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LIST OF ACRONYMS  

 

 

AIDS    Acquired Immune Deficiency Syndrome 

ANDP   Aid for the needy development program 

BPHS   Basic Package of Health Services 

BSc   Bachelor of Sciences 

CCG   Community Child Growth Monitoring 

CHC   Community Health Centre 

CHO   County Health Officer 

CHSA   County Health Services Administration 

CH&SWT   County Health and Social Welfare Team 

CHT   County Health Team 

CHV   Community Health Volunteer 

CHWs   Community Health Workers 

CM   Certified Midwife 

CMAM  Community Based Management of Acute Malnutrition  

CTC   Community Therapeutic Care 

DHS   Demographic and Health survey 

ENA   Essential Nutrition Action 

FSNS   Food Security and National Strategy 

GAM   Global Acute Malnutrition 

GoL   Government of Liberia 

HIV    Human Immunodeficiency Virus 

HMIS    Health Management Information System 

HRH    Human Resources for Health 

HSCC   Health Sector Coordinating Committee 

IMCI    Integrated Management of Childhood Illness 

IRC   International Rescue Committee 

JFK–MC   John Fitzgerald Kennedy Medical Center 

MCH    Maternal and Child Health 

MD   Medical Doctor 

M&E    Monitoring and Evaluation 

MOU    Memorandum of Understanding 
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MOH&SW   Ministry of Health and Social Welfare 

MDs    Medical Doctors 

MPH   Medical Public Health 

N/A   Nurse- aid 

NDP    National Drug Policy 

NDS    National Drug Service 

NGO    Non-Governmental Organization 

NHP    National Health Policy 

OIC   Officer In Charge 

OPD   Out Patient Department 

OTP   Out-patient Therapeutic Programme 

PA   Physician Assistant 

PCT   Programme Coordination Team 

PHC    Primary Health Care 

PMU   Pentecostal Mission Unlimited 

PRS   Poverty Reduction Strategy 

RM   Registered midwife 

RN   Registered nurse 

RPN   Registered Public Nurse 

RUTF   Ready To Use Therapeutic Food 

SAM   Severe Acute Malnutrition 

SC-UK  Save the Children, UK 

SFP   Supplementary Feeding Programme 

SNU   Specialized Nutrition Unit  

STDs    Sexually Transmitted Diseases 

TB    Tuberculosis 

TFC   Therapeutic Feeding Centre 

WFP   World Food Program 
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INTRODUCTION 

 

After decades of turmoil, Liberia is enjoying peace and stability, under a legitimate government, 

recognized and supported by the international community. However, the scale of the destruction 

has been such that it will take decades of sustained effort to correct.  

Surveys were done using the SMART methods in 2008-9 in Greater Monrovia. Table 1 shows the 

comparison between different surveys done from 2006 to 09 at different time of the years, in 

greater Monrovia. It seems that the prevalence of SAM and of GAM were stable except for SAM 

in 2007. But it is very difficult to go further in the analysis.  
 

Table 1: Comparison between December 06, DHS 2007, September 2008 and March2009 of the 

prevalence of malnutrition, FSNS 2 - Greater Monrovia March 09 

 

 Type of malnutrition 
Global  

(CI 95%) 
WHO z-score < -2 

Severe 
(CI 95%) 

z-score < -3 

March 2009 Acute malnutrition 6.2 % (4.6 - 7.8) 1.3 %(0.4 - 2.3) 

September 2008 Acute malnutrition 4.7% (3.4 - 6.5) 0.3% (0.1 - 1.1) 

DHS 2007 Acute malnutrition 9.8% 4.6% 

December 2006 Acute malnutrition 7.8% (5.8 - 9.8) 1.4% (0.5 - 2.3) 

 

 

Even with the slow recovery in Liberia, the prevalence of Global Acute Malnutrition seems quite 

low over the past few years. But close surveillance/surveys should be conducted regularly in 

2010/2011 to update the nutrition situation   

The Profiles analysis estimated that the effects of reducing wasting over 9 years by 10% for 

severe, 9,5% for moderate and 13% for mild wasting, will have an effect on mortality, saving 

7555 children lives. This analysis has to be used to advocate for nutrition in particular during these 

years when all the health services are being re-built for the future Liberia.   

The Nutrition Unit is anchored in the Family and Health Division of the department of Preventive 

Services, under the Health services which are divided in two sections: Preventive and Curative. 

The family health division is under the Preventive services, and the Nutrition Unit (NU) within the 

Family health division. The Family Health division has the following Units: Reproductive health, 

child and adolescent health, women health and the Nutrition unit. Stella Subah as the technical 

assistant of the Nutrition Unit is assisted by Jestina Johnson and Regina Moore as nutrition 

supervisors; the NU has no budget for year 2010. There is a Nutrition Cluster Coordinating 

Committee supported by WFP for SFP and UNICEF for CMAS. In fact, UNICEF Nutrition is 

acting almost as the main counterpart of the Nutrition unit, providing all the supports needed to 

run the UNIT and the national nutrition program. An operational guideline for the management of 

SAM was validated in 2009 and the management of SAM implemented at the same time; WFP 

was trying to validate the SFP protocol but it has been refused by the authorities, more for a 

question of form. However WFP is trying to support the implementation of the SFP focusing on 

HIV/AIDS positive persons, teenage mothers and pregnant women and SAM follow-up.  

In terms of Nutrition some other guidelines have been introduced including Essential Nutrition 

Action (ENA) and, Community Child Growth (CCG)  
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CMAM Liberian Protocol: “Operational Guidelines for the management of severe 

malnutrition 2009” (see annex 3) 

There are no major problems in terms of content except some points mentioned in annex 3.  

However, the format needs to be reviewed in order to be more operational and attractive; the 

different parts of the management could be separated into different sections according to the type 

of management, for example, for the OTP section – community mobilisation section – In patients 

section, with attractive colours one section one colour. Its strength is that there are almost no 

mistakes but it is difficult to find the information and the important points are not prioritised. The 

guideline needs to be printed on both sides to decrease its volume and to make it more attractive. 

The protocol of Togo for this purpose is a good example. 

 

A National Food Security and Nutrition Strategy (FSNS), endorsed in 2007 by the Government 

of Liberia, mandated action across several sectors of government in partnership with the non-

governmental and private sectors. The government assigned the task of developing the national 

food security policy to the Ministry of Agriculture. The resultant FSNS was developed in the first 

half of 2007 prior to the drafting of the first full Poverty Reduction Strategy (PRS) as the master 

development framework for Liberia. FSNS expressed the management of Acute Malnutrition as a 

high priority because of the relatively high prevalence of life threatening acute under-nutrition 

among Liberian children. The number of existing institutional therapeutic feeding centers is 

supposed to be expanded to form a sufficiently dense network of centers across the country that 

are fully integrated into the national health system. Moreover, increasingly efforts should be made 

to provide such services through community-based therapeutic care using simple, locally adapted 

protocols for treatment. The needs of those children who are acutely malnourished but less 

severely are addressed through supplemental feeding programs at local health facilities. 

 

 

National Health Policy and Plan (2007-11)  
They were elaborated to guide the transition from humanitarian to development assistance and 

were designed around four strategic principles: 

Primary Health Care, Decentralization, 

Community Empowerment and Partnerships for 

Health. The operational and integrated framework 

for implementing the National Health Policy and 

Plan is based on four key components -- 1) Basic 

Package of Health Services; 2) Human Resources 

for Health; 3) Infrastructure Development; and 4) 

Support Systems. 

The Basic Package of Health Services (BPHS) is 

the cornerstone of the National Health Plan. It 

defines an integrated minimum package of 

standardized prevention and treatment services. It 

is adapted for each level of the health system – 

community, health clinic, health centre, county 

hospital, and tertiary hospital. Supposed to become 

functional in 70% of existing health facilities by the end of 2008, it is just the beginning of this 

initiative in 2010.  

The MOHSW has created a Program Coordination Team (PCT) to coordinate partners and 

resources for implementing the National Health Policy and Plan. Nutrition and its action are 

supposed to be integrated in this plan and action in a transversal way.  
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However UNICEF with the collaboration of the Nutrition Unit tried to strengthen the management 

of SAM with the partners such as SC-UK, Pentecostal Mission Unlimited (PMU), and signed a 

Year Project Corporation agreement with the partners, national or local NGOs to support this 

initiative within the country.  

Integrated Health Management Information System (HMIS) 

HMIS is covering the following areas, 1) Financial information, 2) Human resources, 3) Physical 

assets and equipment, 4) Health care service delivery statistics. For the in-patient, malnutrition is 

in the list within the different age groups (1yrs, 1-4yrs, 5-14yrs, 15-19yrs, 20-45yrs and older 

cases); for community volunteers, child health and nutrition education on breast-feeding, 

recognition and referral on severe malnutrition (MUAC) and bi-annual vitamin A distribution and 

de-worming.   

General Situation within the country 

The health and nutrition programmes suffer from the weaknesses within the Health system. The 

County Health Team (CHT) is not yet functional in all the counties. No specific nutrition “focal 

point” exists and it is the “child survival focal point” who is supposed to endorse these functions. 

Storage facilities were not yet in place at county level, transport and communications are still very 

weak and roads in very bad shape making transport difficult. Human resources in Health are a 

huge problem: salaries for nurses vary from around 183 (Registered Nurse) to 400 USD$. The 

partners (NGOs) agreed to pay the employees at government rates and this increased the staff turn-

over dramatically so that most programs are functioning without appropriately trained staff. There 

is no integrated management of SAM in the medical or nursing schools as part of the curricula so 

that replacement staff is untrained.  

A lot of County Health Teams lack qualified personnel (e.g. some of the staff were going back to 

school to validate their diplomas and their replacements are often not paid, etc.). This situation 

makes the implementation of any health program problematic and the CMAM program, in 

particular, is suffering and will continue to suffer dramatically because of this situation. Pre-

service, in-service and on the-job training, supervision, appointed nutrition focal point, reducing 

staff-turnover, are challenges that have to be addressed. A lot of confusion exists at county and 

district level. Aware of the complexity and risks of the course ahead, the Ministry of Health and 

Social Welfare has pressed on with the formulation of a health policy and an accompanying 

National Health Strategic Plan explicitly aimed at guiding decision-makers through the five years 

from 2007 to 2012. The foundation of a primary health care approach focuses on community, 

district, and county as a locus for decision-making with respect to resource management and 

service delivery. Training of Community Health volunteers began at county level in Lofa at the 

time of our visit for all the health programs. This seems a very good initiative that will strengthen 

community mobilization for all the health programs. The whole health system was supposed to 

give free treatment at hospital and health centre level with the exception of JFK hospital in 

Monrovia.  

 The other critical point concerns CMAM: malnutrition is not clearly mentioned in the pool fund 

Basic Package of Health Services (BHPS), therefore the integration of CMAM is more and less 

depended on the initiative of individual partners. 

 

Field visit and the CMAM programme 

We had the opportunity to visit the program in 5 counties and we would like to address our thanks 

to all the nutrition section and in particular to Kinday Samba, who allows us to see the different 

districts and partners involved in the management of SAM.   
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Table 2: Field visit made during our mission, March 2010 

County District Population 
 

Focal 
Point  

Partners Health 
facility 

functioning 
/Existing 

  SNU visited 
/Total 

OTP in HC-clinics 
visited/Total 

Mountserrado Voa 132,446  ANDP 50/64 0/1 1/6 
Slipway 

Bomi Tubmamburg 83,759 1 ANDP & 
SC-UK 

18/20 1/1 2/3 & 11 mobile 
clinics (Tubmamburg, 

Fefe town) 

Bong Gbarnga 323,441  MoH 33/35 1/1 
Phebe Hosp 

0/0 

Lofa Voinjama 
Kolahun 

280,000 1 IRC/PMU 42/53 1/1 
Kolahun 

1/8 
(Fangonda) 

Nimba Saclepea 
Sannequela 

468,088 1 MoH 
(Saclepea 

CHC) IRC & 
EQUIP 

59 
(4 hosp, 4HC, 

51 clinics) 

2/2 
Saclepea CHC 

& 
Sanequela 

3/4 
Saclepea, 
Ma duo, 

Ganta 

 

The SAM programme begun during the war in 1993, with intensive in-patient care. Liberia 

contributed substantially to actual protocol development and refinement, including: the validation 

of the Supplemental Suckling technique for the less than 6 month (1998), the siege of 

Tubmamburg showed the importance of keeping ORS/Resomal to a minimum, the relative 

unimportance of hypoglycaemia and the good results from day-care (1999) and how to move from 

emergency to post-emergency management (2000) using local NGOs. These experiences show 

that hypoglycemia was not a real problem and therefore night feeds were not critical ; the suckling 

thechnique was the right treatment to stimulate breastfeeding for the small babies and increase 

their weight gain, and the integrated management of SAM in hospital settings show the necessity 

to train the doctors and nurses on the critical points for a proper management of the complications.    

The Out patient care is the approach that has evolved from the development of safe products for 

home treatment, and in-patient care has been reduced to a minimum; out patient management now 

takes 80 to 90% of the case load. During our visit, the new approach was not yet totally accepted 

in the minds of the staff and this needs to be strenghtened when sufficient OTP are in place. TFCs 

are used where there is no OTP and SNU where there is an OTP so that  it is possible to transfer 

the children after the transition phase.  

NCHS and WHO standards are in use simultanously inLiberia. This has led to confusion. There is 

also uncertainty about  the cut-off for MUAC (110 or 115mm). The Nutrition Unit was very weak, 

with no budget allocation. The staff in the health facilities were often volunters and if they were 

on salaries these could not exceed the governement level, even if NGOs or other partners want to 

pay better salaries to the staff. This created instability and high turn-over of staff; for example, the 

Director of Harley government hospital was also a doctor in the hospital, the director of the CHT 

and the only doctor in town. In addition to this situation, a lot of staff had to go back to school to 

pass their examinations after 15 years of war leaving massive staff shortages.  
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Figure 1: Total admissions in Liberia, 2009, source UNICEF Liberia 

 

1- Database 

Graph 1 shows the new admissions for SAM using a mix of WHO and NCHS standards and 

various MUAC cut-offs as the criteria for admission. These data can not be used to compare one 

year to another one for two reasons: the use of double standard during year 2009, the use of 

different cut-off of MUAC and the relative scaling up of the OTPs in 2009. Table 2 also does not 

reflect the real problem. The data reported seem to be very good for OTP. However, the data are 

not reliable. During our field visit it was clear that there were a lot of false admissions, discharge 

criteria that were not respected and 12 reports were missing except for the TFC-SNU, where 

children were supposed to be discharged as soon as possible to OTP if there was an OTP in the 

vacinity. It shows a higher death rate in TFC compare to SNU. MSF-B’s TFC in Monrovia had 

11.7% proportion of death compare to Phebe hospital which has 6.5%. However we know that 

MSF-B had all the worst cases in Monrovia. In Kolahun SNU, major mistakes were made at all 

levels of treatment but the proportion of death seems very low. However when we looked at the 

tools of Kolahun, the register had no outcome for the majority of discharged children (except for 2 

deaths that were recorded). In fact, the outcome of most children is “unrecorded” or “unknown” – 

these appear to have been reported as “cured”. Where there was no OTP around, phase 2 treatment 

was implemented in the TFC;  

 
Table 3: Expected and received reports, new admissions, cured, deaths and total discharged, 2009, 

UNICEF Monrovia  

Type  Received 
/Exp. reports 

New 
admissions 

Cured Deaths Total 
discharges 

Prop of 
cured 

Prop of 
deaths 

OTP 18/19 3385 3114 2 3357 93% 0% 

SNU 19/24 166 115 7 139 83% 5% 

TFC 20/26 896 392 77 817 48% 9% 

TFC-SNU 24/24 1398 890 17 1302 68% 1% 

Total 80/92 5845 4511 103 5615 80% 2% 
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RECOMMENDATIONS 

 

- A more complete database should be used in order to follow the new admissions but also 

to check the data, with the opening dates, oedematous malnutrition compare to severe 

wasting, 0-5months compare to 6-59months and others, the transfer-in should be 

differentiated from the transfer-out to OTP or/and SNU/TFC.  

- Quality control has to be emphasized with the use of adequate monitoring tools and on the 

job training and supervision, monthly reporting with visits at field level.     

- The consumption of RUTF, F-100, and F-75: stock in – out – balance should be added to 

the monthly report with the amoxicillin, which is the main drug that should be part of the 

routine drugs for severely malnourished.   

 
Tableau 4: Data from the centres visited during our fields visit, 2010,   

Type  # 
patients 

Absentees 
recorded 

Vit A 
given 

Amoxicillin 
given 

Admission 
Criteria 
respected 

Discharge 
criteria 
respected 

Length of 
stay* 

Rate of 
weigh 
gain 
g/kg/d* 

OTP 89 27% 33% 32% 98% 95% 76,7d (63) 2,9g (63) 

SNU 29 100% 35% 31% 93% 90% 23,5d (17) 13,4g (17) 

*Only on cured severe wasting children  

Table 3 illustrates the results of data collected during our mission visits in the OTP of Fagonda 

and Gbah and in the SNU of Phebe and Tubmamburg hospital. They will be discussed in the 

following paragraphs.  

 

2- Screening  

Active screening at community level was supposed to be done but we did not see any register or 

data on active screening; this part of the programme was still very weak but should be developed 

by the County Health Team, according the action plan of the CHT. Community mobilisation is 

beginning in Lofa county as well as in Bomi county with community IMCI, malaria programme, 

etc); only the PMU NGO implemented a search for defaulters to determine whether they were true 

defaulters or were actually deaths. At health facility level, there was no systematic screening 

beside the growth monitoring (weight for age indicator NCHS standard). Sick patients were not 

screened for severe malnutrition by the doctors or nurses and MUAC tapes are not part of their 

equipment! We did not see any children with a low weight-for-age checked using MUAC or WH 

but more using visible sign of malnutrition. We did not have see any IMCI register to check if WH 

or MUAC were integrated in the register and we did not see any MUAC used in Out Patient 

Department (OPD).  

 

 

RECOMMENDATIONS 

- Use only the WHO standard and do not use both NCHS and WHO standard 

- Integrate the SAM screening using MUAC or WH or Oedema and not visible wasting 

within the IMCI register; 

- Take MUAC for the children with a length more than 65cm or WH for children with a 

WA<-3Z score (New standard); 

- Always include in the reporting format, the total children screened;  

- Remove all the old MUAC tapes (red for less than 110mm) to avoid confusion. 
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3- OTP  

Out patient type of care has been implemented in several ways:  

1) as mobile teams with outreach activities (MdS: 1 OTP),  

2) in health centres or clinics with the support of from an NGO (technical and/or financial 

and/or human resources: ANDP, PMU: 4 OTP),  

3) in health centres with no support (3 OTP)  

It is clear that health centres with no external support apart from the MoH were in great need at all 

levels. Twenty eight Out-patient-Therapeutic-Programs were opened between 2007 and 2009 with 

an initital training; some of them have had no further training or supervision (3/7). Two out of 

seven centres did not have a copy of the protocol but all had poster or tools. Four of the 7 centres 

were still using the NCHS standards and MUAC cut-off of either 115 or 110mm for admission; 

some used MUAC only for children over 65cm length. Others used MUAC for all children from 6 

months of age. The discharge criteria also varied between NCHS and WHO standards and also 

with the cut-off of the MUAC. However, 4 of the 7 centres did not respect any criteria, but the 

other centres were more and less respected in the best ones (Fagonda and Gbah).   

A register and OTP charts were present in all the centres. The appetite test was done properly in 3 

centres as well as a unique SAM number and routine drugs. Transfers were only facilitated if there 

was support from the NGOs. Supervision, even at a basic level, was only happening in 4 of the 7 

centres and is very badly needed. Abuse of drugs prescription were made within NGOs (ANDP). 

Table 3 shows the very low rate of weight gain in Fagonda and Gbah OTP with a long length of 

stay compare to the SNU (three times more); Absentees in OTP and systematic treatment were not 

very well applied.   

The outcomes for these 2 OTPs were as follows: 71% proportion of cured (63), 13.5% proportion 

of defaulters, 9% of non response to treatment and 2% of transfers and 5% of errors of discharge.    

 

 

RECOMMENDATIONS 

- Harmonize the admission and discharge criteria in the OTPs as soon as possible (at 

national level); 

- Simplify the registration book - Use a printed register with only the admission and 

discharge criteria, outcome and SAM unique number;  

- Simplify the follow up chart; 

- The height/length needs only to be taken at admission to calculate the target weight: a 

child gaining height is recovering well.  

- Use a SAM unique number to avoid double counting in SNU/OTP for the transferred 

children.  

- The appetite test has to be performed using the appetite test table and assessed according to 

the weight of the child. This is the best test of physiological malnutrition (as opposed to 

anthropometric malnutrition).  

- Systematic treatment has to be given, but no other extra drugs - if there is serious illness, 

or the child fails the appetite test, the child needs to be transferred to the SNU.  

- Aminophylline, vogalène, anti-vomiting drugs, metronidazole, paracetamol, anti-acid 

drugs are dangerous in the severely malnourished child –they should be used very rarely 

for truly refactory and life threatening conditions by experienced clinicians. Nurses should 

not give these drugs to malnourished children.  

- Do not use the medical examination sheet at OTP level. 

- Quinine should only be given if paracheck is positive and no other antimalarial treatment is 

available or obtainable (it is not recommended for SAM): ACT should be used; IV quinine 

should not be used as second line treatment, rather artemether should be given; 



13 

 

- Zinc should not be added to SAM children on treatment with RUTF, F100, F75 or 

Resomal (adequate amounts is already in all these products and increases mortality if 

excess is given to the malnourished) 

- Vitamins should not be added on top of RUTF - RUTF contains the amount needed for the 

SAM children; 

- A visit every 15 days instead of 7 days doubles the length of stay of these children but also 

the amount of RUTF given; however the rate of weight gain is calculated according to the 

minimum weight.  

- Absents have to be recorded after each visit 

 
Table 5: Average length of stay and gain of weight of the cured children from two OTPs, visits every 

15 days & visits every week   

County District Length of stay Gain of weight/kg/day 

Bomi Gbah 99 days 3,2 

Lofa Fagonda 49 days 2,4 

 

 

4- SNU – TFC 

Two TFC/SNU of six were integrated within the MoH and were opened between 2003 to 2009; 

they all had an initial training and supervision visits. Every centre had a copy of the protocole, a 

hand made register, a transfer form and an old-style multichart chart, not adapted to the new 

management (some items were missing such as: the appetite test, the use of RUTF in the diet, etc). 

The SAM unique number was not understood and not used properly. The criteria of admission 

were not standardised like for example the MUAC threshold was or <110 or <115mm, NCHS for 

5 over 6 centres; criteria of discharges were also different from one centre to another for MUAC 

and 2 weeks of complete loss of oedema was often not respected for oedematous malnutrition. The 

appetite test was evaluated correctly in only 1 of the 6 centres. Routine medical treatment was 

given in 5 over 6 centres. But the protocol of the less than 6 months was not applied and full 

treatment was given to children less than 6 months old.  

Only one TFC was asking a registration fee of 150 Liberian dollars. Neither the preparation of the 

therapeutic products using the scoops nor the distribution and the surveillance of the feeds were 

done properly. Some mothers were dangerously force-feeding their children to cause inhalation. 

Rotation of staff and payment remains a huge problem and some places had rotation of staff every 

month or two. Therefore, it is absolutely essential to have continuous supervision – monitoring 

system with on the job training to allow the maintainence of the existing facilities and their 

upgrading. Only one TFC that we visited was trying to apply the proper management of the 

complications.   

However the children has a rate of weight gain of 13,4g/kg/d in the SNU of Tubmamburg and 

Phebe hospital on the cured children. Rupture of F75, F100, RUTF and amoxicillin supply 

occured with complete interuption of treatment.   

 

 

RECOMMENDATIONS 

- There is a real need to reinforce a six monthly supervision and on the job training and to 

help the nutrition unit to take more initiative in this issue.  

- Nutrition Focal point at county level have to be appointed and trained on the job to 

improve the quality of the management and the supervision.  

- SNU should only be used for phase 1 and transition phase if there is any possibility for 

treating children in out-patient via the SNU (?) 
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- Resomal should NEVER be freely available in the service and be given only if there is a 

loss of weight for wasting children; resomal should not be given to oedematous children, 

they are hyperhydrated;   

- To monitor rehydration and the less than 6 month of age as well as for the less than 8kg 

babies, an accurate scale is needed (10gr precision); avoid electronic scale with battery;  

- Salter with a baske should be used in SNU instead of pants because of the fragility of the 

skin of these children and their status.  

- Ferrous sulphate should be avoided in phase 1 as well as multivitamins; folic acid should 

only be given once at admission but not the following days; 

- Cotrimoxazole should be avoided in SNU (if used for HIV patients it is given in 

prophylactic doses in addition to the other antibiotic.  

- Avoid very hot water when preparing the milk, it destroys the vitamins; 

- Do not feed children with spoons, you can force feed and traumatise these children.  

- Use the 6 feeds feeding table instead of doing calculation; only some children need 8 

feeds.  

- In transition phase, start directly with RUTF (no F-100) unless the child does not like the 

RUTF ; 

- Do not mix both RUTF and F-100 in a daily bases - it leads to confusion 

- The chart for the follow up of the children has to be adapted to the out patient treatment 

and filled in; The register has to be well filled in.  

- Apply the protocol for infant less than 6 months of age or less than 3kg (reinstatement of 

exclusive breast feeding) 

- Important to respect the systematic treatment with amoxicillin in phase 1 plus four days   
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 CONCLUSION AND RECOMMENDATIONS 

 

Beside all the problem of reconstruction after years of war, Liberia is making steady progress and 

has the willingness to adddress the problem of malnutrition with UNICEF.  However the Nutrition 

Unit is very weak and has to be strenghtened to scale up the program as well as UNICEF nutrition 

team to ensure supervision and on the job training of the focal points at county level. During all 

our visits, we were not able to evaluate in-depth the WFP programme but the management and the 

protocole varied fromone location to another. 

 

The general recommandations are as follows,   

- Strengthen the Nutrition Unit at national level;   

- Support and facilitate the multi-sector, inter-agency team for scaling up existing effective nutrition 

interventions by using the REACH
1
 approach. 

- A long term, step by step approach with quality control has to be taken with close 

supervision of the use of the RUTF.   

- Advocate for nutrition in the pool-fund; 

- Advocate for a Nutrition Focal Point in each CHT; 

- Strengthen the CSFP (coordination with partners, monitoring and evaluation, supervision); 

- Introduce in all nursing schools and medical school the guideline to facilitate pre-service 

training;  Consolidate the knowledge of CMAM through the key senior doctors in charge 

of the development of CMAM within the country;   

- Address the problem of F100 and F75 leakage; 

- Strengthen the Coordination with WFP for monthly report database, provision of 

Therapeutic Food, etc.;  

- Do regular on the job supervisions with the focal child survival focus person;  

- Introduce systematic screening for children U5 at health facilities level (using MUAC) 

- Replace the old materials (e.g. length boards, salter, inappropriate MUAC with the new 

WHO standard) ;  

- Simplify at maximum the tools; tools have to be simplified as much as possible but not too 

much in order to produce accurate data management. 

- Update the monthly database with particular attention to quality data.  

 

 

                                                 
1 REACH is a joint effort among the UN, civil society and private sectors to support countries to accelerate progress on MDG-1, 

Target 2 (halve the proportion of underweight under-fives) through government-led, solution-focused partnerships. 
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Annexes 

Annex 1:  Agenda of our visit 

LI
B

ER
IA

 

 17h30-19h50 Vol  Freetown – Accra KQ  

Mer 24/03 

8h-11h Saisie des questionnaires et résumé Hôtel Airport 
view   Accra 

YG, HS 

13h10-15h10 Vol Accra - Monrovia  KQ 502 YG, HS 

17h Meeting with UNICEF Kinday and Henrietta  UNICEF 
Monrovia 

YG, HS, 
Henrietta , 
Kinday  

Jeu 25/03 

8h Meeting Sécurité avec Peter King UNICEF 
Monrovia 

YG, HS, 

8h30 Meeting avec la section nutrition  UNICEF 
Monrovia 

YG, HS, KS, 
HH 

9h Administration – confirmation de vol UNICEF 
Monrovia 

YG, HS, 
Finance, 
Marcella x 

11h Meeting avec la section nutrition  FHI/MOHSW YG, HS, KS 

13h Meeting avec WFP Rosio Godomar & 
Bernard Owadi 

WFP office YG, HS, KS 

15h Meeting avec les partenaires (ONGs) voir 
liste dans annexe « contact » 

UNICEF YG, HS, KS, 
HH, Stella 
SUBAH 

Ven 26/03 

8h  Administration et  carte UN 
 

UNICEF YG, HS 

11h  Visite de l’OTP de Slipway, Monrovia, avec 
ANDP Abraham ZHARN 

ANDP YG, HS, AZ 

14h Visite du TFC de VOA avec ANDP Abraham 
ZHARN 

ANDP YG, HS, AZ 

17h Retour à UNICEF et finalisation de la 
preparation pour le voyage  

UNICEF KS, HH, YG, 
HS 

Sam 27/03 

8h Départ pour Phebe hospital UNICEF Car YG, HS, 
Joseph 
Tubman 

12h Arrivée à  Phebe hospital et visite du TFC 
avec Esther DYMAKOLE & Mary TIAH 

Phebe hospital YG, HS, 
Joseph 
Tubman 

17h  Nuit à Zozor dans le campement UN 
Pakistanais 

Zozor YG, HS 

Dim 28/03 

8h Départ pour Voinjama  UNICEF Car   YG, HS, 
Joseph 
Tubman 

12h  Arrivée à la guest-house UN VOINJAMA YG, HS, 
Joseph 
Tubman 

    

Lun 29/03 

8h Départ pour Kolahun Hospital UNICEF Car YG, HS, 
Joseph 
Tubman 

10h Visite du SNU de Kolahun Hospital Kolahun 
Hospital 

YG, HS, 
Joseph 
Tubman 
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13h Visite de l’OTP de Fagonda Fagonda, 
District de 
Kolahun  

YG, HS, 
Joseph 
Tubman 

16h Visite du County Health team CHT de Lofa YG, HS, 
Joseph 
Tubman 

17h  Retour à la guest house de Vionjama Vionjama UN 
Guest house 

YG, HS, 
Joseph 
Tubman 

Mar 30/03 

8h Visite pour la récupération de document s CHT de Lofa YG, HS, 
Joseph 
Tubman 

9h Départ pour Ganta UNICEF Car YG, HS, 
Joseph 
Tubman 

16h30  Visite de l’OTP de Ganta Ganta Clinic YG, HS, 
Joseph 
Tubman 

17h30 Arrivée à l’Hôtel Alvina Ganta  YG, HS, 
Joseph 
Tubman 

Mer 31/03 

8h Départ pour Saclepea clinic  UNICEF Car YG, HS, 
Joseph 
Tubman 

10h Visite du DHT, SNU et OTP de Saclepea 
Comprehensive Health centre 

Saclepea 
Comprehensive 
HC 

YG, HS, 
Joseph 
Tubman 

14h Visite de Duo OTP Duo Health 
Clinic 

YG, HS, 
Joseph 
Tubman 

17h  Retour sur Ganta  UNICEF Car YG, HS, 
Joseph 
Tubman 

Jeu 1/04 

8h Départ pour Sanniquelea UNICEF Car YG, HS, 
Joseph 
Tubman 

10h Visite du CHO, SNU de Sanniquelea Harley 
Hospital 

Sanniquelea 
Harley Hospital, 
Nimba county 

YG, HS, 
Joseph 
Tubman 

12h Entretien avec le directeur de l’hôpital de 
Phebe, la superviseuse du programme 
nutrition et la directrice des infirmières,  
Bong county  

Phebe hospital YG, HS, 
Joseph 
Tubman 

16h  Arrivée à UNICEF Monrovia UNICEF 
Monrovia 

YG, HS, 
Kinday 
Samba 

Ven 2/04 

8h  Départ pour Tubmamburg, Bomi county UNICEF Car YG, HS 

11h  Visite du CHT de Bomi county, du SNU de 
Tubmamburg Hospital et du programme 
CTC de ANDP avec l’équipe de ANDP et  le 
point focal Child Survival du CHT 

Tubmamburg 
hospital, SNU 
ANDP  

YG, HS 

14h  Visite de l’OTP et de l’équipe de la clinique  
supporté par SC-UK 

Fefeh town, 
Bomi county 

YG, HS 

16h  Retour    

Sam 3/04 
9h Debriefing avec Kinday Samba UNICEF guest 

house 
KS, YG, HS 
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14h  Saisie de questionnaire et rapport UNICEF guest 
house 

YG, HS 

Dim 4/04 

14h Débriefing avec Henrietta Howard UNICEF guest 
house 

YG,HS,HH 

16h Préparation du débriefing avec les ONG et 
partenaires  

UNICEF 
guesthouse 

YG,HS 

Lun 5/04 

9h Réunion avec le représentant et le chef de 
la section « Child Survival »  

UNICEF YG,HH, HS, 
KS 

10h Débriefing avec les partenaires UNICEF YG,HH, HS, 
KS 

13h Rencontre avec le Ministère de la Santé  MoH YG, HH, HS, 
KS 

 Départ de Monrovia  UNICEF Car YG,  HS 

17h30-5h30 Vol  Monrovia – Nairobi KQ YG,  HS 
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Annex 2 Contact list 
 

23 March to 5 April 2010 

No. 
Nom de famille 

et prénoms 
Qualification Organisation Poste Contact (email/tél) 

1 Hilary FLUMO  SC-UK 
Nutrition 
Officer 

Wolobah2004@yahoo.com 

2 Roseline DOE  ANDP 
Program 
Assitant 

doeroseline@yahoo.com 

3 
Abraham 
ZHARN 

 ANDP 
Program 
Manager 

06 53 99 19 

4 Jacob B. ZUBAH 
Candidate 
MPH, RN, 
BsC 

PMU 
Medical 
Coordinator 

06 57 12 19 
jaczubah@yahoo.com 

5 Cherie FULK  RN, MPH ACF 
Nutrition CP 
coordinator 

06 87 55 55 
nutcpco@li.mission-acf.org 

6 Ella JAIBLAI RN, BsC CHS-MOH 
Technical 
assistant 

06 58 51 65 
esaiblai@yahoo.com 

7 Stella C. SUBAH 
RN Midwife-
BsC MsC 
Nutrition 

FHI/MOHSW 
Technical 
assistant 
nutritionist 

06 55 60 16 
scsubah@gmail.com 

8 Kinday SAMBA MsC Nutrition UNICEF 
Nutrition 
specialist 

ksamba@unicef.org 
00 44 207 0849 761 Ext 212 
00 231 691 09 42 

9 
Henrietta 
HOWARD 

RN UNICEF 
Nutrition 
officer 

hhoward@unicef.org 
00 231 653 06 11 

10 Danis GOMTI driver UNICEF Driver 06 535 263 

 
11 

John FLOMO driver  UNICEF Driver  

12 Saye D. BAAWO MD, MSPH FHI/MOHSW 
Director of 
Family Health 
Division  

sdbaawo@gmail.com 
00 231 65 12 984 

13 
Jestina SB 
JOHNSON 

 FHI/MOHSW 
Nutrition 
supervisor 

Jestjohnson@yahoo.com 

14 
Regina N. 
MOORE 

 FHI/MOHSW 
Nutrition 
supervisor 

Reginamoore57@yahoo.com 
06 60 34 61 

15 Bernard OWADI Nutritionist WFP VAM officer bernard.owadi@wfp.org 

16 
Rosio 
GODAMAR 

 WFP 
Programme 
officer 

 

17 
Joseph 
TUBMAN 

 National MOH 
Went to the 
field mission 

bagliberia@yahoo.com 
06 46 60 35 

18 Alvin SAMUKA  
ANDP/OTP 
Slipway, 
Monrovia 

Supervisor  

19 
Janneh KIC 
BROWN 

 
ANDP/TFC 
VOA, Monrovia 

Nurse 077 25 31 23 

20 Bendu KOLLIE  
ANDP/TFC 
VOA, Monrovia 

P/A 065 67 05 

21 
Amanda D 
TULAY 

 
ANDP/TFC 
VOA, Monrovia 

Nurse 065 590 01 

mailto:Wolobah2004@yahoo.com
mailto:doeroseline@yahoo.com
mailto:jaczubah@yahoo.com
mailto:esaiblai@yahoo.com
mailto:ksamba@unicef.org
mailto:Reginamoore57@yahoo.com
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22 
Miatta M 
DEUME 

 
ANDP/TFC 
VOA, Monrovia 

Nurse Aid 0654 07 27 

23 Peter KOFFA  
ANDP/TFC 
VOA, Monrovia 

Register 0684 19 22 

24 
Abraham B 
KABA 

 
ANDP/TFC 
VOA, Monrovia 

Register 0646 85 99 

25 
Begimaw A. 
SHEMMAN 

 
ANDP/TFC 
VOA, Monrovia 

 065 93 053 

26 
G. Teddy 
YANGBIE 

 
ANDP/TFC 
VOA, Monrovia 

Health 
Educator 

077 277 845 

27 Mary W. TIAH  
Phebe hospital 
Bong county  

Nursing 
service 
director 

 

28 
Ester K. 
DYNMACOE 

 
Phebe hospital 
Bong county 

Supervisor  06 48 39 18 

29 
Cecelia S. 
VESSELLE 

Nurse Aid 
Phebe hospital 
Bong county  

Nurse aid   

30 
Henry S. 
SHERMAN 

Registered 
Public Nurse 

Phebe hospital 
Bong county 

Nurse of the 
TFC 

 

31 
Samson K 
ARZOAQUOI 

MD 
Phebe hospital 
Bong county 

Director  
06 833 276 
skarzoaquoi@yahoo.com 

32 
Stephum AIBI 
KANNEH 

Physician 
Assistant 

Kolahun 
Hospital, Lofa 
county, IRC 

Screener?? 06 46 28 79 

33 David OKIROR 
Medical 
Doctor 

Kolahun 
Hospital, Lofa 
county, IRC 

Medical 
Doctor 

06 46 19 00 

34 
Thomas K 
TAMBA 

Nurse BSC 
Kolahun 
Hospital, Lofa 
county, IRC 

Nurse 
Director 

06 22 37 48 

35 Zortar B. Akai 
Physical 
assistant 

Kolahun 
Hospital, Lofa 
county, IRC 

Medical 
coordinator 
/director 

06 48 94 21 

36 Hawa JALLAH Nurse Aid 
Kolahun 
Hospital, Lofa 
county, IRC 

Nurse aid 
preparation of 
the feeds 

06 46 09 77 

37 Aavon Y KOLLIE 
Community 
Health 
Officer 

County Health 
Team, 
Vionjama, Lofa 
county 

CHO  
06 92 95 45 
aavoniykollie@yahoo.com 

38 
Elisabeth 
TOMBA 

 

County Health 
Team, 
Vionjama, Lofa 
county  

Reproductive 
Health 
supervisor 

06 42 02 88 

39 Prince K. Sesay  

County Health 
Team, 
Vionjama,Lofa 
county 

County 
Health 
Administrator 

06 81 04 42/07 73 23 340 

40 
Thomas 
COOPER 

 

County Health 
Team, 
Vionjama,Lofa 
county 

CH Director 
Princekasey-è@yahoo.com 
06 45 27 01 

41 
Boakai D. 
KANNEH 

R/N 

Fagonda 
Community 
Clinic, Kolahun 
District, Lofa 

OIC  

mailto:aavoniykollie@yahoo.com
mailto:Princekasey-�@yahoo.com
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county, PMU  

42 
Armah 
SONDIMQ 

CHW 

Fagonda 
Community 
Clinic, Kolahun 
District, Lofa 
county, PMU 

  

43 
G. Tarmue 
MULBAH   

P/A 
PMU, Lofa 
county 

Supervisor of 
the OTP 

06 64 47 41 

44 Mary LANKAH  

Comprehensive 
Health centre, 
Saclepea, 
Nimba county 

OIC, OTP 
supervisor of 
the 4 OTP 

Marylankah@yahoo.fr 
06 44 86 55 

45 
Cooper 
KARNUE 

Physician 
Assistant 

Comprehensive 
Health centre, 
Saclepea, 
Nimba county 

District health 
officer 

06 48 88 99 

46 Piaseh GONSAL Nurse Aid 

Comprehensive 
Health centre, 
Saclepea, 
Nimba county 

SNU N/A 06 47 80 01 

47 
Doitoz 
WONDOR 

N/A 

Comprehensive 
Health centre, 
Saclepea, 
Nimba county 

OTP 
supervisor 

 

48 
Saye 
GLAYMEIN 

RN 
Ganta clinic, 
Ganta, Nimba 
county 

OTP 
supervisor,  
OIC 

06 48 27 71 

49 
Anderson 
FLOMO 

Community 
Health 
Volunteer 

Ganta clinic, 
Ganta, Nimba 
county 

OTP CHV  

50 Marie LUOGON CHV 
Ganta clinic, 
Ganta, Nimba 
county 

OTP CHV  

51 
Laurence 
LARWAY 

RN 
Duo health 
centre, Nimba 
county 

OTP 
supervisor,  
OIC 

06 31 97 30 

52 
Leona K. 
MARTOR 

RN 
Duo health 
centre, Nimba 
county 

MCH  
director,  
OTP screener 

06 45 47 66 

53 
Paul T 
WHESSAH 

MD 
CHT 
Saniquellea 
Nimba County 

CHO  
County 
Health Officer 

topayoun@yahoo.com 
06 51 84 27 

54* C Paul Nyanze RN 
CHT 
Saniquellea 
Nimba County 

CHDD 
Community 
Health 
Department 
Director 

06 572 356 

55* Rancy LEESALA  
CHT 
Saniquellea 
Nimba County 

CHSA County 
Health 
Services 
Administrator  

06 47 28 19 

56* 
Ernest 
KENNEDY 

 
CHT 
Saniquellea 
Nimba County 

Hospital 
Administrator 

06 420 309 

57* Isaac COLE 
Physician 
Assistant 

CHT 
Saniquellea 
Nimba County 

County 
Surveillance 
Officer 

06 44 37 46 

mailto:Marylankah@yahoo.fr
mailto:topayoun@yahoo.com
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58* 
Priscilla 
MABRAH 

Certified 
Midwife (CM) 

CHT 
Saniquellea 
Nimba County 

Reproductive 
Health 
Supervisor 

06 492 609 

59* 
Sarah 
LEWEHYLL 

 
CHT 
Saniquellea 
Nimba County 

Health 
Management 
Information 
System 
manager 

06 439 839 

60* Jerry MANNAH  
CHT 
Saniquellea 
Nimba County 

Accountant 06 215 082 

61* 
Harry 
HYAKONYA 

 
CHT 
Saniquellea 
Nimba County 

Human 
resources 

06 469 769 

62* Austin MEHN . 
CHT 
Saniquellea 
Nimba County 

E. Health 
supervisor  

06 998 801 

63* 
Janathan 
TOLOPA 

 
CHT 
Saniquellea 
Nimba County 

Monitoring 
and 
evaluation 

06 512 910 

64* Hillie LUNGOM 
Physician 
Assistant 

CHT 
Saniquellea 
Nimba County 

Child survival 06 493 125 

65* Wilson DOLO  
CHT 
Saniquellea 
Nimba County 

Logistician 06 416 437 

66* 
Anthony 
COLEMAN 

 
CHT 
Saniquellea 
Nimba County 

Maintenance 
supervisor 

06 636 019 

67* 
Yeanewy 
DUOGHAY 

 
CHT 
Saniquellea 
Nimba County 

County 
Surveillance 
Officer CSO 

 

68* Dsifus SAYE 
Physician 
assistant 

CHT 
Saniquellea 
Nimba County 

Clinical 
supervisor 

06 459 492 

69* Kornty DEEME 
Registered 
Nurse 

CHT 
Saniquellea 
Nimba County 

Clinical 
supervisor 

06 455 598 

70 John MOMO  

Saniquellea 
SNU in Harley 
Hosp,  Nimba 
County 

Nutrition focal 
point 

06 47 47 06 

71 
Joseph 
BOAQEA 

RN 

Saniquellea 
SNU in Harley 
Hosp,  Nimba 
County 

SNU Nurse 
aid 

06 94 52 61 

72 
Rancy 
LARKPON 

P/A 

Saniquellea 
SNU in Harley 
Hosp,  Nimba 
County 

SNU P/A 06 49 32 19 

73 Wallace TOHOA N/A 

Saniquellea 
SNU in Harley 
Hosp,  Nimba 
County 

SNU N/A 069 65 995 

74 
Victoria 
RAERAE 

N/A 

Saniquellea 
SNU in Harley 
Hosp,  Nimba 
County 

SNU N/A 06 44 09 27 

75 Elisabeth DOE RN Bomi CHT 
Child survival 
focal point 

06 621 863 
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CSFP 

76 Lysiah GRAY RN 
Tubmamburg 
Gvt Hosp 
ANDP 

SNU 
supervisor 

065 33 157 

77 
Moses B. 
FONSA 

PA 
Tubmamburg 
Gvt Hosp 
ANDP 

SNU Medical 
supervisor 

065 90 451 

78 
Musa P 
DEGBOE 

College 
student 

Tubmamburg 
Gvt Hosp 
ANDP 

SNU 
Registrar 

06 05 92 47 

79 
Zainab O. 
ENGLISH 

Nurse aid 
Tubmamburg 
Gvt Hosp 
ANDP 

SNU NA 06 85 81 26 

80 Janez TARR 
High school 
graduate 

Tubmamburg 
Gvt Hosp 
ANDP 

Nurse aid 06 63 71 12 

81 E. LAMIE 
High school 
graduate 

ANDP, Bomi 
county,  

OTP 
supervisor 

06 966 379 

82 Moore M. KIADU 
University 
student 

ANDP, Bomi 
county, 

OTP/SFP 
registrar 

06 57 55 07 

83 Zakpa NINNEH 
High school 
graduate 

Tubmamburg 
Gvt Hosp 
ANDP 

Storekeeper 
N/A 

06 486 947 

84 Doris HIHON BSC nurse 
ANDP, Bomi 
county, 

SFP/CTC 
Team 
manager 

06 51 78 67 

85 Seh GRAY 
High school 
student 

ANDP, Bomi 
county, 

CTC/SFP 
measurer 

06 37 70 09 

86 Eugine BOAKAI 
College 
student 

ANDP, Bomi 
county, 

CTC/SFP 
measurer 

06 28 38 79 

87 Sam HOLMES 
High school 
student 

ANDP, Bomi 
county, 

CTC/SFP  
measurer 

06 06 12 88 

88 Arthur Z. FAILAH 
High school 
student 

ANDP, Bomi 
county, 

CTC/SFP 
measurer 

 

89 Ernest WAINPA RN Fefehtown HC OTP OIC  

90 Hilay FLUMO 
School of 
MPH 

SC-UK 
Nutrition 
officer 

wolobahzoux@yahoo.com 

91 Kaleba ISLAM 
MBBS, MPH, 
MMED 

SC-UK 
Head of 
Health and 
child survival 

k.islam@savethechildrenliberia.org 

92 George KIJAMA RN RM SC-UK 
Health and 
child survival 
coordinator 

g.kijama@savethechildrenliberia.org 

93 
Rita GRAY-
JOHNSON 

BSC WFP 
Programme 
Assistant 

rita.gray-johnson@wfp.org 
 

94 
Helen C. 
BEDELL 

BBA FHD/MOHSW 
Nutrition 
supervisor 

helenbedell@yahoo.com 

95 Stella C. SUBAH 
RNM BSCN 
MSCN 

FHD/MOHSW 
Technical 
assistant 
nutrition 

scsubah@gmail.com 

 

mailto:wolobahzoux@yahoo.com
mailto:k.islam@savethechildrenliberia.org
mailto:g.kijama@savethechildrenliberia.org
mailto:rita.gray-johnson@wfp.org
mailto:helenbedell@yahoo.com


24 

 

Annex 3: SAM Protocol - 2009 
 

 

Form  
The guideline needs to be improved in order to be more operational and attractive; the different 

parts of the management could be separate into different sections with attractive colours for the 

OTP section – community mobilisation section – In patients  section, etc. 

 

Content 
 There is no major problem in terms of content except some points mentioned in the following 

paragraph 

 

Strengthens  
Almost no mistake in the protocol 

 

Weaknesses  
Not very attractive – difficult to find the information – the important points are not prioritised 

 

Opportunity and constraints 
The guideline needs to be printed in both sides to decrease its volume and to make it more 

attractive separating the different sections if possible according to the in-patient and out-patient 

management and community based programmes.  

Use the protocol of Togo for this purpose.  

 

 

 
Strength   Weaknesses Remarks Recommendations 

Acronyms   
OK 

   

Introduction Give the 
context of 
Liberia and the 
Type 1 & 2 
theory 

The causes of 
oedematous 
malnutrition are 
unknown  

  

Community 
Approach 

    

Community Mobilisation  Is very general 
and not adapted 
to the Liberian 
context  

Should specify 
to refer to the 
community 
based 
programmes 

Needs to specify to refer 
to specific community 
guidelines 

Health Promotion, etc   Need to be more 
specific for 
Liberia 

  

Screening     

Active screening  There is no 
chapter specific 
on this issue  

 Should be developed in 
the next guideline 

Monitoring of the 
screening 

NOT IN THIS GUIDELINE 

Other chapter Estimating the number of children with severe acute malnutrition who need 
treatment: good chapter explaining well the calculation 
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SFC NOT IN THIS GUIDELINE 

CMAM     

Admission Criteria There are both 
criteria in the 
protocol, this 
means that you 
don’t have to 
redo all the 
protocol 

No link with IMCI 
for the screening 

Note 8: 
NCHS/WHO  

Should mention the IMCI 
tools used for screening 

Discharge Criteria  WH>-1Z which is 
quite high 

 

 TW for MUAC should be 
only use for emergency 
situation 

Appetite test  OK No remark To put in bold letter the 
important sentences 

Triage   OK   

Transfer : Criteria from 
In-patient to OTP 

 Table P12 need to 
specify in a more 
practical way the 
different diseases 
for IMCI 

  

OTP   If there is an 
OTP we can 
transfer the 
patient to OTP 

 

Registration - 
Measurement  – 
Appetite Test  - 
Diagnosis  

No remarks 

Systematic Treatment  The malaria 
treatment 
should be 
revised in 
particular for 
the less than 
5kg.   

5mg instead of 
2,5mg of Folic 
Acid   

Should be 5mg 
instead of 
2.5mg except if 
fansidar is 
given.  

To emphasize not to give 
additional doses of zinc 
for diarrhea; 

we should avoid the used 
of quinine IV and use 
artesunate/arthemeter 

Nutritional Treatment  
 

  The 500 ml 
packaging for 
F100 /F75 does 
not exist 

We should avoid 
the table of less 
than 3kg for 
phase 1 because 
the children less 
than 3kg are 
managed in 
another section.  

Recommend to use 6 
feeds instead of 8 feeds, 
to avoid night feeds and 
staff overloaded; avoid 5 
feeds 

Discharge: 
Referral/Transfer out to 
/ discharge  

  No remark, 
except it is 
detailed at the 
section 
monitoring and 
evaluation and 
not as a 
separate section 
with the OTP 

 

In Patient 

Phase 1    To recommend 6 feeds 
instead of 8 feeds 

 Registration  –   No remark  
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Measurement  –  
Diagnosis 

Diagnostic & Treatment 
of the Complications 

The explanation 
in P18 is quite 
old and not 
really 
appropriate  

To change all the 
TFU to SNU 

To write in bold 
letter P27 
sentence about 
50 to 100ml ORS 

 

Medical systematic 
treatment: Palu – vit A – 
Folic acid – ATB – 
candidosis 

    

Nutritional Treatment   P. 39:  the 
children who 
arenot taking 
enough RUTF 
should be given 
F75: this does not 
make sense.  

 Try not to complicate or 
F100 or RUTF but try not 
to mix everything with 
everything. 

Transition Phase   Do not 
recommend to 
add a porridge 
in phase 2 it is 
not necessary.  

To give only one table or 
F100 or RUTF but not 
the one which mixes 
both.  

Non response to 
treatment 

 Well done but the 
OTP is mixed with 
the SNU non 
responses to 
treatment 

 OTP Should be separated 
from SNU and each one 
should be in a different 
chapter 

Discharge: Transfer out 
to OTP/discharge 

   Should be WH>=-1.5Z 
and not -1Z 

Emotional 
stimulations 

  No remark  

CMAS <6 month     

With a female caretaker  OK  No remark  

Without any prospect of 
being breastfed 

Ok  P.62 should be 
organised by the 
Health 
Extension 
Workers  

To take out the HEW and 
replace it by CHW or any 
other appropriate person 

Monitoring & 
Evaluation 

   Avoid the sphere 
standard because not 
anymore appropriate for 
CMAS 

SAM Unique Number   No need of the 
region number 

Change TFU to 
SNU 

 

OTP Register   OK  No need of the 
min weight and 
date of min 
weight if we do 
not calculate 
the weight gain 

 

SNU Register OK  No need of the 
min weight and 
date of min 
weight if we do 
not calculate 
the weight gain 
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Monthly report 
/calculation of the rate 

OK    

Term used :  
OTP -SNU  
SNU – OTP 
OTP - SFC 

Transfer for 
OTP - SNU 

 

 

Referral for 
OTP to SFC 

   

Annexes     

Anthropo. 
Measurements 
Ther  Products Comp.  
Reconstitution of F75 – F 
100- Résomal 
Tables: BMI/WH NCHS  
49cm – 130 cm/Ado 
Tools : Monthly report 
screening/SFC/OTP/SNU 
Listes des participants  

OK with 2 
fingers for the 
oedema 

 

Old recipes 

 

Yes 

 

Everything is in 
it 

 

 

 

 

Problem of Fig 6 
for length 

 

 

 

 

 

 

For OTP/SNU: too 
much detailed 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Should be simplified for 
the age group to other 
after 5yrs, after medical 
transfer should not be 
written but keep the 
oedema 

 


