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Alongside a SLEAC survey in West Pokot, western 
Kenya led by ACF and MoH, this study conducted a 
participatory, qualitative assessment of self-identified 

barriers to access to the ACF/MoH CMAM project. The 
assessment focused on one sub-location in the central part of 
the county, around the administrative Centre of Sigor. The results 
of this analysis confirmed findings from the 2012 SQUEAC and 
2013 SLEAC analyses, and also added several layers of detail 
to this assessment. In particular, it is worth noticing how the 
communities place priority on the various barriers and discuss 
solutions that would enhance their access.

Barriers regarding sibling care featured highest in users' deci-
sion-making in relation to seeking treatment.  Following on from 
this, concern about contracting illness in the health facility plays 
a strong role in preventing families from going to the CMAM 
centre. The third most commonly mentioned barriers were re-
source related, particularly opportunity cost and user-fees. Re-
lated to this, concerns about loss of casual labour and the cost 
of dressing adequately played a big part in decision-making. To 
optimise project delivery, this report concludes that that the mis-
sion should consider a careful analysis of costs and income loss 
associated with CMAM services in order to minimise barriers for 
the users. In respect to the first and second barriers, the local as-
sessment suggests that initiatives to strengthen horizontal soli-
darity would render better results and lower barriers to access. 
Ongoing education is already taking place through ‘man2man’, 
‘woman2woman’ groups and the work by the community health 
workers (CHW).

Where the SQUEAC and SLEAC found “distance” of great impor-
tance, the Participatory Rural Appraisal (PRA) considered the term 
“too great distance” to be a combination of interrelated issues. Road 
infrastructure, river flooding, transport and unpredictable health 
service (pipeline breaks, waiting times and absent staff) were all 
subsumed into the family’s decision if a trip is “too great distance” to 
undertake. It appears from the visit that, while geographic distance is  
already part of the ACF / MoH strategy in so far as the programme 
is expanding into additional health delivery points across the coun-
ty, the mission could potentially support positive decision making 
by analysing and enhancing other factors that are associated with 
“distance”. Optimisation of user-led service delivery in the follow 
up outpatient setting would be beneficial. Secondly, there was a 

clear notion that alternative points for CMAM delivery (markets, 
churches, water points) should be considered to ease access.

Feedback from the interviews identified three main areas to 
focus on: (i) child / sibling care, (ii) optimising service delivery 
models and (iii) minimising the demand for resources from the 
user perspective. In order to advance, the much appreciated 
ACF/MoH services participatory exercise could be extended to 
feed into a better understanding of what needs the users have 
and how these can be accommodated within the health system 
to increase coverage. The suggestions outlined by this visit are 
not new to the ACF/MoH team. Nevertheless, extending rigorous 
PRA into the project monitoring and evaluation could accelerate 
the implementation of the existing strategy.

The CMAM services and ACF are highly accepted and appre-
ciated in the region. The villagers contributing to this analysis 
are prepared to help to improve the services. Ultimately it will be 
the ability of the ACF and MoH teams to shift decision-making 
regarding seeking treatment and prevention based not only on 
the individual needs of the child fallen ill with SAM, but also on 
the wider consideration of the collective needs of the household 
this child lives in. Only when the household members come to 
the conclusion that seeking treatment is balanced against other 
livelihood needs will coverage be raised significantly and, more 
importantly, sustainably in this community. To understand this 
fine balance, ACF could integrate participatory approaches fully 
into their M&E and all project cycles. 

Summary

Figure 1 (on cover) PRA women group 
prioritising barriers to CMAM projects

l Implement a detailed study of opportunity costs 
 and how to reduce them to a minimum.
l Integrate participatory methods into project cycles for 
 maximising CMAM delivery, optimised to the user needs.
l Address issues of sibling care and conflicting women’s 
 duties at every level of care delivery.
l Intensify communication through ‘man2man’, ‘woman
 2woman’ groups and CHWs, as well as elders and  
 traditional healers on the danger of SAM to the child  
 and the means of prevention. 
l Incentivise CHW work with new innovative schemes; 
 lifting their motivation is key in this project.
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Alongside a SLEAC survey led by ACF and MoH, this 
study conducted a participatory, qualitative assessment 
of self-identified barriers to access to the ACF/MoH 

CMAM project. The assessment focused on one sub-location in 
the central part of the county, around the administrative Centre 
of Sigor.

The preliminary analysis of the SLEAC survey highlighted the 
prevailing barriers: awareness, knowledge on early SAM signs, dis-
tance, defaulting. These already identified barriers were discussed 
in further detail with the users. We included in our sample both us-
ers of and defaulters from CMAM services. The main motive of this  
PRA driven part of the field visit was to illustrate the individ-
ual-level decision making process behind the quantitative  
information delivered by the SLEAC. It was apparent that, due 
to limited social, temporal and economic resources, caretakers 
and their households are forced to make decisions regarding 

treatment based not only on the individual needs of the child 
but also on the collective needs of household and its members’ 
livelihoods.

This paper will highlight our findings and provide a synopsis 
of the trip to be relayed to all stake holders we have encoun-
tered. It will also be used to inform on-going work in the Cover-
age Monitoring Network (CMN) project examining barriers to 
access and solutions to overcome them.

This analysis is not intended as a project evaluation or to as-
sess the performance of ACF staff, as this was not the task of 
the field visit. The findings and recommendations are based 
on the testimonies, observations and punctual verification of 
health records. The methodology builds on the triangulation of 
the PRA material and data with ACF staff to arrive at a balanced 
picture, nevertheless the findings here are qualitative not quan-
titative and must be treated as such.
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The region and the Programme context

Figure 2 Consultation nutrition Stabilisation 
Centre in the Central district Hospital in Sigor© all photos Samuel Hauenstein Swan
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Background SQUEAC & 
SLEAC Coverage Assessment

Coverage was estimated in 
the last ACF SQUEAC sur-
vey1 to be 33.5% (CI 24.0-

44.8).This is below the SPHERE 
benchmark of 50% for rural areas. 
These findings were calculated at 
a point in time when the main nu-
trition partner (Samaritan’s Purse 
International) was handing over to 
ACF as an MoH partner. 

The main barriers established in 
the SQUEAC 2012 survey are iden-
tified in Figure 3 above. The weak 
coverage was attributed to the size 
of Pokot county limiting access to various areas, normally due 
to heavy rains and in times of insecurity (cattle raiding, water 
access etc). Other factors included CMAM performance levels 
below those expected, in terms of pipeline breaks of RUTFs, 
“non-exiting” active case finding, follow up of high numbers of 
defaulters, lack of and ill-motivated CHW’s, non-existence of 
training, the roll out of the WHO CHANIS, as well as an absence 
of IMAM integration in existing outreach sites2.

The establishment of ACF in the area consequently built most 
of these recommendations into its strategy and project design. 
The extent to which the teams have overcome these barriers will 
be exposed in part in the result of the on-going SLEAC.

The survey teams called for caution when assuming dramatic 
changes from the first SQUEAC. Not only was the interval be-
tween the two surveys relatively short, the nutrition activities are 
fully integrated into the local structures and are as much a reflec-
tion of MoH performance as they are a comment on ACF project 
standards and innovation. Low immunisation rates, often used 
as a proxy indicator for the functioning or capacity of a public 
health system, make us question how far local services are able 
to cooperate and deliver high input programmes such as CMAM. 
Therefore, progress to improve and overcome barriers in this re-
gion must be measured in the medium to longer term. 

The primary analysis of the 
SLEAC points for some barriers 
persisting in Central Pokot, with a 
lack of awareness-raising for both 
in- and out-patients remaining at 
the top of the list. Defaulting and 
early identification of undernutri-
tion by users equally repeat the 
findings from the 2012 SQUEAC 
and as such confirm, rather than 
indicate, progress since.

These results also point to the 
known challenges in delivering 
MOH integrated services. While 

not explicit, some of the persisting barriers are linked to the 
mode of delivery through public infrastructure. In the discus-
sion with users, “distance” was associated not only with the 
physical distance between two points, but also with time, in-
security of travel and reliability of services as these are factors 
that are taken in to consideration by the user. The decision of 
whether or not to visit is further complicated by pipeline breaks 
in RUTF supply and absent staff (“no screening done” was in 
the top 10 in both ODP and SFP), which render long trips use-
less and costly. Time and opportunity cost came up frequently 
in our discussion. Finally, “distance” was also considered in re-
lation to the “road infrastructure” barrier identified in the PRA 
(below), which made certain journeys too long and insecure due 
to flooding, especially during the rainy season. In terms of cost 
and opportunity cost we came across many anecdotal but con-
sistent indications of “user fees3” (in some case at high rates) 
at every level of our investigation. There is little doubt that this 
is among the main reasons why defaulter rates are towards 
the higher end. From our exercise, this area deserves more 
programmatic thinking on how to progress project delivery to 
lower such barriers. The mission might consider evaluating the 
“opportunity cost” of treatment in order to formulate strategies 
to minimise overall cost to the users in the future.

6040

543210 6 7 8 543210 6 7 8 9 10 11 12

Distance

Previous Rejection

No time/too busy

No screening was done at the site

Site too far

Child not recognised  as malnourished

Defaulter

Carer not aware of Programme

Rumours of RUTF/RUSF stockouts
RUTF/RUSF causes diarrhoea
Carer cannot travel with more than one child
No screening was done at the site
Discharged not cured

Previous Rejection
Discharged cured
No time/too busy

Defaulted
Site too far

Child not recognised as malnourished
Carer not aware of Programme

Figure 3: ACF & MoH KenYA, 2012
ReASonS FoR non-AttendAnCe

1086420

Defaulter

Difficulty with child care

Program site too far

Lack of   Awareness about Malnutrition

Lack of Awareness about the Programme

12 14

1ACF & MoH Kenya, 2012, SQUEAC Investigation: West Pokot County 3“user fees” for the purpose of this study refers to any kind of Informal remuneration in cash/kind from the 
user to the health system staff, health workers asking for bribes and/or cost that where associated with using the CMAM / health services, including bed sheets, towels, baby 
cups, food supplements, “supplementary” treatment fees (injections, “additional” treatments and medicines) so for a user was asked to contribute in order to access the service.

Figure 5 Mother with SAM child (red top) and other siblings 
under her care

Figure 4: BARRIeRS IdentIFIed FoR otP And SFP CoveRAge In CentRAL PoKot  
(PRIMARILY AnALYSIS SLeAC 2013)
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Self-Assessed Barriers to Access

What became clear was that users and participants are 
positive about the work ACF is doing in the region and 
there is a sense that nutrition services are appreciated. 

At the same time it emerged that most, if not all, participants 
had not been very clear on the stages of treatment their chil-
dren undergo, or if and when they will be discharged. Com-
munication by the health staff to the mother appeared minimal, 
although friendly and respectful. It was my sense that more 
could be done to inform and involve the users in the treatment 
and prepare them for the outpatient stage and follow-up. This 
uncertainty was very much on the mind of the mothers, as more 
clarity would help them to negotiate and manage their home af-
fairs and care duties. Many of the women were clearly anxious 
for their other children left at home.

The other clear sense that emerged from this general discus-
sion was that the users’ circumstances are not always consid-
ered sufficiently in the planning and improvements of service 
delivery. Screening or weekly progress visit are at times over-
lapping or not optimally synchronised with other events (mar-
ket days, school calendars, religious diaries, other projects by 
governments, UN or other NGOs). Examples included waiting 
times, timing and distance of the services; all of which would 
mean that sometimes mothers had to give more than one day 
for each weekly visit to the Out-Patient Treatment (OPT). The 
mothers commented that their duties to their family and other 
siblings are of equal concerns. 

The above table summarises the responses of all women’s 
groups. These were self-prioritised using scoring by equal vot-
ing and pair-wise ranking. The y-axis gives a score 0 – 100 aver-
aged between the group outcomes

This research took place towards the end of the lean season. 
At this time of year there is some relief to hunger in the form 
of “green harvest” of corn. The discussion on barriers there-

fore must also been seen in relation to seasonality. With the help 
of ‘man2man’ groups, a seasonal calendar was established ana-
lysing four axes: climate patterns, agricultural, livestock welfare 
and human health4 (including nutrition). For each topic the group 
reflected on its implication on their work load, social implications 
and barriers. The idealised calendar below represents the “normal” 
annual cycle, however the health data are collected from “real” 
data the District Health Team in Sigor. 

The main time of seasonal deprivation and hunger beginning 
is in February and continues through to July and August when, 
with the arrival of first “green harvest”, households get some 
relief from the lean period. 

Child undernutrition (2011 and 2012) has shown two peaks, 
one in March-April and a less pronounced one in August. There 
is a correlation between reduced food access and the first peak 
(dwindling household stocks, reduced access to dairy due to 
migration, for the children remaining at home while men are 
migrating, and a much increased workload to prepare fields by 
mothers and women). The second peak is preceded by general 
hunger but also periods of heightened diarrhoeal incidents in 
the wet season. Both of the periods are marked by heightened 
workload for both women and men, with the March-April peak 
further complicated by separation of family units due to live-
stock migration.

Migration of livestock away from the villages also reduces the 
availability of milk for the children remaining with the women. 
From research elsewhere we do know that this can be a con-
tributing factor to undernutrition5.

general observations:

Figure 6: BARRIeRS to CMAM ACCeSS: CoMBIned 
PRA SCoReS (WoMen gRoUPS), PoKot KenYA JULY 2013

100806040200

Time of Treatment 32

Need for Cloth

35

35

Missing out on Casual Labour41

Wild Animals41

Farm Work42

Derelict Roads45

Resources Available48

Worries of Illness61

Siblings (at home & take along)72

Distance

Seasonal dimension of barriers

Figure 7 Seasonal calendar prepared 
during a ‘man2man’ group discussion

4Morbidity & nutrition trends were taken from ACF data collected by District Health Team. All other data was drawn by the group based on their experience of an average year.
5“http://sites.tufts.edu/feinstein/program/milk-matters
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Self-Assessed Barriers to Access

The demand on the labour force is a reason why barriers are 
more pronounced during the lean season. As a result, CMAM 
programmes experience high defaulter rates in March and then 
again in the period when the harvest directs parental labour 
demand away from the household and health-seeking behav-
iour. Harvest is not limited to domestic harvest but also opens 
opportunities for casual labour on the fields of better-off farm-
ers. Poorer individuals have often no option other than taking 
up such work even where it compromises their own household 
priorities: care, tending their own farms and seeking treatment 
and follow up of children in the CMAM programme.

As a solution to this, the male group suggests more inten-
sified outreach activities during these months and support 
households of ill children to find treatment close by. 

The mothers are clearly of the opinion that they have an 
equal responsibility to each child. Even if they saw the 
need to give a single child more attention, the balancing 

act would constrain access to the nutrition programme. Relying 
on neighbours or family members is not always easy and comes 
at considerable (social and economic) costs. Many of the mothers 
have married into the village, moving away from their close rela-
tives and the support networks they provide. This is particularly 
pronounced in the case of young mothers who often have few 
close contacts within the village that could be relied upon in case 
of prolonged absence from their children. The issue also arose in 

cases where the mother is breastfeeding a younger sibling and 
is forced either to carry them with her or to leave them in some-
one else’s care, cutting exclusive breastfeeding early. Carrying a 
second child to and from the services is a substantial burden as 
distances are considerable. It also means that the malnourished 
child, who is likely to be in a weakened state, must be helped 
along the journey. Cases of multiple illnesses within the family 
increased issues of access for the care takers. 

In some cases women reported asking their men to accompany 
them. However this was not always an option (either as men are 
absent, unwilling, or too busy). The discussion around the role of 
both genders was in no way biased against the “unwilling men”, 
but included the proudness of the woman to lead on the care side. 

This topic proved to be particularly evocative in one of 
the discussions we conducted. Two key concerns were 
highlighted. Firstly, health centres and hospitals are, in 

their view, associated with disease and getting ill. Secondly, in 
cases where the referral hospital is located at the foot of the 
hills where the vegetation changes from dry plains to more fer-
tile slopes, concerns arise regarding parasites and mosquitos 
spreading diseases. Whether or not these concerns were sup-
ported by evidence of hospital infection was not clear, however 
the carers undoubtedly felt strongly about it. Malaria and water-
borne diseases are clearly very seasonal and in a concentrated 
population maybe contracted more easily from host to host.

Siblings

Figure 8 ‘Man2man’ group on seasonal access constraints to 
CMAM programmes

Figure 9 Child laying sick in the compound

worries of illnesses
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Self-Assessed Barriers to Access

resource availability

Opportunity cost and user fees are high on the users mind, 
as every incident of seeking medical advice comes at 
high cost to the families.

While all health services are fee-free at the point of delivery, 
there was some indication that certain treatments do demand 
payments of some sort. Informal remuneration to health staff, 
towels, cups, “supplementary” treatment fees (injections, “addi-
tional” treatments and medicines), accommodation reimburse-
ments, administration fees, “gifts” in exchange for examination 
and more were mentioned by users, and were also acknowl-
edged by ACF and MoH contacts. Nutrition products (RUFTs, 
f75 and f100) seem to be given out without charges. 

Beyond the (alleged) costs of treatment, each visit was as-
sociated with opportunity costs such as transport, meals, ac-
commodation (where the visit implies overnight stays), as well 
as the cost of arranging childcare in the parent’s absence. As 
most households receive income from off-farm sources, the ab-
sence from the village implicates a loss of cash labour which 
must be added to the overall opportunity cost for seeking treat-
ment. This is most acute in the case of prolonged in-patient 

treatment, but can also be considerable in the case of recurrent 
follow-ups. The exact magnitude of these costs would need to 
be established in a more detailed investigation; however they 
are reported to be in the region of the market value of one goat 
or sheep. This can be significantly larger in the case of hos-
pitalisation or where distance demands mechanised transport 
and higher costs for accommodation and food. 

An additional cost arises from children needing clothing to 
be able to visit public places like a health post. This is not only 
where families have only the bare minimum of clothing for their 
children’s pants and some sort of top, but also as mothers have 
the legitimate pride to look good. In terms of access, this trans-
lates in additional cost for the family.

The groups did not appear indignant at the fact that fee pay-
ments take place. Instead their main complaint was that they do 
not have livestock or other assets which could be traded in or-
der to enable them to cover arising costs. In any case, episodes 
of malnutrition and health incidents are, by implication, associ-
ated with asset loss and reduced wealth. It was reported that 
in some cases economic costs are blocking access completely.

Figure 10 Mother and child admitted to stabilisation 
centre purchasing baby sippy cup for therapeutic milk 
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Self-Assessed Barriers to Access

Much of the region’s infrastructure, including secondary 
schools, training opportunities, health, social and rural 
services are concentrated along a strip between the foot 

hills and the plains. The communities in the plains as well as their 
counterparts in the hills both have to access this narrow band. 
Along this stretch of villages motor cycle taxis, jeeps and mini-
buses are abundant. 

On the distributor roads, transport is infrequent and often only 
available on market days or other important events. Many be-
come impassable during the rains. While there are some signs 
of road maintenance (mostly due to elections in the recent past), 
much of the distributor roads are in various stages of disrepair, 
with few refurbishments at river fords. The repair of the road net-
work raised various concerns about accessing health facilities. 
Transport ways are not only very limited along the distributor 
network, but also more costly. The more isolated villages must 
organise their own solutions (hire or lend cars) in cases of emer-
gency. This often occurs at great expense. 

There are generally no bridges built over waterways, making 
crossing the rivers or ‘wadis’ very difficult. The crossing takes 
place at a shallow ford where a river or stream may be crossed 

by wading or in a vehicle, but crossing can quickly become haz-
ardous or impassable when rivers swell. Floods in the plains are 
not easily predictable as these are often the result of rains in the 
hills and mountains that are not experienced in the flat lands. The 
focus groups referred repeatedly to floods, rivers and unreliable 
roads as significant barriers to attempts to bring their children to 
screenings and follow-ups. This barrier is clearly very seasonal 
but it should not be underestimated. The fear of rivers swelling 
is not unjustified: only months before our visit, river floods had 
devastated thousands of homes, crops and claimed several lives 
in the region of Sigor6. Later in the week we interviewed the fa-
ther of four children (two in the CMAM project) who has lost his 
spouse to a swelling river. 

Even when there is no rain, the appearance of clouds in the 
distant mountains might be sufficient reason for a household to 
decide against a lengthy journey to the health centre. This is not 
only due to the fear of getting into trouble, but also the possibil-
ity of getting caught on the wrong side of a river. Delays can be 
costly when a woman is forced to prolong a journey, seek shelter 
in unfamiliar villages, purchase food, and is unable to return to 
her home duties.

Figure 11 Main Road to Sigor

road infrastructure

6The Star, 5th May 2013, Six killed, thousands left homeless in Sigor floods, 
http://www.the-star.co.ke/news/article-119586/six-killed-thousands-left-homeless-sigor-floods#sthash.lg59k09i.dpuf

Figure 12 Unprotected river crossing



9

Self-Assessed Solutions to Access
Figure 13 CHW visit father and his children (one SAM) the 
mother of the children lost her life attempting to cross a river.

The progressive analysis of the barriers to CMAM access 
(above) were sorted into three broader ‘clusters’: (i) re-
source, (ii) service and (iii) child care related barriers. This 

was done in order to broaden the spectrum of the discussion and 
capture a wide range of suggestions, without restricting it to one 
particular issue.

The table below illustrates these clusters and their related bar-
riers as identified by the group. In the field this cluster exercise 
was done using illustrations, with identified barriers grouped in-
side circles representing the clusters. This was done to ensure 
that all participants shared this stage of the categorisation and 
were able to participate in the follow-on discussion.

women Perspective First

Given that female carers represent the vast majority of 
CMAM users, the analysis on solutions started with their 
perspective in mind. In an initial step, the study collected 

the female perspective on these clusters. Subsequently the 5 
outcomes from the women’s group discussions were presented 
to male groups in order to seek their perspective and additional 
comments. In the next section we discuss first the findings from 
the women’s perspective, followed by the male perspective along 
their additions for improving access related to each of the clus-
ters.

‘What are your suggestions to overcome the barriers as iden-
tified by you and clustered in the three broader clusters?’ The 
focus groups then discussed each cluster and proposed inter-
ventions and innovations to overcome these barriers to access to 
the CMAM project in their area. The participants in this exercise 

treatMent tiMe related

l Cooking facilities
l drinking and washing 
 water availability
l Shelter
l More staff/swift 
 processing of children
l Stock management

diStanCe/travel related

l Subsidised transport
l Increasing points of 
 delivery (health centres)
l Alternative (church, 
 schools, water points,   
 point of delivery markets)
l Upgrade road network

PoSSIBLe InteRventIonS / ACtIvItIeS:

  

taBle 1 » Clusters and their related barriers

CluSterS SiBlingS worry oF availaBility  dereliCt workload wild MiSSing out need For diStanCe waiting
 Care illneSS oF reSourCeS roadS on FarM aniMalS on CaSual ClotHing  & treatMent
   For treatMent    laBour   tiMeS 

  

Resource related barriers   *  *  * * 

Service related barriers    *  *   * * 
Child/sibling related barriers * * 

were encouraged not to limit themselves to interventions com-
mon to the area by government or NGOs, but instead to propose 
whatever they think is most appropriate to remove the barriers 
and facilitate access.
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Self-Assessed Solutions to Access

The search for solutions centred on options for horizontal 
solidarity, as well as education of elders and spouses to 
enable mothers to bring their child to the health services 

more freely.
One of the solutions discussed by the mothers involved joint 

resources and the means of building them up. For example, one 
option would be public works, through Cash for Work (CFW) 
which could build specific saving objectives into its design to 
enable the community to support those that need assistance by 
covering the cost of treatment including opportunity costs. As 
the West Pokot communities have a clear preference towards 
raising cows and bulls, cashing in an animal of this value in 
times of need is impractical and not likely to be accepted by 
the head of the family. The mothers thought that by promot-
ing animals with lower market value (goats, sheep, ducks, geese 
or chickens) would empower them to raise the necessary cash 
to cover the opportunity cost. The women’s focus groups com-
mented that most treatment and opportunity cost could be cov-
ered using sales of such small animals (or their eggs and milk). 
Covering costs of treatment was seen as women's responsibility.

On the other hand, women felt that not enough is done to 
inform them, and also the elders, leaders and men, about the 
dangers associated with malnutrition and illness, particularly 
about the early signs of undernutrition. If there was informa-
tion available about the point at which the child suffering from  
undernutrition must be checked and the reasons for this, it 
would be valuable information in their discussion as a family 
to attempt bringing their children to the CMAM projects. This 
point is of greater importance not only from the user perspec-
tive but also from the MoH perspective, as early detection is 
key to reducing the length of treatment and hence the cost of 
CMAM. 

Other income generating activities, such as artisan skills 
(weaving, matt making etc.) were mentioned as further options 
to enable women to raise their own cash. However, start-up 
costs, access to raw material and lack of marketing options 
provide difficulties. NGOs could, through Income Generating 
Activities (IGA) interventions, facilitate access to raw products, 
marketing and establishment of accounting mechanisms to 
help to facilitate lowering resource barriers.

Solutions for the resource related cluster

Figure 14 Basket weaving
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Self-Assessed Solutions to Access

Solutions for the service related cluster

Distance has featured heavily in our 
analysis as well as in the SQUEAC 
and SLEAC analyses. The user dis-

cussions brought forward solutions on:
1) Waiting and service delivery
2) Travel (“distance”).
These topics are closely related in their 

minds, as they see distance not just as a 
measurement of length but a combination 
of length, time, cost and unpredictability 
(see further up barriers).

Time invested or wasted for treatment is a concern to the us-
ers, especially with follow up visits later in the treatment. The time 
to walk or travel (4-5 hours is not uncommon) to the distribution 
point often means that women and their children arrive exhaust-
ed. Many clinics are not setup for this; few have drinking water 
available, there is often no shelter (from rain or sun) nor places that 
would allow the mothers to cook. The women expressed a desire 
for a basic infrastructure which would allow them to drink, prepare 
a meal and seek shelter. Otherwise, they are forced to search in the 
local village or simply go without provision.

The next solution pertains to the work-
ing hours of the clinics. Long processing 
times force users to stay overnight be-
fore returning home the following day; 
this adds additional opportunity cost and 
is a factor in defaulting. There appears to 
be a practice in which clinics open only 
once all the women have gathered. The 
various stages of registration, measuring 
and consultation are then done in batch-

es. Only once all users have been processed are the products dis-
tributed. While there is logic in this from a service delivery point 
of view, this results in very long waiting times for the users. The 
women called for a more individual approach that would allow 
them to return to their villages as soon as possible. 

RUTF stock-outs and poorly managed supply chains are espe-
cially cumbersome as they cause significant hazards (time lost 
and cost) to the women and their household and the ill child. This 
leads, as the SQUEAC has highlighted, to defaulting and lower 
coverage. RUTF stock-outs are included in the list of top-five bar-
riers reported in by Guerrero et al, 20107.

Figure 15 “Some people come from distant hills. We would 
like a mobile supply to take supplies to these remote villages, 
such as on a motorcycle or bicycle. Because if they come and 
we have no RUtF they might not return” 
Joseph, Community Health Worker, Kenya

Figure 16 Users waiting for 
CMAM outpatient treatment

7Guerrero S, Myatt M, Collins S. Determinants of coverage in Community-based therapeutic Care programmes: towards a joint quantitative and qualitative analysis, Disasters. 
2010 Apr: 34(2): 571-85.

l IgA with nutrition objective
l CFW
l Saving unions
l Hardship funds
l Small livestock rearing
l educate men and decision makers
l visit other groups and areas

PoSSIBLe InteRventIonS/ACtIvItIeS:
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Self-Assessed Solutions to Access

Care of siblings is high on the women’s minds. Here the 
group suggested that more systems like the ‘woman-
2woman’ groups run by ACF be created. These are use-

ful not only for information sharing, but also to foster solidarity in 
their minds which would ease access. In addition to the ‘woman-
2woman’ groups, the users call for parallel ‘man2man’ sessions.

Solutions to address the child/sibling 
related barriers

Figure 17 ACF facilitator leading the 
signing to open women2women group

Male addition on solution for access

Following the discussion capturing the female perspective, the study turned to their male peers. We used an established ’man-
2man’ group run by ACF to present and further discuss the findings of the women's group with them. The aim of this discussion 
was to gain a male perspective on the solution clusters and compare their thinking with that of the women's groups. The men’s 

solutions largely overlapped with their female counterparts. Their argumentation came across as an extension of the argument made 
by the other group. It was also marked by a great sense of responsibility to the household unit.

The main addition to the above call for better roads was to fo-
cus on the river and ‘wadi’ crossings. The danger of getting 
caught behind a swelling river was clearly on their minds. 

The second reason to concentrate on bridges was to enable bet-
ter access to markets which, in some villages, can be prohibited.

Solution for distance/travel cluster

l Women self-help group
l Support siblings care
l educate men and 
 decision makers 
l Reinforce river crossings 
 (to enable access to  
 centres all year round &  
 less dangerous during  
 flood and rain season)

l Upgrade road network 
 (gravel & stone lined roads)
l Reduce dangers for lone 
 travelling children and  
 women (fencing against  
 wild animals, re-enforce  
 river crossings)
l Subsidised transport

PoSSIBLe InteRventIonS / ACtIvItIeS:

Figure 18 Improve protection 
by improved river crossing
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Self-Assessed Solutions to Access

Solution for Service related cluster

The men wondered if the various services that exist be-
tween health, agricultural exertion and nutrition could not 
be combined and synchronised into “one – stop – services” 

to reduce time and cost to access them. The organisation and 
processing of children resulting in excessive waiting times came 
up in this group as well as the mothers group. The men suggested 
alternative delivery point for the CMAM programmes especially 
once it is managed through the OTP. Recommended locations 
included markets, churches, water points, cereal mill and delivery 
days synchronised with other development actors. 

The men suggest connecting nutrition outreach with tradi-
tional care and healing, by working with birth attendance, natural 
healers and other community figures, thereby enabling them to 
give the right advice and play their part in the fight against un-
dernutrition in their community. 

For example: Village community workers could be equipped 
with solar – mobile phone charger. This would enable them to 
communicate with the health post while also raising a business 
(charge for pay), which in turn would free them to some extend 
from income activities and motivate them to work for the CMAM 
as informants, defaulter follow up etc.

Solutions for resource related cluster

The men promoted ideas around fees and ways to reduce 
opportunity costs associated with accessing health care 
(including nutrition), which weighed heavily with every 

case of malnutrition on the household.
Equally, rearing small live stock was on their agenda, especially 

poultry that can be traded in times of needs.

Figure 21 Marketing of sheep

l one Stop Services
l More flexibility for follow up visits (timing and location)
l educate traditional healers and community midwifes 
 in nutrition related diagnosis and treatment.
l Increase out-patients centres

PoSSIBLe InteRventIonS / ACtIvItIeS:

Figure 19 village corn mill

l Reduce opportunity costs 
 (at every level of the health service)
l Animal rearing programme 
 (to enable households to sell small animals in emergency)

PoSSIBLe InteRventIonS / ACtIvItIeS:

Figure 20 ACF CHW visiting 
defaulter household far off main road
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Conclusion

The PRA analysis, conducted in Central Pokot County (4th 
-14th July 2013), discussed with users of the CMAM pro-
gramme their assessment of the principal barriers to ac-

cess and solutions to increase coverage. The result of this analy-
sis illustrate that communities have a multitude of propositions 
on how to lower barriers to access of the CMAM programme 
in their region. The findings of this analysis confirmed the 2012 
SQUEAC and 2013 SLEAC analyses, and at the same time added 
several layers of understanding as to why coverage still needs to 
be improved.

The predominant priorities of the female carers in accessing 
services are their duties to household management and sibling 
care, worries of safety and resources constrained to cover cost 
of treatment. Far from being fatalistic, the study found practical 
suggestions for solving or lowering these barriers. Interestingly 
the groups took a very systematic approach which involved all 
stake holders in community treatment, from child carers, to hus-
band through to leaders, health and NGO staff. A careful analy-
sis of costs and income loss associated with CMAM services is 
needed in order to minimise barriers for the users.

The finding of this study visit found many creative suggestions 
for solutions in respect of resource, service and care environ-
ment related barriers. The scope of this study does limit us to 
a snapshot of the realities which the individuals are confronted 
with, but also provides more in depth interactions between users, 
health providers and outside support. Organisation staff would 
be needed to select workable priorities. It is however, evident 
from the findings that optimising project delivery in order to min-
imise barriers for the users must include a high degree of partici-
pation, as well as integrated interventions outside the health and 
nutrition sector that strengthen horizontal solidarity (based on a 
strong gender analysis) and ongoing education through ‘man-
2man’, ‘woman2women’ groups and the work by the community 
health worker (CHW). 

Where the SQUEAC and SLEAC analyses found “distance” 
of great importance, the PRA considered the term “too great 
distance” to be a combination of interrelated issues. Road in-
frastructure, river flooding, transport and unpredictable health 
service (RUFT stock outs, waiting times and absent staff) were 

all subsumed into the family’s decision if a trip is “too great dis-
tance” to undertake. A further finding from the visit is that, while 
geographic distance is already part of the ACF / MoH strategy 
in so far as the programme is expanding into additional health 
delivery points across the county, the CMAM programme could 
potentially prompt positive decision making by analysing and 
enhancing other factors that are associated with “too great dis-
tance”. In particular, the optimisation of service delivery to mini-
mise opportunity costs and time investment in the treatment 
may be beneficial. Secondly, there was a clear notion that alterna-
tive points for CMAM delivery (markets, churches, water points) 
should be considered to ease access.

The suggestions outlined by this visit are not new to the ACF/
MoH team or to CMAM delivery in general. Nevertheless, ex-
tending rigorous PRA into the project monitoring and evaluation 
could accelerate the implementation of the existing strategy and 
ensure higher user uptake. Ultimately it will be the ability of the 
ACF/MoH team to shift decision-making regarding treatment-
seeking and prevention based not only on the individual needs 
of the child fallen ill with SAM but also the wider consideration 
of the collective needs of the household the child lives in. Only 
when the household members come to the conclusion that seek-
ing treatment is balanced against other livelihood needs will cov-
erage be raised significantly and, more importantly, sustainably in 
this community.

l Implement a detailed study of opportunity costs 
 and how to reduce them to a minimum.
l Integrate rigorous participatory methods into 
 maximising CMAM delivery, optimised to the user needs.
l Address issues of sibling care and conflicting women’s 
 duties into every level of care delivery. 
l Intensify communication through ‘man2man’ and 
 ‘woman2woman’ groups, CHW, as well as elders and  
 traditional healers on the dangers of SAM to the child  
 and various means of prevention.
l Incentivise CHW work with new innovative schemes, 
 as lifting their motivation is key in this project.

ReCoMMendAtIonS:
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Annex 1

location, nutrition, Health and Food Security Context

West Pokot County lies in the Rift Valley province, bordered to the North, 

East and West by the Arid and Semi-Arid regions of Karamojo and Turka-

na. To the South it is bordered by the high altitude region of Kitale and El-

doret, the key crop surplus region of Kenya. West Pokot County is vast and 

is divided into three main livelihood zones, namely agro-pastoral, pastoral 

and mixed farming. The geography around Sigor is on the foot of the great 

mountains towering over the plains reaching to the north. There is a sig-

nificant difference in annual precipitation between mountain regions and 

the plains, dividing the two regions into very distinct livelihood zones. 

The administrative borders include both low-lying land and mountainous 

communities. Regional and local impacts of climate variation are likely 

to exacerbate annual scarcity of precipitation in the Arid and Semi-Arid 

livelihood zone. This will place an upward stress on food production, as 

well as food availability in the region with high interdependency of ag-

ricultural production in the highlands for the agro-pastoral, pastoral and 

mixed farming communities in the plains depending on markets (supplied 

by highland production) much of the periods January through to May.

Most households in West Pokot County rely on food purchases during the 

lean season. With poverty rampant in the county at 69.8%, these house-

holds are forced to resort to alternative strategies and seek off-farm in-

comes. Many of these strategies have poor returns, with some coming at 

high costs to the environment (deforestation, overgrazing) and to personal 

welfare (casual labour at the cost of family duties, or own farm manage-

ment). The nutrition security issue is exacerbated by a large household size 

(average = 6.2 persons) and a health system with low penetration and re-

source potential. Lean season coping was summarized in the Coping Strat-

egy Index below, with a quarter of the sampled households choosing to 

restrict adult consumption in order to allow small children to eat.

Malnutrition rates measured in West Pokot are usually around the WHO 

emergency threshold. 

Chronic malnutrition trends in West Pokot county are increasing, with 

stunting rates from 43.2% in 35 May 2012 up to 46.6% in March 2013, one of 

the most severe levels in Kenya.

Health care indicators are on the low side with a measles immunisation 

rate of just 42% and declining compared to previous years. This is well be-

low the WHO benchmark of 80%, mainly due contributing factors such as 

a lack of adequate facilities offering immunization, geographic coverage, a 

lack of storage capacity, cold chain breakdown and staff shortage.

Mortality rates are highly seasonal with the leading causes of death being 

ARI/Cough (41.3%) and Malaria/fever (35.6%) during the dry season and 

diarrhoea (51.3%) during the rains. This is exacerbated by very high levels 

of open defection (57.4%) and a lack of sanitary facilities at the household 

level. Access to safe drinking water is very low at just 35.4% of households.

Integration: The ACF project is very well integrated in the MoH services. 

The extent of the integration is such that ACF and MoH staff work side-by-

side with the affiliation often not apparent. On coordination level integra-

tion is similarly close. For example, the district health officer of the MoH is 

involved, hands-on, and familiar with all the ACF counterparts and project 

tasks. It feels as though both partners have a great degree of trust in each 

other. This close integration might be testing where ACF needs to take up 

its humanitarian mandate and push for accountability on issues such as 

high defaulter rates, user fees and sub-optimal CMAM performance. On the 

other hand, all these issues where noted in the interviews and discussions 

are on-going between the partners.

taBle 2
SMart surveys Malnutrition  
rates in west Pokot»

weigHt-For-HeigHt z-SCoreS (wHo StandardS 2006) 
 
 gAM CI gAM CI

2011 May 14.90% 13.5-18.8 2.30% 1.3-4.2
2012 May 12.30% 9.3-18.8 1.50% 0.7-3.2
2013 March 9.8% 6.8-12.8 1.3 0.3-3.3
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Annex 1 (cont.)

Seasonality - outlook

Figure 22 damaged corn crop due to early dry spell

This visit took place towards the end of the lean season. Unlike most 

years, much of the region is marked from two consecutive years of unusual 

weather patterns resulting in low-yield agricultural cycles. The 2011 an-

nual cycle was marked by poor rainfall distribution and a prolonged dry 

spell early in the growth cycle. This resulted in delayed planting and crop 

damage throughout the region. 

While the analysis by FEWS NET anticipates an average year for the wider 

western region of Kenya, the local outlook is less optimistic for the plains 

of central Pokot. Indeed, the 2013 main harvest could be very noticeably 

below average, providing only temporary relief in areas where food security 

is already problematic. The corn fields we passed during our visit contained 

many plants which had dried out long before the crops matured, suggest-

ing that the forthcoming harvest will not feed many. 

The rain patterns of 2012 -13, on which much of the agricultural produc-

tion in the region is dependent, was described as being much the same as 

in the neighbouring region of Karamoja (Figure24 below). The combined 

impact of poor production, below average incomes, prolonged market de-

pendence, and depleted assets is likely to result in increased food and nu-

trition insecurity in the coming year 2013 - 2014.
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Figure 23 Farmer in dried out corn field Source: FEWS NET/USGS
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Annex 2
Methodology

Three participatory exercises involving a dozen participants formed the core 

of this analysis. PRA tools and research methods were only partially struc-

tured and are revised as the fieldwork continued. This allowed facilitators 

to follow up on any unexpected findings and adapt as needed. Participants’ 

conveniences were considered when choosing a time frame and venue.

The groups were self-selected and voluntary. We made sure that individu-

als were separated into male and female groups. This was due to the topics 

discussed as well as the assessment by the local ACF teams that women 

would feel more at liberty to speak their minds in the absence of their male 

counterparts. Each member of the group shared a similar set of attributes: 

women were all carers of children with present and past episodes of mal-

nutrition. The male group was selected due to their link with ACF through 

a ’man2man’ outreach component of the nutrition information project. The 

links with ACF or the CMAM services delivered by ACF ensured quick ac-

ceptance for the exercises. On the other hand, we had a clear bias towards 

a group that had come in contact with malnutrition and hence the barrier 

cited in SLEAC and SQUEAC on “knowledge about the program” was not 

likely to feature (to a great degree) in the discussion. 

The PRA tools listed below were used for participatory techniques in this study:

• Observation (Direct observation/Participant observation), Semi-struc-

tured interviewing, Daily schedule & Seasonal calendar

• Preference Ranking & Scoring based on a visualisation of self-assessed 

barriers to access. The group members were asked to choose by voting; 

ranking the barriers of most importance to them.

• Triangulation: following each step we verified the outcomes and scor-

ing with a triangulation discussion to ensure all voices were taken into ac-

count. This step involved cross-checking qualitative information from the 

group discussions in the field with the knowledge of the 2multi-disciplinary 

ACF and MoH team, as well as secondary data/sources (including tempo-

rary hypothesis resulting from the on-going SLEAC, SMART survey and 

external analysis/evaluation). 

Process of the PRA Focus Group Discussion: The group discussions were 

opened with a general discussion of the question: ‘What are your thoughts 

on accessing the nutrition services?’ Over the course of a quarter of an 

hour, this brainstorming allowed all participants to share their experiences 

and thoughts. Guidance or interference on the part of the facilitators was 

kept to an absolute minimum; their main role being to simply take note of 

the topics mentioned. At this point the discussion was very general and 

might have related as much to health seeking behaviour as nutrition serv-

ices more specifically. 

In the second step of the discussion, topics that came up in the general 

introductory brainstorming session were discussed one by one and noted 

on to a flip chart on the floor in the centre of the group. The notes where 

done visually by using drawings and words to ensure every participant had 

an overview of the process. Facilitation here ensured that discussions re-

mained concentrated on the nutrition topic at hand and the specific sub-

topics. Aside from focusing the discussion, the facilitator’s role included 

questioning and learning from the expertise of the group assembled. 

For the third step, the topics where weighed against each other to establish 

the group’s assessment on priorities. Once the Preference Ranking was es-

tablished, the final steps of the PRA groups were to interpret the result and 

make concluding remarks. Where necessary, corrections were made in the 

ranking by the group.

The well-established ACF presence in the villages made acceptance of our 

visit very easy. All the group and interview activities happened with great 

openness and mutual respect. Both women and men participated in shar-

ing their thought suggestions.

Figure 25 PRA priority ranking in progress




