
MINISTRY OF 
HEALTH

VITAMIN A SUPPLEMENTATION MULTIYEAR PLAN

2013-2017

HUMAN NUTRITION AND DIETETICS UNIT

JANUARY 2014



TABLE OF CONTENTS

II  Vitamin A Supplementation Plan 2013-2017

List of Acronyms            III

Foreword             V

Acknowledgement              VI

Executive Summary                VII

Chapter 1. Introduction           1

 1.1 Vitamin A Supplementation         1

 1.2 Rationale for the Plan          2

 1.3 The Guiding Principles          2

 1.4 Process of Developing Multi-year Plan       3

 1.5  Health Systems Building Blocks        4

Chapter 2. Situation Analysis of Vitamin Supplementation      6

 2.1  Leadership, Governance and Financing       6

 2.2  Service Delivery          6

 2.3  Supply Chain System          8

 2.4  Advocacy, Communication and Social Mobilization      9

 2.5  Research, Monitoring and Evaluation        10

Chapter 3. Priority, Challenges and Strategies for addressing them    14

Chapter 4. Action Plan           15

 4.1  Goals and Objectives of the Plan        15

 4.2  Implementation Framework         16

  4.2.1  Leadership and Governance        16

  4.2.2  Service Delivery         17

  4.2.3  Advocacy, Communication and Social Mobilization     18

  4.2.4  Health Commodities and Supply Chain Management     19

  4.2.5  Research, Monitoring and Evaluation       20

Annnex 1  Detailed Implementation Budget       21

Annnex 2  List of Contributors         28

Annnex 3  References           29



III  Vitamin A Supplementation Plan 2013-2017

LIST OF ACRONYMS

ACSM  Advocacy Communication and Social Mobilization

BCC   Behaviour Change Communication

CHEWS        Community Health Extension Workers

CHMTs  County Health Management Teams

CHS                        Community Health Strategy

CHWS            Community Health Workers

CNO      County Nutrition Officers

CU        Community Units

DDU                     Data Demand and Use

DHIS   District Health Information System

DHMT             District Health Management Team

DHRIO     District Health Records and Information Officer

DNTF   District Nutrition Technical Forum

DoN                       Department of Nutrition

DQA   Data Quality Audit

DVI      Division of Vaccines and Immunization

ECDs,                   Early Childhood Development 

F&Q        Focasting and Quantification

FA             Formative Assessment

GOK   Government of Kenya

HIS             Health Information System

HKI                   Hellen Keller International

IEC            Information Education Communication

IPC          Interpersonal Communication

IU   International Unit

KAP                       Knowledge Attitude and Practice

KDHS   Kenya Demographic Health Survey

KEMSA  Kenya Medical Supply Agency

KNMS  Kenya National Micronutrient Survey



IV  Vitamin A Supplementation Plan 2013-2017

LIST OF ACRONYMS

Ksh   Kenya shillings

LMIS   Logistics Management Information System

LQAS   Lot Quantity Assessment Survey                                               

M&E            Monitoring and Evaluation

MCH      Maternal and Child Health

MDG   Millennium Development Goal

MI   Micronutrient Initiative

MICS   Multiple Indicator Cluster Survey

MIYCN      Maternal Infant and Young Child Nutrition 

MoH   Ministry of Health

MOPHS         Ministry of Public Health and Sanitation

MYP               Multi Year Plan

NITWG  Nutrition Information Technical Working Group

NNA            National Nutrition Action Plan

OJT       On Job Training

OR           Operations Research

PAX           Persons

PECS   Post Event Coverage Survey

SCHMTs  Sub-County Health Management Teams

SMART  Standardized Method for Assessment of Relief and Transition

SWOT  Strength, Weakness, Opportunity, Threats

TV               Television

UNICEF  United nations Children Education Fund

VACs   Vitamin A Capsules 

VAD     Vitamin A Deficiency

VAS   Vitamin A Supplementation

VIT A             Vitamin A

WHO      World Health Organization



V  Vitamin A Supplementation Plan 2013-2017

FOREWORD

Vitamin A is a micronutrient of public health importance. It can be found naturally in food or can be added to 
food through food fortification. Vitamin A deficiency impairs immune system, increases the risks of death asso-
ciated with diarrhoea and measles and accounts for approximately 600,000 child deaths each year. Vitamin A 
is one of the most cost effective high impact interventions in child survival and has direct positive impact on 
the Millennium Development Goal (MDG) 4 of child mortality reduction. It can reduce mortality from measles 
by 23%, diarrhoea by 40%, morbidity from malaria by 30% and overall mortality by 23%. Vitamin A deficiency 
still remains the leading cause of childhood blindness in the world. 

The goal of Micronutrient Deficiency Prevention and Control Strategy (draft 2012-2017) is to eliminate 
vitamin A deficiency through routine supplementation and food based approaches. These approaches include 
food fortification, diet modification, food diversification and through community health integrated approaches. 
The Ministry of Health through Nutrition Action Plan 2012-2017 has identified micronutrient deficiency as one 
of the challenges to be addressed in the next five years. According to the Kenya Demographic Health Survey 
(KDHS 2009), vitamin A deficiency among children under five years is 84%, while vitamin A supplementation 
coverage for children aged 6-59 months is about 30%. The Ministry of Health has put a lot of effort in 
improving the vitamin A supplementation coverage and in 2012 it was estimated to be 66% for children aged 
6-59 months, and over 80% coverage for 6-11 months old children. 

The Ministry of Health is committed in changing this situation and giving vitamin A supplementation a priority 
as indicated in the Nutrition Action Plan 2012-2017 and set a national goal of universal coverage of 80% in all 
counties by 2017. This is in cognizance of the achievements made so far during the last three years to improve 
the coverage and accessibility of vitamin A supplementation.

The main challenge the supplementation has been facing is to reach children aged 12-36 months. These are 
children who are mainly at home and are vulnerable to vitamin A deficiency, poor documentation, frequent 
stock outs, inadequate social marketing and negative attitude among the health workers on Vitamin A. 
Addressing the ongoing obstacles and challenges, it was found timely to develop this multi-year plan to focus 
on the key areas that will accelerate the accessibility and coverage of vitamin A for children under five years. 
The key pillars are leadership, governance and health service delivery in the context of the ongoing 
devolution, advocacy communication and social mobilization to create demand, and vitamin A supply chain to 
improve stock management and monitoring and
evaluation.

The plan will also serve as a tool to mobilize the resources needed to achieve the set goal in all the counties, 
and ultimately increase vitamin A supplementation coverage to the universal 80% coverage.

Dr. Patrick O. Amoth

Head, Division of Family Health
Ministry of Health



This multi-year plan was developed through consultative efforts between the Human Nutrition and Dietetics 
Unit (HNDU) in the Ministry of Health, Micronutrient Initiative (MI), Hellen Keller International, Essence 
International and UNICEF as the first ever multiyear plan to be developed for Vitamin A supplementation in 
the country. 

I appreciate all participants who participated in the initial stakeholder’s workshop in Nakuru to brain storm 
and analyse the current status of vitamin A supplementation through SWOT as the basis of this plan. I would 
like to express our gratitude and appreciation to MI for making this possible through their technical and 
financial support. Special thanks go to Terry Wefwafwa - HNDU, for her invaluable inputs and professional 
guidance during the development of this plan.

I would also like to acknowledge and appreciate the technical team comprising of Evelyn Kikechi, John Maina 
Mwai and Samuel Murage - HNDU, Lucy Murage - MI, and Samuel M. Kamau - MI/HNDU for their tireless 
effort in putting all the materials together and finalizing the plan as scheduled.

Last, but not least, our gratitude and appreciations go to Dr. Richard Pendame and Dr. Christopher Wanyoike 
- MI for their active involvement in the whole process of developing this plan.

Rosemary Ngaruro

Head, Human Nutrition and Dietetics Unit
Ministry of Health

VI  Vitamin A Supplementation Plan 2013-2017

ACKNOWLEDGEMENT



Vitamin A is essential for the child’s growth and development. It helps to prevent and decreases the severity 
of many infections, such as diarrhoea and by enhancing the immune system and reducing overall child 
mortality by 23%. It also reduces deaths from measles by 50% and diarrhoea by 40%. 

Vitamin A supplementation (VAS) is a low cost and highly effective means of improving Vitamin A status and 
quickest intervention to implement on a national scale. It has been identified as one of the global strategy to 
reduce and control common childhood diseases for children under five.  This is achieved by providing biannual 
supplementation and ensures 80% or more are supplemented with two doses of Vitamin A capsules. 

To improve the coverage and accessibility of vitamin A in the country, the Human Nutrition and Dietetics Unit 
and major stakeholders in VAS have come up with a multi-year plan 2013-2017. The overall objective of the 
plan is to guide the counties on planning, implementation and monitoring the critical VAS indicators at all levels 
in order to increase and sustain the universal coverage of 80% in all counties. The plan was developed by 
involving the stakeholders in a workshop to brainstorm the expected outputs of the plan. The plan contains 
the six thematic areas, which include leadership and governance, service delivery, advocacy, communication 
and social mobilization (ACSM), supply chain and research, and monitoring and evaluation.

The main challenges VAS is facing are, lack of budgetary allocation, low knowledge of health workers on VAS, 
low prioritization of ACSM on vitamin A as compared with other health issues, poor documentation and 
frequent stocks out of vitamin A capsules. These challenges have been addressed under each specific chapter 
of the plan and the strategies identified and the resources required. 

In this context, the plan will remain dynamic with possible adjustments and changes along the implementation 
path. The monitoring and evaluation put in place will guide and identify the areas of success and those not 
meeting the expected results re-planned to address the expected results.

The plan will cost Ksh. 529,678,873 with supply chain taking the highest amount of Ksh. 251, 937,823, which 
represents 47.5% of the total budget.

Dr. William K. Maina, OGW
Head, Directorate of Preventive and Promotive Health Services 
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The strategic objective of the National Nutrition Action Plan 2012-2017 is to ensure that, the people of Kenya 
receive adequate amounts of micronutrients through dietary diversification, supplementation and fortification 
at all levels. The Government has also recognized that micronutrient control will highly contribute to the 
achievement of the Millennium Development Goal (MDG) 4 of reducing the infant and maternal mortalities.

There are different strategies to address vitamin A deficiencies, including dietary diversification and 
modification, food fortification and supplementation. These should be implemented alongside other public 
health measures such as de-worming, hand washing, and nutrition education. 

Dietary diversifications and modifications have been recognized and re-emphasized as the preferred major 
long-term solutions to controlling vitamin A deficiency in a population. The major dietary sources of 
provitamin A (primarily beta-carotene) include the multitude of dark green leafy vegetables, deep yellow fruits, 
vegetables, tubers and roots. A strategy to improve dietary intake of these foods may draw upon any combina-
tion of agronomic, horticultural, educational, and socioeconomic inputs. The common goal is always to 
improve availability of these food sources of vitamin A, and gradually increase and maintain an acceptable level 
of their intake among the vulnerable segments of the population.

Food fortification is the addition of essential nutrients to commonly eaten food to maintain or improve the 
quality of the diet. Fortification offers both medium and long-term solution for improving vitamin A 
nutritional status in deficient populations. This is one of the strategies adopted by the Government to address 
vitamin A deficiency where sugar is voluntary fortified while it is mandatory to fortify fats/oils. 

This plan focuses on Vitamin A Supplementation (VAS) for children aged between 6-59 months. This is one of 
the interventions identified as a cost effective high impact interventions that is key in combating Vitamin A 
(VAD) in developing countries. VAS reduces mortality from measles by about 50%, diarrhea by 40%, morbidity 
from malaria by 30% and overall mortality by 23% (Beaton et al 1993).

1.1 Vitamin A Supplementation
Vitamin A Supplementation is a global effort identified as a strategy to reduce and control common 
childhood diseases of children less than five years, with the overall objective to achieve 80% in order to have 
a measurable impact on child survival (Aguayo et al 2007). In Kenya, VAS was started in 1991. The 
Government through the Ministry of Health (MoH) developed two policies for both prophylactic and diseases 
prevention to give guidance on VAS and were signed by the Director of Medical services in 2000 and 2001, 
respectively.  

Chapter I
Introduction  
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In order to improve coverage of VAS, the Government with support from partner’s districts carried out 
stand-alone VAS campaigns from 1989 to 2006. However, this strategy was found expensive and 
unsustainable. Therefore, the MoH started supplementation as a routine service in the health facilities for 
children aged 6-59 months.

In 2007, the Child Health and Nutrition Weeks dubbed Malezi Bora were started in order to help 
communities access health services. This activity is done biannually in the months of May and November 
where integrated services are offered. This resulted to improved coverage within the Malezi Bora periods 
though not all children are reached during this period. The unreached children are supposed to be reached 
during the routine supplementation. However, the coverage for routine supplementation has been a challenge 
since children aged 12-59 months are not brought to the health facility for supplementation.   

To improve VAS in children above one year, the Early Childhood Development (ECD) centers were targeted 
as an avenue to access vitamin A supplement. In 1997, a Health and Nutrition Section was started in the 
Ministry of Education and one of the activities undertaken was a pilot study on VAS in ECD targeting children 
aged 3 to 5 years in 14 districts. The pilot study lasted until 2002. In the year 2010, the ECD Supplementation 
Guidelines were revised and documentation tools developed. National ECD VAS was conducted in 2010 and 
2011. As a result, sub-counties have embraced and carried out this activity as a routine VAS activity. Majority 
of children reached through ECDs are aged between 36-59 months, which represents about 50% of the target 
population for VAS. This strategy therefore needs to be strengthened in order to improve the overall VAS 
coverage. However reaching children aged 12-35 months who are neither in the ECDs nor accessing health 
facilities after completion of the immunization antigens, remains a challenge and exploring the community 
health strategy could help to reach this group.

1.2 Rationale for the Plan
The Ministry of Health recognizes the vital role that VAS contributes to the achievement of MDG 4. The 
Division of Nutrition (DoN) in collaboration with key stakeholders has been carrying out VAS activities 
through the years without a structured plan. However, they have now found it necessary to develop a 
comprehensive multi-year plan that will enhance coordination of VAS activities; improve the national planning 
and programme implementation and ensure results based programming to improve coverage. 

The multi-year plan will serve as a road map to the expected outputs in the next five years. The plan will spell 
out the main goal, the strategic objectives and the specific activities, the cost of implementation and the 
timeline of VAS implementation. The plan is developed in cognizance with the existing Health Sector Strategic 
Plan 11 and the Nutrition Action Plan 2012-2017, as well as in the context of the ongoing devolution which 
may directly and indirectly affect the implementation.      

Vitamin A Supplementation Plan 2013-2017
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1.3 The Guiding Principles
The guiding principles for the VAS multi-year plan are:

 • Quality and safety: The supplementation will deliver services based on best practices in 
  forecasting, storage, distribution and quality assured services delivery.
 • Maximal coverage and reach: To identify barriers and obstacles at all levels as well as to  
  create and sustain the demand and access to ensure all children aged 6-59 months are   
  supplemented with vitamin A as per the national schedules.
 • Equity: To reduce disparities by addressing the needs of the underserved and hard to reach  
  regardless of the socioeconomic and geographical disadvantages.
 • Sustainability through both the technical and financial capacity building: Ensure   
  sufficient financial and human resources for long term needs for VAS. This will be achieved  
  through engagement of the key partners and involvement of the county governments for the  
  mobilization of the required resources for sustainability and ownership.  
 • Excellence in program management: The implementing agencies and partners to   
  ensure  optimization of the use of resources following the result based principles and   
  evidence based practices and value for the money. 
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 
1.4  Process for Developing Multi-year Plan 
The process of developing this Multi-year Plan (MYP) was through stakeholder workshops and consultations 
with other key partners, under the leadership of the Division of Nutrition (DoN) in the Ministry of Health 
(MoH).  The first workshop was facilitated by the Micronutrient Initiative (MI), Hellen Keller International 
(HKI) and United Nations Children Education Fund (UNICEF) regional and country offices with support from 
the DoN. Participants were divided into various groups based on the health systems building blocks as 
recommended by WHO. These include; leadership and governance, service delivery, supply chain, advocacy, 
communication and social mobilization and research, monitoring and evaluation. 

The groups were guided to do a situation analysis using the  SWOT process, to identify main issues in each 
area, develop  the strategic objective and identify the critical  activities  to achieve the  agreed strategic 
objectives. These were then used to develop the implementation plan and budgets. After the initial workshop, 
a core team made of MoH, UNICEF, HKI and MI representatives worked on the draft MYP through a series 
of meetings and consultations with other stakeholders.

Vitamin A Supplementation Plan 2013-2017
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1.5 Health Systems Building Blocks

Leadership and governance
The Health Sector Leadership and Governance addresses three key objectives:

 • Improved health stewardship by Government of the health agenda. Stewardship relates to   
  the management function of the Government, through the MoH and is built around imple  
  mentation of the mandate of the Ministry responsible for health.
 • Implementation of appropriate systems for health governance. Governance relates to the   
  functioning of the institutions by which the authority of the State of Kenya is exercised. This  
  addresses the regulatory and legal functions that all actors in the sector have to adhere to,  
  and is built around the sector legal and regulatory framework.
 • Consolidating health partnership arrangements. Partnership relates to the inter-relations and 
  coordination of different actors working towards the same goals, and is built around the   
  adherence to the sector partnership Code of Conduct. 

In order to demonstrate good practice in leadership and governance, health authorities need to take 
responsibility for steering the entire health sector and for dealing with future challenges, including 
unanticipated events or disasters, as well as with current problems. They should also define, through 
transparent and inclusive processes, national health policies, strategy and plan that set a clear direction for the 
health sector. Additionally, health financing can be a key policy instrument to improve health and reduce health 
inequalities if its primary objective is to facilitate universal coverage by removing financial barriers to access 
and prevent financial hardship.

Service delivery
Health systems are only as effective as the services they provide. These critically depend on networks of 
close-to-client primary care, organized as health districts or local area networks with the back-up of 
specialized and hospital services responsible for defined populations. Health systems also depend on provision 
of a package of benefits with a comprehensive and integrated range of clinical and public health interventions 
that respond to the full range of health problems of their populations. These include those health systems 
targeted by the MDGs standards, norms and guidance to ensure access and essential dimensions of quality. In 
addition of mechanisms to hold providers accountable for access and quality, and to ensure consumer voice 
must be in place.

Vitamin A Supplementation Plan 2013-2017
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Advocacy, Communication and Social Mobilization (ACSM)
ACSM are the strategies used by the MoH under the Department of Health Promotion to support health 
activities and interventions in the country. ACSM activities essentially help raise awareness and uptake of the 
health interventions, such as child immunization campaigns, exclusive breastfeeding, Malezi Bora and HIV 
prevention methods among others.  

In this regard, Behaviour Change Communication (BCC) therefore plays a major role in community 
development and allows people to think and understand their situation, and to organize and initiate action for 
their recovery with their own initiative and creativity. It is a process that engages and motivates a wide range 
of partners at all levels to raise awareness of and demand for particular outcomes through face-to-face 
dialogue. Members of institutions, policy makers, and community networks, civic and religious groups work in 
a coordinated way to reach specific groups of people for dialogue with planned messages. BCC seeks to 
facilitate change through a range of players engaged in interrelated and complementary efforts. Social 
mobilization is designed for communities with a purpose of knowledge improvement, conceptualization of 
participation and community mobilization, as well as participatory development.

Supply Chain Management
This encompasses the planning and management of all activities involved in sourcing, procurement, 
conversion, and logistics management. It also includes the crucial components of coordination and
collaboration with channel partners, which can be suppliers, intermediaries, third-party service providers, and 
customers. In essence, supply chain management integrates supply and demand management within and across 
organizations. 

Research, Monitoring and Evaluation
Good governance is only possible with good information on health challenges, on the broader environment in 
which the health system operates, and on the performance of the health system. This specifically includes 
timely information on: progress in meeting health challenges and social objectives, particularly equity; an 
analysis of financial catastrophes and of financial and other barriers to health services; trends and needs on 
consumption of and access to pharmaceuticals; on appropriateness and cost of technology; on distribution and 
adequacy of infrastructure, and access to care and on the quality of services provided. This, in turn, requires 
the development and implementation of a national monitoring and evaluation plan that specifies core 
indicators with targets, data collection and management, analyses and communication and use. This 
information needs to be accessible to all involved, including communities, civil society, health professionals and 
politicians.

Vitamin A Supplementation Plan 2013-2017
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2.1 Leadership, Governance and Financing
The Kenya Health Policy 2012-2030 has been developed in line with the Health Sector obligations as outlined 
in the 2010 Constitution and Vision 2030. Until recently separate Ministries focusing on Public Health and 
Sanitation, and Medical Services existed allowing for adequate focus and stewardship. Some areas of overlap 
have at times led to unnecessary conflict in the execution of the stewardship function. However, the recent 
restructuring of the MoH that brought the two ministries together is seen as a way of increasing efficiency in 
the stewardship role of the Government.

As a result of the restructuring, Comprehensive Planning and Monitoring framework is in place at all sector 
levels and Annual Work Planning is done at all levels to guide priority operations at all levels of the sector. The 
DoN has in the last two years allocated funds for vitamin A capsules (VACs) procurement on a yearly 
incremental basis. In 2012, DoN procured 3% of the required VACs and it’s expected that this will continue 
through the county system. The Vitamin A (VA) program coordinators at county level must work with other 
stakeholders at their level to ensure that VA activities are included in the annual operation plan (AOP) and 
funds allocated to for implementation.

The MoH is in the process of establishing management structures in line with the new Constitution. County 
and Sub County health management teams need to be put in place and their capacity strengthened in strategic 
leadership, health systems and services management, and governance.

In this regard, guidelines for establishment and functioning of sector coordination structures at all levels have 
been put in place. These include Community Dialogue Days, District and Provincial Health Stakeholders Fora 
and Health Sector Coordinating Committee. These need to be followed up to ensure that they are 
coordinating activities as envisioned.

2.2 Service Delivery
Kenya adopted preventive VAS delivery through campaigns in the 80s, achieving coverage of over 80% 
between 1989 and 2006. In 2007, the policy for delivering a package of child survival services changed from 
using campaigns to using routine facility-based service, complemented by bi-annual events dubbed Malezi Bora 
- child health and nutrition weeks. Since then, the focus for the country has been to revamp the coverage from 
15% in 2007, to ensure a sustained high coverage (above 80%) of all children aged 6-59 months, with twice 
yearly doses of VAS given 6 months apart to improve child survival in the country. 

The Government has been working in collaboration with partners like MI, UNICEF and HKI to implement 
multiple delivery mechanisms to improve VAS coverage. These delivery mechanisms include; routine 
delivery through facility sites - complemented by twice yearly Malezi Bora events, delivery through outreaches 
especially in areas with hard to reach populations, and delivery through scheduled integrated polio and measles 
campaigns.

Chapter 2
Situation Analysis of Vitamin Supplementation 
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VAS is given throughout the year at the facility by trained health workers to all children aged 6-59 months. 
Malezi Bora is conducted twice yearly in May and November with the aim of increasing uptake of child survival 
services at facility level by caregivers, through accelerated social mobilization. Routine delivery system, 
supported by Malezi Bora has many advantages, and they include: 
 • It’s cost-effective since it is integrated with other services.
 • Caregivers are expected to bring their children to the health facility hence the logistical costs  
  is reduced. 
 • It’s accessible to majority of the population hence increase in coverage rates for VAS, 
  especially for children aged 6-11 months.
 • Improved knowledge on maternal and child health through advocacy and social mobilization 
  activities.
 • Improved service delivery through intensified support supervision. 
 • Reaching the hard to reach populations, including children in ECD centers) through outreach  
  services. 
 • Data is uploaded through the existing health management information system (HMIS)
 • Delivery is by trained health workers (nurses, public health officers). 

Some of the challenges identified in the service delivery of VAS include:
• Low uptake of VAS services, especially for children aged 12-59 months
• Low prioritization of Vitamin A activities by health workers. 
• Caregivers’ inadequate knowledge and health seeking behaviour that prevents them from presenting  
 their children above one-year to health facilities for routine preventive services thus affecting cover 
 age, especially for children in the age group of 12-59 months.
• Poor and/or inadequate supportive supervision for VAS activities.
• Geographic barriers to fixed health centers, especially to vulnerable populations.
• Shortage of trained health workers to deliver child survival services including VAS.

The Early Childhood Development (ECD) approach is one of the recommendations adopted as a 
complementary strategy to help address the gaps in the fixed sites approach in the delivery of VAS to the 12-59 
months age group, starting in 2009. The delivery of VAS through the ECD centers is integrated with 
de-worming, and in most places delivery is done as an outreach of Malezi Bora (MB). The monitoring and data 
reporting is done together with MB. This approach was initially seen as a stop-gap measure to increase cover-
age for children above one year. However, in the medium term, this strategy will continue to be used to reach 
children less than five years of age in school due to caregiver health seeking behavior, which means children 
are not taken to health facilities unless they are sick. 

Kenya has an ECD policy under the Ministry of Education whose focus is the physical and mental 
development of children under 8 years of age. The MoH under the school health policy is also committed to 
ensuring the health and nutrition of children in schools is given attention for greater educational outcomes. 
These two ministries are working together in the implementation of the 
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integrated VAS and de-worming in ECD centers and schools. MI and UNICEF have been providing technical 
and financial support to the MoH for implementation of the ECD approach and having it integrated into the 
MB outreach services.

The MoH has also been integrating VAS delivery into ongoing measles and polio integrated campaigns that 
target certain high risk regions. This strategy is seen as a stop gap measure as the facility based strategy for 
delivery of VAS is built until the coverage increases to above 75%. The MoH intends to continue supporting 
targeted outreach programs for districts with VAS coverage below 60% for two semesters. 

Subsequently, it’s important to take note of the opportunities that exist in the recently initiated Community 
Health Strategy (CHS). The CHS concept is that of moving services closer to the community and empowering 
community members to take charge of their own health by involving them in the provision and promotion of 
basic health services. The MoH sees the CHS as a good avenue to use in addressing coverage issues especially 
for children aged 12-36 months, whose caregivers do not seek preventive health services from the facility 
based system either due to distance or inadequate knowledge on the benefits.  

However, the current policy does not allow Community Health Workers (CHWs) to administer VAS due to 
concerns within MoH that CHWs cannot deliver VAS safely to children and the risk of overdosing is high. 
Consequently, the DoN is lobbying for a change in policy to allow CHWs to administer VAS at community 
level under supervision. This will not only ensure that children aged 12-36 months are reached with VAS, but 
will impact on the knowledge of caregivers, hence increase the number seeking services from the health facili-
ties through BCC by the Community Health Extension Workers (CHEWs) and CHWs. UNICEF has so far 
supported a desk review to make case for a policy change and an operational research is underway to generate 
data on use of CHWs to deliver Vitamin A safely.  

Kenya recently introduced a second dose of measles for children aged 18 months. This presents a good 
opportunity to boost the coverage of children aged 12-59 months as health workers will emphasis the need 
for a return date for caregivers. Kenya also recently revised the definition of a Fully Immunized Child (FIC) at 
one year to include one dose of VAS, and FIC at two years to include three doses of VAS. This is a great 
opportunity as it will ensure that there is more focus on administration and recording of doses given. 

2.3 Supply Chain System
Supply chain system refers to the process of manufacture operations, forecasting, procurement, storage and 
distribution in a systematic way to ensure availability of commodities when clients require it. Forecasting and 
target setting is a consultative process done between the ministry of health and key stakeholders including MI 
and UNICEF using the national census population projections. This is a top down process done at national 
level with minimal involvement of the county teams leading to underestimation and overestimation of capsule 
requirements in some cases due to variations in growth rates. 
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In reference to the capsules used that is, 100,000 IU and 200,000 IU capsules there are frequent reports from 
districts of stock out of the 100,000 IU and use of 200,000 IU to meet this shortage which adversely 
contributes to high wastage of 200,000 IU. 

The main challenge has also been lack of a comprehensive VAS plan that clearly articulates supply chain issues 
with focus on the lower levels.  Generally there is poor documentation and reporting of VAS for both 
preventive and curative use, leading to huge discrepancies between capsules used and coverage achieved. To 
address some of these operational challenges, the MoH in collaboration with key stakeholders have embarked 
on an initiative to improve the vitamin A supply chain by re-training the district and health teams on Vitamin 
A stock management, quantifications, forecasting and monitoring.  Through this initiative, a functional and 
efficient supply chain has been established through the integration of Vitamin A with the vaccines distribution 
system twice a year from the national level to the regional depots. 

To ensure that there is a functional, effective and efficient vitamin A distribution systems established in all 
levels, capacity building of health teams at the county level will be key. This will give them skills on 
forecasting and target setting, improve documentation and accountability of capsules, hence improved 
coverage.

2.4 Advocacy, Communication and Social Mobilization
Advocacy, Communication and Social Mobilization (ACSM) are the strategies used by the MoH to create 
awareness to increase demand for health services. This is essentially to improve the uptake of the health 
interventions, such as child immunization campaigns, exclusive breastfeeding, Malezi Bora and HIV 
prevention methods among others.  

ACSM plays a major role in community development and allows people to think and understand their 
situation and to organize and initiate action for their recovery with their own initiative, creativity and 
participation. It is a process that engages and motivates a wide range of stakeholders at all levels to raise 
awareness of and demand for particular outcomes. Members of institutions, policy makers, and community 
networks, civic and religious groups work in a coordinated way to reach specific groups of people for dialogue 
with planned messages. Behavior change and communication is an integral part of ACSM as it’s seeks to 
facilitate change through a range of players engaged in interrelated and complementary efforts. It’s therefore 
important to incorporate behavior change and communication into the VAS interventions. 

The KDHS 2008-09 revealed that Vitamin A coverage for Kenya is at 30%. This is extremely low compared 
to the Universal 80% coverage targeted for public health impact. ACSM is therefore identified as a key 
necessary to help raise the awareness and increase Vitamin A coverage and utilization. Currently, VAS targets 
lactating mothers, children aged 6-59 months and is also used for treatment of common childhood illnesses 
such as measles diarrhea, 

9



Vitamin A Supplementation Plan 2013-2017

eye infection among others. Currently there is no specific ACSM plan and resources for VAS. However, 
ACSM on VAS is included during immunization campaigns and Child Health and Nutrition weeks dubbed 
Malezi Bora. 

There is therefore need to develop a comprehensive ACSM plan to include community health strategy to help 
raise VAS awareness and coverage at the community levels.
Some of the challenges identified in VAS coverage include caregivers’ inadequate knowledge. This includes 
their health seeking behaviour that prevents them from presenting their children aged above one-year to 
health facilities for routine preventive services, thus affecting coverage, especially for the 12-59 months 
children age group. Similarly, some of the underlying reasons for poor VAS coverage include:
 • Lack of knowledge on benefits of VAS. 
 • Causes, symptoms, preventive and treatment measures of Vitamin A Deficiency (VAD).
 • Inability to differentiate VAS from routine child immunizations.
 • Lack of knowledge on correct doses and correct age for VAS.
 • Lack of information on VAS distribution points, and 
 • Perception that VAS was not required.

While the Expanded Program on Immunization has been a strong partner in reaching children under the age 
of one year, the immunization program alone is insufficient to reach all targeted children aged 6-59 months 
twice annually. The poor interaction between the provider and-client may have contributed greatly to the 
general perception of measles vaccination at children aged 9 months as completion of child’s immunization 
schedule, and failure to return child for follow up VAS doses. Additional barriers for poor VAS coverage 
include: 
 • Inadequate information on VAS.
 • Inadequate information on required dosage.
 • Exclusion of men in health messaging.
 • Limited radio and TV messages.
 • Lack of follow up dialogue on VAS messages. 
 • Shortage of health workers.
 • Heavy workload of health workers and 
 • Competing activities and high turnover of health workers thus affecting their service delivery.
  
In conclusion, Behaviour Change Communication (BCC) is important in VAS as it aims at bringing changes in 
knowledge, attitudes and practices among specific audiences as well as changes in social norms. Multiple 
communication channels and tools will be used to influence desired changes and will be part of the plan.

2.5 Research, Monitoring and Evaluation
The goal of Monitoring and Evaluation (M&E) is to ensure a systematic supervision and assessment of the VAS 
activities in Kenya in line with the strategic objectives. The main objective of M&E is to improve the quality of 
VAS data, which include accuracy, timeliness and completeness for decision making. 
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The M&E unit under the DoN aims at consolidating VAS data and information from various sources such as 
the District Health Information Software (DHIS), nutrition surveys and assessments. Through this document 
it is expected that counties and stakeholders in the nutrition sector will utilize information in planning and 
coordination of the VAS activities so that prudent use of resources is done for optimal results.

Monitoring
Routine data is collected through the DHIS and is used to track VAS programme performance. DHIS is the 
routine source of health facility service statistics where DoN gets required VAS data and/or information 
directly. DHIS relies on health workers at facility level to collect patient data and health information system 
(HIS) sta� to aggregate the clients/patient data and report it on standardized forms. The indicators for VAS 
are collected at various levels and uploaded directly in the DHIS database by the district health records and 
information officer (DHRIO). The VAS data for coverage disaggregated by age (6 to11 and 12-59 months) is 
captured on the integrated immunization tally sheet (MoH 702) at the point of VAS administration and then 
summarized in the integrated immunization summary form (MoH 710). This integration with immunization has 
enhanced reporting rates for VAS, with the district reporting rate currently standing at 75% in 2012).  Data 
analysis done monthly and every six months to estimate coverage through the use of the vitamin A monitoring 
chart at facility level, and the VAS coverage for children aged 6 to 59 months currently stands at 66% in 2012). 
Post event coverage surveys are also used for monitoring VAS coverage during Malezi Bora. The figure below 
shows the trend of vitamin supplementation coverage from 2008 to 2012.

In addition, technical quarterly support supervision visits are conducted to assess the data recording and 
completeness. These support supervision visits are done by the M&E program o�cer from DoN to the 
counties and districts and feedback given to the program managers and policy makers to inform decision 
making. 
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Evaluation
VAS is an on-going program under the DoN which allows for periodic assessments to check impact. 
Currently, VAS coverage assessment is included in the Demographic and Health Survey (DHS) and deficiency 
levels are assessed through the Kenya National Micronutrient Survey (KNMS). DHS is a nationally 
representative household survey that is the source of impact and outcome indicators including VAS. Kenya 
National Bureau of Statistics (KNBS) is responsible for conducting the survey every 5 years. The baseline for 
VAS coverage is 30% (KDHS 2008/9) and the deficiency level for VAS among children under five years is 76% 
(KNMS, 1999). Impact evaluation will be conducted under the KNMS every 5 years and the Multiple Indicator 
Cluster Survey (MICS) will be explored as a possible avenue to evaluate VAS in targeted areas. MICS is a 
household survey initiative that was developed by UNICEF to assist countries in collecting and analyzing data 
in order to fill data gaps for monitoring the situation of children and women.

Evaluations conducted at the division will require their methodologies to be approved by the research 
monitoring and evaluation committee, the relevant working group and the Ethical Research Committee 
(KEMRI/AMREF) if need be before implementation to ensure compliance and protection of the study subjects.

Reporting
Reporting of the M&E activities is on a monthly basis from the facility, districts and county levels. The flow of 
reports is from the facility to the higher level through the DHIS. Reporting of implementation of activities is 
done on a quarterly basis and shared in the relevant committees and Technical Working Groups (TWGs) 
within the nutrition sector. The data is analyzed by comparing achievement against the set targets or 
baselines (MDGs targets, national health sector support programme (NHSSP) targets and Nutrition Action 
Plan targets) and MoH guidelines/standards.

Data Analysis and Use
Nutrition data collected through routine system and through evaluations and assessments is analyzed for use 
in decision making. Some of the challenges facing routine data include: 
 • Quality issues and poor integration in routine data capture and reporting (accuracy, com  
  pleteness, timeliness), including no reporting for the non-immunizing facilities 
 • Support supervision not standardized and hence is carried out in an uncoordinated manner.
 • Lack of disaggregation of data by sex thus meaningful analysis for the various sexes is not   
  possible.
 • Roll-out of revised tools without proper dissemination.
 • Poor documentation at the facility level in the permanent register (MoH 511) and in the   
  Mother to Child Health Booklet (MTCHB).
 • Challenges in denominator determination and target setting.
 • Low utilization of data for decision making.
 • Lack of data management equipment at the district level and
 • Lack of mechanisms for validation of routine data.

Vitamin A Supplementation Plan 2013-2017
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The challenges under Impact Evaluations and Surveys include: the cost of conducting surveys is too high and 
poor scheduling and planning leading to delays in data collection.

The opportunity available is to have DHIS data validated through Post Event Surveys (PECs), Lot Quality 
Assessment Survey (LQAS) with the technical guidance of the Nutrition Information Technical Working 
Group (NITWG) and partners. The coordination forums at the different levels are a good opportunity to 
share VAS data. The District Nutrition Technical Forum (DNTF) /Facility in-charges meetings at sub county 
level are critical for quality monitoring and improvement. The program will also work closely with 
Sub-County Health Management Teams (SCHMTs) and County Health Management Teams (CHMTs) to 
improve support supervision. The devolution process gives the counties the opportunity to act on the various 
challenges that are specific to different counties.

Data analysis will be done by comparing achievements against the targets to determine whether progress is 
being made or not. Data analysis will also compare trends of the VAS coverage for the various delivery mecha-
nisms at various levels. The program will use of nutrition research as well as qualitative data gathered through 
KNMS, DHS and MICS to analyze changes in the population for deficiency. Analyzed information will be 
disseminated through technical forums and meetings, bulletins, quarterly and annual reports and the nutrition 
website. To ensure e�ective dissemination the use of graphs, bar charts and maps will be employed.
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4.1 Goals and Objectives of the Plan
The main objective of this plan is to guide the planning, implementation, monitoring and evaluation of critical 
VAS indicators at all levels in order to increase and sustain coverage.

Specific Objectives
 • Improve the effectiveness and efficiency of the VAS program by improving the policy 
  environment and financing.
 • Increase the coverage of twice yearly VAS among children aged 6 to 59 months through   
  multiple delivery mechanisms from 66% to over 80%.
 • Reduce the proportion of districts reporting stock-outs of VACs from 20% to 0% through  
  improved supply chain management.
 • Increase awareness and demand for VAS among policy makers, partners, and community and
 • Ensure evidence-based programming through use of quality data and operational research   
  findings.
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4.2 Implementation Framework 
4.2.1 Leadership and Governance



4.2.2 Service delivery
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