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Welcome and I ntroduction

September 5, 2001
Millwood, Virginia

On behalf of the Planning Committee, welcome to Nutrition Works: Measuring, Under standing,
and Improving Nutritional Status, as summarized in this post-workshop report. Thereis
tremendous need for effective nutrition programming: worldwide, while Latin America and East
Asa have seen dramatic gains in fighting childhood malnutrition, overall, malnutrition remains a
significant and growing problem. 1n 1998, 226 million children were stunted and 183 million
underweight. Malnutrition is associated with the deaths of over 6 million preschool children each
year. Survivors may be disabled and are vulnerable to illness. Malnutrition further severely
hampers the ability of millions of children to learn. Stunting and wasting, iron and vitamin A
deficiencies-- al affect national GDPs, and waste untold man/woman-years of productivity. The
chronic conditions of heart disease, high blood pressure, and diabetes are a so linked with the
malnutrition of poverty.

The role of PVOs, governments, and operational colleagues isimportant to the current and future
nutritional status of children. The staff of nutrition programs join and support parents and care-
giversin taking responsibility for how children grow and the subsequent effects on children
intellectualy, on their coordination and balance, on height, and so much more. As children
graduate out of Child Survival and MCH programs at the age of five, what benefits they have
gained will follow them the rest of their lives, and on into their children’slives.

The three-day Nutrition Worksworkshop was intended to improve knowledge and build skillsin
anthropometry, nutrition measurements, and nutrition programming as a means to empower PVO
staff to implement nutrition activities correctly, and to continue to make an essential differencein
the world. Workshop objectives were (1) to review and demonstrate recent innovationsin
nutrition measurement; (2) to provide state-of-the-art techniques in nutrition measurement
combined with practical and relevant tips for using the data obtained; and (3) to bring together
Child Survival and Title Il program staff who face common nutritiona issuesin their work.

Within a participatory format, participants moved from Day 1's focus on problem identification
(“Isthere aproblem?’ “How do we assess whether there is a nutrition problem in the target
population?’), to Day 2’ s discussion on problem analysis (“What are some possible reasons why
the problem exists?’ “Is there variation among different segments of the target population in
terms of nutritional behaviorg/practices/outcomes?’), concluding on Day 3 with problem solving
(“What can the project do to resolve or amdiorate the problem(s) identified?’).

Nutrition Works has resulted from a substantial planning partnership among groups with a
common vision: The CORE Group and FAM, which are two PV O representative groups, and
two USAID cooperating agencies, FANTA and CSTS. Representatives of many PV Os engaged
in Child Survival and Title Il gave of their time and experience in both the planning stages and
with presentations of methods, results, and lessons learned. Their names are listed throughout the
report, with tremendous thanks.

Luis Benavente (Project HOPE) was a key participant in the organization of the workshop,
serving as the chair of The CORE Group's Nutrition Working Group, with support from Victoria
Graham, CORE's Manager, and Nutrition Working Group members. Excellent support came

-1-
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from the members of CORE’ s Monitoring and Evauation Working Group, chaired by Jay Edison
(ADRA). The Child Surviva Collaboration and Resources (CORE) Group (220 “1” Street, NE,
Suite 270, Washington, D.C. 20002. Tel.: (202)-608-1830. www.coregroup.org) is a network of
36 PV Os experienced in USAID’s Child Surviva Grants Program, which work together to
promote and improve primary health care programs for women and children and their
communities. The CORE group is funded by the Office of Private Voluntary Cooperation at the
Bureau of Humanitarian Response at the United States Agency for International Development.

Mara Russell, the Director of Food Aid Management (FAM), was an important member of the
Planning Committee, helping to provide the perspective of the Title II community. Trish
Schmirler, Technical Information Specialist, aso took part in the planning and implementation of
the workshop. FAM (1625 K Street, NW, Suite 501 Washington, DC 20006. Tel: (202)-223-
4860. www.foodaidmanagement.org) is a consortium of 18 PV Os implementing USAID P.L.
480, Title Il programs worldwide. FAM’srole in the workshop was supported by funding from
the Office of Food for Peace at the Bureau of Humanitarian Response at USAID.

Sandra Bertoli of the Child Surviva Technical Support (CSTS) Project of ORC/Macro has been a
key element in bringing together all organizers to increase collaboration and communication on
assessing the impact of food and nutrition interventions, with support from Leo Ryan, CSTS
Project Director, and additional technical input from Michel Pacqué. CSTS (11785 Bdtsville
Drive, Caverton, MD 20705. Td.: (301)- 572-0200. www.childsurvival.com) assists CSGP

PV Osto increase their capacity to achieve sustainable service delivery in public health
interventions, working with individual PV O grantees, the CORE Group, and USAID’s BHR/PVC
Child Survival office. CSTS is supported by the Office of Private Voluntary Coordination at the
Bureau of Humanitarian Response at USAID.

Caroline Tanner of the Food and Nutrition Technical Assistance (FANTA) Project of the
Academy for Educational Development (AED) has been a strong supporter of the workshop and a
seeker of Child Survival and Title Il synergies. Bruce Cogill, FANTA’s Director was aworkshop
presenter and Paige Harrigan, provided excellent support to the workshop. FANTA (1825
Connecticut Avenue, NW, Washington, DC 20009-5721. Telephone: (202) 884-8000,
www.fantaproject.org) supports USAID-funded integrated food security and nutrition
programming to improve the health and well being of women and children. Funding of

FANTA's participation in the workshop was provided from the Office of Private Voluntary
Assistance at the Bureau of Humanitarian Response and the Office of Health and Nutrition in the
Bureau for Global Programs at USAID.

Tom Davis and Irwin Shorr both contributed substantially during the planning stages and as
presenters. Tom Davis aso kept the workshop on target with its objectives as Workshop
Fecilitator.

John Howe, the CEO of Project HOPE, hosted the workshop at Project HOPE' s Millwood,
Virginiafacility as part of his support for increased efforts in the documentation of the impact of
Project HOPE's programs and participation in The CORE Group.

It isthe belief of the Planning Committee that everyone benefits--but especially women and
children--when PV Os managing Child Survival and Title Il projects seek and find synergies
between both programs, such as those realized when principles of anthropometry, survey and data
use for decision-making, and application of community-based nutrition models are
conscientiously implemented.
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Executive Summary

Nutrition Workswas designed as a venue for Child Surviva (CS) and Title Il (TIl) programming
staff to meet on common nutrition-focused themes. One areain common is the KPC
methodology which has long been central to the Child Survival community, and is now being
applied more frequently in Title Il programming. The KPC 2000+ contains a module on
anthropometry, and weight-for-age is a key indicator included in the Rapid CATCH. Thereisa
clear interest on the part of the CORE Monitoring and Evaluation Working Group, which
continues to invest time and resources on revising the KPC, that child health and nutrition
projects understand the utility of measuring nutritional status (by weighing) in conjunction with
other KPC survey questions relating to behaviors and practices. This workshop served as an idea
opportunity for sharing this and similar nutrition-related information with CS and TlI
organizations.

Utilizing a participatory format, participants moved from Day 1's focus on problem
identification, to Day 2's discussion on problem analysis, concluding on Day 3 with problem
solving. Examples of data presentation graphic styles developed by participants are included
throughout the report. Since some of the graphics used in the report were originally created using
colors, however, some subtlety is therefore lost when reproduced in black and white.

Day 1. Problem Identification - Anthropometry

A presentation of anthropometry technical issues including an introduction and basic definitions
was followed by a case study on the use of anthropometry, with aview toward covering as much
practical information as possible. Presentations and discussions covered GMP (surveillance/on-
going, time series for one infant/child) versus surveys (one-time events in conjunction with a
survey for baseline or End of Project evaluation and with different measurement of malnutrition
estimated at the population level); interpretation of findings, the whys and whats of standard of
cut-off points used in anthropometry; integration; and reporting. Standardization of techniques
was discussed as a starting place.

Two optional evening sessions provided participants an opportunity to gain practical information
and skills: asession on the EpiNut software package for analyzing anthropometry data, and a
session on weighing and measuring using actual height boards and a dide presentation on field
conditions, designed to explore practical issues.

Day 2: Problem Anaysis— Using the KPC Survey and Other Tools for Nutrition Decision-
Making

Through an introductory plenary (yet participatory) session followed by small group activities,
participants practiced integrating anthropometric measurement into survey data collection in
order to correlate key practices and behaviors with nutritional status, and using survey findings to
plan and assess nutrition activities. Sessions reviewed the application of KPC2000+ Rapid Catch
and Nutrition Modules to field programs, provided a brief overview on sampling options (LQAS,
simple random sampling, cluster sampling), and included PV O presentations of experiencesin
collecting, analyzing, and using nutrition data. The IMCI food box was presented as a standard
recently developed to measure nutritiona activities in facilities and the household. A discussion
of the TIPs methodology, used in devel oping and adapting the food box, was shared. A
presentation of the AIN approach informed a discussion on AIN to follow on Day 3.
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Day 3: Problem Solving — Applications of Nutrition Programming

Participatory discussion was generated around comparison of Tll and CS experiences with
program approaches to improving child nutrition. Case studies examined Hearth, AIN, TIPs, and
credit with education methodologies in both TII and CS programs in similar contexts.
Discussions focused on why a particular program approach worked in each context, how it is
being implemented, similarities and differences, use of anthropometric data, strengths and
weaknesses, and any lessons learned.

Highlights of Workshop Conclusions

A list of key points and lessons learned was compiled at the conclusion of each day and overall
for the workshop. Highlights included the recognition of the need to continue to standardize
definitions of “standard” indices and the importance of utilizing z-scores. State confidence levels
at all time. Additional clarification was provided on some of the synergy between CS and TlI
programs, with nutrition-focused activities being central to both programs; and with interventions
for CDD, ARI, EPI, and causes of neonatal/perinatal death (CS) working in tandem with
agriculture, water, and sanitation activities (TIl). In summary, for better nutrition, work for
better health.

There was substantial discussion on methods such as Hearth (for rehabilitation), AIN (for
prevention), and TIPs (for research), which can serve as linksin the IMCI toolbox. Annual and
bi-annual targets need to be redlistic (and may need adjustment), looking toward expected change
within the program’s timeframe (e.g. five years). IMCI is not “just a health strategy,” but a health
and nutrition strategy, and IMCI should be promoted through Title Il food security programs.
The cost per beneficiary should be analyzed regularly so that each project’s efficiency can be
assessed. PV Os should freely borrow ideas. Benchmark by looking at the work of organizations
that are having the most proven success.

Presenters and participants re-iterated how essentia it is to measure project work to convince
others of its value, and to make sure targets are met. Project staff are urged to use methods that
help them learn what works in nutrition from the community, for example, TIPs, Hearth, credit
with education, and Care Groups, focusing on contact between community people and project
steff;

The nutrition program methods presented demonstrated a high degree of change in nutritional
status. Nutrition works!

News Bulletin: Participants Invited to Join Nutrition Listserv

Initiated at the workshop, the Food Aid Management (FAM) Nutrition Listserv is now
operating. Thelistserv isdesigned for FAM members and othersin the food aid and
nutrition communities to share information, ideas, research, and seek answers to technical
guestions. Message content includes but is not limited to: (1) nutrition programming to
prevent stunting, wasting, underweight, and micronutrient deficiencies; (2) tools used for
improving nutrition education (e.g., TIPs and positive deviant studies); (3) toolsand
methods used in the treatment and rehabilitation of severely malnourished children; and (4)
anthropometry methods. I nterested new members may join using the form at FAM’ s website
at www.foodaidmanagement.org. To see the collection of prior postingsto thelist, listserv
members may visit the Fam-nutrition Archives at FAM’ s website.
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PART |I: ANTHROPOMETRY

Anthropometry Usein the Context of Titlel!l and Child Survival

Programs

Presenter: Bruce Cogill isa nutritionist and Director of the USAID-funded Food and Nutrition
Technical Assistance Project (FANTA) of the Academy for Educational Development (AED) in

Washington, D.C.

When looking across PV O-generated data,
there are a variety of reasons why there may
not be clearly measured results. These
include issues surrounding indicators, time
periods, ways of managing data, differences
in data quality, and more. These issues are
part of the work of anthropometry—which
seeks to improve PV O ability to report and
understand change.

On March 12, 2001 a policy letter was
issued by the Office of Food for Peace (FFP)
and the 1995 Food Aid Food Security Policy

absolute numbers of malnourished children.
DAP guidance isissued annually to assist
the Tl PVOsin preparing proposas. FFP
requires PV Os to report on at |ease one of
two nutrition indicators for evaluation,
which came out of negotiations between
USAID and PVOs- ether/or height-for-age
(HA) or weight-for-age (WA) when
nutrition activities are part of the DAP.
Changes in nutritional status can be the
direct result of TII interventions, and is
sometimes a general proxy of generd socio-
economic status in the community. PVOs

paper was distributed are encouraged to use
within the TlI _ Practical Tips from Colleagues the very useful
community. The policy stunting indicator for
paper discusses the Some USAID missionsin Africahave evaluating programs

importance of household
nutrition, increasing
agricultural production,
and marketing. Other
child-surviva-type
activities, although

included afocus on food security in their
strategic plans, which will hopefully trickle
down to agreater emphasis on nutrition.
These missions now have an avenue through
which PV Os can go and ask for endorsement.

and to track overdl
well being of a
population.

There are different

René Berger, USAID | \ses of indicators, and

definitely
complementary, are not generally funded by
TIl. The policy paper and letter list some
terms and criteria that are common within
the CS community, and includes the term
“food-assisted child surviva” initialy used
by Catholic Relief Services where afood
supplement is included in a MCH program.

There is an increasing emphasis on the
under-two age group in Title [ MCHN
programs as being the most responsive to
interventions--while not ignoring lactating
and pregnant woman, adolescent girls, and
other young children. Thereisaso an
increasing emphasis on certain vulnerable
areas, particularly sub-Saharan Africa,
where there have been increases in the

one challengeisto
ensure a good fit between the defined
indicator and its purpose. Which age group
will be selected, or other criteria, will
depend on the indicator’ s use as well asthe
context--food security, emergency, urban,
etc. Showing a certain percentage point
reduction can measure results and become a
very useful advocacy tool, particularly for
increasing investments.

There are two generic impact indicators for
TIl, disaggregated by gender: (1)
“Decreased percent of stunted children
(presented for ages 24-60 months and by
gender, where stunting is defined as percent
of children falling below -2 standard
deviationsfor HA)”; and (2) “ Decreased
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percent of underweight children (in
specified age groupings such as 12-24
months and 36-59 months and by gender,
where underweight is defined as percent of
children falling below —2 standard
deviations for WA)".

Results from program monitoring indicators
are reported in the Annual Results Reports:
these are most useful for looking at trends.
Thefirst indicator is, “Increased percent of
eligible children in growth
monitoring/promotion (usually presented for
children <24 months or <36 months of age,
depending on the target group of the
program)”. Thisindicator does not look at
weight gain, only if children are
participating in GMP. All participantsin
nutrition programs are compared against the
same standard reference population the
international NCHS'WHO reference
(WHO). A revised WHO reference will
probably come out in the next two years
which will be based on better representation
of breastfed infants from well-off
communities in developing countries.

Practical Tips from Colleagues

FANTA has produced a new resource, the
Anthropometric | ndicators M easurement
Guide, which was designed to be used by
program technical staff using the two impact
and two monitoring Tll indicators. Itis
available free, in English only, and can be
adapted as needed. Users are asked to
reference the source and the funder, USAID.
A pdf version is available from the FANTA
website: www.fantaproject.org. Toremain
relevant, there will be changes over time.
The guide covers collection of needed data
through surveys, what kinds of equipment
are needed, how to compare data with
references, some discussion on dataanalysis,
an introduction to EpiNut, and other practical
topics. The appendices are helpful and
include calculating z-scores, selecting a
sample, information on adolescents and
adults.

A second indicator, “Increased percent of
children in growth promotion gaining

weight in past 3 months (by gender and age
group, will depend upon the target group of
theprogram)” looks at detectable weight
gain and utilization of the program. FANTA
has sought input from the field on the
realities of moving toward increased
standardization in reporting.

Practical Tips from Colleagues

Well nourished children from all over the
world at least until seven years of age grow
quite similarly. Therefore the NCHS/WHO
standard references are suitable for all
populations up to age seven and use of
international reference standards are
appropriate in devel oping countries.

The 0-6 months age group is often
deliberately left out of reporting since they
are generally doing well, but they still
should be monitored.

When speaking of the 6-59 month age
group, thisrefersto completed months, e.g.
up to 59 months and 30 days.

Tom Davis, Consultant

The use of the terms chronic and acute
malnutrition is common, but participants
were encouraged to use the actual
anthropometric terms of underweight (for
WA), stunting, (HA) and wasting (WH) for
children. This will reduce confusion in
reporting. In adults, alow BMI is referred
to as thinness and a high BMI is overweight.

Anthropometry is important, but it needs to
be seen in the context of other information
aswell. For example, FANTA has sought to
narrow age groupings in order to make
comparisons over time, identify cutoffs,
standardized calculations, present data, and
set targets.

USAID is using nutrition information for
advocacy, and as a proxy for improvements
in the overall welfare of a population.

Thefirst five years of the “new” TII
programs are just now finishing. The results
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are inconclusive and it is uncleer if thisis
because of the program implementation,
individua community factors, the type of
monitoring systems selected, the choice of
indicator, or other reasons. Asa
community, TIl programs still seek to

identify aredligtic target for areduction in
malnutrition. More work needs to be done
by the TII community with FANTA on
setting realistic and appropriate targetsin
both underweight and stunting.

Anthropometry Overview

Presenter: Irwin J. Shorr isan experienced nutritionist, currently working as an independent
consultant on anthropometric nutrition assessment and evaluation, and isa Lecturer at the
Johns Hopkins University School of Hygiene and Public Health where he teaches the
anthropometry component of the Nutrition Assessment cour se.

This presentation followed the document “ Working Outline #1: Introduction to Anthropometry:
Definitions, Anthropometric Measurements, Derived Anthropometric Indices, Growth References,
Cutoff Points, Classification Systems’ contained in the participant binder; details and
clarifications from the presentation and this summary are included in this document.

Anthropometry means*body
measurements’. Two important components
of anthropometry are growth, where this
overview will focus, and body composition.
The most important measurements of

growth in the context of CSand Tl are
height and weight of preschool-age children.
Growth assessment isthe single
measurement that best defines the health and
nutritional status of children because
disturbances in health and nutrition,
regardless of their etiology, invariably affect
child growth. Anthropometry is very useful
for measuring overall hedlth status, not just
nutritional status. The Demographic and
Health Surveys Program (Measure DHSt),
the largest cross-sectional survey effort of its
kind worldwide, sought the best
measurement of health status for their
surveys, and was advised to include height
and weight of preschool-age children.

Clinical, biochemical, diet, and
anthropometry nutrition assessment methods
all have their strengths and weaknesses.
Anthropometry is rapid and reproducible,

where results can be made available quickly.
Anthropometry measurements are generally
easy to learn, culturally acceptable and
describe hedlth and nutritional status. Some
deficiencies, however, take time to show an
effect on growth. Seemingly small errors
can seep into an anthropometric
measurement procedure that are routine and
appear smple, yet can have a great impact
on how achild is classfied.

Anthropometry has many uses, including
population assessment, identification of
target groups, nutritional surveillance,
monitoring of nutritional status, evaluating
program impact, involvement in emergency
situations, sequential measurements, and
growth monitoring of individuals. Stature,
which is the proper term for the
measurement of linear growth, has two
components. recumbent length which is
measured on children less than 24 months of
age, and standing height, which is measured
on children 24 months and older. The terms
“height” and “length” are commonly used.
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Practical Tipsfrom Colleagues

Be sure to use either recumbent length or
standing height measurement methods for the
appropriate age group, since thereis no
algorithm that can accurately convert standing
height to recumbent length data or vice versa.
Irwin J. Shorr, Consultant

“Stunting,” low height-for-age (HA), has a
complicated etiology since it is an indicator
of poverty. Studies have shown that where
there are stunted children, they are usualy
members of households that are poor.
Poverty is defined in an area, and can
include poor access to health, water and
sanitation facilities, lower household
income, fewer possessions, higher infant and
child morbidity and mortality, greater
number of siblings, etc. KPC surveys
implemented by PV Os can identify the
associations of stunting with poverty in an
area. To have an effect on the prevalence of
stunting of preschool-age children in a
population, several issues must be addressed
that are related to poverty. PVOshave a
particular advantage in being able to have an
impact on stunting, since one of their
mandates is to raise the level of living of a
community in which they work where they
have along-term involvement through
programs that they implement.

Practical Tips from Colleagues

Among the emergency community, the term
“PEM” (protein-energy malnutrition) is being
avoided, as neither wasting nor stunting are
the result of only alack of food. Thereare
micronutrient, genetic, and environmental
issues, etc. that are also important.

Caroline Tanner, FANTA

According to WHO, the terms “ acute
malnutrition” or “chronic malnutrition”
should not be used since they infer causality.
Instead, use the terms “wasting” or
“stunting”, which are more observational.
Irwin J. Shorr, Consultant

Weight-for-height (WH) is a nutritional
status index that reflects current malnutrition

and is particularly useful in situations where
there isafood shortage, or in specia
situations where preschool -age children
experience food deprivation, such as famine,
or in refugee populations. When WH is low,
achildis classified as “wasted.”

Weight-for-age (WA) is the most familiar
nutritional status index, which is particularly
useful for growth monitoring where serid
weights are taken on a child over time.
When WA islow, achild is “underweight”.
On asingle cross-sectional survey, alow
WA cannot distinguish between stunting and
wasting, since a child with alow WA either
may have recently lost weight, or never
attained optimal linear growth, or exhibit a
combination of both.

Mid-upper arm circumference (MUAC) is
another measurement that indicates current
nutritional status. Sinceit is anearly age-
independent measurement, where the arm
circumference of children in a healthy
population remains fairly constant from
approximately 1 —5 years of age, itisa
useful screening tool, with 12.5 cm and
13.5 cm used as cutoff points.

While MUAC is a useful screening tool, it
should not be used as the sole measurement
for growth monitoring of preschool-age
children. At a growth-monitoring workshop
sponsored by AED, it was noted that one
PVO used MUAC asits only growth
monitoring measurement, which was
discouraged. Weight-for-age remains the
most useful anthropometric nutritional
status index for growth monitoring of
preschool-age children.

Some useful definitions:
Measurement: includes height, length,
weight, MUAC, etc,;
Index/indices. mathematical
relationship between two measurements,
or between a measurement and age;
eg., WH, HA, WA;
Indicator: use or application of
measurements or indices
(e.9., stunting—low height-for-age, is
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an indicator of poverty).

Rosalind Gibson (1990) identifies

“Nutritional Assessment Systems’ as:

- Nutrition surveys: cross sectional
assessment of populations or groups,
Nutrition surveillance: continuous
monitoring of nutritional status of
selected popul ations/groups;

Nutrition monitoring: monitoring
individuals, e.g. growth monitoring and
promotion (GMP);

Nutrition screening: assessing the
nutritional status of individuals usualy
in emergency situations or refugee
populations.

Practical Tipsfrom Colleagues

In astudy conducted by Berry and Neiberg
(1991) the prevalence of wasting in arefugee
camp remained high since new cases of wasted
children entered the camp, but morbidity and
mortality decreased through the efforts of
programs; therefore, assessing other health
status measurements in addition to wasting may
beindicated in such situations.

Irwin J. Shorr, Consultant

Height and weight measurements mean little
unless compared to a growth reference.
Instead of the term “standard,” which
originated from the “Harvard Standard” that
was developed in 1955, the preferred term
today is “growth reference”, which is used
to compare measurements. The
characteristics of areference population as
defined by WHO, include measurements
taken from a well-nourished population with
at least 200 children/age and sex group, and
from a cross-sectiona sample.

There have been several growth references
developed. The first was the “Harvard
Standard”, also known as the “Boston
Standard,” the “ Stuart-Meredith Standard”
or the “ Jdliffe Standard” since it was
popularized by Dr. Derrick B. Jliffein his
1955 WHO Monograph, “Assessment of the
Nutritional Status of the Community.”

Since the children who comprised this
growth reference were from an elite

population of Caucasian children in the
Boston area that were predominantly bottle-
fed, it is not as good a representation of the
growth of children as subsequent references.
The currently used NCHS/CDC/WHO
reference is comprised of children from both
cross-sectional surveys conducted between
1963-1974 with a better representation of
ethnic groups, breast and bottle-fed children,
etc., and from alongitudina study. One of
the major problems with this growth
reference is that the children who comprised
the 0 — 2-year-old group were from a
longitudina study of bottle-fed Caucasian
children from the Fels Research Ingtitute in
Yellow Springs, Ohio. Since the reference
curves were derived from two different
populations [i.e., the longitudina study for
under two's vs. the Household Examination
Surveys (HES) and the National Household
and Nutrition Examination Surveys
(NHANEY) cross-sectional surveys|, thereis
a gap between the curves of children less
than two years of age and greater than two
years of age that has presented problemsin
evaluating child growth using this growth
reference.

Another growth reference, based on more
recent NHANES surveys, used improved
sampling methodology and improved
statistical techniques to smooth the curves.
Also, an additional nutritional status index,
Body Mass Index (BMI), i.e., weight-for-
height®, has been added to the growth
reference. However, because of the high
obesity problem in the U.S., much of the
weight data was excluded from this growth
reference (i.e., al weights of children six
years and older), since, although it may be a
more accurate estimate of growth in the
U.S,, inclusion of this data would not be an
adequate comparison for the growth of
children or agood promationa tool.

Another growth reference, the Euro-Growth
Reference, was recently completed in 12
European countries with exclusively breast-
fed children. This growth referenceis
intended to be more international as well as
apromotional tool for breast-feeding.
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Since environment plays a more important
role than genetics in determining preschool-
age child nutritional status using
anthropometry, given an adequate
environment, preschool-age children around
the world should have similar growth
curves. The datafrom severa nationa
household nutrition and heath surveys
support this premise. For example, the HA,
WA, and WH Z-score distributions of a
“specia group” of children who were from a
higher socioeconomic status than the survey
children, were very similar in shape and
location in comparison to the NCHS growth
reference. The distributions of the same
nutritional status indices (HA, WA, and
WH) of the children who comprised the
survey population, athough genetically the
same as the children from the “ specia
group”, as expected, fell to the left of the
“specia group” and NCHS reference curves
(e.g., Haiti 1978, Egypt 1977, Cameroon
1978).

Although this phenomenon has been
demonstrated in many surveys worldwide,
i.e., that environment plays a more
important role than genetics in determining
preschool-age child nutritional status; this
concept is not readily accepted by al. In
spite of its limitations, the NCHS growth
reference has been used worldwide.

Practical Tipsfrom Colleagues

While some popul ations may appear for
example, tall or heavy, using one growth
reference for preschool-age children still
applies since environment plays a more
important role than genetics in determining
preschool-age child nutritional status;
genetics plays amore important rolein older
children. Thisisadifficult yet important
message to bring to people.
Irwin J. Shorr. Consultant
here are two applications of anthropometry
for PVO programs: first, for growth
monitoring and promotion (GMP) programs
where preschool-age children are usually

weighed over time and change plotted on a
growth chart, and second, where a cross-
sectional population survey isdone on a
sample of preschool-age children to assess
the nutritional status of a population. This
data can be used to compare to the NCHS
growth reference and associations made
with other household or community level
variables to identify the factors associated
with stunting, wasting, and underweight in
that population, which would give better
direction to a proposed intervention
program. A cross-sectional survey can be
repeated sometime later after an intervention
program is implemented to assess change.

There are three different types of cutoff
points that can be used to identify stunting,
wasting, and underweight. Percentilesare
useful but are problematic in classifying
children who fall outside the extreme
centiles of the growth reference (i.e., below
the 3¢ and above the 97" percentiles) since
they cannot be accurately classified. The
percent of median is very useful since it
provides a more precise estimate of the HA,
WH, and WA of apopulation, particularly
where stunting, wasting, and underweight
are expected, which is common in
developing countries. The median of the
NCHS growth reference isused since it is
the best comparison point in distributions of
HA, WH, and WA. For example, with HA,
in any population there will be afew tall
children, afew short children, and the rest
in-between. Since the few very tall or few
very short children do not adequately
represent the group, the median is selected
as the comparison point. The cutoff points
of <90%, <80% and <70% of reference
median for HA, WH and WA to define
stunting, wasting, and underweight
respectively, were selected because studies
have shown that significant increases occur
approximately at these three cut-off points
for various functional parameters, such as
mortality. Therefore, these cutoff points are
really not as arbitrary as it may appear.

-10-
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Practical Tipsfrom Colleagues

Stunting isvery hard to “see” in anindividual
child, while wasting is much more visible.
Irwin J. Shorr, Consultant

he preferred method of cutoff pointsis
Z-score, which is the number of standard
deviation units (SD) from the reference
median, which is“0Q” Z-score. The Z-score
gives a much more precise measurement of
stunting, wasting, and underweight than
percentiles or percent of median. The
Z-scoreis calculated by subtracting the
reference median from the actual
measurement, divided by one upper/lower
SD unit of the reference for the index of
concern (i.e,, HA, WH, or WA).

Practical Tipsfrom Colleagues

The use of the term “moderate” when

referring to malnutrition can detract from the

severity of the situation of achild at —2SD.
Irwin J. Shorr, Consultant

The following examples of caculations will
emphasi ze the advantages of using Z-score
over other cutoff point methods.
Calculations done by hand will yield dightly
different results than computer programs
(e.g., Epi Info, Anthro, etc.) since ageis
computed to the exact day using computer
programs. Also, a computer program will
automatically select the correct
denominator, i.e., either the upper or lower
SD unit depending on if the actual
measurement is less than or greater than the
reference median. Since the size of one SD
unit is used, the denominator will aways be
positive.

Practical Tipsfrom Colleagues

Many people are accustomed to using
percentiles and percent of medianin
population studies; promoting the use of
z-scores as the preferred method is needed.
Irwin J. Shorr, Consultant

In the first example, the weight of a girl who
is 2 years 3 monthsis 9.8 kg. Since 12.4 kg
is the reference median of girls of the same

age, the WA of the child being measured is
79.0%. According to percent of median, this
child is classified as underweight, since
79.0% is less than the cutoff point of 80%.
Although the girl’s WA isjust under the
cutoff point, calculating her WA using
Z-score calculation, her WA is—2.2 Z-score,
which gives avery distinct picture of the
severity of her weight-for-age since the
Z-score better shows where this child falls
on adistribution curve of the appropriate
NCHS WA growth reference. It isnot clear
from this statistic alone, however, how much
of thislow WA is accounted for by stunting,
wasting or a combination of both.

In the second example, a boy with a height
of 98.5 cm and weight of 13.0 kg has a
weight-for-height of 84.4% of reference
median (the reference median weight of a
boy who is98.5 cmis 15.4 kg). Since
84.4% is less than the cutoff point of 80%,
heis not wasted. However, when
caculating his WH using Z-score, hisWH is
—1.7 Z-score, which more clearly identifies
this child’ srisk, since hisWH Z-score is
very close to the —2 Z-score cut-off point.

In the third example, using percent of
median, a 3 year 5 month old boy with a
height of 93.2 cm is not stunted since his
HA is 94.7%, avaue that appears to be very
high. However, when thisboy’s HA is
calculated using Z-score, the result is—1.3
Z-score, which gives a clearer picture of
where this child fals in relation to the
NCHS growth curve. Program staff may
misinterpret HA as adequate or without risk
just because it is greater than 90%.

In the final example, aboy who is 2 years 4
months old is 81.0 cm. His height-for-age is
91.1% of reference median, which means he
is not classified as stunted using 90% of
reference median as the cutoff point. When
calculating this same child’'s height-for-age
using Z-score, the result is —2.26 Z-score;
using this method, the child is classified as
stunted! Why the difference? Which
calculation and classification is correct?

-11-
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Isthis child stunted or not? One of the
problems with percent of median is that
athough 90% of reference median is the
cutoff point for HA where achild who has a
HA below the cut-off point is classified as
stunted, each age group of children actualy
has a different cut-off point when using
percent of median. For example, the cutoff
point at —2 Z-score of boys 2 years 4 months
is 92.2%; for boys 3 years 5 months, it is
91.1%; for boys 4 years 4 months, it is

91.7%. Therefore, using a cutoff point of
90% for dl children may create problemsin
properly classifying children’s nutritional
status—using Z-score eliminates this
problem.

Practical Tipsfrom Colleagues

Why Use Z-score?

- Z-score cutoff point always at —2 Z-score

- Different cutoff pointsfor % of median for
different ages of children

- % median and Z-score can yield different
results—can cause misclassification

- Clearer interpretation of Z-score

- Misleading interpretation of % of median

Irwin J. Shorr, Consultant

Using Anthropometry: Art or Science?

Presenter: Nina Schlossman is experienced in the full spectrum of food and nutrition activities,
from programs around the globe to policy, physiological, and scientific aspects. Sheis President
and Manager of Global Food & Nutrition, Inc (GF&N), a consulting firm located in Maryland.

PV Os who were accustomed to working
with the Child Survival Grants Program
(CSGP) are now beginning to work with TlI
resources, while at the same time TlI
Cooperating Sponsors are adding CS
componentsto their programs. Inthe U.S.
there are alot of food aid commodities, and
these are often “pushed” into programs
along with adesire to meet the demand and

supply.

How can PV Os make decisions using the
data from anthropometric studies in either
program? On the TIl side there are some
very specific requirements on measuring
impact—and thisistrue on the CS side as
well. Thereisan effort now to try and
harmonize some of the indicators of both
programs. Some of the anthropometric tools
will help in this.

In choosing indicators, it is easier to weigh
than measure length: it isfaster, and it is
easier to standardize a spring scale. WA is
very common, and is used mainly for
impact. The very recent nutrition
conference held in Vienna emphasized that
when measuring health and nutrition, it is
important to think of both under- and over-

nutrition. Under-nutrition beginsin utero,
and it is therefore important to focus on the
mother before and during her pregnancy.
Each year 26 million babies are born too
small to lead hedthy lives.

There are also 230 million pre-school age
children who are stunted due to multiple
causes. About 7 million stunted children a
year are going to dieasaresult. Onthe
adult side, 15 percent of adults are too thin
to lead productive lives—their premature
mortality is double that of healthy adults.

Alternatively, there is a growing problem
with over-nutrition. 150 million adults are
overweight. 15 million of them will die
prematurely from diseases related to obesity.
Over-weight is a combination of factors
related to eating, exercise, and other factors.
Every country has problems of under- and
over-nutrition. Both conditions have public
health and therefore program implications.
Countries have to make nutrition
programming decisions and they use
anthropometric measurements just as
program staff do, focusing on the same
kinds of information. A PVO may be doing
asurvey, and read the Ministry of Planning
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or Ministry of Statistics report, and find
discrepancies, yet it is possible to harmonize
the available information sufficiently to
make decisions.

In afood security program a household is
usually targeted. If ahousehold has known
food security issues, different children may
be affected very differently. In families, a
program may be targeting a malnourished
child yet find an older sbling who is
overweight. This can, for example, affect
the age range targeted. Both under- and
over- weight are related to sex, age, weight,
and height.

UNICEF s Conceptua Framework for
Nutrition Programs (see page 37) examines
causes of malnutrition and potential
resources. There are many causes that are
outside of program control, and there are
also results which are difficult to attribute.
If aprogram selects a particular indicator,
set targets, and documents a certain amount
of change, how sureisit that the positive or
negative change identified was attributed to
the program? This requires looking at other
information, looking at standardized
information which allows comparison with
what is happening in the project area with
what is happening regionaly or nationally
(for example, DHS results).

Everything isrelative. It isimportant to be
able to interpret datain away that makes
sense to the context.

Some PVOs are afraid of setting targets,
because they are afraid their resources will
be either cut or tied to meeting these targets.
That is not the fact, though. It isimportant
to be able to figure out why things are
happening, and what a program can do (or
not do). In asituation like that faced in
Haiti where the food security situation
remains as it was 40 years ago, where 70%
of families are in poverty, it is unclear what
effect Tl could have. Whether the program
will be cut or increased ends up being more
of apolitical decision than one based on a
particular result.

There are some tools available to PVOsto
strengthen their case, and everyone has
similar issuesin their programs. If PVOs
have the “building blocks™ of
anthropometry, and select indicators that can
be compared, they will enrich the wider
understanding of the programming
community. All jointly aim for the god of
improved nutrition, well-being, and health
of the families with which they are working,
and it isin everyon€e's best interest to work
in complementary ways.

Different indicators and indices are
appropriate for different populations.
MUAC, skin fold thickness measure (sub-
cutaneous fat), and BMI al have their
limitations, and the focus of this
presentation is on weight and height among
children. Sometimes an indicator is
selected because it is redistic, even though
there may be something else theoretically
more precise. PVOsknow their redlity.

HA shows stunting, but cannot measure a
short-term change, so it is used for
measuring impact by using it at baseline,
mid-point and end-point over afive-year
period (or sometimes a shorter period). WH
shows wagting, and it is especiadly useful if
the exact age of the child is unavailable.
(There are ways to get pretty close age
determinations, though). WH and WA are
both more susceptible to short-term changes,
and when working with the severely

mal nourished acute change may have more
drastic consequences.

Practical Tipsfrom Colleagues

Itisnot required in Tl to attribute positive
change directly to your program (i.e., the
program “caused” the positive change).
Rather, it needs to be documented that the
program had a“ plausible association” to
the change.

Paige Harrigan, FANTA

For children, weight alone is difficult to
interpret unless related to age or height. In
summary, the three indices are for

-13-
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measuring different situations, and it is
therefore essential to determine the purpose
of measuring in order to make the best
selection of method. Different methods are
needed if the program istrying to select
populations or individuals based on risk, or
if it is going to conduct screening, or if it
aims to select people or populations for
interventions (and needs to predict the
benefit), or if it will evauate effects of
changing nutritional, health or socio-
economic influences.

In the Tl community, there has been some
CONSensus among organi zations about
indicators, and the community is now seeing
fabulous changes based on policy
recommendations and through work
between FANTA and PV Os, getting to
indicators that are doable and measurable
and which can start a process.

PV Os will need to do an assessment, figure
out what the problem is, choose the
appropriate target, and then pick relevant
indicators.

PV Os have been very involved in the choice
of indicators, and this continues. With
indicators, the less we know about
something, the more black and white it is,
the easier itisto takeastand onit. The
more we know about something, the more
layers there are, the more complex it is.

With the CSGP, the process of indicator
development and choice is becoming much
more collaborative over time, and the
processis very open now. IntheTII
community, through FAM there has been
input about how to develop their indicators.
Clearly, PVOs have alot of latitude in both
programs.

Regarding the sensitivity and specificity of
indicators, it is important to be able to
separate out the people targeted. To select
an indicator, typically there is a screening
test to determine how many of the target
groups are selected correctly (based on a
cut-off point). PVOs want to select the right

cut-off point and adequate sensitivity; for
example, those that die or those that survive.
As afurther example, low WH has a greater
sengitivity than HA when identifying those
who will die in the short term.

Anthropometric data are useful for a number
of purposes. It can be used asa screening
tool to identify individuals or groups for
entry into or exit from a specific program
(e.g. dl children <24 months with WA <-2
SD--cut-off points are important). It can be
used as proxies, as an outcome measure to
identify social or economic inequity, food
insecurity, or poverty. The World Bank
conducts poverty assessment, and these tend
to focus on the poorest areas: comparing
PV O program results against these data sets
may be more useful than even the DHS
which may include urban populations. CS
often targets remote areas that may not have
been included in national surveys.

Anthropometric data are useful asa
monitoring tool to provide management
feedback (e.g., the percentage of children
eligible for the program). Note that looking
at weight gain/loss over three monthsis
recommended since there may not be much
weight gain documented in a shorter period,
and children may not attend every month
either.

Stunting should not be ignored, however.
Even in a hedthy population, 2-3% of
children can be expected to be below —2SD.

Indicators can be creatively useful, for
example, one used in Tajikistan measured
“keeping the status quo”, in comparison to
seeing aworsening Situation (thiswasin an
elderly population). When selecting an
indicator, it is important also to look at
issues such as geographical distribution,
seasonality, and its “reasonability” in the
context.

And lastly, anthropometric data are aso
useful as an evaluation tool (percent of
actua change in indicator).

-14-
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<= Comments, L essons-L earned, and Studies Around Program- and
Project-level 1ssues

What changes (in stunting, wasting, and underweight) can be expected over a 3-5 year activity
period?

The actual magnitude of these changes is difficult to determine, and each country has its own set
of mitigating circumstances. Projects can
Practical Tipsfrom Colleagues get some confidence about the direction of
the change, however. What isimportant is
In some cases, the sample size determinesthe target, | to look for “reasonableness’ and perhaps
for example, the KPC sample sizeis set for a10 % even more importantly, be able to outline a
confidence level. process, rather than a set answer, designed
to get at the determinants of the problem, at

To detect achange of only 1% ayear in five yearsin how tractable the problem is, and the
CS, it issuggested to go cluster sampling in alarger

sample size. The new KPC includes guidancein reallty_ of mak.l ng adlfferegce Inalt.he f
this method. operating environment. The quality of a

process set in motion could potentialy be
To cut the expected degree of change from 10%toa | Of greater value than meeting a set target.

5%, the sample size must be squared. To double Projects, which seek a straight-lined
precision, the sample size needs to be four times as prevalence, for example, 1%, change a
large; meaning there will be four times the work. year, are not necessarily informed or

related to the operating Situation. Targets
can be revisited, but initial targets should be based on an assessment of the situation.

Simon Maxwell suggested recently that in well-designed national-level nutrition programs a 1-
2% annud reduction in stunting a year could be expected. The causal relationships may not be
provable—and such estimates may be useful only for policy making and not necessarily for
program level planning. Some TII program results have been much greater, in shorter periods
and with smaller populations.

A compilation of what could be “expected” by countries or regions based off what has occurred
could be useful to PVOs; CSTS or FANTA could compile this information from CSGP and TlI
reported data and/or the available literature.

An dternative view is that alittle information can be a dangerous thing sometimes, not always
that helpful. What may be most helpful is PV Os showing what their organizations have actudly
done, rather than aiming for a theoretical level of success. USAID does not have a“chesat sheet”
that delineates expectations by country. It would be very difficult to factor in things like HIV,
where the same rate of malnutrition remaining in the community may actually be a good sign.
There needs to be some confidence evident that PV Os have done the research and know their
target area and community.

A relevant study about this topic is Dirk Schroeder’s (Emory University) meta-type analysis on
Save the Children field data looking to see what conclusions could result. (For reference
information, please contact Save the Children).
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Would there be a further benefit gained by focusing on children under one year of age rather
than children under the age of two?

The issue of whether to focus on children under-five (up to 59 months) or under-three (up to 36
months) or under-two (up to 24 months) in nutrition programming is not so much one of a “cut-
off” asit isone of ensuring that programs start with early contact with the mother and child. In
developing countries, stunting tends to increase rapidly during the first year of life and can reach
apeak in the 18 to 24 month range. Thereafter the stunting rates level off, yet by that time
irreversible nutritional damage may have occurred. Programs should therefore move to include
more comprehensive packages of preventive interventions that are needed in the first years of the
child'slife. Some suggest program options should be designed to cover the period of the child
during his/her time in-utero and beyond, in other words during gestation up to 24 or 36 months.
Maternal nutrition is a critical factor in achild's nutritiona status in infancy and childhood and
the influence will be seen in later adolescent and adult nutritional status. Some of the most
sensitive risk periods occur before the 12" month, but there is a general consensus that the first 24
to 36 months of life should be focused upon in nutrition programming.

Whileit is generaly agreed upon that the bulk of nutritional damage is done by age two, as
measured by stunted growth, there are still strong nutrition and health rationales to keep children
above age 24 months in nutrition programming. For example, a malnourished five-year old with
ARI should not be “missed” for treatment because that child is not participating in nutrition
programming. While this “older” 5 year- old may not be able to receive the full range of
preventive interventions, that child does deserve treatment for the ARI and nutritional
recuperation. Furthermore, dl other siblings in the household should be inquired about and their
Situations discussed, as there is good evidence that malnutrition does run in the family. It is
important to remember the inherent logic of looking at the whole picture, for example, by
potentially focusing on grandmothers in some settings. For children to maintain access to
interventions and program benefits after age two, one common approach is for children in the 24-
59 month age group to participate in GMP less frequently, oftentimes quarterly, but not
necessarily monthly, as is recommended for the under-two age group.

£ Case Studiesin Child Survival and Titlel |

CASE 1. Useof Anthropometry in a Project HOPE Child Survival
Program

Presenter: Luis Benaventeisthe Associate Director for Maternal and Child Health at Project
HOPE and Chair of CORE’s Nutrition Working Group.

One of Project HOPE's Child Surviva XII programsis close to the Amazon Basin, near |quitos,
in Peru. The priority areain the Huallaga Valley has about 150 communities, which used to bein
a prime coca-producing area back in the 1980s. The project focuses on how the eradication of
coca has impacted family income, health, and nutrition, and how this impact can be minimized.
To collect anthropometric data, only a few minutes were needed at the end of a scheduled
interview.
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In addition to project data, a DHS was conducted in 1996 and 2000 at national, regional, and
departmental levels. Additional questions were added to the KPC 2000+. Some comparison was
included by measuring communities that were not yet included by the MTE.

To ensure good quality data, Project HOPE used mixed teams. Five interventions were expected
to have an impact on anthropometric measurements: breastfeeding, complementary feeding,
vitamin A supplements, prevention of diarrhea, and deworming. The results indicated improved
documentation, goals met in reducing low HA, and proof that anthropometric datais easy to
collect and analyze.

To communicate with mothers, Project HOPE used WA, and discovered that mothers found WA
charts very difficult to understand. Project HOPE introduced nomograms as another tool to
explain WA, and through comparing pre-and post tests on educational sessions with mothers,
found no improvement in mother understanding of WA charts but significant improvement with
nomograms.

Project HOPE is switching over to LQAS, and has had to change its monitoring and evaluation
design. The project will be stratified into four different supervision areas (lots). Instead of an
intense effort for 2-3 weeks, LQAS will be continuous, enabling information to be available for
monitoring as well as evaluation purposes. Rather than keeping analysis at a very descriptive
level, the data will be further analyzed by MPH students, including anticipated comparison with
DHS data.

Practical Tipsfrom Colleagues

Using staff with a Tl background for Project HOPE's CS program provided a clear advantage: there
was limited experience in the Child Survival community in using anthropometric measurements.

To cut down on errors, it is best to have two people taking measurements: one doing the actual
measurement, and one recording results.

Some of the common micronutrient measures can be thought of as*expensive” but thisreally depends
upon the program objectives and role that thisinformation will play in a situational assessment. For
example, a serum retinol measure (Vitamin A) may be reasonably expensive, about $12 apiece
(Project Hope measured over 300 children), yet it may be afundamental aspect of your program.
Project Hope identified a critical need to test serum retinol rates, as no serum retinol dataexistedin
the program area. In their testing, Project HOPE found 72% prevalence of deficient serum retinol
levelsin the population. Hemoglobin measurement in blood is cheaper, each test costing about $2
each (in addition to direct measurement, Project Hope also had hemoglobin levels, available from the
DHS). lodine measurement, of salt, islower still in cost, costing less than $1 per test (in part because
the lab materials of the MOH were used).

Compliance with collection of biochemical datawas very high. Project HOPE distributed cocoa
enriched with iron and mothers were happy to receive someiron “back” into their diets.
Luis Benavente, Project HOPE
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CASE 2. Use of Anthropometry in a Save the Children Food Security
Program

Presenter: Thoric Cederstromisthe Food Security Policy Advisor at Save the Children

Anthropometry is a valuable aspect of food security programs. When children are doing well
with their health and nutritionally, the program is aso going well. Good data documenting
results also motivates donors, and sells well with the public. Save the Children (SC) has invested
in increasing its skill with anthropometry. Upcoming training with Irwin Shorr will be available
for other PV Os to access, and will be advertised through FAM.

In its food security programs, SC uses anthropometry in nutritiona surveys, especialy when not
much is known about a country or region of a country—such a case may require afull cross-
sectional survey. SC often works with the
Practical Tips from Colleagues CDC to design the sample frame, and for
analysis. Working with the CDC can
positively influence the donor community.

The choice of sample and the sample design are
areasto stress. If thedesignis not well thought

out, the results are distorted no matter how large i i
the sample size. Anthropometry is used for GMP, an essential

Thoric Cederstrom, Save the Children | component of TII programs. InTIl, SCis
committed to showing that its programs do
have a positive impact on children, documented by anthropometry. SC aso uses anthropometry
for program design: it is an integra part of SC's rapid food security assessment methodology.

Practical Tips from Colleagues A UNICEF diagram was explored (see page
37) which emphasizes the multi-faceted

The Radimer Scale is described on the FANTA aspects of malnutrition, where it is both a

website where there is a document that looks at result and acause. Itisimportant to

various subjective scales. Itisalso onthe USDA understand these relationships when

website under “ perceptions of hunger”. The scale collecting data sets, athough it is difficult to

has also been used in Honduras and Russiafor gauge the relative weight of each one.

research. (Please go to www.fantaproject.org)

We need to make sure hunger perceptions are C's Su_l’vey forma_it IS Contl_nual ly evolving.
transferable across cultures. From FANTA, expect | FOF Socio-economic data, field staff are
aprocess, a series of stepsthat can be used to adapt | 1NVOIVed in developing questions which fit
this scale to acountry. FANTA is not advocating the situation, meaning that the formis

its use for program evaluation now, but is asking constantly changing.

Cornell and Tufts Universities (with Africare and
World Vision, in Burkina Faso and Bangladesh), to SCisus ng the Radimer scale (Cornell) asa
seeif itis sensitive enough to note change over a4- | quantitative means through ten questions to
5 year period. understand anxieties and concerns about

Note that SC has had alot of trouble just translating hunger and food security. Results have

the Radimer scale correctly to keep the meaning ;een _comp;red with aggt‘_rc’p%r;(\i”c dt%ta’
comparable across languages and cultures, owing a strong correlation between the
Bruce Cogill (FANTA) | twointheU.S.

Thoric Cederstrom (SC) ]
Once SC has anthropometric data for

children and a data set in Epilnfo, valuable
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information can be derived. For example, overal mean z-scores for atotal sample (WA, HA,
WH) and the mean, SD, etc. of a SC program in Tagjikistan with a sample size of 729 children can
yield the prevalence of malnutrition, disaggregated by sex. Epilnfo can indicate if the
prevaences are significant.

Itis possible to look at urban/rural issues, and here SC found that prevalence was greater in the
rural areas, contrary to the expectation. Prevalence can aso broke it down by age group: SC
prefers to do this in 6-month segments, but Epilnfo does it by year. With a sample size of 729, it
is possible to break it down into three-month intervals.

The datain Tqjikistan shows ajump in stunting at the 12-23 month age group, so if the planisto
target feeding, this data shows the need to do a feeding program with the 6-12 month age group.
SC would aso look at underweight and wasting, breaking down prevalence geographicaly.

It could be helpful for CSTS to look at completed surveys and compare the cost. Generally, it can
be assumed that a baseline would be more expensive since an external consultant is often
contracted to provide objectivity. In this context, $15,000 can be cheap. It does not appear to cost
that much more to add anthropometric measures to a basdline.

SC has different monitoring and evaluation indicators. SC uses national, random data for
evauation, whereas monitoring is program-related, i.e. there are two different populations being
used for these functions.

Studies/references relevant to thistopic:
- FANTA islooking into whether the correlation between the Radimer scale and other
measures of food insecurity found in the U.S. will ill hold in the devel oping world.

To find out about reporting mortality, ARHC (Curamerica) has found that in some places
people will not want to say much about their children and what has happened to them over
the past year. It can taketime for relationships to form first.

The Emergency Nutrition Network (ENN) Field Exchange which isonline at
www.ennonline.net

Laura Caulfield (LINKAGES), the INCAP data in Guatemala, and some work that SC has
been doing looked at differences of length at 15 days compared to height at 3 years of age,
and now as adults. One variable was, after 3 months exclusive breastfeeding, mother and
baby were put on a specia supplement. At 3 years, those who were short at birth had made
up 3 cm (but not the compl ete difference), and those who were stunted at birth without
supplementation did not make up height. Adults did not show a difference. These
benchmarks in a research situation can be helpful even though PV Os do not normally work
with the structure of these programs. Refer to: "Interventions to improve complementary
food intakes of 6-12 month old infants in developing countries: Impact on growth, prevalence
of malnutrition, and potential contribution to child survival 1-4”. Laura E. Caulfield, PhD;
Sandra Huffman, ScD; Ellen Piwoz, ScD. Food and Nutr Bulletin 1999:20 183-200.

The INCAP work in Guatemala is documented in these three articles:
(1) Schroeder D., et d. "Age differences in the impact of supplementation on growth" J.
Nutr. 1995; 125 (Suppl 1) 1060-7.
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(2) Schroeder D., et d. "Patterns and predictors of participation and consumption of
supplement in an intervention study in Guatemala. Food Nutr Bulletin 1993; 14: 191-

200.

(3) Ruel MT. The natura history of growth failure: Importance of Intrauterine and Postnatal
Periods’ in "Nutrition and Growth" Martorrel R and F. Haschke eds. Nestle Foundation:
Workshop Series Pediatric program Vol. 47. Philadelphia, 2001.

Hands-On Weighing and Measuring

Presenter: Irwin Shorr isan experienced nutritionist, currently working as an independent
consultant on nutrition assessment and evaluation, and lecturing at the Johns Hopkins University
School of Hygiene and Public Health on anthropometry.

This optional evening presentation followed “ Working Outline #2: Anthropometry Training
Issues, Personnel, Measurements and Measuring Instruments’” document contained in the
participant binder. Extra details and clarifications from the presentation are included in this

summary.

Introduction: Rationale, Personne,
Instruments and Equipment

A justification for training in anthropometry
was reviewed as well as the different types
of data collection efforts (e.g., surveys,
growth monitoring, etc.) and personnel (e.g.,
data collectors, supervisors, etc.). Different
types of measuring instruments suitable for
field use were reviewed; some of these
instruments were on display during this
presentation. Beam balance/bar scales can
be very reliable, but are cumbersome and
impractical for household surveys. Low-
cost spring bathroom scales are unreliable,
where the spring stretches over time
resulting in inaccurate readings. Hanging
spring dia scales have been used for
decades to weigh preschool-age children up
to 25 kg and have had excellent track
records.

Training

The objective of training is to measure
competently with minimal measurement
error. There are four different types of
measurement errors. errors dueto
measuring instruments, techniques or
procedures, reading, or recording. ldealy,
measuring instruments should be used that
have alow error due to the instrument.
Measurement errors due to techniques or

procedure, reading, or recording, can be
addressed through training, where, with
proper training and practice, these errors can
be reduced.

When anthropometry is part of a survey with
other components, schedule the
anthropometry training during the last week
of the overall training just before data
collection begins.

Decideif al team members should receive
anthropometric measurement training, or if
only aspecia measurement team is the best
option because of limited training time or
for logistical reasons.

Training methods should be participatory,
experientia, interactive, and demonstrative.
It is better to train over time, for example,
for part of aday for one week, rather than
cram al anthropometry training into one or
two days. It isimportant to present basic
practical theory about weighing and
measuring (e.g., about stunting and wasting,
etc.) to increase data collectors
understanding of the measurements they will
take and for their overall ownership of the
survey effort. Train all participants together
from the beginning of each procedure
regardless of prior experience; do not
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assume that prior experience means
competency.

All trainees should practice measurementsin
groups, where trainees interchange the rolls
of measurer, assistant, subject and observer.
During practice sessions, mix teams and
team members to ensure that everyoneis
comfortable working with different partners.
Encourage “active’ observation of
techniques by participantsin training, and be
sure to actively observe their techniques
yourself asthetrainer. After teams practice
ameasurement procedure, it is important to
have open discussions among the trainees
about their experiences during practice, what
mistakes they made or any special
experiences they had during their practice
Sessions.

When adults are included in a data
collection effort, it is useful to first practice
measurements of height and weight on each
other during training. Be sure that thereis
enough room available to practice weighing
and measuring in atraining room. After
initial sessions, training should then take
place in a school, day care center, or village,
etc. where the teams go to a source of
children for practice.

Age of children can be one of the most
difficult pieces of datato collect. Accurate
ages are required for the age-dependent
anthropometric nutritional status indices of
height-for-age (HA) and weight-for-age
(WA). Theage of children can be assessed
through clinic records, immunization cards,
growth monitoring cards, birth/baptismal
records, home records, or event calendar.

M easur ements

During data collection, remember that some
mothers may be resistant to removing
clothes from their children since it may be
cold, or the mother smply may fed more
comfortable having her child covered at all
times. In these situations, a blanket can be
weighed and the scale tared (adjusted to zero
with the blanket). Then, the child can be
undressed and wrapped in the blanket and

placed on the scae; the weight of only the
child will appear in the display panel of a
digital scale or on a hanging spring dial
scale. If ascale cannot be adjusted to zero
with a blanket, then the blanket should be
weighed and subtracted from the weight of
the child and the blanket.

For height and length measurements there is
no need to undress a child; just remove
bulky clothing, shoes, sandals, €tc.

The importance of taking accurate
measurements cannot be over-emphasized.
Be aware that asmall errorina
measurement procedure can result in avery
large error in classifying a child using the
growth reference. This has particular
relevance in a growth-monitoring program
where the individual weights and/or heights
of achild are followed over time.

Practical Experience

Participants formed groups of four
people/group for training and practice of
standing height. The three important
positions to properly aign a person for the
measurement of standing height were
reviewed:

Knees & Feet

Not all people' s feet should be together for
the measurement of standing height or
recumbent length. While standing (or lying
down), some people have their knees
together and feet apart, others have their feet
together and knees apart, and others have
both knees and feet together. It isimportant
that a person assume the correct natural
position for him/her. For example, it would
be incorrect to force the feet of a person
together whose feet are apart and knees
together as his/her natura standing position,
which would take him/her out of alignment,
creating a procedural error that could result
in an incorrect height measurement. Ask an
older child or adult who is standing on a
measuring board to place his/her feet apart
and dowly bring them together until he/she
feelsthe first contact with either hig/her
knees, feet or both, and to stop immediately
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after contact. Thiswill be the correct
standing position for this person (knees
together and feet apart, feet together and

knees apart, or both feet and knees together).

For a preschool-age child, the measurer can
feel the child's knees and determine the
correct position of the child’s knees and feet
for standing height or recumbent length.

Midaxillary Line

To determine the correct placement of the
feet in relation to the back of the measuring
board, the midaxillary line must be
identified. The imaginary line drawn from
the tip of the shoulder to the hedl isthe
midaxillary line, which should be
perpendicular to the floor (i.e., the base of
the measuring board). There must be some
contact with the measuring board for
standing height, usually at least the buttocks.
For older children and adults or for
overweight/obese young children, this
means that most of the time, the feet will be
away from the back of the measuring board
rather than against it when the feet are
positioned according to the midaxillary line.

Frankfort Plane
To place the person’s head in proper

position, the Frankfort Plane must be
identified, which is the imaginary line drawn
from the bottom of the orbit of the eye (i.e.,
the eye socket) to the holein the ear (i.e., the
beginning of the auditory canal). Thisline
must be perpendicular to the back of the
measuring board. When a preschool-age
child’s head isin the proper position
according to the Frankfort Plane, most of the
time, his’her head will touch the back of the
measuring board. With an older child, an
overweight/obese child, and with most al
adults, there will be a space between the
back of the head and the measuring board,
since the circumference of the head is
smaller than the circumference of the chest.
Do not determine the position of the head by
looking at the top of the head; use the
Frankfort Plane to determine the proper head
position.

The groups continued measuring height
using the height boards provided and
recording their measurements. Reading and
recording techniques were reviewed as well
as the characteristics of different types of
scales on display.

Practical Tipsfrom Colleagues

Two people are required to hold ayoung child in the proper position for height or length. Defining the
normal, natural standing position of children is one of the essential components of height. Some children’s
knees meet before their feet do, and in others, the feet meet and the knees do not. Feet should not be forced
together if the knees touch and feet are apart. Positioning the head according to the Frankfort Planeis
essential, instead of using the crown of the head. Use the midaxillary line to determine if the person’s feet
should be placed against or away from the back of the measuring board. Pressing the movable headpiece
down to the crown of the head can be difficult. With some hairstyles, it isadvised to avoid estimating the
height of the hair or interfering barrette—take the measurement and write down a comment in the space

provided on a questionnaire or growth chart.

Irwin J. Shorr, Consultant
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EpiNut Anthropometry Data Analysis Software

Presenter: Tom Davisis a consultant with long-term contracts with Food for the Hungry and
Curamericas, experienced in planning, coordinating, implementing, and evaluating PHC, CS
and food security projects. Heis presently working on FAM’s TIl Monitoring Toolkit.

This optional evening presentation followed the document “ Analysis of Anthropometric Data
Using Epi Info” , organized as a series of steps. Participants had accessto Epi Info and project-

generated data setsto run examples.

Step #1: Look for “rounding” during
measur ement

Begin with a data set either in Epilnfo or
imported into Epilnfo with weight, height,
age, and sex of the child. The data set needs
to be examined, and the data cleaned.
Epilnfo can check for imprecision in
reporting of measurements taken during
anthropometry using “FinalDigit”. If
weighing was done perfectly, the final digits
should be fairly evenly distributed, as there
is no biologica reason why one ending digit
would be more common in children’s
weights than another.

In the sample provided however, the final
digits“0” and “5” were reported about twice
as often (22% and 23% ) as would be
expected (10%). It appears that the people
weighing children were not very precise,
“rounding” up and/or down to zero and 0.5
when taking weights. To ensure that what
you find is not due to chance, use the Epi
Table module of Epilnfo: Epi Table,
Probability, Binomial: Proportion vs.
Standard, and test for the most commonly
found digits, with the expected percentage
of 10%.

Practical Tipsfrom Colleagues
Rounding problems are not uncommon in
CSand TIl program data setsand it is not
recommended to throw out the original data
because of this. However, any potential
inconsistencies with rounding should be
noted in afinal report. PV Os should try,
over time, to improve the precision
measurement and reporting techniques.
Tom Davis, consultant

Step #2: Adding nutritional indices

The participant’s example added nutritional
indices to the data set (e.g. WAZ, HAZ,
WHZ) by using the EpiNut module. Select
indices, add to afile; then typein the drive,
subdirectory, and full name of thefile to
which to add indices. Then hit open. Pull-
down menus alow sdlection of variable
names for age, sex, weight, and height.
Variables are listed in alphabetical order.
Decide if deleted records will be included
(usualy not). When choosing indices (z-
scores, percentiles, percent of median)
remember that z-score indices are the most
common ones used in TIl and CS programs.

EpiNut automatically flags records that
appear to be measurement errors, such as
extremes in z-scores that are usually due to
poor measurement and are incompatible
with human life, or are very rare. Itis
generally not advisable to modify the way
records will be flagged, but if literature
indicates that z-scores exceed cut-offs for
flagging in your program population, these
can be changed.

Choose “process’ to add the indices, which
will provide an indication of how many
records were processed. Go into the
Analysis module, read the file, and see the
indices that EpiNut has added to thefile.

Step #3: Clean the data

Any records that have extreme values need
to be removed. Read the file with the
nutritional indices added and run the
Amissl.pgm (in the same subdirectory as
the main Epi Info program files). The
program will set extreme values to missing
so that they will not be included in the
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analysis. Such changes can be saved
permanently if you wish by using the Route
and Write Recfile command.

Step #4: Analyzethefilein EpiNut
Going out of the analysis module and back
into the EpiNut module, the data can be
analyzed. Choose Indices, Andyze from a
file. Open your file, select the variables
used for age and sex with the pull-down
menus, set the age range you would like to
anadyze (e.g. 0 and 24, 24 and 60), and
choose indices you would like to analyze.

If you used cluster sampling, be sure that
that is selected under the Option button, and
enter the variable name used for the cluster
number in the survey. If desired, changesin
the cut-offs for mild and severe malnutrition
can aso be made, but thisis not
recommended since the values given are the
international standards.

Once back to the other screen, hit Process to
analyze thefile. You will have three
windows (WA, HA, WH) available. The
analysis starts with z-scores, and then gives
tables for percentiles and percent of median.
Information is given on a number of items,
including malnutrition indicators.

EpiNut assumes you used a sample of
people to estimate the malnutrition levels for
alarger population. Since most likely you
did not include everyone in your study, the
numbers given are estimates. The
confidence interva (Cl) givesthe rangein
which the true number is expected to be
found. A CI isgiven for the manutrition
indicators and the means (e.g. mean z-
score). Remember that this Cl is based on a
design effect of 1.0, that of a smple random
sample. If you used a sampling method
other than smple random sampling or
something equivalent (e.g. LQAS), then the
Cl given in this module will not be accurate.
This can be corrected by using the Option
button mentioned earlier and letting Epilnfo
know what variable was holding the cluster
number.

Most likely, you will want to determine the
proportion of children underweight, wasted,
stunted, and those severely underweight,
wasted, and stunted, which should be
reported with ClI, if possible. If you
compare the baseline and final results and
find that the z-score has improved, and there
isno overlap of the Cl intervals, then the
improvement is considered to be statistically
significant. Otherwise, report the difference
in the two numbers (for example, % change
= (fina/basdline— 1) *100). The changein
the mean z-score for agroup of children
(e.g. children 6-23 months of age) is
sometimes used as an indicator for a project.
To see what happens to the mean z-score for
different age groups of children (for
example, if the difference between males
and females is dtatistically significant), see
Step 6.

The Exp ASCII button allows you to send a
particular table to afile that you can open up
inaword processor. The print button prints
thetable. Hit the graph button to make a
line graph (of the z-scores of the childrenin
your data set, for example). Choose
whatever nutritional index you want to
graph (HAZ, for example).

Step #5: (Optional): Set variablesfor
malnutrition manually to get accurate
estimates of any malnutrition

Since EpiNut does not include children with
edema when analyzing data, it is best not to
show EpiNut where your edema variable is
located. However, when analyzing for
malnutrition in general, you will want to
make sure that al children with bipedal
edema are labeled as manourished. To do
this, read in the file then run the edema
program. Usually this will not increase the
percentage of malnourished children by
much unless there is an inordinately high
number of children with edema.

Step #6: (Optional): Morein-depth
analyssusng WAZFAM, WHZFAM,
and HAZFAM.PGM

To see asnapshot of children’s nutritional
status at different ages, run the programs
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HAZFAM.PGM, WAZFAM.PGM, and
WHZFAM.PGM, which give the z-score
means, percentage below a given cut-off,
and patterns of stunting, wasting, and
underweight at different ages. (Thesefiles
were provided to participants on diskette by
the presenter.) INDICFAM.PGM gives
selected indicators for the three indices, and
analysis by gender using 2x2 tables.

Using the average HA z-scores from the
output of HAZFAM.PGM you can make a
graph to see what happens to height-for-age
at different ages. Keep in mind that thisisa
snapshot (cross-section) of children’s
average z-scores and may reflect food
availability at different time periods. It does
not show how a cohort of children grow as
they age, but it may be representative of that
if other changes in food availability and
mothers’ practices have not changed
significantly during the time period
represented by the graph (for most graphs,
the past 24 months).

Step #7:. (Optional): Standardized
prevalence

The standardized preva ence for the data set
can also be calculated using the Utilities
menu item. This represents the area of the

observed distribution by z-score which fals
outside the reference distribution.
Standardized prevalence is used as an
indicator of malnutrition by some agencies.

Step #8: Analysis of Nutritional Data on
Women: BMI

WOMENNUT.PGM analyzes height,
weight, and BMI for adult women. BMI is
calculated by dividing weight by height
squared.

Other References

- PA.N.D.A. (Practical Analysis of
Nutrition Data): atutorial on analyzing
nutrition data using SPSS from Kenya
Available at
http://www.tul ane.edu/~panda2/Analys
s2/ahome.html.
EpiNut online manual:
http://www.cdc.gov/epiinfo/epibman/ma
nchp23.htm
To download Epi Info, vs. 6.04c:
http://www.cdc.qgov/epiinfo/ei 6j.htm
To download Epi Info 2000:
http://www.cdc.gov/epiinfo/ei 2000.htm
Weblnstall for Epi Info 2000:
http://www.cdc.gov/epiinfo/

PART I1: USING THE KPC SURVEY AND OTHER TOOLS
FOR NUTRITION DECISION-MAKING

Understanding Why Malnutrition Exists

Presenter: Donna Espeut is a Research Analyst at ORC Macro, where she works for CSTSand
the DHSProjects. She has played an integral role in designing the KPC 2000+ Survey and field
guide, and provides technical support to PVOs engaged in Child Survival.

Correlates of malnutrition

Correlates of nutritional status identified by
workshop participants include: infection
(infectious disease), the status of women in
the household, lack of family planning/child
spacing, orphan-hood, low income,
parasitesiworms, lack of variety in diet, low
immunization coverage, poverty (low

income), inadequate breast feeding, lack of
credit, poor family food distribution, poor
food habits, low level of knowledge and
practice toward child feeding, poor hygiene
and sanitation, inadequate access to food,
conflict, poor materna nutrition, AIDS,
diarrhes, illiteracy, alcoholism, closed world
view, dangerous food taboos and myths,
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sub-optimal feeding practices, lack of
attention or love to the child, mental illness,
food insecurity, inadequate safe water
supply, and alack of potable water.

The presentation at hand focuses on survey
data (a KPC 2000+ binder was distributed to
participants), examining how the KPC can
help obtain information on these correlates.

Practical Tipsfor Colleagues

While CSTS does not yet have adata
analysis package (consultants like Tom
Davis have developed programs for Title 11
and Child Survival), in the near future we
would liketo havethis. The KPC snot a
“cut-and-paste” survey, but CSTSwould like
to ultimately put the Rapid Catch in amore
available form along with the means to be
able to analyze the key indicatorsit contains.
Donna Espeut, CSTS

On the generated list, some of the factors
where there may not be a proven link were
discussed in more detail, including

- “world view” : how the mother thinks
about her neighbors, for example, if the
mother believes neighbors or others could
make her child sick;

. mental illness: particularly depression
and how depression is viewed by different
€conomic classes,

- the strong link between years in school
(for girls) and future malnutrition: but there
is aless-clear relationship with illiteracy;

- credit: Timothy Frankenberger (CARE)
has written about the effects of socia
capital, and the ability to access formal or
informal credit (this may not have been
subjected to peer review, but is highly
regarded);

. cost recovery/user fees: there is debate on
both sides of thisissue: some believe there
would be aworsening in hedlth indicators
(refer to “ The bitterest pill of dl: the
collapse of the Africals Health System by
Simms, C. Rowson, M.t a, Save the
Children Fund (SCF), 2001; and for more
detail, a study referred to in the previous

document, a study in Nigeria that found user
feesincreased mortality: Murray, SF.,
1996, The costs of "adjustment”: User
Charges for Maternity Care, in Murray, S.F.
(ed), Midwives and Safe Motherhood,
International Perspectives on Midwifery,
Voal. 1), while work in Guatemala, “Where
there is adoctor”, showed that people using
adoctor, with user fees, had a decreased cost
compared to going directly to a pharmacy.
Also, Pia Schneider (Pia Schneider, Francois
P. Diop, and Sosthene Bucyana. March
2000. Development and Implementation of
Repayment Schemes in Rwanda. Technical
Report No. 45. Bethesda MD: Partnerships
for Health Reform Project, ABT Associates)
has also written about user fees, showing a
gradient of fees and what services people
would want based on fees they could afford,
with the community being involved in
choosing the services available for each set
fee.

Participants combined the correlates into the
following broad categories, for which
surveys, focus group, nationa level surveys,
and other means can be useful for obtaining
information:

Feeding practices
Environment/hygiene
Socio-economic factors

Health practices

Infectious diseases

Food utilization

Women's status

Caring practices

Policy issues (for example, those
related to land use, user fees, etc.)
Food access/availability

Child Spacing/Family Planning

CooNoOO~WDNE

10.
11.

The original KPC survey developed by
Johns Hopkins University had 56 questions
linked to 17 Child Survival indicators.
These have now been modulated so that the
survey can be more easily based on each
program’ s needs and context.
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Rapid Catch

The KPC survey includes what is termed the
“Rapid Catch”. The rationale behind the
Rapid Catch is that each project should
consider key items consisting of 26
guestions that are linked to 13 indicators.

Practical Tipsfor Colleagues

Projects should consider the number of
hours the mother is away from home, and
who (child or adult) istaking care of the
child while sheis away.

Tom Davis, consultant

Looking at the broad categories listed above,
these areas can be answered using the Rapid
Catch: feeding practices, environmenta and
hygiene issues, socio-economic factors,
hedlth practices, infectious diseases (while
there is no module on tuberculosis, there is
one on immunization—and there is one on
ARI, maaria, and HIV), women's status

(there may be qudity issues of the
information collected if thereis a Situation
where men are interacting with women
during data collection, yet there are some

Practical Tips for Colleagues

The former KPC had more knowledge
questions than the revised version, aswe felt
more qualitative means were more
appropriate to collect knowledge type
information. Suggested questions for
qualitative research are given in each
section. The exception to thisisthe HIV
module, which has more knowledge type
questions. Dueto its sensitive nature, much
of the type of discussion revolving around
HIV would not work well with focus
groups.

Jay Edison, ADRA

questions relating to women’s status on
employment outside the home, education,
decision-making, care-seeking and who are
the power-brokers inside the home, etc., and
on child spacing (there are questions
included on child density, spacing with the
older sibling, mother’ s knowledge of

methods, if is she using any methods, does
she know where to go).

The category “food utilization” is not now
collected in the KPC, and this would need to
come from focus groups, etc. Itishard to
quantify this type of information.

Caring practicesis not covered in the
guestionnaire. Y et these areas (loving,
caring, having a persona bowl for the child,
role of grandmothers, etc.) are important.
More study is needed to look at non-
maternal caregivers.

The KPC does not contain much on policy
issues (there is an area asking about water
and if it isavailable for most of the year) or
food security/food access/food utilization.
Although the KPC has a focus on practice, a
particular project may need more emphasis
on knowledge. The KPC can adapt it as
needed.

Nuts and Bolts of a KPC Survey

As afirst step, identify loca information
needs and gaps. This entails dialogue with
project staff and all stakeholders (including
local PV Os and community members) who
should have input into what goes into the
KPC survey.

Some data needs may not be quantifiable,
and for each data need, there must be
consideration of whether the KPC survey is
redly the best way to obtain information.
“Need to know” and “nice to know” are very
different, and for each additional and
perhaps unneeded question there will be
additional time needed for training as well

as bothering care-givers over items which
are dready very intimate. So it is essential
to distinguish between what is necessary and
relevant for project management and how to
implement project strategy.

Some issues like gender dynamics may not
be impacted by the project but may be
important to consider in implementation—so
this kind of information could be included in
the KPC.
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Keep it concise and programmatically
relevant, for example, could you partner
with someone who is working in this area,
rather than collect the information yourself?

The KPC is often implemented at the
beginning of a project to identify problems
and set objectives, and then again at the end
to see achievement of those objectives. It
usualy has 300 respondents, and thereforeis
not really designed to document change
from beginning to final. Projects may need
to consider what sample size is needed to
document change. While the KPC can be
used, it is best to employ a Satitician to
figure out the best sample size. The process
can be made participatory. Thisis helpful in
building consensus, not only just for the
rigor.

Practical Tipsfrom Colleagues

Thereisaformulato determine what sample
sizeto use. Inarandom sample, 96
respondents will provide a 95 percent
confidence level. When using clusters, the
sample size is doubled, which would be 192.
For Child Survival, the number was “bumped
up” to 300 since not every question relatesto
everyone.

Tom Davis, consultant

To best document change from basdline, if
not the KPC, a comparison group can show
attribution to a project. The KPC can be
used, but consider the sample size and
precison. A 300-sample size is not
sufficient to document a small change over
4-5 years. There should be sufficient
“power” (e.g. respondents in the sample) to
document that small of a change with
decision.

The number 300 came from the 30 cluster
methodol ogy, which was widely used for
EPI coverage. It isdesigned to be arapid
and efficient way to collect information on
an area. Thirty clusters are identified, and

10 interviews conducted in each cluster,
which gives a 300-sample size.

“Design effect” is another issue. Thereare
ways to improve efficiency. Twice aslarge
asample Szeis needed in a cluster sample
asin arandom sample. Thereisa section on
sampling options in the back of the binder
that discussesthis.

Another paper in the binder makes an
assessment of PV O projects, coming to
some conclusions based off KPC data. This
cannot be done with statistical significance,
and can only provide “directions’ or
“trends’. Rather than focusing on impact,
look at effectiveness in achieving certain
objectives and you can talk about your
coverage levels of certain practices, and
your outcomes as well. “Impact” can be
used but with less certainty that it is your
project that has achieved the change. You
can also draw comparisons with other
communities where you are not working,
and use that information in your analysis.

Practical Tipsfrom Colleagues

Child Survival, budgets are very tight, and
we do not have enough time to do this either.
If you can have both Child Survival and Title
Il projectstogether in the same area, you can
use the increased funding and flexibility fron
the Title 11 to do this.

Jay Edison, ADRA

USAID would like to encourage more
combining of Title Il and Child Survival.
There are synergies there that can be built on,
and you may not need to do another KPC
and/or you may find you can use Titlel|
data. There can be more money left in your
Child Survival budget for more
programming.

Nitin Madhav, USAID

In Benin, Africare isusing the preceding
birth technique to measure impact on child
survival.

Circe Trevant, Africare
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L QAS is another sampling option for KPC
surveys. Traditionally projects have used
30-cluster sampling which covers an entire
project areavery efficiently. If thereisa
need for sub-divisions in the project area
(and most project do have this need), and/or
thereis aneed or desire to monitor for high
or low performance areas, then consider
LQAS, which isafancy form of stratified
sampling. The sub-division could be a
health facility catchment area, catchment
area of a health worker or higher team, etc.
Theideabehind LQASisto seeif a
particular areais above or below a particular
threshold. For example, if immunization
coverage should be at a minimum at 60%,
LQAS indicates if each subdivision meets
this expectation. Resources can then be
targeted more effectively.

LQAS can be used at the beginning (it is not
just for project monitoring), but it requires
knowing your project a bit to define sub-
divisons, which may be known if you are
working in health facility areas. If aproject
has a sampling frame and is interested in
sampling households, there will need to be a
list of households, or of caregivers with
children under the age of two, etc. Early in
a project this may not be available (although
there are ways to get around that).

Practical Tipsfrom Colleagues

In Title Il we have bumped up sample sizes
(up to 1600), and we use similar methodol ogy
to the KPC and cal cul ations that shows
change over time. It doestake alot moretime
to do this, and it costs more to do this. World
Vision takes three weeks for data collection,
and uses four teams with atotal of 30 staff to
complete data collection and analysis.
Dorothy Scheffel, World Vision

The selection process must be random.
There are generally 19 interviews in each
subdivision, and based on these interviews
the surveyor will make a judgment on
whether the lot is performing at expectation.
With LQAS while there will not be coverage
estimates, it can be said that among dl
subdivisions, these “5” are performing

below expectation, or whatever number is
found. When all sub-divisions are grouped
together, it is possible to discuss about
percentage/coverage of the whole area with
precision: it just cannot be done for a
particular sub-division. Something to keep
in mind is that estimates with LQAS are
more precise than cluster sampling for a
similar size sample. If you have only 5
subdivisions then 19x 5= 95, not 300—and
there would be a sample of “1” or 10%
precision.

To maximize the amount of collected
information, par allel sampling is suggested.
Theideaisto collect information from
various members of one randomly selected
household. This savestime from having to
collect arandomly selected household for
each type of question. Paralel sampling is
discussed in the KPC field guide. To do
this, one randomly selected point
(household) isused. If inthat one
household information would be gathered
related to pregnancy it could also be decided
to ask additional questions to mothersin the
household with children under the age of
one. Pardlel sampling can be used to get a
lot of mothers of children of that age group.
As another example, for EPI there would be
questions for mothers with 12-23 months old
children; at the same time some information
could be collected from husbands, or
mothers-in-laws.

The KPC traditionally focuses on mothers of
under-twos, and this is now broadening.
What is important is to target the child and
whoever is higher caregiver. So identify the
under-twos, and then interview the
caregiver, regardless of the relationship. A
lot of projects are doing this, especidly in
high HIV areas. By only limiting the
sample to children cared for by biological
mothers a project may be eliminating a very
high-risk group of children.

The KPC survey ismorethan atoal, itisa
process designed to be participatory, to
engage partners, and to use information that
is gathered.
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<= History of the KPC Survey

Presenter: Jay Edison isthe Health Director for ADRA, and serves as the Chair of The CORE
Group’ s Monitoring and Evaluation Working Group.

The KPC began with Johns Hopkins
University’s Child Surviva Support
Program in the mid 1980s, born out of a
need in Child Surviva programs. About
three years ago, the CORE M& E Working
Group discussed the need to re-visit the
KPC survey. Technical assistance was
sought from CSTS (which has been
excellent)--we can hardly give Donna
Espeut enough credit, and Sandra Bertoli at
CSTS. Therevision has been under the
direction of the KPC Review Taskforce,
which is rather informal. Thefirst year was
alot of work, going through the survey
question by question, looking at the purpose
of the survey and the philosophy that would
stand behind it.

The survey has two major uses from its
origin: 1. as amanagement tool and to
derive information on indicators, 2. Itis
also being used by most agencies as away
to show resultsimpact. It isinadequate for
this purpose as the sample size cannot show
impact reliably.

The revised KPC has new subjects (HIV,
malaria, nutrition) and has been
modularized, so that it can be varied
according to project needs. Some principles
which Taskforce members kept in mind
include relative smplicity, intentional
formatting for hand-tabulation (computer
useis not necessary athough most people
do use acomputer). It should never be
taken as-is and plugged into a project. It
should be reviewed and modified to make it
culturaly appropriate and to fit into the
unique project set of interventions.

The CORE M&E Working Group likes to
hear back from people on how they use the

survey. We encourage people to experiment
with the survey and use it in different ways.
Some working examples of thisinclude
OlgaWoalinka (WR) who developed away
in Mozambique to survey quarterly for
monitoring using just some questions,
thereby conducting many mini-surveys,
choosing questions as the project progresses,
which deal with various knowledge needs.
ADRA in Zambiaistaking afew of the
guestions each quarter and making them the
subject of focus groups. Thereisan
innovative use of the survey for project
solving, developed by Bill Weiss.

Some people erroneously say, “We use
LQAS, not the KPC”. Organizations can
use various sampling methods with the
survey, including LQAS. In the updated
version of the field guide, the relative
advantages of the sampling methods are
discussed.

The CORE M&E Working Group is pleased
that FAM has become interested in the KPC.
FAM was asked to give input into the
nutrition portion of the survey, and this
workshop evolved out of this exercise. The
CORE Nuitrition Working Group has been
helpful in developing the nutrition module.

One of the hopes for this workshop was
“convergence’ between FAM and CORE. It
may be helpful to look more to child hedlth
and less at child survival, regardless of the
funding source. These surveys can help do
that.

There are still more materials that will be
added which will be on the CORE (and
maybe FAM) websites shortly. Itisa
“continua draft”. There will continue to be
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aneed for the KPC Revision Taskforce. For
example, the Taskforce is beginning
discussions on the changing pattern of
families, largely due to the AIDS epidemic--
the survey is based on interviewing a
mother, and it may need to focus on an older
sibling or other caretaker, as families may
not have a mother. The survey aso will
need to accommodate a focus on household-
community IMCI as the make-up of projects
change in conformity to the IMCI model. It
is becoming clear that many people are not
being reached at facility levels. Projects
must go beyond facilities to the family and
household level. The IMCI modd is
evolving and its three elements (care of the
child outside the facility; improving the
relationship between the household and

facility; and promulgation of behavior
change practices) are being documented. A
very good IMCI report (“Reaching
Communities for Child Health and

Nutrition: A Framework for Household and
Community IMCI”) can be found on the
CSTS website under “documents’. We need
to study how the KPC can relate to this. Itis
more a matter of formatting, and the
emphasis is more on integrating, and

treating the child as a whole person and not
just a case of diarrhea, which is not so
different from what PV Os are doing, just
putting it in amore logica framework. The
Taskforce is so grateful for the help given by
Donna Espeut and Sandra Bertoli at CSTS,
and the product is far beyond what we had

hoped for.

Using the KPC 2000+ for Community-level Nutrition Under standing

== Small Group Activity

Five small groups organized around broad
program focus categories worked on an
exercise to use the KPC2000+ to collect
information on nutrition correlates relevant
to their broad categories. A case was
distributed to provide background for the
following tasks

Task 1.
Visualy display the correlate’ s relationship
to nutritional status.

Task 2:

Make alist of issues related to the correlate,
differentiating factors the project can
influence in alimited period of time and
items which might be beyond the scope of a
single project.

Task 3:
Determine what issues related to the
correlate could be covered in a KPC survey.

Task 4:
Look at the list of issues to be addressed in
the survey. What KPC2000+ modules are

relevant? What are some indicators related
to these issues? Consider differentials (e.g.
by sex of the child, place of residence) that
could be explored in the group’s KPC
survey. Are there important questions
related to the correlate that are not included
in the generic KPC2000+? A KPC survey
collects quantifiable information. What
guestions or themes related to the correlate
could be explored using quditative
methods?

Practical Tipsfrom Colleagues

ACTIONAID hasamanual that links health
and literacy entitled The Reflect Mother
Manual (ISBN: 1 872502 44X, from
ACTIONAID, Hamlyn House, Archway,
London N19 5PG. Tel: 020 75617561.
Fax: 020-7263-7599), which ADRA isjust
starting to use in eastern Zambiain its Child
Survival project. Mother’s develop their
own learning materials. The words they
learn are generated by their discussion of
village mapping, etc. Mothersthen write
their own family health action plan--they
learn to write right along with learning to
read.

Jav Edison, ADRA

-31-



Nutrition Works == September 5-7, 2001

Groups reported back in plenary with
highlights of their discussions.

Child Spacing Group:

Members discussed two indicators. They
saw a need to look at the number of children
under age five to get an idea of the child
spacing that is happening in the family. Ina
short program there may not be alot of
change seen in this age group, despite
wanting to change peopl€e's perception of
child spacing and what people think is the
ideal family size, or space between children.
There is aneed to ask both the mother or the
husband/father, and possibly the mother-in-
law, these types of questions. The group
also discussed looking at socio-economic
and rural/urban group differentials. Attitude
questions are not included in the KPC2000+,
although there is a question on contraceptive
use (which should be related to this topic).
Some information may better be obtained
through qualitative means rather than as
added questions to the KPC survey. For
example, there are more effective ways to
find out if people know they could obtain
commodities, or find out if they have had a
discussion with their husband or wife about
child spacing.

Women's Health and Social Status Group:
The group wants to address women’s
education, since women with more limited
education tend to marry earlier. The
background piece of the KPC2000+ does
cover thiswith “years of school”. A
potentia indicator could be “ percentage of
women who are functiondly literate”
athough this would have to be defined.
Thereis aneed to consider differentials
including urban/rural households, if families
live close to aschool or not, and ethnicity.
An exploration of the age of marriage and
perceptions of ideal age could be added to
the qualitative research list.

Infectious Disease Group:
The group looked at the indicators listed
under malaria, diarrheaand HIV/AIDS, and

choose five indicators, spending most of the
allotted time looking at malaria. Selected
differentials included sex and age difference
with who slept under treated bednets. |If
thereis a net subsidy program in the project
areafor purchase of bednets for certain
target groups, they would add a question to
see if the bednets went to the targeted group,
and if those with bednets would have been
digible for the subsidy. Qualitative issues
to consider include looking at dleeping
habits in the household, seasonability issues,
and what kind of bed they use and how that
would affect the bednet they would receive.

Water and Sanitation Group:

In terms of designing the KPC, the group
looked specificaly at diarrhea, ARI,
malaria, and water. KPC2000+ background
information is also relevant since women
with more education have better health
practices. The group chose some relevant
indicators. Differentia discussed included
taking a closer look at differencesin
urban/rura areas in water quality, and
sources of water. The group felt a good
focus group topic would be “what do you do
to make your water safe’. Thereisa
question in the KPC2000+ about whether
the water sourceis available all year.
Qualitatively, it would be useful to look at
peopl€'s perceptions on environment and
disease, and how people choose their source
of water.

I nfant/Child Feeding Group:

Issues of concern to the group included
mother-in-law’ s authority, breastfeeding
practices, and the result of leaving children
at home while the mother is awvay. Relevant
indicators were selected. A discussed
differential was sonsvs. daughters. The
group looked for an index or score so the
project could look at the nature and
frequency of the feedings and determine the
number of calories that actually get into the
child. The KPC2000+ is more oriented to
the qudity of food, or types of food, and
does not provide much sense of what the
child actualy ate. It would not be easy to
come up with this type of information in a

-3
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quick survey format. Qudlitative issuesto
consider include visiting the home casually
before the survey to learn more about the
culture, and identifying complementary
foods. The quditative questions would be
asked before, rather than after, the survey.
A mother may do many things, and if the
focusis only on frequency the project staff
may miss some of the other things she does.
One suggestion given was to assign “points’
for various relevant activities such as
breastfeeding, holding the child during
feeding, having a separate food/bowl for the
child, frequency, etc. It was noted that
during the first “stab” of the KPC revision

CSTS did develop afood frequency score
that took into account diversity quantity, but
that PV Os found this very complicated
during field trials—it had a 24-hour and 7
day recall portion. Thisrequired along time

for training interviewers, and at the end

PV Os were unsure how to use the collected
data. CSTSisdtill grappling with this kind
of index measure

News Bulletin: Upcoming Book

A new, upcoming book entitled National and Regional
Household Nutrition and Health Surveys. Use of
Information for Program Planning, Implementation and
Policy Formation will be edited by Irwin J. Shorr and
Michael C. Latham.

Those interested in becoming contributors of PVO
experiences can contact Irwin Shorr at ijshorr@erols.comor
Michael Latham at M CL 6@cornell.edu.

< Case Study on KPC Use

CASE 3: Partnership and the KPC: IRC’s Experiencein Rwanda

Presenter: Emmanuel d'Harcourt isthe Child Survival Technical Advisor for IRC.

Background

The IRC is using the KPC in Rwanda, as part of a partnership-building experience in its Child
Survival project. Rwandais mostly rural, densely populated country with avery low health status.
It was devastated in the 1994 genocide which impacted conducting the KPC—among other
issues, it isnow hard to find qualified staff. IRC’'s Child Survival project isin Kibungo near
Burundi and Tanzania. Malariais more common here. The project area has a population of
626,000, a CMR of 256/1000 (DHS 2000) and very high rates of underweight. IRC has been in

Kibungo since 1994 doing hedlth work.

The Survey (Goals, M ethodology, Results)

IRC wanted to obtain basdline numbers, but also to increase understanding of the program—
understanding was not great before the KPC. IRC also wanted to increase MOH capacity. IRC
had never conducted a KPC, and wanted the MOH to be able to learn this along with its own

staff.

IRC attempted to double the sample size to 600, which was not fully successful. There were 60
clusters. The survey had questions on nutrition, immunization, childhood diseases, child spacing,
materna health and newborn care, and was devel oped with MOH input. It did not include
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anthropometry, since a UNICEF survey had just been conducted and since IRC had such trouble
finding qualified people, and it was felt (perhaps wrongly in retrospect) that collecting
anthropometric measurements would put IRC “over the edge’. Asthe project site was very
densely populated, this eased survey taking.

Results

IRC's results show good infant feeding patterns except during illness, when families fed less or
stopped feeding during some illnesses, and aso cut fluids. EPI coverage was good, and there was
avitamin A campaign underway which resulted in high vitamin A levels (athough routine
vitamin A distribution was poor). Growth monitoring coverage was very poor. Almost no one
was using mosquito nets. Some of the ways IRC presents its results in graphics form were
shared.

Mosquito net use

The Partnership

IRC has many partners, including the MOH at al levels, community members, and the EU which
has a huge district support program. There were both good and bad things going on in the
partnerships. The proposal had been written in consultation with partners. There were some
health activities underway, and IRC had been there awhile. But, the proposal had been written by
a consultant, and the partners did not know the program well. People were used to large amounts
of emergency funding, and IRC's Child Survival contribution was more technical know-how and
not much cash, which led to lower levels of interest.

The survey was conducted in September, but during the previous May IRC went to a CSTS
workshop in Dakar along with one of the district medical officers. This gave the project a good
start, with IRC willing to share the “ perks’ of travel with the local partner.

Prior to the survey, someone from the MOH had to help prepare a welcome and timeline for the
consultant, who came for the MOH aswell asfor IRC. The consultant arrived in August. Instead
of having the consultant make a presentation to the MOH on the KPC plans, the regional
administrator made the presentation to the MOH. This completely changed the tone, having
someone on the “inside” discuss what would be taking place.

IRC used a*“ core team concept” which involved an executive team that actually got things done,
selected by the regional administrator; two central MOH people were on the core team. This
ensured that the survey did not belong to IRC or the consultant, but kept the MOH equaly
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involved. The core team was trained, and they agreed on the questionnaire (which in turn
selected the indicators and ultimately defined the program).

IRC had a problem with the sampling and in the process of working this out the core team
members learned about sampling too, including an MOH staff who then taught it to his
colleagues. The core team members aso spent time in the field supervising the supervisors and
presented data to district leaders. This resulted in the MOH regiond director, upon hearing the
results of the KPC, saying, “We have alot of work to do.” After the KPC, the core team
basicaly stayed together and became the DIP core team.

Successes
Many people were very involved, and these same people owned the results, enabling good

partnership. MOH capacity was increased.

Problems

These included logistics snafus, questionable selection of surveyors and supervisors (IRC did not
make these selections and there was a lot of nepotism), and tensions between the core team and
surveyors and supervisors. |RC experienced great partnership with the core team (basically
district level people) but not with the other levels. There was little involvement from health
center level. Clearly, it is not enough to only involve the district level but projects need to
involve people who are closer to the field.

Benefits of Partnership

Many benefits have been realized, from increased human resources, easier logistics, greater
understanding of the program and greater acceptance of KPC results to greater participation in the
DIP process. The program is more likely to be successful.

Costs of Partnership

To strengthen partnership cost time and money (but funding will ultimately be saved over time),
and required compromise. AsaPVO you may not have every indicator you want, and you may
end up with some extraindicators aswell. IRC’'s KPC cost US $18,500 or $30 per household.

A number of key ingredients necessary for success were identified:

1) an approving authority (quite high up)

2) a“Trojan horse’ —who provided essentia help. IRC'swas the regional administrator

3) aconsultant who facilitates rather than dictates

4) dtructure for team building (core team is essential)

5) short-and long-term reward. It isimportant to ask questions such as “Why would people
want to do asurvey?’ “Will they persondly learn something new?’ “Will there be a
financia advantage?’

6) willingnessto compromise

7) fun— absolutely key when working long hours.

Some questions IRC had to ask itself, which could be relevant to other PV Os, include payment of
the core team, whether the consultant’s culture of origin affects hisher effectivenessin building
partnership, and whether it is aways necessary to have a consultant to do a KPC.
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IMCI Food Box and Food Box Adaptation Using TIPs
Presenter: Marcia Griffithsis President of the Manoff Group and iswidely known for her
fieldwork, technical expertise, and innovative programming in applied nutrition and social

marketing.

IMCI’sfocus is on reducing child mortality.
IMCI began as an assessment diagnosis and
treatment algorithm for use in health facilities
to provide integrated care centered on five
causes of childhood death. With IMCI, for

the first time, nutrition is getting a “ seat at the
table’ with other MCH program units or
diarrhea, ARI, meases and malaria. Because
the IMCI protocol was developed for hedlth
services there continuesto be alot

of discussion about what IMCI
implementation means at the community
level. Currently, as defined by UNICEF,
IMCI in the community focuses on 16
behaviors, including severd related to
nutrition being included. A chalengeisto
ensure that work done on nutrition is relevant
for both the ingtitutional and the community
levels.

First, what is the nutrition component of
IMCI? Nuitrition is essential as 54% of
childhood desths are related to nutrition.
David Pelletier, aresearcher at Cornell, has
looked at what is occurring with this 54%
(participants received a handout entitled
“Malnutrition and Child Mortality: Program
Implications of New Evidence’ published by
BASICS). The most notable finding for
program practitionersis that mild and
moderate malnutrition, i.e. under-nutrition, is
the key contributor to childhood mortality
and that the risk of death increases even with
mild malnutrition. (It was noted that “mild as
used by Pdletier is under —2 SDs, not 1 SD to
—2SDs.) The severely malnourished make up
only asmall percentage of those who die.
The children most likely to die are those
served by the PV Os.

Within IMCI as defined by WHO, three
aspects of nutrition are considered: (1)
diagnosis and classification of under-nutrition
plus micronutrients deficiencies--which will

not be covered in this presentation; (2)

trestment for severe under-nutrition, e.g.
referral and supplementation -- this will not
be discussed either; and (3) control of risk
factors for under-nutrition, feeding practices.
The detecting of feeding problems, and
counseling about feeding is where the Food
Box fitsinto the IMCI agorithm. IMCI
addresses two immediate causes of under-
nutrition, as summarized in UNICEF' s causal
model for under-nutrition: health services and
feeding practices (see diagram next page).

The presentation briefly summarized

Malaria
ARI 50 )
19% Diarrhea

19%

Malnutrition
54%

Measles
7%
Other

32%
Perinatal

18%

handouts in the participant binder examining
two areas of the Food Box entitled
“Guidelines for Evaluating Child Feeding”
and “Counsel the Mother”. Thefirst page
“evauation” outlines a set of questionsto be
asked of the caretaker. Her answers are then
compared to the “standards’ for feeding
outlined on page two. These standards have
to be adapted country by country. Many
IMCI programs have done this intense
adaptation work.

The third page of the Food Box contains
specific child feeding recommendations
based on common problems that cut across
ages such as use of afeeding bottle.




Nutrition Works == September 5-7, 2001

Why Feeding Practices?
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Child feeding is culturally unique experience.

Additionally, an adequate outcome can be

achieved in many ways (improved nutrient

density, more frequent feeding, more food
per mea). WHO recognized that one
recommendation would not work for
everyone and offers to countries a protocol
for adapting the Food Box to their country
context. A few of the nutritional issuesfor
children between 6 and 24 months that need
exploration at a country level are:

- The breast milk-food combination: since
breast milk is nutrient dense but needs to
be dowly implemented with food
Feeding frequency: young children’s
stomachs are small so they need to eat
frequently
Food consistency/density: soups and
liquids contain few nutrients because of
their high water content. Often thereis
an oil recommendation.

Quantity: small children can eat only %%
1 cup per med;

Feeding mode: use of cups, spoons, or
bottles and hands.

Using the table “ Examples of Amounts and
Frequency at Different Energy Densities by
Age Group” (included in a hand-out entitled
“Appendix C, Guidelines for the Dietary
Analysis during TIPS”) shows the potential
for achieving an adequate diet using afood of
varying density under the restriction of
maximum serving size. Datafrom thistable,
for example shows that a 9-month old child
eating a watery food three times a day cannot
meet his/her caloric needs. Likewise, using
the same table and looking at older

children who can receive 300-350
mi/feedings, even eating 4 times a day they
will not meet their caloric needsiif the food is

very liquid.

To summarize the key point: there is not one
ideal way to feed achild. Practices are
extremely locality-dependent. The important
thing isto have acaorie goa (and micro-
nutrient goals too) in mind, and to work with
caretakers to find the critical problems and

Practical Tipsfrom Colleagues

It has been my experience when looking at
which practices seem linked to improved
calorieintake, that almost always we can
increase cal orie consumption (with an impact
on child growth) that we cannot focus on only
one or two practices. Mothersseemtodo“a
little bit of several practices” to achieve a better
diet. They might increase frequency by one
time (not two), add oil sometimes, give one
spoonful of rice, and do abit of everything. We
need to be open to that not ook for the one
ideal practice. Counseling and education must
allow for many different options and choices.
We cannot push just one option. While there
may be some things you promote more,
especially at certain ages, you need to present a
variety of practicesto caretakers.

Marcia Griffiths, Manoff Group

different waysthey can achieve an adequate
diet or caoric intake for their child.

With the range of feeding practicesin mind,
each page of the Food Box was reviewed.
Again, the first page contains the questions
for the healthcare worker to ask the caregiver
to understand current practices. Thisisnot a
survey. Keep the questions simple and very
tailored to the situation. These questions are
designed for a nurse or doctor at a hedlth
facility. It may be important to reduce the
number of questions being asked at a
community leve.

Questions cover breastfeeding, liquids and
foods, and illness. If there is something
particular already known about feeding
practices in a project area, this would special
aspect could be added. For example, the
extent of tea drinking could be added for
Kyrgystan and similar places. Whether the
child lacks appetite or, uses hisher own
feeding bowl may be an issues for some
places.

The second page, outlining “ideal” practices
is divided by the age of the child focusing on
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under 24 months since the IMCI algorithm
says that mothers of al children under 2
years should be counseled about feeding.
The 0-6 month old age group consists of
those children whose needs can be met with
exclusive breastfeeding 10-12 times a day.
Estimating cal oric numbers can be very
misleading at this age; it is better to focus on
the practice of exclusive breastfeeding.
However, WHO chose to divide this age
group in two, with 0-4 months focused on
breastfeeding only, and 4-6 months of age
including the possibility of the introduction
of foods. Most countries have collapsed
these age categories with asingle one.

The next age block is 6-12 months (some
countries divide this group into two 6-8
months and 9-11). Thisis when food should
beintroduced. The emphasisremainson
breastfeeding and “blanks’ are provided for
countries to put in appropriate “first foods’
for children. Feeding frequencies are not
recommended whether breastfeeding or not.
(Note that among cultures breast milk is
fairly consstent in its content and caloric
value unless the mother isin afamine or
other extreme setting.)

The next age group is 12 months-2 years.
Thereisarange of caloric needs for these
children, all above 1000 calories. Idedly,
350 cdories would come from breast milk
and 750 from foods. This age is where there
is usually an immense calorie gap. Here the
recommendation is for mothers to breastfeed
before giving foods, and to give foods with
higher frequency, 4-5 times/day.

Finaly, there are recommendations for
children over agetwo. Inthe IMCI protocol
it isonly the caretakers of children over 2
who are undernourished children’s caretakers
who received counsgling on feeding. The
emphasis here is on frequency and diet
quality. It isimportant to note that thereis no
mention of food consistency or quantity.
WHO felt these concepts were too difficult
for acounseling session.

The recommendation page contains advice
about persistent diarrhea, which WHO feels
strongly, needs to be part of the food box, at
theclinic level. Thefocusis on keeping the
child hydrated, and feeding to ow gut
motility. Thereisalot of controversy over
the milk supplements.

The final page covers special needs,
including how to deal with breastfeeding
problems, avoiding bottles, issues related to
early feeding during illness, and handling a
lack of appetite.

Theidessis that the Food Box
recommendations can be used to assess the
adequacy of what people are currently doing
so that a health worker can provide more
specific advice than in the past. WHO
recommends adaptation of their generic
guidelines as part of their protocol for
country teams as they findize their entire
algorithm. There is not a country that has not
needed to modify the guidance to local
conditions.

The adaptation process recommended by
WHO uses the TIPs (Trids of Improved
Practices). Participants received the full
“Trias of Improved Practices (TIPs)”
protocol from “Designing by Diaogue.
WHO tested TIPs extensively, and the results
showed that it was areliable easy to use
method to discover how to modify practices
at the country or regiona level. WHO
describes the method in Section D of the
IMCI Adaptation Guide.

TIPS grew from commercial marketing. No
company introduces a new food without first
trying it in a“test” market. Likewise,
nutritionists should not introduce
recommendations without first trying them
out with people.

TIPs reviews the relative ease or difficulty of
communicating recommended practices,
explores modifications needed to make
recommendations more feasible and
documents any actua resistance that may
happen when the worker leaves a
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recommendation with a caretaker to try for a
week (e.g. “the greens made my child's
stools green” or “I got constipated from the
iron pill”). The actud tria is developed from
aninitial exploration with caretakers during
which positive 2' problem practices are
identified from amongst well and
undernourished children’s households (the
PD aspect). The new aspect hereisto try the
positive practices to learn, for example, how
people are going to be able to bridge the
calorie gap with provided instructions.

Thistrial process helps understand key
factors such as food scarcity. Food scarcity
may prevent only 5% of mothers from
closing the calorie gap in some locations; in
other places where food insecurity is higher
maybe 25% of people, even with improved
practices, cannot close the gap. In such
cases, other measures may need to be
introduced. TIPs helps to estimate this
proportion so workers can do better program
planning overal.

The sample required for TIPsis small---it is
an in-depth, qualitative look (not a survey) at
improving practices. When selecting sites,
TIPs takes into account ethnicity, religion,
location (urban/rural), and ecology. For each
ste, asample of children from 4-5 age
groups is drawn with at least two children in
each age group in each selected site.

In a sampling plan, there could be as few as
30 families participating in 3 locations. Each
location would have 4 groups of children
between 0-23 months of age, 10 in each
location. There could be more 6-11 month
olds than other ages, for example, 4 groups of
6-11 month olds and 2 groups of other ages.
In Bolivia TIPs involved 3 regions — 30
families/region or 90 children.

Many countries have adapted TIPs, including
Honduras, El Salvador, Nicaragua, Ecuador,
Bolivia, Zambia, Eritrea, Madagascar,
Morocco, and Kazakhstan.

The adaptation of the food box using TIPsin
Bolivia was reviewed. The departures from

the WHO prototype were not including the
fact that Bolivia has 3 Food Boxes, one for
each ecologica zone. Alsothe
reorganization of the third page in age-
specific advice to make counseling easier was
noted.

TIPs requires three visitsto ahome. The
worker goes to the homes on Day One and
talks, generaly with the mother, about the
household context and herchilfeedinpractices,
does a 24-hour dietary recall. Inthe evening
the worker analyzes the recdl, to better
understand the nutrient gap and to formulate
theinitial recommendations. The next day,
Day Two, the worker conducts the
counseling visit, introduces new concepts,
and negotiates with the mother to find those
changes she iswilling to make.

The caregiver'stria of improved practices
goeson for aweek. At the end of aweek the
worker returns to the home, sees what the
mother has done, what she liked, didn’t like,
what she has told her neighbors about, etc. It
has been found that mothers are so positively
surprised that the health worker comes back
to see them, that they are extremely open
with their reactions and researchers get closer
than usual to the redl situation confronting
families. TIPs has been used for many topics:
iron, family planning, and others.

Practical Tips from Colleagues

Anywhere where there is a group that
has done TIPs other organizations can
benefit from the report. It islikely that
TIPs may have been conducted only
where IMCI wasinitially
implemented, but many countries have
conducted TIPs at anational level.
Regardless the specificity of the
information should be helpful in
formulating the feeding advice.

Marcia Griffiths, Manoff Group
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Practical Tipsfrom Colleagues

People really do want to do better by their
children, and while they may not always be
successful, they will try. Through TIPS,
health workers can become optimistic about
what mothers can do and how much they
will listen. A negotiation process takes
place (“ Can you feed one more spoonful of
rice? Half atortillaif it can’t be awhole
one?’).

Marcia Griffiths, Manoff Group

It isimportant to note that this research is
qudlitative. Question guides (not
guestionnaires), are used to capture, not pre-
categorize the mother’ s response. Workers
walk around with the mother to get a sense of
what isin the house and what is going on.
The rapport is established by the follow-up
visits permitting more accurate information.
It takes the three visits to break down some
barriers and overcome false information.

Another beauty of TIPsisin the anaysis.
Even if workers are not skilled at research,
considerable and critical information can
come from talying the trids. Noting, smply
which were the most recommended practices,
which could be implemented, with what
modifications. Although somerichnessis
lost by tallies aone, the key information is
captured and by working on formats ahead of
timeto look at trials by certain characteristics
such as under nutrition will help obtain more
meaningful results. Thisis certainly better
than notebooks of data no one can read.
Someone aso needs to sit with the
interviewers and go over their work in the
evenings. Trias have found that if workers

do not go home at night they will work
harder on their notes in the evening.

In Guatemala there are four Title 11 PVOs
using TIPs, and an IMCI process has started
a the nationd level. As part of the IMCI
initiation, the PVOswere involved in a TIPs
trial on the child-feeding component. They
came back later with ideas on how to
integrate indicators into the Title Il portfolio.
The trial was very successful.

The Red Cross shared their experience in
using TIPsin Nagorno Karabakh (Armenia).
It isfelt that the food box is much better now
than it would have been without having done
TIPstrias, even though the MOH ended up
running the trials themselves.

TIPs was used in Honduras to do research on
nutrition, and then that output was used to
adapt the food box, opposite of what usually
happens.

The physical pagesin the food box agorithm
have not been used much in GMP, athough
in the majority of countries that have gone
through the TIPs process, results have been
used to develop materias for community-
based growth promotion and counseling
cards. The food box itsdf tends to remain in
the health services as part of the health chart.

It isimportant to have the same guidelines as
the MOH. Projects also have to consider

how to implement this in a reasonable way so
that MOH staff are not overburdened with
both their work and ours: both should be
integrated. Itisided if TIPsfoodbox teams
have both PVO and MOH members on them.
WHO has been open and embracing to local
changes to the food box.
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Analyzing and Presenting KPC Data

Presenter: Tom Davisis a consultant with long-term contracts with Food for the Hungry and
Curamericas, experienced in planning, coordinating, implementing, and evaluating primary
health care, CS and food security projects. Heis presently working on FAM’s TlI Monitoring
Toolkit.

The presentation will focus on expanding
andysis skillswith KPC data. Examples of Example 2: Paired Bar Data
the kinds of useful information which can
come from KPC data include how mothers
feed children at different ages; exclusivity of
breastfeeding; feeding of children with
infections; household eating patterns, what
hedlth staff are doing with a mother and
child (did they catch the malnourished
child?); gender studies of manourished
children or how children are fed when they
areill; were they supplemented with vitamin
A; did pregnant women receive iron, folic
acid, post-partum vitamin A, iodized salt,
etc.; coverage of deworming; contact with
health workers, participation in GMP; etc.

g More
| Same
O Less

Data can be shown graphicaly in avariety
of ways. PAN.D.A. (Practica Anaysis of
Nutrition Data, found at

http://www.tul ane.edu/~panda2/Analysis?/a
home.html, is an on-line tutorid that
explains how to construct a variety of
graphs, and to analyze nutrition data using

SPSS. Some exemples follow:
Example1: 2x2 Table

Child Feeding Practices, East Kenya

% of 60% -
Children

0%
Violet = BF + porridge

Green = BF + water
Purple = Not BF[serjes5 |3.00 [ 1.00{ 0.00 | 0.00|11.0d 8.00 p8.00[14.00) Indicator

Series4 p5.00]9.00| 2.00 | 3.006.00 | 0.00 |0.00 |0.00

Series3 |2.00 |14.0018.00}14.00| 7.00 | 7.00 |2.00 | 2.00

Series2 [10.00[70.0d77.00pB3.00|[74.0d85.009.00[79.00 Examp|e3: Stacked Bar Chart

Series1 0.00[6.00| 3.00 | 0.002.00|0.00 |1.00 |5.00
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Participants shared examples of how they in
turn shared information back to the
community with the purpose of providing
feedback, promoting analysis at the
community level, and obtaining
commitments. Examplesincluded HIS
bulletins, colorful comic strips, master Road
to Health card (plotting al childrenin a
location—refer to the following example),
using a plate of red and green balsto
calculate percentages during LQAS, using
stones to represent well-nourished and
malnourished children during PRA-type
activities, using tortilla or cassava charts (or
other local materials to represent pie charts)
to represent children receiving vitamin A
supplements, examining the capacity of a
canoe and spaces occupied in the canoe to
look at children’s needs. Many felt the use
of colorsto be important.

Example4: Community Growth Chart

Example: Using a large growth chart

Counting children in each age group, normal and malnourished,
talking about risk at different places on chart, reasons for growth
faltering at different ages, etc.

Useful data sources to compare with the
KPC include:
. DHS (often disaggregated by regiona
and digtrict level)
Other locd surveys
MOH datistics
MOH objectives or standards
PV Os own project objectives
Reported nationa data
WHO/UNICEF objectives or standards
(every December a State of the World
Report is published, with tables in the
back).

DISEASE
(death)
EXPOSURE
+ -
(+ = male)
+ 1,329 338
- 109 316

Using Two by Two Tables

The purpose of 2x2 tables isto explore
associ ations between exposure to risk
factors and disease or other outcomes. They
are helpful for seeing relationships between
two variables, for example, being mae
associated with malnutrition.

Participants looked at a video from the
ActivStats program used to teach
biostatistics, around the Titanic theme,
which was used to develop 2x2 tables
looking at the significance of relationships
between gender and survival on the Titanic.

Odds Ratio measures the odds or chances
of adisease being present when the odds are
absent. On Epilnfo version 6, thisisfound
under “tables 2x2": enter the data and the
program analyzes the table.

For an odds ratio of 11.5, the trueratio is
between 8.83 and 14.73. Itisreatively
significant because it does not include the
number “one”. If the Odds Ratio isless than
one, exposure is associated with alack of
disease (i.e., exposure may be protective). If
the Odds Ratio is greater than one, exposure
is associated with the disease (i.e., exposure
may be damaging). If the 95% confidence
interval includes 1.0, then the relationship is
not significant. If the 95% confidence
interval does notinclude 1.0, then the
relationship is significant.  While an Odds
Ratio can be calculated on a computer using
Excd, it is not smple.
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Setting up 2x2 tables

Participants practiced setting up 2x2 tables
which looked at “exposure” and “disease”.
Be sure and state good behavior or
characteristics as positive exposure, e.g.
having no milk teeth cut in cultures where
this is common would be considered a
positive exposure.

Participants examined an example from FHI
in Kenya. Positive deviants were listed as
mothers with children with WAZ >-1, while
children with WAZ<-2 were listed as
malnourished. Despite very small sample
sizes being interviewed, valuable
information can be learned. Interviews
indicated that both mothers of malnourished
and positive deviant well-nourished children
had factors in common and dissimilar
factors. An odds ratio can determine if these
dissimilar relationships are significant.

It was noted that just because thereisa
datistically significant odds ratio, causality
is not proven-- only that thereisa
relationship. Of course, knowing a behavior
is, for example, 16 times more likely to be
associated with a child that is well
nourished, would provide a programming
direction.

Examples of variables that would be placed
on top in the “disease” column include
diarrhea, malnutrition, underweight, etc.
“Exposures’ to be put on the left side of the
table could be finishing primary school,
mother’s age > 25, number of children under
age five, child spacing (there are enough
questions on the KPC to do this); main
language spoken, child’s gender, exclusive
breastfeeding, number of feedings per day,
etc. These need to be either “yes’ or “no”
variables, so data may need to be re-
categorized to see how things affect it. Try
to express the “exposure”’ as something
positive (for example, children who received
more or the same amount of food during a
diarrheal disease episode).

For continuous data, determine an average
for that kind of data. For example, if
looking at the time the child spends away
from the mother, select a cut-off based on
the average, which may be 4 hours.

Confounding is another area to watch for,
but Epi Info can take care of this.

Start working in the field with KPC data.
Begin looking at loca data with local
communities: then begin thinking about this
type of anaysis.
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Addressing Malnutrition: An Overview of Community-based
Strategies To Improve Child Nutritional Status

Honduras. The AIN Community Experience

Presenter: Vicky de Alvarado works with BASCSin Honduras.

With an IMR of 42/1000, the AIN project
areain Honduras has one of the highest rates
in Centra America, although mortality is
decreasing. The malnutrition tendency in
children under age five has not changed in
three decades, and has not kept pace with
the mortality decrease. High mortality,
morbidity, and malnutrition remain.
Malnutrition, measured at 39%, greatly
contributes to mortality.

The MOH introduced AIN, an integrated
approach with nutrition and childcare
actions, which utilizes gaining weight as the
indicator of well being of children. AIN
began at the ingtitutiona level in health
centers. At first, coverage was very slow.
Children came late. Malnutrition was not
detected on time, although the desire was to
take action at the first point the child was
not growing well. In fact, children were
already severely malnourished before
coming to the clinic.

AIN goes to the community to see what is
happening there. Training began with
monitors and volunteers. MOH and USAID
requested BASICS to help systematize the
process began at the ingtitutiona level, and
expand the strategy to a nationa level.

At this point in AIN, the community
workers and clinic workers know who is not
growing well, and what is being done with
them. Many materias have been developed.

Activities began with a manua to train
monitors, which includes what they have to
do at the community level, and a guide on
training ingtitutional level workers. Then,
laminates for counseling containing
technical content and using an algorithm
were developed. Nurses at health centers
use one to counsel groups of mothers with
similar problems.

Then, to help the mothers to calculate the
expected minimum weight; AIN devel oped
alaminated table, to determine adequate and
inadequate growth. Thereisaso a
community-level record of children in the
community under age two (basicaly a
growth card), which covers breastfeeding,
immunization, etc.

When monitors had adequate skill in
nutrition and prevention areas, then and only
then did AIN introduce a second phase
which harmonized with IMCI strategy,
identified danger signs of illnesses,
explained how to treat dehydration from
diarrhea, and how to supplement children
with vitamin A and iron. Through
experience, AIN learned that if we first
introduce the illness treatment, workers like
to do this and end up only doing thisin the
community, and consequently do not give
much importance to the prevention part.

Training has helped monitors learn how to
conduct home visits. They visit mothers
when the child does not grow well for two
months. They learn how to counsel
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mothers, and to conduct good referrals to the
health center.

Capacity building activities (in terms of
training and supplying materials) were
accomplished through MOH personnel, who
acted astrainers of the community monitors.
The implementors were also the MOH. The
monitors were motivated wwith a diploma
after training, an ID card, free consultations
a the hedlth center, and a sharing experience
party at the end of the year.

Asaprocessindicator, AIN has borrowed
from the Indonesian health system, looking
at al children under age two; those that
come to monthly meetings; al children
growing adequately; and children who are
growing inadequately.

AIN found in one community that after four
months in the program adequate growth
increased from 39% to 91%.

Well-organized programs like AIN
strengthen communication between the
community and formal health structure.
Time and effort spent on organizing and
systematizing the program really pays off.
This collaborative effort between the
ministry, BASICS, USAID and NGOs, field
staff, and monitors, strengthened the
program organization. |ntegrated

community-based child health programs
strengthen grass-roots democracy.

Programs like AIN provide a content and
link to the community to make health reform
effective.

New hedlth areas are expanding, and AIN is
going to the national level with the help of
NGOs. It has been institutionalized
palitically: the ministry is asking all
organizations involved in child health to
apply this strategy to guarantee
sustainability once they leave the country
(since many NGOs come and apply different
models which are not known by the health
officias).

AIN has worked very closdly with NGOs to
share experiences. The strategy is being
well accepted. This maximizes efforts on
behalf of children. Organizations working
with AIN in Honduras include Mercy Corps
(MC), Catholic Relief Services (CRS),
World Vison (WV), CARE, World Relief
(WR), UNICEF, and the Inter-American
Development Bank (IDB) and many others,
al involved in supporting the MOH with the
AIN strategy.

BASICS has developed a video on the AIN
program.

Hearth/Positive Deviance

Presenter: Donna Sllan isa consultant with many years experience in CSgrowth monitoring
and nutrition. She has made Hearth programming a specialty, and recently wrote The Hearth

Nutritional Moddl Using the Positive Deviance

Approach, An Implementers Handbook.

Theword “ Hearth” is closeto the word
" h%rtﬂ i

The foundation of Hearth rests on
anthropometry. Many GMP programs just
weigh children with little or no promotion or
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follow-up interventions. Hearth is afollow-
up to GMP.

Current childhood malnutrition can be
aleviated quickly, affordably, and
sustainably. The first god is to rehabilitate.
The second god is to sustain the
rehabilitation. The third goal is to prevent
future malnutrition among al children born
in the community. Hearth is a community-
based program to reduce malnutrition. Itis
conducted over two weeks by volunteer
mothers. Mothers prepare an energy-
rich/calorie-dense meal and snack and feed
these to their malnourished children. The
“price of admission” isadaily contribution
of the specific positive deviant (PD) food
iidentified through the positive deviance
inquiry (PDI).

PDI is a self-discovery process to discover
what neighbors are doing today. It
encompasses an “aha’ situation, where
people discover that the answer to
malnutrition or whatever problem is being
investigated, lies within their community.

ThereisaPD process that informs Hearth.
PD looks at three categories of behaviors
associated with malnutrition: food, health
seeking, and caring behaviors.

The PD process can be applied to many
different situations, for example, FGM.
Jerry Sternin (SC) is now using PD with
Hewlett Packard on corporate i ssues.

PDI isaquditative inquiry. Using the 2x2
tables recently discussed, positive deviants
are mothers who are normal and poor,
compared with those who are malnourished
and poor. It isuseful to include a child from
arich family in the inquiry too, to show that
wealth does not mean a child will
necessarily be well nourished. The PDI is
used in 6-7 families, where the team should
spend sometime. It isimportant to be there
around mealtime to see what mothers and
other family members are doing.

Practical Tipsfrom Colleagues

Itisimportant to train the volunteer mothers
in PDI, and not rely on project staff to do this.

Always use local foods for Hearth feeding
session. Y ou do want to make sure there are
local alternativesto food aid for when the
food aid is no longer available.

Donna Sillan, consultant

PDI is best done by village volunteers who
are going to implement Hearth, and not
program staff. They then discover what
people in their community are doing. Itis
really valuable to have the Hearth volunteers
do the PDI themselves.

Hearth is very community specific: one PDI
cannot be used acrossthe board. Programs
must consider different groups of mothers,
based perhaps on religion, ethnicity, caste,
habits, or belief in certain taboos. The
groupings should be small and very specific
to the particular community.

Mothers provide the menus using a pyramid,
food square, three food groups, or whatever
is relevant to the country.

Attending mothers come for 12 days with
one day off in the middle designed to see if
she can continue the program successfully at
home. If Hearth is scheduled a couple of
times aweek instead of daily, it just does not
have such a quick rehabilitative effect,
where parents are so surprised at the result

of providing the food. Itisalarge
commitment in terms of time and people.

A food survey table is prepared by going to
the market and seeing what is available and
what isthe cost. Participants |looked over a
worksheet for Ethiopian-based menus,
considering what could come up if there will
be 600-800 calories per session with 20-30
grams of protein.
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Practical Tips from Colleagues

Have a snack food ready for the children to

stimulate their appetite and keep them

interested while the food is being prepared.
Donna Sillan, consultant

During the Hearth session itself, the mother
has to bring something to contribute. Thisis
important, or she may not think she can
really make the difference for her child. In
Vietnam it was found that shrimp obtained
free of cost from the rice paddies worked as
aPD food; in Mozambique it was a marula
nut that was available. The mother should
bring the PD food.

Along with food, there needs to be water as
there are messages included about hygiene.
The timing of the Hearth also needsto be
scheduled so that it acts as an extra medl,
e.g. it should not be scheduled at the
mealtime. This is somewhat inconvenient,
but it needs to be scheduled between meals
and not be a meal subgtitute.

It has been seen over and over that mothers
arein disbelief that their children can add
this food to their regular schedule, but once
the Hearth program gets past the initial
anorexia of the malnourished children, and
gets the “ group feeding effect” going where
children eat in part because they see other
children eating, it does work.

The main input to a Hearth program is
human resources. It isvery training- and
supervisory-intensive in the beginning. In
other waysit is less expensive than going to
a hospital or rehabilitation center, and the
location where the Hearth is held is free of
charge.

Evaluation of the effectiveness of Hearth
involves anthropometric, with aweigh-in
and weigh-out. Failureto grow is
considered weight gain of less than 200 gm.
Overdl, there should be 2400 gm gain
before a second rotation. Adequate growth
is considered between 200-300 gm, with
catch- up being more than 400 gm during

the first rotation. It generdly takes more
than one rotation for Hearth to work well.

The pie/cassava chart can illustrate to the
community how the group or child’'s
nutritional status changes over time. Thisis
an important aspect to encourage ownership,
and for helping the community to realize
that things can change.

In Hearth, caring behavior and feeding
practices change and are sustained. Inthe
future, the next younger sibling benefits
from the new behavior being practiced, and
there is no more manuitrition.

In Hearth, “knowledge, attitudes, practice
(KAP)” is actually “practice, attitudes,
knowledge (PAK)”. Mothers practice the
behavior, their attitude changes over the
two-week period, and their knowledge
grows after that. In Hearth, first “do it”, and
demonstrate that change can happen. Seeing
is believing, and then mothers can come to
an understanding about why.

Hearth's nutritional impact has been
positively demonstrated in a number of
countries. In Egypt malnutrition dropped
from 47% to 13 % in 6 months with no
changes occurring in the control — and there
are other excellent results documented in
Haiti, Guinea, Bangladesh, Vietnam, Mali,
Nepal, and other places. In Vietnam, Hearth
was wildly successful using a control study.
The success indicators were:
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(1) Nutritiona status at the beginning of the
program with comparison to nutritional
status figures one year later.

(2) Declining hospital admissions (less
conventional malnutrition interventions
and more Hearth-based solutions being
used).

(3) Declining overall nutrition-related
mortality of children.

(4) Declining mortality of younger siblings
of children who have been through
Hearth, as compared to the overall age-
specific mortality rate.

The Vietnam program eradicated very
severe malnutrition from 3% to 0%;
eliminated 90% of severe malnutrition; and
improved overal nutritiona status 0.3Z,
using the PD food of small shrimps.

The context of the Vietnam study area
included 45% of al children <5 years of age
malnourished (WAZ< -2), with growth
faltering occurring at 8-9 months of age.
During 1990-1992 in four pilot communes
in Tinh Gia District (total population
20,000), subsequent evaluation showed
severe malnutrition decreased from 36% to
4% after two years, and in a 1993-1995
phase in 10 expansion communes (total
population 80,000) later evaluation showed
that severe malnutrition decreased from 28%

Practical Tipsfrom Colleagues

A problem was recently faced by mothers in Haiti
so poor they were having trouble bringing their
contributions. Thiswas resolved with the help of a
dry ration distribution program on-going in the
area, which enabled mothers to bring local foods,
asa“gift exchange’. In Hearth, it isimportant that
mothersto learn to use the local foods. Combining
the Hearth with the dry ration program still
maintained the purity of the Hearth concept of
using local foods, by keeping the dry ration at
home.
Gretchen Berggren, consultant
(GB helped originate the Hearth approach in Haiti
inthe 1960's.)

to 4% after 12 months. Even with scale-up,
they did not loose their results.

A study using multivariate analysis took
place to explore sustained results which
prevent malnutrition, which looked at
sibling pairsin Hearth and comparison
communes, each with younger siblings born
after Hearth activities took place. The WAZ
for younger children was statistically
significantly, as was MUAC for both older
and younger children. Mothers had
internalized the behavior and were able to
prevent malnutrition in the future.

A handbook is now being prepared with
support from The CORE Group. It has been
written and will be published soon.

The presentation then moved into a question
and answer/discussion period. Some
highlights:

Haitian PD mothers (but please do not
label them as PD mothers) wanted to
join the Hearth. It was found that
inviting PD families took away some of
the stigma of having only the
malnourished children together. In
Tanzania, mothers of malnourished
children were embarrassed to be singled
out. In Haiti, involving PD mothers
turned out to be very positive.

Hearth activities are currently on going
in many countries. Some examples
include MCI’ swork in Jakarta,
Indonesia, where MCl isinterested in
submitting a proposal for operations
research in doing Hearth in a Food For
Work (FFW) areaand a non-food aid
area.

Donna Sillan isinterested in learning
about doing Hearth in food-assisted
projects.

In terms of maternal malnutrition,

Hearth is a great methodology to bring
pre-natal mothers together to learn to eat
for their pregnancies, dealing with iron,
getting tetanus toxoid, and other health
education on prenatal care.
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In Vietnam, the project area was set up
asa“Living University”, for the district
level MOH to come and learn fromit.
The word will spread if malnutrition is
being wiped out.

Vietnam may be aPD country/setting,
as people there are generally used to
central planning, there are so many very
quantified people, and it is basically a
classess society of highly disciplined
people.

If considering selecting either TIPs or
Hearth in a context, realize that these are
just different orientations. Hearth looks
at what communities are doing today. It
is not bringing in an outside, best
practice. The answer lieswithin the
community. Many people find this
approach very dtractive. TIPslooks at
best practices, which is a bit different
orientation.

It isimportant to preserve the self-
discovery process. Project staff may
discover the same finding in another
village, but it is important to alow the
people involved in both villages to make
that discovery themselves. this strongly
supports the behavior change aspect. If

the salf-discovery process is taken away
and staff just start teaching mothers
what they have learned somewhere else,
the process just is not as effective.

If aPD food does not become apparent
during the PDI process, redlize that there
is always some kind of PD aspect to be
discovered. Rather than a particular
food, it could be a behavioral difference
(hand washing, fingernail cutting,
getting immunized). In addition to that,
Hearth is bringing children together to
get calorie dense food. This may
actually be the normal diet, yet
intensified. PDI will aways find
something that the PD the parents are
doing differently. If staff and mothers
cannot find any PD practices, review in
the SC manual lists some areas where
PDI may not work: for example, if PDI
team members are just sitting around
asking questions and not observing a PD
mother feeding the child, etc. Portion
Size can be missed and may not be on a
questionnaire. Also the caring, loving
reaction among family membersis hard
to quantify and can make a huge
difference in the context of malnutrition.

PART I11: APPLICATION OF COMMUNITY NUTRITION
MODELS

== Improving Nutritional Statusand Application of Community
Nutrition Modelsin the Field in Titlell and Child Survival Contexts

CASE 4. Infant/Child Feeding M odules (Freedom from Hunger)
Presenter: Robb Davisisthe Senior Technical Advisor, Maternal and Child Health, at FFH.

Many credit programs have had great success in lifting people out of poverty. Combining credit
with hedlth is even more successful.

FFH does not conduct CS or Title Il programs: its approach is alittle different. “Credit with
Education” is an integrated package of credit services (group-based, solidarity lending, village
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banking) to groups of women, who repay on aweekly basis or every two weeks. The same
person who delivers the credit service delivers health education as well through a dialogue-based
session. As an example of health education, an assignment given to the women between loan
payments could be to pick a child and observe him/her being fed. What was he/she eating? What
was the texture of the food being eaten? Who was feeding the child? Mothers coming together
after completing the assignment would see a visual aid to show the progress of achild's
development, and how their eating needs change, with a discussion about the critical period when
foods other than breast milk are added.

Asavisual lesson, three volunteer participants took the role of mothers at a session. The first
volunteer represented children at an age when they are not able to fully seal their lips. The food
that is eaten, if it istoo thin, will come out. The first volunteer drank water without sealing his
lips, then was fed yogurt, demonstrating that if children are fed athin gruel there may not be
adequate nutritional value consumed. The second volunteer represented children at an age when
the tongue can only make front to back movements, and had to try to chew this way without using
his tongue to hold food in place. It became clear that it is hard to break down solid pieces of food
with only this tongue movement, helping to demonstrate the need for food of a soft consistency.
The third volunteer showed how children of a certain age move their teeth. Unlike adults who
grind their teeth in acircular motion, small children do not use rotary chewing. Chewing without
this skill proved to be difficult. The lesson was visually clear that food needs to be appropriate for
the child’sage. In an actua health education session, women would talk about their experience.
They would then do another assignment, to observe again a child, this time looking at the adult
interaction with the child during the feeding. They would then discuss their observation, during
the next session on “active feeding”. Some important aspects of adult learning are planned for in
this way.

: : FFH considers key principles and practices of
Practical Tips from Colleagues adult learning in the design of modules. Each

How many times have you seen afacilitator Sess.ion. i$ held up the I_ight of these principles.
break agroup of women up into small groups Whileit is hard to des gn f_or 'Some aspects suc;h
in the field? It is mostly passive listening. as respect and affirmation, it is possible to design
Often times the women do not want to go in relevance, engagement, and the cognitive,
into small groups, and you haveto lead them | affective and psychomotor aspects. For example,
and let them know they have “permission” to | how do you tak to a 60 year old grandmother
do this. about breastfeeding? In this case, the first section
Robb Davis, FFH | of the breastfeeding module may be to show the
grandmothers something relevant, perhaps telling
them a story about the maother-in-law who told one daughter-in-law to breastfeed, and one to
bottle feed. Talk to them about the advice they give. Try to build relevance through talking
about their role in the subject. Try to give women in groups an opportunity to talk about their
opinions after they hear the provided recommendation to talk about what they did or what is
typicaly donein their location after hearing the recommendation. Thisis when thereis a sharing
period, and a dialogue follows.

The psychomotor level isimportant--to have people actually do things. The affective level isdso
difficult, but it is effective to involve emotions. Y ou can do this by sharing stories.

FFH’ s education approach and modules include severa characteristics.
FFH actively trains field agents who are delivering the modules.
Modules are group-based, to draw on the strength of a group that meets weekly or biweekly
(it could be adapted for a monthly group).
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They are designed to create dial ogue among the mothers, not with the teacher.

Field agents constantly ask participants to compare recommendations with what is being done
intheir loca area. The women may have practices which are inconsistent with the
recommendations being made. FFH immediately moves into discussing what they could do
to adopt the recommendeation.

The health education is rapid: most sessions are about a 30 minutes.

Some groups have some men, but it is overwhelmingly women.

FFH only works through local partners.

The topic is not just discussed one week and l€ft, it is reviewed over a 7-12 week period. For
example, the breastfeeding module has seven 30-minute sessions. The child feeding module
iS 8 sessions.

FFH modules are consistent. The first of the module is alearning session guide and whatever
resource materials needed to present the material (which can be photocopied). Field agents are
busy people and they do not have time to design and figure out the best activity to include, so this
is provided for them. They are not technical experts, athough they do get training in a classroom
setting. Each module has a trainers guide, afull trainers packet, which is afull set of instructions

for 2-3 days of training depending on the training topic. A toolkit with handouts,
flipchartsoverheads, etc. isaso included. All modules are trandated into French and Spanish.
FFH has aso trandated modules into Haitian Creole and Tagal og, and more of these trandations

are anticipated.

FFH aso has an adult learning practices principles primer, which it developed with input from
Global Learning Partners. FFH can arrange for similar training through The CORE Group

(contact Robb Davis for information).

FFH designs generic modules, o it includes an adaptation guide for the local context. This
would help, for example, alocal partner institution which is usualy not a health ingtitution, but a
bank or similar credit organization. Modules can then be adapted to the local context.

FFH has devel oped a simple checklist for supervisors, and thisis aso in the module.

FFH makes its materials available to PV Os and
other organizations, but they want to have
appropriate training, going out with the
materias. So while they are happy to give out
their materias, training is aso provided to avoid
having the materials ending up as lectures.

FFH’ s credit approach is standard, similar to that
of the Grameen Bank (Bangladesh). Programs
are sustainable, most within three years: FFH's
Philippine program was sustainable within 18
months, paid for by interest on loans.

It is not difficult to convince most Credit Unions
to include hedlth as they, and most of the NGOs
have a socia mandate. Clients also want health
education. FFH is also actively working to
convince the broader micro-finance community

Practical TIPsfrom Colleagues

TII and health programs are often working side
by side with agriculture. Consider doing more
de-worming of adults. A good reference on this
is Latham, Michael. (1983) Dietary Health
Interventionsto Improve Worker Productivity
in Kenya. Tropical Doctor. 13:34-38. High
worm |loads are associated with a diminished
with ability to do productive work. FFH was
conducting some PD focused work in
agriculture, and noted that the amount of work
accomplished each day differswidely. PD
farmers do hours more daily work in weeding,
and work regularly. FFH found that
productivity was much less in those with
anemia. Inthe reference, workers doing
roadwork were dewormed, and their
productivity was measurably increased. It
would be interesting to do asimilar study with
agriculture, and to measure this. Consider this
inyour DAPs!
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that health and business education is worthwhile for clients while costing the ingtitution little.

Loans are self-targeting because of their size. Loan sizes may start as low as $25 and grow over
time. Wealth women are smply not interested in loans of this size.

Thereis no food distribution included in the programs. If there are regular groups of women
coming together for education, and if sessions are facilitated by an educator, FFH believes these
modules could have much vaue added. FFH has been working with FANTA about monitoring
and evauation.

In summary, the process itself matters. Adults need to be engaged.

CASE 5. Hearth/Positive Deviance (Africare)

Presenters. Circe Trevant works as Africare' s Health Program Manager for the Francophone
Region. She has an inter-disciplinary public health background. Judy Brysonis Africare’s
Director for Food Development. Malick Diara isthe Director of Africare’s Health Unit. Heisa
medical doctor with public health training.

Hearth in a Child Survival Project Setting

Africare’s Child Survival Project in the Dabola Prefecture of Guineaincludes a Hearth
component (called “foyer”) applied in the same way presented earlier by Donna Sillan, covering a
12 day period and including deworming and vitamin A supplementation along with focused IEC
messages. These messages included breastfeeding, food hygiene, hand washing, promotion of a
varied diet, adegquate portion size, and active feeding. Basic interventions which constitute the
overal Child Survival Program are: malaria chemo-prophylaxis for mothers during pregnancy,
use of mosquito nets, taking feverish children to a hedlth facility, reproductive health,
immunization, and diarrhea case management.

In Dabola, Africare has worked in 38 districts from 1998 to this year, with atotal of 998 children
participating in Hearth in 7 Hearth cycles. In each of the 64 Hearth sites thereis a“model
mother”. The magjor results (e.g. at follow-up at 1 month, 2 months, and 1 year post-Hearth) have
been excdllent. At the 1-month follow-up of al cycles averaged together, catch-up and regular
growth combined was 78%. At the 2 month follow-up the average was 84%.

Africare takes three anthropometric measures as part of its nutrition intervention: stunting (HA)
looking at changes in z-scores, <2 and <3 in each category (boys, girls, both); similar measures
for wasting; and similar measures for underweight. Baseline and final measures are compared.
Of the three measures, there were some significant changes in underweight.

The means for the project focused more on
practice than knowledge. With the Hearth
In Guinea, it is working to have both male and model mothers come together, receiving
female awareness of child feeding practices. messages, doing demonstrations, and feeding
Circe Trevant, Africare | the children. These practices were reinforced
by community leaders who assisted with
Hearth sessions, along with husbands and health agents. Mothers adopted better feeding practices
in variety, portions, and size. Other NGOs have come to see what is happening and have adopted
Hearth. The USAID mission has also written up the experience.

Practical Tipsfrom Colleagues
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As an example of the IEC messages, participants looking at the “varied diet” module, which is
broken down into appropriate feeding for different age groups (6-9 months, 9-12 months, 12-18
months), along with the number of meals per day which are recommended.

As anext step in Guinea, UNICEF wants Africare to work with them on a proposal to scale up
Hearth to anational level, so that al the districts will adopt the Hearth model.

HearthinaTitlell Project Setting
Africare has Hearth activities in Mozambique that are part of a TIl program. Thereisno food
digtribution in this 100% monetization program.

In the beginning of the Mozambique Hearth experience, Africare provided local foods for the
Hearth. But, after the first pilot round in 1998 this was dropped upon redlization that it is very
important that mothers understand that they have foods in their own homes that they can use to
feed their children properly.

One of the main differences between the two Africare Hearth programs (CS and TII) isin their
structure. Tl allows Africare to scale up its experience and involve many more children. Inits
TII program, Africare is working with 60 villages. In each community thereis afood security
committee (a sub-committee of an existing Development Committee) that involves both men and
women. Africare went through a process with these committees, identifying food security
challenges and developing action plans.

Africare does one Hearth program a year but in al 60 communities at the sametime. Thereisa
very close connection with the MOH in the district, which is co-opted to come and provide
deworming, immunization, and vitamin A interventions. When the EOP was conducted, it was
found that 87% of the MOH staff had participated in a Hearth activity, which was found to be a
very useful way of engaging the MOH in an activity which they considered to be very positive.

The program has grown annually from the first pilot activity in 1998 when there were 109
children, to the second round a year later with 180, then 2100 children in 2000. It is expected that
there were even more children involved this year, but since the Hearth activities are conducted in
July/August, the report has not yet been received at Africare’ s headquarters.

The participants reviewed some photos of the setting where Hearth takes place.

Africare uses a combination of teaching mothers to cook foods that are good for their children,
and passing on hygiene and other messages that are part of an overal nutrition intervention.
Mothers are actively engaged in actually doing what is being recommended.

Prior to beginning Hearth, Africare had a nutrition activist in each village, but to increase
sustainability, Africare ended up phasing out these paid positions. While participation dropped
initially after this, it picked up again as people realized the program’s benefit. Africare also had
180 model mothers (maman lumieres) each of whom worked with five other mothers as a quasi-
support group. The model mothers had been identified by the nutrition activists as mothers who
had been taking good care of their children. They had been trained in initial IEC materids, and
have never been paid. This program has also phased out.
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Africare shared data on their program, which included moderately or seriously malnourished
children, plus nearly athird of children recruited because they were showing growth faltering
even though they were above the <-2 SD cut-off. Weights were taken over athree- month period:
once in beginning, then at the end of the first month, and then at the end of the second and third
months after the program. Africare uses WA z-scores.

In the TII program, weighing is pervasive in the villages. Africare is able to know on a monthly
basis what is happening with the children. All of Africare’ s messages are keyed to the child’s
growth along it age curve. If Hearth participants missed three days, they were considered
dropouts.

Africare had some problems previously with data collection and the project will have a much
clearer ability to show what is happening with the current group as compared to prior year's
participants, as the field staff have recently been trained in data cleaning, etc. The previous
problem centered on the way information was recorded and uncertainty if the same child was
being followed, requiring specid follow-up to ensure that it was. Africare was able to follow up
and find all the children, but there were mistakes, meaning that some data was flagged.

For the 2-4" rounds of Hearth in Mozambique,
contributions were provided completely by the
community. However, FFP would like to seeits
foc_)d resources u_sed qi rectly to feec_i mal nourished community-based feeding, and found a
chlldr_en._ In _Afrlcare s experience it has not f_ound point of reference, looking across a
that distribution was that helpful for malnourished | umber of countries. Refer to

Practical Tipsfrom Colleagues

Laura Caulfield prepared a paper on

children. "Interventions to Improve Complementary
Food Intakes of 6-12 Month Old Infantsin

In Africare’s CS and TII programs, agricultural Developing Countries: What Have We

productivity and nutrition are linked. Nutrition Been Ableto Accomplish?” Laura

activities are provided at the village level through | Caufield, Sandra Huffman, and Ellen
the existing village Food Security Committee Piwoz. Food and Nutrition Bullet|r_1. 1998.
structure, and men are engaged. Robb Davis (FFH)

Africare has changed from model mothers to model familiesin its new DAP, so that it includes
having fathers talking to other men about the need to take care of children.

Africare has kept track of deaths, and there has not been a great percentage of mortality. What
was obvious was a significant amount of improvement, even though this improvement cannot be
expressed with exact statistical reliability. Nevertheless, atrend can be seen.

Africare has conducted two population-based surveys in Mozambique. The WA of under-fives
has dropped from 36% to 23% of moderately and severely malnourished children over a three-
year period. Africare also had a sample that showed the importance of linking nutrition with
agricultural productivity. In this study, 20 villages had oil production without a nutrition program
and there was no nutritional improvement documented in these villages.

The session concluded with a discussion period. Some highlights and comments:

Since children are cycling in and out of the Heath session, the rate of catch-up growth seems
quite dow. In arehabilitation program, there are very strict guidelines on catch-up growth,
which should be about 5 gm aday. In Hearth, catch-up growth is much lower as would be
expected in a community setting.
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The summer is not the best time for the children in Mozambique: thisis when families are
darting to plant again. It is not the height of the hunger season, but stocks are getting run
down.

It often takes more than one Hearth for the concepts to stick, and it was suggested that
Africare plan on doing more than one Hearth ayear in its next DAP period. Africare aso has
ongoing activities al year in addition to the annua Hearth.

Africare, with its food resource being monetized, achieved great coverage. If Africare were
moving actua food commodities, the program would be very much more expensive.

Hearth adds additional calories, and the parents are expected to add the rest of needed
calories through normal meals.

A catch-up gain of 5 gm aday would be 60 gm in 12 days, but in Hearth we expect much
more.

PV Os should continue to collect more population-based data, to see the broader picture of
who died, who gained weight, and who lost weight, providing a better demonstration of
Hearth and the general population.

It is essential to delve into the data so that the effectiveness of Hearth projects can continue to
be documented.

News Bulletin: Collecting Case Studies

The CORE Group’s Monitoring and Evaluation Working Group is collecting case studies on
community health information systemsin order to document what has been done, and to share
information with organizations seeking to develop such systems. A guide has been developed to
help with this process (* Community Health Information Systems Guide for Case Studies’). Those
interested in obtaining the guide, or in participating, can contact Jay Edison (ADRA), the Chair of
the MEWG.

CASE 6: IMCI (Project HOPE)

Presenter: Luis Benavente is the Associate Director for Maternal and Child Health at Project
HOPE and Chair of CORE’s Nutrition Working Group.

The presentation focused on food and nutrition indicators for children age 6-36 months in Project
HOPE's Child Survivad program in Peru. In this program, HOPE failed in trying to improve
children’ siron status by developing an iron-rich food that could be produced locally, athough it
was well accepted. Normally PV Os do not get so involved in food technology. A major
problem was that IMCI specifications say supplements should go to “pale children”, and only
children with severe anemiaare pale. Other children with anemiadid not qualify.

HOPE is adapting the generic c-IMCI materials for the Amazon basin. CARE will do this for the
highlands of Peru.
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While HOPE failed in its objective, it did reduce the prevalence of sub-clinical vitamin A
deficiency. Coverage of vitamin A supplementation was increased, along with the consumption
of vitamin A-rich foods, especially those from animal sources.

Dedling with iodine deficiency was not in HOPE' s DIP, but the MOH wanted HOPE to approach
micronutrients from a broad perspective, so it was included. HOPE was able to decrease the
number of samples of table salt, which were iodine-deficient (but HOPE did not look at iodinein
urine).

Regarding anemia, the MOH has now changed its criteria, and anemiais how ceasing to be a
public health problem in the area

HOPE used cluster sampling, and the following graph shows the lines of confidence. So far there
isjust a partia improvement, and HOPE wants to do more.

HOPE' s data from growth monitoring sessions was analyzed using WH and z-scores. Three age-
specific cohorts from GM sessions were analyzed. As expected, WH decreased with age, then
recovered (which will happen if there is an intervention or not).

When examining HA, the z-scores go down and there is no recovery, yet HOPE' s results show
less than the expected reduction. HOPE is still working to improve this indicator, but thereis
some success shown here.

HOPE works with PRISMA, aTIl group that has hel ped them with software, evaluation designs,
and training. PRISMA has an interest list and other resources that helped HOPE to share its
information with the scientific community, with USAID, and others. Please refer to
http://www.prisma.org.pe/pl480/index.html for more information (note, this site is in Spanish).

Passive feeding turned out to be aproblem. Nearly athird of what isin the child’s bowl was not
eaten. HOPE isusing TIPsto explore this. HOPE is aso using a modified Hearth-type approach,
doing cooking demonstration using foods that have been shown to be successful to help with
micronutrient deficiencies. For example, animal liver was prepared so spicy it wasfit only for
adults and HOPE is introducing other ways of preparing animal liver so that it isfit for the child.

Thereis alittle overlap with PRISMA regarding distribution, but PRISMA and HOPE are
basicaly in different areas, yet share information.

The presentation concluded with a discussion on “multis’ and micronutrients in general. Some
highlights:

Nutraset in France is a source of zinc in Ecuador that can be dissolved in water. UNICEF is
now working on aformulation so that we could “hit” everything in the way of micronutrients.
(Tom Davis, consultant)

Sprinkles are a gresat intervention. Sprinkles are a powder consisting of iron (ferrous
fumerate), ascorbic acid, and may also include other micronutrients, which comesin small
one-dose sachets that are "sprinkled" into children’sfood. It was devised by Zlotkin et a at
the University of Toronto with support from the OMNI project. (Caroline Tanner, FANTA)

Some of the issues with iron or zinc will still be there with a*multi”, including packaging,
supply, etc. (Erin Dusch, HKI)
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There isno consensus on what isa“multi”. Studies do not compare the same thing. The
UNICEF concept is based on the U.S. RDA. Theironisonly 30 mg while 60 mg is needed
for pregnant women. Thisis not a perfect solution. The problem is compliance—and that
goes beyond the vitamin itsdlf.  (Zeina Sifri, HKI)

CASE 7: TIPsUse (CARE)
Presenter: Alden Dillow is the Program Associate for Nutrition at CARE.

TIPsasatool, or consultative research method, can be applied in many settings besides IMCI.
CARE has been introducing TIPs into some of its projects. For example, in Niger, TIPs was used
to determine an appropriate weaning food recipe for children aged 6-24 months.

There are six key stepsin using TIPs: (1) conduct behavioral anaysis through formative
research; (2) draft preliminary diet change recommendations; (3) develop aresearch
methodology (this could be a 24- hour recall, or feed back forms); (4) train afield team; (5) test
preliminary feeding recommendations by counseling and negotiating at a sample of households,
and returning to the households for feedback; and (6) revise recommendations based on the tria
results for development of awider behavior change strategy.

In genera, TIPsrequires arelatively small sample size, involves the target population in what
they can do, refines behavior change approaches, and identifies resistance points and motivating
factors to make the intervention more accepted. CARE has used TIPs in three settings, projects
and approaches: inits Niger CS project between 1995-1998, where CARE added peanut oil to
porridge for children 6-24 months; in its India INHP project (TII, beginning in 1995 and on-
going) which includes micro-nutrients, and in its Tgjikistan USDA program with flour and oil
distribution which began in 2000 and is on-going, which offers five behavior change options for
reducing anemia.

Niger: In Niger, CARE used TIPsto improve the nutritional status among 20,000 children.

Formative research yielded some experience within the MOH and Peace Corps which had been

promoting enriched foods but the ingredients were reported to be expensive and the recipes

difficult to prepare. CARE first wanted to do recipe trias, and to do this they chose different

streams. first, observing households with a second stream doing demonstrations in houses with
household trias of recipes and follow-up
visits to see what households could

Niger - Methods accomplish. CARE looked for technical best
practices in regards to mothers’ time, food
7 T Discussions with mothers availability, how well mothers could measure,
Observation Demonstrations ::Z:x:etnhfhzvce:nat’;xt and Infant feajl ng bellers Thlsylddaj
l | (moiers e, ome recommendations for an improved weaning
Household trials | ¥ measurement - and infant food. CARE ended up addi ng one tabl €spoon
Avalability of e et etces (measured using bottle caps) of locally
ingredients “~— (increased energy intake, produced peanut oil to fura, the local
— ot ooy POrTidge. CARE trained CHWs and health
Ao moroved personnel in the recipe, and husbands were
weaning food ! asked to buy the ail through health education.

The project offered small loans for peanut oil
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manufacture. The innovation was diffused through demonstrations and other means.

If results are based on recall, they can be hard to measure. Over a period of two years, in the
project area results moved from O to 44% of respondents who reported they had implemented the
intervention in the past 24 hours. 72% surveyed also said children accepted it well and that it was

easy to prepare.

CARE found that including fathers was useful. TIPs inspired genuine support from
TBAS/CHWS, engaged the community in research (taste tests, recipe trials, and listening), and
supported oil production. Mothers were very straightforward in reporting their successes and
failures.

India: In India, CARE field-tested approaches to improve maternal nutrition in 88,500 total
population within its Tl project, which has a beneficiary population of 10.3 million in 900
blocks. The availability for scale up was great.

Formative research resulted in alisting of different methodologies which showed that
pregnant/lactating women were consuming fewer calories than they needed, due to alack of
appetite and, among those pregnant, a desire to restrict fetal growth, Iron and beta-carotene intake
was poor, and there was a reported high prevalence of night blindness and anemia.

There were 32 women included in the TIPs trial, each of whom was given four options-- iron
distribution, more vitamin A-rich foods, more healthy snacks, and increasing saag (green leafy
vegetable) intake, of which they would chose one and try it for 21 days. CARE then conducted
feedback on the feasibility (24 hour recall). The overall project included among its interventions
supporting gardening, cultural events and song competitions, community health funds,
community kitchen gardens, wall writing and other communication materials, training of TBAS,
and strengthening of women’s groups.

In India, the CHWs were trained in counsaling along with iron distribution, and this was made
part of their ongoing work. There were some results (anecdotal) that seemed to contradict the
desire to restrict fetal growth, athough thisis not clearly documented.

The results were impressive over three years. Some lessons learned through TIPs include that
suggesting small changes ended up being more feasible. CARE worked to address the barriers to
behavior change identified through the TIPs methodology. Whole families were targeted.

Tajikistan: The two previous examples have utilized data based on dietary recall, but in
Tajikistan CARE isusing serum retinol levels. CARE's Tl program in Tgjikistan seeksto
reduce anemia among pregnant/lactating women in a 50,000 population. There is quite low
consumption of iron sources, low consumption of iron absorption enhancing foods, and lots of tea
drinking. Neither women nor doctors knew that anemia could be prevented.

CARE looked at causes of anemia through a study, and then analyzed seven possible behavior
changes of which women would try any two of their choice for aweek. 50 women were
involved. CARE then promoted four behaviors that the women had chosen. CARE trained a
TOT, prepared materias, and worked with the women. A baseline and fina survey were
conducted seven months apart. CARE used a strict OR protocol.

In terms of results, all women adopted at least one of the behaviors. One surprising large change
turned out to be increased use of tea aternatives (e.g. rose hip tea).
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Blood samples were collected one month before and seven months after the start of the TIPs trial.
The number of women with hemoglobin levelsin poor ranges decreased.

During the ensuing discussion on the results, it was suggested by a participant that the average at
baseline and final could be calculated, which was found to be a useful idea. Another useful idea
was to do a frequency distribution. Although
there were some outliers, these probably would
Tajikistan - Results (2) not skew the numbers.
paseline Ha Final Hg Other suggestions discussed included treating
severe cases and excluding these from the study.
For pregnant women, it was noted that women
would till have to take an iron supplement:
relying on diet alone would not result in adequate
iron.

06.0-7
m7.1-8
Bg.1-9
H9.1-10
010.1-11
W11.1-12

& CARE found that one of the most important
factors turned out to be support from family
members and neighbors. positive results can come in a short period of time.

CARE s experience leads to some general conclusions about TIPsuse. TIPs can be appliedina
variety of PVO programming settings. TIPsis a particularly useful method when time and data
collection are limited. It offers doable steps to nutrition behavior change programs. TIPs makes
it possible to pinpoint both effective educational methods and feasible behaviors for improving
nutrition.

CARE worked with Linkagesin India. Judiann McNulty (CARE) worked on the trialsin Niger
and Tgjikistan.

CASE 8. Care Groups (World Relief and FHI)

Presenters. Meanie Morrow isWorld Relief's Child Survival Soecialist, with a specialty in
health communication, using the Care Group methodology in CS.  Adugna Kebede technically
supportsthe FHI TII programin Mozambique. Tom Davis, a consultant, works regularly with
Food for the Hungry. He helped transfer the Care Group methodology to FHI's Tl project after
learning about the concept from World Relief.

Background and Resultsfrom CSin Mozambique

The Care Group methodology leads to behavior change including change in nutrition behavior, at
alow cost per beneficiary. Care Groups are a community-based strategy developed by Dr. Pieter
Ernst of World Relief/Mozambique, and it has spread from there. The focusis on building teams
of 10 volunteer women who work with their neighbors. Care Groups begin by organizing women
with children under age five, or WRA identified by a census, into groups of 10-15. One volunteer
is responsible for visiting the 10-15 households within her “block”. 10-15 volunteers (each
visiting 10-15 households) form a Care Group.

Project promoters (literate leaders) support the Care Groups. There may be 15 promoters in each
district. Each promoter supports about 8 Care Groups, or about 10,000 mothers.
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Care Groups meet every two weeks (or monthly). Their promoter records verbal reports of vital
events and shares local statistics.

During a Care Group meeting there is a verba reporting of vital events and illnesses, a discussion
of what has been reported, and challenges they may have faced, with an emphasis on encouraging
one another. Pictures, songs, and dance aid education. The promoter uses a large picture, and
smaller versions of the picture are provided to be used for household-level education with
mothers. Thereisarecap of the week’s key message. Sometimes there is some role-playing
before visiting mothers. Meetings usually last about two hours.

Every volunteer visits her households between Care Group meetings. She conducts education for
mothers and grandmothers, replicating what was done for her in her Care Group meeting. They
also work on current concerns of individual households, as well as the message of the month.
Volunteers can go to their respective promoter for input in difficult Stuations. Thereis also
collaboration with the MOH for activitiesincluding EPI, vitamin A distribution, GM, deworming,
etc.

Care Groups can be used for more than nutrition, and World Relief has used them for many
interventions including breastfeeding, Hearth, immunization, control of diarrhea disease, AR,
malaria, HIV/AIDS, child spacing, birth preparedness across its various CS projects.

Care Group turnover isvery low. In World Relief’sfirst CS in Mozambique, during four years
there was a 5.3% dropout, with about half leaving the area, and half having died. The 10-15
household load is light enough that other volunteers could cover the gap of dropouts.

Volunteers are not paid but they have received items such as a scarf, t-shirt, and/or skirt over a
four-year period. In Malawi, volunteers received free health care. In all countries volunteers
receive prestige and support.

Promoters are paid workers. They live in the communities where they work, training and
supervising up to eight different Care Groups. Over a two-week period, they generally cover
eight Care Groups. They may provide distribution of some services, for example vitamin A
capsules or iron, depending on MOH policy. The have relationships with village leaders, help
VHCs, and document progress through surveys, etc.

In World Relief’s second CS project in Mozambique the Care Group concept was expanded with
the addition of new kinds of Care Groups. World Reief added pastors and gave them health
messages to share with their congregations. They aso started grannies Care Group, which meets
once a month with agranny trainer. While grannies are not expected to make household visits,
World Relief wants them to fedl included and redlizes their role in the decision process of the
family.

World Relief’ s second CS in Mozambique had a dow start with the bad floods that disrupted it in
the beginning, but many targets have been met by the MTE point, and some targets will need to
be set higher. Some results highlights include:

In arecent survey 100% of volunteers had been seen in the past two weeks,
There has been a good net increase in the 0-35 month old children weighed at least once
during last three months after a dip due to the flooding
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Of those identified as malnourished whose mothers were to receive nutrition counseling, 95%
have done so.

95% of malnourished children received nutritious food/enriched porridge, determined during
aquarterly survey.

Participants looked over selected results of the project, including mothers/children who have just
completed a Hearth cycle, looking at what happened during the two weeks of Hearth and two
weeks at home in terms of additional weight gained (catch up growth). Oil was provided by the
CSproject. A study has shown that peanuts worked even better than oil in supporting catch-up
growth.

Although World Relief has not formally begun its materna care intervention yet-- promoters are,
however, aready sharing messages about this. Close to 90% of children with diarrhea were
treated with ORT, and provision of extrafood following diarrheal episodes has risen from 20% to
more than 70%. World Relief is aso working with the MOH so now every village has a health
post, e.g. CSis providing better access to treatment, and is realizing earlier treatment-seeking for
fever.

Quarterly surveys also show some declines. ITN use for under-fivesis decreasing after an initia
big increase. While World Relief is communicating that people should use their ITN year-round,
families are not using them during the dry season when there are fewer mosquitoes.

Care Groups are reporting on deaths in households. There has been a decrease in deaths from
malaria, dueto ITN use (with seasona peaksin April/May). There has been an increase in deaths
from malnutrition, most likely because people were previoudy unaware of the impact of nutrition
on mortality and attribution is being better understood now.

World Relief has been careful to phase-over responsibilities from the paid promoter (who will be
withdrawn at the end of the project), to the Care Group leader and VHC to promote sustainability.
The first phase Care Group had reported that they would continue with their work, and one year
later more than 90% were still doing home visits, providing a strong potential for sustainability.

CareGroupsin TIl in Mozambique
Very recent KPC data looked over afive-year

period of FHI’s TII monetization project in
Mozambique. A few indicators were presented

along with examples of how FHI presentsits f IndicFmrM F’erfort:r)ancgr Ilraflking
- . ozambique Title
detain graphic form. % of Children 20-23 Still BF

(Persistent Breastfeeding)

While breastfeeding is universal, there continue
to be problems with exclusivity and persistence.
The TII project has documented a change from
56% to 65%. Asan example of data

presentation, the line graph aspect of this . rral e
example is based on monitoring, and the bar | B
graph on the fina evaluation KPC. They are 0 | ereamies
similar although the bar graph includes a newly o

entered district, which lowered some results.
Additional examples of FHI data presentation
include the line and bar graphs on the following page.
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Highlighting additional FHI results, for EPI, FHI

Differences in Stunting. Underwt, &

Wasting By Sex (6-23m olds) does not provide vaccine but facilitates a mobile
FHI/Mozambique

team aong with increasing awareness to mothers.
There has been a decline in the prevaence rate of
diarrhea. At the final evaluation, FHI found a
significant difference in stunting, and severe
stunting, from the baseline. There are sex
differences in stunting, underweight, and wasting,
with more male children affected than female
children. The reason for thisis not yet identified.
FHI used HA Z score at its baseline and final.

As an interesting point, the CS and T1I programs
were compared, and it was discovered that the CS
program performed better, looking at average
performance.

The cost per beneficiary per year was $4.50. This
includes women and children under age five, but
does not include some of the technical supports.

Care Group Success

Some of the reasons Care Groups are successful
were discussed. The unit of work is a neighborhood, an important point. Also, social support is
increased so fewer incentives are needed. Dropout rates are lower, reducing training costs. A lot
happens outside of meetings. There are strong socia reasons for remembering messages.
Community tasks are light. Care Groups know their households and are invested in them.
Finding defaultersis easy. The strategy also allows for a more efficient use of higher trained
staff.

For monitoring and evaluation activities, there are
oral reports on specific households. Optionaly,
the promoter can documents household resultsin
registers, or an MCH calendar can be used to
collect household data (this will be included in an
expansion of the FAM Monitoring and Evaluation
Toolkit shortly).

Leaders of Care Groups send a monthly report to
their respective health post.

Every 3-6 months a mini-KPC consisting of about 10 questions is conducted with about 10% of
mothers. Community leaders are briefed on the results. The knowledge of Care Group members
is evaluated through oral quizzes. Graduation requires 50% correct answers by the entire group.
Stronger Care Group members are paired with weaker ones to facilitate this.

Once a Care Group has been monitored, it is not monitored again until all groups have been
included. Groups are picked randomly for monitoring.
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By using Care Groupsin CS and TII, knowledge and practice levels are boosted (and CS does a
lot with coverage). Care Groups help to systematize

equitable access. Care Groups can improve program Practical Tipsfrom
measurability. Colleagues

From their data, FHI knew alot one year into their project. Doing less more often isagood
For example, adrop in breastfeeding among the 20-23 strategy where there islittle

. : free time for women and low
month age group was noted, due in part to being pregnant literacy. Every day volunteers

again and fear that continued breastfeeding would harm the i h

unborn child. So FHI worked on this by looking a some canvisit OTnoem %25} s, consultant
women who did continue breastfeeding into their
pregnancies.

Other health promotion activities can be piggybacked on the Care Group modedl.

) . Care Groups can provide an ideal
Practical Tips from Colleagues structure for implementing Hearth and

her PD approach
FFH recommend starting savings groups with these kinds other approaches.

of groups. FFH saw some great things with thisin Nepal

where groups were taught basic literacy and in the The cost per beneficiary can be

process noted that women want a safe place to save decreased through the use of

money. Such an opportunity gives women ways to volunteers.

manage their money and lend it to each other. Training

onwomen’s’ rights can also be added. These activities While technically the Care Group

can sustain groups like this over the long term. methodology is not IMCI since it does
not follow the officia protocols, once

Judith Justice is doing alarge study in Nepal, which will al interventions have been phased in

be useful to PV Osworking with volunteers. Theresults members could deal with them as a

e olae, | wholein aniricrted menver. Whe
9 4 : isredly needed isto apply the

Robb Davis, FFH . .
appropriate jargon.

It was noted that World Relief’ s project manager works one day aweek at the district hospital, so
thisis not seen as a competitive program to the MOH.

News Bulletin: Toolkit Available

“A Review of Health & Nutrition Project Baseline Research Methods of Title I1-Funded
PVOs’ by Patricia Haggerty, 2000, FAM M&E Toolkit isavailable online. For an MS
World download, go to http://www.foodai dmanagement.org/mne3.htm To view the entire
toolkit, go to http://www.foodaidmanagement.org/MandET oolkit.html.
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CASE 9: AIN/IMCI Community Implementation Progress (PCl).
Presenter: Leone Arguello worksfor PCI.

PCI developed aframework in 1999 to put more projects into their selected project site.

PCI NICARAGUA GLOBAL INTEGRAL STRATEGY
PROJECT CONCERN INTERNATIONAL
1999-2001

HEALTH

MATERNAL REPRODUCTIVE VECTORS
CHILD HEALTH CONTROL

- \‘ AGRICULTURAL
WATER AND PRODUCTION

SANITATION [/ AGRICULTURE
FOOD ENVIRONMENTAL

SECURITY

FAMILY
GARDEN

PRACTICES
IN KIND REVOLVING FUND

MINI-AQUEDUCT
WELLS

RESERVOIR
LATRINES

ANIMAL PRODUCTION

‘-"'r
y y
FOOD FOR WORK
INFORMATION MATERNAL CHILD INFORMATION
SYSTEM SCHOOL FEEDING SYSTEM

COMMUNITY PARTICIPATION

PCI began working with a TIl MCH, and then added a CS project and were able to obtain more
funds for water/sanitation, house building, education, and school feeding. PCI triesto mix all
interventions with lots of community participation, using a community information system
enabling communities to have enough information to take concrete steps, avoiding vertical
programs.

First, PCl established coordination at various levels. department level (including with Prosalud,
BASICS |1, and HOPE); the municipa level with the MOH and NGOs, and the community level
with health units, health volunteer workers, etc.

The MOH knew they could not follow-up weight control themselves every month. The MOH
was in charge of weighing, and they were doing supplementary feeding which was probably
overly optimistic in terms of what they could accomplish. This was solved by giving the
population skills to conduct weighing by themselves.

Then Hurricane Mitch came, the program stopped, and PCI began afood program.

The food program’ s focus is on problem solving, detecting early signs of weight decrease/growth
faltering. The focusis more on the trend more than a single weighing. Personal and family
counseling is provided within people' s own redlity, rather than by giving generic advice. Advice
needs to be specifically related to the way a mother feeds her children. By knowing the family
better PCI staff can help improve the child' s health better.
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Firgt, staff review the child's card for EPI and growth, then do a WA classification. Then, taking
into account the resources available, staff try to motivate and counsel the mothers, both at the
weighing session and at home visits conducted by health volunteers. The follow-up is most
important. If amother is doing well and told so, she will do better. If sheis not doing well, this
may be missed without follow-up. BASICS helped PCI with this concept.

The project areaincludes 18 MOH-staffed health units, and health volunteers and PCI staff in 24
communities, who work with mothers and fathers of under-twos. They began with mother’s
clubs three years ago, and added a father’s club at their request. Most of the project’ s focusis on
women, and so much weight is put on what flows to their children. Rather than trying to avoid
men because they are “so difficult” (and thinking that from the mother benefits will go straight to
the child) PCI works to be more gender equitable.

Communities are selected; volunteers are selected; training on mapping, conducting the baseline
and Salter scale management takes place; and abaseline is completed. Results are presented.
MOH, volunteers and PCI make commitments, which are not necessarily written—people’ s word
are honored.

At the second stage, PCI trainsin child evaluation using specific tools, e.g. an action guide,
nutrition counseling, atable of expected weight gain, and a conversion table (kg to pounds).

At the third stage, there is training in information systems and session monitoring.
The project’s very satisfactory results to date were then shared with participants.
PCl istrying to make nutrition a socia value, where this does not exist now. Each community

should feel proud about the number of children who are gaining weight appropriately. Junta pour
sud!

Deter mining Guiding Principlesin the Use of Title Il and Child
Survival Resourcesin Addressing Malnutrition

Small Group Activity:

Choosing from the presentations on TIPs, AIN, PD/Hearth, credit with education, and care
groups, participants went into small groups to discuss one case from the plenary in which
both TIl and CSresources are being used. Discussions were to focus on methodol ogy, what
resources are used, and how well TIl and CS complement each other in addressing nutrition.
Groups came back into plenary with lists of promising elements fromtheir selected strategies
which others could use even if they do not adopt the methodol ogy wholesale.

T1Ps Group: - TIPs starts with trials of practices, a
Promising elements: concept which can be applied to many
. TIPsidentifies barriers and facilitating intervention areas and health worker
factors, behaviors,
TIPs provides confidence in the . TIPsleaves room for mother’s options
behavior change strategy dueto its (e.g. in Tgikistan mothers had four
“mini-pilot” nature; choices);
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TIPsisagood investment. Minimal
cost yields useful direction. While staff
do have to go out to households, they
can work with asmall sample.
Reiteration and repeated contact are
very atractive elements.

Possible uses/revision:

. TIPs can be used to revise messages at
mid-term;

TIPs could be useful between
conducting the KPC and doing the
DIP/DAP;

TIPs can be used at different stages of
implementation and with wide variety of
audiences. It can be adapted quite a bit,
athough it cannot redlly be “cut” into
smaller chunks;

Negotiation is an integral aspect of TIPs.
Programs could start doing more
negotiation with mothers, aswell as
providing more options for choice.
Asking mothersin groups to come up
with something that they can try and
promote as a group, rather than only as
individuas, is a potentia revision.
People do not tend to make decisionsin
avacuum.

Hearth Group:
Promising el ements:

PD can be used to find key behaviors,
and apply them to existing
infrastructure. For example, in a project
now being planned for Armenia, PD
could be used to identify good education
techniques. While within the FSU there
are not many community groups, it may
be possible to apply hearth within the
visiting nurse framework.

PD involves doing local research.

Possible use/revisions:

. Thereis till aneed to use local foods
for the feeding sessions, but food aid
could be used to target malnourished
children at the household leve to
complement this.

Hearth could be integrated with CS via
the educational sessions (e.g., for ORT,
mosquito nets, etc.)

Mothers in generdl, or specificaly
pregnant mothers, could be targeted for
use with the PD methodology.

If there is afood shortage, like in Haiti,
aHearth project could do a*“gift
exchange”, keeping donated
commaodities at home, and thereby
making it possible for mothers to bring
their own gift of loca foodsto the
Hearth session.

PD can be applied to agriculture,
gardening, sexual practices, etc. There
are PD people who are able to lead
lifestyles that keep them free of
problems that plague othersin their
community. Another successful
example was SC'swork using PD to
decrease femae circumcision in Egypt.
PD could be applied to communities, not
just individuals.

PD could be combined with
Appreciative Inquiry to find out what
people have done right.

There can be“PD NGOs”.

There can be PD families where men are
highly involved in caring for children.
PD has been used in agricultura
projects. Participants can contact Dave
Evans (devans@fhi.net) for information
on the PD agriculture trias.

AIN Group:

Prol

mising elements:

An important element is to have a
manageable size group for each
volunteer. In PCI, there were 3 per
community, to account for dropouts and
other reasons.

Frequent persona contact was important
between volunteers and supervisors.
Involving the community to solve
problems together.

Some competition between mothers who
were seeing their children’s weights
being put up...abit of peer pressure too,
both helped make it work.

PCI was able to build in some
sustainability to that communities can
do the work even when their CS
program ends.
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In Honduras, the point was made in
yesterday’ s presentation that demand
was increased for services from the
MOH in both women and the
community). AIN was more than what
was coming down from the top but what
people would demand themselves.

Once this begins, it is not likely that
demands will stop, which is good.

AIN built up gender equity by including
men.

The MOH is not necessary to implement
AIN, but MOH involvement can be an
important advocating tool.

Possible uses/revisions:

PCI wanted to use Title Il to fund AIN
activities yet were unable to do this, but
they were able to find CS funding for
this.

Care Groups Group:

Promising el ements:

- repetition of socia interventions (similar
to TIPs);

the community nominates the volunteer
mother;

use of mini-KPCs;

the whole community is motivated by
the small groups,

demand-driven topics;

easily understandable messages,
messages are sustainable and targeted to
people who are not necessarily literate;
like AIN, the small groups used are
more sustainable;

training is done at the community level.

Possible uses/revisions:
ways to emphasize more solidarity
among these groups, leading to a very
motivational outcome.

Credit with Education Group:

Promising elements:

. applies basic principles of non-formal
education (having a dialogue, use of
small groups);
having a grid and other small toolsto
improve teaching methods—some of
these elements could be included in a
check list;
use of lesson plans- many PVOsin CS
probably do not have formal lessons
plans for the messages they plan to
promote; yet this would probably
improve the health education they
provide.

Possible uses/revisions:

- teaching nutrition in groups outside of
health groups (e.g. credit, agriculture,
extension, literacy, or existing groups in
the community);
using LQAS for assessing knowledge
and practice changes;
using Child Survival groups for
promoting savings, which could be a
motivation for people to join the group.
This could end up becoming a
sustainable financial incentive to keep a
health group together.
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PART 1V: Workshop Conclusions

Tom Davis provided a wrap-up and closure to the workshop, highlights of which are summarized
here. Elements have been brought together from mini-summaries at the close of days one and
two.

Summary of Lessons Learned:
> Borrow ideas

» Measure your work

» Focuson scale

» Learn from communities
» Focuson contact

During the first day, highlights included a stronger than ever recognition to standardize
definitions of “standard” indices. (For example, aWAZ between -2 and -3 is considered
“moderate malnutrition” by most PV Os, WHO, and USAID but sometimes called “mild
malnutrition” in some health studies (e.g., Pelletier’ swork). The importance of use of z-scores
(over percentiles) was stressed. The purposes for different reference standards were reinforced.
Nevertheless, it is clear that the magnitude of improvement coming from nutrition indices will
always be difficult to predict. Tl projects need to continually improve the rigor of their
evaluation methods in order to advance the knowledge base of successful methods using Tl
resources.

More work is needed to understand when to use anthropometric each index. Participants agreed
that it would be useful examine changes in anthropometry and nutritional status with different
types of interventions.

On day two, participants reviewed the application of statistics including two-by-two tables. Some
of the synergy between CS and Tl programs was clarified, with nutrition-focused activities being
central to both programs; and with interventions for CDD, ARI, EPI, and causes of
neonatal/perinatal death (CS) working in tandem with agriculture, water, and sanitation activities
(TH).

M ethods/concepty/strategies such as Hearth (for rehabilitation), AIN (for prevention of
malnutrition), and TIPs (for research) serve as links in the IMCI toolbox.

Working off of the materia of day one, presentations also emphasized the need to use appropriate
indices for different groups, as well as to ensure which age groups are most appropriate for each
type of program. TIl projects hedlth staff should consider nutrition interventions for other non-
traditional beneficiaries, like deworming farmers to decrease iron deficiency and improve
productivity and yield. In both programs, it isimportant to re-verify initial data and sampling.
Also, emergency and non-emergency needs/indices need to be distinguished, as do geographic
contexts.

In TII, rations can be linked to recovery.

The needs of overweight children also need to be addressed, not only the rehabilitation of
severely manourished children, which remains a difficult task. Along with this, maternal and
adolescent nutrition are emerging issues.




Nutrition Works == September 5-7, 2001

The participation of the elderly needsto be continually assessed for each context.

Annual and bi-annual targets need to be realistic (and may need adjustment), looking a so toward
expected change within the program’ s timeframe (e.g. five years).

Day three looked across the workshop as awhole. IMCI is not “just a health strategy,” but a
hedlth and nutrition strategy. IMCI should be promoted through Title Il food security programs.

As resources shrink for programming, the cost per beneficiary should be analyzed regularly so
that each project’s efficiency can be assessed. When data on indicators are presented, data on
cost per beneficiary should be presented as well.

Multiplier models, like Care Groups, can lead to rapid changes in knowledge, practice, coverage,
and nutritional statusin a sustainable, low-cost way. Clearly, PV Os should freely borrow idess.
FHI in Mozambique took the Care Group concept from World Relief, for example.

Benchmark by looking at the work of organizations that have the most proven success.

As movement is made towards use of daily multivitamins, it isimportant that: (1) problems with
compliance are resolved, and (2) the multivitamin used is country-specific. Many multivitamins
are based on RDA for the U.S., and do not respond to the needs of individual countries.
Absorption rates of nutrients should also be taken into account (e.g., use of zinc sulfate rather
than zinc oxide).

More should be done to promote foods that enhance the absorption of iron, the consumption of
iron rich foods, suggest alternatives to foods that tend to block iron absorption (e.g., dternatives
to ted). These messages can be quite complicated however, in the case of tea, rather than
counseling women not to drink any tea (which may not be a successful strategy) it isthe
sequencing that should be stressed. In other words stress that it is best not to consume tea at meal
time, but that tea could be enjoyed after the medl, after the food has had time to digest.

As repeated each day, measure project work to convince others of its value, and to make sure
targets are met. State confidence levels at all time.

Focus on scale. Small is beautiful. Large programs -- like the body -- should have extensive use
of smaller units of production (“cells’) and promote quality relationships between the project
staff and those units.

For better nutrition, work for better health.

Use methods that help PV Os learn what works in nutrition from the community. TIPs, Hearth,
credit with education, and Care Groups al do this successfully, focusing on personal, high
frequency, relationship-building, high quality contact between people in project communities and
project staff members.

The levels of malnutrition seen now have the potential to one day be only a bad memory, as seen
with the history of eradication of smallpox. PVOs were thanked for being committed to working
to eiminate malnutrition.

In summary, the nutrition program methods presented have demonstrated a high degree of change
in nutritional status. Nutrition works!
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Annex A: Nutrition Resour ces

Food Security Resour ce Center (FSRC)
Selected Bibliography of Resources

Vigting or Ordering Resourcesfrom the FSRC

The FSRC is open to the public 9 am. - 5 p.m., Monday through Friday, and contains over 8,000
resources relating to child survival, food aid, food security, nutrition, and health. Visitors are requested to
call and make an appointment before visiting for specific research. This bibliography encompasses only
selected resources. Additional topic-specific resources may be available; contact the Technical
Information Specialist to make a research request. Visitors may also search the FSRC’ s library database
on site. Document orders or research requests can be made by telephone, fax, email, or regular mail.
Turn-around of research requests and document orders is typicaly eight days or less. Each resourceis
assigned an FSRC call number. Please refer to this number when ordering a document.

Cost Recovery Charges

Cost recovery charges apply to al orders. Extra copies are distributed at no charge. When aresource
exists on-line, the web site address will be given at no charge in lieu of a hard copy unless otherwise
requested.

$0.15/copied page
$1.50 flat handling fee for shipped orders
$ Postage at cost for shipped orders

Payment

Payment may be made by check to Food Aid Management or in cash, and must be made in $US.
Itemized invoices for each order are enclosed with the documents, or may be e-mailed to the requester.
Credit cards are not accepted.

How to Order
For information, call 202-223-4860. Send your request by e-mail, fax, or regular mail to:

Trisha Schmirler, Technical Information Specialist, Food Aid Management, 1625 K Street, NW, Suite
501, Washington, DC 20006 USA. Email: tschmirler@foodaidmanagement.org. Fax: 202-223-4862.

ResourcesOnline
Many of the el ectronic resources bel ow require the Adobe Acrobat Reader software. This softwareisfree
and may be downloaded from www.adobe.com/products/acrobat/reastep.html .

ANTHRO: Software for Calculating Pediatric Anthropometry. 1999. Centersfor Disease Control
and Prevention (CDC). Version 1.02. http://www.cdc.gov/nccdphp/dnpa/anthro.htm

ANTHRO software can be used by hedlth professionals to compare the growth of individua children with
the growth patterns of alarge reference population of the same age and sex. ANTHRO is based on the
1978 NCHS/CDC/WHO growth reference. It requires the sex, height, weight, and age of children to
calculate normalized anthropometric z-values, percentiles and percent-of-median. It can use dBase files
for batch processing and has an anthropometric calculator. The hardware requirements, user’s manual,
and actual software may be downloaded for free from the above-referenced web site.
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Anthropometric Indicators M easurement Guide. 2001. Cogill, Bruce; FANTA Project; USAID. 96p.
FSRC #N.A..

Part of the FANTA Project’s Title Il Indicator Guide series, the release of this document isimminent on
the FANTA web site at http://www.fantaproject.org. The guide is intended to assist Title Il program
managers in selecting indicators and cutoffs for monitoring and evaluating programs. Concise chapters
discuss indices, data collection (including detailed reviews of egquipment needed and weighing and
measuring procedures), data analysis and relationship to international growth references. Appendices
include information on assessments of adults and adolescents, and measurement standardization.

Design and Implementation of Nutrition Surveys (excer pt from the MICAH Guide). Micronutrient
and Health (MICAH); World Vision Canada. 137p. FSRC #7624.

http://www.foodai dmanagement.org/mne3.htm (in the “Online Documents” section).

Focuses on design and implementation of nutrition surveys. Includes chapters on per-survey issues
(resources, level of aggregation, time, cost, baseline surveys); questionnaire design (requirements,
guestionnaire options, pre-testing, interviewer instructions); choosing a sample (sampling concepts,
probability sampling, sample size, population demographics, distribution issues); data collection
(logistics, selecting and training field workers, data processing); and conducting the field work..

Hearth nutrition model: Applicationsin Haiti, Vietham, and Bangladesh. 1997. Wollinka, Olga;
Kedley, Erin; Burkhalter, Barton R.; BASCS World Relief. 111p. FSRC #6896.

http://www.basi cs.org/Publications/Hearth/hearth.htm

The Hearth nutrition model was introduced in Haiti, Vietnam and Bangladesh in the early 1990s and aims
to alleviate childhood malnutrition. The focusis on energizing volunteer mothers to rehabilitate
malnourished children using local, affordable, nutritious foods for two weeks; the visible change in the
children is a powerful motivator for mothers to continue good feeding practices.

Implementing and Evaluating Nutrition I nterventionsfor Managers of PVO Child Survival
Projects. a Guide to Manuals, Guidebooks, and Reports. 2000. Wagman, Jennifer A.; Winch, Peter
J.; Johns Hopkins University, USAID. 190p. FSRC #7690.

http://www.childsurvival .com/documents/CovTitleSml.pdf

This guide reviews some of the existing manuals for increasing the capacity of PVOsto prevent
nutritional problems by implementing intervention programs. It will assist would-be users to select
manuals most appropriate to their needs. It is assumed that the reader is aready familiar with the magjor
nutritional problems found in low-income countries and the interventions available to address them.
Ordering information is aso included.

Indicatorsto Monitor Impact of Nutrition Programs (excer pt from the MICAH Guide).
Micronutrient and Health (MICAH); World Vision Canada. 66p. FSRC #1236.

http://www.foodai dmanagement.org/mne3.htm (in the “ Online Documents’ section)

The MICAH guide was prepared to help standardize the monitoring and evaluation of micronutrient
programs, and is based on UNICEF's Practical Handbook for Multiple Indicator Surveys. The guide
addresses the differences between process and outcome/impact indicators, defines core micronutrient
indicators, and discusses selection of indicators for various types of programs. It includes alist of data
sources, levels of monitoring indicators, methodologies for indicators, international micronutrient
deficiency standards, and tables for indicator calculation.
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KPC 2000+ Questionnaire. 2000. Child Survival Technical Services (CSTS); CORE Monitoring &
Evaluation Working Group.

http://www.childsurvival .com/kpc2000/kpc2000.cfm

The latest version, the KPC2000+, includes new and updated modules, as well as the Rapid CATCH
(Core Assessment Tool on Child Health). There is also a Tabulation Plan for calculating key child hedlth
indicators. Modules may be individualy downloaded in Microsoft Word, WordPerfect, or Adobe
Acrobat PDF.

Practical Analysisof Nutrition Data (PANDA)

http://www.tulane.edu~panda2/

Interactive learning package being developed by Tulane University with the support of UNICEF. Online
modules cover analysis, micronutrients, emergencies, and food security issues.

Review of Health and Nutrition Project Baseline Research Methods of Title Il Funded PVOs. 2000.
Haggerty, Patricia. Food Aid Management (FAM) Monitoring & Evaluation Working Group. 63p.
FSRC #.

http://www.foodai dmanagement.org/mne3.htm (in the “ Online Documents’ section)

This report reviews methods and tools available for conducting basdline surveys and evaluations of Title
I MCHN programs and describes how these tools can be used in various settings, taking into account
availability of guidance and questionnaires and constraints normally faced by PVOsin thefield. It
includes synopses of methods for supplementing baseline data. Appendices address MCHN indicators
and list references and useful web sites.

A Simple Guideto Using Multilevel Models for the Evaluation of Program Impacts. 2001. Angeles,
Gustavo; Mroz, Thomas A.; MEASURE Evaluation Project; USAID.
http://www.cpc.unc.edu/measure/publications/workingpapers/wp0133ab.html

The purpose of this essay is to help researchers investigating the impacts of health, family planning, and
nutrition programs understand the importance and relevance of using multilevel analysisin their empirical
evaluations of the programs impacts. The above link references the document abstract, from which the
full online version may be downloaded in Adobe PDF.

United Nations University Press— Full Text Online. United Nations University Press, var.
http://www.unu.edu/unupress/food/f oodnutrition.html

Full texts of food and nutrition-related books by the International Nutrition Foundation (INF) and
International Dietary Energy Consultative Group (IDECG) as well as numerous others published by
UNUP. A broad range of technical and operationa topics are addressed.

World Health Organization (WHO) Publications Catalog — Nutrition, deficiency diseases. 1991 —
2001.

http://www.who.int/dsa/cat98/nut8.htm

Online catal ogue provides abstracts of selected WHO publications.

FSRC Print Resourceson Nutrition (General)

Child Growth and Nutrition in Developing Countries: Prioritiesfor Action. 1995. Alderman,
Harold, ed.; Pelletier, David, ed.; Pinstrup-Andersen, Per, ed.; Cornell University. 447p. FSRC #6221.
This study reviews existing knowledge of nutritional improvement and analyses the constraints impeding
the flow of technical information into action. A number of different approaches are discussed, including
community and state responses.




Nutrition Essentials: A Guidefor Health Managers. 1999. BASCS, UNICEF; USAID; WHO. 250p.
FSRC #7674.

This guidebook provides health managers and practitioners with (1) current nutrition protocols and
guidelines, (2) technical reasons for focusing on certain nutrition outcomes and interventions, (3)
checklists that can be adapted locally for program planning, training, supervision, and evaluation, and (4)
new ideas to solve common problems.

Preventing Micronutrient Malnutrition: A Guideto Food-Based Approaches. 1997. FAQ;
International Life Sciences Ingtitute (ILS). 105p. FSRC #7549.

This manual for policy makers and program planners discusses food-based approaches to combating
micronutrient malnutrition and provides guidelines for policy makers in the implementation of these
strategies. Includes sections on increasing small-scale (e.g., gardening programs) as well as commercial
production of micronutrient-rich foods, maintaining micronutrient levels in common foods (improved
storage, food safety, and preparation), plant selection and breeding, food fortification, and communication
strategies.

Rapid Assessment Proceduresfor Nutrition and Primary Health Care: Anthropological
Approachesto Improving Programme Effectiveness. 1987. Scrimshaw, Susan C.M.; Hurtado, Elena.

70p. FSRC #4215.

This guide discusses practical anthropology for health programs, describing and providing advice for
using anthropologica methods; preparing for and conducting focus groups; selection, training, and
supervision of field workers; data analysis; and suggesting an outline for reporting findings. Appendices
provide data collection guides for communities, households, and primary health care providers. A
bibliography and list of participants from workshops where the original field guide and subsequent
revisions were discussed are aso included.

Research Methodsin Nutritional Anthropology. 1989. Pelto, Gretel; Pelto, Pertti; Messer, Ellen.
201p. FSRC#997.

This book discusses methodologies for studying key aspects of nutrition in individuals, families, and
communities. It addresses studying determinants of food intake, strategies for field research, procedures
for analyzing energy expenditure, time-allocation analyses, cultura patterning and group-shared rolesin
the study of food intake, and elementary mathematical models and statistical methods for nutritional

anthropol ogy.

Scaling Up, Scaling Down: Overcoming Malnutrition in Developing Countries. 1999. Marchione,
Thomas J., ed. 292p. FSRC #7728.

The book contains four case studies of grassroots nutrition and health programs that have scaled-up along
the dimensions of culture, quantity, function, organization and power. It reviews cost-effective methods
and approaches for gathering critical information for program design and evaluation. Finaly, it presents
overviews of capacities needed to best facilitate scaling up.

Under standing Nutritional Data and Nutritional Indicators. 2000. Maxwell, Daniel. 8p. FSRC
#8051.

This paper isintended to address the questions of definitions and interpretations of different kinds of
nutritional data, and to aert program managers to potential uses of nutritional data for targeting,
monitoring or evaluation, and pitfalls in the interpretation of nutritional data.
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FSRC Print Resources on Anthropometry

Anthropometric Survey Manual. 1998. Tuli, Karunesh; Davis, Robb; Catholic Relief Services (CRS).
162p. FSRC #7699.

This manual was developed to assist CRS's Field Offices engaged in Food Assisted Child Survival
activities respond to USAID/BHR/FFP's requirement that result reports include anthropometric data from
population based surveys. While the manual is designed to guide Field Offices in this specific type of
programming, it also provides an array of useful information and resources for al those conducting

popul ation-based anthropometric surveys.

Assessing the Nutritional Status of Children: An Introduction to Anthropometry, Theory,

M easur ement Procedures, and Data Analysis. 1998. Shorr, Irwin J.; Tuli, Karunesh; Save the
Children. [100]p. FSRC #328 This notebook contains material from aworkshop held October 19-21,
1998 in Washington, DC. Topics discussed include: introduction to anthropometry theory; anthropometry
training issues, measurements, and measuring instruments; introduction to anthropometric data entry and
using Epi Info.

Assessing the Quality of Anthropometric Data: Background and Illustrated Guidelines for Survey
Managers. 1994. Kostermans, Kees;, World Bank. 47p. FSRC #1009.

This paper discusses quality control of anthropometry. Anthropometric measurements are among the
very few observationa datain a survey full of interview data and because the rate of manutritionin a
developing country may be considered as a comprehensive indicator for its standards of living.

Comparative Utility and Field Implications of Anthropometric Indicatorsfor the Assessment of
Malnutrition in Developing Countries. 1993. Sapir, Debarati G.; Fortuin, M. 24p. FSRC #906.
This paper is intended to assist nutrition field workers by contributing toward easier and less error-prone
data collection. It evaluates the performance of non age-based indicators in their capacity to identify
high-risk children to minimize field measurement errors, and describes the fluctuation of sensitivity and
specificity at different cut-off points to help management and planning in nutritional programs.
Anthropometric data are drawn from a survey in the Eastern States of Bihar and West Bengal, India that
measured children under 5 years of agein 1,200 households.

Food Security in Developing Countries: Measuring malnutrition. 1990. Payne, P.R. FSRC #6292
The nutritional condition of an individua can be measured either in terms of outcomes or inputs. A
review of the methods of measurement in common use for these two approaches is followed by an
account of the problems of interpretation of these in the light of contemporary ideas about the causes of
growth faltering in children. Provided these problems are recognized, nutritiona indicators can play a
useful role in assessing overall food and health situations.

How to Weigh and Measure Children: Assessing the Nutritional Status of Young Children in
Household Surveys. 1986. Shorr, Irwin J.; National Household Survey Capability Programme;
Department of Technical Co-operation for Development and Statistical Office; United Nations 113p.
FSRC #5088.

This manual explains how to weigh and measure children. The measurements that are presented are
standing height, recumbent length, weight, and mid-upper arm circumference. Mid-upper arm
circumference is not a core measurement for cross-sectional surveys but is included as a supplementary
measurement asit is particularly useful for screening purposes.




Measuring Changein Nutritional Status: Guidelinesfor Assessing the Nutritional Impact of
Supplementary Feeding Programmes for Vulnerable Groups. 1983. World Health Organization
(WHO). 102p. FSRC #5086.

These guidelines are intended to assist countries receiving food aid in measuring changes in nutritional
status and modifying the scope and organization of supplementary feeding programs based on these
measurements. The book covers selection of indicators, methodology, data collection and sampling, and
analysis and interpretation. Appendices provide standardization procedures for data collection, areview
of statistical sampling, and reference data for weight and height of children.

FSRC Print Resourceson KPC Surveys

KPC Survey Instructions. Food for the Hungry International. 56p. FSRC #6951.
Food for the Hungry's adapted KPC survey and questionnaires provide guidance on how to conduct the
survey as well as sample workshests.

Marsabit Title 1 Food Security/Health & Nutrition: Knowledge, Practice and Coverage Basdline
Survey Report. 1998. Food for the Hungry/Kenya. 18p. FSRC #7945.

This report summarizes the results of a KPC survey that was carried out by FHI/Kenyain Marsabit
District. The objectives of the survey were to obtain information on the knowledge and practices of the
mothers of children under two years of age, in relation to the project objectives set by FHI/Kenyain their
Title I Development Activity Proposal. The appendices include questionnaire. The survey used a cluster
sampling design.

Survey Trainer's Guide: PVO Child Survival Project Rapid Knowledge, Practice and Coverage
(KPC) Surveys. 1997. PVO Child Survival Support Program; Johns Hopkins University, School of
Hygiene and Public Health. 20p. FSRC #7238.

Guide developed to help standardize the implementation of PV O Child Survival Rapid Knowledge,
Practice and Coverage (KPC) surveysin thefield. Intended primarily as a reference tool for people who
have received training the Rapid KPC Survey. Emphasis on analyzing and using data collected in the
survey, including providing and receiving feedback from the community as well as from local and
national health organizations.

FSRC Print Resour ces on Community Programs

Community-Based Approachesto Child Health: BASICS Experienceto date. 1998. Bashir,
Naheed; Keith, Nancy, Rasmuson, Mark; BASCS 65p. FSRC #7117.

BASICS work is primarily at the national and district levels providing technical assistance and support to
ministries of health, with afocus on health facilities. This report examines their experiencesin
community-based projectsin 10 developing countries, and recommendations for future activities.

Designing a Community-Based Nutrition Program Using the Hearth model and the Positive
Deviance Approach: A Field Guide. 1998. Sernin, Monique; Sternin, Jerry; Marsh, David; Savethe
Children. 85p. FSRC #77109.

The guide provides an overview and details the planning and implementation of community nutrition
programs using the Hearth model. Key steps include feasibility assessment, preliminary stepsin the
community, Situation analysis, positive deviance inquiry (PDI), program design informed by the PDI, and
common additional elements for an integrated nutrition program. Recommendations are based experience
with successful positive deviance-informed integrated nutrition programs in Vietnam, Egypt, Nepal,
Mozambique, and many other countries.
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Impact of Credit with Education on Mothers and their Young Children's Nutrition: Lower Pra
Rural Bank Credit with Education program in Ghana. 1998. McNelly, Barbara; Dunford,
Christopher; FreedomfromHunger. 85p. FSRC #7819.

This report presents the results from evaluation research designed to test hypotheses of positive program
impact on children's nutritional status, on their mothers' economic capacity, women's empowerment, and
mothers adoption of key child survival health/nutrition practices.

The Use of Care Groupsin Community Monitoring and Health Information Systems. 2000. Welch,
Rikki. 12p. FSRC #8068.

This article provides an overview of experience in Mozambique and discusses the key components of the
approach-from establishing the block system and the structure of Care Group meetings, to recruiting,
training, and testing volunteers. It outlines the adminigtrative structure of the Care Groupsin
Mozambique, reviews quality assurance measures that have been implemented to monitor their success,
and discusses the relative advantages of Care Groups in comparison to the management of individual
volunteers.




Annex B: Binder Contents and Handout Refer ences

Day One:

“Nutrition Works: Measuring, Understanding, and Improving Nutritional Status, Anthropometry”. Irwin
J. Shorr. September 5, 2001. Topics (Working Outlines): Introduction to Anthropometry (17 pages);
Training Issues (23 pages); Qudity Control and Standardization Testing (15 pages); Understanding
Measuring Instruments (6 pages); Measurement Procedures (copy missing).

“How to Weigh and Measure Children. Assessing the Nutritional Status of Y oung Children in Household
Surveys. Annex 1. Summary Procedures’. National Household Survey Capability Programme. United
Nations, Department of Technical Co-operation for Development and Statistical Office, New Y ork, 1986.

(24 pages)

Day Two:

“Performance of Private Voluntary Organizations in Increasing Population Levels of Child Survival
Behaviors and Knowledge in Developing Countries’. William M. Weiss, Dory Storms, Peter J. Winch.
April 29, 1998. (15 pages)

“Integrated Child Health and Nutrition Programming in the Community: The Success of AIN in
Honduras’. Marcia Griffiths. (2 pages)

“Trials of Improved Practices (TIPs). TIPs: A Method for Testing Program Recommendations and
Adapting the IMCI Food Box.” Excerpt from “Designing by Dialogue: A Program Planners Guide to
Consultative Research for Improving Y oung Child Feeding”. Kate Dickin, Marcia Griffiths, Ellen Piwoz.
SARA/HHRAA/USAID, June 1997. (28 pages)

“Brief for the World Summit on Children. Promoting the Growth of Children and the Education of
Families and Communities’. (4 pages)

“Background Materias for the Positive Deviance/Hearth Nutrition Model”. Prepared for the Nutrition

Works: Measuring, Understanding and Improving Nutritional Status Workshop September 5-7, 2001, by
Donna Sillan. (7 pages)

Day Three:
“The Power of Integration”. Christopher Dunford, President, Freedom from Hunger. (1 page)

“Introduction to the Freedom from Hunger Education Curriculum”. (7 pages).

“The Use of Care Groups in Community Monitoring and Health Information Systems’. Rikki Welch,
CSTS. (12 pages)

“Care Groups. A Methodology for Sustainable Improvements in Nutritional Status’. FHI, World Relief.
(18 pages)

Presenter Biographies. (2 pages).
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Handouts:
“Anaysis of Anthropometric Data Using Epi Info”. Tom Davis. (11 pages)

Anthropometric Indicators Measurement Guide. Bruce Cogill, FANTA. June 2001. (96 pages)

Binder: KPC 2000+ Toolkit. Knowledge, Practices, and Coverage Survey, Tools and Field Guide. The
CORE Group, CSTS. Revised October 2000. Contents. (1) Rapid CATCH (Core Assessment Tool on
Child Health) + tabulation plan; (2) guidelines for writing a KPC survey report; (3) KPC2000 survey
modules; (4) sampling resources, (5) list of additiona resources; (6) KPC2000 Field Guide.

“ Anthropometry and Title Il and Child Survival Programs.” Bruce Cogill, FANTA Project. September 5,
2001. CORE/FAM Workshop “Nutrition Works: Measuring, Understanding, and Improving Nutritional
Status’. (2 pages)

“Appendix C: Guidelinesfor the Dietary Anaysisduring TIPs'. (7 pages)

“CARE’s Experience Using the Trias for Improved Practices (T1Ps) Methodology for Nutrition Behavior
Change’. Alden Dillow. (4 pages)

“Community Health Information Systems Guide for Case Studies’. The CORE Monitoring and
Evauation Working Group. Contact Jay Edison, chair. (3 pages)

“Counsel the Mother”- Kazakhstan (3 pages), Indonesia (3 pages), Madagascar (3 pages), Niger (3
pages), Generic (3 pages)

“Feeding Recommendations During Sickness and Health” — Philippines (1 page), Uganda (1 page),
Morocco (1 page), Honduras (3 pages), Bolivia s Altiplano Region (3 pages)

Food and Nutrition Technical Assistance Project (FANTA) Brochure

“Malnutrition and Child Mortality: Program Implications of New Evidence’. Basic Support for
Ingtitutionalizing Child Surviva (BASICS), Nutrition Communications Project (NCP), Health and
Human Resources Analysis for Africa Project (HHRAA/SARA). September 1995. (7 pages)

“Nationa and Regiona Household Nutrition and Health Surveys. Use of Information for Program
Planning, Implementation and Policy Formation” (list of presentations). Symposium at the 17"
International Congress of Nultrition, Vienna, Austria, August 27, 2001, planned and organized by Irwin J.
Shorr. (1 page)

“Nutrition Resources: Implementing and Evaluating Nutrition Interventions for Managers of PVO Child
Surviva Projects. A Guide to Manuals, Guidebooks, and Reports.” Jennifer A. Wagman, Peter J. Winch,
editors. Department of International Health, Johns Hopkins University, School of Hygiene and Public
Hedth. April 2000. Onthereverse: list of relevant documents at CSTS available from their website as
of September 4, 2001. (1 page).

Positive Deviance Hearth: A Sustainable Community Solution to Malnutrition brochure. The CORE
Group.

“Small Group Exercise: Using the KPC2000+ to Collect Information on Nutrition Correlates’. Donna
Espeut. (4 pages)




“The Shorr Portable Height/Length Measuring Boards’. Shorr Productions. (6 pages)

“Use of Anthropometry in KPC Surveys. Case Study of Project HOPE's Child Survival X1 in Peru”. (7
pages)

“Using Knowledge, Practices, and Coverage (KPC) Surveysto Plan, Monitor, and Evaluate Food Aid
Projects. Donna Espeut, CSTS. Food Forum (FAM), Issue 56, 2" Quarter 2001. (5 pages)

“Using Lot Quality Assurance Sampling to Assess Measurements for Growth Monitoring in a Developing
Country’s Primary Health Care System”. Joseph J. Vaadez, Lori Diprete Brown, William Vargas
Vargas, David Morley. International Journal of Epidemiology Vol. 25, No. 2, 1995. (Available from
NGO Networks). (7 pages)

“Worldwide Timing of Growth Faltering: Implications for Nutritiona Interventions’. Roger Shrimpton,
Cesar G. Victora, Mercedes de Onis, Rosangela Costa Lima, Monika Blossner, Gragme Clugston.
Pediatrics Vol. 107 No. 5 May 2001. (7 pages)

No title. Summary of “Performance of Private Voluntary Organizations in Increasing Population Levels
of Child Surviva Behaviors and Knowledge in Developing Countries’. William M. Weiss, Dory Storms,
Peter J. Winch. April 29, 1998. (15 pages), in the binder. (4 pages)

Registered Attendees (name, organization, email address). (1 page)

Nutrition Works: Measuring, Understanding and Improving Nutritional Status Feedback Forms
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Annex C: Workshop Agenda

DAY ONE AGENDA

September 5, 2001

Activities

8:00—9:00 am ¢ Registration of participants and handout of materials
% Welcome by CORE and FAM Representatives
9:00 — 9:30 am o | ntroduct?on/Revi ew of Wo_rkshop _P_urpose— Tom Dav_is
¢+ Introduction of Day 1 Session Facilitators— Tom Davis
% Logistics Review
9:30-9:45 am % Review of Day 1 Agenda and Objectives— Tom Davis
% “Concerng/lssues’ Exercise (participants express any issues or concerns about the
945 — 10:00 am Day 1 agenda they would like to see addressed; these are compiled by facilitators on

overhead transparencies to be addressed in the discussion session later in Day 1) —
Tom Davis

10:00 — 10:30 am

«+ Brief overview of the use of how anthropometry the context of Title Il and Child
Survival Programs - Bruce Cogill

10:30 — 11:00 am

% BREAK

11:00-12:30 pm

« Definitions, Growth Reference, Cut-Off Points, Classifications, Common factors that
can lead to error, and Survey Components (training, equipment, quality control, etc.)
— Irwin Shorr

12:30-12:45

+» Discussion

12:30—2:00 pm

« LUNCH

2:00 —3:30 pm

¢+ Use of Anthropometric Data Presentation — Nina Schlossman & Bruce Cogill
What anthropometry can and can not tell us assessment/program
evaluation/monitoring; Use of anthropometric datain different contexts: GMP,
surveys, surveillance, and KPC
Data Analysis, Interpretation, and Reporting
= |nterpretation of common indicators (Wt/age, ht/age, wt/ht, adequate monthly
weight gain)
= Factorsthat may affect results and findingsin data analysis: geographic/regional,
seasonal, political, cultural, age, gender
= Report writing - Relating data gathered and previous research to report submission
% Panel Discussion & Interactive Q& A —led by Tom Davis
= What changes can be expected over a3 — 5 year activity (in stunting, wasting, and
underweight)
=  How to assess Catch-up Growth (Growth Faltering) in monitoring.
= Ageof Children (measuring children under 2 versus those above 2).

3:30 —4:00 pm

< BREAK

4:00 — 5:00 pm

% Case Studies: Examples of How Anthropometric Data is used in Child Survival & Title
Il

= Useof Anthropometry in Child Survival — Luis Benavente

=  Useof Anthropometry in Food Security - Thoric Cederstrom

5:00 — 5:45 pm

¢+ Open Discussion (free-flowing among all participants, to address issues from the
morning “ Concerns/Issues’ exer cise and any others which have arisen) — moderated
by Tom Davis

5:45 — 6:00 pm

% Conclusions & Closing — Tom Davis

September 5, 2001

Optional Evening Activities

7:00 — 9:00 pm

% Optional Evening Session I: Hands-On Weighing and Measuring — Irwin Shorr
< Optional Evening Session I1: EpiNut Anthropometry Data Analysis Software — Tom
Davis
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DAY TwO AGENDA

September 6, 2001

Activities

8:30 —8:45 am

KD
o

Review of Day One Accomplishments & Overview of Day Two Activities— Tom Davis

8:45—-9:30 am

K2
°

Under standing Why Malnutrition Exists— Donna Espeut & Tom Davis
1. Group brainstorming session on key factors related to child nutritional status
2. Sources of nutrition-related information

9:30 — 10:45 am

*,
*

Using the KPC2000+ to Highlight and Understand Nutrition Problemsin the
Community—Part | — Jay Edison, Donna Espeut, Emmanuel D’ Harcourt

1. Purpose of Knowledge, Practices, and Coverage (KPC) surveys

2. Overview of the KPC2000+, including the Rapid CATCH

3. Nutrition-related topics and indicators covered in the KPC2000+

4. Key issuesto consider when conducting a KPC survey

10:45—-11:00 am

X3

%

BREAK

11:00 - 11:45am

*,
L X4

Using International Standards to Assess Nutrition Practices: the IMCI Food Box &
TIPS— Marcia Griffiths

®,
X4

Using the KPC2000+ to Highlight and Under stand Nutrition Problemsin the
Community —Part Il (small group exercise)
Participants will divideinto small groups, each group focusing on one of the nutrition-

11:45-1:00pm related factorsidentified during the brainstorming session. Small groupswill complete
aset of tasks aimed at building their capacity to explore the relationship between a
specific correlate and child nutritional status using the KPC2000+.
1:00 — 2:00 pm < LUNCH
2:00 —3:00 pm Small Group Presentationsto Plenary — Emmanuel D’ Harcourt
% Analyzing and Presenting KPC Data— Tom Davis
= Hand tabulation vs. computerized
=  Graphical presentation of KPC data
3:00 —4:15 pm =  Comparing KPC datawith data from other sources
= Packaging KPC results for Project Communities and Other Stakeholders
= Using Two-by-Two Tables to analyze KPC data
4:15-4:30 pm < BREAK
% Addressing Malnutrition: An Overview of Community-based Strategies to |mprove
} : Child Nutritional Status
4:30-5:45pm = AIN —Vicki de Alvarado
= Hearth/Positive Deviance — Donna Sillan
5:45-6:00 pm % Wrap-up— TomDavis
6:00 — 7:00 pm « DINNER
7:30—9:30 pm s SOCIAL EVENT
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DAY THREE AGENDA

September 7, 2001

Activities

8:30 —8:45 am

*,
L %4

*,
R4

Review of Day Two Accomplishments — Tom Davis
Introduction of Day Three Agenda — Tom Davis

8:45—-9:45 am

*,
L X4

Presentations to Plenary: Improving Nutritional Status and Application of Community
Nutrition Modelsinthe Field in Title Il and Child Survival Contexts

= Infant/Child Feeding Modules/Freedom from Hunger —Robert Davis

= Positive Deviance/Hearth Model —Judy Bryson & Malik Diara, Africare

9:45 - 10:05 am

BREAK

10:05-12:05 pm

Presentationsto Plenary: Application of Community Nutrition Modelsin the Field in

Title Il and Child Survival Contexts

= TIPS -Alden Dillow, CARE

= |MCI —Luis Benavente, Project HOPE

= Care Groups —Melanie Morrow, World Relief & Tom Davis, Food for the Hungry
International (FHI)

12:05—1:20 p.m. < LUNCH
« Determining Guiding Principalsin the Use of Title Il and Child Survival Resourcesin
Addressing Malnutrition (Small Group Exercise) —led by Tom Davis
a  Thegroup will be divided into 4-6 small groups
b. Thegroup will discuss one case from the plenary presentation in which both
Title Il and Child Survival Resources are being used to address malnutrition
inaparticular country setting. They will discuss what methods are used, why
1:20 —2:00 pm both Child Survival and Title |1 Resources are used, and how well they
compliment one another in addressing malnutrition.
c. Thesmall groupswill then discuss each case & answer a set of discussion
questions.
d. Each group will present their findingsto the plenary.
% Thefacilitator will summarize the discussions, identify cross cutting themes & usethis
to guide a discussion on identifying guiding principals— Tom Davis
) ) < Summary of Presentations - Groups
2:00-2:45pm “ Agreement Reached on Guiding Principals
2:45 - 3:00 pm ¢+ Overall Workshop Conclusions & Close —Tom Davis




Annex D: Workshop Participants

|  Badge Name

| Organization

| E-Mail

Irene Abdou
Leonel Arguello
Luis E Benavente
Rene Berger

Judy Bryson

Eric Bunselmeyer
Gail Carlson
Thoric Cederstrom
Liliana Riva Clement
Bruce Coqill

Robb Davis

Tom Davis

Vicky de Alvarado
Becky de Graaff
Carla Denizard

Counterpart International
Project Concern International
Project HOPE

USAID

Africare

Counterpart International
Counterpart International
Save The Children

Food For The Hungry
FANTA Project

Freedom From Hunger

Food For The Hungry
BASICS

Adventist Development & Relief Agency
OICI

Emmanuel d'Harcourt International Rescue Committee

Malick Diara
Alden Dillow

Juliet Dulles

Erin Dusch

Jay Edison

Barry EIkin

Donna Espeut
Hank Green
Marcia Griffiths
Caroline Tanner
Mike Hainsworth
Paige Harrigan
Eldred Hill

Haruko Ishii
Adugna Kebede
Terri Lukas

Erika Lutz

Nitin Madhav
Melanie Morrow
Gwen E. O'Donnell
Michel Pacque
Ellen Parietti
Marianne A. Patton
Allyson Perry
Jana Prins

Sandra Remancus
Mara Russell
Dorothy Scheffel
Nina Schlossman
Trish Schmirler

Africare

CARE

Red Cross

Hellen Keller International
Adventist Development & Relief Agency
ACDI/VOCA

Child Survival Technical Services
Food Aid Management

The Manoff Group

FANTA

Medical Care Development International
FANTA Project

CORE Group

Child Survival Technical Services
Food For The Hungry

Aga Khan Foundation

Red Cross

BHR/PVC

World Relief

International Eye Foundation
Child Survival Technical Services
Red Cross

Red Cross

ACDI/VOCA

Counterpart International

FANTA Project

Food Aid Management

World Vision

Consultant

Food Aid Management

iabdou@counterpart.org
leonel@ibw.com.ni
Ibenavente@projecthope.org
rberger@usaid.gov
JBryson@africare.org

Ebunselmeyer@counterpart.org

gcarlson@counterpart.org

tcederstrom@dc.savechildren.org

lilyl@mindspring.com
bcogill@smtp.aed.org
rdavis@freefromhunger.org
tdavis@fhi.net

becky.degraaff@adra.org
carla@oici.org
harcourt@aya.yale.edu
mdiara@africare.org
dillow@care.org
dullesj@usa.redcross.org
edusch@hki.org
JayEdison@compuserve.com
belkin@acdivoca.org
despeut@macroint.com

magriffiths@manoffgroup.com
ctanner@aed.org
mhainsworth@mcd.org
pharriga@aed.org
Eldred@coregroup.org
hishii@jhsph.edu
akebede@fhi.net
tlukas@akfusa.org
lutze@usa.redcross.org
nmadhav@usaid.gov
mmorrow@wr.org
godonnell@iefusa.org
mpacque@macroint.com
pariettie@usa.redcross.org
pattonm@usa.redcross.org
aperry@acdivoca.org
jprins@counterpart.org
pharriga@aed.org

mrussell@foodaidmanagement.org

dscheffe@worldvision.org

Nina@globalfoodandnutrition.com
tschmirler@foodaidmanagement.org
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|  Badge Name | Organization | E-Mail

Irwin Shorr Consultant ijshorr@erols.com

Zeina Sifri Hellen Keller International Zsifri@hki.org

Donna Sillan Consultant dmsillan@home.com
Andreina Soria Global Food and Nutrition Ina.soria@yahoo.com

Eric Swedburg Save the Children eswedber@savechildren.org
Sharon Tobing CORE Group sharon.tobing@att.net

Circe Trevant Africare ctrevant@africare.org
Alyssa Wigton Medical Care Development International vze22d2e@verizon.net
Keith Wright Food For The Hungry kwright@fhi.net




Publications

INDICATOR GUIDES

(1 Agricultural Productivity Indicators Measurement Guide
Disken, Patrick (1999)
1 Anthropometric Indicators Measurement Guide
Cogill, Bruce (2001)
1 Food for Education Indicators Guide
Del Rosso, Joy and Bergeron, Gilles (2001)
[ Food Security Indicators and Framework for Use in the Monitoring and Evaluation
of Food Aid Programs
Riely, Frank; Mock, Nancy; Cogill, Bruce; Bailey, Laura and Kenefick, Eric (1999)
[ Infant and Child Feeding Indicators Measurement Guide
Lung'aho, Mary (1999)
d Measuring Household Food Consumption: A Technical Guide
Swindale, Anne and Ohri-Vachaspati, Punam (2000)
d Sampling Guide
Magnani, Robert (1999) Available in French and Spanish
[ Water and Sanitation Indicators Measurement Guide
Billig, Patricia; Bendahmane, Diane and Swindale, Anne (1999)
REPORTS
d Building Household Food Security Measurement Tools From the Ground Up
Wolfe, Wendy and Frongillo, Edward (2000)
d Credit with Education: A Promising Title Il Microfinance Strategy
Dunford, Christopher and Denman, Vickie (2001)
d Enhancing the Nutrition Quality of Relief Diets: Workshop Proceedings
(April 28-30, 1999)
d HIV/AIDS: A Guide for Nutrition, Care and Support

Rajabiun, Serena; Cogill, Bruce and Fosse-Seumo, Eleonore (2001)
Available in French

Food and Nutrition Technical Assistance Project
Academy for Educational Development 1825 Connecticut Ave., NW, Washington, DC, 20009-5721
Tel: 202-884-8000 Fax: 202-884-8432 E-mail: fanta@aed.org Website: http://www.fantaproject.org



a

Improving the Nutrition Impacts of Agriculture Interventions: Strategy and Policy
Brief
Bonnard, Patricia (2001)

Increasing the Nutritional Impacts of Agricultural Interventions
Bonnard, Patricia (1999)

Improving the Use of Food Rations in Title Il Maternal/Child Health and Nutrition
Programs
(Draft 1999) Available in Spanish

Potential Uses of Food Aid to Support HIV/AIDS Mitigation Activities in Sub-
Saharan Africa
(2000)

Report of the Food Aid and Food Security Assessment: A Review of the Title Il
Development Food Aid Program

Bonnard, Patricia, Haggerty, Patricia, Swindale, Anne, Bergeron, Gilles, and Dempsey,
James (2002)

Towards the Development of a Child Feeding Index
Ruel, Marie and Menon, Purnima (2000)

TECHNICAL NOTES

a

a

Credit with Education and Title Il Programs
Reid, Helen (2002)

Title Il Evaluation Scopes of Work
Bonnard, Patricia (2002)

All publications are available in PDF format from the FANTA website:

www.fantaproject.org/publications/

If you would like a hard copy, email us at fanta@aed.org with your request.
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