[bookmark: _GoBack][image: USAID-Identity.svg][image: ][image: ]






  



Strengthening Prevention and Treatment of Malnutrition in Niger
FINAL REPORT

OFDA-G-12-00069
Start Date: June 1, 2012
Program Duration: 14 months
Period of the report: June 1, 2012 – July 31, 2013



	[image: C:\Users\Ibrahim Djibo\Desktop\Photo0324.jpg]

Exclusively breastfed infant in Diffa 
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Shed built by HKI at Midik Health Post in Zinder Urban municipality 
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	ENA
	Essential Nutrition Actions

	BCC
	Behavior Change Communication

	CMAM
	Community Management of Acute Malnutrition

	CRENAM
	Moderate Nutritional Outpatient Recovery Center

	CRENI
	Severe Nutritional Outpatient Recovery Center

	IHC
	Integrated Health Centre

	DRSP
	Regional Department of Public Health

	PLW
	Pregnant and Lactating Women

	BSG
	Breastfeeding Support Group

	DH
	District Hospital

	HKI
	Helen Keller International
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	Information, Education, Communication

	MAM
	Moderate Acute Malnutrition

	SAM
	Severe Acute Malnutrition

	MOH
	Ministry of Public Health
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	Middle-Upper Arm Circumference

	NGO
	Non-Governmental Organisation

	WFP
	World Food Programme

	IMCI
	Integrated Management of Childhood Illness

	FP
	Family Planning

	EFP
	Essential Family Practices



                    
		      
                      
1. [bookmark: _Toc367278745]
1

2

Summary of Project Indicators
	Sector:  Nutrition

	Sub-Sector 1:  
	Management of Moderate Acute Malnutrition (MAM)
	Original Targets
	Revised Targets[footnoteRef:1] [1:  The methodology for estimating the caseload for  both SAM and MAM cases was revised and is now based on a formula including the point prevalence of acute malnutrition,  the incidence of new cases over the year, and an expected coverage of 50% in rural areas (as per the updated SPHERE’s standards). ] 

	End line/Achieved

	Indicator (1)
	Number of sites managing MAM
	152
	159
	159

	Indicator (2)
	Number of beneficiaries admitted to MAM services:
Children <5 
   Male
   Female
Adults (pregnant and nursing women) 
	
27,089


22,982
	
64,463
32,167
32,296
23,688
	
42,045
19,995
22,090
24,742

	Indicator (3)
	Number of health care providers and volunteers trained in the prevention and management of MAM
  Male
  Female
	
40
	
595[footnoteRef:2] [2:  Although the original proposal included this figure (it includes matrons or traditional birth attendants [TBAs]), that table inadvertently omitted the community agents.] 

315
280
	
666
270
396

	Indicator (4)
	Strengthened formative supervision systems in place (for both MAM & SAM) as measured by # supervision visits of health facilities with onsite training carried out
	

718
	

4,418[footnoteRef:3] [3:  This target was also corrected to include supervision visits that will be made by the project’s 15 field agents ] 

	

2,605

	Indicator (5)
	Recovery rate among children treated in Supplementary Feeding Programs in target zones
	
>75%
	
No change
	
86%

	Indicator (6)
	Default rate among children treated in Supplementary Feeding Programs in target zones
	
<15%
	
No change
	
10.61%

	Indicator (7)
	Death rate among children treated in Supplementary Feeding Programs in target zones
	
< 5%
	
No change
	
0,15%

	Sub-Sector 2:  
	Management of Severe Acute Malnutrition (SAM)
	Target
	Revised Targets1
	End line/Achieved

	Indicator (1):
	Number of health care providers and volunteers trained in the prevention and management of SAM 
  Male
  Female
	49
	
147
78
69
	
104
35
69

	Indicator (2)
	Number of sites established/rehabilitated for inpatient and outpatient care (health posts)
	
12
	
5
	
5

	Indicator (3): 
	Number of beneficiaries treated for SAM:
-  Children <5 inpatient care with complications
      Male
      Female
-  Children <5 outpatient care without complications
      Male
      Female
-  Adults
	
1,058


9,522


0
	
4,011
2,001
2,010
25,328
12,580
12,748
No change
	
1,160
655
495
25,670[footnoteRef:4] [4:  We are aware that this number may include some double counting as it suggests coverage of ≥40%. Unfortunately it is very difficult to verify MOH data.] 

12,446
13,224
0

	Indicator (4):
	Number of sites managing severe acute malnutrition
	80
	65[footnoteRef:5] [5:  The number of centers supported by the project was reduced following MOH’s decision to not allow SAM treatment at the health post level.] 

	65

	Indicator (5)
	Recovery rate among children treated for SAM (CRENAS) in target zones
	>75%
	No change
	87,51%

	Indicator (6)
	Default rate among children treated for SAM (CRENAS) 
	< 15%
	No change
	5,76%

	Indicator (7)
	Death rate among children treated for SAM  (CRENAS 
	< 10%
	No change
	1,16%






	Sub-Sector 3: Nutrition Education and Behavioral Change in Gaya district
	Baseline
	Targets

	End line


	Indicator (1):
	Number of beneficiaries receiving nutrition education
- Through radios
     Male
     Female
- Through inter-personal communications
     Male
     Female
	

251,817


45,546
	

300,000
140,000
160,000
80,000
15,000
65,000
	

428,731
175,584
253,147
152,708
  40,353
112,355

	Indicator (2):
	Percent change in practice and/or knowledge pertaining to nutrition education topics 
--Percent change among mothers of children <24 months of age who know the correct age for introduction of complementary foods
--Percent change among mothers of children <24 months of age who know the minimum number of different foods, in addition to breast milk, a child 6-23 months should be fed each day
--Percent change among mothers of children <24 months who know the minimum number of meals a breastfed child 9-23 months should be fed each day
--Percent change in mothers of infants <6 months reporting exclusive breastfeeding in previous 24 hour period
--Percent change in mothers of breastfed children 6-23 months reporting complementary feeding with optimal frequency 
	
	


10.8%


15.0%



56.2%


6.6%


41.0%
	



+30%


+30%



+30%


+15%


+20%
	



35.5%
(+25%)

33.5%
(+18.5%)


84.0%
(+30.8%)

33.6%
(+27%)

33.5%
(-7.5%)




2. 
3. Introduction
The program for the prevention and treatment of malnutrition in Niger focused on building capacity within the existing health and community infrastructure of the prevention and treatment of acute malnutrition. Helen Keller International (HKI) implemented the program in four health districts in Niger (Diffa, Doutchi, Gaya and Zinder Municipality). Through OFDA this effort received support starting in 2005. The program’s sixth phase, lasting 14 months from June 2012 to July 2013, focused on further strengthening delivery of treatment using the community-based management of acute malnutrition (CMAM) and prevention through the promotion of the Essential Nutrition Actions (ENA) through a collaborative effort between health centers and community groups. The community-level activities included active screening to identify malnourished children, and referral of malnourished children for adequate care and treatment. Community volunteers conducted screening for malnourished children and nutrition education activities with the support and supervision of HKI agents and Ministry of Health (MOH) staff.  HKI agents also supported quality improvement of health center services through regular supportive supervision. 

4. [bookmark: _Toc367278746]Background 
The preventive strategy of ENA gives particular attention to the promotion of optimal infant and young child feeding practices, including exclusive breastfeeding from birth to 6 months and adequate complementary feeding with continued breastfeeding from 6 to 24 months or more. The project also aimed to increase the proportion of children, pregnant and lactating women suffering from malnourishment that were appropriately diagnosed, referred and treated.  The primary challenges the project confronted include: 
· Shortages of qualified human resources to support the implementation of CMAM at scale 
· Frequent shortages of supplies and drugs necessary for treatment 
· Low motivation among community volunteers
· Insufficient government financial resources to support the training and supervision required to ensure quality CMAM services 

5. [bookmark: _Toc367278747]Implementation 
The implementation strategy supported CMAM service provision through existing delivery platforms from the community level (community volunteers and health posts) to Integrated Health Centers (IHCs) to the regional hospital level. HKI worked hand in hand with the MOH at all levels on the strategy.  The objectives were to: 

· Build capacity of all stakeholders at all levels of the health system in the prevention and treatment  of malnutrition; 
· Improve awareness of both the signs of malnutrition and the existence of treatment services, in order to increase access to,  demand for, and use of health services; 
· Strengthen the monitoring and evaluation system, including the collection, management, analysis and use of data; 
· Build capacity of partners, primarily the MOH, in the areas of planning, coordination, implementation, monitoring and sustainable management of interventions. 

Major activities included: 

· Providing in-service training to health workers in the national protocol for the management of malnutrition and follow-up supportive supervision to improve performance quality ; 
· Training for and community volunteers in the screening and referral of acute malnutrition and promotion of ENA; 
· Training for health workers in ENA and in techniques of behavior change communication;
· Training for health workers in data and supply management; 
· Providing staff support to health centers facing staff shortages ; 
· Increasing program coverage by conducting a semi-quantitative evaluation of access and coverage (SQUEAC) survey to understand and address barriers and by strengthening systems for active screening for acute malnutrition; 
· Providing material support including donkey carts to facilitate transportation of cases to health centers and furniture for health facilities; 
· Increasing preventive activities through nutrition discussion groups and culinary demonstration sessions. 

6. Description of assessments and surveillance data used to measure results
The total caseload of acutely malnourished children to be treated by the project over the course of the year (who HKI and OFDA defined as the “indirect beneficiaries”) was estimated using a formula recommended by the Sphere standards. It is calculated as the point prevalence for acute malnutrition (the prevalence of Severe Acute Malnutrition [SAM] and Moderate Acute Malnutrition [MAM] as estimated by the most recent SMART survey) multiplied by the incidence rate estimated for Niger, and then by a 50% coverage rate, which is the minimum coverage expected to be reached in rural areas according to the Sphere standards.

Routine monitoring data were collected by HKI supervisors from monthly reports produced by health centers and forwarded to the health district. These reports capture information on treatment, including the total number of admissions and total discharges, as well as indicators of performance (e.g. percent cured, percent defaulted, percent mortality). The program monitoring indicators presented in the quarterly reports are compiled and summarized for that three-month reporting period.  In addition, a Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) survey was conducted in Gaya district. 

Data on the health care providers and community workers trained in CMAM and ENA (defined by HKI and OFDA as “direct beneficiaries”) were collected by HKI field agents during supervision activities, including meetings at the Integrated Health Centers and at the district levels.  The indicators of nutrition education and behavior change were collected for Gaya district only as a proxy for the whole project, using a baseline and endline Knowledge, Attitudes and Practices (KAP) survey. 

When the MOH decided to require all SAM treatment take place only at Integrated Health Centers and discontinued at the lower level health posts, the number of SAM management sites was reduced from 80 to 65 and thus the number of sites supported was revised from the original proposal. 

Indicators for Sector 1: Management of MAM

Only 42,045 children were admitted for MAM treatment, compared to the target of 64,463.  We believe this discrepancy is due to the frequent stock-outs of treatment supplies, which occur when NGO partners are unable to ensure delivery.  Given the recovery rate of approximately 86%, this means that an estimated 36,158 children were successfully treated. 

The target for the number of supervision visits carried out under this sector was also not met. This was due to a number of factors, including the lack of availability of district officials, old and dysfunctional vehicles in the MOH fleet, and gaps caused by the resignation of project field workers.  Planning and programming issues have led to delays in supervision visits, some of which were ultimately not completed. 




Indicators for Sector 2: Management of SAM

The target for in-patient treatment of SAM with complications was not met due to staff shortages in the hospitals and, as noted above, supply and vehicle breakdowns.  HKI conducted a training needs assessment in all target zones and staff capacity weaknesses were addressed with training. 

Indicators for Sector 3: Nutrition Education and Behavior Change in Gaya

As noted in the proposal, HKI conducted an assessment of behavior change in Gaya district only.  Increases in the practice optimal infant and young child feeding practices were shown for four out of the five indicators, although the targets were reached or exceeded in only two:  reported practice of exclusive breastfeeding and knowledge of the minimum number of meals a child 9-23 months should be fed each day.  It should be noted that there was a delay in the start of ENA activities in the area of a few months. The main activities conducted were sensitization and counseling about appropriate breastfeeding, complementary feeding and women’s nutrition during pregnancy through focus group discussions and home visits organized by community volunteers and field workers.  

7. [bookmark: _Toc367278749]Planning/Coordination/Advocacy/ Partnership 

A planning and orientation workshop was held in July 2012 in Niamey at HKI-Niger headquarters to develop the annual work plan with the staff of HKI’s field offices of Diffa, Dosso and Zinder. Subsequently, each field office held planning workshops in collaboration with the Ministry of Public Health to development their respective regional action plans. Six months into implementation (February 21-22, 2013), a midpoint evaluation was conducted to identify factors that were facilitating or hindering progress in the achievement of program objectives, and help adjust the action plans appropriately. This midpoint evaluation produced a road map that helped strengthen implementation. 
	
A workshop to exchange lessons learned was held July 25-26, 2013 and included health district heads, local mayors and HKI staff.  The workshop produced key recommendations for actions to be undertaken local elected officials and state health authorities to sustain program activities:

· Payment of stipends to community volunteers by the municipalities’ annual budgets;
· Advocacy at the community level to encourage budget resources to be allocated to provide compensation to community volunteers for their efforts in support of CMAM; 
· Institutionalization of local Nutrition Days (refresher training for MOH staff); 
· Strengthening of the integrated supervision system; and
· To continue to engage community groups in nutrition support activities at Integrated Health Centers, for example cooking demonstrations with food rations. 

[bookmark: _Toc366164985][bookmark: _Toc366166286][bookmark: _Toc366166950][bookmark: _Toc366167030][bookmark: _Toc366167209][bookmark: _Toc366167350][bookmark: _Toc366167402][bookmark: _Toc366167558][bookmark: _Toc366167769][bookmark: _Toc366167869][bookmark: _Toc366167922][bookmark: _Toc366164987][bookmark: _Toc366166288][bookmark: _Toc366166952][bookmark: _Toc366167032][bookmark: _Toc366167211][bookmark: _Toc366167352][bookmark: _Toc366167404][bookmark: _Toc366167560][bookmark: _Toc366167771][bookmark: _Toc366167871][bookmark: _Toc366167924][bookmark: _Toc366230786]The Project Coordinators included an overall coordinator and four regional coordinators, with oversight HKI’s Deputy Country Director and Country Director. The annual work plan informed the planning of program activities, and HKI field offices and implementing partners were required to submit activity budgets and terms of reference for approval prior to implementation.  Monitoring and evaluation activities were conducted through supervision visits and direct observations. HKI and the MOH provided technical support to participating health centers and communities during supervision visits and training; the project covered the cost of fuel. 

[bookmark: _Toc366164990][bookmark: _Toc366166291][bookmark: _Toc366166955][bookmark: _Toc366167035][bookmark: _Toc366167214][bookmark: _Toc366167355][bookmark: _Toc366167407][bookmark: _Toc366167563][bookmark: _Toc366167774][bookmark: _Toc366167874][bookmark: _Toc366167927]Monthly meetings were held by the regional coordinators with their respective field teams and MOH partners to assess progress, plan future activities, and address implementation issues. 
[bookmark: _Toc366164992][bookmark: _Toc366166293][bookmark: _Toc366166957][bookmark: _Toc366167037][bookmark: _Toc366167216][bookmark: _Toc366167357][bookmark: _Toc366167409][bookmark: _Toc366167565][bookmark: _Toc366167776][bookmark: _Toc366167876][bookmark: _Toc366167929]
Advocacy to raise awareness of the importance of preventing and treating acute malnutrition was an on-going effort with health officials, local leaders, and traditional authorities. In addition, each district held two meetings involving local leaders to build support for the program and for community volunteers and to strengthen community understanding of and appreciation of the services available. 

HKI worked in close coordination with other NGO and international partners as well as with the MOH.  The partnership served as an integrated supervision mechanism to help build the health worker capacity and improve service quality. 

8. [bookmark: _Toc366164995][bookmark: _Toc366166296][bookmark: _Toc366166960][bookmark: _Toc366167040][bookmark: _Toc366167219][bookmark: _Toc366167360][bookmark: _Toc366167412][bookmark: _Toc366167568][bookmark: _Toc366167779][bookmark: _Toc366167879][bookmark: _Toc366167932][bookmark: _Toc366164996][bookmark: _Toc366166297][bookmark: _Toc366166961][bookmark: _Toc366167041][bookmark: _Toc366167220][bookmark: _Toc366167361][bookmark: _Toc366167413][bookmark: _Toc366167569][bookmark: _Toc366167780][bookmark: _Toc366167880][bookmark: _Toc366167933][bookmark: _Toc366164997][bookmark: _Toc366166298][bookmark: _Toc366166962][bookmark: _Toc366167042][bookmark: _Toc366167221][bookmark: _Toc366167362][bookmark: _Toc366167414][bookmark: _Toc366167570][bookmark: _Toc366167781][bookmark: _Toc366167881][bookmark: _Toc366167934][bookmark: _Toc367278756]Training and capacity building 
A total of 659 agents from diverse professional backgrounds (doctors, nutrition focal points, health workers, community volunteers, midwives) were trained under the project.  Topics covered included the national CMAM protocol, ENA and recognizing acute malnutrition. As indicated in the table below, 188 community volunteers and 156 midwives were trained in the screening for acute malnutrition, referral to centers and the promotion of and sensitization about ideal nutrition practices. 

9. [bookmark: _Toc367278757]Community screening  
During the program period (June 2012-June 2013), community volunteers trained by HKI screened a total of approximately 36,000 boys and 44,000 girls under 5 years of age and 26,000 pregnant and lactating women (PLW). Among those screened, 28,976 were referred for further diagnosis and treatment. These data were collected and compiled from monthly reports produced by the field agents. Community screening is one of the major strengths of the CMAM approach in helping to detect malnutrition at an early stage for proper medical treatment.  Among the over 25,000 malnourished children referred to feeding centers, only 22 presented with bilateral edema (the most severe complication).  The graphic to the right illustrates the numbers screened (“dépisté”) and referred (“référés”).

10. Behavior Change Communications 
Sensitization activities were held to promote ENA.  This included cooking demonstration sessions by community volunteers to improve knowledge about appropriate complementary feeding practices, which were held with the greatest regularity.  Group discussions and home visits were conducted less regularly due to the lack of availability among community volunteers.  As weekly meetings were considered more relevant for monitoring ongoing activities than monthly meetings, considerably more of these were held.  A total of 959 breastfeeding support groups are functioning in communities the targeted districts.  These groups were not successful in Doutchi, however, due to community volunteers’ lack of interest in this activity and because other NGOs working in the area were offering compensation to “volunteers,” whereas HKI did not. 


Training Provided
	Topic
	Participants
	Diffa
	Doutchi
	Gaya
	Zinder
	Total
	All

	
	
	M
	F
	M
	F
	M
	F
	M
	F
	M
	F
	M/F

	Recognition of danger signs during pregnancy and promotion of ENA
	Traditional birth attendants
	NA[footnoteRef:6] [6:  NA indicates activities were not conducted in these regions. 0 indicates no individuals of this sex participated.] 

	NA
	NA
	NA
	0
	70
	0
	86
	0
	156
	156

	ENA-BCC, screening, referral and follow-up of malnourished children
	Community volunteers
	15
	5
	38
	10
	37
	35
	23
	25
	113
	75
	188

	ENA-BCC, screening, referral, and monitoring of malnourished children
	HKI staff members, health center, district and regional health staff
	10
	15
	10
	10
	21
	20
	2
	3
	43
	48
	91

	Techniques for supportive supervision

	Health professionals (new doctors, nurses, nutrition focal points)
	5
	5
	0
	0
	5
	5
	6
	7
	16
	17
	33

	National CMAM protocol
	Health workers, HKI staff
	26
	14
	5
	5
	5
	26
	16
	26
	52
	71
	123

	Organization of “Ecoles de Maris”
	Male Volunteers 
	NA
	NA
	NA
	NA
	34
	0
	NA
	NA
	34
	0
	34

	WFP Ration Management
	Health Workers
	NA
	NA
	6
	8
	NA
	NA
	NA
	NA
	6
	8
	14

	Screening  and referral of acute malnutrition
	Traditional Healers
	NA
	NA
	19
	1
	NA
	NA
	NA
	NA
	19
	1
	20

	Total
	
	56
	39
	78
	34
	102
	156
	47
	147
	283
	376
	659







Detection of global acute malnutrition by community volunteers 
	
	Screened
	Diffa
	Doutchi
	Gaya
	Zinder
	Total

	
	Children
	PLW
	Children
	PLW
	Children
	PLW
	Children
	PLW
	Children
	PLW

	
	M
	F
	
	M
	F
	
	M
	F
	
	M
	F
	
	M
	F
	

	Total Measured
	18 858
	23 229
	22 852
	1 915
	1 916
	1 202
	3 789
	4 159
	1 539
	11 674
	14 855
	487
	36 236
	44 159
	26 080

	Presence of edema
	6
	4
	0
	0
	0
	0
	3
	1
	0
	1
	6
	0
	10
	11
	0

	Malnourished Red MUAC
	483
	556
	0
	38
	54
	0
	100
	106
	0
	1 925
	2 667
	9
	2 546
	3 383
	9

	Malnourished Yellow MUAC
	5 143
	4 679
	2 505
	278
	303
	315
	315
	356
	27
	3 425
	5 382
	289
	9 161
	10 720
	3 136

	Total referrals
	5 632
	5 239
	2 505
	316
	357
	315
	418
	463
	27
	5 351
	8 055
	298
	11 717
	14 114
	3 145



[bookmark: _Toc366230794][bookmark: _Toc366230795][bookmark: _Toc366230796][bookmark: _Toc366230797][bookmark: _Toc366230798][bookmark: _Toc366230799][bookmark: _Toc366230800][bookmark: _Toc366230801][bookmark: _Toc366230802][bookmark: _Toc366230803][bookmark: _Toc366230804][bookmark: _Toc366230805][bookmark: _Toc366230806]
Mobilization and community outreach activities by community volunteers 

	
	Diffa
	Doutchi
	Gaya
	Zinder
	Total

	Activities
	Sessions
	F
	M
	Sessions
	F
	M
	Sessions
	F
	M
	Sessions
	F
	M
	Sessions
	F
	M

	Cooking demo
	386
	5 098
	2 683
	190
	4 577
	609
	192
	6 288
	2 832
	646
	8 663
	5 206
	1 414
	24 626
	11 330

	Hygiene education
	519
	5 409
	3 278
	76
	2 493
	930
	318
	8 849
	5 240
	242
	781
	580
	1 155
	17 532
	10 028

	Weekly meeting
	332
	5 572
	1 975
	22
	663
	23
	77
	2 083
	1 243
	262
	2 095
	1 021
	693
	10 413
	4 262

	Monthly meeting
	18
	9
	186
	6
	140
	175
	19
	84
	130
	5
	137
	24
	48
	370
	515

	Group discussion
	1 777
	22 643
	18 696
	664
	20 105
	1 845
	701
	22 760
	12 413
	639
	11 868
	2 395
	3 781
	77 376
	35 349

	Home visits
	2 033
	3 949
	3 049
	36
	80
	9
	619
	2 200
	1 001
	843
	1 188
	33
	3 531
	7 417
	4 092

	Support Group
	27
	517
	0
	5
	0
	0
	14
	47
	0
	31
	395
	0
	77
	959
	0

	Total
	5 092
	43 197
	29 867
	999
	28 058
	3 591
	1 940
	42 311
	22 890
	2 637
	24 732
	9 259
	10 689
	138 693
	65 576



11. [bookmark: _Toc366166966][bookmark: _Toc366167046][bookmark: _Toc366167225][bookmark: _Toc366167366][bookmark: _Toc366167418][bookmark: _Toc366167574][bookmark: _Toc366167785][bookmark: _Toc366167885][bookmark: _Toc366167938][bookmark: _Toc367278759]Monitoring & Evaluation 

[bookmark: _Toc366166968][bookmark: _Toc366167048][bookmark: _Toc366167227][bookmark: _Toc366167368][bookmark: _Toc366167420][bookmark: _Toc366167576][bookmark: _Toc366167787][bookmark: _Toc366167887][bookmark: _Toc366167940][bookmark: _Toc366165002][bookmark: _Toc366166969][bookmark: _Toc366167049][bookmark: _Toc366167228][bookmark: _Toc366167369][bookmark: _Toc366167421][bookmark: _Toc366167577][bookmark: _Toc366167788][bookmark: _Toc366167888][bookmark: _Toc366167941][bookmark: _Toc366165003][bookmark: _Toc366166302][bookmark: _Toc366166970][bookmark: _Toc366167050][bookmark: _Toc366167229][bookmark: _Toc366167370][bookmark: _Toc366167422][bookmark: _Toc366167578][bookmark: _Toc366167789][bookmark: _Toc366167889][bookmark: _Toc366167942][bookmark: _Toc366230809][bookmark: _Toc367278760]At the district level
Integrated supervision sessions were conducted by HKI staff in collaboration with the district health management teams and/or the district and regional nutrition focal points, and have helped reinforce quality standards. These integrated supervisions were appreciated by health agents for the support they provided. 

The program also provided additional copies of data collection forms to facilitate data collection.  Over 15,000 copies were provided to centers and community groups (monitoring sheets for children under treatment, referral vouchers, and monthly statistical reports). 

[bookmark: _Toc366165009][bookmark: _Toc366166308][bookmark: _Toc366166976][bookmark: _Toc366167056][bookmark: _Toc366167235][bookmark: _Toc366167376][bookmark: _Toc366167428][bookmark: _Toc366167584][bookmark: _Toc366167795][bookmark: _Toc366167895][bookmark: _Toc366167948][bookmark: _Toc366165010][bookmark: _Toc366166309][bookmark: _Toc366166977][bookmark: _Toc366167057][bookmark: _Toc366167236][bookmark: _Toc366167377][bookmark: _Toc366167429][bookmark: _Toc366167585][bookmark: _Toc366167796][bookmark: _Toc366167896][bookmark: _Toc366167949][bookmark: _Toc367278761]At the community level 
In total, 2605 supervision visits were made at the community level. These visits were conducted by field staff and by project supervisors, to evaluate activities, provide necessary support and collect data. They also encouraged the involvement of community leaders and health center directors in program activities.  It should be noted that each field staff was responsible for supervising 12 to 14 villages, many of which require significant travel to reach. 

[bookmark: _Toc367278762]SQUEAC Survey 
HKI conducted a coverage survey (SQUEAC) six months after beginning support for CMAM in Gaya health district (report attached). The treatment coverage estimate for SAM was 29.6%, which is well below the Sphere standards (50%) for rural areas but not unexpected considering the recent introduction of support.  Most importantly, the SQUEAC investigation helped to identify the primary obstacles to access and coverage.  These included the lack of awareness of the dangers of acute malnutrition and of the existence of CMAM services, frequent supply shortages, and incomplete and inadequate routine data collection.  Lack of awareness is also explained by the insufficient number of community health workers (CHWs) in the district.  The SQUEAC results indicated that there were only 72 CHWs to serve 186 villages (ideally there should be 2 per village; or 326).     

Last year a SQUEAC investigation was conducted in Doutchi district, Dosso region. Main barriers reported in Doutchi were similar. Interestingly, treatment coverage in Gaya was slightly higher than that found in Doutchi last year (23.3%). 

Treatment coverage, in the context of MOH-delivered CMAM services, is still much lower than the expected 50%. HKI participates in the Coverage Monitoring Network (CMN), and a recent analysis conducted by that group of 63 different MOH-delivered CMAM services found the median point coverage to be 34.1%.  This is similar to the median point coverage found in NGO-implemented programs (35.8%).  It seems clear that major structural changes in health services will be needed to improve coverage over the long term, including investments in pre-service and in-service training programs; personnel and travel funds to assure regular supervision; and strengthened data collection and supply chain management.  Reinforcing the linkages between health services and community-based initiatives will also be required.  Much of this will require continued external support.

The table below shows the various factors identified as barriers to access and uptake of CMAM services in Gaya health district and key areas identified to improve coverage in the future. 
 


Main Findings Gaya District SQUEAC
	Barriers
	Recommendations

	Lack of awareness about the program and its operation 
	Strengthen sensitization and outreach activities in communities

Advocate for and train new community health workers

	Lack of awareness about malnutrition
	

	Inadequate data monitoring  (health center register and individual health records/cards) 
	Ensure accurate and complete data collection at health centers and regular monitoring of data quality

	No use of MUAC as an independent criteria of admission 
	Complete and reinforce training on CMAM protocol to health workers

	Supply shortages 
	Improve supply management (possibly with mobile technology) 



KPC survey 
The data collected by the baseline and endline KPC surveys in Gaya suggested improvements were achieved in nutrition knowledge and practices, although the survey was an adequacy evaluation (no comparison groups).  Reported exclusive breastfeeding in the previous 24 hour period by mothers of children <6 months of age increased from 6.6% to 33.6% (see below). 
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Percent of children exclusively breastfed up to 6 months baseline-endline and DHS data
      [image: ]
Introduction, frequency (6-8 & 9-23 months), diversity, milk consumption at 20-23 months


10.  Adjustments made to achieve program objectives
The workshop midpoint evaluation allowed for adjustments in the scheduling of activities to help make them achievable, and helped reorient action plans through the development of a road map. We also had to realign staff responsibilities following the resignation of our lead coordinator.  The extension granted through July 2013 allowed us to complete planned activities and prepare for program conclusion.  An exit strategy was developed, which included: 

· The organization of community information meetings to explain transitions 
· Encouraging communities (community volunteers and leaders) to maintain a minimum activities package such as screening, referral, home visits for the monitoring of screened children 
· Assigning  IHC directors responsibility for supervising the activities of  community workers in their respective health areas

11. Approaches tested

Training of traditional birth attendants 

As traditional birth attendants (TBAs) play a very important role in local communities do not always promote optimal breastfeeding, HKI decided to provide them basic training in the recognition of danger signs in pregnancy and invite them to sensitization sessions for women. This approach increased women’s attendance at antenatal care.  TBAs also helped promote exclusive breastfeeding practices by setting up 31 breastfeeding support groups. They led a total of 276 sensitization sessions reaching approximately 2954 people, as well as 494 follow-up home visits. 

Involvement of traditional healers in malnutrition screening and referral activities

In recognition also of the importance of traditional healers, so are often the first to be consulted for health problems, particularly for children, the project also defined a small operations research program to test how to include them in a more scientific approach to the prevention and treatment of malnutrition.  Project field agents, field supervisors and MOH managers from Doutchi health district identified 20 traditional healers to be trained in the following areas: 
· Screening of children aged 6 to 59 months for acute malnutrition;
· Referral of mothers and children to health centers for treatment;
· How to use simple data collection tools to record MUAC, referrals and follow-up;
· How to work in partnership with health workers, community volunteers and families to solve children health problems; and 
· To understand and promote appropriate infant and young child feeding among family, friends and neighbors (they were given simple, illustrated message booklets). 

To test the impact of training, the project gave vouchers to traditional practitioners to use to refer children they identified as acutely malnourished to the health center.  Health center workers collected the vouchers, treated each child appropriately, and then documented their treatment on the vouchers.  The vouchers were then collected and analyzed to assess the system.  Field staff also observed the traditional healers as they conducted screening activities, referrals and sensitization about ENA.  Overall, 350 children were screened by traditional healers. Although we do not have data to determine if more referrals to formal care were made under this initiative, we believe that is the case.  We also found an enthusiastic response to this approach from traditional healers and believe it shows considerable promise. 

Engaging enlightened men « école des maris » 

UNFPA has developed and tested a model it calls “école de maris” to promote healthy timing and spacing of pregnancies (HTSP) by engaging men in support and promotion.  HKI has also used the model successfully in other projects in Niger.  Under this project we designed another operations research pilot to examine if it could be used to engage men in promotion of ENA. The approach was piloted in nine villages in Gaya that had no health facility.  Members of these men’s clubs were trained in ENA and HTSP and skills for sharing their new knowledge with peers.  Field staff regularly monitored the activities of group members and qualitative data suggest they remained actively engaged.  Results of the KPC survey suggest that the activities of “école de maris” contributed to increased community awareness of ideal nutrition practices and birth spacing and helped increase antenatal care visits.  Community sensitization efforts by these groups also spurred creation of village health committees.  The graph below shows results from the KPC surveys of men’s recognition of the importance of ANC, participation in health seeking for the sick child and accompanying their wives on ANC visits.
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Creation of market gardens 

We also would like to highlight an initiative of the MOH in Zinder, supported by local (non-project) resources.  To encourage the production and consumption of micronutrient-rich foods, and thus improve nutrition at both the household and community levels, modest funding was provided to test a garden initiative in 10 villages of Zinder. These gardens grew produce to support cooking demonstrations at health centers.  The gardens contributed 750 kg of cabbage, 100kgs of corn, 60 kg of carrots, 300 kg of onions, 35kgs of sorrel and 15 kg of tomatoes for this purpose.   

[bookmark: _Toc367278765]12. Additional accomplishments, experience of beneficiaries 
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· Eight health center shelters were renovated in Diffa, and 3 were built in  Zinder, to provide protection from the sun for nutrition discussion sessions and cooking demonstrations to be conducted
· Twelve new health centers in Zinder were furnished (tables, benches, chairs etc.) 
· Twelve new motorcycles were given to the MOH to improve supervision by district management teams 
· Donkey carts were purchased from local carpenters  and distributed to communities in order to facilitate transportation of malnourished children to health centers (15 in Diffa and 12 in Gaya)
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	[image: P170713_0852[01].jpg]Testimony of a traditional healer, Doutchi 
I’m Tanko Kana from Tanko Issakitchi village, I am 45 years old and I am the father of seven children. Thanks to HKI I learned about malnutrition and its causes. I also know the importance of breastfeeding. My daughter Farida  was born 3 days after our training, she is 4 months old now, she is exclusively breastfed, I noticed  that she does not cry like  her brothers and never got sick " 

	


[bookmark: _Toc367278774]Experience of beneficiaries 

	[image: E:\photos\Photos\DSC_0000063.jpg]Testimony of a mother from Kanya Mairoua village, Zinder 
Thanks to gardening products, children over 6 months feeding  in our village has improved and the activities are promoting harmony between community members " 

	
	






[bookmark: _Toc367278775]13.  Challenges

Several challenges remain to be addressed in order to ensure proper monitoring and coordination to maintain the quality of care in prevention and treatment.  These include but are not limited to: 

· The need for effective, on-going supervision systems, including adequate MOH staffing and funding for transportation.
· Engagement of entire communities in the efforts to combat and overcome malnutrition.
· Adequate recognition of the contributions of community volunteers to maintain motivation and commitment.
· Continuing efforts to integrate preventive nutrition programs into health center activities
· Ongoing efforts to promote ENA at the community level.


Community
Screening 
Total Depiste	Masculin	Feminin	FEFA	Total	36236	44159	26080	106475	Total référés	Masculin	Feminin	FEFA	Total	11717	14114	3145	28976	
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