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FOOD ASSISTANCE  

Lead  UN-World Food Programme 

Organisations involved in 

the sector 

UN Agencies, NGOs, NDMA, Line Ministries and  Development partners 

Contact information Mr. Paul Turnbull 
Deputy Country Director 
United Nations World Food Programme 
Cell+254 707 722150 
Email: paul.turnbull@wfp.org 

 

People in need  

Category of 
people in need 

 Number of people in need  

 Female Male Total  

Drought affected  728,000 572,000 1,300,000  

Conflict affected    -  

Total  728,000 572,000 1,300,000  

 

Humanitarian context and needs 

Kenya’s food production is largely rain fed.  

The October to December 2013 Short 

Rains season had a late onset and was 

below average in amounts, with much of 

the pastoral and southeastern and coastal 

marginal agricultural areas receiving 

below 80 percent of normal amount. The 

temporal and spatial distribution was also 

poor with much of the rainfall occurring at 

the onset of the season followed by 

gradual decline and early cessation, 

occasioning below average regeneration 

of pasture and browse and average 

recharge of the water pans. As a result, 

the availability of water, pasture and 

browse was limited and depletion in wet 

grazing areas started to be felt as early as 

January, almost a month earlier than 

normal. 

The national maize stock balance sheet 

evaluated on December 2013 and 

projected through March 2014 indicates 

that the maize availability will be 30 

percent below the five year (2008-2012) average of 2.9 Million Metric Tonnes. Available stocks will 

last the country through June 2014, prompting imports to fill the deficit before the long rains harvests 

reach the market. As a result of the expected below average maize availability, wholesale maize 

prices have started to increase. 

Figure 1: Short Rains (October-December) 2013 Distribution 



The current food security situation is Stressed (IPC Phase 2). Several factors including poor 

performance of the short rains 

season, conflicts, and gradual 

increase in market dependency are 

responsible for the current status of 

food security.  

The combined effects of a below 

average performance of the Short 

Rains along with higher than normal 

temperatures, and increasing food 

prices culminated into an increase in 

the population in need. Compared to 

August 2013, the population in need 

of immediate food assistance or the 

population facing food shortage due 

to idiosyncratic shocks increased 

from 0.85 million to 1.3 million 

people. This population excludes 

those facing food insecurity due to 

chronic factors. The population in 

need of immediate food assistance is 

disproportionately distributed across 

the livelihood zones. Food insecurity 

is widespread in pastoral northwest 

including Turkana, Samburu and 

Marsabit Counties. The majority of 

those in need of food assistance are, 

however, found in the pastoral 

northeast including Garissa, Isiolo, 

Mandera, Tana River, and Wajir 

Counties and, have increased faster in agro-pastoral livelihood zones between August 2013 and 

February 2014. The fast rate of increase confirms the high vulnerability to shocks and high fragility of 

agro-pastoral compared to pastoral livelihoods. KFSSG projected Kenya Food Security Outlook 

through to September 2014 points to a worsening food security situation given the so-far poor 

performance of the 2014 Long Rains. The cumulative March to May 2014 Long Rains have been 

below average to near average in much of the southeastern and coastal marginal agricultural 

lowlands and in agro pastoral and pastoral areas. A below average Long Rains harvest in marginal 

areas and below average recovery of rangeland conditions are likely to worsen the already Stressed 

(IPC Phase 2) food security outcomes between May and September 2014. 

The above situation has led to a significant increase in the number of people in need of immediate 

food need. The Short Rains Assessment (SRA) recommends approximately 1.3 million people to be 

supported.  

WFP has discussed with the Government how to handle the increased beneficiary numbers, and the 

Government has agreed to provide assistance to 291,700 people while WFP will support an additional 

209,000 people for food assistance, bringing the current total WFP beneficiary number to 1,232,800. 

This sudden increase in numbers was not anticipated in WFP’s pipeline and will require urgent 

support to meet the immediate food need.   

The SRA report also raises areas of concern to include Isiolo County which, between April and 

November 2013 was classified as ‘poor’ based on WHO thresholds for GAM rates and is likely to drift 

to ‘serious’. Similarly, other counties in which malnutrition is likely to worsen by April onwards include 

West Pokot, Turkana, Marsabit, and Mandera. Except for West Pokot County which global acute 

Figure 2: IPC Map February 2014 



malnutrition (GAM) rates is classified as ‘serious’ status, Turkana, Marsabit, and Mandera are either in 

‘critical’ or very ‘critical’ classification.  

 

Priorities in preparedness and response 

The key priorities include supporting early warning systems and food assistance to drought affected 

populations in Kenya. Food assistance, targeting 1.3 million people will be delivered conditionally 

(cash and food for assets) and unconditionally (general food distribution, ‘cashless’ cash transfers and 

supplementary feeding programme)  

Coordination arrangements at national and county level 

Under the chairmanship of Government of Kenya’s Office of the Presidency, the Kenya Food Security 

Meeting (KFSM) is the main coordinating body that brings together food security actors in a forum 

where information is exchanged, options debated and decisions on activities formulated for referral to 

the Government of Kenya and donors.  

The Kenya Food Security Steering Group (KFSSG), the technical arm of KFSM, acts as a technical 

‘think tank’ and advisory body to all relevant stakeholders on issues of drought management and food 

security. The steering group will provide effective guidelines on methods and approaches for the 

coordination of information and appropriate response measures as well as promoting, strengthening 

and supporting the multi-agency approach to drought management and food security. KFSSG has six 

Sector Working Groups among them is the food sector which is coordinated by WFP; participates in 

contingency planning facilitated by OCHA and the National Disaster Operations Centre; and provides 

technical support to the National government in coordination of drought response.  

At the county level, County Steering Groups (CSG) which are composed of the National and County 

government representatives, heads of technical line Ministries, political leadership, NDMA, WFP, 

other UN agencies and NGOs oversees all drought management and food security related activities. It 

is chaired by the Office of the Governor. 

Key objectives  

1. Assist emergency-affected households in reducing the impacts of shocks by addressing their food 

needs.  

2. Reduce acute malnutrition among children under 5 and pregnant and lactating women in crisis-

affected  

3. Enhance community resilience to shocks through asset creation, and increase government 

capacity to design and manage disaster-preparedness and risk-reduction programmes.  

4. Support and re-establish livelihoods and food and nutrition security aftershocks  

Preparedness and response actions 

1. Supporting early warning systems, contingency planning and rapid responses. 

2. Treating moderate acute malnutrition (MAM) among children aged 6–59 months and PLW, and 

providing general food distributions in response to shocks. 

3. Providing food and/or cash for creating household and community assets that enhance and 

diversify livelihoods and build resilience against recurrent shock. 

Resource requirements 

The food sector requires $100 million to cater for food needs of those affected. WFP has resourced 

$35.3m. Additional food requirements for the 209,000 beneficiaries, is 7,148MT of assorted food 

commodities at a cost of $7.6 million over the next three months. Overall therefore, the sector 

requirement is $ 72.3 million.
1
  

                                                      
1
 N.B the cost of additional Nutrition commodities over three months is $270,000 (and is reflected in the nutrition 

sector response plan) 



NUTRITION 

 
 

Background 
During the period, April to September, 2014, the nutrition sector will continue to use the National 

Nutrition Action Plan (NNAP) as guidance for coordinated implementation of high impact nutrition 

interventions by government and nutrition stakeholders. In terms of emergency preparedness and 

response, strategic objective four under the Nutrition Action Plan focuses on effective disaster 

preparedness, response and management of nutrition emergencies. To address this, the sector 

preparedness plan for the next six months has been prepared.  

 

Devolution will continue to be a significant element in the programming/operational context for the 

nutrition sector in the next six months.  

Devolution of health to the county governments has led to some rapid changes within the nutrition 

sector: 

• County government have now taken charge of the health of their citizens 

• Numerous health workers have been recruited or are in the process of being recruited by the 

county Governments 

• Numerous transfers of health workers into and out of the counties has happened  

• Counties have developed or are in the process of developing their five year health and 

nutrition plans 

• Different counties are adopting varied organizational structure 

 

In an effort to ensure adequate level of preparedness and capacity to response to emergency it is 

critical to ensure heightened institutional capacities and clearly developed strategies to address 

malnutrition in a harmonized, coordinated and result-oriented manner with mutual accountability for 

results.    

To achieve this it is needful for all actors to strengthen and support the county governments to 

ensure:  

1) Strengthening of the nutrition leadership and institutionalization of nutrition service delivery - 

the counties will take the lead in providing stronger leadership, coordination of the activities 

and use of the county systems for service delivery. Efficient nutrition information system for 

situational analysis/ early warning and routine reporting with sex and age disaggregated data 

collection and analysis to enhance equitable evidence based programming will be priotised.  

2) Inclusive partnership: all stakeholders (MOH, communities, NGOs, INGOS, CBOs, academia, 

Donors, UN agencies)  

3) Delivering results: The focus will be in delivering measurable results. This calls for the 

capacity building of the MOH and its stakeholders to monitor, measure and advocate for the 

nutrition at the county level.   

 

  

Lead  Ministry of Health, Department of Nutrition 
UNICEF 

Organisations involved 
in the sector 

Save the children, IRC, KRCS, World Vision, Concern Worldwide, Food for the 
Hungry, Islamic Relief, AMREF, Aphia Plus, Pastoralists Against Hunger, IMC, 
Mercy USA, Terres des Hommes, Action Against Hunger, German Agro Action, 
Helen Keller International, Christian Aid, Concern Universal, APHRC, CDC, MSF, 
German Doctors, Archdiocese of Nairobi, MCHIP, FACES, Elizabeth Glaser 
Pediatric Foundation, Child Fund 

Contact information Brenda Akwanyi (bakwanyi@unicef.org) 



Situation Analysis 
The estimated total population requiring humanitarian assistance has increased from 1.1 million in 

Feb, 2013 to 1.29 million March, 2014
2
.  The increase in population in need is mainly attributed to 

reduced household food access and availability as a result of poor temporal and uneven spatial short 

rains distribution after four average to above average rainfall season in many pastoral areas. This 

coupled with the high food prices, migration of livestock to dry season grazing grounds, tribal and clan 

conflicts and insecurity has led to some decline in food security situation.  Projected March 2014 

output (2.0 Million MT), almost 30 percent below the five year average (2008-2012) of 2.9 Million MT, 

is likely to lead to further increased food prices, leading to reduced access to food and ultimately 

worsen the situation.  

Review of admissions to supplementary food programs for the under-fives and the Mid-Upper Arm 

Circumference (MUAC) data showed that the situation in Mandera and Turkana County is critical and 

has the potential to deteriorate. In Marsabit County the situation is very critical in North Horr and 

Loyangalani, critical in Chalbi and Laisamis with potential to deteriorate in both cases as the food 

security situation remains stressed. In Wajir, Garissa, Isiolo, Samburu, West pokot, Laikipia, pastoral 

areas of Baringo, agro-pastoral and mixed farming areas of Baringo, the situation is serious.  In all 

these counties close surveillance of the nutrition situation is on-going.  Nutrition situation is however 

acceptable in Kajiado, Narok, Meru North, Tharaka, Mbeere,  Kitui, Makueni, Kilifi, Kwale, Taita,  

Marsabit and Moyale sub counties of Marsabit County and mixed farming areas of Baringo.  

 

In addition to the food security situation, challenges of devolution such as perceived job insecurity by 

the health workers, recruitment of large numbers of health personnel, which is on-going in all the 

counties, some of whom have no experience in handling HINI are likely to affect service delivery. 

Absenteeism of health personnel
3
 leading to community health workers serving the population also 

leads to poor quality of services. Key indicators such as morbidity, vaccination and supplementation 

of vitamin A and feeding and care practices remain below the required standards in the ASAL areas. 

These increase the risk of malnutrition in the population and makes the counties classified as having 

acceptable situation to still remain vulnerable. 

 

The total estimated caseload of boys and girls who will require treatment for acute malnutrition in both 

the rural and urban areas is 230,672 and 32,323 respectively, The total case loads of children 

suffering from acute malnutrition is therefore 262,995. The distribution of the same into the counties is 

as shown on figure 1 below.  

 

Figure 3: Estimated Caseloads April 2013  

                                                      
2
 Kenya 2013/2014 Short Rains Food Security Assessment Findings Report, March, 2014 

3
 Human Resources for Health (HRH) Assessment in Northern Kenya: Capacity Kenya , Dec, 2012  

 



 
In the urban areas, Nairobi had the highest case load of 21,960, followed by Kisumu with 6,058 and 

Mombasa with 4,304 cases. The total number of pregnant and lactating women affected by acute 

malnutrition is 27,570.  

Although the acute malnutrition rates in the country has generally remained stable. It is noteworthy 

that this stability has been contributed by the on-going work in ensuring high impact nutrition 

interventions are reaching the populations equitably. The interventions, implemented by various 

actors as shown in figure 2 below, are on-going amidst challenges of household food insecurity, 

morbidity, access to health services and poor child care practices that are the main factors that 

negatively impact the nutritional status of the population in the long term. To ensure sustained 

improvement, there is need to: 

• Advocate for resilience programmes in the ASALs to strengthen the gains made so far. 

• Monitor March to May long rains, which have a general indication to be favorable in much of the 

country, with the exception of Marsabit and Mandera Counties. 

• Strengthen High Impact nutrition interventions in the areas with high malnutrition outcomes 

Key Nutrition vulnerabilities 

• Most of the pastoral areas remained at stressed phase of food insecurity as the 2013 short rains 

did not perform well even after three successive good seasons. 

• Poor performance of the 2013 short rains affected food production, even in the high potential 

areas, leading to below average with some areas registering near total crop failure. This has led 

to high price of food commodities hindering food access in the county. The price of maize has 

been higher than the long term average since May, 2013
4
. The effect of the same is likely to be 

felt till the next harvest anticipated for August.  

• Improvement in food security situation in pastoral and marginal agricultural areas is expected 

through August given a forecast of average to above average March-May, 2014 long rains. 

                                                      
4 Kenya Short Rains 2013/2014 Food Security Assessment Findings Report, February 2014 



• Insecurity, tribal and clan conflicts that have been experienced in parts of Marsabit, Turkana, 

Mandera, Wajir and Garissa has its negative influence on the nutrition status. Insecurity has led to 

disruption of markets affecting food access and availability. They have also led to displacement of 

population disrupting the enabling environment for appropriate child care practices as the 

caregivers are affected psychologically. Overall, even as the nutrition situation remains stable in 

all areas except in parts of Turkana and Marsabit where the food security situation has 

deteriorated as shown in figure 3, the risk of malnutrition is expected to remain high in counties 

experiencing insecurity like Wajir, Garissa, Mandera and Marsabit.  

Projected nutrition situation February to April, 20145 

The nutrition situation is likely to deteriorate in Turkana, Mandera, Marsabit and West Pokot in the 

next two months. The exact trend will however be determined by the March-May rainfall and the 

security situation  

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
Preparedness 

Actions, responsibilities and timeframe 
 
Within the framework and objectives of the nutrition action plan the nutrition technical forum (NTF) 
and the county nutrition technical forums (CNTF) have agreed to further define priorities in light of 
ongoing changes in the context of devolution and the humanitarian needs.  
 
Below are responses and preparedness activities to mitigate the effects of the food insecurity, 
devolution of health and on-going insecurity. County preparedness will be enhanced through capacity 
building of the government authorities and other partners operating in the affected regions on the 

                                                      
5 Key Indicators used in classification of the districts are: 
-Global Acute Malnutrition- used as a short term outcome indicator indicative of various high impact nutrition interventions.  
Implementing partners to focus on HINI indicators below reference point in project areas.  

-Expected and current caseload of SAM and MAM 

-Food insecurity- used as a key underlying factor and as forecast of the situation n 2014 

-Insecurity- a key risk factor that impacts on nutrition programs negatively.  
 

Figure 4: Nutrition situation March, 2014 

 



nutrition surveillance and regular information review through the district/county level coordination 
forums. Intensity of support and appropriate activities will change as the year progresses and 
depending on the regular situation analysis. 

 
Table 1: Preparedness actions, responsibilities and timeframe 

Issues  Priority Actions Responsible  Timing 

Leadership, 
Coordination 
and 
Partnership   
 

In line with county and national functions (National and 
County level ) 
• Response gap analysis and advocacy for partners 

in the areas where the sector does not have 

presence 

• Develop/strengthen working groups at the county 

level through development of clear mandates and 

TORs agreed on by the county. 

• Link the county working groups with the national 

working groups and NTF for capacity building and 

mentorship in  Strengthening link between early 

warning, early response and mitigation 

• Stream line communications and advocacy 

between national and county level to ensure 

sharing of relevant information and a culture of 

sharing best practices and lessons learned 

between counties and with national level 

MoH Nutrition 
Unit UNICEF/ 
WFP/NSOs 
C/DHMT, 
implementing 
partners, 
working groups 
 

April- 
Septemb
er, 2014 
 

Capacity 
Development 
(analysis, 
mapping, 
development) 
 

• National and county capacity mapping 

• County level capacity building on coordination, 

leadership and advocacy to influence policy and 

resource mobilization in devolved governments  

• Capacity development of the counties on HINI  to 

ensure a team of TOTs especially because the 

recruitment  of health workers is now at county 

level 

• Capacity building of the health workers and the 

CHMT on the supply chain management 

DoN/ county 
nutritionist 
implementing 
 UNICEF/ WFP, 
partners,  
Capacity 
working group 

April-
Septemb
er, 2014 
 

Service 
delivery 

• Polices and guidelines of all HINI interventions 

available in all counties and with partners 

• Finalize and activate county nutrition action plans 

• Defining  national & county implementation 

strategies/approach in line with devolution 

• County contingency plans in place  

• Human resources support strategies agreed per 

county. 

National and 
County Nutrition 
Technical 
forums 
 
CNTF, NDMA  

April 
Septemb
er, 2014 
 

Information 
management  
 

• The roll out of SMART methodology for nutrition 

assessments to county level 

• Capacity building on conducting Coverage 

assessments to counties and among partners 

• County support of DHIS to improve and address 

issues affecting data quality  

• Dissemination of nutrition information through the 

production of regular bulletins and technical forums 

at the national level and  reports  and technical 

forums at the county level 

DON/UNICEF/W
FP/WHO/ 
CDHMTS and 
partners, NWIG 

April to 
Septemb
er, 2014 
 



• Facilitate sharing of technical forum minutes and 

other information between county and national 

level through the nutrition sector coordinator  

• Regular nutrition surveillance activities  

Prepositionin
g of supplies  
 

• National pipeline of supplies assured with no 

pipeline breaks  

• Contingency supply plan are in place with 

adequate pre-positioning of therapeutic and 

micronutrient supplies including equipment at the 

sub-county level. 

• Additional therapeutic supplies prepositioned in 

KRCS stores. 

DoN, 
UNICEF,WFP,N
TF /NSOs/ 
C/DHMTS 
implementing 
partners  

April- 
Septemb
er, 2014 
 

Resource 
mobilization: 

 

• Resource mapping  

• Budget /Financial requirement for nutrition 

response both at national and county level.   

• Alliances & partnerships for advocacy/ 

communication/ programming funding 

requirements to various forum for timely resource 

mobilization 

DoN/ Nutrition 
sector 
coordinator 
C/DHMT& 
NSOs 
Nutrition sector 
coordinator and 
implementing 
partners/ 
WFP/UNICEF 
DoN/ Nutrition 
sector 
coordinator 

April- 
Septemb
er,   2014 
 

 

 

Table 2: Monitoring nutrition sector targets and results 

Outputs Indicators Target 

Increase coverage of 
health facility offering 
the full package of 
high impact nutrition 
interventions 

% of health facilities that have fully integrated essential 
nutrition services 

85% 

Malnourished cases 
are screened, 
referred and treated 
according to 
standards at health 
facility and 
community level 

Percentage of children (new cases/re-attendances) with 
severe acute malnutrition receiving treatment 75% 

Percentage of new cases with moderate malnutrition 
receiving treatment 50% 

Percentage of children (new cases/re-attendances) with 
severe acute malnutrition who recovered >75% 

Percentage of new cases with moderate malnutrition 
who recovered >75% 

Improved Infant and 
Young Child feeding 
practices 

Proportion of infants less than 6 months age of age 
exclusively breastfed 80% 
Proportion of children 6-23 months who received foods 
from 3+ or 4 food groups 80% 

Increased coverage 
of micronutrients 
supplementation and 
de-worming 

Proportion of children 6-59 months receiving at least 
one dose of Vitamin A supplementation within six 
months  80% 

Percentage of children 1-5 years de-wormed at least 
twice at health facility during the year 80% 

% of pregnant women receiving iron and folate 
supplements 80% 

Increased reporting 
rate 

Counties  with complete monthly nutrition reports ( sex 
and age disaggregated) used at county coordination 90% 



foras 

Strengthened 
coordination  

Counties  having monthly nutrition coordination meeting 
County plans  reflect the Kenya Nutrition Action Plan 
objectives and activities 90% 

 
 
Table 3:  Funding commitments in Kshs 

District/County Nutrition 
sector 
Implementing 
partner 

Fund 
received in 
KSHS 

Start Date End date Funding 
source 

Funding Gap up 
to Sept 2014 

 Comments 

Mandera(West) Save the 
Children  

91689515 1st June, 2012 30th June, 2014 UNICEF    

Mandera(central) Save the 
Children  

93,659,228 
  

 1st January 
2014 

31st Dec, 2014  ECHO  No Funding gap   

1st Oct 2013 30th Sep, 2014 DFID No Funding gap  

Mandera ( North, 
East, Lafey) 

Islamic Relief  112, 458,000  1st Nov, 2013  31st October, 
2015 

 DFID No Funding gap   

37,000,000 1st January, 2014 31st Dec, 2014 ECHO No Funding gap  

Turkana Central and 
South  

World Vision 66,690,575 1st Nov, 2013 30th October, 
2014 

DFID/ World 
Vision UK  

No Funding gap Has budget 
till Oct, 2015 

Turkana Save the 
children 

38,632, 400  Feb, 2014  30th June,2014  UNICEF    

Turkana IRC  252, 
888,095 

 1st July, 2013  31st Dec, 2014  ECHO No Funding gap   

1st Nov, 2013 30th Oct, 2015 DFID No Funding gap  

Moyale, Marsabit 
county 

Concern WW 31,171,969 1st March, 2014 30th June, 2014 UNICEF    

Marsabit  FH-Kenya 80,558,927 1st June, 2012 30th June, 2014 UNICEF    

Marsabit-South  World Vision 41372560 28th Oct, 2013 28th Oct, 2014 World Vision 
USA 

No Funding gap Budget till 
2015 

Garissa Mercy-USA 35,681,100 16th Feb, 2014 30th June, 2014 UNICEF 26,951,000   

Garissa  Terre Des 
Hommes (TDH) 

           

Garissa (Dadaab 
sub-county) 

ACF 10,261,079 March, 2014 31st Aug, 2014 ECHO   

Wajir (West, North, 
Eldas, and Buna 

Islamic Relief 125,233,000   1st Nov, 2013  31st October, 
2015 

 DFID No Funding gap   

40, 000,000 1stJan, 2014 31st Dec, 2014 ECHO No Funding gap  

Wajir(South/east) Save the 
Children 

225,942,745 
  

 1st January 
2014 

 31st Dec, 2014  ECHO  No Funding gap   

1st Oct 2013 30th Sep, 2014 DFID No Funding gap  

Samburu and 
Baringo  

World Vision 32,729,284 1st January, 
2014 

30th June, 2014 UNICEF/WVI 21,400,000   

Isiolo –Garbatulla World Vision 18,068,620 1st October, 
2013 

30th Sep, 2014 World Vision 
Canada 

No Funding gap Budget till 
2018. MCH 
project 
integrating 
nutrition  

Elgeyo Marakwet – 
Marakwet 

World Vision 18,068,620 2nd Oct, 2013 31st Sep, 2014 No Funding gap 

West Pokot, Merti/ 
Garbatulla 

ACF  246 079038 1st June, 2012 30th June, 2014 UNICEF    

West Pokot  ACF 33,541, 820 July, 2014 31st Dec, 2014 ECHO No Funding gap  

Tana river, Isiolo, 
Samburu 

IMC 41,427,929 1st Jan, 2014 30th June, 2014 UNICEF   

Mwingi              

Meru North         

Laikipia        

Kajiado              

Narok              

Makueni              

Kilifi - Ganze World Vision 50944835 1st July, 2013  30th June, 2014 Australia AID No funding gap MCH project 



 
Key  

Food security situation  Critical   Serious   Acceptable  

Intensity of response planned  High- level   Medium level  Low level 

 
 
The following table provides the Integrated Management of Acute Malnutrition (IMAM) shortfalls for 2014 for the ASAL 

counties, and thus the need for resource mobilization to meet these gaps. 

Table 4: -IMAM Programme Shortfalls for 2014 (March to December 2014) in the ASAL 

 

Treatment of Moderate Acute Malnutrition (MAM) – 2014  

Category Beneficiaries Commodity Shortfalls  Shortfalls (USD) 

Pregnant and Lactating 
women 

25,000 Corn Soy Blend 1,208,000 kgs 1,603,620.00 

Vegetable Oil 131, 250 kgs 302,794.00 

Children < 5 years 40,000 RUSF 33, 094 cartons 2,158,513.00 

Sub Total 2014   4,064,927.00 

15% contingency  609, 739.05 

Grand Total for MAM 4, 674,666.05 

Treatment of Severe Acute Malnutrition (SAM) – 2014 

Category Beneficiaries Commodity Shortfalls  Shortfalls (USD) 

Children <5years 
(inpatient) 

630 F100, F75 F75-136 cartons  
F100-298 cartons  

47531 

Children < 5 years (out 
Patient) 

5670 RUTF 6850 cartons  398,509 

     

Sub Total  2014   446,040 

15% contingency   66,906 

Total   512, 946 

Overall Total 5,187,612.05 

 

Kitui-Kitui West sub 
County 

World Vision 15305865 1st January, 
2014 

31st Dec, 2014 World Vision 
Ireland 

25,680,000 integrating 
nutrition.  

Mbeere              

Taita Taveta  IMC 25,776,420   1st Feb, 2013   1St January, 2016  EU No Funding gap IMC through 
WV is 
implementing 
nutrition 
component 

Kwale               

Tharaka              

All counties  Kenya Red cross 71954707 16th Feb, 2014  30th June, 2014  UNICEF    

Urban(Nairobi 
&Kisumu) 

Concern WW 87680061 1st June, 2012 30th June, 2014 UNICEF    



 
 

  



HEALTH 

 

Lead  Ministry of Health 
WORLD HEALTH ORGANIZATION 

Organisations involved 
in the sector: 

WHO, UNICEF, UNFPA, IOM, UNHCR, IRC, Kenya Red Cross 

Contact information Dr Custodia Mandlhate afkenwr@who.int 

 

People in need  

Category of 
people in need 

 Number of people in need  

 Female Male Total  

IDPs  300,000 150,000 450,000  

Disease 
Outbreaks 

 800,000 400,000 1,200,000  

Mass casualty  250,000 250,000 500,000  

Children  700,000 700,000 1,400,000  

Special 
vulnerable 
groups (HIV, 
gender etc.) 

 300,000 250,000 550,000  

Alcohol 
poisoning 

 150,000 150,000 300,000  

Total  2,350,000 1,750,000 4,400,000  

 

Humanitarian context and needs 

The Health Sector partners are requested to respond to various health emergencies such as disease 

outbreaks, the effects of drought on health, mass casualty disasters from urban fires in Nairobi and 

other slums, terrorist attacks and conflicts. The Sector has often responded promptly, thereby 

mitigating the impact of these disasters.  

 

Most of the pastoral areas of north-eastern and north-western Kenya are expected to experience 

depressed rainfall during the current Long Rains season. Depressed rainfall is also expected over the 

western highlands, Lake Basin, central Rift Valley and the central highlands including Nairobi in 

March. There are also reports of a possibility of El Niño related flooding later in the year. The resulting 

effect will be reduced food security in various parts of the country and an ongonig risks of disease 

outbreaks (measles, cholera, hepatitis E and wild polio virus outbreak), insecurity and mass 

casualties. 

 

Following the notification of wild polio virus in Mudug region of Somalia in a 36 month old child in May 

2014, there is the need to further enhance and expand surveillance activities in Kenya and Somalia. 

This is because of presence mobile populations in the Horn of Africa that move into and out of Kenya 

and Somalia. These movements include mixed migration and pastoralists that need to be reached 

with polio vaccine, routine immunization and other health services in the context of polio outbreak. A 

robust surveillance system including rumour investigation and confirmation for wild polio virus 

infection and tracking of cross-border population movement information is essential. 

 

Conflict, insecurity and terrorism could also lead to mass casualties requiring immediate life-saving 

medical intervention. To date the total amount of people affected due to terrorism stand at 



approximately 200 with more than 80 reported fatalities countrywide; the majority being in Nairobi, 

Mombasa and northeastern Kenya. 

 

The country has also continued to report cases of methanol and aflatoxin poisoning. Recently the 

emergency departments of hospitals across five counties in and around central Kenya reported a 

sharp surge in patients presenting with symptoms and signs of methanol ingestion. The hospitals in 

Embu, Naivasha, Makueni, Kitui and Kiambu marshalled their resources to respond to the disaster. 

However, the morbidity and case fatality rate were quite high with 380 cases and 90 deaths and a 

total of 380 affected. The majority of those expected to be affected and potential beneficiaries from 

these life-saving interventions will be women and children.  

 

The health-care delivery system is still weak and overstretched; it will not be able to respond to any 

disaster or large-scale disease outbreak without humanitarian support from partners. The devolution 

of power to the counties for the first time in 2013 will also require a lot of technical and structural 

support from partners in order to continue operations, which may take years to be fully established 

and functional. Currently the sector is offering technical support to counties in developing their 

respective County Integrated Development Plans that will guide investment in key sectors including 

health. 

 

Priorities in preparedness and response 

The Health Sector will encourage partnerships, collaboration and coordination for synergy and 

effectiveness of its actions. Coordination forums will be established at the national and county level 

and for the eight humanitarian hubs. Leads will be identified based on comparative strength and 

ability to support Government structures for coordination, rapid health–and-nutrition assessments, 

gaps identification and local capacity-building. The implementation of the Health Sector humanitarian 

response and local resilience-building activities will clearly identify cross-cutting issues such as HIV, 

gender, rights-based programming, protection, psycho-social, environment, equity, governance and 

community empowerment. 

As the Health Sector lead, WHO will facilitate the key support required from partners including 

coordinating humanitarian partners and activities, prompt response to alerts, rumours and disease 

outbreaks, ensuring essential drugs, laboratory reagents and health materials such as personal 

protection kits are available, supporting communities to identify critical risk factors, supporting rapid 

health-and-nutrition assessments, facilitating multi-sector and partner planning, standards and 

guidelines, and implementing activities and monitoring. Partner analysis and mapping are also critical.  

WHO will also support stakeholders at national and county levels for real-time information 

management and dissemination, identifying and filling gaps, and local capacity building. WHO and 

UNICEF will support vaccination of children less than five years in crisis against measles and 

poliomyelitis. UNFPA, also in coordination with partners, will complement and scale-up existing sexual 

reproductive health services among the crisis-affected communities and refugee populations by 

strengthening the implementation of minimum initial services package for reproductive health and 

advocating the prioritization of comprehensive reproductive health services as a vital component of 

primary health-care services. 

Coordination arrangements at national and county level 

As a result of the frequent disaster occurrences that the country experiences, the Country 

Humanitarian Coordinator and the sector coordination structures are in place with WHO as the health 

sector lead. The National Disaster Operations Centre coordinates all sectors during emergencies and 

disasters. The Ministry of Health also coordinates the multi-partner health and nutrition coordination 

forum. Through this mechanism health and nutrition issues are discussed and decisions 

recommended to the Minister of health. In the same forum, reports are shared, discussed and 

preparedness and response decisions made and communicated to relevant authorities for action. At 



the county level, the county health management team composed of the County Directors, sub county 

medical officers of health and other public health officers oversee all health management activities 

with the representatives of the District health Directors.  

Sector Objectives 

Strategic objective 1: The humanitarian needs of highly vulnerable populations affected by 

natural and manmade disasters are met through life-saving assistance.  

 

Strategic objective 2: Communities have enhanced resilience, reducing the impact of disasters, 

and lessened chronic vulnerability by means of DRR and early recovery approaches.  

 

Strategic objective 3: Increased commitment on the part of the Government of Kenya and 

development actors to address issues of acute and chronic vulnerability and provide durable 

solutions.  

 

Key preparedness and response actions 

Strategic objective 1  

Ensure that critical life-saving surge capacities (services, resources and supplies) are 

available and accessible to vulnerable groups (mainly boys, girls and women), including mass 

casualty victims at key strategic locations in the arid and semi-arid regions.  

 

Output 1: Health Sector partners coordinated at national, county and district level 

Output 2: Lifesaving health materials are prepositioned (essential, drugs, vaccines, laboratory 

reagents, basic equipment for epidemic diseases and materials, consumables, and health and 

reproductive health kits), especially for children and pregnant women at targeted locations 

Output 3: Identify key partners for provision of alternative life-saving health care services to special 

vulnerable groups and also for logistics 

Output 4: Functioning alert, early warning and response structure in the most vulnerable 10 counties 

and districts 

Strategic objective 2 

Create awareness and increase community’s public health capacity to demand and utilize 

essential Health and Nutrition services. 

 

Output 1: Support district health teams for integrated community health outreaches 

Output 2: Support vaccination of children less than five years in at least 10 counties 

Output 3: Identify and organize targeted health promotion to reduce risk factors and public health 

education for special vulnerable groups at community level (women groups, survivors of gender-

based violence, elderly and children in schools) 

Strategic objective 3  

Support county level health sector governance structures in their commitment to disaster risk 

reduction and disaster management through leadership and governance at county level. 

Output: Forums for disaster response and resilience-building in counties established and maintained 

  



Resource requirements 

 Amount $ 

Immediate gap 800,000 

Annual programming 4,625,000 

Annual programming gap 2,500,000 

 

Breakdown of immediate resource requirements 

OUTPUT  Available Required  

 Health Sector partners coordinated at national, county and district level 10,000 50,000 

 Preposition essential, drugs, laboratory reagents, basic equipment for 

epidemic diseases and materials, consumables, and health and reproductive 

health kits, especially for children and pregnant women at targeted locations 

10,000 100,000 

Identify key partners for provision of alternative life-saving health care 

services to special vulnerable groups and also for logistics 

5,000 80,000 

Functioning early warning and alert network in most vulnerable counties and 

districts 

5,000 70,000 

Support district health teams for integrated community health outreaches 10,000 120,000 

Support vaccination of children less than five years in at least 10 counties 8,000 300,000 

Organize targeted public health education for special vulnerable groups at 

community level (women groups, survivors of gender-based violence, elderly 

and children in schools) 

8,000 60,000 

Total 56,000 780,000 

 

 

 

 

  



WATER, SANITATION AND HYGIENE (WASH) 

Lead UNICEF (United Nations Children’s Fund), in support of:  
The Ministry of Water, Environment and Natural Resources (MoWENR)  
and The Ministry of Health (MoH) 

Organisations involved 

in the sector 

WESCOORD members: Ministry of Environment, Water & Natural Resources, 
Ministry of Health, relevant departments in county governments, UNICEF, KRCS, 
ACTED, COOPI, LVIA, FaIDA, SOUTHERN AID, WASDA and other local and 
international agencies 

Contact Information Ferdinand J. Njue, (fnjue@unicef.org) 
Eliud Wamwangi, (ekagema@yahoo.com) 

 

People in need  

Category of 
people in need 

 Number of people in need  

 Female Male Total  

Emergency 
affected (natural 
and man related 
hazards) 

 212,289 173,691 385,000  

Total  212,289 173691                              385,980  

 

Humanitarian context and needs 

Safe water, sanitation and good hygiene practices are essential to save lives during emergencies, 

and also for reduced vulnerability to various hazards. Water and sanitation related diseases arising 

from lack of access to safe water, inadequate sanitation facilities and poor hygiene practices are 

contributing to high mortality of children under five
6
. Diarrheal is an underlying cause for malnutrition. 

Kenya is a water scarce country. Over 80% of the country comprises arid and semi-arid lands 

(ASALs), and is home to over 10 million people
7
. Over 45% of the rural population in Kenya obtained 

water from unimproved and surface sources in 2012
8
. The situation is worst in the ASALs due to 

water scarcity, limited development of water sources, and frequent breakdown of existing sources. 

The population in ASAL areas, particularly women and girls, use a lot of their time and energy 

collecting water, at the expense of other productive engagements. 

 

Only about 29% of the rural population in Kenya has access to improved sanitation facilities, and 17% 

practice open defecation
9
. There are huge inequalities and disparities in access to improved 

sanitation. Rural and peri-urban areas within the ASALs have lowest latrine coverage, and open 

defecation is widespread.  Latrine coverage is 11%, 1%, 14% and 20% in Samburu, Baringo, Turkana 

and Mandera respectively. 

 

Knowledge and practice of safe hygiene behaviours is limited in the emergency prone areas. 

Behaviours such as safe disposal of faeces, hand washing with soap/ash at critical times, and safe 

water supply chains are critical for preventing diarrheal diseases including cholera. Schools and 

health facilities in emergency prone areas also lack access to safe WASH services. This depresses 

demand for education and health services particularly for girls and women.  

 

Women and children bear the biggest burden for limited and unequal access to safe water, hygiene 

and sanitation services in the emergency prone areas.  

                                                      
6 Government of Kenya – UNICEF Cooperation Baseline Survey, 2010 (GRECDH)  
7 WESCOORD Water, sanitation and Hygiene Annual Assessment Report, 2013 (Alexandra Blason et al)  
8 Joint Monitoring Programme for water and sanitation, 2014 (WHO/UNICEF) 
9 Joint Monitoring Programme for water and sanitation, 2014 (WHO/UNICEF) 



 

Hazards and vulnerability 

WESCOORD commissioned a country wide risk assessment of water, hygiene and sanitation in 2013 

to better understand needs in areas frequently affected by emergencies, and to identify gaps. 

Drought, floods, disease outbreaks and conflict are key hazards causing emergencies in Kenya.  

Drought affects over 80% of the country, mainly the ASALs in Eastern, North Eastern, upper Rift 

Valley and Coastal regions of the country. Flood and landslide prone areas include Nyanza, western, 

coastal and north eastern regions. Conflicts are common in the ASALs, linked mainly to competition 

for water and pasture resources, and also politics. ASALs are particularly prone to multiple hazards. 

Occurrence of drought, floods and conflicts are usually accompanied by population displacement and 

increased incidence of WASH related diseases. Based on the risk assessment, WESCOORD has 

prioritized 22 counties
10

 located mainly in ASALs, and flood prone areas in Nyanza and Western 

Kenya region.  

 

 
 

Situational Analysis 

Good rainfall performance in 2012 and 2013 improved water access and reduced the number of 

people requiring humanitarian assistance in the priority counties for WESCOORD. The rains caused 

flooding in some locations (e.g. parts of Isiolo, Garissa and Baringo counties) destroying already 

limited water and sanitation facilities and some have not been rehabilitated to date.  

 

The 2013 short rains season was below average in amounts, with much of the pastoral and south-

eastern and coastal marginal agricultural areas receiving below 80 percent of normal amount
11

. Some 

localized areas in Marsabit, Wajir, and Garissa Counties also received below 25 percent of normal 

amount of rainfall. The below average October to December 2013 short rains resulted average 

recharge of the water pans. There was early onset of water scarcity in most parts of Turkana, 

Marsabit, Mandera, Wajir and Garissa counties during the January – March 2014 dry season, forcing 

resulting in emergency water trucking, and some counties declaring drought.  

 

The performance of 2014 long rain season has been mixed. Highly depressed rainfall was recorded 

over most parts of the country during the usual peak month of April; most meteorological stations in 

the country recorded rainfall that was well below 75 percent of their Long-Term Means (LTMs) for the 

month
12

. With the 2014 long rains season coming to an end in May, water sources in various locations 

within the ASALs have not been sufficiently recharged. Water stress is expected in within the ASALs 

                                                      
10

 WESCOORD Water, sanitation and Hygiene Annual Assessment Report, 2013 (Alexandra Blason et al)   
11

 October to December 2013 Short Rains Season Assessment Report (KFSSG) 
12 Review of the weather in March and April, and outlook for May 2014, 30.04.2014 (Kenya Meteorological Department).  



from as early as July, and situation could deteriorate if the short rains expected in October are 

delayed or perform poorly. On the other hand, there are areas such as Baringo and Western Kenya 

where flooding has been reported increasing risk for water borne diseases. The Kenya Meteorological 

Department has also warned of possible El Nino rains in the country. The El Nino rains are expected 

to cause widespread flooding, displacement, destruction of WASH infrastructure, and WASH related 

disease outbreaks, all requiring emergency WASH response.  

 

The conflict in Moyale earlier in the year led to displacement of many families and destruction of water 

supply systems. With return of relative calm, people are returning to their villages, and there is need 

for rehabilitation of destroyed household and institutional water and sanitation infrastructure, together 

with hygiene promotion to prevent and mitigate disease outbreak. There are also residual needs for 

families displaced by conflicts in other locations such as Tana River County. Rivalries and tension 

between various communities also remain in Mandera and Wajir Counties. Other needs are related to 

refugees needs at Dadaab and Kakuma camps; provision of basic WASH services and disease 

outbreak prevention and control are essential interventions. The host communities also have 

increased WASH needs due to the burden of hosting the refugees. 

 

Poverty coupled with increasingly frequency and intensity of hazard events has weakened the 

livelihood base and undermined the coping mechanisms of the population in the emergency prone 

areas, deepening their vulnerability. Interventions need to ensure continuity WASH services during 

emergencies but also reducing vulnerability to the hazards through sustainable service delivery and 

hygiene and sanitation behaviour changes. 

 

Within the framework of ending drought and other emergencies in Kenya, emphasis in the WASH 

sector has shifted to disaster risk reduction and building resilience of vulnerable communities in the 

emergency prone areas. Devolution has brought about changes in WASH coordination mechanisms.  

 

The needs to be addressed by the sector between May and June 2015 include: 

• Weak capacity for emergency preparedness, response, coordination, and application of 

humanitarian best practice to enhance resilience of vulnerable populations in areas that are prone 

to hazard events; 

• Limited access to safe, adequate and sustainable water supply for emergency-affected 

communities, and populations living in areas that are prone to various hazard events; 

• Open defecation and limited access to safe and appropriate sanitation facilities for emergency-

affected communities, and populations living in areas that are prone to various hazard events; 

• Limited awareness and practice of hygiene and measures for preventing WASH-related diseases 

(particularly cholera) for emergency-affected communities, and populations living in areas that are 

prone to various hazard events; 

• Inadequate capacity of government led coordination structures at national and sub-national level 

to enable effective and coordinated preparedness and response in the sector. 

 

Priorities in preparedness and response 

WASH sector will ensure that the humanitarian needs of vulnerable populations in priority counties 

affected by natural and man-made disasters are met through life-saving assistance and protection as 

per national and international standards. This will be through constant risk monitoring, preparedness 

planning, stock-piling / pre-positioning of emergency supplies, ensuring adequate coordination and 

information management, capacity building for partners and effective emergency response for 

affected households and institutions. The emergency response includes water supply, provision of 

equipment and fast moving spares for water systems, sanitation including vector control, hygiene 



promotion and distribution of WASH NFIs. Lack of safe WASH services is an underlying cause of 

malnutrition, and WASH interventions are part of integrated high impact health/nutrition package for 

response. 

 

WASH sector will support the strengthening of resilience for the vulnerable communities in priority 

counties, reducing the impact of disasters, and lessening of chronic vulnerability by means of DRR 

and early recovery approaches. The sector will support learning, adaption and bringing to scale 

proven best practices to enhance resilience. The sector will provide support to improve sustainable 

and equitable access to safe WASH services in emergency prone areas to reduce vulnerability of the 

population. This includes rehabilitation/upgrading of strategic water facilities, capacity building in 

management and maintenance of WASH facilities, CLTS for elimination of open defecation, WASH in 

schools, hygiene awareness and behaviour change promotion and CMDRR.   

 

WASH sector will support capacity strengthening for government institutions and staff responsible for 

leading in emergency preparedness, planning, coordination and response. This includes support for 

strengthening the Emergency WASH Coordination Platform, WESCOORD. The sector will support the 

embedding of emergency preparedness and response mechanisms in the appropriate government 

frameworks and allocation of resources for effective operation. This is to ensure sufficient capacity for 

effective response.   

 

Coordination arrangements at national and county level 

Coordination of WASH interventions in Kenya is led by the Ministry of Environment, Water and 

Natural Resources (MEWNR), and the Ministry of Health (MoH), with support from UNICEF. 

WESCOORD was established as a technical arm of KFSSG. WASH sector operates within the 

established humanitarian coordination framework, and is part of the Inter Sector Working Group. 

WESCOORD national secretariat is based at Maji house and supports coordination of sector activities 

across the country, with particular focus on the priority counties. National coordination meetings take 

place monthly at the Maji House. 

WESCOORD has established County level WESCOORD coordination platforms in 24 counties that 

are prone to emergencies. County Steering Groups / County Disaster Management Committees have 

overall responsibility for disaster management and response. The National Drought Management 

Authority (NDMA) has responsibility for coordinating ending drought emergency in the counties. 

WESCOORD at the county level is now led by the devolved government structures, with support from 

the national office. WESCOORD is also operational at sub-county level in some counties. The role of 

WESCOORD at county and sub-county levels include: 

• Ensure effective coordination of humanitarian interventions in emergency-affected areas; 

• Share information on WASH activities in emergency-affected areas, and identify any gaps in 

humanitarian actions; 

• Develop adequate emergency preparedness measures and contingency plans; 

• Provide a platform for learning and sharing - including dialogue on establishing links between 

emergency and development WASH actions through interventions that build resilience in disaster-

affected communities; 

• Raise awareness on the enforcement of international and national standards and guidelines in 

WASH sector; 

• Promote accountability and transparency in the utilization of resources (funds, supplies, etc.) for 

the WASH sector. 

Sector objectives  



• Improved and equitable access to safe, adequate and sustainable water supply, appropriate 

sanitation and hygiene means to populations affected by floods, drought, conflict and WASH-

related disease outbreaks:  

• Increased capacity for emergency-affected communities to use and maintain communal water, 

sanitation and hygiene facilities sustainably; and capacity to plan for future hazards; 

• Formalized roles of government WASH ministries/ departments, with humanitarian WASH 

partners on the coordination of WASH interventions; and capacity strengthening emergency 

preparedness, planning, coordination and response. 

 

Key preparedness and response actions 

• Monitoring of risks, contingency planning, pre-positioning, coordination, information management, 

learning and capacity building of partners; 

• Non-functioning community water sources rehabilitated including water harvesting structures; and 

trained committees put in place to manage community water supply systems.; 

• Provision of reliable water supply, gender sensitive sanitation with hand washing facilities and 

hygiene promotion in school and health facilities (includes household water treatment & storage); 

• Support to Community Led Total Sanitation (CLTS) to stop open defecation; 

• Promotion and awareness campaigns on key hygiene practices in target areas – includes safe 

disposal of faeces, household water treatment and storage; 

• Cholera preparedness and response training carried out, and awareness campaigns conducted; 

• Training for WESCOORD structures at national and sub-national levels; 

• Community Based Disaster Risk Reduction planning and training;  

• Distribution of WASH NFIs, emergency water supply, emergency sanitation facilities, provision of 

fast moving spare-parts and equipment for strategic water sources; 

Sector will mainstream cross cutting issues such as gender, conflicts, HIV, GBV and environment in 

implementation of its interventions. 

 

Resource requirements 

The estimated requirement for the WASH sector in 2014 is USD 9,487,955. Requested funding to 

June 2015 is USD 8,563,112.00, while funding required for immediate response is USD 5,223,498.  

 

Item Immediate 

Needs (USD) 

Medium Term 

Needs (USD) 

Total (USD) 

Safe water supply, appropriate sanitation & 

hygiene means for affected population  

4,596,678 2,938,860 7,535,538 

Increased capacity for emergency-affected 

communities to use and maintain WASH facilities 

sustainably; and to plan for future hazards 

 685,049 685,049 

Capacity strengthening for government led 

emergency preparedness, planning, coordination 

& response 

 342,525 342,525 

TOTAL (USD) 4,596,678 3,966,434 8,563,112 

 



SHELTER AND NON-FOOD ITEMS 

Lead  IOM and KRCS 

Organisations 
involved in the sector 

IOM, KRCS, UNICEF, WV, UNHCR, SP, NRC, Acted, Helpage, CHF, USAID, 
Global one 2015, Welthungerhilfe, Qatar Charity, Muslim Aid and others. 

Contact information Sharif AHMED  (sahmed1@iom.int )    
Venant NDIGHILA (venant.ndighila@kenyaredcross.org)   
Winnie Machaki (wmachaki@iom.int) 

 

People in need  

Category of 
people in need 

 Number of people in need  

 Female               Male Total  

Natural Disasters’ 
affected 

 66,000 

 

54,000 
 

120,000  

Conflict affected  22,000                 18,000 40,000  

Total  88,000                 72,000         160,000  

 

Humanitarian context and needs  

Kenya is often vulnerable to different types of disasters, which are both natural and man-made. In 

Northern Kenya, which mainly hosts the pastoralist communities, difficulties ranging from chronic 

poverty, land aridity and drought, flooding, poor infrastructure and inter-ethnic clashes are often 

experienced. These conditions lead to loss of livelihoods, deaths, morbidity, destruction of property, 

displacement, and stress migration from one place to another in search of pasture and water for their 

livestock. 

In the North Rift and Western Kenya mainly occupied by agriculture-related activities, the communities 

experience flooding and landslides which lead to deaths, destruction of property and displacement.  

Inter-ethnic conflicts are protracted in different parts across the country, mainly due to scarcity of 

resources or politically instigated. In 2013, such incidences were experience in North and North 

Eastern Kenya, Western and Coastal region. This alone resulted to more than 32 deaths and 17,913 

displaced. 

The sector plan is focused around the growing need to support the national and county level 

structures and strengthening the preparedness and response mechanism. The sector Strategy and 

Contingency Plan (CP) are rectified to face the continuous significant needs for IDPs and refugee 

assistance as well as residual needs in the ASAL areas. This has been undertaken as there is no 

longer a humanitarian appeal process in 2014 and after. Therefore the focus of the sector is to 

support the national and county level planning processes for preparedness and response.   

The sector needs to support the above by resourcing eight county clusters hubs where the total needs 

are estimated at $ 4,500,000 for the procurement of 36,000 NFI kits and setting operational response 

mechanism at the 8 hubs.  The resources will be distributed among the hubs through the hubs leading 

agencies, see table at the end of this document.   

Priorities for preparedness and response 

1. Replenish the stocks to meet the possible risks needs 

2. Initiate work at county clusters’ hubs and update relevant resources (stocks, logistics, admin 

needs and preparedness) 

3. Clusters’ hubs review strategy and contingency plan for their counties and tweak them 

accordingly.  



Coordination arrangements at national and county level 

The sector operates at three levels; coordinator and IM (leading agencies), the strategic team (8 

representatives) and sector assembly (an open forum of shelter concerned agencies). All activities 

designed to involve the national and county level government. The county cluster hubs structure is 

adapted to link activities between national and county levels setups. This structure involves 8 hubs in 

the country where a group of neighbouring counties share common risks, concerns and response 

mechanism.  

Sector objectives 

- The Humanitarian needs of highly vulnerable populations affected by natural and man-made 

disasters are met through life-saving assistance and protection as per national and international 

standards 

- Communities have enhanced resilience, reducing the impact of disasters, and lessened chronic 

vulnerability by means of DRR and early recovery approaches. 

- Increased coordination between county governments, GoK and development actors to address 

issues of chronic vulnerability and provide durable solutions. 

 

Key preparedness and response actions 

The shelter/NFI sector strategy is now in harmony with the 2014 Joint UN/NGOs Humanitarian 

Strategy for Kenya and the sector adopted a new structure enabling closer operation at the county 

level using a county cluster hub system. The structure has eight hubs: in each hub a lead agency has 

been agreed to chair and facilitate the coordination and response mechanism and the connection/link 

with national level. The lead agency will call for and chair periodical and ad-hoc meetings and hold the 

records of all available capacities within the active partners at the hub coverage. The lead agency will 

be in contact and cooperation with the central shelter/NFI coordination to facilitate linkages with other 

hubs and central government. In coordination with the sector lead the hubs leading agency will work 

closely with county counter parts and support them with required needs that will strengthen their 

capacities. These activities include conducting relevant training sessions for local staff and community 

actors. The hubs are responsible for undertaking the shelter/NFI needs assessments, preparedness 

and plans for feasible responses. 

 

The counties included in each hub and the risks they are affected by are listed in the table below. The 

risks are assessed based on frequently reported disasters, the projections of KRCS three years’ data 

records of IDPs and related responses with shelter/NFI. Frequent review will be conducted for the 

coordination mechanism at hub levels and in between hubs and national level. 

Resource requirements 

According to our CP it is estimated that the total threshold number of NFI kits required for Kenya is 

36,000 kits to be allocated as per the below table among the 8 hubs. Another requirement is the 

support of the capacities at county level providing trainings to local government staff and volunteering 

staff. These training can be provided at hub level on i.e.; CCCM, first aid on Emergency response, 

team composition and utilization of resources. The total minimum required fund is estimated at $ 

4,500,000. 

 

Cluster Nairobi Eldoret Nakuru Kisumu Lodwar Mombasa Garissa Isiolo 



Leading 
Agency KRC IOM To be decided 

at hub level UNICEF WVK To be decided 
at hub level UNICEF WVK 

Other 
Agencies All sector 

agencies SP, WVK, KRC KRC, WVK, 
NRC KRC, WVK IOM, NRC, 

UNICEF, 
KRC, HCR 

UNICEF, KRC, 
WVK 

IOM, WVK, 
KRC, 
UNHCR, 
NRC 

IOM, KRC, 
UNICEF 

Frequent 
Risks 

Floods 35% & 
Land sliding 
30%, Drought 
20%, Fire 
15% 

Floods  40%& 
Land sliding 
30%, Conflict 
30% 

Floods 30% & 
Land 
sliding30%, 
conflict 20%, 
drought 20% 

Floods  40%& 
Land sliding 
30%, Conflict 
30% 

Drought 40% 
& 
Conflicts 40%,  
flash floods 
20% 

Drought 25%, 
Floods 45%&  
Conflicts 30% 

Drought 40% 
&  
Conflicts 
40%, flash 
floods20% 

Drought 
50%, Floods 
5%&  
Conflicts 
45% 

Covered 
Counties  

 1. Nairobi, 
 2. Kiambu 
 3. Murang’a 
 4. Nyeri  
 5. Kirinyanga 
 6. Machakos 
 7. Kajiiado,  
 8. Liakipia  
 9. Kitui 
10. Makueni 
11. Kerogoya 

1. Uasin Gishu 
2. Trans Nzoia 
3. Elg. Markwet 
4. Bungoma 
5. Nandi 
6. Busia 

1. Nakuru 
2. Bomet 
3. Narok 
4. Nyandarua 
5.Baringo 
6. Kericho 

1. Kisumu 
2.Siaya 
3. Homa Bay 
4. Migori 
5. Kisii 
6. Nyamira 
7. Kakamega 
8. Vihiga 

1. Turkana 
2. West Pokot 1. Mombasa,  

2. Kilifi 
3. Kwale 
4. Taita-Taveta 
5. Tana River 
6. Lamu 

1. Garissa 
2. Wajir 
3.  Mandera 

1. Marsabit 
2. Isiolo 
3. Samburu 
4. Meru 
5. Tharaka,  

Population 
at Risk 

35,000 15,000 20, 000 30,000 20,000 25,000 15,000 20,000 

Total  kits No. 7000 
NFI’s  
No. Shelter 

No. 3,000 NFI’s  
No. Shelter 

No. 4,000 
NFI’s  
No. Shelter 

No. 6,000 
NFI’s  
No. Shelter 

No. 4,000 
NFI’s  
No. Shelter 

No. 5,000 
NFI’s  
No. Shelter 

No.  3,000 
NFI’s  
No. Shelter 

No. 4,000 
NFI’s  
No. Shelter 

 

 


