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social protection and child malnutrition
kenya

GReATeR COORdiNATiON ANd  
BeTTeR TARGeTiNG Needed

SUMMARY

Child malnutrition represents a significant and pressing development challenge in Kenya. Even 
before the most recent food crisis, Kenya was classified as having a serious hunger problem. 
Limited progress in both child and maternal nutrition remains a serious concern. Although the 
proportion of underweight and stunted children declined between 2000 and 2003, there was 
almost no change between 2003 and 2008–09. 

Spending on social safety nets has grown significantly over the past few years, and particularly 
from 2008 onwards. Over the last few years, the government and development partners 
have made significant strides towards designing an integrated social protection infrastructure. 
However, existing evidence suggests that social protection programming to date has had a 
mixed impact. And insufficient attention has been given to how social protection interventions 
can best contribute to tackling child malnutrition, despite abundant evidence of the enormous 
economic burden of child malnutrition in the country. 

Those most vulnerable to malnutrition – infants, young children, pregnant women and 
lactating mothers – have not been sufficiently covered or adequately targeted in current 
programmes. There is also a need for greater coordination and stronger links between 
programmes and interventions.

In order to address these issues, the following five areas should be prioritised:
• foster greater government ownership and expand programme coverage
• encourage simpler targeting and flexibility in transfer amount
• strengthen programme coordination and governance capacities
• promote a greater focus on women’s and carers’ wellbeing
• strengthen links to sanitation and hygiene interventions to maximise nutritional dividends.

IntRodUctIon 

Social protection is increasingly seen as an important component of poverty reduction 
strategies and efforts to reduce vulner ability to economic, social, natural and other shocks 
and stresses. A growing evidence base suggests that social protection programmes can play 
an important role in strengthening access to and demand for high quality basic services 
and social welfare services by the poorest people through childhood and beyond.1 Social 
protection can also facilitate a better balance between care-giving and productive work 
responsibilities. This is critical both in terms of fulfilling children’s fundamental right to survival2 
as well as for the achievement of the Millennium Development Goals (MDGs), and especially 
the child-focused targets, including MDG 1’s goal of halving child malnutrition (underweight 
rates) by 2015 (Jones and Holmes, 2010). 

In the context of the global food, fuel and financial (‘triple F’) crisis, the scale and depth of 
children’s vulnerability to hunger and malnutrition has increased, posing a complex but urgent 
development challenge. Despite steady reductions, 7.6 million children still die before their 
fifth birthday every year, most of them from preventable disease and under-nutrition (IGCME, 
2011). Recent analysis by Save the Children based on World Bank projections and using data 
for 98 developing countries shows that an escalation of the eurozone crisis could push an 
extra 33 million people into hunger by 2013 (Save the Children, 2012). 

Child-sensitive social protection programming offers an important set of tools to begin to 
address this problem more systematically, and it is on the links between child nutritional 
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vulnerabilities and social protection approaches that this briefing paper focuses. We begin by 
mapping the broader poverty and vulnerability context in Kenya, then turn to a review of 
evidence on the patterning and underlying causes of child malnutrition in the country, before 
discussing the strengths and weaknesses of the social protection infrastructure in place and 
the extent to which it is contributing to addressing child malnutrition.  

conceptUAlISIng chIld-SenSItIve SocIAl 
pRotectIon And lInkS to chIld SURvIvAl 

Social protection refers to both public and private interventions that support communities, 
households and individuals in their efforts to prevent, manage and overcome risks and 
vulnerabilities. A child-sensitive approach to social protection necessitates a comprehensive 
understanding of the multiple and often intersecting vulnerabilities and risks that children and 
their care-givers face (Jones and Holmes, 2010). 

Social protection can be conceptualised as being protective (protecting a household’s level 
of income and/or consumption), as preventive (preventing households from resorting to 
negative coping strategies that are harmful to children such as pulling them out of school 
and involving them in child labour), and as promotional (promoting children’s development 
through investments in their schooling, health and general care and protection) (Guhan, 
1994). Devereux and Sabates-Wheeler, 2004 have argued that social protection can also 
be transformative, helping to tackle power imbalances in society that encourage, create and 
sustain vulnerabilities, and support equity and empowerment, including that of children  
and young people.

SocIAl pRotectIon And nUtRItIon lInkS 

In terms of addressing hunger and nutritional deficits more specifically, when informal coping 
mechanisms are close to reaching their limits, formal social protection becomes increasingly 
important. Social protection can support food security and nutrition, both directly and 
indirectly in a number of ways. 

The underlying causes of food insecurity and malnutrition reflect a variety of interconnected 
economic and social risks and vulnerabilities. Child malnutrition can be the result of 
inadequate availability of food, but often is the result of household access to food supplies 
and how the utilisation of those supplies is negotiated within the household (Holmes and 
Jones, 2010). Depending on the type of assistance (food, cash, productive inputs, etc), social 
protection can help to address the causes of child malnutrition at both macro and micro 
levels (see Table 1 for examples).

At the macro level, safety-net instruments such as cash transfers can play a key role in crisis 
response and act as part of a national stimulus package to help confront potential downturns. 
Various countries expanded coverage, increased the transfer amount or introduced new 
programmes during the food, fuel and financial crises that started in 2007. Brazil’s Bolsa 
Familia programme expanded both coverage and increased funding amounts and Senegal 
introduced a new Social Cash Transfer and Nutritional Security programme in order to 
increase resilience during the crisis. The Kenyan government also accelerated the scaling up of 
its orphans and vulnerable children cash-transfer programme (OVC–CT) (Fiszbein et al, 2011: 
596–7)

At the micro level, social protection programmes have been shown to have a positive effect 
on household aggregate consumption as a large proportion of cash transfers are spent 
on food and in many cases enable households to increase resilience through the purchase 
of assets (such as livestock holdings or agricultural inputs). These also help to increase 
productivity, thus freeing household income for other priorities (Holmes and Jones, 2010).
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It is important, however, to also consider in the case of nutrition the specific lifecycle stages 
at which social protection interventions around nutrition would be most critical. There is 
a growing consensus that the most cost-effective nutrition interventions focus on the brief 
‘window of opportunity’ during the 1,000 days from conception to 18 months of age.  
A recent series on child health in The Lancet highlighted the role of cash transfers that 
condition mandatory attendance at preventive healthcare services and health and nutrition 
education sessions designed to promote positive behavioural changes. The series cited 
Nicaragua’s Red de Protección Social, Ecuador’s Bono de Desarrollo Humano and Mexico’s 
Oportunidades programmes as promising examples aiming to integrate early childhood 
development as core components. In general, however, very few social protection instruments 
directly target this critical period, or include complementary nutrition components or 
articulation with services such as prenatal care, breastfeeding promotion programmes, 
consultations for mild illnesses, parenting education, and early intervention for at-risk children 
to reach children under three years of age (Engle et al, 2011). 

Table 1: Social protection to improve child nutrition 

Type of Social proTecTion 
exampleS of meaSureS ThaT will SupporT improved 
child nuTriTion 

Social assistance to poor children and 
households includes regular, predictable transfers 
(eg, cash or in-kind, school feeding programmes, 
health service vouchers) from governments and 
non-governmental entities, aiming to reduce 
poverty and vulnerability, increase access to basic 
services and promote asset accumulation to 
increase resilience

• school feeding programmes
• cash transfers with specific conditionalities to use nutritional 

supplements
• unconditional cash transfers which enhance household 

consumption in general 
• food-for-work programmes provided children are not involved  

in completing work quotas
• food subsidies to households during drought, flooding or 

financial crises
• vouchers or grants to purchase seeds, fertilisers and other 

agricultural inputs
• child support grants for parents or caregivers who earn below  

the minimum wage 
• health voucher schemes for reproductive health and family  

planning services, including training on safe hygiene practices
• health vouchers for those with HIV and AIDS
• feeding programmes for those with HIV and AIDS
• food rations and supplies for orphans and vulnerable children

Social insurance to protect children and their 
families against the risks and consequences of 
livelihood, health and other shocks. This typically 
takes the form of subsidised risk-pooling 
mechanisms, with potential contribution payment 
exemptions for poor people

• social health insurance with universal coverage
• exemptions to contributory health insurance programmes for 

households with children under 5 years
• insurance schemes against climate-induced shocks and natural 

disasters

Social welfare services for marginalised 
groups of children who need special care, 
including child fostering systems, child-focused 
violence prevention and protection services, 
rehabilitation services after trafficking, and basic 
alternative education for child labourers

• protective services for children who are orphaned and most 
vulnerable, living outside adult care

Social equity measures to protect 
children and their families against social risks 
such as discrimination or abuse, including anti-
discrimination legislation (eg, laws to protect 
children from trafficking, early child marriage, 
harmful traditional practices or to ensure special 
treatment and rehabilitation services for young 
offenders). These measures also include affirmative 
action measures (eg, scholarships for children of 
minority ethnic or indigenous communities) to try 
to redress past patterns of discrimination

• legislation to protect the rights of the orphans and  
vulnerable children 

• legislation to protect the rights of people living with HIV
• legislative measures to promote gender equality 
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oveRvIew of poveRtY And vUlneRAbIlItY 

In order to set the scene for discussing the potential role of social protection in addressing 
children’s nutritional vulnerabilities, it is important to first briefly map the patterning of 
poverty and vulnerability in the country. Kenya’s GDP grew from 2.9% in 2003 to a peak 
of 7.0% in 2007, but over the past five years  the country has experienced a number of 
internal and external shocks that have compromised economic growth and increased food 
insecurity and hunger. A number of internal vulnerabilities and political tensions erupted in 
violence following the December 2007 presidential election. The violence resulted in farm 
abandonment and store destruction which, along with drought in the central and western 
regions, led to a 30% reduction in national food production (Höffler and Owuor Ochieng, 
2009 in IFPRI et al, 2011). 

These shocks were compounded by high international food and fuel prices and the effects 
of the global triple F crisis, which caused GDP to plummet to 1.6% in 2008 and by January 
2009 the Kenyan government had declared a national food security emergency. Recovery has 
been slow, and underlying vulnerabilities persist. Although growth increased to 5.3% in 2010 
and an estimated 4.3% in 2011, this was largely the result of improved weather conditions, 
higher prices of major exports and increased remittances from abroad, all of which are 
factors outside the control of the Kenyan government (World Bank, 2012; Republic of Kenya, 
2012a: i).3 Income poverty levels have fallen from 52.3% in 1997, but remain stubbornly high 
at 45.9%, with 19.7% of Kenyans living in extreme poverty (World Bank databank [2005]; 
Republic of Kenya, 2008; UNDP, 2012).4 The situation of children is even more alarming: 
children account for 53.5% of Kenya’s absolute poor and 24.2% of those denominated 
as ‘hard core’5 poor (Republic of Kenya, 2012), with many living in one or more of these 
vulnerable household clusters. 

In large part, poverty levels are attributed to an incapacity to provide secure employment 
for Kenya’s growing urban population6 and the inherent vulnerability of rural livelihoods7 in 
arid and semi-arid lands (ASAL) to climatic factors such as floods and droughts (Republic of 
Kenya, 2012a: ii, 2). As such, national poverty figures camouflage significant regional differences. 
For example, poverty incidence in the Coast and North Eastern Provinces is estimated 
at 70% and 74% respectively, compared to 22% in Nairobi and 31% in Central Province 
(Republic of Kenya, 2012: 5). 

This is also reflected in different food security profiles. Whereas in the Central Province land 
is of high agricultural potential and rainfall is reliable, in the North Eastern province rains 
are very unreliable. In districts such as Mandera, therefore, drought is inherent and there are 
significant herd losses and crop failures which result in chronic food shortages (KFSM, 2012).

As a result of these challenges, the government has acknowledged that “economic growth 
alone is insufficient to achieve a meaningful improvement in the quality of life of poor and 
vulnerable members of the population” (Republic of Kenya, 2008: 1) and is increasing its 
investment in social protection infrastructure. However, despite greater commitment in  
terms of policy direction, social protection in Kenya remains heavily dependent on 
international aid and expertise (Beesley, 2011; Republic of Kenya, 2012). As such, there  
remain significant challenges in terms of expanding coverage in a sustainable way, including 
reaching the high proportion of children who are vulnerable to nutritional deprivations, as 
discussed further below. 

Child nutritional deficits and vulnerabilities 

Even before the most recent food crisis, Kenya was classified as having a serious hunger 
problem. Kenya’s 2011 Global Hunger Index (GHI)8 shows signs of only slight improvement 
in nutrition indicators over the past two decades. Its GHI has consistently fallen from 
20.6 in 1990 to 18.6 in 2009 (IFPRI et al, 2011). Although no longer identified by its GHI 
as an ‘alarming’ case, it is still classified as ‘serious.’ Thirty-one per cent of all Kenyans are 
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undernourished, with an increase in absolute numbers from 8.1 million between 1990 and 
1992 to 12.4 million between 2006 and 2008 (FAO, 2011). Limited progress in both child and 
maternal nutrition remains a serious concern. Various indicators have remained static or even 
worsened (see Table 2 below, and for further details of statistics see Appendix), and as such 
Kenya is not on course to meet some of its key MDG targets. 

Table 2: major nutrition indicators (%)

2000 2003 2008-09

STunTing 35.3 30.3 29.6

waSTing 6.0 5.6 5.8

underweighT 21.2 19.9 20.3

Source: Kenya’s demographic and health Survey, 2009: 145

According to Kenya’s Demographic and Health Survey 2008–09 (KDHS), the proportion 
of underweight children declined between 2000 and 2003, but there was almost no change 
between 2003 and 2008–09. The proportion of stunted children declined from 35.3% in 2000 
to 30.3% in 2008–09; but the proportion of stunted children has remained unchanged since 
2003. Similarly, child wasting has been static since 2000 at around 6% (KDHS, 2008–09). 

This disjointed progress is reflected in a tendency towards increasing polarisation between 
different regions and social groups. The KDHS 2008–09 showed that although there were 
minor improvements in stunting in urban areas (24% in 2003 to 22% in 2008–09), in rural 
areas the change was insignificant.9 

Likewise, there was a minor decline for male children from 33% in 2003 to 31% in 2008–09, 
yet among female children stunting incidence remained unchanged. In the same vein, Kenya’s 
Multidimensional Poverty Index (MPI) shows that child malnutrition and mortality account  
for 30% of Kenya’s poverty (15% respectively),10 which is higher than any other indicators  
(OPHI, 2011).11

UndeRlYIng cAUSeS of chIld MAlnUtRItIon In 
kenYA

As our conceptual framework highlights, the underlying causes of food insecurity and 
malnutrition are complex and need to take into account a range of economic and social  
risks, as well as political economy factors. Kenya’s limited progress with regard to child 
nutrition is the result of a number of complex and inter-connected factors, including  
the following: 

Vulnerable livelihoods

More than 1.5 million Kenyans (5% of the population) are chronically food insecure and 
rely on emergency relief in order to meet their basic needs. The majority of households 
most vulnerable to food insecurity live in the arid and semi-arid lands (ASAL) that cover 
approximately 80% of Kenya’s land area (FAO, 2012). Households in ASAL lands generally 
depend on pastoralist livelihoods which are based on extensive animal production, mobility 
and diverse livestock holdings.12 

Pastoralist livelihoods are especially vulnerable to climatic shocks such as flood and drought. 
An increase in the frequency and severity of drought in recent years has caused the size and 
diversity of herds to decrease. As a result, greater numbers of pastoralists are unable to cover 
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their household needs. They are unable to rebuild their herds (which takes between 15 and 
20 years) and lack assets to pursue alternative livelihood strategies. An increasing number 
have fallen into poverty and depend on food aid (Hurrell et al, 2011) (see Appendix).

hIv and AIdS and food insecurity

The prevalence of the HIV and AIDS pandemic in Kenya is estimated at 6% (WHO, 2011 
[2005]) and along with malaria is a key factor in the decline in life expectancy from 59.3 
years in 1990 to 55.8 years in 2009. HIV and AIDS have contributed to children’s vulnerability 
in a number of ways. The first of these is related to food insecurity. A review of over 150 
studies by Gillespie and Kadiyala (2005) showed that HIV and AIDS and food and nutrition 
insecurity have a mutually reinforcing relationship. Food insecurity and malnutrition raise risks 
of HIV exposure and infection and can reduce the effectiveness of the antiretroviral therapy, 
which therefore entails an additional burden for carers, most of whom are women. HIV and 
AIDS in turn compromise households’ abilities to ensure food and nutrition security due to 
a decline in food production and income from agriculture. Moreover, it reduces productivity 
by increasing absenteeism and unemployment due to ill health.13 In the case of children, the 
HIV and AIDS pandemic is fuelling a burgeoning population of orphans, the majority of whom 
live in extreme poverty with relatives or guardians of limited means. In particular, a pattern 
has emerged where poor, elderly grandparents are the orphans’ caretakers.14 There are also 
increasing numbers of households headed by a child as a result of parents dying and there 
being no relatives or other guardians able to take care of the orphaned children (Ikiara, 2009: 
4). In 2004, the number of orphans in was estimated at 1.8 million and this has since increased 
to 2.4 million (Ministry of Gender, Children and Social Development, 2012a). 

Poverty levels are higher in child-headed households, with  48.4% considered absolutely 
poor compared to 38.3% of all other households (Hurrell et al, 2011: 23). Indeed, orphans 
and vulnerable children are more prone to different forms of abuse and exploitation due to 
their circumstances and a number of studies have found orphans to be more food insecure, 
malnourished, and less healthy than children with parents (Gillespie and Kadiyala, 2005; 
Ministry of Gender, Children and Social Development, 2012a).

poor water, sanitation and hygiene 

A third key driver of Kenya’s limited progress in tackling malnutrition is related to water and 
sanitation services and hygiene practices. Inadequate access to water and sanitation services, 
coupled with poor hygiene practices, increases children’s risk of diarrhoea and other illnesses 
that deplete vital nutrients and can lead to chronic under-nutrition and increase the risk of 
death (UNICEF, 2009: 7). 

Kenya has made some progress with regards to increasing access to improved water 
sources. In the KDHS 2008–09, three out of five households (63%) get drinking water 
from an improved source. This is not low by sub-Saharan African standards. However, it 
masks disparities between different locations. As much as 91% of urban households have an 
improved source, whereas only 54% of rural households have access. Kenya therefore has a 
significant way to go to reach its MDG target of 90% coverage. 

More concerning is access to sanitation services. A recent report by the Water and Sanitation 
Programme (WSP) suggests that Kenya loses US$324 million per year due to poor sanitation. 
Approximately 19,500 Kenyans, including 17,100 children under five, die each year from 
diarrhoea, with nearly 90% of these deaths directly attributed to poor water, sanitation 
and hygiene (WSP, 2012). Moreover, inadequate sanitation contributes 10% to Kenya’s 
Multidimensional Poverty Index (OPHI, 2011). This partly reflects the low level of investment 
in sanitation in Kenya (between 0.1%-0.5 GDP), which is lower than several estimates for 
what is required (WSP, 2012).



- 6 -

die
NO CHiLd

die
NO CHiLd

- 7 -

die
NO CHiLd

die
NO CHiLd

The KDHS 2008–09 showed that less than one-quarter (24.3%) of households use an 
improved toilet facility that is not shared with other households, which means Kenya is 
far off-track to meet its sanitation access target of 90% by 2015. Studies have shown that 
improved sanitation can reduce illness due to diarrhoea by 35% and hand washing with soap 
can decrease diarrhoea by over 43% (UNICEF, 2008). Diarrhoea is often the result of drinking 
contaminated water and inadequate sanitation and hygiene practices, and is a leading cause of 
malnutrition and infant mortality. In Kenya diarrhoea is the principal cause of child mortality, 
accounting for 20% (WHO, 2011 [2008]) of all deaths. 

Maternal health and wellbeing deficits

Women’s physical wellbeing and social status is also a critical factor in shaping children’s 
nutritional outcomes. First, pregnant and lactating women are particularly at risk of 
malnutrition, with important implications for child survival.15 Malnutrition can have serious 
consequences for child-bearing women as low calorie intake leads to low birth weights and 
high neonatal mortality (KNBS, 2009: 141). Malnutrition among Kenyan mothers remains high. 
For example, iron deficiency anaemia – the most common form of malnutrition – affected 
about 56% of women in 1999 (CBS, MOH & ORC Macro, 2004 in Kabubo-Mariara et al, 
2011: 5). 

Second, fertility patterns also play an important role. The KDHS 2008–09 showed an inverse 
relationship between stunting and the length of the preceding birth interval, and also with the 
mother’s Body Mass Index (BMI). This indicates that the shorter the length of time between 
births and the lower the mother’s weight, the more likely a child was to be stunted.

Third, the KDHS 2008-09 also demonstrated a very strong correlation between women’s 
level of education and all child health and nutrition indicators. It revealed that mothers’ 
education has an inverse relationship with child stunting and wasting levels along with the 
proportion of underweight children and prevalence of diarrhoea. Under-five mortality is 
considerably lower for children whose mothers either completed primary school (68 deaths 
per 1,000 live births) or attended secondary school (59 deaths per 1,000 live births) than 
among those whose mothers have no education (86 deaths per 1,000 live births) (KDHS 
2008–09: 106). For example, child stunting was highest in mothers with no education or 
incomplete primary education (39–40%).Only 44% of children whose mothers have no 
education were fed with vitamin A-rich foods, compared with 87% of children whose 
mothers have some secondary education. On the other hand, since 2000 the proportion of 
underweight children increased substantially for mothers with no education, from 24 to 35% 
in 2008–09 (KNBS, 2009: 144). There was also a large increase in wasting among children of 
women with no education. 

The determinants of food utilisation are also strongly influenced by gender. Inadequate infant 
feeding practices have contributed to a high prevalence of undernutrition among young 
children, particularly in the North Eastern, Eastern and Coastal provinces (FAO, 2012). 
Exclusive breastfeeding for infants under six months is far below the African average of 32% 
at 13% (UNICEF, 2009). In some parts of the country, gender inequalities at intra-household 
level compound these risks. Gender inequalities in ASAL areas – for example, unequal access 
to productive assets and almost exclusively responsibility for domestic chores and care of 
children resting with women, predispose women and their children to greater risk of hunger 
(KFSM, 2012a).16 

These dynamics in turn reflect a wider set of institutional biases within Kenyan society.17 
One particular concern highlighted in the OECD’s Social Institutions and Gender Index 
is ownership rights. Despite constitutional guarantees for equality of ownership rights, in 
practice, women’s access to land and property are seriously restricted by custom. Only 4% of 
land is owned by women, and even when women are able to acquire assets, their husbands 
often act as intermediaries in the transaction (OECD, 2012). As such, women’s access to 
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credit, which can be a key component in informal coping strategies, is severely limited. These 
dynamics are also reflected within intra-household power structures, particularly in rural 
areas, in which male nutrition is privileged (men generally eat first), due to a belief that their 
labour is ‘hardest’ (Holmes and Jones, 2010). 

political economy factors 

Nutrition is often a relatively neglected policy priority and this has been largely the case in 
Kenya despite the significant economic burden that malnutrition represents for the country. 
The World Bank estimates that the country loses US$2.8 billion of its GDP annually to 
vitamin and mineral deficiencies. Indeed, a study by Horton and Ross (2003) found that 
childhood anaemia alone was associated with a 2.5% drop in adult wages (World Bank, 2010). 
Past food security policies have had limited success in addressing Kenya’s food and nutrition 
security, and social protection initiatives have suffered from poor coordination and limited 
government ownership given their donor-led origins. 

This said, Kenya has enjoyed significant success in terms of improving child survival over the 
last decade as a result of increased investment in child immunisation programmes and success 
in fighting malaria. This suggests that with a clear strategy and adequate investment, significant 
progress could be made over a relatively short period of time (KDHS 2008–09: 104). Under-
five mortality rates declined by as much as 36% between 2003 and 2008–09, from 115 
deaths per 1,000 to 74 deaths per 1,000. Infant mortality also fell by 32% from 77 deaths per 
1,000 in 2003 to 52 deaths per 1,000 in 2008–09. 

Indeed, in 2008 a number of strategy papers were written to spearhead a change in 
government thinking in both nutrition and social protection. The government developed a 
Food Security and Nutrition Strategy (FSNS),18 in order to strengthen budgetary allocations, 
involvement of the private sector, inter-sector coordination, monitoring and evaluation 
systems and stakeholder participation (Republic of Kenya, 2008b; 6). Similarly, as we discuss 
below, the government also developed a National Social Protection Strategy to strengthen 
institutional coordination and cross-sector synergies. How both of these strategies are 
implemented will merit close attention in the coming years if child malnutrition is to be 
effectively addressed.  

kenYA’S nAtIonAl SocIAl pRotectIon 
InfRAStRUctURe 

Informal coping strategies 

Informal coping strategies can be vitally important in reducing the potential risk of vulnerable 
households and people to potential shocks. These may include insurance mechanisms (eg, 
savings), disposal of productive assets, remittances, and kin and community-based support 
mechanisms, which include giving or sharing meals. However, community-based mechanisms 
are less effective when shocks hit all community members at the same time, such as in 
drought or with food price increases. 

Qualitative research by Hossain (2010) in Mukuru (Nairobi) and in rural communities in 
Lango Baya (near the coast) on the social impacts of the triple F crisis found that most 
people were reaching the limit of their coping capacities, that community-level assistance 
had significantly declined and that informal coping mechanisms were insufficient to ensure 
resilience. Community members in Lango Baya pursued a number of ad hoc coping strategies 
such as skipping meals, eating once a day and eating less, reducing food diversity, and buying 
on credit. Another key strategy was to feed children first with adults sharing the remaining 
food, without preference being given to men. This is contrary to traditional assumptions about 
gender norms and power dynamics in which men are privileged and eat first. However, this 
dynamic seems responsible for increased intra-household fragmentation and conflict around 
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the use and distribution of resources. Sickness also increased as poor nutrition meant that 
antiretroviral drugs (ARVs) were not working properly, and hunger was seen as ‘normal’.

Both communities were dependent on more formal social protection measures such as 
school feeding programmes, which were a reliable source of food for children. However, 
access for infants and preschool children was more limited. For example, there was criticism 
of the Red Cross Food-for-Work programme for narrow selection criteria, excessive work 
and inadequate food rations which were not adjusted to household size.

formal social protection 

In a recent review of Kenya’s social protection sector, the government claimed that “social 
protection is at an important juncture in Kenya” (Republic of Kenya, 2012:1). Over the last 
few years, the Kenyan government and development partners have made significant strides 
towards designing an integrated social protection infrastructure (see Table 3 below), targeting 
four major groups: (i) orphans and vulnerable children; (ii) people with disabilities; (iii) the 
chronically ill, including people living with HIV and AIDS; and (iv) older people.19

Building on Kenya’s Poverty Reduction Strategy Paper (PRSP) and the 2001 Children Act, 
the 2003 Economic Recovery Strategy for Wealth and Employment Creation (ERS) and the 
2008 Kenya Vision 2030, steps were taken, under the leadership of the Ministry for Gender, 
Children and Social Development, to develop a National Social Protection Strategy 2009–
2014. The strategy was drafted in 2008, and within the strategy cash transfers were identified 
as “the core social protection intervention in Kenya in the next five years” (Republic of Kenya, 
2008a: 1). The strategy served as the basis for designing a National Social Protection Policy 
(NSPP), which is currently awaiting cabinet approval. The policy will provide for institutional 
arrangements and other reforms, including the creation of the National Social Protection 
Council (NSPC), designed to harmonise and coordinate activities between ministries and 
development partners. It also proposes the establishment of a Consolidated Social Protection 
Fund which will be administered by the NSPC and critical to the financing and sustainability of 
social protection in the country.

The coverage of safety net programmes in Kenya is comparable to that in other countries 
in the region (between 0.1 and 3.4% coverage of those who are poor (Republic of Kenya, 
2012: 25). Spending on social safety nets has grown significantly over the past few years, 
and particularly from 2008 onwards. For example, expenditure on social cash transfer 
programmes has grown 50% in the past five years (Republic of Kenya, 2012: 13). Government 
spending in the sector is relatively low, accounting for 3% of government expenditure in 
2010. Moreover, spending levels have only risen slightly in relative terms over the last five 
years from 0.78% of GDP to 0.8% in 2010. This is considerably lower than the sub-Saharan 
average of 2.8% and the world average of 5.7% (The African Child Policy Forum, 2011: 95). 
A recent study by Kiringai (2008) showed that the government was spending about 0.9% 
of its GDP on social protection and nearly 90% of the funding to these programmes came 
from development partners (Republic of Kenya, 2012: 10). However, the value of the transfers 
provided by safety nets in Kenya tends to be higher than those of safety nets elsewhere in 
sub-Saharan Africa. The average current value of transfers is between US$15 to $26 (Republic 
of Kenya, 2012: 33) which is comparable with the food poverty line, estimated in the 2005/06 
Kenya Integrated Household Budget Survey (KIHBS) at Ksh. 998 (US$11) in rural areas and 
Ksh. 1,474 (US$14) in urban areas (Oxfam GB, 2009: 4).
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Table 3: current social protection programmes 

Type of 
Social 
proTecTion 
inSTrumenT

programme 
exampleS20 programme deTailS

Social 
assistance 
to poor 
children and 
households

Orphans and 
Vulnerable 
Children 
(CT-OVC) 
Programme

Type of assistance: Conditional cash transfer21 
Target population: Orphans and vulnerable children
agencies involved: Government of Kenya (GoK), World Bank, UNICEF and UK 
Department for International Development (DFID), an OVC Secretariat from the 
Department of Children Services in the Ministry of Gender, Children and Social 
Development
aim: To encourage fostering and retention of orphans within their families and 
communities and to promote their human capital development through better school 
enrolment and attendance and better health centre attendance 
Beneficiaries: At the end of 2011 the World Bank estimates there were 236,880 
programme beneficiaries (World Bank, 2011: 2). 22

Hunger Safety 
Net Programme

Type of assistance: Pilot unconditional cash transfer
Target population:The chronically food insecure in Kenya’s arid and semi-arid lands 
(Turkana, Wajir, Mandera and Marsabit)
agencies involved: DFID in partnership with the Ministry for Development of Northern 
Kenya and other Arid Lands (MoDNKAL) and managed by a consortium headed by 
Oxfam GB with support from CARE International and Save the Children UK, Help Age 
International and Oxford Policy Management (OPM)
aim: To reduce poverty among pastoralist peoples in northern Kenya
Beneficiaries: The total number of beneficiaries enrolled as of end of August 2011 was 
68,360 (HSNP, 2011). 

Protracted 
Relief and 
Recovery 
Operations 
Programme 
(PRRO) 
2009–2013 

Type of assistance: (i) School meals; (ii) supplementary rations; (iii) supplementary 
feeding; (iv) food for assets/cash for assets; (v) general relief and food distribution 
Target population:(i) School children; (ii) poor women and children; (iii) vulnerable 
communities; (iv) poor households; and (v) disaster victims 
agencies involved: World Food Programme (WFP) and the GoK
aim: To provide relief and ensure that the special nutritional requirements of vulnerable 
groups are met, in particular, refugees
Beneficiaries:  (I) 1,115,830; (11) 131,849; (111) 454,667; (1V) 140,000; (V) 2,180,058 
(2010 – Republic of Kenya, 2012)

Output Based 
Aid Health 
Voucher 
programme 
(OBA)

Type of assistance: Health voucher for safe motherhood, clinical family planning and 
gender violence recovery services
Target population: Reproductive-age women 
agencies involved: GoK, BMZ (Federal Ministry for Economic Cooperation and 
Development) and KfW Banking Group
aim: To offer quality reproductive healthcare services for economically disadvantaged 
populations by means of a voucher system. The programme aims to contribute to a 
reduction of both maternal and infant mortality rates.
Beneficiaries: By October 2007, more than 65,000 vouchers had been sold and 
approximately 34,000 claims were processed (Output Based Aid, 2012).

Home Grown 
School Meals 
Programme  

Type of assistance: School feeding programme
Target population: Schools in marginalised areas
agencies involved: GoK and Japan International Cooperation Agency
aim: To improve school enrolment, stabilise school attendance and increase progression 
and completion rates in primary schools
Beneficiaries:  538,457 in 2010 (Republic of Kenya, 2012)

Regular 
School Meals 
Programme 

Type of assistance: School feeding programme
Target population: Primary schoolchildren
agencies involved: GoK and WFP
aim: To support efforts to meet MDG 2 
Beneficiaries: 803,669 in 2010 (Republic of Kenya, 2012)
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NjaaMarufuku 
(Freedom 
from Hunger) 
Programme

Type of assistance: Subsidised agricultural inputs 
Target population: Smallholder farmers 
agencies involved: GoK and the World Bank
aim: To improve access and affordability of key inputs to smallholder farmers
Beneficiaries: 120,750 in 2010 (Republic of Kenya, 2012)

Korogocho 
Emergency and 
Food Security 
Cash Transfer 
Initiative

Type of assistance: Cash transfer
Target population: Most vulnerable urban informal settlement dwellers in Nairobi, 
targeted by local social workers, community health workers and community 
representatives using vulnerability criteria
agencies involved: WFP, Oxfam  and Concern
aim: To improve livelihood security of the in response to the cumulative shocks and 
stresses
Beneficiaries:  1,958 households between November 2009 and July 2010 (MacAuslan 
and Schoflield, 2011: iii)

Social 
insurance 
to protect 
children and 
their families

National 
Hospital 
Insurance Fund 
(NHIF)

Type of assistance: Contributory inpatient hospital cover
Target population: Formal and informal sector workers
agencies involved: Ministry of Public Health and Sanitation 
aim: To provide health insurance to its members, ie, people who have an income and 
can therefore make a financial contribution, voluntarily or involuntarily 
Beneficiaries: 2.7 million contributing members, who have about 7.5 million dependants; 
700,000 contributing informal workers; 5,000 sponsored indigent beneficiaries in 2010 
(Republic of Kenya, 2012)

National Social 
Security Fund 
(NSSF)

Type of assistance: Contributory social security 
Target population: Formal and informal sector workers
agencies involved: Ministry of Labour
aim: To provide high-quality basic social security to members through registration, 
collection of contributions, and timely payment of benefits
Beneficiaries: 38,339 in 2010 (Republic of Kenya, 2012) 

Social welfare 
services for 
marginalised 
groups of 
children

HIV/AIDS Nu-
trition Feeding 
Programme

Type of assistance: Feeding programme 
Target population: People with HIV/AIDS and OVC
agencies involved: WFP
aim: Increased adherence to HIV and AIDS treatment, improved health and nutritional 
status, increased enrolment of OVC (boys and girls), increased school attendance of 
OVC (boys and girls) and increased access to HIV services for transport workers along 
the northern corridor.
Beneficiaries: 72,065 in 2010 (Republic of Kenya, 2012)

Most Vulnerable 
Children (MVC) 
Programme

Type of assistance: School feeding
Target population: Schools in poor areas
agencies involved: GoK and DFID
aim: To ensure the enrolment, retention and reduced dropout of MVC 
Beneficiaries: 1,778,297 in 2010 (Republic of Kenya, 2012)

Social equity 
measures 
to protect 
children and 
their families

Children Act 
(2001)

The act is designed to make provision for parental responsibility, fostering, adoption, 
custody, maintenance, guardianship, care and protection of children; to make provision  
for the administration of children’s institutions; to give effect to the principles of the 
African Charter on the Rights and Welfare of the Child.

Persons with 
Disabilities Act 
(2003)

The act is designed to provide for the rights and rehabilitation of persons with  
disabilities; to achieve equalisation of opportunities for persons with disabilities; to 
establish the National Council for Persons with Disabilities.
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IMpAct of SocIAl pRotectIon on chIld nUtRItIon

Evidence on the impact of safety net programmes in Kenya is quite limited. However, that 
which is available suggests that existing programmes are improving household consumption 
and food security, but that the scale is still limited and insufficient to tackle the breadth and 
depth of child and maternal malnutrition in the country. 

ct– ovc programme

The CT-OVC programme has had a significant positive impact on expenditure on education, 
health and food. Evidence suggests that the programme may be having an impact on shifting 
the consumption preferences of participating households (Davis et al, 2012: 4, 6). Headlines 
are dominated by a significant increase (7.8%) in secondary education enrolment for children 
older than 12 years. 

Health and nutritional improvements on the other hand are mixed, in part because the 
programme is not targeting the critical window between conception and the age of two 
years. Although the Initial Operation and Impact Evaluation (IOIE) of 2009 highlighted that 
beneficiaries reported that their children had more energy because of eating better, it 
found no statistically significant impacts on anthropometric indicators (Ward et al, 2010). 
Yet, the programme has impelled an increase in household consumption and significant food 
expenditure and dietary diversity increases (Jackson et al, 2011: 13–14). There has been a 15% 
increase in the frequency of consumption of five food groups (meat, fish, milk, sugar and fats) 
(Republic of Kenya, 2012: 85). Indeed, vitamin A supplementation has increased significantly 
in programme areas (by 10 percentage points), although impact estimates are not significant 
(Ward et al, 2010).

Besides direct effects on child nutrition, there is some indication that the programme is 
benefiting caregivers and empowering women. Caregivers’ health has improved through 
increased capacity to purchase medicines (eg, ARVs), and they report “feeling stronger and 
having more energy due to their better nutritional status as a result of improved diets” 
(Jackson et al, 2011: 16). Most caregivers (92%) – the majority of whom are women – 
decided how to use the transfer alone or in consultation with other adults in the household. 
Female caregivers also reported that this contributed towards a feeling of empowerment 
(Republic of Kenya, 2012: 85). However, this was not the case in relation to other household 
members, which implies that payments are not bringing about significant changes in intra-
household relations (Ward et al, 2010). As with other cash transfer programmes that target 
food security and nutritional vulnerabilities, the programme appears to reinforce women’s 
family role as caregivers and thus ignore intra-household gender dynamics which dictate the 
utilisation of resources (Holmes and Jones, 2010). 

The programme’s targeting was generally successful. Only 4% of recipient households did 
not meet the criteria set by the programme for inclusion (2% contain no OVCs; 2% fail 
the programme’s poverty screening test) (Hurrell et al, 2011: 22). However, geographical 
targeting, screening and prioritisation processes fail to effectively identify the very poorest 
OVC households and overall coverage rates are very low. OVCs constitute 11.8% of the total 
population, of which an estimated 50.3% are absolute poor. Of the OVCs who are absolute 
poor, roughly 0.1% are covered by safety nets (Republic of Kenya, 2012: 29). 

Impact of other programmes 

The Kenyan government’s 2012 Social Protection Review found that other programmes were 
also contributing to increased household consumption and food security.  

The WFP’s School Feeding Programme (a component of the Protracted Relief and Recovery 
Operations (PRRO) programme) was estimated to have 1,115,830 beneficiaries in 2010. 
It has contributed to an increased nutrient intake of iron, vitamin A and iodine among 
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beneficiary children. School lunch was found to contribute between 30–90% of attained RDA 
level for energy for 90% of children.

The Food for Assets Programme (also part of the PRRO) had an estimated 140,000 
beneficiaries in 2010. It has improved food and nutrition security among beneficiary 
households and farmers have been able to grow different crops and produce enough food for 
a household per season (4–6 months), thus reducing the need for relief food. The allocation 
of PRRO resources to counties and locations is highly correlated with food insecurity.

The Korogocho Emergency and Food Security Cash Transfer Initiative targeted only 1,958 
urban households between November 2009 and July 2010 but made a significant impact. 
Beneficiary households ate more meals each day (2.53 as compared with 1.61, as reported 
in the baseline) and the proportion of households participating in the programme classified 
as food insecure decreased by 23.7% from baseline (Republic of Kenya, 2012). Children were 
less inclined to miss school to earn income for their households, and begging and exchanging 
sex for food or money became less frequent (MacAuslan and Schofield, 2011: ii). However, 
dietary diversity was comparable with the wider population in the slum (ibid: 23).23

The Hunger Safety Net Programme (HSNP), financed by DFID, has the potential to 
improve food security and nutrition. It has been shown to be flexible to issues of price 
inflation, which erode the value of benefits, having increased from Kshs. 2,150 (US$25) to 
Kshs. 3,000 (US$35), and phase II (2012–2017) is scaling up the programme from 68,36024 
chronically food insecure people in August 2011 (HSNP, 2011) to 1.5 million beneficiaries. 
The government also considers that the HSNP provides various opportunities for links to 
other services, such as livestock insurance and financial literacy training, and to stimulate local 
markets (through the purchase of food not provided by WFP) and the use of smart cards 
(Republic of Kenya, 2012: 94).

gApS And chAllengeS 

Kenya has clearly made strides to ensure, at policy level, a coherent framework for social 
protection in. Moreover, efforts to document learning from the sector, such as the recent 
Social Protection Review, clearly demonstrate the will and capacity to develop interventions 
based on evidence. The review suggests that social protection is at an “important juncture” as 
a National Social Protection Policy and Social Protection Fund are in the pipeline. However, 
the evidence presented in this briefing paper suggests that insufficient attention has been 
given to how social protection interventions can best contribute to tackling child malnutrition, 
despite abundant evidence of the enormous economic burden of child malnutrition in the 
country. Limited progress in combating child malnutrition reflects inadequate articulation 
with nutrition policy and programming and wider health-related services (prenatal care, 
breastfeeding and hygiene promotion programmes, nutrition education, etc). Inadequate 
investment in key sectors such as sanitation further undermines potential progress. The 
evidence presented also suggests that the groups most vulnerable to malnutrition (infants, 
pregnant women and lactating mothers) have not been sufficiently covered or adequately 
targeted in current programmes, and this is reflected in a lack of clear maternal and child 
nutrition indicators in the monitoring and evaluation systems of the majority of programmes. 

polIcY And pRActIce RecoMMendAtIonS

In sum, child malnutrition represents a significant and pressing development challenge in Kenya 
but existing evidence suggests that social protection programming to date has had a mixed 
impact at best and that there is significant potential for programme reform and modifications 
if genuine transformation in children’s lives is to be achieved. In particular, there needs to be 
a much stronger focus on the important lifecycle juncture from conception through the first 
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1,000 days if synergies between social protection and nutrition policy and programming are 
to be maximised. This approach could also be seen as an important opportunity to encourage 
more comprehensive and integrated social protection programming which does not require 
additional costly interventions but which would necessitate a change of lens, putting caregivers 
and infants at the centre of future initiatives. 

In order to tackle these problems our analysis suggests that the following key areas need to 
be prioritised (see also Figure 1 below). 

1. foster greater government ownership and expand programme coverage. Kenya’s social 
protection programmes are heavily dependent on international donors. In 2010, bilateral 
and multilateral agencies together contributed 88% of all funding (Republic of Kenya, 2012). 
Despite greater policy commitment by the government over the last few years, it has 
only managed a modest increase in spending, and many of Kenya’s major social protection 
programmes (eg, CT-OVC, HSNP, PRRO) will continue to rely on donor funding in the near 
future. The government recognises that spending is inadequate in relation to the eligible 
population (Republic of Kenya, 2012: 15). Greater government ownership would create a 
stronger sense of citizenship among vulnerable groups, including impoverished households 
with children, and incentivise complementary investment in social protection. In order 
to achieve this, the government first needs to reallocate resources in order to assume 
greater financial responsibility for social protection programmes. For example, as the 2012 
Social Protection Review suggests, resources might be transferred from the Civil Service 
Pension Scheme towards safety-net programmes. However, it will also have to set up and 
operationalise alternative funding mechanisms, such as the proposed Consolidated Social 
Protection Fund. Further, it could increase its efforts to harmonise existing programmes as 
there is significant overlap in some places, such as ASAL areas (eg, PRRO, HSNP).

2. Encourage simpler targeting and flexibility in transfer amount. Targeting has had varying 
success between programmes. Although errors of inclusion have been low (eg, 2% in HSNP 
and 4% in CT-OVC) many of the targeting methods are complex, and this has excluded a 
significant proportion of potential beneficiaries (eg, 15% for the HSNP). In the northern and 
eastern parts of the country, poverty levels are extremely high and coverage is inadequate. 
Agencies should consider simpler methods of beneficiary identification and targeting without 
losing transparency and efficiency, and prioritise inclusion of poor households rather than 
investing extensive resources in checking exclusion errors in order to increase coverage, 
especially during the scaling up of programmes such as the HSNP (Beesley, 2011). This might 
perhaps include reconsidering the use of ID cards in programmes, as this could potentially 
limit coverage in areas where higher coverage rates are clearly justified. It is also worth 
considering provision of greater support in order to promote an effective community 
validation process and in turn a functioning programme appeals process (Ward et al, 2010).

Various programmes have had to increase the transfer amount in order to account for price 
inflation. In 2006 and 2007, a cash transfer of Ksh 1,500 per month (eg, CT-OVC) would have 
largely covered the poverty gap for the average ‘hardcore’ poor household, but by mid-2011, 
the same transfer would have covered only 60% of this gap (Government of Kenya, 2012: 34). 
These inflation concerns are especially acute in some areas of the country. Retail prices in 
ASAL areas are often twice as high as those in surplus-producing counties due to inadequate 
transport infrastructure (Republic of Kenya, 2012: 36). The government must therefore 
consider the degree to which cash transfers can be adjusted to account for differences in 
local price indices rather than disbursing uniform transfers to all households regardless of 
geographical location. Studies have shown that smaller families benefit more from various 
programmes (Republic of Kenya, 2012: 124). It is therefore also worth considering whether 
programmes should provide higher transfers to larger families, delivering varying amounts 
related to the dependency ratio within households. 
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3. Strengthen programme coordination and governance capacities. Various assessments 
have suggested that government ministry capacities are inadequate to ensure a coordinated 
social protection infrastructure. The majority of Kenya’s safety net programmes have benefited 
from significant technical assistance from development agencies, and the transfer of these 
capacities to government staff has been slow (eg, conditionality monitoring). The management 
infrastructure for social protection (eg, steering committee for the HSNP) is not yet fully 
operational, and to date government ministries have played only a minor role (Hurrell et 
al, 2011; Beesley, 2011). Programme coordination and governance could be strengthened 
through, among other things, tailored capacity-strengthening activities for programme 
implementers; the inclusion of performance incentives related to programme management 
(on the basis of learning from international good practice); as well as the development of 
stronger and more mixed-method approaches to programme monitoring and evaluation, 
including the integration of child-sensitive monitoring and evaluation (M&E) tools and the 
use of social audit methodologies (as, eg, successfully integrated into India’s National Rural 
Employment Guarantee Scheme). 

4. promote a greater focus on women’s and carers’ wellbeing. Evidence from the CT-OVC 
programme demonstrates the vital importance of caregivers (the majority of whom are 
women),25 including their income-earning capacity26 and knowledge of health issues. Despite 
legal guarantees of ownership rights, Kenyan women continue to have unequal access to 
productive assets due to patriarchal customs, particularly in ASAL areas, and this hinders  
the potential for asset accumulation, which could help build resilience in times of crisis. 

Demographic health surveys also show a very strong correlation between the mother’s 
nutritional status and education levels and the nutritional outcomes of her children. However, 
key health indicators such as maternal mortality and malnutrition indicate that inadequate 
attention has been given to mothers’ wellbeing, reflecting a failure to acknowledge the 
role maternal wellbeing plays in child nutrition. Indeed, persistently low levels of exclusive 
breastfeeding27 and the large increase in wasting among children of women with no 
education28 underscores the need for a greater focus on women’s education in general. In 
a similar vein, the inverse relationship between birth-spacing and child stunting suggests the 
need for greater attention to women’s empowerment and decision-making generally. Few 
social protection instruments in the country directly target caregivers, and those which do 
have low levels of coverage.29 

Finally, the government’s Social Protection Review acknowledges the potential of some cash 
transfer programmes to be linked with other services. To this end, initiatives such as the 
Health Voucher Scheme could be expanded and better linked with cash transfer programmes 
such as the HSNP, as they are both targeted at ASAL areas. Complementary programmes to 
help address other sources of vulnerability (eg, skills training for income generation; access  
to gender-based violence prevention and redress services; support in forming savings and 
credit associations) could also be considered.

5. Strengthen links to sanitation and hygiene interventions to maximise nutritional 
dividends. Sanitation and hygiene can play a key role in child nutrition, but Kenya is off-track 
to meet its MDG target for access to improved sanitation facilities, and hygiene practices 
are poor. Recent studies have shown the substantial cost of inadequate sanitation and poor 
hygiene practices both in terms of decreased productivity30 and child malnutrition and 
mortality – which stem from diarrhoea, the leading cause of child mortality,31 and which are 
a key driver of child malnutrition. Both the government and development agencies should 
consider greater investment, especially given the potential for positive spill-over effects on 
child survival. Greater focus could be given to nutritional education and hygiene practices 
for young mothers, taking advantage of pre- and postnatal visits. Public works programmes 
targeted towards the poor in ASAL areas could be introduced to expand the construction  
of latrines and thus boost investment in sanitation,34 which would reduce economic losses  
and the impact of diarrhoea in the process.  
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figure 1: Key policy recommendations to strengthen social protection as a tool to reduce 
children’s nutritional deficits and vulnerablities 

AppendIX

Table a: ovc programme recipients

recipienTS non-recipienTS overall

Proportion of children < 6 years old malnourished 
(<2sd) on height for age (stunted)

32 25 27

Proportion of children < 6 years old malnourished 
(<2sd) on weight for age (underweight)

20 16 17

Proportion of children aged. < 6 years old 
malnourished (<2sd) on weight for height (wasted)

7 2 3

Source: evaluation Baseline 2007, hurrell et al, 2011: 44 

Foster greater government 
ownership and expand 
programme coverage

Strengthen programme 
coordination and governance 

capacities

Promoting child-sensitive  
social protection to enhance  

child survival

Strengthen focus on women’s/ 
carers’ wellbeing through linkages 
to complementary programmes

ensure greater attention to role 
of water, sanitation and hygiene in 

promoting child nutrition 

Support simpler targeting and 
flexibility in transfer amount 
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Table B: child and ovc poverty

aBSoluTe poor hardcore poor

ToTalS numBer % numBer %

Children  
(0-18 years) 19,147,737 10,252,805 53.5 4,636,046 24.2

Total number 
of OVC

3,612,679 1,953,418 54.1 933,734
25.8

Source: KihBS 2005 data in republic of Kenya, 201233 

Table c: Spending as percentage of gdp

2005 2006 2007 2008 2009 2010

All Safety Nets34 0.78 0.65 0.58 0.40 0.82 0.8

Source: republic of Kenya, 2012

details of nutrition indicators

median of the nchS/cdc/who international reference population

Table d: major nutrition indicators (%)

2000 2003 2008–9

STunTing 35.3 30.3 29.6

waSTing 6.0 5.6 5.8

underweighT 21.2 19.9 20.3

Source: Kenya demographic health Survey (KdhS), 2009: 14535

According to Kenya’s Demographic and Health Survey 2008–09 (KDHS), the proportion 
of underweight children declined between 2000 and 2003, but there was almost no change 
between 2003 and 2008–09. The proportion of stunted children declined from 35.3% in 2000 
to 30.3% in 2008–09; but the proportion of stunted children has remained unchanged since 
2003. Similarly, child wasting has been static since 2000 at around 6% (KDHS, 2008–09). 

This disjointed progress is reflected in a tendency towards increasing polarisation between 
different regions and social groups. The KDHS 2008–09 showed that although there were 
minor improvements in stunting in urban areas (24% in 2003 to 22% in 2008–09) in rural 
areas, the change was insignificant.36 

Likewise, there was a minor decline for male children from 33% in 2003 to 31% in 2008–09, 
yet among female children, stunting incidence remained unchanged. In the same vein, Kenya’s 
Multidimensional Poverty Index (MPI) shows that child malnutrition and mortality account  
for 30% of Kenya’s poverty (15% respectively),37 which is higher than any other indicators 
(OPHI, 2011).38
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who growth standards 2006

Table e: major nutrition indicators (%)

2000 2003 2008-9

STunTing 39.6 35.8 35.2

waSTing 18.2 16.5 16.4

underweighT 6.8 6.2 7.0

Source: who, 2011a data available at:  
http://www.who.int/nutgrowthdb/database/countries/who_standards/ken.pdf

Stunting, based on WHO Child Growth Standards, has experienced a slight decline over the 
last decade from around 40% to 35%. The number of children considered underweight has 
gone down, from around 18% to 16%. However, wasting has remained relatively constant at 
around 7%. In the same vein, Kenya’s Multidimensional Poverty Index (MPI) shows that child 
malnutrition and mortality account for 30% of Kenya’s poverty (15% respectively), which is 
higher than any other indicators (OPHI, 2011).

figure a. largest social protection programmes by coverage 

2500
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Source: republic of Kenya, 2012: 24
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noteS
1 See fiszbein, ringold and Srinivasan, 2011; Barrientos and Scott, 2008; Sampson, 2009

2 See articles 26 and 27 of the un Convention on the Rights of the Child and in the Universal Declaration of Human Rights, 
and article 9 of the International Covenant on Economic, Social and Cultural Rights

3 The proportion of people living in poverty is projected to increase to 65.9% by 2015 unless economic growth 
accelerates 7% (Kabubu-mariara et al, 2011: 4). 

4 Kenya’s gini index is 42.5 and the richest 20% of the population consume 49.1% of gdp (republic of Kenya, 2008: 1). 

5 A household is defined as ‘hardcore’ poor if its overall monthly consumption expenditure per adult equivalent is 
below the food poverty line.

6 Kenya registers 12.7% open unemployment and 21% underemployment (republic of Kenya, 2012a).

7 This constitutes 71% of the population (fao, 2012).

8 The ghi incorporates three interlinked hunger-related indicators: proportion of population undernourished, 
prevalence of underweight children, and the child mortality rate. 

9 for example, in the north eastern province, pastoralist livelihoods predominate and the area is periodically affected 
by drought and chronic food shortages. The KdhS 2008 –9 argues that this has had a direct effect on child nutrition. 
The province has very high levels of underweight children (25%) and extraordinarily high levels of wasting (20%) and 
severe wasting (8%) in children under five. 

10 child malnutrition accounts for a greater share of poverty in urban areas than rural areas (19% and 15.3% 
respectively) (ophi, 2011). 

11 Kenya’s human development (0.509 in 2011), gender development (0.521 in 2005) and gender inequality (0.627 in 
2011) indices are quite poor (undp, 2012). 

12 areas with a good agricultural potential represent only about 18% of the territory but support 80% of the population 
(fao, 2012). in mandera, the north eastern province, pastoralism supports 90% of the population (KfSm, 2012b). 

13 for example, a 2004 panel study by yamano and Jayne of 1,422 Kenyan households surveyed in 1997 and 2000 found 
the death of a young male household head to be associated with a 68% reduction in per capita household crop 
production value. in particular, the death of an adult male caused a greater decline in cash crops (eg, coffee, tea, and 
sugar) and non-farm income. less often acknowledged is the effect of adult female mortality, which caused a greater 
decline in cereal area cultivated which is also critical to household food security. This situation depletes the household 
asset base leaving them chronically resilient in times of crisis (yamano and Jayne, 2004, cited in gillespie and Kadiyala, 
2005: 25; omiti and nyanamba, 2007).

14 grandparents are quite often the main caregivers for ovcs (18%), and this reaches 37% in recipient households for 
the cT-ovc programme (hurrell et al, 2008: 5).

15 various health indicators suggest that women’s health status has not been addressed in Kenya with an adequate 
level of urgency and seriousness, and indeed imply a failure to acknowledge the role that maternal health plays in 
child nutrition and wellbeing generally. as the undp (2012) points out, maternal mortality in Kenya has remained 
“unacceptably high” at 488 maternal deaths per 100,000 live births, with some regions even reporting maternal 
mortality rates of 1,000/100,000 live births in 2008/09. This is a substantial increase from 414/100,000 in 2003, 
following progress since 1998 when Kenya registered 590/100,000. 

16 about a third of rural households are female-headed and around two-thirds of these have no male support. poverty 
incidence in 1997 was found to be significantly higher in female-headed households (44%) than male-headed 
households (20%). This constitutes a further group at extreme risk of poverty and malnutrition (world Bank, no date) 
Kenya: Poverty Assessment, available at: http://web.worldbank.org/wBSiTe/exTernal/TopicS/exTpoverTy/exTpa/
0,,contentmdK:20204484~menupK:435735~pagepK:148956~pipK:216618~theSitepK:430367~iscurl:y,00.html) .

17 Kenya’s ranking in the oecd’s Social institutions & gender index is 57/102.

18 This was designed to complement the national food Security and nutrition policy (nfSnp).

19 These are identified in Article 21:3 of Kenya’s 2010 Constitution as vulnerable groups for which the government has a 
duty to provide social protection (republic of Kenya, 2012).  

20 The republic of Kenya’s Social protection review 2012 list 18 programmes. Those listed here are the most pertinent 
to child nutrition. it claims that adequate data is only available for: prro, gfd, food for assets, mother and child 
health and nutrition (mchn), School feeding programmes, Sfp, hSnp.

21 The value of the cT-ovc programme transfer transfer has increased since the programme began from KSh 500 
(approximately uS$6.50) per month in the pre-pilot to Ksh 1,500, which was calculated based on the food poverty 
gap, and in august 2011, the value increased again to Ksh 2,000 per month, responding to the erosion of the transfer 
value arising from food price inflation. At the end of 2011 the World Bank estimates that there were 236,880 
programme beneficiaries (World Bank, 2011: 2). 
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a worker for equity Bank hands out a payment 
during a cash distribution in the mandera district 
of north-eastern Kenya, as part of a hunger safety 
net programme for families affected by drought 

22 The baseline results revealed that 31.89% of all sample children were either stunted or severely stunted (14.07% 
severe cases); 6.57% of all sample children were either wasted or severely wasted (1.94% severe cases); and 19.73% 
of all sample children were either underweight or severely underweight (6.87% severe cases) (hurrell et al, 2008: 53). 
phase one began in december 2004 with 500 of the poorest families in three districts (nairobi, Kwale, and garissa).
The second phase began in June 2006 and was aimed at 30, 000 ovcs in seven districts. conditions such as school 
attendance and medical check-ups were included. The third phase was aimed at 300,000 ovcs at the end of 2008. 
it has been continually scaled up and it is currently being implemented in 60 districts and aims to support 102,000 
households and 375,000 ovcs.

23 only 25% of children had more than four food groups on the preceding day. These results mirror what is seen in 
the wider slum population; concern’s nutrition surveillance in 2010 in Korogocho showed 22.1% of children 6 to 23 
months receiving four or more food groups. (MacAuslan and Schofield, 2011: 23).

24 67% of these are female (hSnp, 2011). This is an estimated 300,000 households. 

25 around 85% of caregivers are female, and as much as 37% are grandparents in cT-ovc recipient households (hurrell 
et al, 2008: 5).

26 as many as 27% of carers in recipient households report that they have no income-earning activity (hurrell et al, 
2008: 15).

27 exclusive breastfeeding for infants under six months is far below the african average of 32% at 13% (unicef, 2009).

28 The KdhS 2008–09 showed an inverse relationship between stunting and the length of the time elapsed since 
preceding birth and also with the mother’s Body mass index (Bmi).

29 eg., health voucher Scheme covers around 60,000 (world Bank, 2011) 

30 uS$324 million per year (wSp, 2012)

31 approximately 19,500 Kenyans, including 17,100 children under 5, die each year – nearly 90% of those deaths are  
directly attributed to poor water, sanitation and hygiene (wSp, 2012).

32 Between 0.1%-0.5 gdp (wSp, 2012)

33 figures were calculated using the proportions of poor in each category derived from KihBS and applying them to the 
2009 census data, weighting for urban and rural.

34 This excludes contributory schemes such as the civil Service pension, national Social Security fund (nSSf) and 
national hospital insurance fund (nhif).

35 numbers refer to the percentage of children who are more than two standard deviation units from the median of the 
nchS/cdc/who international reference population.

36 for example, in the north eastern province, pastoralist livelihoods predominate and the area is periodically affected 
by drought and chronic food shortages. The KdhS 2008–09 argues that this has had a direct effect on child nutrition. 
The province has very high levels of underweight children (25%) and extraordinarily high levels of wasting (20%) and 
severe wasting (8%) in children under 5. 

37 child malnutrition accounts for a greater share of poverty in urban areas than rural areas (19% and 15.3% 
respectively) (ophi, 2011). 

38 Kenya’s human development (0.509 in 2011), gender development (0.521 in 2005) and gender inequality (0.627  
in 2011) indices are quite poor (undp, 2012).  
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