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1. Michael Manske, Save the Children: CMAM: How Does It Fit into Title II 

Community Based Management of Acute Malnutrition and Integration into Title II

2. Julie Hettinger, Food for the Hungry: Local Determinants of Malnutrition Study
Presentation

Positive Deviance, Hearth Trainings

Printed report of findings is available

· Time intensive, don’t apply during rehab. 

· Methodology: (see slide)
· Matrices based on 4 criteria, each determinate rated and total score assigned

· Questionnaire (Annex B): 

· List of foods to identify what children may or may not eat (list in report), identified high nutrient foods (associated with positive deviance [PD] foods)

· Workshops

· Multi-day, data collection and analysis

· Used WAZ distribution to determine the cut-off

· E.g. lower in Bolivia (where programs had been running), so used >-0.5, in Ethiopia used cut-off of -1.0

· Didn’t use mid-level malnourished in study

· Team had chart for cut-off using age to classify if qualified for the study or not.

· Sensitive questions: many interviewers were male, so had to have private area that was also public for interviews with women

· Field staff did the data entry, all able to capture how to look for significant results, able to plug info into EpiInfo calculator—can be applied at field level for staff

· Local determinants of malnutrition and educational messages suggested in small groups

· Ethiopia findings (n=101)

· Breastfeeding was significantly longer in PD children

· Malnourished children 4 times more likely to be currently breastfeeding

· Why? Delayed introduction of solid foods to 24 and 36 months, started look into what are the breastfeeding/complementary food messages being given to mothers?

· PD children more likely to be de-wormed (figures on slide)
· Hygiene: where child defecated mattered, PD children more likely to be defecating in an appropriate place

· Ethiopia Summary (slides) of findings, suggested actions and educational messages

· Income barrier for shoes: promote using them even if $ isn’t available at the time, still convey the message, so that when $ becomes available, buying shoes is a priority

· Unite iron supplementation with campaign for immunization

· Conclusion: compares PD mothers’ practices to practices of mothers of malnourished children

Discussion

· Selected one area to be studied where a program was going to be started, not national/regional at all

· Psycho-social status of the mother: did you ask questions, how did you address it?

· Some ?s about depression and relationship with spouse/partner: not statistically different, most are depressed, most are not in not great relationships (not terrible either), there is a belief that it is “okay to be beaten”—no differences between PD and non-PD families. Certainly an issue, even if not a reason for malnutrition.

· Why where those in the middle cut out?

· Eliminated the middle group because wanted to explore differences between the two extremes

· Low weight for age, combination of stunting and wasting, PVOs pride themselves on addressing quality of living, so height could be looked at in some cases

· PD vs non-PD, general messages came up. Did you look at how you would convey those messages to the two groups? In cases where there were psycho-social issues, did you look at how you would address these issues?

· Constraints of time: not able to clarify how would be transmitting the messages, that is the next step. 

· Workshop vs. study?

· Workshop was 8 days, two days training, 3 days data collection, 2 days of data entry, and last day was analyzing findings

· What would you say to someone who says: A lot of these messages are already well known, what is the value-added of doing research like this?

· What are the bigger issues in this one area, there are so many messages we can transmit, so focus on those messages that are relevant, as versus reinventing messages being given out.

· Did participants share why breastfeeding without complementary food?

· During the “hungry months”, time of year that study took place. Not much difference between two groups.

· Do you see parallel between this study and baseline? Any sort of common ground? KPC study?

· Has never participated in one, but these could inform developing one

· Knowledge doesn’t seem that different, that luck and income helped people?

· Similar socio-economic status, so not much difference between those. Community health workers in the area, perhaps taking children to the health post, already responding to things happening in community

· HIV/AIDS, same rec?

· No, this was specific to this area.

3. Gilles Bergeron, FANTA: Prevention if Better than Cure: Food Assisted MCHN Programming in Haiti
Presentation

· Will go quickly, then do a small exercise
· Background: MCHN, typically target children who are underweight, growing evidence that under 2 is the window of opportunity, how does a preventive approach work to correct malnutrition
· Recuperative approach (6-59 mo, WAZ <-2)
· Exclusive breastfeeding, so start at 6 mo (not 0) because providing food with the program
· Preventative approach (6-24 mo), greatest opportunity and vulnerability
· Chronic malnutrition can begin in the womb, and affect throughout life

· Cycle of low birth-weight infants (see slide), complication of teen pregnancy
· NCHS growth standards used for graph, the line that every child who grows normally should be on: using WAZ by months of the child’s age. 

· Children usually born a little above the 0, this last for about the first 3 months
· With introduction of complementary foods there is a steep decline (at the population level) in WAZ, after 18 mo, start to stabilize, need to intervene in this window

· Can benefit MORE if intervene in this time than at a later ages

· Guatemala, provided supplement, and those in 0-36 mo had greater gain in length

· Also affects of supplementation: income, reading comprehension, cognitive abilities, grade attainment (graph with percentages above those who did not receive supplements).

· Population distribution: usually only a few fall into the <=-2, skews the entire distribution when looking at populations like Ethiopia, or highlands in Guatemala

· Recuperative interventions don’t change distribution, but preventive model could shift the entire distribution

· Implementation of Preventative Program: Study done with World Vision Haiti, primary healthcare given at the Rally Post (the mother and child invited back) 

· Four points of contact for the program (home visits are not shown here, they are to follow on severely malnourished and those who have just given birth)

· Slide with type of groups

· Pregnant women followed 6 mo before and 6mo after birth

· In both cases, 6 mo before, 6 mo after, at 6 mo becomes the target of either preventative model, or recuperative. The preventative model children are followed another 18 months

· Age targeting, NOT blanket feeding

· Slide with details of the package served to each group (accounts for spillover to the family—distinguishes between the type of food for child versus family)

· Study design, community level cluster-randomized study; 10 matched pairs of communities

· Data:

· Anthropometry, SES, BC outcomes, levels of program participation

· Intent to treat analysis—so sample entire population because all were to be treated

· Results:

· Nutritional status: no differences between groups at baseline (slide)
· (Slide with sig. differences)

· Join at 36 mo, the lines join because kids entered at older age and did not receive all the preventative care

· Program participation percent of women

· Targeted children with preventive children ended up with 

· Age at entry is lower for the preventative care, higher in the recuperative care

· Intermediary Mechanisms of Food Security’s Effects on Growth

· Those in the program longer have received more food, so are less food insecure

· Positive impact on food security (go to bed hungry)

· Cost:

· Direct costs: basically the same for both (a little less for preventative)

· Supplies (food, etc. ~98% of costs) cost more for the preventative approach

· Coverage is higher, people in the program longer

· Had more months in preventive than in the recuperative

· Looking at what it costs for each month, find that the total of the preventive is cheaper than the recuperative per month

· If the prevalence of UW is higher then the cost of the program would be higher

· Many variables affect the cost comparison, it is not a straight-forward study

· 2000 and 2005 DHS comparisons (Tremendous rise in malnutrition rates in Haiti in the early 2000s)

· Recuperative had mitigating effect, but it did not bring down the rates, while the preventative program did lower it

· Implications for Title II: (slide)
· Replicable? Yes, but very good design is needed, good incentive structure, high staff motivation, qualitative research methods are needed

· Need to address the steep decline in first 6 months

· Can number of months be decreased?

· How do the effects transfer to the child over time?

· Recuperative effective if compared to no intervention at all?

Discussion

· Still have +24 months in the preventative group, what happened?

· At time was using the normal protocol

· Group that was -2 Z left alone because they would not catch up

· Reduction in stunting seems large, what was the time frame? 

· 3 years, was timeline, several reasons for this, changes in behaviors, larger exposures to messages, 

· Operations research asked the staff how they do work at contact posts, issues that came up included crowding and mess

· In mothers’ club, mothers were very confused, all mothers would be gathered given info, so broke down mothers clubs into ages of the children, and mothers then remembered the messages better (other group was too small to break down group into smaller)

· Better nutrition at the HH level, which helped

· Catching kids very young is part of the reason

· WSB, CSB claimed by MSF found not to be too effective, that others are better

· What to use is a good question

· Small child is too small to get enough food to get all the food that would be needed to get the micronutrients and other nutrients needed

· But older age children CSB, etc. can be helpful

· Paper by _________ looks at different types of food supplements were compared

· Both groups had preventive aspects, has that been looked at to see the effect of those? 

· children were basically the same until 6 mo, the only difference was start of complementary foods 

· ADP, no differences between the areas for other GAP activities

· Not measuring income, measuring the impact at HH level of additional food coming into the HH, in this way was meeting the objective, but the issue that has (and those implementing livelihoods), how do you then measure ability of HH to access income

· No income or expenditure study associated with this

· Isn’t the fact that bringing so much food going to cause disincentive on the livelihood side…this needs to be looked at more. Dependency/disincentive needs to be looked at

· Instead of having two groups, why not one single program? What happens to children in prevention category when the child falls into malnutrition

· Question of should we do growth monitoring if not using it as a targeting method, mothers want to know hw child is doing, so agree that should continue to measure kids throughout and after 24 months

· 6-24 months, child should not fall off, numbers are showing recuperation, over time perhaps a shift of the pop distribution can occur

4. Paul Green, North American Millers Association: Food Product Selection in Program Design, Weighing Trade Offs in Nutrition/Costs
Presentation

· Couldn’t target well enough in US, so chose to enrich foods (wheat flour and milk)

· If have broader population and target all of them, can shift them to better situation 

· Originally talked about an exercise to talk about what are the factors that affect decisions about what goes into food rations around the world, how are decisions made?

Reason’s heard before:

· This way because you did it this way last year

· Ration calculator

· Going to use something, but USDA said we can’t get it any more so using something else

· What are things that give you confidence that are creating program that has what you need and is effective in the way you want it to be

· Is monetization better than direct distribution? 

· NAMA-Trade association of the grain processing industry, only 6 out of 49 provide food aid

· Constantly being told by executives that they are proud of being part of nutrition delivery and addressing food insecurity

· About 25% of the products come from their companies

· Nutrition is what they are all about

· Volume of WSB has been so low that one company has gone out of business, and the other is considering it, soy-fortified sorghum is also in this group 

· But a lot of people don’t know it exists

· Decline in tonnage of NAMA grains and Bulk grains, the largest has been in the NAMA grains, this is because of due to ease of 

· monetization

· storability (wheat grain stores longer, CSB stores longer than corn-aflatoxins)

· Advanced milling companies already some of the wealthiest

· Local grinders are not actually easy to reach, energy of individual to take grain to grinder is a lot, sometimes not worth it

· Juxtapositions between bulk grains and highly nutritious foods

· MSF press release advocating for RUTF for all children

· Huge costs

Discussion

· Characteristics, factors that affect decisions?

· Local taste and preferences are an important part of decision

· Context, emergency context, development context

· Trade-off: more recipients served vs. less with better nutrition when you take into account costs

· If have local partners to assist in transfer mechanism can chose things that are part of local preferences

· Read- made? may go for ready-made, because energy can be an issue

· Fuel and access to cooking an issue?

· Urban homeless, HIV and ability to cook

· Costs are also a factor

· Safety issue with fuel (gathering fuel in conflict context)

· Cost standpoint, Title II now get a figure that you get per year

· If just distributing food, that’s one cost, if also trying to build up livelihoods and get at underlying food insecurity, those are other costs

· Shipping costs, inland freight and ocean freight (inland can be just as high as ocean)

· Administrative costs on top of all this

· Looking at Gilles’ results also think, want to have those great results

· Another issue here is that it is hard to find out ahead of time what the costs of the commodities are, not given a cost sheet in advance, because based on actual procurement at the time

· Processed products are becoming a better buy relatively because costs aren’t as different between the two

· Should NAMA be changing the way you get information on prices?

· Yes! It would be great to have USAID or someone to fund a way to provide price data updated on a weekly basis

· E.g. of WSB, why is use decreasing? 

· Cost was this issue and USDA said had to reduce the quantity receiving or change to CSB

· Perhaps this year specific because wheat prices spiked at a point

· Wheat Soya Blend is naturally___________
· Get the same money, but can buy less of it, so that is why lower quantities are purchased

· Wants to make sure that all of the factors are understood and that haven’t missed one, but feels that most of them have been covered

· Feasibility of lower quality product for targeting different populations

· Manufacturers asking, should we make a lower quality product?

· Improvements in packaging over the years, 

· Milled products are naturally attractive to insects, especially corn

· Sealed paper bags with a lining

· Have had tremendous losses of bulk corn particularly in containers

· New bags now, at Walmart with dog food, very strong bag, right now don’t have a bag that could withstand trauma very well

· Can’t seal wheat flour because of the product

· Introduce a working group with ex-com (sp?) to help discuss these things, packaging and pricing

5. Carolyn Wetzel, Food for the Hungry: Community Discovery of Determinants of Exclusive Breastfeeding
Presentation

· (Had participants fill out a questionnaire as part of own barrier assessment)

· Formative research to tailor programming to specific reality

· Can be used for any type of barrier that needs to be changed

· Project carried out in Mozambique (slide with details)
· (WRA=women of reproductive age)

· Rolling out normal health messaging wasn’t enough

· Slide has definition of Barrier Analysis

· “Doers” and “non-Doers”

· Handout has example of full-fledged survey

· Helps to see if respondents view problem as problem, or if there is a correlation between the views and the behavior

· Can use this type of survey with any sort of behavior change issue, just alter the specific focus for your needs

· Choose one behavior and do an analysis on that, and that helps develop teaching material in a specific way

· Steps are very simple (see “steps” slide)

· Had to widen the range of age of child for the mothers who were to be asked

· Looking for differences between doers and non-doers

· If it is the same in both groups then that is probably not the barriers preventing the behavior

· Sample size of about ~45 in each group, more like a case-control study

· Sometimes it is hard to find enough doers

· Strategies may be available in the responses from the doers, looking at people to target (who approves of the behavior and who doesn’t is important to look at).

· Results:
· Doers exclusively breastfeeding, non-doers not. 
· Different reality (social norms) for two groups
· Many doers said it was less expensive (good messaging topic)
· Often times people’s religious beliefs affect their behavior
· In Ethiopia, CARE gave priests child health messaging booklets that looked like prayer booklets, so priests adopted this
· Can see that health messaging hasn’t been appropriate through responses
·  Need to take time to step back and look at what you are doing, are goals being reached,

· People in field can use this tool, it teaches them analysis skills

· Use this to make material specific and targeted to that area

· Can be used to identify new groups to target

· BEHAVE framework/“Designing for Change” (see slide)
· Baseline to end-line major changes

· Found that some women were not breastfeeding until breast was empty (hind milk was not getting to child)

· Meeting MDGs need to use specific messages, not just general programming

Group Exercise

· Part of the process is to create categories

· Look for big differences between doers and non-doers

· Can help target and hone messages to needs of the populations

· Graph (in Excel sheet) calculates odds ratio and p-value

· Promoters tabulating together can be very helpful

· Can download the barrier analysis manual from “Food Security Network”—Food Security: Health and Nutrition, Barrier Analysis, then link to document. www.foodsecuritynetwork.org  

Discussion
· Don’t know the reason that the person stopped, it may not be self-efficacy. Some of the questions on the framework do not apply to breastfeeding

· Barrier analysis does not eliminate the need for focus group, or further analysis

· A lot of children were not getting the nutrients that they needed by having feeds that were too short

6. Carrie Miller, CRS: “Training if Trainers Manual” HIV and Nutrition Training of Trainers

Began with activity of small groups sorting cards to decide if the topics on the cards were HIV’s effect on Nutrition, or Vice-versa

Presentation

· Manual in simple language

· Wanted to address constraints people have in field, reduce time for people in field to prepare trainings

· High level of staff turnover, so wanted materials to be simple to get people up to speed quickly

· Worked with consultant [Nzinga International (3 people with lots of HIV/AIDS experience)] to put together manual 

· Made sure to get feedback from participants about what needed to be changed

· Learn, by doing, to become better trainers

· Had to do the module for the other participants, because this was targeted to train people as trainers

· Basic nutrition and healthy eating in the life cycle, basic info about HIV/AIDS, links between HIV, nutrition and food security (slides list all chapters)
· Manual is not targeted for clinical staff, really for program managers

· Challenges: distilling the information, not a programming “how-to” manual

· A lot of barriers, how to actually help community members figure our how to implement the information

· Creating a CD-ROM with programming information, will have hard copy and electronic module

· Exclamation point at top means: good slide that probably needs to be adapted to the context working in at the time

Discussion

· Learning the right answer during group exercise can be confusing if different groups have different answers

· Having “good” and “poor” nutrition indicated on the cards would be helpful, rather than just nutrition

7. Erina Fischer-Project Concern International: Integrated HIV/AIDS and Food & Nutrition Security
Presentation

· Launching an initiative: “Links for Life”—integrating HIV/AIDS

· In the past initiatives like this were at policy level, not at on the ground level for people who were working with HIV/AIDS

· Activities at event included: HIV/AIDS timeline with own testimonies, taste/touch sessions, motivational speakers

· Developed a call to action, and recommendations (see slide for all 3)
· Constructive criticisms, people needed field support for continuing the dialog around integrated programs

· Supervisors and colleagues not understanding/interested

· Not able to afford transport to and from meeting places

3 components came together from this

1. Communities of Practice (targeted to frontline practitioners in HIV and/or food security)

a. Framework

i. Domain (pre-selected) e.g. in this case, HIV and FNS

ii. Group domain (what communities of practice decide together is their priority) e.g. Livelihood Skills for OVC

iii. Emerging practices, prioritize what is relevant to them and their country

iv. Elements to study

b. Malawi and Ethiopia already have communities of practice

i. Malawi-income generation, livelihood skills for OVC, and ___________
ii. Ethiopia-some cross-country motivation interest

c. Try to have same organizations and individuals, but meetings in different places makes this difficult

2. Africa Forum 2009—Results of communities of practice to be featured for replication for other attendees

a. To facilitate scale up is major purpose

b. Interactive, participants to take ownership

3. FANSHA (Food & Nutrition Security and HIV/AIDS Advocacy Group)

a. Operates on volunteer basis

b. Meets quarterly

· Trying to get community of practice up in Zambia

· Looking to identify professional experts to do trainers

· Feel free to contact if interested efischer@projectconcern.org, godonnell@projectconcern.org 

Discussion
· Project coordinators at country level are asked to do M&E of this, Malawi community of practice is being done with IFPRI 

· Target audience is practitioners on the ground 

· Exit strategies would be looked at if there is a consensus that that is important

· Why quarterly workshops? Because allows moving from topic to topic every few months, try to encourage narrowing of topics down because there is only a year for the communities of practice.

8. Cathy Bergman, Mercy Corps: PD/Hearth: 5 Years of Implementation in Indonesia

· Plateau taking place, leveling off of improvements so want to develop new methods of addressing nutrition issues in Indonesia

· People get excited about PD inquiry because they already know the solutions and need to draw them out.

· Hearth part is the behavior change

· Hearths took place over about a month, 2 weeks for ​​​​​​​​​_________,
· Goals (on slide)

· A lot of consensus, government of Indonesia decided to adopt this

· Communities of practice, coming together in various ways

· Lack of “standard” was issue, cookie cutter approach was resisted by PVOs (INGOs and NGOs), yet government wanted standard, and is currently creating manual for standardized approach

· PD Hearth became very trendy

· Difficult to say no to local organizations wanting to do this, yet not always appropriate

· Slide with recommendations
· University of Indonesia has gotten involved to be center of PD/Hearth, “go-to guys” for this in Indonesia

· One key thing identified was a need for an evaluation

· MoH taking more of a facilitator role, as INGOs leave important to pass info on, document learning

· Main goal was to provide guidance to ministry of health 

· Often times underlying factors affecting catch-up growth (disease)

· Hypothesis: children that are more malnourished respond better to this kind of intervention

· CRS had most weight gain, mostly rural, most number of malnourished

· Targeting in vulnerable areas is difficult

· Factors of success

· Rural areas had higher levels

· Not to say that urban won’t, but need to look into this more

· Focuses mostly on children and caregivers, generating new social norms could be helpful, approval of people in community to hasten adoption rates

· De-worming, underlying health issues need to be addressed before starting the hearth

· Frequency of staff support—one-off training of community health workers is not enough, steep learning curve, 2-3 visits/week to each community health worker at the beginning is needed

· Counseling, problem-solving with mothers, effective home visits, continually reinforcing hearth messages

· More home visits and better home visits had better outcomes

· Involving the leaders was a key opportunity that was lost in many cases

Discussion

· Following the manual that Core developed, part of issue is how closely this was followed

· Who are these leaders?

· Elders, government officials intimately involved, religious leaders, anyone who can help influence and motivate behavior change in a society

· Big debate, do you use 30%, if not there do you not do PD/Hearth?

· Core coming out with decision-tree

· AID has turned back proposals using 25%, but why not even do it if had 15%?

· Debated hotly now

· CRS study of all PD/Hearth had problem with community engagement, manual doesn’t have that right now because it is just about doing it once, but to manage it, need directions beyond the one PD/Hearth

· Sustainability of behavior change

· Are future children better nourished

· Is it broken down by age?

· Yes, at times, 4-5 year olds show changes, but it is supposed to be 6mo-3yrs

· Fine line, having older kids involved can solidify confidence and behavior change because results are seen sooner

· Budgeting process was slow at the beginning and implementation suffered because of that, lack of mechanism, not lack of will

· Has become a discussion point much earlier in the budget cycle

· Are data comparable from one NGO to another? Each one has different activities

· Not sure of how data analysis is done

· Added to this point, this evaluation process is to provide guidance and lessons learned to ministry of health. Data collection has been standardized for some regard, a lot of cross sharing between organizations
9. Marco Villela, World Vision, Nutritional Community Based Early Warning System
· EWS helps detect problems and lead to program activities to address them

· 2000-2002 Food security crisis, acute under nutrition (WHZ <-2) in Guatemala, Honduras and Nicaragua

· Areas that used to be food secure presented with acute malnutrition

· Data about HH resilience status

· Identify situation and lead to response of system

· Challenge: build reliable system that could be implemented by the community

· A lot of sophisticated models out there, but needed it to be user friendly

· Used 2 frameworks: 1) Adaptation of UNICEF (those related to family), also used HH Livelihood Security Framework, depends on severity of shock and duration of the shock

· Also did anthropological study with focus groups, anthropological study revealed:

· In critical months of year, reduced the quantity of “tortillas” and other substitutions of foods, example corn-coffee replaced with tortilla-coffee

· Sold assets and took day jobs

· Majority of men migrated to seek jobs 

· This model allows variables that are specific to area where want to develop the system

Methods:

· Identified a group of variables

· Baseline studies in Guatemala and Honduras

· Based on baseline data developed predictive model at the individual level

· Wasting as dependent variable

· 2x2 tables to check for association

· All possible logistic regression models

· Keep the models with the greatest R-squared

· Used logistic regression to find which variables related to wasting in the community

· Eliminated variables that are difficult to be handled by the community

· Then re-fit the final models

· Result (see slide)
· Only one variable is positive

· Purchase of soap-result of the anthropological study, buy less soap, or soap of less quality when there is an economic crisis

· Conceptual model needed to be validated

· Applying the model in communities and seeing what works, what is in theory and what is reality

· Looking to see if there was at least one wasted child in the community

· Next step is to build tool to be used by the community

· Used LQAS sampling

· When adding all coefficients, if total is higher than 1.7, community is not at risk, if less, then the community is at risk

· Design tabulation sheet to be used by the community (0,1)

· Households randomly selected every time (data collected every 3 months)

· On sheet add indicators across, if greater than 7, then put a 1 in the value column, if less put a 0

· Started with ADP (area development programs) now scaling up with the DAP 

· Volunteers trained, training takes about 3 days

· Communities turn to DAP whenever they have a problem

· Working within response protocols

Discussion

· What kind of quality assurance do you have that they are randomly sampling?

· 1) DAP and 2) Municipalities have a technical unit

· Role of remittances?

· Was looked at but not found to be significant

· Models (variables that they consist of) in Honduras and Guatemala are different

· Data collection tool should follow the tabulation tool

· Indicators may need some qualifiers (amounts), just selling one tool is not the same as selling all assets 

· Numerical thing, don’t really need it qualifiers, you aren’t early enough if people are selling more stuff

· Relationship among them, coefficient takes care of difference (e.g. all people buying less soap)

· Question is the time commitment required, 190 community volunteers (community volunteers are a limited especially in time). Have you seen negative trade off with so many volunteers here that don’t have volunteers for other programs?

· Volunteers take turns doing measurements, thus are not investing a lot of time in this

· Going to be doing this in the MYAP in DAP area, then this could track the impact of the DAP on the community

PAGE  
1

