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Community-Based Management  
of Acute Malnutrition (CMAM) 

 

Purpose: Tƻ ǎǳƳƳŀǊƛȊŜ IYL ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ /a!aΣ Ǉƻǎƛǘƛƻƴ /a!a ǿƛǘƘƛƴ IYLΩǎ ƻǾŜǊŀƭƭ 
nutrition portfolio and describe how our approach distinguishes us from what 
other agencies are doing 

 
Date: June 3, 2009 
 
Background: 
 
The Community Therapeutic Care (CTC) approach to treating acute malnutrition (defined as the 
presence of bi-pedal edema or weight for height <80% or <-2 SD with respect to reference 
norms) among children <5 years was pioneered by Valid International in the early 2000s. Prior 
to that, the standard response was provided through therapeutic feeding centers (TFCs) or 
nutrition rehabilitation units (RHUs); in-patient facilities which treated all cases with 
therapeutic milk-based formulas (F75 and F100) administered by medical staff. These facilities 
were often overcrowded, allowed cross-infections, and required lengthy stays that led to high 
default rates ŀƴŘ ǘƘŜ ƳƻǘƘŜǊΩǎ ŀōǎŜƴŎŜ ŦǊƻƳ ƘŜǊ ƻǘƘŜǊ ŎƘƛƭŘǊŜƴ ŦƻǊ ŜȄǘŜƴŘŜŘ ǇŜǊƛƻŘǎ. Three key 
innovations allowed the evolution from in-patient to community-based care:  
1. the development of ready-to-use therapeutic foods (RUTF or RUF) such as tƭǳƳǇȅΩƴǳǘΣ 

which are lipid-based and thus resistant to contamination and which do not require medical 
oversight;  

2. a new classification distinguishing between severe cases with and without medical 
complications; and  

3. the use of simple, color-coded middle-upper arm circumference (MUAC) measuring tapes 
for diagnosis that allow community members to be trained to identify acute malnutrition 
for referral to treatment.  

The community-based approach has since been shown to greatly reduce the cost and expand 
the reach of treatment and to permit more timely identification of need. In this model, only 
those with severe acute malnutrition (SAM; W/H < 70&% or <-3 SD reference norms) and life-
threatening complications require costly in-patient care; all others are treated at the 
community level using RUTF and appropriate medications for SAM and supplementary food 
rations for moderate acute malnutrition (MAM). RUTF is energy-dense with a fat, vitamin and 
mineral content equivalent to that of F-100, except that iron is also included in RUTF. It can be 
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eaten straight from the packet and is easily consumed by children from 6 months of age. RUTF 
packages can be kept for several months without refrigeration and can be produced locally 
using simple equipment with the appropriate quality controls1.  
 
Data collected between 2001 and 2005 indicated that coverage achieved by such community-
based programs was dramatically higher than the conventional approach, while recovery rates 
were high and case-fatality low2. In 2007, the World Health Organization (WHO), the World 
Food Program (WFP), the United Nations System Standing Subcommittee on Nutrition (SCN) 
and UNICEF issued a joint statement endorsing this approach3 and recommending that 
community health workers or volunteers be trained to screen children under 5 years of age at 
risk of acute malnutrition using color-coded MUAC tapes to facilitate early referrals for 
treatment. More recently, WHO has endorsed the use of MUAC alone as an independent 
criterion for SAM4. While CTC was developed for emergency settings, it has proven equally 
effective in settings with lower levels of acute malnutrition that do not call for a population 
intervention, but where a constant case load of malnourished individuals needs attention 
through existing service. In such setting of chronic need the program is increasingly being 
termed Community-Based Management of Acute Malnutrition (CMAM)5.  
 
The four core components of CMAM (community outreach, outpatient care for children under 5 
with SAM without complications, inpatient care for SAM with complications, and 
supplementary feeding for the management of MAM), which should be offered in the context 
of broader preventive services, are illustrated in Figure 1. To date community outreach 
strategies have entailed using trained volunteers to promote the use of services within the 
community by making it understandable and acceptable within current cultural norms; 
overcome local barriers to uptake; promote community case-finding and referral; and conduct 
follow-up home visits to support household understanding of and compliance with treatment6. 
However, attention to a system for recognizing and sustaining the commitment of volunteers is 
necessary. The integration of CMAM with preventive services is also crucial. 
 
It is worthy of note that the contributing authors of the 2008 Lancet Series on Maternal and 
Child Undernutrition concluded that there is currently insufficient evidence from randomized 
trials demonstrating the impact of CMAM on mortality to include the approach in the list of 
interventions of proven effectiveness7. The authors did recognize that observational data from 

                                                
1
 Overview drawn from FANTA-2 Project, Training Guide for Community-Based Management of Acute Malnutrition, 

Module One. 2008. Available from http://www.fantaproject.org/cmam/training.shtml.  
2
 Valid International. Community Therapeutic Care:  A Field Manual. Oxford: 2006. Available from 

www.validinternational.org. 
3
 WHO, WFP, UNSCN and UNICEF. Joint Statement on Community-Based Management of Severe Acute 

Malnutrition. May 2007. 
4
 FANTA-2 Training Guide. 

5
 As yet there is no consensus on the preferred term but CMAM appears to be used more frequently for non-

emergency settings as those in which HKI works. 
6
 FANTA-2 Training Guide. 

7
 Bhutta ZA et. al. 2008 What works? Interventions for maternal and child undernutrition and survival. 

Lancet;371:417-40. 

http://www.fantaproject.org/cmam/training.shtml
http://www.validinternational.org/
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field programs suggest comparable performance to facility-based approaches, but called for 
more rigorous research. 
 
 
 

 
 
 
Most recently Valid and other NGOs have been evaluating the use of enhanced RUTF, designed 
to contain high levels of certain micronutrients, for the nutritional management of HIV/AIDS. 
RUTF are being tested for efficacy as a high density nutrient source to meet the increased 
energy and nutrient requirements imposed by AIDS and to enhance the effectiveness of 
antiretroviral treatment.  The CMAM model is also compatible with home-based care and 
community case-finding, reduces burdens on in-patient facilities and reduces exposure of highly 
vulnerable persons living with HIV/AIDS to infection. In some settings CMAM programs may 
offer voluntary HIV/AIDS testing and counseling programs in the communities they serve. 
 
Overview of HKI Approach 
    
Many countries in which HKI intervenes continue to face constraints to the development of 
national policies and programs to address acute malnutrition in children. In particular, there are 
gaps in the capacity to deliver treatment services and to link treatment with preventive 
programs. HKI has long-standing expertise in supporting prevention programs implemented 
through local partners, primarily Ministries of Health. In response to the surge in cases of acute 
malnutrition in Diffa, Niger in 2005, HKI ǊŜŎŜƛǾŜŘ ŦǳƴŘǎ ŦǊƻƳ ¦{!L5Ωǎ hŦŦƛŎŜ ƻŦ CƻǊŜƛƎƴ 5ƛǎŀǎǘŜǊ 
Assistance (OFDA) to integrate a CMAM component into a child survival grant begun the year 
before to promote behavior change to prevent malnutrition using the Essential Nutrition 

Source: FANTA-2 Project, 2008 

Figure 1: Core Components of CMAM 
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Actions (ENA) framework8. The integration of the treatment of acute malnutrition into a larger 
preventive framework has become the model for HKI and distinguishes our approach from that 
of other organizations. Support for CMAM and ENA are both important; however, both 
programs require significant investments to be brought to scale. Another distinguishing feature 
ƻŦ IYLΩǎ ŀǇǇǊƻŀŎƘ ƛǎ ǘƻ build local public sector capacity to manage, plan, deliver and monitor 
CMAM services through existing health care structures. Thus IYLΩǎ ŀǇǇǊƻŀŎƘ ƛǎ ǘƻ ƳŀƪŜ ǘƘŜ 
programs a permanent feature of government and community structures rather than delivering 
them directly through a parallel system.  
 
The model developed in Niger and expanded to Burkina Faso and Mali included support for the 
development and ratification of a national protocol for the use of CMAM followed by training 
programs for managers and frontline health workers coupled with the development and 
dissemination of supportive job aids and educational materials. ENA training modules are 
available that target managers, health workers and community workers, covering, at varying 
levels of complexity, the technical contents of the seven actions together with behavior change 
communications methods9. HKI also works with other partners to strengthen logistics and 
supply networks to equip community organizations, health centers and hospitals with the 
necessary screening instruments, therapeutic and supplementary foods, medications, and other 
supplies. The approach includes mobilizing and sensitizing communities to understand the key 
ENA messages as well as to know the signs of malnutrition and the availability of treatment. 
The program includes building health information systems for supervising, monitoring and 
evaluating the quality and delivery of services. Finally, new projects provide an opportunity to 
build in a research design to advance the evidence for the effectiveness of the approach. 
 
Program Elements 
 
IYLΩǎ ŀǇǇǊƻŀŎƘ ǘƻ /a!a ǘƘǳǎ defines the primary target group as government and community 
partners and its objective as building local capacity to implement an integrated prevention and 
treatment program including nutrition counseling and education, screening and service 
provision, supply and logistics systems, community mobilization, and health management 
information systems. The treatment component should be combined with preventive 
interventions, making CMAM another contact point at which relevant key prevention messages 
can be delivered, including, inter alia, the importance of continued, frequent breastfeeding; 

                                                
8
 Optimal breastfeeding (timely initiation within one hour of birth, exclusive for six months and continued 24 

months and beyond); optimal complementary feeding (timely introduction, appropriate diversity, nutrient density 
ŀƴŘ ǉǳŀƴǘƛǘȅ ƻŦ ŦŜŜŘƛƴƎǎ ǘƻ ȅƻǳƴƎ ŎƘƛƭŘΩǎ ŀƎŜύΤ nutritional care for the sick and malnourished child (increased 
breastfeeding, and age-appropriate fluids during diarrhea and increased feedings after recovery, treatment with 
home or commercially prepared oral rehydration solution and zinc supplementation, care-seeking for bloody 
diarrhea and acute malnutrition); maternal nutrition (increased caloric and micronutrient intake during pregnancy 
and lactation); the integrated control of anemia (for children 12-59 months and women regular de-worming and 
use of insecticide-treated bed nets; for women intermittent presumptive treatment of malaria and iron-folic acid 
supplementation during pregnancy and lactation); and prevention of  vitamin A and iodine deficiency. 
9
 ! άƎŜƴŜǊƛŎέ 9b! ǘǊŀƛƴƛƴƎ ǇǊƻƎǊŀƳ όнллуύ ƛǎ ŀǾŀƛƭŀōƭŜ ŦǊƻƳ IYL Iv ƛƴ ōƻǘƘ CǊŜƴŎƘ ŀƴŘ 9ƴƎƭƛǎƘ ŦƻǊ ŀŘŀǇǘŀǘƛƻƴ ǘƻ 

the specific needs of each setting. The FANTA-2 CMAM Training Guide is also public access. In adapting each 
training program, attention should be paid to making the linkages between the two programs more explicit. 
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defining adequate quantities, diversity and nutrient density of complementary foods especially 
to allow for catch-up growth; sleeping under an insecticide-treated bed net; vitamin A 
supplementation and de-worming as appropriate; and the use of iodized salt and other fortified 
foods where available. The primary target groups for the combined approach provided by 
trained government and community partners, and thus the indirect target groups for HKI, are 
children under five (with special emphasis on the most rapid growth period from birth to 24 
months) as well as women of reproductive age.  

 
¢ƘŜ ƳŀƧƻǊ ŜƭŜƳŜƴǘǎ ƻŦ IYLΩǎ ǎǘǊŀǘŜƎȅ ideally should include each of the following themes. 
 
Coordination and Partnerships  
 
To ensure ǘƘŀǘ ǇǊƻƎǊŀƳǎ ŀǊŜ ƛƴǘŜƎǊŀǘŜŘ ƛƴǘƻ ŜȄƛǎǘƛƴƎ ǎȅǎǘŜƳǎΣ IYLΩǎ ǇǊƛƳŀǊȅ ǇŀǊǘƴŜǊ ƛǎ ǘƘŜ 
Ministry of Health at the central, regional, district and health facility levels. In addition, IYLΩǎ 
approach should prioritize building the broadest possible coalition of partners to advocate for 
the harmonization and expansion of programs for the prevention and treatment of 
undernutrition.  Where they do not already exist, intersectoral nutrition action groups should 
be coalesced and chaired by the appropriate lead government agency, and include other 
relevant government departments, international and bilateral donors, and non-governmental 
organizations. Major CMAM partners include UNICEF (the source of therapeutic foods including 
RUTF, medications and sometimes funding) and the World Food Program (the source of 
supplementary foods) and other International NGOs implementing programs such as Médecins 
sans Frontières, Project Concern, International Rescue Committee and Save the Children. In 
West Africa, the West African Health Organization (WAHO) and the USAID-funded Famine Early 
Warning Systems Network (FEWS NET) have also been engaged to support surveillance and 
early warning of nutrition emergencies. These nutrition coordinating committees should strive 
to engage all members in the promotion of common and coordinated approaches and the 
leveraging of resources to achieve near universal program coverage (>90 percent). HKI can play 
a leading role in advocating among NGOs for approaches that partner more closely with 
government and community members in delivery of CMAM services and thus in local capacity 
building. 
 
Where needed, HKI should support the drafting and approval of national protocols to define 
the procedures for managing acute malnutrition in children under 5 and women of 
reproductive age. HKI should also advocate for the development and roll-out of preventive ENA 
strategies nationwide. The development of these nutrition policies should also involve as wide 
an array of partners as possible.   
 
The preventive strategy should encompass:  
 

 a national nutrition policy with an action plan for delivering services at all levels (national, 
regional, district, health facility and community) to promote enhanced nutrition through 
optimal infant and young child feeding practices, the prevention of micronutrient 
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deficiencies and improved nutrition for women, including pre-service, in-service and 
community trainings and communications strategies;  

 the integration of the appropriate ENA messages into health services delivered at six key 
lifecycle points (prenatal care, delivery, postnatal care and family planning, immunizations, 
well-child visits and growth monitoring and promotion, and sick child visits and CMAM 
referrals); and  

 development of behavior change communications strategies adapted to local cultures 
ǇǊƻƳƻǘƛƴƎ ǎƳŀƭƭ άŘƻ-ŀōƭŜέ ŀŎǘƛƻƴǎ ƛƴ ŎƻƴŎƛǎŜ messages that resonate and use a spectrum of 
communications channels.   

 
The treatment protocol should cover:   
 

 the identification of health structures capable of delivering treatment for the three 
categories of acute malnutrition in children (moderate, severe, and severe with 
complications); 

 methods and reference standards for the screening for malnutrition and assignment to 
treatment;  

 the content of each treatment;  

 community mobilization and involvement in the identification of cases and the follow-up of 
families under treatment;  

 criteria for discharge from treatment;  

 community education and awareness raising on the ENA messages including recognition of 
acute malnutrition; 

 screening and appropriate treatment for malnourished women of reproductive age;  

 treatment of special cases including infants <6 months, HIV and sickle cell anemia; 

 emotional and physical stimulation; and  

 monitoring tools and reporting and supervision structures. 
 
IYLΩǎ ǎǳǇǇƻǊǘ ƛǎ ǇǊŜŘƻƳƛƴŀƴǘƭȅ ŦƻǊ ǘƘŜ ŎŀǊŜ ǇǊƻǾƛŘŜŘ ǘƘǊƻǳƎƘ ƻǳǘǇŀǘƛŜƴǘ ǎŜǊǾƛŎŜǎΦ /ƘƛƭŘǊŜƴ ǿƛǘƘ 
SAM and medical complications (anorexia, intractable vomiting, convulsions, lethargy, 
unconsciousness, lower respiratory tract infection, high fever, severe dehydration, severe 
anemia, hypoglycemia or hypothermia) must be referred to in-patient care. WHO has 
developed a seven-day training course for in-patient providers covering ten steps of routine 
care10. Essential medications include appropriate antibiotics, Rehydration Solutions for 
Malnutrition (ReSoMal), electrolyte solutions, vitamin A and other vitamin and mineral 
supplements (iron after weight gain), F-75 and F-100 milk-based formulas. Outpatient 
treatment also includes VAS, de-worming, malaria treatment, measles vaccination and 
antibiotics as and when appropriate. 
 
HKI staff should endeavor to remain abreast of developments with major implications for the 
configuration of programs, such as the recent inter-agency recommendations for a transition 

                                                
10

 Ashworth A. et al. Guidelines for the inpatient treatment of severely malnourished children. Geneva: WHO, 
2003. Download from http://www.who.int/nutrition/publications/severemalnutrition/guide_inpatient_text.pdf  

http://www.who.int/nutrition/publications/severemalnutrition/guide_inpatient_text.pdf
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from 1977 NCHS/WHO reference11 to the 2006 WHO growth standards, and a change of the 
recommended MUAC cut-off from <110 mm to the less restrictive cutoff of <115 mm, both for 
the diagnosis of SAM and program eligibility. In this case, HKI should advocate with government 
partners to amend the national protocols to adapt these new international standards. 
 
Capacity-Building 
 
HKI distinguishes itself in this field by insisting that the capacity for delivering the CMAM 
services and ENA messages is transferred to national and local partners and that the services 
are built into existing health systems. This contrasts with many other NGOs offering these 
programs, who implement programs directly, often with little coordination and communication 
with local health staff and structures12.  While short-term results in children successfully treated 
under the latter approach may be greater, the long-term nutritional situation in these 
communities is unlikely to improve.  
 
The first step in this more sustainable capacity-building process is the adaptation of existing 
training programs in ENA and CMAM. This will likely entail incorporating additional modules to 
make the linkages between prevention and treatment more explicit.  An ENA training package13 
comprising three training modules has been developed  that can be adapted for specific 
country settings: a state of the art technical training program for managers and for health 
workers; and an ENA-Behavior Change Communications (BCC) training program for community 
health workers, including those with limited literacy skills. In both, the module on nutrition for 
the sick child includes a discussion of acute malnutrition including the warning signs, referral 
procedures and the treatment protocol and opportunities for promoting ENA. For CMAM, the 
FANTA-2 project has recently published a comprehensive training of trainersΩ manual14; 
however discussions of when and which preventive actions can be delivered through treatment 
programs are limited. Additional modules are needed that review the ENA framework including 
its seven action areas, discuss the importance of taking advantage of all relevant contact 
opportunities within and outside the health sector for promoting the key messages, and 
describe the principles of BCC. 
 
Also key is support for the roll-out of in-service training of:  trainers at national and regional 
levels; management staff in regional and district offices; health workers; and community-based 
screening, growth promotion and behavior change teams. To ensure that new health staff 

                                                
11

 U.S. National Center for Health Statistics. The previous growth standards for children 0-5 years were based on a 
U.S. population of predominantly formula fed infants. The 2006 WHO growth standards were based on measures 
of children in six countries around the world (Brazil, Ghana, India, Norway, Oman as well as the U.S.) who were 
optimally breastfed.  
12

 Deconinck H, Grant F and Navarro-Colorado C. FANTA Project Review of Integrated CMAM Services: Niger. June 
2007. 
13

These training packages have been developed from prior USAID supported projects including BASICS, the 
LINKAGES project and Africa 2010 and have been adopted by a variety of groups in Africa including the Regional 
Center for Quality of Health Care in Uganda, national governments, UNICEF and non-governmental organizations. 
The modules are available from HQ. 
14

 Fanta-2 project; available at http://www.fantaproject.org/cmam/training.shtml.  

http://www.fantaproject.org/cmam/training.shtml
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entering the health system have the required knowledge and training in the treatment and 
prevention of malnutrition, HKI is advocating for and supporting the integration of these topics 
into the curricula of pre-service training programs of universities and health schools.  
 
When developing training plans, a conscious effort should be made to ensure the topics of 
CMAM and ENA and the techniques of BCC are clearly linked so that the approaches reinforce 
the other.  
 
HKI has developed job aids such as wall charts outlining the CMAM treatment algorithms to 
improve the quality of treatment of acute malnutrition at health centers. Health staff also need 
on-going support through regular supervision and on-site training, so HKI supervisors visit 
health centers as often as possible (monthly or weekly) to conduct constructive supervision 
with on the job training.  In addition, on a monthly or quarterly basis they conduct joint 
supervision with the district or regional health teams. HKI staff model and provide constructive 
supervision to help the health staff integrate CMAM services into the primary health care 
package, identify weaknesses/problems in service delivery and work together to develop 
solutions. In Burkina Faso, Mali and Niger, supervisors use a structured supervision grid that 
HKI developed to lead supervisors through a review of the essential components of quality 
CMAM services.  
 
Procurement and Logistics 
 
This area is particularly crucial to the delivery of services and to community perceptions of the 
value of CMAM programs. Lack of equipment and supplies not only harms children in need of 
treatment, it damages the reputation of the health facilities organizing the services. The longer-
term objective should be to prepare government partners to assume responsibility for and 
manage the supply and logistics infrastructure. HKI helps government partners integrate the 
medical and nutritional inputs needed for the treatment of malnutrition into the regular supply 
system of the health facilities.  
 
Lƴ IYLΩǎ ŜȄǇŜǊƛŜƴŎŜΣ ƛƴ ǘƘŜ ƛƴƛǘƛŀƭ ǎǘŀƎŜǎ ƻŦ ǇǊƻƎǊŀƳǎΣ ǘƘŜǊŀǇŜǳǘƛŎ ŦƻƻŘǎ ŀƴŘ ƳŜŘƛŎŀǘƛƻƴǎ ŀǊŜ 
provided by UNICEF and supplementary foods are provided by WFP. HKI provides support by 
renovating health facilities, constructing supply warehouses, providing equipment, and 
developing inventory management systems. In Niger HKI has played a central role in the 
delivery of supplies to treatment facilities to assure that health facilities are stocked with the 
required inputs. In Mali HKI is exploring options for procuring a locally manufactured product 
(Misola) for supplementary feeding programs to substitute for WFP products.   
  
Mobilization and Awareness-Raising  
 
Strategies under this element educate communities about the signs of malnutrition and sources 
of curative services, explain how services work and benefit children, and encourage families of 
at-risk children to seek and continue appropriate care.  
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Messages are transmitted using different channels: mass media, interpersonal communication 
and group discussions. HKI produces radio spots and engages radio stations to disseminate 
nutrition and health messages and to inform the population about available services. To 
support health or community agents to promote behavior change through interpersonal 
communications and group discussions, HKI can help develop and reproduce visual aids and 
other support materials. To bring both services and positive nutrition messages to communities 
located beyond the reach of health centers, HKI supports health staff to plan and implement 
outreach activities to the communities in their catchment area. 
 
Another element of an outreach strategy is training for community volunteers to enable them 
to conduct nutritional screening and education sessions at the village level. Community 
volunteers can both promote preventive messages and identify (using MUAC measures and 
checking for edema) and refer children to treatment early, before malnutrition becomes severe 
or complications develop. HKI project animators support and motivate these efforts. 
Community teams are also tasked with conducting follow-up visits to families who have 
dropped out of treatment or whose children are not responding adequately. Finally, community 
workers can help identify barriers to care seeking and behavior change and solutions to these 
barriers. In Niger, HKI has been testing a model that entails training six-member community 
ǘŜŀƳǎ ƛƴ ōƻǘƘ ¦bL/9CΩǎ ŎƻƳƳǳƴƛǘȅ-based growth monitoring and promotion (GMP) approach 
and in the ENA/BCC modules for community workers. The community teams carry out monthly 
weighing sessions to identify growth faltering, counsel mothers and caregivers in optimal 
nutritional practices, and distribute supplementary foods to children identified as underweight. 
Children with edema or a MUAC of <11cm are referred to the health facility. This model will be 
evaluated in 2009. In Burkina, HKI is testing a model that targets grandmothers as change 
agents, providing them training in ENA/BCC. The grandmothers then hold monthly awareness-
raising sessions in their villages and identify children at risk for malnutrition.  Despite these 
efforts, the remoteness of many other communities remains an obstacle to their receiving and 
completing treatment. 
 
Monitoring and Evaluation 
 
HKI strategies for the institutionalization of CMAM programs also include building monitoring 
systems to incorporate CMAM service utilization and outcome data into existing health 
management information systems, and training health ministry staff to analyze these data to 
improve the quality of service. In the Sahel program this has included developing and 
standardizing the data collection forms, training service providers in their proper completion, 
training supervisors to check forms for accuracy and reinforcing record-keeping skills of health 
workers.  More recently HKI has developed an electronic, web-based database and is testing its 
effectiveness in tracking CTC-related services and outcomes at all levels in order to identify and 
to respond to weaknesses in service provision in a timely manner. The system should also 
facilitate cross-sectional and longitudinal analyses of the compiled data.  
 
M&E also encompasses the establishment of supportive supervision systems to monitor and 
strengthen the quality of services and skills of health providers. HKI project staff thus mentor 
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government counterparts in the scheduling and conduct of constructive supervisory visits and 
on-the-job training.  
 
Research 
 
IYLΩǎ ǊŜŎŜƴǘ ǎǘǊŀǘŜƎƛŎ ǇƭŀƴƴƛƴƎ ŜȄŜǊŎƛǎŜ Ƙŀǎ ǊŜŀŦŦƛǊƳŜŘ ƻǳǊ Ƴƛǎǎƛƻƴ ŀǎ ǎǘǊƛǾƛƴƎ ǘƻ ōŜ ƴƻǘ ƻƴƭȅ 
evidence-based but evidence-generating, so as to contribute to advancing and improving 
strategies for the prevention and treatment of malnutrition.15 HKI strives to identify the 
appropriate approach to track, document and evaluate the effectiveness of its programs. 
 
A research design begins in project planning with the definition of the research question, 
research protocol and research plan, including appropriate intervention assignment, 
appropriate methods and tools development, baseline data collection and monitoring 
strategies. Careful planning is needed to define the indicators that will be used to measure 
impact (e.g., changes in nutritional status), outcomes (e.g., changes in knowledge and 
practices), outputs (e.g., number of trainings and services provided), processes (activities 
carried out according to plan) and inputs (staff, equipment, policies, funds and other resources) 
attributable to the program. The most rigorous approach is impact or probability assessment, 
which requires random assignment of intervention and control groups and measures indicators 
pre- and post-intervention in both areas. Plausibility assessments do not require random 
assignment but compare baseline and end line measures in program areas and a presumably 
comparable non-program area. Measured effects of the program in this approach are likely due 
to the program rather than other influences but causality cannot be demonstrated. Adequacy 
assessments collect data before and after implementation in the intervention area only, and 
determine only whether or not expected behavior changes or health improvements have taken 
place16. Other kinds of research include process evaluations to assess the quality of 
implementation (number of trainings or services delivered, timeliness of delivery, coverage of 
services, utilization of services) and can also attempt to estimate cost per beneficiary or service 
delivered, and consumer/client satisfaction surveys using quantitative or qualitative 
instruments. These last should be fed back into program implementation to improve service 
quality, reach and utilization. 
 
With funding from UNICEF and the Richard and Rhoda Goldman Fund, HKI, the University of 
California, Davis and the Center for Public Health Research at the University of Bamako are 
collaborating in Mali on a cluster randomized community-based efficacy trial to assess the 
impact of different dietary strategies for the management of children with MAM on the 
ŎƘƛƭŘǊŜƴΩǎ ŎƻƴǘƛƴǳŜŘ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ŀ ƴǳǘǊƛǘƛƻƴŀƭ ǊŜƘŀōƛƭƛǘŀǘƛƻƴ ǇǊƻƎǊŀƳ ŀƴŘ ƻƴ ǘƘŜƛǊ ǇƘȅǎƛŎŀƭ 
growth, recovery from MAM, and change in micronutrient status and body composition.  The 
specific dietary regimens that will be compared are: 1) a ready-to-use, lipid-based 
supplementary food (RUSF-{ǳǇǇƭŜƳŜƴǘŀǊȅΩtƭǳƳǇȅΤ bǳǘǊƛǎŜǘΣ aŀƭŀǳƴŜȅΣ CǊŀƴŎŜ), providing 
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~500 kcal/d for 3 months; 2) specially formulated CSB for malnourished children provided by 
WFP (containing dehulled soybeans, powdered milk, vegetable oil, and a revised micronutrient 
pre-mix), providing ~500 kcal/d for 3 months; 3) Misola, a locally produced, micronutrient-
fortified, cereal-legume blend, providing ~500 kcal/d for 3 months; or 4) dietary counseling 
regarding the use of enhanced home-available foods (farines enrichies). 
 
Rationale 
 

¢ƘŜ ǎƛǘǳŀǘƛƻƴ ƻŦ άŎƘǊƻƴƛŎ ŎǊƛǎŜǎέ ƻŦ ƳŀƭƴǳǘǊƛǘƛƻƴ ƛƴ IYL ŎƻǳƴǘǊƛŜǎ Ŏŀƭƭs for a solution that 
strengthens community-level resources for both prevention and treatment.  HKI has developed 
an effective model in the Sahel that can be adapted elsewhere such as in situations where the 
prevalence rates of acute malnutrition do not need a population intervention, but attention still 
needs to be given to the many malnourished individuals through regular community services.  
As a capacity-ōǳƛƭŘƛƴƎ ǊŀǘƘŜǊ ǘƘŀƴ ŜƳŜǊƎŜƴŎȅ ǊŜǎǇƻƴǎŜ bDhΣ IYLΩǎ ŀǇǇǊƻŀŎƘ ƛǎ ǘƻ ƳŀƪŜ ǘƘŜ 
programs a permanent feature of government and community structures rather than delivering 
the services directly. However, it should be noted that this process is slower and may be more 
appropriately measured by functioning programs established and skilled staff delivering 
services rather than by the SPHERE17 standards for humanitarian response (cure rates, default 
rates, recovery rates etc.). This also implies that we can most effectively work where we have 
strong collaborative relationships with government partners with the motivation to take 
responsibility for the programs.  
 
aƻǊŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ IYLΩǎ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ /a!a ƛǎ ŀǾŀƛƭŀōƭŜ ƻƴ ǘƘŜ IYL ƛƴǘǊŀƴŜǘ ǘƘǊƻǳƎƘ 
the links to Nutrition Programs and Community Therapeutic Care/CMAM. The webpage 
includes proposals for all three years to date of the OFDA-funded Sahel program, quarterly 
reports, national protocols and supervision tools, and documents from an International 
Workshop on the Integration of Community-Based Management of Acute Malnutrition. Specific 
questions can be addressed to Svenja Jungjohann, the Sahel project coordinator, and Jennifer 
Nielsen at headquarters. 
 
Attachments 
 
ǒ Wall Chart summarizing the algorithm of treatment of acute malnutrition using new WHO 
cut-offs 
ǒ Wall Chart proposed for Burkina Faso according to current National Protocol (French) 
ǒ ENA Key Concepts 
ǒJoint Statement on CMAM (2007). 

For more information please contact:  
Svenja Jungjohann, Africa Regional Office - sjungjohann@hki.org  

 Jennifer Nielsen, Headquarters Office - jnielsen@hki.org  
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 The SPHERE initiative was launched in 1997 by a group of humanitarian NGOs and the Red Cross and Red 
Crescent Movement, who framed a Humanitarian Charter and identified Minimum Standards to be attained in 
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aid, shelter and health services). The handbook is available at http://www.sphereproject.org/. 
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CMAM Wall Chart-English 
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CMAM Wall Chart ï Burkina Faso 
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DELIVERY/EARLY NEO-

NATAL: safe delivery, delay 

cord clamping, early BF & 

EBF, pp vitamin A, iron/folic 

acid, diet, FP, STI prevention

PREGNANCY: TT, antenatal 

visits, iron/folic acid, de-

worming, anti-malarial, diet, 

EBF, risk signs, FP, STI 

prevention, safe delivery, 

iodized salt

POSTNATAL AND 

FAMILY  PLANNING:

EBF, diet, iron/folic acid, 

diet, FP, STI prevention, 

childõs vaccination

WELL CHILD AND GM/P:
monitor growth, assess and 

counsel on BF and CF, 

iodized salt, check and 

complete vaccination,  

Vitamin A, De-worming

CMAM/CTC & SICK CHILD:, 
assess and treat malnutrition per 

protocols, monitor growth, RUTF, 

counsel on BF & CF, assess and 

treat for anemia, check and 

complete vitamin A, ORS with zinc, 

Immunization/ de-worming

IMMUNIZATION:
vaccinations, vitamin A, 

de-worming, BF, CF,  

assess and treat infantõs 

anemia, FP, and STI 

referral 

Six life cycle contact points 

to promote ENA

The LINKAGES Project 2006 
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Nutrition

Child survival

CTC/CMAM

Neonatal health

Reproductive health

Infectious diseases 

(e.g. HIV/AIDS)

Etcé

Agriculture

(HFPP)

Education

Micro-credit

Emergency

Etcé

Programs 

outside 

the 

health 

sector

Programs

within

the 

health 

sector

Multiple Program Opportunities:

Infiltrate all relevantprograms, both inside & outside of 

health sector, with nutrition actions

ENA: Reach ônear to universal scaleõ (>90%)

within a cohesive framework

The LINKAGES Project 2006 


