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[bookmark: _Toc294821568]Summary
The assessment of the initial Implementation Plan for Management of Acute Malnutrition took place from 31st January to 9th February 2011.  This report outlines the findings of the assessment and the resulting recommendations for the pilot sites in Kampong Speu, and for future scale up of the programme.
Main findings of the assessment:
There is a strong motivated workforce that has been able to drive the management of acute malnutrition initiative forward. The implementation of the new programme was started in October 2010 with an excellent screening process and successful referral of acutely malnourished children to the Health Centres. Out of a target population of 6555 children aged 6-59 months, 6157 (94%) were found and screened by MUAC.  A total of 578 moderately malnourished children and 91 severely malnourished children were identified and referred to the nearest health centre for treatment and management.

The children being given the CSB++ or BP100 correctly are gaining weight and improving.  The visible improvement seen is highly appreciated by caregivers, VHSGs and health staff.

There are several areas that need attention before scale up, but once these are addressed a phased scale up could be started.  

The biggest issue with the programme is defaulting.  Reasons to account for this include distance to travel, lack of transport, waiting time at the health centre, caregivers too busy with other work to go to the health centre, child won’t eat the food, and confusion over when a child should be discharged, poor communication.  

Although unacceptability of the CSB++ was stated as an issue at the start of the assessment, it appears that caregivers are finding different ways to give their child the CSB++, and are getting more used to this new product so that negativity towards it is reducing.  BP100 does not seem to have the same acceptability issues, but a widespread poor understanding of correct use of the RUTF to ensure expected weight gain is a significant problem.

Other issues: 
Communication between health workers, caregivers, VHSGs and Local Authorities is weak.  Admission and discharge criteria are overly complicated, reporting has become cumbersome.  

Issues that came out of the assessment were reported to the Steering Committee on Management of Acute Malnutrition and a series of areas needing discussion and agreement were presented.  Changes that were agreed will need to be adjusted in the current guidelines and training materials, and changes disseminated widely, particularly to the implementation sites.

The next steps in the implementation process will be to revise guidelines based on the findings, coordinate activities with the IMCI section, provide refresher training for the existing health centre staff, and start discussions with NGOs on how they can support NNP, WHO, UNICEF and WFP with the scale up of management of acute malnutrition to the highest need areas in the country to help meet the Millennium Development Goals for nutrition.
[bookmark: _Toc294821569]Overall issues and recommendations
Issues identified during the assessment were presented to the Steering Committee along with recommendations.   The issues and recommendations are outlined here, along with areas needing further consideration.
1. Admission criteria:
The MUAC admission criteria had been increased to 127mm – to allow for error.  The group agreed this should go back to 125mm so that it is in line with the colour codes on the MUAC tapes.  This is necessary to assist with keeping the screening and entry criteria the same, and to maintain a transparent indicator that can be understood at all levels.
Recommendation:  MUAC for SAM ≤115mm (red)
       MUAC for MAM 115mm to 125 mm. (yellow)  

2. MUAC and oedema criteria only for admission:
Currently children are being screened and admitted on MUAC but are also having their WHZ measured on admission.  This is causing confusion, mistakes in calculations, and is labour intensive.  It was agreed to move to MUAC or oedema only admission criteria and not measure WHZ on admission or follow up.  Weight only will be needed for on admission and follow up visits.
Recommendation:  Admit children based on their MUAC or oedema status. Weight will be taken on admission, and on every follow up visit for monitoring the child.  Height and calculation of WHZ will not be necessary for the Management of Acute Malnutrition programme.

3. Discharge criteria:
Currently 15 %weight gain is being used for SAM and MAM.  This is proving difficult for SAM; it also disadvantages the thinnest children.  Using the 15% for MAM means that virtually no children reach the discharge criteria.  (It should be 8-10% if used at all for MAM)  It was agreed that discharge should move to a MUAC discharge.
Recommendation: Move to MUAC for discharge using the following criteria:
SAM >115mm for 2 consecutive visits (with minimum length of stay, see below)
MAM>125mm for 2 consecutive visits (with minimum length of stay)

4. Minimum and maximum Length of Stay (LOS)
The minimum and maximum LOS in the programme has been unclear for most people involved with the programme.  It was agreed this should be revised, clarified and health centre staff updated with the stated LOS criteria.
Recommendation:   Be explicit about length of stay:
SAM: minimum length of stay 2 months.  If a child reaches discharge criteria after 2 months the child is discharged “cured”.  Maximum LOS 4 months, if the child has not reached discharge criteria after 4 months they should be discharged “non cured”.
MAM: minimum LOS is 3 months.  Maximum LOS 4 months 


5. Adherence to protocols:
Some protocols were not being followed.  This needs addressing.  
Recommendation:  The following specific areas should be checked and corrected:
a. Routine antibiotics.  Amoxicillin should be given to all SAM children on admission, even if they are asymptomatic.  
b. The appetite test is not being done each week on all children.  This is a vital tool for assessing if the child is eating the BP100 and if the caregiver is using it properly.  An observed appetite test should be done each week for all children in the OTP.
c. Checking for oedema.  Some health workers are not checking all children for oedema.  This should be done for all children in all programmes.  VHSGs must also continue to check for oedema when they are screening children in their communities.
d. The Action protocol is not being followed by health workers.  On the job training should be given to improve this.
e. BP100 must be given according the weight of the child.  Weight should be checked on each visit to the OTP.  The BP100 ration must be calculated according to the weight of the child on that visit (not on their admission weight).

6. CSB++:  Acceptability.
There is evidence that although there were many complaints about the CSB++ at the start of the programme, caregivers and now getting used to the product.  This may have been partly due to poor communication on how and when to use the CSB++.
Recommendation:  Continue to use CSB++, but improve information flow to caregivers.  Review again in 3-6 months to check if there is still a significant acceptability issue.

7. MAM target group: 
Health workers and communities expressed concern that the CSB++ programme was only for 6-23 months, so there was nothing for children aged 24-59 months identified as moderately malnourished by MUAC (MAM) until they deteriorated enough to be eligible for the SAM programme.
Recommendation: Consider giving CSB++ to MAM children aged 6-59 months in areas of high food insecurity and/or high GAM rates if stocks permit. 

8. Defaulter rates
The high defaulter rates need to be addressed. The underlying causes are complex – including poor communication, transport issues at all levels, acceptability and use of BP100 and CSB++, opportunity and actual costs to caregiver (due to distance, health centre waiting times, competing priorities for their limited time, LOS), responsibility for follow up of individuals at the health centre.
Recommendations:   
a). Refresher training for heath centre staff with a focus on:
- Communication and counselling, especially on the key messages for caregivers, 
- Actions needed to address slow weight gain and complications, 
- simplified admission and discharge criteria, 
- reducing waiting time on admission and follow up visits by streamlining procedures, 
- reduced reporting requirements to reduce workload.  (See annex 5 for suggested training outline)
b). Consider 2 weekly follow up visits for SAM children to reduce workload at health centre and time commitment required by caregivers.  Consider options for distributing CSB++ at village level on alternative months.
c). Investigate options for incentives for VHSGs – financial incentive, bicycle scheme, commune council involvement etc.
d) Look for additional community workers, volunteers or other extension workers to assist with identifying malnourished children and relieving the workload of the VHSGs.

9. Documentation errors
Errors in documentation or incorrect adaptations to protocols need to be rectified.  For example target weight gain was set at 15%, but the tables in use are for 20% weight gain.  This is now to change to MUAC gain for discharge, so all documents will need updating.
Recommendation:  Make all necessary changes in guidelines and training materials prior to refresher training. Use refresher training as a chance to recheck for any interpretation errors before finalising national guidelines and training manual.

10.  Confusion over treatment of SAM and relevance of IMCI:
This needs further discussion and clarification eg. Use of routine antibiotics for all SAM children even though asymptomatic, or no ORS and no paracetamol for SAM children even if they fulfil criteria in IMCI for normally nourished children.  Confusion over the meaning “with complications” and “without complications” needs further training and understanding about the use of inpatient treatment in stabilising complications and outpatient treatment for continuing treatment till recovery.
Recommendation:  IMCI guidelines and training add a specific section on variations from standard diagnostic and treatment protocols when treating acute malnutrition, particularly SAM (especially use of antibiotics, ORS, paracetamol, ferrous sulphate).

11.  Maintain strengths of the programme:
The mass screening set up by the health teams with the VHSGs gave the programme an excellent “kick start”. VHSGs have shown an outstanding ability to identify and refer malnourished children.  However they have voiced their problems with maintaining such a heavy input into the programme.  This needs to be responded to before the impetus is lost – the community mobilisation side is absolutely vital for this programme to succeed.
Recommendation: Give priority to finding a solution to the transportation or incentive issues raised by caregivers, VHSGs and health workers.  Start identifying other community support systems, eg.  training caregivers to use MUAC and test for oedema so that they can keep an open eye for children to refer to the health centre whilst they are going about regular activities.  Look to other sectors for potential community mobilisers that can carry a MUAC tape to use if they come across thin or swollen children in their day to day activities.

12.  Ensure the BP100 and RUTF supply pipeline remains intact – it is a great strength of this programme that all equipment is in place and there has been a constant supply of foods, thanks to national and provincial level interventions.
Recommendation:  Continue to have an active Steering Committee and PHD Focal point to liaise, coordinate and problem solve in an effective, timely manner.
[bookmark: _Toc294821570]Background
Treatment of hospital based acute malnutrition started in Cambodia in 2003.  Following the 2008 CAS the National Nutrition Programme (NNP) worked with partners to develop a more comprehensive approach to treatment of acute malnutrition.  Draft guidelines were developed, followed by training materials and an implementation plan produced in May 2010.  Kampong Speu province was chosen as the starting location, with 5 health centres located within one operational district, and Kampong Speu Provincial Hospital as the referral centre.  Implementation of the programme in the first 5 health centres started in October 2010.  This assessment was carried out in February 2011 as the next phase in the implementation of Management of Acute Malnutrition plan.
Overall objectives were to:
1. Identify issues and gaps that need to be addressed before scale up
2. Use lessons learnt to plan scale up
3. Incorporate adaptations into the guidelines and training materials prior to their finalisation.

The assessment looked at how the new programme is working and also the wider impact is on health and nutrition service provision and uptake.  
Objective for Outpatient Management of Acute Malnutrition:
To evaluate if SAM/MAM being effectively managed in Health Centres.  
To assess how is the program fitting with and linking with the community and other health programmes.  
Objective for Inpatient Management of Acute Malnutrition with Complications: 
To assess if the management is appropriate for this programme.
To assess how inpatient management fits and links with the wider programme of management of acute malnutrition.  

Method for assessing initial phase of the Management of Acute Malnutrition programme
Information was gathered from field visits to the 5 health facilities and the referral centre (hospital).  In addition information was gathered from key informants who were managers at district and national level, NNP, WHO, UNICEF and WFP, and the Nutrition Steering Committee.  
See Annex 1 for the timetable of activities.
Semi structured interviews were used to obtain information from health workers, community groups and individual carers of children in the programme, and with supervisors and managers directly and indirectly involved in the programme.  
Observation of facilities, materials, documentation and attitudes were key in the assessment.
[bookmark: _Toc294821571]Main Findings
[bookmark: _Toc294821572]Steering committee
At the start of the process a strengths and weaknesses exercise was carried out with the Steering Committee to get their perspective of the programme at this stage of implementation (see Annex 2).  The group were in agreement about most points.  Strengths and weaknesses outlined were all reflected by findings from the field visits, with the exception of acceptability of the CSB++ which was felt to have a low acceptability, whereas community groups seemed to be learning to use the CSB++ more readily as part of the child’s diet in most cases.  The one area where the committee did not all agree on was how the programme was affecting the workload of health workers and VSHGs.  This mixed view was also reflected by findings in the field, where workers expressed both positive and negative opinions on how it had affected their workload.  Workload has clearly increased but some workers expressed this as positive and appreciated result of the new programme. 
[bookmark: _Toc294821573]Key informants and managers
Key informants were asked about all aspects of the programme including areas of concerns.  All were positive about the impact on treatment of acute malnutrition and the capacity building benefits for health service provision.
Areas of concern were voiced mainly about the longer term implications and budget and capacity constraints.  One issue brought up by all key informants, health staff, VSHGs and community groups is the issue of transport for health workers, VSHGs and for caregivers living in villages that are far from the health centre.   Solutions to the transport have been suggested but none of them are without problems.  (See Annex 3 for list of key informants)
[bookmark: _Toc294821574]Findings from community and health centre visits:  
During the assessment all aspects of what is currently working well and what is not working well at community, health facility and referral level were examined.  The main findings were:
At community level
What is working well:
1. Identifying and referring children appropriately to the health centre
2. Most VHSGs and very active and know all of the children in the MAM programme
3. Communities saw a visible improvement in the children being treated
4. Widespread enthusiasm and interest in the programme
5. Appreciation of the foods 
What is not working well:
· Understanding of how to use CSB++ and BP100
· Some problems with acceptability of CSB++ (smell and sweetness cited)
· Caregivers not well informed about the programme in some places
· Distance to the health centre for some villages
· Waiting times at the health centre
Problems specific to VSHGs:
· Workload too much for some
· Mothers don’t listen to them when they do follow up visits
· Transport  is problematic
At the health facilities
What is working well:
· High attendance after screening (87%)
· No break in supplies of CSB++, BP100, and routine drugs
· All necessary equipment in place, functioning and used accurately
· Integration with existing services
· Active follow-up of absentees  in some health centres
· Monthly meetings with VHSGs and health centre staff
· Documentation clear and complete at most sites
· Increased uptake of other services.  Anecdotal from 2 sites, figures supplied from one site. 
What is not working well:
· No individual health worker responsible for complete process for each child
· Poor communication and counseling with caregivers
· High absentee and default rates
· Some procedures not followed (routine antibiotics, appetite test, action protocol)
· Confusion over discharge criteria
· Confusion about children returning from inpatient care continuing treatment as an outpatient.
· Storage of CSB++ and BP100
At inpatient care (Kampong Speu Provincial hospital) 
What is working well:
· Ward for treating acute malnutrition is very clean and well equipped
· Kitchen equipped for safe preparation of feeds
What is not working well:
· High default rate
· Concept of “stabilization” not clear to staff
· No supplies of BP100 for transition
· No direct communication with health centres

[bookmark: _Toc294821575]Achievements
Screening:
There have been some significant achievements already with the MAM programme.   The initial screening in November and December 2010 covered 94% of the 6-59 month age group.  6055 children were screen by VHSGs during the mass screenings, with an additional 102 children screened at the Health Centres.
	Total children in catchment
	Total screened
	Total acute malnutrition
	Total SAM
	Total MAM

	6555
	6157
	578
	91
	487

	
	94%
	9%
	1.5%
	8%



The results from the screening show a GAM rate of approximately 9% and approximately 1.5% SAM rate for the catchment populations of the 5 pilot health facility areas.

Following the screening children with SAM or MAM were referred to the relevant health centre for admission to the MAM programme.   

Uptake of services:
Referral to the health facilities for the programme led to a high initial uptake of services.  According to reports from October to December 578 children were admitted to the programme.  Currently there are 441 children registered in the programme, 391 moderately malnourished, 50 severely malnourished.

	
	MAM
	SAM
	Total

	Total admitted to programme following  screening (Oct-Dec 2010)
	487
	91
	578

	Current  total registered in programme (Jan 2011)
	391
	50
	441



In addition 2 health centres specifically noted an increased uptake of other MCH services at the health centre.  Prey Vihear gave the following example of children seen in the OPD in 2009 and 2010.
	
	October
	November
	December
	January 10/11

	2009
	807
	655
	554
	573

	2010
	1010 (53)
	645 (6)
	581 (6)
	782 (2)


Note: numbers in (brackets) are the SAM/MAM cases

Programme outcome data:
It is too early in the life of the programme to analyse the outcome data, the programme needs to be running for 6 months for the cured, died and defaulted and non cured rates to be comparable, so these figures should be looked at only as rough indicators of the impact programme at this stage.  There is also confusion over discharge categories, with children being incorrectly discharged from some sites.  Misunderstanding over the terms default and discharged non cured was an issue.  This needs to be addressed and taken into account when interpreting any programme outcome data. 

Programme outcome data; October 2010 -January 2011
	Discharge criteria
	SAM
	MAM
	Sphere[footnoteRef:1] [1:  The Sphere Project, Humanitarian Charter and Minimum Standards in Humanitarian Response. 2011 Edition] 


	Cured
	15%  (14)
	3%  (3)
	>75%

	Died
	1%     (1)
	0%  (0)
	SAM <10%   MAM <3%

	Defaulted
	28%  (25)
	17% (81)
	<15%

	Coverage
	>50% *
	>50%*
	>50%


*assumption based on screening figures and number of children registered in the programme.

Cured:  The cure rate is very low; Sphere minimum standards set this at >75% – but it is too early to assess the cure rate.  However reasons for such a low cure rate even at this stage were found during the site visits. 

Deaths: There has only been 1 death in the programme to date, so this figure is good.

Defaulters:  The default rate is very high.  Sphere minimum standard is <15%, but the rate for the moderately acutely malnourished is already slightly above that at 17%, and the SAM programme much higher at 28%.   This raises immediate concerns as it indicates there are significant problems with the programme that are causing carers not to return to continue the treatment of their malnourished child.  There is also the additional concern that a high defaulter rate could be masking a higher than reported death rate.

Coverage:  A coverage survey has not been carried out and it is too early to use a proxy indicator for coverage;
Number of SAM children 6-59m treated over the period  
        Under 5 population x prevalence of SAM[footnoteRef:2] x incidence of SAM[footnoteRef:3] [2:  In this case the 9% found in the screening would be the most reliable.  Survey data is normally used.]  [3:  Normally this is calculated at prevalence x 1.5%] 


However, using the screening data and the number of children registered in the programme at the start, it is clear the initial coverage was extremely high.  Since the screening number of admissions have been small and defaulter rates high, so it is unlikely a sustained high coverage has been achieved.  This area needs to be investigated further and findings acted on.

[bookmark: _Toc294821576]Discussion from findings of site visits:
Information was gathered at each of the 5 health facilities to assess the status of the programme.  There were similar strengths and weaknesses for all sites, and several issues that were specific to an individual site.  See annex 4 for the areas to observe and check at each site.
At health centres:
1.  Specific MAM clinic day:  It was found that all sites had chosen not to have one specific day a week for admitting and following up children in the programme.  This is reasonable, especially for later, when a programme has become established and integrated with other routine services, but it does make support, supervision and on the job training more difficult.  If each health facility chooses one day per week for seeing the SAM children and another day for seeing the MAM children it allows them to place the workload on a quieter day, may facilitate having volunteer help when the workload is too high, and it facilitates supervision, particularly at the start of a programme so that the supervisor knows when to visit to ensure they can observe children being treated.

2. Space in HCs allocated to MAM admissions and follow up:  The health centres had different ways of “housing” the MAM programme.  Most saw the children at one desk but 3 sites sent them to other areas for weighing, IMCI checks, and vaccination.  All sites sent them to the pharmacy for collection of food and medicine supplies.  This practice is not a problem as long as the caregivers know where to go and where to wait to be seen, and there is no delay in seeing and treating children, particularly new or sick SAM children.  They should also be coming back to the same place and same health worker for health messages and advice needed before they go home.  This was not happening at any of the sites.  It was clear from observation, discussions with caregivers at the HC and talking to community groups that there is a significant issue with information being passed on to caregivers about how to use the BP100 or CSB++, any drugs, when to return to the HC, what to expect from the programme, feedback on the child’s progress etc.

3. Responsibility for the programme:  Staff at each of the health facilities have been trained for the programme, but delegation to one individual to take day to day responsibility for the programme had not been made.  In most cases the Head of the HC was in charge of the programme.  In practice it is usually better to assign another member of the team who has been trained, to take responsibility for the programme as the Head has too many other duties so is unlikely to have the time to take on all aspects of the new programme.  The person responsible should also be responsible for giving other staff on the job training in case they are needed to cover during absence or sickness.  This was not the practice observed at the 5 sites.  This lack of as specific staff member also affects communication with the caregivers, and follow up on issues with absentees, slow or no weight gains, or any other issues related t the progress of the children in the programme.  Ownership of the programme by the health centre will also be stronger if individuals take responsibility for achieving the best results in terms of outcomes for individual children, programme outcomes and coverage.

4. Documentation of the programme:  This varied from site to site.  Documentation was well maintained, easily accessed and well organized in 2 of the sites, in another 2 sites it was reasonably well maintained but could do with some better organization, in the 5th site it was scattered, disorganised and some documents incomplete or completely inaccurate.  Assistance is certainly needed to improve this.  But this also illustrated a need to reduce the amount of documentation needed for the programme in terms of registers and reports that health workers are expected to complete

5. Equipment needed for the programme:   At all sites all equipment was available, functioning and correctly used by staff.  Not all sites have piped water but water was available form a safe water source.

6. Storage of drugs, food, equipment:  Drugs, BP100 and CSB++ are kept in pharmacy in 4/5 sites.  1 pharmacy had food on concrete floor. 4 had improvised to make palettes for the CSB++.  1 Health Centre has a separate locked room for food supplies.  WFP has done work to improve stock management, and this was evident from the stock sheets and information on supplies at each site.  Improvements in storage should be addressed as CSB++ in the pharmacy is not ideal. Note. There was one case where a mother had brought back some rancid BP100 biscuits.  It was however just a single packet so likely a storage problem at household level.  Health centre stock was checked and all stored correctly.

Care of individual children and caregivers attending the programme:
Note:  Observation of staff treating children:  observation of treatment was only possible at 3/5    sites.  2 sites had no children visiting as it was midday at the time of the visit.

1.  Physical examination and anthropometric measurements were done accurately, however only one health worker checked for oedema without being reminded to do it.

2. Measurements were recorded accurately for MUAC, weight, height, but calculating Zscores were causing confusion for some staff, although they were starting to find it easier with time.  In several cases at 3 sites there were anomalies between MUAC and Zscore but these had not been picked up and corrected. For example a child was recorded as having a MUAC of 104mm but a Z score <-1.  As the vast majority of admissions are by MUAC, it was agreed that it weight and height would not be calculated for admission.  Weight only would continue as this is necessary for calculating RUTF rations and for monitoring weight gain and growth monitoring of the child. (see recommendations).  Charts also could be improved, for example, %weight gain is being used for discharge – this is proving impractical – children will never reach the targets set for SFP as they are expected to gain 15% (as with the SAM children), but also there is no target weight gain on the follow up card to help health workers know when a child is ready for discharge.  With the revised discharge criteria %weight gain charts and target weight are no longer necessary.

3. Communication: as noted above, with the 3 cases observed the communication from the health worker to the caregiver was poor, which would account for the lack of understanding about the programme by caregivers and communities, and is likely to be contributing to poor use and acceptance of the commodities, hence slow weight gains for many children.
Communication from caregivers to health workers also appeared to be very limited – apart from one mother who actively demanded information from the health worker about drugs and supplies.

4. Admission criteria:   Admission criteria were being followed correctly.  Unfortunately the admission protocol for MAM was changed to 127mm. This was being followed but was leading to children being admitted unnecessarily, but also negates the colour coding used on the MUAC tape.  The use of red, yellow, green is used to enable transparent admission criteria at all levels.  VSHGs and health centre staff should be able to say to everybody that children eligible for the programme are any children that have a red or yellow MUAC.  Children with a green MUAC do not qualify.  Increasing the cut off to 127mm means this can no longer be communicated as a simple message to communities.
There was also concern that the SAM programme was for 6-59 months and the CSB++ only for 6-23 months.  This was confusing as children discharged from the SAM programme should be eligible for CSB++, but what about those over 2years?  Staff also felt unhappy about children moderately malnourished but over 2 years old not being able to benefit from the CSB++ programme.

5. Follow up of children: Although most sites were filling out the admission and follow up cards, it was clear from the documentation that information was often not acted on, for example – 1 health centre had 4 children in the programme with fever, but apparently this was not treated and no routine antibiotic given.  In addition it was clear that slow or static weight gain was not being acted on by discussing the key messages with the caregiver. Again it was apparent there was minimal communication with the caregivers in most cases.

6. Discharge criteria: There is confusion over discharge criteria.  4/5 sites did not understand discharge criteria, either when to discharge, or the meaning of absent and default.  This information puts any statistics produced into question and needs to be addressed as soon as possible.

7. Referrals; there was insufficient information to determine if referrals were being made appropriately and in a timely manner.  UNICEF are providing funds if transport is needed for transfer – staff were aware of this.

8. Giving routine drugs and vaccines:  No routine antibiotics are given.  This seems to be due to confusion with IMCI. IMCI checks should be done on all SAM children – following the follow up card, but IMCI gives antibiotics according to symptoms – whereas SAM children should receive a routine antibiotic (Amoxicillin) even if the child is asymptomatic).  Vitamin A, mebendazole and vaccines are given as part of the child health day initiatives, but are not documented on the SAM card.

9. Use of the BP100: 
 -Children were being given the correct amount of BP100 according to their weight on admission, but at some health centres this was not being adjusted on follow up visits as the child gained weight.  The BP100 ration calculation should be based on the weight of the child on that visit so that the child receives the correct nutritional intact for their weight.
-Training the caregivers on how to use the BP100 or the CSB++ was inadequate, and there was no checking that any information given was understood. .  Slow weight gains indicate that the BP100 is not being given as a complete food or in insufficient quantities for the expected weight gain.  Discussion with caregivers at the health centre and on the community visits confirmed this.  Other foods were being given before BP100.  The message should be to eat the entire daily ration of BP100 before any other foods.  The BP100 provides for all of the nutritional requirements of a SAM child.  But caregivers either had not been given the message clearly enough. This needs attention, and the feeding protocol simplified to ensure children are given the therapeutic food before any other foods.
-The appetite test was not being done routinely on each visit.  It is an important tool for assessing if the child is eating the BP100, to see if the caregiver is giving it correctly and always offering breast milk or water, and an opportunity to see if the child is being given other foods before they have completed their daily ration of RUTF.  With the poor weight gains observed in most centres it is important health staff carry out the appetite test every week to use it not only as a clinical test for appetite but as an opportunity to address feeding practices.

10. Use of the CSB++:  The instructions for use of CSB++ were also confused for many people – caregivers and community members.  Some caregivers said they thought the CSB++ was a complete diet and the child should be given no other food.  There was little understanding that CSB++ is given as a supplement to the normal diet not a replacement.  This information helps explain the slow weight gains with the moderately malnourished children.

11. Absentees and defaulters:  at 4/5 of the health centres there were very high defaulter rates.  Absentees were being followed up on outreach visits or waiting until the monthly VHSG meeting.  1 health centre was more active in following up absentees and had successfully made great effort to get absentees to return to the health centre before they became a defaulter.  All sites were having difficulties with follow up due to transportation issues for themselves, the VHSGs or the caregivers themselves.  

From discussion with health staff:
1. Positive aspects of the programme:  
All health staff felt the programme was good because it gave food as well as information to the caregivers (“other programmes just give health education but nothing to help the caregiver”.)  “The programme helps reduce malnutrition”.  
“The programme is making staff busier.  This is a good thing” 

2. Negative aspects
“Increased workload is good but it is also a burden” 
“Children improve in SAM programme then go to MAM and weight goes down again”.  
“CSB++ doesn’t smell good”
“Hard to improve weight gain as it is due to poor caring practices…parents working in factory”

3. Issues and potential solutions:  
Follow up of absentees is difficult – one health worker was planning to start using other caregivers to follow up absentees. .. Some centres were using their regular outreach visits to try and find absent children. “We need a phone card to be able to contact VHSGs to bring absentees to HC” “Transport allowance for caregivers”  
“Start an experience sharing group for caregivers.  Would give those having children with good weight gain to compare with those not gaining weight”
One health worker said the time needed for each child is too long; the process needs to be streamlined.
“Refresher training for staff”  “Health staff and VHSGs need incentives to make the programme better”.  “More training and capacity building”
Findings from discussion with caregivers, VHSGs and community groups:
Visits were made to villages in the catchment area of the 5 health centres to discuss the programme with village chiefs, VHSGs, community groups and individuals.
1. What was the community perception about the programme?.  Those that had been exposed to the programme were very positive as they saw children getting stronger and healthier.  Some groups didn’t know anything about the programme, but knew there had been a screening for all children.

2. Why did they go to the programme?  “Because the VHSG told me to”.  It was clear for most caregivers they had not understood why their children were screened and why they were told to go to the health centre, but they went anyway.  VHSGs were the primary information source for everyone spoken to.

3. What is not good about the programme?  Some people said they were too busy to spend a whole day going to the health centre, waiting to be seen then coming all the way back.  “Too busy” “too far”  “food doesn’t smell good, it needs more sugar”  Some people were walking 3-4 hours to reach the health centre, with a 1-2 hour wait once they got there.  One mother said she walked 5km to the health centre but when she got there it was closed and she had to come all the way back again with her child still without help.
All felt they had little or no information about the programme.

4. How is the food used?  Some people understood how to use the CSB++ or BP100, some had the wrong understanding.  Some places said they thought they should give other foods before the BP100, but for children given the CSB++ that they should only eat CSB++ and no other foods.  Most said that the child could not eat the whole ration each day.  Some caregivers were feeding the child the CSB++ dry and said this was much more palatable for them.

5. Suggestions for improving the programme included: bringing the food to the village or help with transport.  Change the recipe of the CSB++ or at least add more sugar.

Discussions with VHSGs:
VHSGs all found the programme good and were not having problems with screening and referring children to the health centre.  But they did have problems with defaulters.  “we try to get the mothers to go back but they won’t listen”.  They found defaulting a big problem but were struggling with how to persuade the caregivers to return to the health centre.  They did suggest it was more effective when health centre staff came to the village and told the mothers to go back to the HC.

When asked about the CSB++ and BP100 some understood what it was and how to use it, others were very unclear.  One VHSG and village chief requested that the CSB++ be made available for children 6-59 months not just to 23 months.

VHSGs found the programme very good for the community but for the amount of work they were expected to do they all said they needed financial assistance.  They also said they needed help with transportation, or that the food should be brought to the village for distribution.  Two VHSGs asked if they could have a bicycle.


[bookmark: _Toc294821577]Conclusion and next steps
The Management of Acute Malnutrition has progressed to completing the initial stage of implementation.  This assessment highlights areas of good practice and a number of issues that need to be addressed.  Adjustments to be made to guidelines and practices were agreed with the Steering Committee at the end of the assessment visit.  These changes now need to be put into practice.
The next steps in the process should be:
1. Revise the guidelines and training materials to reach the final draft stage

2. Coordinate activities with IMCI guidelines (already under way)

3. Provide refresher training for the first 5 health centres in the programme to update them on changes and address issues identified 

4. Carry out training for the next 5 sites - using the opportunity to train trainers for future scaling up of Management of Acute Malnutrition. See Annex 5 for suggested training plan)

5. Have discussions with NGOs on how they can best support the MAM programme scale up.
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[bookmark: _Toc294821578]Annexes
[bookmark: _Toc294821579]Annex 1.  Timetable of Assessment of the Initial Implementation Plan:  
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	31 Jan
	1 Feb
	2 Feb
	3 Feb
	4 Feb
	5 Feb
	6 Feb

	Meet with NNP, WHO to review assessment protocol & schedule

2:30 Meet with the steering committee to review assessment protocol & schedule
	Anne, NNP, WFP 
Visit to Sdok and Prey Vihear HCs.  

	Anne, NNP, WFP 

Visit to Tuol Sala and Kak Preah HC’s + community group
Interview with key informants in the field
	Anne, NNP, WHO

 Pou Angkrang HC and Kampong Speu Provincial Hospital inpatient care
	Meet with NP, WHO, Unicef.

	Prepare report of findings & recommendations

Prepare presentation of findings & recommendations for roll-out plan & revision of Guidelines
	

	7 Feb
	8 Feb
	9 Feb
	
	
	
	

	
8:30 Share results & recommendations with NNP & Steering Committee 

2:30 Present findings & recommendations to NWG 

	
Follow up with NNP and WHO

Depart
	
	
	
	
	



[bookmark: _Toc294821580]Annex 2 :
	Strengths
Dedication of staff – all levels
Resources available
Having interim guidelines
Initial implementation plan
VHSGs in farmers groups creating an existing link
Good coordination at national level (Steering committee) and sub national level.
Using existing health system.
Acceptability of BP100 high.  
Training.
Food supplies always available.
Equipment all supplied.
[bookmark: _GoBack]Strong support from govt authority from Provincial to village level.







	Weaknesses
VHSGs in farmers groups not exploited yet
CSB++ low acceptability – reasons for this not yet known.  Messaging issues.
Reporting, recording and documentation too much at HCs
Training
F75,F100,BP100 not procured or supplied through govt system and not on essential drugs list.
BP100 not yet distributed through government system
Shelf life of CSB++ too short (only 6 months)
IMCI weak
IYCF weak
Increased workload/capacity HC staff and VHSGs.(not all agreed)


[bookmark: _Toc294821581]Summary of strengths and weaknesses of the Management of Acute Malnutrition programme – from the perspective of the Steering Group, Phnom Penh.  January 31st 2011






[bookmark: _Toc294821582]Annex 3: Key informants interviewed:

Steering Committee members:
NNP, National Paediatric Hospital, WHO, UNICEF, WFP, USAID, NGOs in the nutrition sector.

Managers interviewed:
NNP and NMCHC
Dr Prak Sophoneary, Deputy Director of the National Maternal and Child Health Center
Dr Ou Kevanna, Manager of the National Nutrition Programme
Dr Mary Chea, Deputy Manager of the National Nutrition Programme 

OD Chief, Kampong Speu
Dr Pan An, PHD Nutrition Focal Point

WHO
La Ong Tokmoh, Technical Officer Nutrition

UNICEF 
Joel Conkle, Nutrition Specialist

WFP
Edith Heines WFP Rome
Mory Heng



[bookmark: _Toc294821583]Annex 4:  Management of Acute Malnutrition: programme areas to observe/check and discuss for initial implementation area assessment, February 2011

This is not a check list as the assessment will about looking at how a new programme is working and what the wider impact is on health and nutrition service provision and uptake.  This information will inform discussions on scale up.
Information should be gathered at health facilities, distribution sites (if separate from health facility), surrounding community and referral centre (hospital).  In addition information from managers at district and national level, WHO, UNICEF, WFP, any NGOs implementing initial programme for Management of Acute Malnutrition.
The Supervision checklists from NNP can be used to guide information gathering.
Specifics that will be checked are:
At Health Centre:  (appropriate sections also for inpatient facility)
Facility:
Is there a specific day for SAM and MAM?
Is a specific area assigned?  Is it appropriate in size, access, privacy?
Equipment available and working (scales, MUAC tapes, thermometer, Ht board, water and cups, water, drugs, RUTF/CSB++?
Are staff assigned to OTP/SFP trained?
Is the area well organised?
Storage of drugs, food, equipment?
Individual children:
Observe staff treating children.  Check quality of cards/documentation.
Registration numbers,
Oedema checked, accurate, recorded?
MUAC accurate.
Weight accurate
Height accurate when done.
Quality of examination of child
Admission correct criteria
Card filled in completely and accurately
Follow up carried out properly.
Discharge according to protocol. 
Appropriate referrals.
Transport for referrals?
Communication with carer – quality
Carer communicating with health worker?
Messages passed well?  Understood/followed?
Drugs and vaccines given?
RUTF/CSB++ given appropriately?
Use of food/meds understood by carer?
Instructions for follow up understood?
Absentees followed up?
Record keeping:
Programme outcome data (admissions and discharge outcomes)
Drugs monitored?
RUTF stock control
CSB++ stock control
Weekly tally sheets accurate?
Monthly reports accurate?
Reporting criteria understood
General:
From observation – attitude of staff to carers and children.
Attitude of carers to staff.  Motivation, enthusiasm

From discussion:
Facility staff 
Impact of programme, positive and negative. (Uptake of services, disruption of activities, integration? workload, image of health facility, attitude of staff and carers, supply chain etc)
Strengths and weaknesses (in a group if possible)
Any suggestions for increasing coverage, decreasing defaulters, improving early detection?

Carers 
How heard about programme?
Why did they come?
What is good?
What is not good?
How long do they have to walk, wait?
Do they get good information?
How do they use the food, drugs?
How does it affect their household?
Any suggestions for finding more children?  Suggestions for making the programme easier for carers to bring their child?




VSHGs –
How are they finding the programme?
Screening, referrals, absentees, use of food.
Workload
Strengths and weaknesses
Any suggestions for increasing coverage, decreasing defaulters, improving early detection?

Community leaders 
Have they heard about the programme?
What do they understand about the programme?
Any impact in community?
Any issues/problems
Any ideas for increasing coverage, decreasing defaulters, improving early detection?


Information from Managers (district and national), WFP, UNICEF, WHO.
Strengths and weaknesses.  Issues to be resolved
Supply chain. 
Funding
Sustainability.
Integration with existing structures and systems – progress so far?  Is it possible to integrate fully – supplies procurement, delivery and stock management, staffing, reporting, budgeting? 



[bookmark: _Toc294821584]Annex 5: Suggested refresher training plan for Health Centre staff in Kong Pisey and training for 5 new health facilities in Romeas Hek.

The proposed schedule for training for scale up is:
Each district will have a one week training.  The refresher training will be for staff in the pilot health centres in Kong Pisey already running the pilot management of acute malnutrition  programme.  This training will also include supervisors of the programme who will observe during classroom work and will assist with the practical sessions in the health facilities.  An additional session on supervision of the management of acute malnutrition programme will be included during an early start and/or lunchtime sessions for the supervisors.
The Kong Pisey training will be use the existing draft training package but will be adapted to put emphasis on areas of weakness as identified in the Assessment of the Initial Implementation of Management of Acute Malnutrition in February 2011.  The Powerpoint presentations will not be used for the refresher training.
For the training for Romeas Hek the full training modules will be used but adapted to take into account areas that have proved to need more time to ensure a full understanding and better implementation.  If possible the new site should have a 10 day training period  [To be discussed – will we use Kong Pisey as a training site for the new district, or does the training need to be done in Romeas Hek for the staff from that district?  Training format will be different depending on which model we chose]
The training for both sets will take place over 5 days each and will take place at a suitable training room in the district that will allow relatively easy access to the health facilities that have, or plan to have the management of acute malnutriiton programme.  The emphasis will be on practical training to ensure health workers have understood and put into practice how to implement the programme safely and effectively.  The practical training is vital to ensure participants are confident to implement the programme correctly but it does require additional logistics to facilitate the visits to health facilities and communities.
Objectives of the training:
1. To review community based Management of Acute Malnutrition and address any gaps in knowledge.
2. To practice skills in the clinic and community setting to ensure quality of care, coverage and access to treatment, and effective monitoring of the programme.

Outline of the training for Kong Pisey:

Day 1  
All day in training room – theory and practical sessions.
Module 1.  Overview of community based management of malnutrition 
Module 2. Defining and measuring 
Module 3. Community mobilization 
Module 4. Outpatient Therapeutic 

Day 2 
AM.  Practical at Health facility and community (health centre with existing management of acute malnutrition  programme).  
PM.  Training room.  
Feedback from visit. 
Module 4 (cont). Discharge criteria. Monitoring and reporting.  

Day 3
AM.  Health facility and community visit (to a different health centre having OTP).  
PM.  Training room.  
Feedback from visit. 
Module 4 continued: Stock control, supervision. 
Module 5.  Supplementary feeding programme.   (Note: SFP only to be covered if programme to continue in this district)

Day 4
AM.  Training room.  
Module 6: Inpatient Therapeutic Care.  
Visit to Inpatient Care facility.  Participants to have process and treatment explained by staff and talk to inpatients on why they are there.
PM. Module 8:  Community and working with community volunteers.  

Day 5
AM.  Health facility and community visit (to a different health centre having OTP
PM.  Training room.  
Feedback from visit. 
Module 7: Monitoring and evaluation.  Discussion on integration with other health facility activities (IMCI, EPI, IYCF).
Review of 5 day training. 
Post test

Training for Romeas Hek
As noted above this could follow a model where Kong Pisey is used as a training site – all participants would need to stay in Kong Pisey for the week and follow the same training as above.  Alternatively training can take place in Romeas Hek but will be in a different format.  Community mobilization will need to take place in advance so that SAM children can be admitted to the programme by the participants and the training will be based on 1-2 days in the training room, followed by the 5 days in the health facilities implementing the programme with supervisors giving hands on support and training.  This will require ensuring BP100 already placed in the new sites, and will require additional time but will ensure the programme is implemented correctly and will allow the programme to start immediately.  It will also serve as the most effective Training of Trainers opportunity for supervisors/trainers.
Following the Romeas Hek training the supervisors/trainers can continue to roll out the training as resources (for RUTF and funds for training) allow.
To be discussed and agreed.  
