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Abstract

Background: There has been a re-emphasis recently on community health workers to provide child

health care services including integrated community case management for childhood illness

(iCCM). This research analysed iCCM policy development in Kenya and in particular the types of

decision-making criteria used by Kenyan policy-makers in considering whether to advance iCCM

policy.

Method: Data were collected through document reviews (n¼ 41) and semi-structured interviews

(n¼ 19) with key stakeholders in iCCM policy including government officials, development part-

ners, bilateral donors, and civil society organizations. Initial analysis was guided by the policy tri-

angle with further analysis of factors affecting policy decision-making drawing upon a simple

framework developed by Grindle and Thomas (Policy makers, policy choices and policy outcomes:

the political economy of reform in developing countries. 1989; Policy Sci 22:213–48.).

Findings: Policy development for iCCM has been slow in Kenya, compared with other Sub-Saharan

African countries. At the time of the study, the Government had just completed the Community

Health Training Manual which incorporated iCCM as a module, but this was the only formal expres-

sion of iCCM in Kenya. We found technical considerations, notably concerns about community

health workers dispensing antibiotics to be a key factor slowing iCCM policy development, but this

also overlapped with bureaucratic considerations, such as how the development of community

health worker cadres may affect clinicians, as well as initial concerns about how an integrated

approach might affect vertically oriented programs. International actors through agreements such

as the Millennium Development Goals helped to get child survival onto the national policy agenda

and such actors were active promoters of iCCM policy change. However international funders had

not committed funding to scale-up iCCM policy, and this probably constrained their influence over

iCCM policy debate.

Conclusion: Kenyan actors’ concerns about iCCM underline the importance of adapting global poli-

cies to local conditions, and also generating local evidence to inform decision-making.
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Introduction

Background
The acute shortage of health workers in sub-Saharan Africa has

been a constraint to scale up of health programs. In this context,

policy promoting ‘task shifting’ (the shifting of tasks from more to

less skilled workers) has been advocated for with an emphasis on

shifting certain tasks to Community Health Workers (CHWs)

(Haines et al. 2007; Fulton et al. 2011). In addition international

health organizations have emphasized investment in CHWs to pro-

vide a variety of community-level services including integrated

Community Case Management of childhood illness (iCCM) (WHO/

UNICEF 2012). International agencies, donors and countries have

prioritized iCCM and CHWs as critical to success of child survival

strategies (WHO/UNICEF 2004, 2012; Rasanathan et al. 2014).

Most recently, studies have further validated iCCM as a strategy by

finding it to be effective in hard to reach communities in Africa

(Hamer et al. 2012; Klyango 2012; Mercader et al. 2014). Despite

increasing implementation of iCCM, studies analysing it through a

policy analysis lens are scarce.

The policy issues surrounding iCCM are specific to each leading

cause of death. Although many countries have developed policies to

allow CHWs to treat diarrhoea and malaria this is less so for pneu-

monia, although a trend in supportive policies exists (Rasanathan

et al. 2014). With regards to pneumonia, while there is international

literature presenting evidence in favour of allowing CHWs to pre-

scribe antibiotics for pneumonia (Sazawal and Black 2003; Winch

et al. 2005; Dawson et al. 2008; Marsh et al. 2008), various con-

cerns exist and recent papers have questioned the strength of the evi-

dence regarding CCM for pneumonia in Sub-Saharan Africa (Druetz

et al. 2013). The most commonly cited concern is potential misuse

of drugs by CHWs leading to antibiotic resistance. There are, how-

ever, counter arguments that CHW treatment of pneumonia, if

accompanied by proper supervision of CHWs, could actually

decrease improper use of antibiotics (Marsh et al. 2008). Several au-

thors (Zachariah et al. 2009; Fulton et al. 2011) have suggested that

there is both professional and institutional resistance to shifting

responsibilities for providing sensitive services involving powerful

medical therapies to less skilled CHWs; however, the evidence base

to support these assertions is not strong.

Study focus
This case study was part of a broader research program conducted

in six countries in Africa (Burkina Faso, Malawi, Mali,

Mozambique, Niger and Kenya). Overall, Kenya has been relatively

slow in proceeding with iCCM policy compared with many other

African countries. Despite a history of NGO pilot initiatives on

community-based child health, and the formalization of CHW roles

in the Kenyan Community Health Strategy in 2007 (MOH 2007),

policy formulation for iCCM was still in its early stages at the time

of the study. Efforts to integrate child health services, including

iCCM, in the community health strategy had not been fully success-

ful: CCM for diarrhoea was approved, CCM for malaria approved

but not scaled up and CCM for pneumonia had yet to achieve trac-

tion on the policy agenda. Kenya was therefore selected because of

its slower adoption of iCCM.

The article analyses the relatively slow evolution of iCCM policy

in Kenya. We seek to (i) document the overall process of iCCM pol-

icy development and (ii) analyse the factors that have affected iCCM

policy formulation, and in particular the reticence to move forward

with iCCM policy development among policy elites.

Theoretical framework
Walt and Gilson’s frequently applied Policy Triangle (Walt and

Gilson 1994) provided a starting point for our analysis, assisting the

research team to document systematically the actors, contexts, pol-

icy content and policy process involved in the development of iCCM

policy in Kenya. To this framework we added an explicit consider-

ation of the role of evidence and ideas in shaping policy discussions.

However during the analytical and write up phase we recognized

that the focus of this case study was primarily on the policy formula-

tion stage of the policy cycle, and in particular the factors that led to

hesitation in Kenya to proceed with iCCM policy development.

Although many articles have addressed the policy formulation

phase (Sidney 2006; Berlan et al. 2014) there is a lesser degree of

convergence around core theoretical approaches to understanding

policy formulation than for some other stages of the policy cycle

such as agenda setting. For example, Sidney describes theories that

focus on policy design, assessing how factors such as bounded

rationality and context affect policy content, as well as work on

policy tools i.e the array of policy instruments available to promote

policy change (Sidney 2006). Berlan et al. (2014) break down

the policy formulation phase into a series of seven steps from the

generation of policy alternatives through to the actual formulation

of policy and development of guidance on the implementation of

policy.

In the Kenyan context, at the time of the study, while the prob-

lem of how to address high rates of child mortality was clearly on

the policy agenda, policy to formulate iCCM was not developed.

Accordingly our study focuses on the initial steps of policy formula-

tion: generation of policy alternatives, deliberation, advocacy, lob-

bying and negotiation. As is often the case in the policy formulation

stage much of the policy action took place among state-centred

actors (such as Ministry of Health officials, Benson 2008) as well as

international actors (such as UNICEF, WHO and USAID). We seek

Key Messages

• Policy change for iCCM in Kenya has lagged behind that in many other Sub-Saharan countries, there is no support of

CCM for pneumonia and very few policy documents articulate support of CCM for diarrhoea and malaria.
• Multiple factors explain policy resistance to iCCM in Kenya, the most significant being challenges of coordination across

multiple government units, inadequate funding to support implementation, resistance to CHWs dispensing antibiotics,

and lack of local evidence.
• Kenyan policy-maker concerns about iCCM are substantive ones that relate to the fit of iCCM in the local health system,

global level efforts to support community health services need to be informed by local evidence and tailored to reflect

differing needs and contexts.
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to understand the factors affecting decision-making by the key

actors involved in iCCM policy formulation through the application

of a simple framework proposed by Grindle and Thomas (1989).

Grindle and Thomas (1989) identified four types of criteria that pol-

icy elites are likely to pay attention to as they determine whether

and how to take a policy forward, these comprise:

• Technical analysis and advice—including appraisals of how

sound the problem analysis and technical advice is;
• Bureaucratic considerations—which may be multiple, but often

focus on how decisions support the official’s own position, or

those of his or her unit or department, and/or enhance personal

promotion prospects;
• Political stability and support—including factors such as how

the decision will affect the political regime’s hold on power;
• Relationships with international partners—including the nature

of dependency between national and international actors, which

might correspond with the significance of resources made avail-

able by international actors.

Grindle and Thomas acknowledge overlap between these factors.

They also propose, based on their own multi-case study, that con-

text affects the importance of these different factors, with political

stability and support likely dominating decision-making in a context

of crisis, whereas bureaucratic concerns may dominate in contexts

where there is no crisis. Further, they argue that technical issues and

considerations regarding relations with international partners may

be relevant to decision making but are unlikely to dominate.

Methods

A qualitative retrospective case study design was used to analyse

iCCM policy development in Kenya. The study was conducted at

the national level where all health policies are developed and coordi-

nated. Data were collected between April and October 2012,

through document reviews, semi-structured in-depth interviews and

a workshop with stakeholders.

Documents reviewed included published and unpublished infor-

mation from official sources, such as official websites, and made

available through personal contacts with local implementing organ-

izations. Forty-one documents, including strategic plans, program

documents, training guidelines, action plans and relevant reports,

were reviewed. Basic data were extracted from each of these docu-

ments, including the timeline for policy development, policy content

and processes of development and the actors involved in the process.

Participants for the in-depth interviews were identified purpos-

ively based on their positions and responsibilities relating to child

health in their organization and through snowballing until satur-

ation were reached. In total, 32 potential respondents were identi-

fied and approached for interview, of which 19 key informants

participated in the study. They included representatives from rele-

vant divisions of the Ministry of Public Health and Sanitation

(MOPHS), Ministry of Medical Services (MOMS), NGOs, interna-

tional organizations, donors and universities who had participated

in the iCCM policy process at national level (Table 1). It became

apparent during data collection that a number of the proposed

NGO respondents had not been involved in iCCM policy discus-

sions and hence they were not further pursued for interview.

A semi structured interview guide was used to conduct the inter-

views. The questions focused on the content of iCCM policy for

each condition, the iCCM policy development process, actors who

were involved in iCCM policy development, and contextual factors

influencing policy development (Walt and Gilson 1994). In addition

there were questions about the role of evidence in the policy process.

Study respondents were invited to participate in the study

through telephone and email communication. Those who agreed to

participate received further information about the study and signed

consent forms before the interviews began. Most of the interviews

lasted about 30 min to 1 h. Interviews were recorded and later

transcribed.

Data analysis
Transcribed data from interviews were entered into QSR Nvivo 9,

qualitative analysis software. Initial codes were developed based on

broad categories including policy context, content, process, actors,

evidence, implementation, financing, barriers and facilitators.

Thematic coding and pattern identification was then done by the re-

search team. Data from the interviews were triangulated with those

from document reviews. A validation workshop was held in

February 2013, with 43 individuals who had participated in the

study and other stakeholders from the government and partner

NGOs to validate emerging findings and give more input. Detailed

notes of the meeting were taken, and additional points of fact were

added to the analysis.

Results

We begin by describing the overall process of iCCM policy develop-

ment in Kenya (applying the policy triangle), before seeking to ana-

lyse the factors affecting policy development, employing the four

main types of criteria for policy decision making (technical analysis;

bureaucratic considerations; relations with international actors, pol-

itical stability and support).

Overview of iCCM policy development
iCCM policy content

Respondents agreed that there was no policy document specific to

iCCM at the time of the study. A draft CHW training curriculum

under development was the only formal expression of policy support

for iCCM (MOPHS 2012). Most respondents recognized that policy

on treatment for childhood diseases at the community level was not

yet well defined:

iCCM strategy involves more curative targeting of the main kill-

ers. In Kenya, diarrhea, pneumonia, malaria and even acute mal-

nutrition are the main issues around child deaths. The country is

prioritizing malaria, diarrhea, pneumonia and even the issues of

newborn care but it’s still a bit not well refined especially the

Table 1. Profile of respondents and non-respondents

Category of

respondent

Number of

respondents

Number of non-respondents

and people dropped from list

Government

officials—child

health

6 0

Government

officials—non-child

health

6 4

NGOs and academia 2 8

International organ-

izations/donors

5 1

Totals 19 13
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treatment component, but for diarrhea the policy allows for the

use of ORS—(09-Govt Official, Non-Child Health)

With regard to specific components of the policy, the National

Diarrhea Policy (MOPHS 2010a) adopted low osmolarity ORS and

zinc for treatment of childhood diarrhoea, however this policy did

not mention CCM of diarrhoea and did not clarify whether ORS

and zinc should be used by CHWs. Zinc had been included in the

2011 CHW training manual draft even though there was not a for-

mal policy on this. Concerns around zinc appeared to have focused

on its side-effects and whether such a costly formula should be

included in the CHW package.

We still have some policy issues to do with zinc being given at

the community level. But it was basically accepted to be in the

kit. (11-Govt Official, Child Health)

we thought that zinc is not a safe drug and . . . . currently the min-

istry has presented the evidence to make zinc available as an over

the counter drug so that it can be dispensed by shopkeepers.. for

use at the community level. (14-NGO)

In October 2012, the MOH gave approval for the WHO/UNICEF

recommended dosage of zinc supplementation for children 0–5

years, as an over the counter medicine (MOH 2012a,b).The 2009

National Malaria strategy (MOPHS 2009) formally adopted home

management of malaria as a policy, with use of rapid diagnostic

tests (RDTs) and malaria medicines particularly artemisinin-based

combination therapy by CHWs (MOPHS 2010b). This was piloted

in malaria pandemic areas by the Kenyan Red Cross and the

Millennium Villages Project. At the time of the study, the division of

Malaria Control was in the process of rolling out RDTs to other

parts of the country. Although it was planned to train CHWs on

malaria case management, prevention, behaviour change com-

munication, record keeping and reporting, for both adults and chil-

dren this had not been scaled up. Initially, first-line malaria

medicines and thereafter RDTs were be integrated into the CHW

commodity kit.

For pneumonia, policy guided CHWs to identify danger signs

and refer to the nearest health facility. Treatment by CHWs with

antibiotics had not been approved for inclusion in the training

guidelines and was still being debated:

Now as we are revising the guidelines we have been having dis-

cussions to see if it can be agreeable for community health work-

ers especially in hard to reach areas to provide treatments for

pneumonia . . . . Their mandate is to identify children with pneu-

monia and refer them to health facility”. (06- Govt official, Child

health)

Malaria and diarrhoea had clearly moved faster than pneumonia,

which was still awaiting policy approval. At the time of data collec-

tion, iCCM guidelines for training CHWs to treat diarrhoea and

malaria, and to recognize and refer pneumonia, had just been com-

pleted and there were plans to start piloting in districts. The malaria

component had already been piloted on a fairly large scale by the

division of malaria control [with support from the President’s

Malaria Initiative (USAID 2011)] and this was to be scaled up to

other parts of the country.

Policy context
iCCM policy development was rooted in the historical push to

develop primary health care programs to enhance access to health

services. Kenya has had a long history of community-based

health services, including training of CHWs (Kaseje and Sempebwa

1989); however, CHWs have been mainly supported by NGOs.

More formal recognition of CHWs by the public sector occurred

with the development of the second Health Sector Strategic Plan

2005–2010 (MOH 2005) which incorporated a community strat-

egy. The objective of the Community Strategy was to provide health

care services for all life cohorts and socioeconomic groups at house-

hold and community level. The implementation began by establish-

ment of community units (about 5000 people per unit) and training

of CHWs with support from various partners, to offer services to

households within the units (McCollum et al. 2015).

Implementation and training guidelines were completed in 2007

(MOH 2007), and were under revision at the time of interviews

with the development of a comprehensive CHW curriculum. When

compared with other countries CHWs in Kenya have relatively lim-

ited training (2–6 weeks) and although the government has officially

approved a CHW salary (US$24 per month at the time of the study),

this had not been included in the budget.

iCCM policy was being developed against the backdrop of a per-

sistently weak national health system coupled with weakness in

implementation of previous health sector policies and poor resource

allocation in the sector (MOH 2005). Although the country’s health

policy documents and strategic plans have consistently emphasized

issues of access and equity, adequate human resources remain a

challenge. Although Kenya has performed better than some coun-

tries in the region in terms of human resource numbers, there are

still major challenges with distribution of health workers particu-

larly to the rural and hard to reach areas (MOH 2005).

Actors

Many organizations had been involved in child health initiatives, the

development of the CHWs training curriculum and further drafting

of the iCCM module. After the 2007 election the Ministry of Health

was split into two (the MOMS and the MOPHS), largely to appease

different political factions. The ministries of health jointly and

through the department of Adolescent and Child Health led the pol-

icy process. Donors like USAID and technical advisers from WHO,

UNICEF and USAID played a major role in organizing advocacy

meetings with senior policy makers and program managers to

develop iCCM. NGOs that were implementing child health pro-

grams, such as Save the Children, and AMREF, as well as interna-

tional projects such as USAID’s Maternal and Child Health

Integrated Program were involved as members of the Child Health

Interagency Coordinating Committee (ICC) and as contributors in

the development of the training modules (MOPHS 2011). In add-

ition NGOs frequently engaged in advocacy concerning the develop-

ment of iCCM and acted as technical support during meetings.

International actors such as WHO, UNICEF and USAID hosted

meetings, funded production of training materials and financed

trainings.

Policy formulation process
iCCM policy formulation was widely perceived to have been rela-

tively open and consultative compared to other policies, such as

home management of malaria.

There was a lot of consultation and it was more participatory.

But for malaria it was just being dictated “Lets change this, let’s

do this”, under the malaria program, but for this one there was a

lot of consultation even the health coordinating committee and

the steering committee where all the partners have been involved

in championing for this policy. (007- Govt Official, Non-Child

health)
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Yah, I think it has been quite consultative according to my judg-

ment. It has been quite consultative because open meetings have

been there and everyone whose mandate it touches on has been

involved. (008- International Org/Donor)

As noted previously, the consultations and dialogue had led to clear

conclusions about the need to support iCCM for malaria and diar-

rhoea, but not for pneumonia where decision-makers were awaiting

evidence from pilot studies. Decisions were also needed regarding

resource allocation, supervisory structures, and monitoring and

evaluation for iCCM. Discussions appeared to have progressed with

respect to supervisory, and monitoring and evaluation plans, but sig-

nificant questions remained about long term financing for the

program.

The role of ideas and evidence

Evidence played a role in informing decisions on iCCM policy as

well as iCCM training guidelines. Local sources of evidence men-

tioned by respondents included statistics from national demographic

and health surveys, and reviews on progress in achieving MDGs.

International sources included the Lancet series on child survival

(Black et al. 2003; Bryce et al. 2003; Jones et al. 2003) (which was

shared at stakeholder meetings), the WHO/UNICEF iCCM guide-

lines (WHO/UNICEF 2012) and evidence from other countries that

had implemented iCCM, sometimes acquired through study tours

by MOPHS officials to countries such as Malawi, India, Pakistan,

Nepal, Bangladesh and Ethiopia.

We have country statistics, how are we doing towards MDGs?

and if children are dying why are they dying . . . .? And we get in-

formation from countries which have made good progress like

Pakistan, Sri Lanka ( . . . ) have made a difference in their indica-

tors because they have invested in CHWs at the community.

Ethiopia, Malawi have the health services assistants who have

made some impacts on child survival . . . . . . (01-Govt Official,

Child Health)

We used global papers on iCCM, reports from countries, we also

looked at the Siaya study and evidence in peer reviewed journals.

(018- International Org/Donor)

There have been multiple pilot projects over the years, largely imple-

mented by NGOs that provided evidence on what kinds of activities

were feasible in the Kenyan context as well as informing training

guidelines. For instance, CARE Kenya developed IMCI algorithms

for use by community-based providers in Siaya District. In this pilot,

CHWs used septrin to treat childhood pneumonia (Rowe 2007).

However, the study revealed concerns about the quality of care pro-

vided by CHWs and interventions related to training, supervision

and other factors did not appear to increase adherence to guidelines.

Catholic Relief Services implemented C-IMCI in Mbeere district

(CRS 2003), with CHWs diagnosing and treating malaria, but only

recognizing and referring cases of childhood pneumonia. The tools

developed by these projects, along with WHO/UNICEF guidelines

were useful in developing iCCM training guidelines.

More recently the Kenya Red Cross implemented and evaluated

a pilot project in the coastal region for CCM for malaria (Kisia et al.

2012).

Initially the kit was missing anti-malarials but the study that was

done by the malaria program and the Red Cross in Kilifi gave us

a very strong indication that there is no abuse and there is a lot of

impact arising from the CHWs use of artemether/lumefantrine

(AL). So we have allowed use of AL in our management meetings

(07-Govt Official, non-Child Health)

Save the Children, Kenya also implemented a pilot iCCM project in

Wajir, one of the districts in hard-to-reach areas from 2011. These

pilot projects were diverse in their nature. Although evaluation find-

ings for most projects had been shared at national stakeholders

meetings, none of these pilot projects have received sufficient sup-

port to scale up. Nonetheless government decision makers continued

to demand additional local evidence particularly on the use of anti-

biotics at the community level.

There is need for evidence for policy makers. They continue ask-

ing how do we do it? Now that’s why we are doing the research.

We are still moving on. Integration in CHW training manual has

to be within the framework. We worked closely with the

Community Strategy unit to develop commodities for CHWs but

they wanted more evidence (018-International Org/Donor)

Factors affecting decision-making
In this section, we use the four factors identified by Grindle and

Thomas (1989) as influencing elite decision making to reflect on issues

affecting the uptake of iCCM policy by Kenyan policy makers.

Technical analysis and advice

Interviews revealed clear technical concerns regarding iCCM as a

policy solution in the eyes of policy makers. These concerns centred

primarily on the use of antibiotics by CHWs. Many respondents

noted a resistance from some health actors, including officials within

the Ministry of Health, who had a clinical background. Reasons for

this resistance included fears of irrational drug use, and concerns

about quality of care provided by CHWs.

. . . there has been a lot of resistance to actualizing the whole

process. Doctors being what they are, don’t like medicines to be

used by people they have doubts about . . . . they allowed drugs

like analgesics and anti-worms but antibiotics is still a problem

and I am informed [name of senior official in MOPHS] doesn’t

want the idea of CHWs using antibiotics, we need to look into

how we can go over it, because children are dying at home any-

way (010 NGO/Academic)

. . . . ..policy makers fear having antibiotics and having them

being misused. Not only the policy maker but also the profes-

sional associations, nurses, doctors, we have discussed this with

them and they say ‘No . . . . no.’ we have very many nurses who

are unemployed out there, why don’t they use them instead of

getting people who are not qualified to do this (03-Govt Official,

non-Child Health.)

A few respondents also viewed health professionals in general to be re-

sistant to CHW use of antibiotics; however, this position had been

changing as some health professionals realized the magnitude of child

health issues and the need to address them at the community level.

Although Kenyan policy makers demonstrated a relatively high

awareness of international evidence, several respondents were cau-

tious about the transferability of such evidence to their own setting,

particularly given differences between Kenya and other countries in

the region in health service coverage.

I wouldn’t call it opposing, it is like a country really exploring,

because you see these guidelines are for all countries but there are

those who will need them more than the others depending on

your health care coverage. (011 Govt official, Child Health)

Respondents pointed out that Kenyan CHWs are first and foremost

community members who for a long time have been considered vol-

unteers, compared with (e.g.) salaried health surveillance assistants

in Malawi, hence there was a need to be cautious about the
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applicability of evidence from elsewhere. The persistent shortage of

professional health workers in the system (Adano 2008) also led to

concerns about which cadre could best supervise CHWs. These dif-

ferences between the Kenyan context and conditions elsewhere ap-

peared to be driving the demand for additional Kenya-specific

evidence noted earlier.

Bureaucratic considerations

Some of the technical concerns identified in the previous section

regarding CHWs dispensing antibiotics, could also be viewed as

having bureaucratic origins. Although not necessarily protecting or

promoting individual interests, resistance from some clinicians to

iCCM could be interpreted as protecting group interests. Although

this may be an underlying motive, this viewpoint was only clearly

articulated by one respondent:

Clinicians have been resisting with no good options. It’s all about

protecting their profession. There is a lot of ego issue, they think

CHWs are taking their work. (019 NGO/Academic)

Within the Ministries of Health iCCM policy touched upon multiple

different departments and units, including Adolescent and Child

Health, Community Health, Malaria, Reproductive Health,

Immunization and Nutrition. Some of these departments and units

(such as Malaria) were better funded than other groups. This per-

haps gave them greater independence in decision-making, and could

also act as a disincentive to integration. There were clearly tensions

between different parts of the Ministry, particularly during early dis-

cussions around iCCM. This was because different departments had

diverse opinions regarding iCCM given the vertical programs they

were implementing.

initially, Family Health wanted to handle issues of iCCM, mater-

nal and newborn separately, Malaria wanted to do it separately,

but the policy is very clear, all services pertaining to community

health must be coordinated from the division of Community

Health Service, Department of Primary Health . . . They were

resistant in the first and second year of the roll out, but now we

are all together (007 Govt official, non-Child Health)

The fact that iCCM policy potentially affected the interests of so

many different departments and units, appeared to be one of the rea-

sons why such a consultative approach to policy formulation had

been employed, but was also clearly a factor slowing decision-making.

Most respondents in the Ministry recognized that while community

health policy all came to a ‘head’ at the CHW, there were multiple

vertical programs that did not necessarily have aligned interests.

. . . .you see when you integrate and you still remain vertical, that

is what hampers the whole thing because we say ok if we want it

to be integrated then why can’t it be under one house? . . . ..

Because what I get from there will not score me much. . . . are you

getting me? (02-Govt Official, non-Child Health)

Finally, one further factor that may have contributed to impetus for

the strengthening the community strategy was the establishment of

the MOPHS separate from the MOMS. The existence of MOPHS

and its focus on promotive and preventive health services may have

helped strengthen community level services.

Relationships with international actors

Policy development in relation to community-level child health

interventions emerged from both a global push and local recognition

of the problem, with most respondents feeling that the iCCM policy

agenda was driven in good part by the global push to address the

main issues contributing to child morbidity and mortality, and the

need to achieve the MDGs.

It’s based on the child health indicators, they were too poor and

we were really struggling to catch up with the MDG targets. You

know whenever the president reports the progress of MDGs in

Geneva every year, we have that difficulty especially with the

child health indicators . . . .. our indicators have been poor and

we have to improve them. That is what triggers the policy (007,

Govt official, Non-Child Health)

The existence of global evidence and recommendations on successful

childhood interventions at community level shaped the thinking

around the iCCM agenda among government actors. Various

national level meetings were held between 2010 and 2012 to discuss

iCCM and related issues. Of particularly importance were the issues

around use of zinc and antibiotics at the community level and the in-

tegration of iCCM in the overall community strategy. Development

partners pushed for acceptance of use of antibiotics and zinc by

higher-level decision makers.

Participants emphasized WHO and UNICEF, in addition to the

Ministry of Health, as being the most powerful actors who had been

strongly supportive of iCCM in the country.

these two agencies [WHO and UNICEF] have really been drivers

of child survival both at global, regional and country level. And

maybe they feel that as a ministry we are not moving fast enough

to start adopting these policies. For them, this should have hap-

pened yesterday. (01-Govt Official, Child Health)

Although respondents widely acknowledge the influence that inter-

national actors had brought to bear on iCCM policy debates, there

remained a lack of clarity on the financing and sustainability of a

potential iCCM policy. Several donors mentioned intentions to sup-

port the scale up of community interventions, but their commit-

ments to iCCM were not very specific and the funding that was

available appeared to be for relatively small scale pilots rather than

nationwide scale up:

We have resources for child health but they are limited and we’re

gonna have to make some very difficult choices on what we can

do with those resources. We do ask our partners on the ground

to leverage on other sources of funding . . . . . . you get a mix of

the resources and see whether you can get a greater effect. But

really our resources, what is available, is not enough to provide a

huge coverage for ICCM. 05-International Org/Donor

At no stage in the Kenyan case was a substantial amount of money

made available by donors for iCCM implementation (in contrast

e.g. to Mozambique, Burkina Faso and Niger). Thus although inter-

national actors had clearly been influential in iCCM policy debates,

there appeared to be relatively lower dependency on them for

financing child health programs than in other contexts.

Political stability and support

Finally we note that concerns about political stability did not enter

into debates about iCCM policy formulation in Kenya. Although

there was high-level political concern regarding the country’s trajec-

tory to achieve MDG 4 on child survival, and this created a window

of opportunity for iCCM policy, the policy itself did not appear to

be of sufficient significance to garner political support.

Discussion

This case study provides insights on the evolution of iCCM policy in

Kenya, and the factors influencing policy-maker decision-making.
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Despite strong encouragement from development partners and inter-

national organizations to proceed with iCCM, the pressure to

achieve the MDGs, as well as national and regional meetings on

iCCM, at the time of the study the only formal expression of policy

to support iCCM was a set of draft training guidelines for CHWs.

This contrasts with other countries in the region that have been

much quicker to adopt iCCM and to formalize it within their policy

instruments. This discussion summarizes the factors affecting

Kenyan policy-maker views on iCCM policy adoption and then

develops broader conclusions.

Factors affecting Kenyan policy-maker positions on

iCCM
Grindle and Thomas (1989) predict that under non-crisis conditions,

bureaucratic considerations and micro-political issues are likely to

dominate policy-maker decision-making, with technical concerns

and relations with international partners being important but not

decisive factors in decision-making. In the case of iCCM policy in

Kenya we saw a very close connection between technical and bur-

eaucratic considerations. Non-acceptance of CHWs’ use of antibi-

otics by clinicians was a major factor that slowed the policy process.

The resistance was not only felt from professionals at program level,

but also from high-level decision makers. There were clear technical

underpinnings to these arguments. International evidence and guide-

lines were not sufficient to convince policy-makers of the effective-

ness of antibiotic use by CHWs, particularly given the contextual

specificities and the negative outcome of the prior pilot at Siaya

(Rowe et al. 2007). However these technical arguments were likely

reinforced by bureaucratic concerns, including caution about allow-

ing the emergence of a new group of health care providers who may

undermine demand for regular health practitioners.

Bureaucratic considerations were also important with respect to

the support that different vertically oriented programs were willing

to provide to an integrated policy such as iCCM. However this

appears to have been a more significant barrier at the beginning of

the negotiation process, rather than at the time of the study. It is

possible that declining funding for some of the previously strong ver-

tical programs had helped nurture interest in iCCM (indeed one of

the respondents from a strong unit with vertical focus identified inte-

gration as being a key strategy to promote sustainability). There

were also important challenges related to simply coordinating action

on a policy that cross-cut multiple departments. The significant

transaction costs associated with a cross-cutting policy such as

iCCM, given the nature of organizational structures in the

Ministries of Health slowed policy change.

International organizations played a major role in influencing

policy discussions. These actors, particularly UNICEF and WHO,

were extensively involved in advocacy to influence the government’s

position on iCCM; they brought experience and evidence from else-

where to inform policy content, and supplemented this with tech-

nical support and financial resources. Although external actors

provided resources to support international meetings, study tours,

policy fora and pilot projects, they did not provide significant fund-

ing. It is unclear why this is the case, but it appears likely that

Kenyan policy maker caution about iCCM policy was well known

among development partners and there were concerns about com-

mitment of the Kenyan government to financing iCCM in light of

inadequate historical resource commitments to the Kenyan

Community Strategy (UNICEF and Government of Kenya 2010;

McCollum et al. 2015). The lack of significant financial resources

coming from international partners implies that the government was

not extensively reliant on donor resources, and this may have been a

factor that also contributed to relatively slow uptake of iCCM.

Broader implications
Overall the simple policy decision-making framework proposed by

Grindle and Thomas provided a useful way of framing the factors

affecting policy-maker decision making in this case. It would be

interesting to see the framework applied to other health policies

with differing characteristics, or being debated under crisis condi-

tions. In particular, iCCM is in some respects a relatively techno-

cratic policy: the extent to which it is perceived to be effective

depends upon stakeholders perceptions of the skills of CHWs and

their conception of the clinical processes involved in providing care.

Policies those are less technical in orientation, e.g. policies on user

fees for health services, or seat belts to reduce traffic accidents may

elicit higher levels of engagement by stakeholders outside of govern-

ment, and give play to a different set of factors in decision-making.

In the Kenyan iCCM policy debates, policy-makers were not

fully convinced by the nature of evidence presented by international

partners. In particular, they harbored concerns about the applicabil-

ity of arguments supportive of iCCM to the Kenyan context, and

cited specific features of the Kenyan context that might inhibit the

transferability of evidence. Participants also identified the lack of

local evidence as a barrier to policy development, and thus add-

itional pilot studies were requested. Although to some extent this

demand for evidence may have been a delaying tactic, there was a

lack of local evidence with regard to some key questions (notably

CHWs ability to manage antibiotics). International actors need to

be cognisant of the fact that differences in health systems, and local

values and conditions, may undermine the transferability of evi-

dence, and consider investing more in the development of locally

relevant research.

Limitations
iCCM had not been fully developed as a policy in Kenya, and it was

complicated to investigate why something had not happened, rather

than why it had. Also, perhaps reflecting the relatively low political

priority accorded to iCCM, it was often difficult to secure interviews

and of the 32 potential respondents identified, only 19 interviews

were completed, despite repeated attempts to contact respondents.

Of the 13 potential interviewees who did not participate in the

study, four came from government and the remainder were repre-

sentatives of development partners and NGOs. Several of the NGO

respondents who were initially invited to interview but failed to

respond, were later dropped as it became clear that they had not

participated in iCCM policy processes. Overall, among groups who

were pursued for interview, there did not appear to be any clear pat-

tern in non-responses.

Conclusions

There has been a slow progress in developing iCCM policy in Kenya

despite the existence of international guidelines and strong policy

support from development partners. Resistance to policy change ori-

ginated primarily from clinicians both inside and outside of govern-

ment, and centred on concerns about the ability of CHWs to offer

quality care, and the potential consequences of inappropriate use of

antibiotics by this cadre. Further, Kenyan policy makers identified

differences in their context that led them to question the applicabil-

ity of evidence on iCCM effectiveness from elsewhere. Addressing

these concerns would require greater clarity about mechanisms to
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assure the quality of care offered by CHWs (such as supervision,

training etc), local evidence that demonstrates the effectiveness of

iCCM, and, critically, clear financial commitments that assure the

feasibility and sustainability of iCCM programmes.

Although the study participants in Kenya expressed their appre-

hensions about iCCM with perhaps greater force than participants

in other countries included in the broader study, their concerns are

neither new nor unique to Kenya. Other analysts and researchers

have also underlined the health system challenges associated with

maintaining CHW programs, focussing particularly on CHW remu-

neration, training and supervision, and critically financial sustain-

ability (Haines et al. 2007; Lehmann et al. 2009). Although it may

be tempting to view actors’ resistance to iCCM in Kenya as being

driven by a desire to protect the professional interests of qualified

health workers combined with a relatively weak commitment to pri-

mary health care, this would be an over-simplification. In order to

advance the iCCM policy agenda in Kenya, and similar countries,

multiple interconnected health systems concerns will need to be

addressed and consideration should be given to how to adapt the

iCCM model to country health systems.

Acknowledgements

The team would like to acknowledge the support of the Technical Advisory

Group, including Sam Adjei, Neal Brandes, Dave Nichols, Kumanan

Rasanathan, Jim Sherry and Steve Wall. We also recognize the efforts of

UNICEF regional and country offices, especially the support of Rory Nefdt

and Mariame Sylla. The study team would like to thank respondents in

Kenyan Ministry of Health and representatives of NGOs that participated in

the study, for the time and insights they contributed to this project, without

which this study would not be possible.

Funding

This study was funded by United Nation Children’s Fund (UNICEF)

(43114640) and the United States Agency for International Development

(USAID) Traction Project (FY11-G06-6990). Both UNICEF and USAID staff

advised the study team, but did not substantively affect the study design,

instruments or interpretation of data.

Conflict of interest statement. None declared.

Ethical Approval

Ethical clearance was obtained from Great Lakes University of Kisumu ethics

review committee and authoritative approval from the Ministry of Health.

The study was exempted as not human subjects research by Johns Hopkins

School of Public Health.

References

Adano U. 2008. The health worker recruitment and deployment process in

Kenya: an emergency hiring program. Human Resources forHealth 6: 19.

Benson TD. 2008. Improving nutrition as a development priority: addressing

undernutrition with national policy processes in Sub-Saharan Africa. IFPRI

Research Report. Washington DC, IFPRI. 156: 100.

Berlan D, Buse K, Shiffman J, Tanaka S. (2014). The bit in the middle: a syn-

thesis of global health literature on policy formulation and adoption. Health

Policy and Planning 29: iii23–34.

Black RE, Morris SS, Bryce J. 2003. Where and why are 10 million children

dying every year? Lancet 361: 2226–34.

Bryce J, El Arifeen S, Pariyo G, et al. 2003. Reducing child mortality: can pub-

lic health deliver? Lancet, 362: 159–64.

CRS. 2003. Mbeere Child Survival Project Detailed Implementation Plan

2003. Nairobi, Kenya: Christian Relief Services.

Dawson P, Pradhan Y, Houston R, Karki S, Poudel D, Hodgins S. 2008. From

research to national expansion: 20 years’ experience of community-based

management of childhood pneumonia in Nepal. Bulletin of the World

Health Organization 86: 339–43.

Druetz T, Siekmans K, Goossens S, Ridde V, Haddad S. 2013. The

Community Case Management of pneumonia in Africa: a review of the evi-

dence. Health Policy and Planning 30: 253–66.

Fulton BD, Scheffler RM, Sparkes SP, et al. 2011. Health workforce skill mix

and task shifting in low income countries: a review of recent evidence.

Human Resources Health, 9: 1.

Grindle MS, Thomas JW. 1989. Policy makers, policy choices and policy out-

comes: the political economy of reform in developing countries. Policy

Sciences 22: 213–48.

Hamer D, Brooks ET, Semrau Katherine, et al. 2012. Quality and safety of

integrated community case management of malaria using rapid diagnostic

tests and pneumonia by community health workers. Pathogens and Global

Health 106: 32–9.

Haines A, Sanders D, Lehmann U, et al. 2007. Achieving child survival goals:

potential contribution of community health workers. Lancet 369: 2121–31.

Jones G, Steketee RW, Black RE, Bhutta ZA, Morris SS. 2003. How many

child deaths can we prevent this year? Lancet 362: 65–71.

Kisia J, Nelima F, Otieno DO, et al. 2012. Factors associated with utilization

of community health workers in improving access to malaria treatment

among children in Kenya. Malaria Journal 11: 248.

Kalyango JN, Rutebemberwa E, Alfven T, Ssali S, Peterson S, Karamagi C.

2012. Performance of community health workers under integrated commu-

nity case management of childhood illnesses in eastern Uganda. Malarial

Journal 11: 282.

Kaseje D, Sempebwa KN. 1989. An integrated rural health project in Saradidi,

Kenya. Social Science and Medicine 28: 1063–71.

Lehmann U, van Damme W, Barten F, Sanders D. 2009. Task shifting: the an-

swer to the human resources crisis in Africa? Human Resources Health 7: 49.

Marsh DR, Gilroy KE, Van de Weerdt R, Wansi E, Qazi S. 2008. Community

case management of pneumonia: at a tipping point? Bulletin of the World

Health Organization 86: 381–9.

McCollum R, Otiso L, Mireku M, et al. 2015. Exploring perceptions of com-

munity health policy in Kenya and identifying implications for policy

change. Health Policy and Planning pii: czv007.

Mercader HF, Kyomuhangi K, Buchner DL, Kabakyenga J, Brenner JL. 2014.

Drugs for some but not all: inequity within community health worker teams

during introduction of integrated community case management. BMC

Health Services Research 14: 1–8.

Marsh DR, Gilroy KE, Van de Weerdt R, Wansi E, Qazi S. 2008. Community

case management of pneumonia: at a tipping point? Bulletin of the World

Health Organization, 86: 381–9.

MOH. 2005. Kenya National Health Sector Strategic Plan II (NHSSP II)

2005–2010. Reversing the Trend. Nairobi: Ministry of Health.

MOH. 2007. Community Strategy Implementation Guidelines for Managers

of the Kenya Essential Package for Health at the Community Level.

Nairobi, Kenya: Ministry of Health.

MOH. 2010a. National Road map: For Accelerating the Attainment of the

MDGs Related to Maternal and Newborn Health in Kenya. Nairobi,

Kenya: Ministry of Health.

MOH. 2012a. Variation of Legal Category of Zinc Supplementation. Letter to

National directors of MOMs and MOPHS. Nairobi.

MOH. 2012b. Variation of Legal Category of Zinc Supplementation. Letter to

Provincial directors of MOMs and MOPHS, Nairobi, Kenya.

MOMS/MOPHS. 2008. Child Survival and Development Strategy 2008/

2015. Nairobi, Kenya: Ministry of Medical Services and Ministry of Public

Health and Sanitation.

MOPHS. 2009. National Malaria Strategy 2009–2017. Nairobi, Kenya:

Ministry of Public Health and Sanitation, Division of Malaria Control.

MOPHS. 2010a. Policy Guidelines on Control and Management of Diarrheal

Disease in Children Below Five Years. Nairobi, Kenya: Ministry of Public

Health and Sanitation.

MOPHS. 2010b. Community Case Management for Malaria. Nairobi, Kenya:

Ministry of Public Health and Sanitation.

ii72 Health Policy and Planning, 2015, Vol. 30, Supplement 2

D
ow

nloaded from
 https://academ

ic.oup.com
/heapol/article-abstract/30/suppl_2/ii65/573682 by guest on 05 June 2019

While
,
While


MOPHS. 2011. Minutes ICC meeting for child health. Nairobi, Kenya:

Ministry of Public Health and Sanitation.

MOPHS. 2012. Integrated Curriculum for Training Community Health

Workers in Kenya. Nairobi, Kenya: Ministry of Health.

Rasanathan K, Bakshi S, Rodriguez DC, et al. (2014) Where to from here?

Policy and financing of integrated community case management (iCCM)of

childhood illness in Sub-Saharan Africa. Journal of Global Health 4:

020304.

Rowe SY, Kelly JM, Olewe MA, et al. 2007. Effect of multiple interventions

on community health workers’ adherence to clinical guidelines in Siaya dis-

trict, Kenya. Transactions of the Royal Society of Tropical Medicine and

Hygiene 101: 188–202.

Sazawal S, Black RE. (2003). Effect of pneumonia case management on mor-

tality in neonates, infants, and preschool children: a meta-analysis of

community-based trials. Lancet Infect Disease 3: 547–56.

Sidney MS. 2006. Policy formulation: design and tools. In: Fischer F, Miller

GJ (eds). Handbook of Public Policy Analysis: Theory, Politics and

Methods. Boca Raton: CRC Press, Taylor and Francis, 79–88.

UNICEF and Government of Kenya. 2010. Evaluation Report of the

Community Health Strategy Implementation in Kenya. Nairobi, Kenya:

UNICEF.

USAID. 2011. USAID’s PMI’s Operational Plan for Malaria for 2011 in

Kenya. Nairobi: USAID.

Walt G, Gilson L. 1994. Reforming the health sector in developing countries:

The central role of policy analysis. Health Policy and Planning 9: 353–70.

Winch PJ, Gilroy KE, Wolfheim C, et al. (2005) Intervention models for the

management of children with signs of pneumonia or malaria by community

health workers. Health Policy and Planning 20: 199–212.

WHO/UNICEF. 2004. Joint Statement: Management of Pneumonia in

Community Settings. Geneva and New York, WHO/UNICEF.

WHO/UNICEF. 2012. WHO/UNICEF Joint Statement on Integrated

Community Case Management. WHO, Geneva.

Zachariah R, Ford N, Philips M, et al. 2009. Task Shifting in HIV/AIDS:

opportunities, Challenges and proposed actions in Sub-Saharan Africa.

Transactions of the Royal Society of Tropical Medicine and Hygiene 103:

549–58.

Health Policy and Planning, 2015, Vol. 30, Supplement 2 ii73

D
ow

nloaded from
 https://academ

ic.oup.com
/heapol/article-abstract/30/suppl_2/ii65/573682 by guest on 05 June 2019


