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REPORT HIGHLIGHTS 
 
Severe Acute Malnutrition in Madagascar—Problem and Response 
Severe acute malnutrition (SAM) is a principal cause of child mortality in Madagascar. 
The country is believed to have one of the world’s highest rates of wasting among 
children under the age of five—about 5 percent of children in this age group (152,000) 
suffer annually from severe wasting or SAM,1 indicated by a Z score of <-3.  

Recurrent cyclones are a key contributor to high levels of SAM in Madagascar. Using 
mobile teams, the Ministry of Health first introduced Community Management of Acute 
Malnutrition (CMAM)2 as an emergency response mechanism during cyclones in 2005 
and 2007. Building on these experiences, UNICEF, the Nutrition Service of the Ministry 
of Health and Family Planning, and the National Office of Nutrition developed a new 
protocol for the use of CMAM to address SAM on an ongoing, non-emergency basis. 
The new protocol prompted a pilot project in several districts to provide an empirical 
basis for making decisions about scaling up the approach throughout the country. The 
pilot phase of the CMAM program was launched in October 2007, and all participating 
sites had received training and initiated the program by January 2008.  
 
The new protocol for CMAM was based on international experience with the use of 
ready-to-use therapeutic foods (RUTF) that are administered at the household or 
community level, as opposed to a hospital-based approach to SAM. It otherwise defined 
appropriate case management at four facility levels:  
 
 Intensive Nutrition Recuperation Centers for Severe Malnutrition (CRENI)— 

Children who are identified with severe acute malnutrition and medical complications are 
hospitalized in CRENI until their condition improves.  At that point, treatment on an 
outpatient basis is initiated. 

 
 Basic Health Centers (CSB)— 

The lowest level of the formal health system; children enter the CMAM program via a 
CSB as opposed to direct referral by community health agents.  

 
 Outpatient Nutrition Recuperation Centers for Severe Malnutrition (CRENAS)— 

Through screening, community health agents identity and refer malnourished children to 
CRENAS for outpatient care. The CRENAS is located at a CSB. 

 
 Outpatient Nutrition Recuperation Centers for Moderate Malnutrition (CRENAM)—

Through screening, community health agents identity and refer children with moderate 
acute malnutrition, but no medical complications, to CRENAM for nutritional 
supplementation on an outpatient basis. The CRENAM is located at a CSB. 

 

                                                            

1 Webb and Gross, The Lancet, 2006.  

2 Community-Based Management of Acute Malnutrition (CMAM) evolved from Community-based Therapetic 
Care (CTC), and consists of four main components: community outreach, outpatient care for the 
management of SAM without medical complications, inpatient care for the management of severe acute 
malnutrition with medical complications, and the management of moderate acute malnutrition (MAM).  



 
 
Notably, supplements that were to be provided through the World Food Program for use 
in CRENAM were not available in most cases.  
 
Overview of Evaluation Methodology and Sample 
The purpose of this evaluation was to assess the uptake and perceived value of the 
CMAM program, as well as to document lessons learned and challenges for scale-up. A 
purposeful sample of sites was selected to account for the different contexts in which the 
pilot was being implemented. Three to four sites were selected in four areas (Androy, 
Atsimo Atsinanana, Atsimo Andrefana, and Boeny) for field-level data collection, totaling 
14 sites and comprising about 20 percent of the total pilot program. In addition to field-
level data collection, the evaluation also included an analysis of quantitative pilot 
program data corresponding to the period from November 2007 to May 2008. 
 
The evaluation methodology entailed a review of readily-available documents and data, 
and implementation of a range of primary data collection techniques and instruments. 
These techniques included: direct observation, semi-structured and in-depth key 
informant interviews, and focus groups involving mothers (i.e., the target beneficiaries of 
this program). Seventy of the 77 interviews planned were conducted. Two focus groups 
in each area were implemented, totaling 78 mothers. Quantitative data collection at the 
field level was extremely problematic. The majority of the 14 sites visited had incomplete 
monthly reports. However, analysis of overall program data compensated for the low 
quality of data available at the sites.  
 
Program Coverage and Effectiveness 
Achieving maximum coverage of CMAM is one of the most important requirements for a 
successful program. All indications are that coverage of the pilot CMAM program is very 
low. The number of children admitted over the period covered by this evaluation and a 
previous review period are much lower than would be expected, based on estimates of 
malnutrition. Effectiveness is also relatively limited, even among the few children 
reached by the program. According to international benchmarks, too few children are 
cured and too many die or abandon the program. These results vary by region, the 
reasons for which are unknown.  But, ultimately, no region appears to be operating at an 
optimal level.  
 

The use of basic health centers as major sites for screening and providing CMAM 
services limits coverage because these facilities are not accessed by the majority of 
mothers and families. Inpatient nutrition recuperation centers are well established and, 
perhaps, better known within the community as a resource for malnourished children, 
which may explain the higher-than-expected number of severely malnourished children 
entering the CMAM program through inpatient services compared to those receiving 
initial outpatient treatment. Program abandonment is a significant issue across almost all 
of the regions where the pilot was introduced.  This could reflect unmet expectations on 
the part of mothers and indicate issues related to effective program delivery. The high 
proportion of children who did not improve at CRENAS is another indication of 
operational issues, family and caregiver adherence to program principles, or other 
factors inhibiting child recuperation. 

 



Adherence to CMAM Protocol 
One of the important enabling factors for an effective CMAM program is to have clear, 
national guidelines that are well understood and implemented at all levels.  
 
The CMAM pilot program is guided by a national protocol that is well documented. 
However, some gaps have emerged based on this pilot experience that call for 
modifications both in documentation and in training. More guidance is needed on what to 
do for children who have been deemed cured so that they continue to thrive outside of 
the program; especially those children with special circumstances (e.g., mother 
deceased) and those who are still below six months of age when they attain the criteria 
for exit from the program. A better response is also needed for those children who have 
not recuperated within the time frame specified in the protocol and when there is no 
supplement program for moderately malnourished children (CRENAM) available. 
Overall, further clarification is required on the exit criteria from the health center-based 
CRENAS in light of the unavailability of CRENAM.  
 
Screening criteria are clear but not necessarily well-accepted, indicating some issues to 
be addressed if coverage of the program is to be expanded. Clarification is needed on 
the use of the different anthropometric measures for admission to the program. The 
community is more familiar with and appears to be committed to weight-for-age 
standards. Thus, the program must account for this. Appropriate materials and supplies 
at the community level to conduct and monitor screening need to be provided. 
Admission criteria need to be reviewed to ensure that the criteria used will identify all 
children who are at risk for severe acute malnutrition.  
 
Follow-up is the most significant issue with respect to adherence to the protocol. This is 
the case for inpatient treatment at CRENI and outpatient treatment through health 
centers (CRENAS). Follow-up activities are greatly dependent on mothers returning to 
the centers and certain obstacles to this require resolution. Creative solutions are 
needed to address the distance between services and beneficiaries. Among other 
factors affecting follow-up of children, ways to overcome resistance to visiting health 
centers and CRENI are required. It is necessary to address concerns that correct rations 
of Plumpy Nut are not given in follow-up visits. Exit criteria are relatively well-respected 
for both CRENI and CRENAS, although the absence of CRENAM service causes 
confusion and problems.  
 
Training and Staff Capacity 
During the initiation of pilot activities through May 2008, more than 2,000 people were 
trained in the protocol. The proportion trained by region was roughly comparable to the 
proportion of children who ultimately participated in the program. Androy region trained a 
significantly greater number of personnel than the other regions and also achieved the 
best results.  
 
The evaluation results indicate that training needs to be more extensive to allow 
personnel time to effectively develop needed skills. Specific skill areas which need 
strengthening include: transfer criteria across and within programs, and record-keeping 
and reporting. Training and supervision need to take better account of the local context. 
 
A number of human resource issues were also raised by the evaluation. Overall, the 
availability of personnel to support the program is deemed inadequate. Personnel do not 
have sufficient resources to be able to conduct the outreach services needed for 



effective program implementation and to support the different levels of personnel 
involved in the program (supportive supervision).  
 
Integration of CMAM with other Services 
Many communities in the pilot area (and throughout the country) have had long-standing 
experience with programs to address malnutrition. Most notably, the national nutrition 
program (PNNC) has been operating for more than a decade. This program is based on 
a growth monitoring and promotion concept that uses weight-for-age as the means to 
monitor child growth in order to identify children in need of special attention. The CMAM 
program is primarily a curative program based on the provision of Ready-to-Use 
Therapeutic Food (RUTF); however it operates in the same local context as the PNNC 
program. This evaluation found a significant level of confusion at the local level on the 
use of the different anthropometric measures for assessing child nutrition status.  

The supply chain for the provision of food, medicine, and other materials for the CMAM 
program has not been integrated with the routine medical supply chain. The current, 
parallel supply chain has had problems with stock-outs and storage. The use of the 
routine supply chain may present additional challenges. Numerous problems were found 
in the data reporting and monitoring system under the CMAM pilot. This system was not 
integrated with routine nutrition monitoring systems.   
 
Beneficiary Perceptions 
One of the most significant factors affecting the uptake of the CMAM program appears to 
be the varied perceptions of malnutrition across the regions, especially acute 
malnutrition. These perceptions affect care-seeking behavior of mothers with 
malnourished children differently and, so far, these have not been addressed in the 
training and communication elements of this CMAM pilot program. The fact that the 
services of this program are not delivered at the community level, but rather at the health 
center or nutrition recuperation center (in some cases, a hospital), also affects the 
beneficiary perception of the program. The health center and hospital are not widely 
used by mothers and children targeted by this program, yet the constraints or 
resistances to taking advantage of the services provided by these institutions have not 
specifically been addressed. The measurement of children with different anthropometric 
indicators has also been confusing to mothers and another obstacle to program uptake. 
 
Enabling Factors for CMAM 
A number of positive elements emerged from introduction of the CMAM approach in a 
non-emergency context in Madagascar. A Madagascar-specific protocol for CMAM has 
been developed and is well-documented. The delivery of services through CRENI and 
CRENAS in the piloted areas reached more than 1,500 severely malnourished children 
with RUTF. They would not have been served if not for this pilot program. Some child 
deaths were surely prevented. Awareness of the problem of severe acute malnutrition 
was raised among personnel across the central, regional, district, and local levels of pilot 
program implementation. In most instances, admissions to the CRENAS or CRENI, and 
exits from these services were executed correctly and according to the criteria 
established in the protocol.  Screening for severe acute malnutrition during the mother 
and child health weeks appeared to increase the reach of the program in pilot areas, but 
not necessarily uptake. The pilot program reflects close collaboration between the 
government of Madagascar and UNICEF, as well as with other international and local 
partners. 
 



CMAM Challenges 
 
Identification of Malnourished Children 
The screening processes used (or anticipated to be used) to identify severely 
malnourished children in the targeted areas have not proven to be effective. While the 
use of SSME (mother and child health weeks) was deemed effective in providing 
screening for a large number of children, this activity only occurs two times a year, and 
thus does not offer the potential to reach all children on an ongoing and timely basis. 
Without routine screening, deaths caused by severe malnutrition are more frequent. 
Screening through the involvement of community health volunteers and other community 
members was also anticipated to be an important way to identify and reach 
malnourished children. Some cases were identified through community-level screening 
outside of the SSME, but a number of factors inhibited these processes, including lack of 
supplies for screening; lack of capacity to conduct screening effectively; low numbers of 
personnel available to conduct the screening activity; and lack of organization to 
maximize the potential human resources available in the community. 
 
Admission and Treatment of Malnourished Children 
The established criteria for admitting children to the program (i.e., arm circumference 
and weight-for-height criteria) caused confusion and resistance at many levels. 
Madagascar’s broad-based, long-term approach to the prevention of malnutrition is 
based on growth monitoring and promotion using child weight-for-age. The potential for 
misunderstanding the appropriate uses of these distinct anthropometric measurements 
does not appear to have been adequately addressed in training or in the development of 
the protocol for Madagascar. Even among those admitted to the program, the delivery of 
program services at health centers and in nutrition recuperation centers inhibited 
participation. Many people are resistant to seek services at those institutions for socio-
cultural reasons. Others are unable to easily access these centers because of distance 
and time constraints.  
 
Organizational and Personnel Capacity Issues 
The lack of attention to the dominant, positive role that the PNNC plays in the prevention 
of malnutrition in the community led to many of the organizational and technical 
challenges that the pilot program encountered. The incorrect use and application of the 
anthropometric tools and criteria for admission to and exit from the program were in part 
due to insufficient training, standards, and support supervision of program personnel. 
The lack of attention to long-standing community-based approaches to addressing 
malnutrition also affected uptake. Data collection and reporting systems had significant 
problems. Child-level records show many errors and omissions. The flow of data from 
the local to district and regional levels also does not function well.  
 



Summary of Recommendations 

 Create a task force to further examine the results of this evaluation before any 
additional expansion of the CMAM approach. The role of the task force would be to 
propose and agree on an integrated approach to addressing malnutrition. Treatment 
of moderate and severe malnutrition need to be presented within the context of the 
prevention of malnutrition.  

 Test and demonstrate on a small scale how to effectively integrate CMAM with the 
PNNC. 

 Collaborate with international and national level donors to fill the gap in appropriate, 
cost-effective responses to moderate malnutrition within the context of the integrated 
approach.  

 
 Review and possibly revise criteria for admission to the CMAM program to cover 

more children at risk.  
 
 Develop a revised module and retrain personnel to effectively implement the different 

processes involved in monitoring growth under conditions of moderate and mild 
malnutrition, and screening and monitoring children under conditions of severe 
malnutrition. 

 Review and revise current CMAM protocol documentation and training to take into 
account changes in standards for admission and follow-up. 

 Simplify expectations and support the strengthening of skills at all levels to ensure 
accurate child records, and the completion and submission of timely reports from the 
local to the national levels.  

 
 Design and implement a communications strategy that addresses socio-cultural 

obstacles to accessing services for malnourished children, including CMAM services. 

 

 
 
 
 
 
 


