peers.

Communication and messaging: Future programmes should include a gender strategy, which
should at least define the purpose, challenge traditional norms without creating resistance,
and communicate gender specific achievements that are integrated within overall progress in

areas such as child health, agricultural production and household incomes.

West Pokot County Gender Policy: The county government of West Pokot should develop a
gender policy containing a set of gender principles and a framework/guide to projects and
programmes. This policy should be context-specific to reflect the cultural/gender nuances of

the Pokot community, while also allowing interventions to challenge retrogressive practices.




CONCLUSION &

RECOMMENDATIONS .~



DRAFT REPORT — ASCENT PROJECT EVALUATION

On Relevance......

ACF continues to make significant contributions to strengthening the healthcare system
in West Pokot, and there is a general agreement that a lot of investment and technical
support is still required for the system to meet the desired threshold for self-sufficiency.
As such the relevance of ACFs continued investment on Health Systems should (going
forward) be informed by a Comprehensive Health Systems Assessment. The Assessment
will broaden the understanding of the exact situation of the health system, identify
gaps in each component of the system, consolidate actions of the various development
partners, and create an evidence base upon which to develop a County Consolidated
Health Systems Strengthening Plan. Within this very framework, ACF needs to
continuously interrogate the effectiveness of focusing on strengthening structures of
nutrition services as a sub-system (meso-system) of a larger health service delivery
macro-system, and how to strengthen interconnectedness with other departments of
that very health system. There is certainly an opportunity for ACF to propose a
consolidated, centrally managed pool of off-Budget resources with the purpose to

converge actions towards strengthening the Healthcare System.

On Efficiency....

The project design satisfactorily identifies risk factors and purposes to track and report
such factors. However, the design could have benefited from succinct description of
risk scenarios and suggested appropriate response /coping mechanisms. For instance,
risks associated with political transition, or conflict related emergencies causing
massive movements in target population could better be anticipated and mitigations
suggested. Nonetheless, the internal(periodic) review mechanisms within the project
enabled the project to cope with these changes in the operational context. This
equally raises a legitimate question over the process by which the partners were
identified, and whether ACF has Institutionalized mechanisms for conducting due
diligence to local partners prior to engagement. It further creates an opportunity
for ACF to integrate aspects of Organization Development for Local Implementing

Partners in order to improve compliance and quality delivery on project activities.
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Further, there is need to streamline logistical processes to effectively (re)align with any
changes in the project design/approach in order to uphold the relevance and integrity

of project review processes.

On Effectiveness & Impact....

The project has great potential for replication and upscaling. It made significant
investments to the County’s Health care system in ways that certainly contributed to
notable improvements in access and quality of nutrition services. In particular, the
project contributed immensely to the strengthening of Community Health Structures in
away that could serve as model to deliver grassroot focused services. The
establishment of IGAs as a means of motivating the CHVs stands out as best practice
that deserves to be documented. Lessons drawn from working with the targeted 20

units should certainly be applied to all the 58 Community Units in the County.

The blend of approaches that invest in the health care system but which at the same
time work to increase the knowledge and uptake of nutrition services at the community
level was certainly commendable. Even more commendable was the extent to which
the project integrated surge models with development/livelihood responses.
Building the productive capacity of the CHVs, investing in health systems strengthening,
and working with other government departments and partners to improve access fo
livelihood options was a strategic, comprehensive, and certainly well thought out
combination of approaches which has contributed to the evident changes as will be
discussed in the subsequent sections. Such a comprehensive mix of interventions should
be encouraged — based on the appreciation that the system has numerous components

that need to work together.
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On Sustainability....

Sustaining the gains of this project would require that the county government steps up
and makes true its commitment to prioritize nutrition. To achieve this, development
partners like ACF need to intensify their influencing agenda to get the county to
dedicate more resources (financial and human) towards nutrition services. At the same
time, the partners must purpose to strengthen the health system in a way that is
deliberate and coordinated — with clear time-based milestones. A County Health
Systems Strengthening Plan/Roadmap must therefore be developed and funding sort
for high impact investments into the holistic system, rather than in components of the
system. Within such a plan to strengthen the health system, it is expected that issues of
Human Resources will be addressed and policies will be created to safeguard against
arbitrary transfer of staff, harmonize allowances, address inadequacy and skewed

distribution, and integrate training/learning into the county health care system

Other recommendations....

There is often value which can be drawn from incorporating aspects of gender inclusion
all through the project. The critical question ask t is ‘How are the other target groups
within the population contributing to the support to the core target demographic.
Inclusion of Gender analysis as part of planning, and monitoring assessments has
potential to lead to better integrated programming in which gender and cultural

perspectives are anticipated and factored into planning
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List of Key Informants

—
.

Monmon Village Elder — Stephen Yuapamoi

Lopeta Village Elder — Daniel Limareng

Lopeta Health Facility in-charge

Monmon Health Facility in-charge — Victoria

Konyao Health Facility in-charge

Murkwijit Health Facility — In charge and CHW - Samuel Ogero and Evans Psinen
Nyangaita Health Facility in-charge

Tamugh Health Facility in-charge

0 © N o 0 K~ WN

Kerelwa Ortum Health Facility in-charge

o

. Paraywa Health Facility in-charge

—
—_—

. Ywalateke Health Facility in-charge

List incomplete

Focus Group Discussion

—
.

Murkwijit Mother to Mother Support Group
Poole Mother to Mother Support Group
Poole Community Health Volunteers
Konyao Mother to Mother Support Group
Konyao Community Health Volunteers
Kasei Mother to Mother Support Group
Kasei Community Health Volunteers

Alale Mother to Mother Support Group

0 © N o 0 xS

Alale Community Health Volunteers

o

.Korellach Mother to Mother Support Group

f—
—_

.Nyangaita Community Health Volunteers

12. Tamugh Community Health Volunteers

13. Kerelwa Ortum Community Health Volunteers
14. Paraywa Community Health Volunteers

15. Ywalateke Community Health Volunteers
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Movement Plan

Teams Timeline

Day 1 Day 2 Day 3
Team 1 Psigirio CU Konyao MtMsg Kasei CU
Murkujit MitMsg Konyao CU Kasei MtMsg
Team?2 Parywa CU Lelan CU Tamugh CU
Kaibos MtMsg Mwombos MtMsg
Kerelwa CU
Team 3 Poole CU
Poole MtMsg
Kanon CU

Alale MtMsg
Alale CU

Korellach MtMsg

Seker CU

Lomut MtMsg
Nyangaita CU
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