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Executive Summary 

 
Background 

In Ethiopia malnutrition accounts for 53% of all under-five deaths, directly or indirectly.  The government is 
trying to address the situation using poverty reduction strategies and by introducing sustainable development 
to prevent malnutrition. Meanwhile there are cases of malnutrition that need to be treated. For this reason 
Concern Ethiopia and other partners in collaboration with the Ministry of Health (MOH) have been 
implementing Community-based Management of Acute Malnutrition (CMAM). The objective of the 
programme was to institutionalise CMAM in the MOH system by building the capacity within the MOH at all 
levels. Concern Ethiopia has been providing technical support in four regions in Ethiopia since 2005: Tigray, 
the Southern Nations, Nationalities and People’s Region (SNNPR), Oromia and Amhara. 
 
Methods 

The evaluation exercise took place in two selected regions, Oromia and Tigray, covering a total of eight 
Woredas. Two health facilities were selected from each Woreda and a total of 16 health facilities were visited. 
Both qualitative and quantitative data were captured using a variety of methods to assess the performance of 
the programme over time. 
 
Major findings 

The National CMAM programme has been implemented in 116 Woredas since September 2010. The number 
of severely malnourished children that have been covered in the programme so far is 41,243, which is 106.3% 
of the planned target (38,800). This has been a great achievement, made possible through the decentralisation 
of the programme to the health post level. The programme has managed to train 7,564 Health Professionals 
(HPs) and 7,806 Volunteer Community Health Workers (VCHW) in CMAM. Of these 70% of the HPs and 
80% of the VCHWs are still active and within the areas they were trained, as evidenced by the regular reports 
submitted to the Woredas. 
 
The programme has performed very well. There has been a gradual increase over the three and half year-
period under review (referred to from now on as the review period) in terms of Sphere standards: a cure rate 
of 78% and 79% in the last two years; a death rate of 1% and 1% over the last two years; and a defaulter rate 
of 7% and 6.6% over the last two years, with a mean length of stay of 50.7% and average rate of weight gain 
of 4.6gm/kg/day, which is within acceptable standards.  
 
The public health approach the programme has followed has enhanced community level advocacy and 
stronger acceptance of the programme by both by the MOH and the community. The other success of the 
programme is the fact that it has built the technical capacity of the MOH to run the programme as part of 
routine services. Development of the National Guidelines for the management of severe acute malnutrition 
(SAM) is part of the success in this regard. The MOH has ownership of the programme and a strong 
supervision component at Zonal and Woreda level, and most health facilities indicated that they have had 
regular supervisory visits. The health posts send their reports to the health centres/Woredas every month 
where the data is processed. The challenge faced at Woreda level is the lack of a database and the capacity to 
use it. All the Woredas except in those in Bale zone process their data manually because the data collected 
from the CMAM programme is not integrated into the Health Information Management System (HIMS). 
This is a great challenge and vulnerable to mistakes.  
 
The programme has laid strong foundations for sustainability: it has been well integrated into the routine 
services in as much as it is provided on a daily basis in most of the clinics, and the CMAM activities have 
been included in the integrated supervisory checklist. The outpatient therapeutic programme (OTP) has been 
included in the action plans of the Woredas, health centres and health posts. There has also been an inclusion 
of the CMAM component in the health extension worker (HEW) training curriculum. 
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Most of the health facilities have not had supply interruptions over the past six months even though they 
have transportation problems for supply distribution from the Regional Health Bureau/Zone to Woreda.  
 
There is very strong coordination between Concern and other partners, including the MOH, with regular fora 
where the nutrition groups meet at all levels. 
 
Despite all the challenges faced the programme has managed to have positive effect at different levels; policy 
level, community level as well as the level of the health workers. It has also managed to mitigate the impact of 
the crises experienced in 2007 and 2008 through capacity building within the MOH with minimal visibility 
and reduced resources. The project has played a significant role in backing up the scaling-up of rapid 
responses to the emergency through enhancing the capacity the MOH.   
 
Despite all these successes there have also been challenges. For example the increased number of children 
recorded as unknown who could very well be classified as defaulters may depress outcome indicators, thus 
affecting the quality of the service. In all the stabilization centre (SC) sites visited the quality of care provided 
is substandard, with poor recording and surveillance of children. As the programme is decentralized to the 
peripheral health facilities the need for maintaining the service quality becomes more prominent. Stronger 
mentoring, monitoring, supportive supervision and capacity building is needed. 
 
Finding mechanisms for addressing the needs of the pastoralist areas that align with their livelihood systems is 
another challenge the programme faces as it is trying to achieve a better coverage. Designing a mobile OTP 
needs to be considered to address the problem of SAM among the pastoralist community. 
 
To ensure the continuum of care of children with SAM, referral of children between different nutrition 
programmes is an issue that calls for thorough thinking and high-level coordination between different sectors. 
For instance the referral from OTP to supplementary feeding programme (SFP) and to the productive safety 
net programme (PSNP) needs high-level coordination. Given the fact that the programme is widely accepted 
by the key stakeholders (MOH and the community), the need for ensuring the supply sustainability beyond 
donor support is a critical and requires serious attention. The need for soliciting local solutions through 
enhancing of the efforts for local production of ready-to-use therapeutic food (RUTF) cannot be over 
emphasized. 
 
Although moderate acute malnutrition (MAM) is on the list of priorities for the Ethiopian Federal Ministry of 
Health (FMOH) to address, mechanisms for linking up referrals between the different programmes are not 
yet well streamlined. Designing a clear mechanism for addressing this problem to ensure the continuum of 
care of children with MAM and SAM is needed. 
 
As the programme decentralizes to the lower health facilities, including health posts the issue of 
transportation and distribution is a challenge that needs consideration in order to maximise coverage.  
 
The way forward 

The findings highlight the importance of the following:  

• Continuing to enhance capacity building in the MOH; 

• Reorienting the programme to address the basic and underlying causes of malnutrition; 

• Improving coordination between nutrition programmes; 

• Strengthening the community mobilisation and nutrition behaviour change and communication 
(BCC); 

• Improving supply and distribution of RUTF and routine drugs; 

• Strengthening the database, monitoring and evaluation to improve the quality of the programme; 

• Providing more technical support and mentoring. 
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1 Background 

Inadequate access to health services and poor caring practices of community members fuels the chronic and 
very high levels of malnutrition experienced in Ethiopia. As a result many children suffer from acute 
malnutrition. Even during a relatively good non-drought year levels of malnutrition in children in Ethiopia are 
extremely high, putting the survival of these groups of the population at risk. An estimated 38% of Ethiopia’s 
under-five children are underweight, contributing to an under five-mortality rate of 123/1000 live births1. 
Evidence shows that Ethiopia ranks sixth highest in the world for the number of under-five deaths, with 
more than 472,000 under-fives dying each year2. Malnutrition, even in its milder forms, accounts directly or 
indirectly for 53% of all under-five deaths in Ethiopia3. Such high mortality rates are due to the combined 
effects of a high incidence of infectious diseases, inadequate infant and young child nutritional care, and poor 
feeding practices as a result of limited education of mothers/care givers. The constraints of food availability, 
economic resources, time, knowledge, health services, hygienic environment, health and nutrition of the 
mothers all have an impact on the nutritional status of children4. 
 
Reducing under-five mortality will require concerted efforts to improve nutrition status in the early years of 
life. Improvements in child survival are strongly associated with decreases in malnutrition in countries 
characterized by high rates of general malnutrition, such as Ethiopia5 6 7 8. The poverty reduction strategy that 
the Ethiopian government is currently following is believed to be contributing to the prevention of 
malnutrition, with the aim of bringing sustainable development for the country9 10.  
 
Meanwhile Concern, in partnership with all levels of the MOH, has been trying to reduce the effects of severe 
acute malnutrition (SAM); through the implementation of Community-based Management of Acute 
Malnutrition (CMAM) programmess, formerly Community-based Therapeutic Care (CTC) programme, at 
national level. The aim of the National CMAM programme (N-CMAM) has been the institutionalization of 
the CMAM approach, particularly the outpatient therapeutic programme (OTP) within the regular health 
services of the MOH.  
 
The N-CMAM programme is seen as a long-term strategy to build up capacity, strengthen the MOH system 
and move towards programme sustainability. In addition, as stated in the National Nutrition Strategy 
implemented through the National Nutrition Programme (NNP), the approach the N-CMAM programme 
uses is very much in alignment with, and can comfortably support, the Ethiopian Federal Ministry of Health’s 
(FMOH) vision for increased coverage of health services. The focus of the MOH is on increasing coverage at 

                                                 
1 CSA & ORC. Ethiopia Demographic and Health Survey 2005. Addis Ababa, Ethiopia and Calverton, Maryland, U.S.A: 
Central Statistical Authority and OCR Macro, 2006. 
2 Black R.E, S. S. Morris and Jennifer B. Where and why are 10 million children dying every year? The Lancet, 2003; 
361:2226-34. 
3 BASICS II. Basic support for institutionalizing child survival. The Second Child Survival Revolution, Summary of The 
Lancet Child Survival Series: BASICS 11, 2003. 
4 Benson T, Bellete S, Chanyalew D, Belachew T, Gebremariam A, Kumie A, Hailemariam D, Tesfaye F, Genovesa E. 
An assessment of the causes of malnutrition in  Ethiopia:  A contribution to the formulation of a  National Nutrition 
Strategy for Ethiopia, International Food Policy Research Institute , Washington, DC, USA, November 2005. 
5 Pelletier, D and Frongillo E. Changes in Child Survival are Strongly Associated with Changes in Malnutrition in 
Developing Countries. FANTA, Academy for Educational Development: Washington DC, USA, 2002. 
6 Federal Ministry of Health, Family Health Department. National strategy for child survival in Ethiopia, Addis Ababa, 
July 2005. 
7 Pelletier DL, Frongillo EA Schroeder DG et al. The Effects of Malnutrition on Child Mortality in Developing 
Countries. Bull. World Health Org. 1995, 73(4): 443-448. 
8 De Waal, A. Taffesse,and L. Carruth . Child survival during the 2002-2003 drought in Ethiopia, Special Issue: 
Humanitarian Crises: The Emergency Rooms of Global Health, Taylor & Francis, June 2006, 1(2). 
9 Federal Ministry of Health.  Programme Implementation Manual of  National Nutrition Programme (NNP) - I , July 
2008 –June 2013, Addis Ababa, Ethiopia. 
10 Federal Ministry of Health. National Nutrition Strategy, January 2008, Addis Ababa, Ethiopia. 
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community level; including decentralization of services to community level through utilization and 
involvement of health extension workers (HEWs), other community health agents and kebele (village) level 
actors, in the planning and management of services.  
 
Since December 2005 the N-CMAM programme has provided technical assistance to the MOH to 
implement services for SAM via a package of ‘minimal support’ in a steadily increasing number of Woredas in 
the four main regions of Ethiopia (as of September 2010, a combined total of 116 Woredas in SNNPR, 
Tigray, Oromia and Amhara). Since 2007 the programme has been rolled out on a national scale by Concern. 
 
The approach of ‘minimal support’ has consisted of theoretical and on-the-job trainings (OJT) including; the 
principles of both inpatient and outpatient management of SAM; reporting and supervision, workshops and 
experience exchange visits; and support for the scale-up of emergency nutrition activities. Additionally 
considerable advocacy has been conducted at both Federal and Regional levels in order to facilitate the 
institutionalisation process, encouraging the FMOH to announce full ‘roll out’ of the therapeutic feeding 
programme (TFP) in 2009 using the CMAM approach. 
 
The N-CMAM programme also provided considerable support for Concern’s emergency nutrition 
interventions from 2008 onwards, in terms of personnel, funding for supplementary food, training, and 
technical support. Additionally Concern recently piloted the scale-up of support to ‘maximal’ level for 
Woreda-level MOH to implement high-quality OTP services at the time of the emergency, and to enable 
them to provide an effective response to the increased case loads due to rising levels of food insecurity. The 
‘maximal’ support approach provides additional human power, training, assistance with supplies, transport, 
logistics and reporting, while maintaining the Zonal and Woreda MOH as the ‘owners’ of the scaled-up 
response. In line with the CMAM approach, focus is placed on supporting the decentralization of OTP to 
health post (village) level, to increase coverage and access of services while maintaining service quality. The 
pilot was conducted in five Woredas of Bale Zone between September 2009 and February 2010, following a 
request from Oromia Regional Health Bureau to respond to the deteriorating nutrition situation in the area. 
Kobo Woreda of the Amhara Region also received maximal support. 
 
2 Overall objectives  

The overall objective of this assignment was to undertake a final evaluation of the N-CMAM project to assess 
the effectiveness, appropriateness and impact of the intervention, and whether the project has achieved its 
stated objective of supporting vulnerable target populations to access necessary services and improve their 
capacity to survive the variety of shocks they are faced with.  
 
The evaluation was also expected to assess details of the CMAM projects in terms of their processes and 
achievements, the extent of project integration with the Ethiopian national health structure, and coordination 
with other partners. It was also expected to make recommendations for future intervention, and document 
challenges as well as lessons to be learnt.  
 
3 Methodology 

3.1 Study area 

For the evaluation two out of the four main regions were included based on the following criteria:  

• Oromia was included to see the differences in the maximal and minimal support strategies. The 
CMAM intervention strategy is similar in SNNPR, Amahara and Oromia (Concern was assisting the 
MOH both at health facility and health post levels in these three regions) so Oromia was taken as 
representative.  

• In Tigray region the mode of assistance was to the health facility only. Tigray region was therefore 
selected to represent the different modality of assistance by Concern. 
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From the three zones of Oromia where the CMAM programme was running (Jimma, North Shoa and Bale), 
the following Woredas were included in order to give a representative picture of the programme’s 
performance in the region: 
 

• Bale Zone - three Woredas -  Agarfa, Dolo Mena and Goro  

• North Shoa Zone - two Woredas - Gerbe Gurcha and Degem 
 
In Tigray, two zones (Eastern Tigray and Central Tigray) were included to represent the region with the 
following Woredas included from each zone: 
 

• Eastern Tigray Zone - one Woreda -  Hawzen 

• Central Tigray zone -  two Woredas - Rural Adwa and Tahtay Mychew 
 
Two health centres were selected from each Woreda giving a total number of 16 health centres to be visited.  
 

3.2 Evaluation period 

The evaluation looked at the N-CMAM project status beginning from 2007 up to September 2010, the time 
of the evaluation. It also looked at the emergency nutrition support from September 2008 to February 2009, 
with a particular focus on the comparison of the maximal and minimal support strategies.   
 

3.3 Data collection techniques 

Both qualitative and quantitative data used for the evaluation were captured using various data collection 
techniques including:  
 
– Record reviews - Documents including OTP cards, reports, 

minutes, guidelines, supervision checklists, training materials, 
workshop presentations and memorandums of understanding 
(MOUs) were reviewed to assess the different aspects of 
performance of the programme. 

 

 
– Observations - Consultants observed the health facility (OTP room) set-

up and the OTP program in process. 
 
 
 
 
– Focus group discussions (FGDs) - FGDs were carried out with beneficiaries, 

non-beneficiaries, volunteers and other community members. For each health 
centre an effort was made to conduct one beneficiary and one non-beneficiary 
FGD. 
 

– In-depth interviews - this method was used to assess the views and 
experiences of the MOH staff from Federal to health post level, Concern CMAM staff and partners e.g. 
UNICEF, World Food Programme (WFP), Disaster Risk Management and Food Security Sector 
(DRMFSS), ENHRI, GOAL, and Office of Foreign Disaster Assistance (OFDA). 

– Database analysis - the database for the CMAM programme developed by Concern for the four regions 
(Amhara, Tigray, SNNPR and Oromia) was analyzed to see the trend of performance indicators by 
region over the review period. 
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– To assess the quality aspects, 30 OTP cards were randomly selected from each health centre visited and 
reviewed to check the extent of adherence to the protocol (admission criteria, discharge criteria, intake of 
amoxicillin, weight gain/kg/day, and duration of stay), and referral mechanisms for the cured cases. 
Additionally mean stay of defaulted cases in the programme and their mean weight at defaulting was 
calculated from this data. 

3.4 Data analysis 

 
Quantitative data – the database developed by Concern for the four regions (Amhara, Tigray, SNNPR and 
Oromia) and the data entered from the randomly selected OTP cards were analyzed using Excel and SPSS 
programmes respectively. 

Qualitative data - The qualitative data obtained from the FGDs and key-informant in-depth interviews were 
organized under different thematic areas and ideas were colour coded.  Different ideas were systematically 
pooled and organized under the themes. Data from the different sources were triangulated to verify the 
findings and their programmatic implications presented in narrative form.  
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4 Major findings 

The key findings are organized under different thematic areas and presented below.  
 

4.1 The relevance of the programme 

The programme was started to curtail the consequences of SAM through the implementation of CMAM 
programmes at national level. As there was nothing to be given to children with SAM during emergencies in 
the beginning, the programme was the right approach in the context of Ethiopia. The programme targeted 
emergency areas and areas that were the most affected by malnutrition, and focussed on children under five 
years old, the most vulnerable group to the consequences of malnutrition. 
 
As a result the programme has facilitated a more timely and efficient scale up of emergency responses when 
nutrition emergencies have arisen in its target Woredas (i.e. the project has contributed to disaster risk 
reduction in a disaster-prone context), and contributed to achieving of Millennium Development Goal Four, 
which is consistent with the policy and strategic direction of the Government of Ethiopia. 

Assessment of the logical framework of the programme indicated that the activities and the outputs as 
reflected in the programme proposal are consistent with the overall goal and objectives (follow both the 
vertical and horizontal logics). According to some stakeholders, including the MOH, UNICEF and 
Emergency Nutrition Coordination Unit (ENCU), the overall goal and objective of the programme as 
reflected in the programme proposal are still valid, as the rate of malnutrition (particularly stunting) is very 
high and the need for the CMAM programme is still critical. It was also agreed that the assumptions in the 
programme proposal are reasonable and appropriate.    
 
The programme has contributed significantly to disaster risk reduction through facilitating a more timely and 
efficient scale up of an emergency response when nutrition emergencies have arisen in its target Woredas. It 
was also noted that Concern has put an adequate amount of activities into the programme to achieve its 
objectives.   
 

4.2 Scale of the programme 

The programme started in five Woredas of Oromia region in 2005. It was then expanded to SNNPR in 2006, 
and to Amhara and Tigray regions in 2007. The programme was rolled out to all four regions by the MOH in 
2009.  

The programme does not cover all the Woredas in the four regions. Out of the total number of Woredas in 
the four regions it covers 116 Woredas, as of September 2010. It is also decentralized to the health posts in 
most of these Woredas.  

The N-CMAM programme in Ethiopia followed a three-component approach model. Out of the four 
components of the programme, namely community mobilization, OTP, inpatient management of SAM in 
stabilisation centres (SC) and management of moderate acute malnutrition (MAM), the programme 
implemented the first three components. Not much has been done on the last component except that it was 
part of a full nutrition emergency response programme, implemented by Concern in SNNP, Oromia and 
Amhara Regions. The findings of the evaluation on the above three components are presented below. 
 
4.2.1 Community Mobilisation  

Programme description  
Prior to setting up the CMAM programme, community sensitization and mobilization activities were 
conducted in some sites. In other sites this was not possible because at the start of the programme there were 
no community structures that could be used. There was no designated person from the MOH at 
Regional/Zonal/Woreda level to coordinate the mobilization activities. However with the changes in the 
government structures the health extension workers (HEWs) have taken up this responsibility in the Woredas 
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and the health facilities. Each health post has two HEWs in each Woreda. A total of 3,696 HEWS and 429 
HEW supervisors were trained over the review period. A total of 7,806 volunteer community health workers 
(VCHWs) were identified and trained within the four regions. Of the trained VCHWs 80% are reported to 
still be active in the programme, while 70% of the trained health professionals (HPs) including the HEWs are 
still active. 
 
The VCHWs send their reports to the health post weekly and they meet at their localities with the HEWs 
every two weeks. They also have a monthly meeting with the HEWs at the health post level. 
 
The main role of the VCHWs is to assist in community screening, identification and referral of children. They 
do this by conducting house-to-house screenings as well as screening during the Child Health Days and the 
normal growth monitoring programme. They also assist with the home visits and tracing of defaulters. 
During the visits to the health facilities it was ascertained that the mid-upper arm circumference (MUAC) 
measurements taken by the VCHWs was remarkably accurate.  
 
Sensitisation meetings were conducted with the community’s opinion leaders (teachers, religious leaders, 
traditional healers etc.). Positive changes in health seeking behaviours for the treatment of malnutrition were 
also noted. For instance, 36.4% and 38.5% of the OTP cases were self referral in Oromia and Tigray, 
respectively. 

Defaulters are also traced by the HEWs through the VCHWs. A high percentage of children are reported as 
unknown which calls for further investigation. 

Challenges identified 
During the visit the VCHWs expressed great dissatisfaction with the long period with no communication 
from the Woredas and without refresher training. 
 
Absent and Default 
From reports reviewed and discussions made during this visit the main reported causes of absent or default 
has not been established. Distance was analyzed and, as explained in the Semi-quantitative Evaluation of 
Access and Coverage (SQUEAC) report, it seems not to be a contributing factor even though those who 
defaulted seem to have to travel twice the distance compared to those discharged as cured. See Table 1 below 
for the profile of defaulters from OTP. 
 
Table 1: Profiles of defaulters from the OTP  

Indicator  
Oromia  Tigray  

• Mean number of days in the programme before 
defaulting (±SD)  

23.1(±14.1)  16.3(±10.9) 

• Average MUAC on defaulting  10.9(±0.72)  10.2(±0.93)  

• The mean distance of defaulters (minutes)*  62.9(19,9  
 

140.9 (±112.9)  

• The mean distance of cured (minutes)    31.7(7.1)  78.6 (±58.6)  

*Maximum of 2 hours and 20 minutes distance. 
 
The calculated defaulter distance is less than three hours which is considered the maximum distance the 
mother should travel. So distance has no contribution to defaulting. There is need for more investigation to 
be done as to establish the reasons for defaulting.  
 
In the National Guidelines there is an ‘unknown status’ category, which in reality should be added to the 
defaulters. An increase in the number of unknowns decreases the number of reported defaulters and deaths, 
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as seen in the two graphs illustrating the defaulters and deaths (refer to Figure 3 and Figure 4 a little later in 
the text). 
 
Key successes of the community mobilisation component 

• The community sensitisation and mobilisation effort was able to create awareness within the community 
regarding malnutrition and its treatment options. This is evidenced in the FGDs with beneficiary and 
non-beneficiary community members and exit interviews made with mothers during this visit. It was also 
evidenced through an increase in self-referrals, with 36.4% and 38.5% of mothers coming to the OTP by 
themselves in Oromia and Tigray respectively. 

• Most opportunities for mobilization were capitalised on, for example the Child Health Days campaign, 
the immunisation campaigns, growth monitoring contacts, Community-based nutrition programmes and 
other programmes being implemented in different Woredas. 

• Some of the VCHWs who have been trained in each village are prominent village members, such as 
religious leaders, who are an important part of the community with regards to health seeking behaviour 
and service utilization related to treatment of malnutrition. 

• The MUAC measurement skills of VCHWs are reliable. This is an enormous achievement as rejections, 
often a leading barrier to programme utilization by the community, can be minimized. 

• The community understands the admission criteria of children in the programme which reduces the 
feeling of favouritism leading to mistrust. 

 
4.2.2 Outpatient therapeutic care programme  

 
Programme Description 
The programme was implemented with the aim of saving lives as well as building the capacity of MOH at all 
levels. Initially the programme was set-up in 60 health facilities and scaled up to 202 health facilities, not 
including the health posts. As of September 2010 it is being delivered in 116 Woredas and 293 health facilities 
(health centres and hospitals), excluding health posts. During the initial set-up, community participation and 
involvement was very minimal because there were no community structures to utilize at that time and 
government was keeping a very low profile. Also treatment of malnutrition was an issue to be handled by the 
non-governmental organisations (NGOs). Most of the health facilities (health centres and hospitals) except 
health posts have water and sanitation facilities, and clinics are conducted in a room. The behavioural change 
communications (BCC) are conducted on 
health worker-client contact, which seems to 
present the best opportunity to council 
mothers on any problems the child is 
suffering from, or problems the health worker 
has identified. Children come to the OTP 
clinic through different routes, e.g. self 
referrals, mother-to-mother referrals from the 
campaigns and outpatient department (OPD) 
as well as from the VCHWs. 
 
Anthropometry measurement 
Most health facilities have rooms where the 
measurements are conducted, whilst 2 out of 
the 16 sites visited use an open space with no 
privacy. They all have improvised weighing 
pants in the form of a basin, as recommended 
by the MOH and stated in the National 
Guidelines. They regularly balance their scales 
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and height is taken by two measurers who are members of the OTP team. 
 
Some of the malpractices observed during the measurement are common mistakes seen in many sites. These 
include: lack of adjusting the scale to the eye level of the measurer and lack of appetite test for children who 
come for follow-up. In one health facility even a child who had returned after defaulting did not get an 
appetite test.  
 
Unless measures taken to correct them the above malpractices can, ,and in some cases have, led to errors; if a 
child with no appetite is wrongly admitted to the OTP and is subsequently sent home with RUTF, then that 
child will have a longer stay in OTP because it may take them longer to start eating properly. 
 
Work flow and follow up procedure 
At the health posts HEWs are the key OTP service providers whilst in the health centres nurses and health 
officers are responsible for the OTP. They are responsible for the health education, measurement, appetite 
testing and clinical assessment. The workflow management seems to be good because they treat each child as 
they come, and most of the facilities provide daily services and do not have special OTP days. This is very 
commendable because mothers are able to access the service whenever they need or are able to. 
 
Treatment 
Children are offered routine drugs as per the CMAM protocol which is provided by Concern Ethiopia and 
taken from the National Guidelines. A random sampling of cards from those discharged-cured revealed that 
over 80% of the children had received amoxicillin and their cards were properly filled in. The cards also 
revealed that the physical examination is properly done during the follow-up of children. This was then 
confirmed by the observed practices at some of the health facilities which had OTP clients at the time of the 
visit. This is a striking achievement which should be commended and continued in the future. 
 
Nutrition treatment 
Therapeutic food is administered according to the National Guidelines in all the health facilities visited with 
the right information, i.e. the key messages, given. 
 
Admission and discharge criteria 
According to the national SAM protocol the following admission criteria are used for the programme: 

• Children having appetite and/or no medical complications, and one or more of the following signs: 
o W/H or W/L < 70%,    
o or MUAC < 110 mm with a length > 65 cm,  
o or presence of bilateral pitting oedema 

 
The following discharge criteria are used for the programme 
 
Option 1: W/L>=85% or W/H>=85% on more than one occasion (two days for in-patients, two weeks for 
outpatients), and no oedema for 10 days (inpatient) or 14 days (outpatient).  
  
Option 2: Target weight gain reached and no oedema for 10 days (inpatient) or 14 days (outpatient).  
 
The admission and discharge criteria set are as standard. However the discharge criteria gives room for 
discharging children with a MUAC <110mm as cured, if WT/HT greater than 85% is used and have them 
back in the programme within a short period as readmission or relapse. 
 
Most of the health facilities visited adhere to the set criteria, and this has helped in improving the attainment 
of the indicators over the review period. 
 
Outcome 
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A total of 41,243 severely malnourished children have been admitted to the programme over the review 
period.  This is higher than the number of children planned to be reached in the proposal (38,800). A total of 
34,875 children exited the programme between 2007 and September 2010. As can be seen in Figure 1 below, 
the number of children admitted to the programme had been increasing until 2009, which could be due to the 
emergency and increased awareness of the programme. However the numbers declined a little bit thereafter. 
Despite this the programme has covered more than the number of children proposed at the beginning.  

 
Figure 1: Total number of admissions and discharges over the review period 
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The 2010 figures are still incomplete, as Concern could not collect the data from SNNPR for February to 
September 2010. 

Performance Indicators 

Although the indicators of performance including cure rate, death rate, defaulter rate and non-response rate 
did not meet the Sphere standards at the beginning of the programme in 2007, overall the programme has 
performed very well in the last two years. There has been steady progress towards better results in all regions, 
regardless of the variability observed from region to region. Oromia has the lowest achievement across all 
indicators, as depicted in Figure 2 below. The overall average achievement of all regions was satisfactory in 
2010. However there are more defaulters and unknowns, which requires further investigation. The fact that 
the Sphere Standards are not met in some regions (e.g. Tigray and Oromia) could possibly be due to the 
emergency nature of the problems, which could have given rise to a much worse picture than is currently the 
case had the CMAM programme not been there. From this perspective the findings could be taken as 
positive, considering the increase in the cure rates over the years regardless of the irregularities in the trends 
observed in some of the regions. On the other hand the performance indicators reported in this part refer 
only to that of OTP. The fact that the results of the SCs are not amalgamated with the results of OTP might 
have overestimated the cure rates and underestimated the death rates in all regions.  
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Figure 2: Cure rates at OTP 

 
Figure 3 below shows the declining trend in death rates over the review period. Although there were higher 
death rates in some regions (e.g. Oromia) in 2007, the death rates are still below the Sphere standard <10%. 
 
Figure 3: Death rates at OTP 
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significantly depressed the outcome and quality of the programme (refer to Figure 4 below). Where the 
default rate is low the unknowns are very high, which depresses the outcome. As explained earlier this is 
because of poor defaulter tracing and follow-up of absentees. Regardless of irregularities the overall defaulters 
has reduced over the last two years. 
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A few randomly selected cards of the defaulters were analyzed, and the average MUAC when defaulting was 
10.9cm in Oromia and 10.2 cm in Tigray. This indicates that children defaulted when they were still at a high 
risk of mortality. It is important that the programme implementers do a defaulter tracing and analysis of these 
children to determine what happened to them. 
  
Length of stay (LOS) and average weight gain are two of the programme’s lowest scorers when compared 
with the standard set by the National Guidelines. However compared to Valid standards they are well within 
range. An analysis of discharge cards at the health facilities revealed a mean LOS of 50.7 days in both Oromia 
and Tigray with an average weight gain of 4.6g/kg/day.  
 
The average LOS expected in OTP is less than 60 days with an average weight gain of more than 
4.0g/kg/day. Any increase above this would mean a decrease in the cost efficiency of the programme, as 
children would be kept in the programme for longer unnecessarily.  
 
It can be assessed that despite some of the indicators falling short of Sphere standards the programme was 
timely, appropriate and responded to the crisis. The decentralization of the programme to health post level 
has enabled the saving of many lives. 
 
Table 2: Mean LOS and average weight gain/kg/day of SAM cases admitted to OTP 

Indicators Sphere standards Oromia Tigray 

Mean LOS in days (±SD)  < 60 days 50.7(±12.8) 50.7(±12.8) 

Average rate of weight gain  grams/kg/day           > 4 4.6           4.6 

 
Key successes: 

• The programme was implemented at a time when the country needed it, and it was able to scale up in 
order to save more lives. 

• 41,243 severely malnourished children were identified before their condition deteriorated, and they 
received proper care.  

 

Figure 4. Trends of defaulting  among children admitted to OTP over three 

and half year period
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• The programme has established services in 116 Woredas, and 293 health centres and hospitals across 
the four regions. 

• The programme has built the capacity of the MOH at all levels with 1,932 HPs trained in CMAM at 
classroom level, and 1,502 trained on-the-job. An additional 3,696 HEWs, 429 HEW supervisors and 
7,806 VCHWs have also been trained. 

 
Issues identified: 

• Improper weight taking technique. 

• Appetite test not being conducted on follow-up. 

• High number of children recorded as outcome unknown.  

• High number of children being readmitted to the programme in one region, probably due to the 
discharge criteria. 

 
Recommendations: 

1. There is a need for refresher training for all staff that were last trained over a year ago. 
2. Unknown cases should be investigated and a proper outcome for them recorded. 
3. There is a need to harmonise the National Guidelines with the SPHERE standards’ outcome 

indicators, so that the unknowns can be explained as either defaulter or death.  
4. There is also a need to look critically into the issue of children admitted with MUAC <11cm but 

being discharged on W/H percentage. 
 
Cases with Unknown Outcomes 

As depicted in Figure 5 the proportion of cases with unknown outcomes is proportionally higher than 
defaulters.  
 
 
Figure 5: Children admitted to/exited from OTP with unknown outcomes 
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The practice of documenting SAM cases as unknown does not distinguish which cases were death, defaulter 
or other. This tendency gives false confidence to the health workers that they are reaching the Sphere 
standards, as any defaulter recorded as unknown has not been counted as a defaulter. 
 
Issues identified: 

• Across all health facilities the absent and defaulter follow-up home visits are not done on a 
routine basis. This has resulted in an increase in unknown cases. 
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• No MOH counterpart to coordinate the activity at the Woreda level. 

• Long lead-in time for refresher training, which may lead to possible fatigue in the existing 
volunteers. 

• No meeting/forum for volunteers to express their issues with the Woreda authorities. 
 
In order to alleviate the above mentioned issues and minimize the high unknown and defaulter rates, the 
following were recommended by the evaluation team: 
 

1. Self referrals should be encouraged more. Community mobilization and sensitization efforts should 
be geared to reinforce the message that mothers can visit health centres whenever they are doubtful 
of their child’s condition. 

2. Refresher trainings should be conducted at least once a year to remind volunteers of some aspects of 
the programme as well as correct all the issues identified. 

3. The Woreda officials should meet with the volunteers at least once a quarter to encourage them and 
boost their moral. 

4. Defaulter tracing and follow-up of clients should be done routinely. 
5. An investigation of the unknown cases should be done so as to explain what happened to them. 

 
The overall percentage of non-respondent cases has decreased over the years although there is regional 
variability (see Figure 6 below). 
 
Figure 6: Children admitted to OTP who did not respond to treatment 
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Figure 7 below presents the trends in relapses. The overall national trend of relapses over the review period 
seems to have an increasing trend. This could possibly be due to the discharge criteria used, which leads to 
the discharge of children with MUAC < 11 cm whilst the W/H percentage is > 85%. The other possibility is 
the fact that malnutrition relapses are more common  in areas with high food insecurity. A typical example is 
Sheneka in Bale Zone where children get admitted to the programme frequently because of disruption to 
their families’ livelihoods and prevalent food insecurity in the community. 
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4.2.3 Stabilisation Centre 

 
Programme description 
Children that are malnourished and have complications are treated in the SCs within the Regions/Zone 
and/or Woredas. Most Woredas do not have an SC so the Zonal hospitals are used. However the 
government has indicated that there are plans for each Woreda to have a SC.  Four health facilities with SCs 
were visited during review. All the health facilities visited get their support in terms of training and supplies 
from UNICEF, with technical support/mentoring from Concern Ethiopia. They are trained in “Inpatient 
Care Management” with referrals back to OTP within 7-10 days, as stipulated by the National Guidelines. 
 
During the visits made to the four SCs the following observations were made: 
 
Admission criteria 

• Review of the cards showed that the admission criteria is being followed according to the 
National Guidelines. 

 
Discharge criteria 

• The cards showed that some children in some centres, like Shanaka, are kept in the programme 
longer than the 10 days recommended. They are given treatment until they are discharged-cured; 
they are not referred back to the OTP when they are stabilised. The reason given was that this 
area is food insecure; when children have been discharged to the OTP the family shares the 
RUTF so they usually have relapses. 

 
Surveillance  

• The card review showed that children admitted to the SCs have their vital signs and weight taken 
only on the first three days. After this no surveillance is done e.g. temperature not measured, feeding 
recorded without observation, daily weight not taken etc. 

 
Food preparation 

Figure 7. Trends of relapses of malnutrition after OTP among children 

over the three year period
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• There was no designated area/kitchen for milk feed preparation in any SC bar one. Generally the 
milk feed is prepared on the ward where there are no hand washing facilities.  Additionally all 
patients present which means the milk feed can easily be contaminated. 

• There were no facilities for heating the water required for the milk preparation. Even in the areas 
where temperatures are very low, cold milk given to children increases their risk of hypothermia. 

• Malnourished children with complications are admitted to the same ward as adults and other 
children. Three out of the four SCs have no separate ward for admitting malnourished children with 
complications. 

• There was no food for care givers in any of the SCs visited. The health centre staff contribute money 
to feed the caregivers. However the programme is offered free of charge to all children. In the 
facilities that have started health financing there is a need to have further discussions with the 
Woreda about covering the costs, since they indicated that they may be required to charge for the 
services. 

• Some Woredas do not have SCs, increasing the distance the caregiver has to travel from home to 
access this service. 

• The referral link between the SC and the OTP is very strong: all the sites that had an SC also had 
OTP, and the referral between the two programmes was very good. 

 
Issues identified 

• Sub-standard service delivery in all the SC sites visited; 

• Poor record keeping;  

• Staff shortage and lack of skills. 
 
Recommendations 

• There is need for more training, mentoring and supportive supervision at the SCs. 

• Each SC should be supplied with proper equipment for milk preparation, such as kitchen units and 
stoves. 

• The SC management should find room to isolate children with malnutrition.  

•  The government should reinforce the idea of one SC per Woreda so that mothers do not travel such 
long distances. 

• The Woreda and the hospitals that have started health financing should have a written agreement on 
how malnourished children should be handled when they report to the hospital in terms of free 
service. Although health facilities claim to charge patients for all services, the fees for management 
of SAM should be provided freely and the cost should be absorbed by the Woreda health office.  
Additionally the provision of food for the care givers should be arranged.  

 
4.3 The efficiency of the programme 

One of the biggest challenges to the programme in ensuring cost effectiveness is the issue of RUTF supply. 
Although there have been efforts to assess the cost effectiveness of the CMAM programme, compared to 
other nutritional interventions it has been challenged by the difficulty in tracing SAM children. Currently 
UNICEF has developed a unique SAM number. Concern has also tried to develop a model (Problem Tree) to 
determine the cost effectiveness of the programme. The supplies come from abroad and shipping the 
supplies delays delivery by three months, while air freight incurs an additional 3% cost. Local production of 
Plumpynut has been started by the Helina Company to minimize these costs. However this has not had an 
effect on the cost due to issues related to the production patent.   
 
Additionally local products need to be approved by the Drug Administration and Control Authority (DACA) 
which can take longer. The FMOH is willing to assist in speeding up DACA approval.  
 
Recently there has been an effort to produce RUTF locally by Valid Nutrition, which should be strengthened.  
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Field visits and discussions with key stakeholders showed that Concern operates with a few highly committed 
staff and a small budget with good results. 

4.4 Logistics and supplies 

All bar two health facilities reported not to have had RUTF stock-outs for the past six months, and supplies 
are available at Zonal level. Nearly half of the health facilities had experienced a stock-out of amoxicillin or 
the dosage was available only in capsule form. Some of the health facilities had stationery problems (OTP 
cards). All bar two of the health facilities visited reported to have problems with the transportation of 
supplies from the Zone/Region to Woreda. However the major concern raised for the sustainability of the 
programme in all of the facilities visited was regarding the logistics of getting the supplies from the regions to 
the health facilities. 

4.5 Supervision and reporting 

In all health facilities visited the MOH has a strong supervision component at the Zonal and Woreda level. 
The monitoring modality is mostly looking at the reports and making regular supervisions. Almost all of the 
health posts send monthly reports to the Woreda or health centres, except for three. These three send weekly 
reports in addition to the monthly reports as they are in ‘hot spot’ areas. Health posts are also supervised 
monthly by the health centres and Woreda.  

The supervision modalities as reported by the majority of health facilities included: a quarterly integrated 
supervision, monthly supervision by the focal expert person and ad hoc supervisory visits as deemed 
necessary. Some health facilities reported supportive supervision and mentoring from Concern and Regional 
Health Bureaus. 

Although the Woreda health offices are trying to compile the reports manually in an effort to generate the 
outcome indicators, this effort was not visible in some of the health centres. In addition the Woreda Health 
Offices do not have a database, except those in Bale zone. However the Regional Health Bureaus do have a 
database, although they complain that the database is not user-friendly and does not allow them to generate 
some of the indicators. 

The findings show that appropriate feedback was give after supervision and the recommendations from 
reviews/field visits/regional annual workshop of the project were incorporated into the programme activities 
by Concern. 

4.6  Integration of the service 

The management and monitoring systems for CMAM have been integrated into existing health and 
community systems and have great potential to be sustained by the regional, zonal and Woreda health teams 
and community.  
 
The service has been well integrated as almost all facilities are providing services on a daily basis; most of the 
health facilities have included CMAM activities in their action plans; and in most of the Woredas CMAM is 
one of the activities to be seen in the integrated supervision. In addition CMAM has now been included in 
the HEW training curriculum. Although there has been an integrated quarterly supervision of OTP, this was 
not done uniformly across all the Woredas visited. Therefore this aspect needs to be strengthened. The 
Woredas also do monthly supervision and ad hoc supervision. 

4.7 Coordination 

All evidence pointed to strong coordination between Concern and other partners through the multi-agency 
nutrition cluster coordination unit, a forum where the partners meet and update each other every month. The 
fact that Concern has been working closely with all other partners, including the FMOH, UNICEF, ENCU, 
EHNRI and GOAL, has been strongly reflected in the discussions with the different partners. Concern was 
engaging relevant partners in the implementation of the CMAM programme with the view to enhancing 
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national capacity for further roll-out. There was excellent cooperation between UNICEF and Concern in the 
implementation of the CMAM programme. The CMAM programme, especially the inpatient aspect (SCs) is 
taken care of by UNICEF in addition to provision of the supplies for the OTP. Concern, on the other hand, 
is working on the quality assurance for the UNICEF programme through capacity building and technical 
assistance.  
 
Concern also involved EHNRI to do the coverage survey using Centric Systematic Area Sampling (CSAS), 
and the F-MOH in rolling out the programme and is leading the implementation (all trainings and review 
meetings, prepared and chaired by the MOH from different levels). The engagement of partners in the 
different aspects of the implementation of the CMAM programme was possible and desirable.   
 
At regional and Woreda levels there were fora used for sharing experiences and gaining inputs from the 
different partners. Exemplary activities done in this regards were the intra- and inter-regional experience 
sharing visits undertaken to have a resonance effect for best practices. Similarly, annual review meetings were 
carried out and lessons and experiences on the programme performance were shared with the different 
partners.  

Although referrals and linkages between different SCs and OTP are very good, referrals between different 
programmes, including OTP, SFP, SFP for children with MAM, and PSNPs, are very weak or sometimes 
non-existent. This needs to be strengthened. 

4.8 Coverage of the service 

Programme documents indicate that the intervention’s coverage, within the Woredas where coverage surveys 
using CSAS and SQUEAC have been conducted, has been steadily increasing. This indicates an improvement 
in service coverage. For instance out of the 23 health facilities included in the SQUEAC surveys in Tigray, the 
number of health facilities that had a programme coverage of >50% increased steadily - from one in round 
one through to four in round two and up to seven in round three. A similar increase in coverage is expected 
in the coverage survey to be conducted in round four. A similar trend in coverage was observed in Oromia. 
Regardless of this coverage is still low. The fact that the coverage of the majority of health facilities is not 
known, as they were not included in the SQUEAC surveys, is a challenge that needs to be addressed.  There 
is need to further expand the service to remote Woredas and pastoralist regions in order to maximize service 
coverage. 

4.9 Minimal vs. maximal support strategy 

Comparing the areas with N-CMAM’s ‘maximal’ support (Dole Mena Woreda), to the ‘minimal’ support area 
(Goro Woreda) of Bale zone, the maximal support area has better technical assistance and mentoring. The 
maximal support area has better coverage in terms of the decentralization of the programme to the peripheral 
facility levels and being accessible to the community. For example 17 OTP sites at the health post level were 
closed due to lack of supplies in Goro, compared to Dolo Mena where all the health posts are functional 
OTP sites. The maximal support areas also have better supervision and supply management and quality.  
 
However, comparing the minimal support packages given in North Shoa and Tigray to the maximal support 
packages given in Bale, there is a strong ownership of the programme in these minimal support areas (refer to 
Table 3 below). As the visibility of Concern in the maximal support areas (Dolo Mena) was greater, higher 
expectation and lower ownership of the programme by the MOH is more apparent. The fact that the minimal 
support area visited in Bale zone (Goro Woreda) did not do so well in terms of ownership of the programme 
and other quality aspects is probably due to the over expectation that the maximal support modality in the 
other Woreda (Dolo Mena) has created. 
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Table 3: Comparison of the minimal support and maximal support strategies of CMAM 

                                            Strategy 
Indicators 

Maximal Support Minimal Support 

• Ownership of the 
programme  

Less visible More pronounced 

(e.g. in N. Shoa Zone and in 
Tigray) 

• Supply issue Better stock management and 
ordering system 

Weak stock management 
and ordering system (e.g. in 
Bale Zone) 

• Monitoring and 
Evaluation 

More regular supervision Less regular supervision 

(e.g. in Bale Zone)  

• Decentralization Increased access and coverage- 
down to health post level 

Less decentralization to 
Health post level  (e.g. in 
Bale Zone) 

• Attainment of Sphere 
standards( in 2010) 

Cure rate         = 79% 

Death rate       = 0 

Defaulter rate = 15%* 

Cure rate   = 66% 

Death rate = 1.2% 

Defaulter   = 9% 

 
*The fact that there is higher defaulter rate in the maximal support area (Delo Mena Woreda) compared to 
Goro Woreda may be related to the pastoralist community in Delo Mena, as indicated in discussions with 
health facilities and health posts in Delo Mena. 
 

4.10 Mainstreaming HIV and AIDS and targeting the most vulnerable 

Regarding the success of the programme in mainstreaming HIV and AIDS, gender and equality, data from 
the various sources indicated that the intervention identified vulnerable groups.  Although there was an 
intention to mainstream HIV in to the programme, setting a separate activity that gives the RUTF to HIV 
positive individuals would increase the stigma that people would have towards the RUTF. The RUTF might 
be considered to be the food of people living with HIV/AIDS. To get around this problem targeting of 
children with SAM regardless of the underlying cause of the problem was taken as an option. The fact that 
HIV nutrition training material is not in line with the National Guidelines for SAM treatment is an issue that 
needs to be addressed. Compared to HIV, malnutrition is the major problem and there is a need to address it. 
As HIV is the common cause of SAM, the practice of having a high index of suspicion of HIV if the child is 
not gaining weight during SAM treatment and referring the child to the proper HIV service is integrated. 
 
In terms of targeting the other most vulnerable areas/groups, rural areas and children under five years old are 
targeted. Women are also targeted as the decentralization of the service to the community health post level 
reduces their time and workload travelling there and back. However pastoralist areas are not addressed as 
Concern does not yet have a strategy for this. It was found that the mobile nature of the pastoralist 
community and the concomitant instability in those areas in terms of security requires the development of an 
appropriate strategy. This cannot be done by Concern alone. In the regions like Somali the two major barriers 
to the success of the programme were the mobile community the questionable security, although UNICEF is 
trying to develop a mobile OTP clinic. 
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4.11  The adherence to the Programme Participant Protection Policy 

With regard to adherence of the staff to the Programme Participant Protection Policy, specifically on 
activities involving children, findings show that there are no significant reports of incidences of breach of the 
policy. 
 
Although there have been no incidents of abused children by the Concern staff or by the health centre staff, 
there have been verbal reports of abuses by the community. For instance, during the emergency intervention 
abuses of beneficiaries (children) included borrowing a child, selling the RUTF, and double registration of the 
child. Different measures taken included using Gentian violet on the nails of children to identify the double 
registration and borrowing of children. The sale of RUTF was also handled by targeting it from the supply 
side. For example in Wolayita the police warned shop keepers that if they are found selling RUTF their shop 
would be closed. However sale of RUTF still occurred during the emergency.  
 

4.12 Accountability to beneficiaries 

Although there was no participation of beneficiaries during the design of the programme, due to the 
emergency situation and the unavailability of community-based structures during programme inception, there 
was community participation in the later implementation stages. This was ensured through community 
mobilization, which involved training of the elderly, teachers, and other opinion leaders. This was believed to 
have a positive effect by enhancing the community ownership of the programme. It also enhanced 
programme advocacy and support at the community and household level for self referral of malnourished 
children. 
 

4.13 Programme effectiveness  

The programme was effective in terms sustainability by ensuring ownership by the MOH. The level of 
activities that were put in to the programme by Concern was sufficient to achieve the objectives. The capacity 
building and the scaling up of the programme are indicators of the effectiveness (see Table 4 below).   
 
Table 4.  Number and type of people trained by the CMAM programme as part of the capacity 
building  

Year 
HPs 

(Theor.) 
OJT 

(HP/HEW) 
HEW 

HEW 
supervisors 

VCHW 

2006 36 - 0 0 0 

2007 380 - 358 0 1,339 

2008 547 - 1,236 113 1,965 

2009 534 487 1,593 284 2,161 

2010 440 1,015 509 32 2,341 

Total 1937 1,502 3,696 429 7,806 

 
The programme also achieved the objectives stated in the proposal. Out of the targeted 38,800 children to be 
treated, the programme addressed 41,243 children (106.3%). Reports from the SQUEAC and CSAS surveys 
indicate that programme coverage (found to be > 50%) is increased from round one to round three. The 
treatment is provided according to the National Guidelines and overall the programme has met the Sphere 
Standards.  
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Some of the indicators, however, have not met the standards as stipulated in the National Guidelines. The 
major factors influencing the achievement of the objectives were a strong public health approach that the 
programme followed, which led to strong acceptance and ownership of the programme by the MOH; a 
strong collaboration between Concern, the MOH and other partners; and the strong capacity building efforts. 
Additionally the commitment of the Concern staff, as well as the efficient use of a few staff members and 
other resources by Concern, are also major factors which contributed to the achievement of the objectives.  
  

4.14 Programme impacts and outcomes 

An impact assessment ideally needs a longer range of time and a baseline survey. Although there was no 
baseline survey to use for the comparison of programme performance, there are different short-term and 
long-term positive effects that the programme has yielded. Short term effects (outcomes) are the differences 
that the programme has brought, while long-term effects (impacts) are achievements of the original goals that 
the programme has started to address. In the section below both the long- and short-term effects are listed. 
While it is conspicuous that some of the effects are attributed to the N-CMAM programmes, other effects 
might have been brought about as a result of the CMAM programme combined with many other 
interventions. 

4.14.1 Long-term effects (impact) at programme level 

• Increased understanding and acceptance of malnutrition as a health problem by the MOH at all 
levels, and strong ownership of the programme by the FMOH. 

• Increased acceptance of the programme at all levels of the MOH and with other partners. 

• Inculcation and roll out of the programme into existing routine health services at all levels. 

• Better understanding of malnutrition as a health problem by the community and increased demand 
for the programme. 

• Development of standards and guidelines for treatment of malnutrition. 

• Initiatives of the local production of RUTF. 
 

4.14.2 Effects on the children 

• Decrease in the rate of malnutrition among target children compared to the past consecutive years of 
the same period (season). 

• Rapid recovery of children from malnutrition. 

• Decreased mortality due to malnutrition in emergency areas, especially of children. 

• Children received other health benefits as they were given a package of health interventions. 

• As community level screening for malnutrition is the only active referral strategy available, children 
benefit from coming to the health facilities.  
 

4.14.3 Effects on the community 

• Increased awareness and demand for the programme. The public health approach followed by the 
programme created a demand and increased community level advocacy. 

• Multiplier effect was observed as mothers started to refer their neighbours for SAM treatment. 

• Improved child feeding practices noted as the mothers became aware of the cause of malnutrition, as 
evidenced by the FGDs with the beneficiary mothers, non-beneficiary mothers and volunteers of the 
areas visited. 

• Recognition of malnutrition as a health problem and improved health-seeking behaviour (e.g. self 
referral). 

• Better accessibility and coverage of the programme due to decentralization of CMAM to the health 
post level.  

• Increased satisfaction and happiness of the community.  
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4.14.4 Effects on HPs, HEW and VHCWs 

• Increased knowledge and skill of identification, management and appropriate referral of SAM cases. 

• Increased satisfaction due to rapid recovery of children taking the treatment of SAM cases. 

• Improved acceptance of the community level workers, especially the HEW and the VCHWs, due to 
the effect their intervention has on the nutritional situation of children. 

• Decreased case load of malnutrition as a result of both decentralization of the programme and the 
preventive effect of infant and young child feeding (IYCF) BCC on malnutrition. 
 

4.15 Challenges 

Although the programme has done very well in terms of achieving its set objectives, the following issues are 
major challenges that need to be considered for further roll out of the programme.  

• Maintaining the quality of the service - as the programme is decentralized to the peripheral health 
facilities the need for maintaining the service quality becomes more prominent. Stronger mentoring, 
monitoring and supportive supervision, and capacity building is needed. 

• Pastoralist livelihood - Addressing the needs of the pastoralist areas and aligning with their 
livelihood system tries to achieve a better coverage. Designing a mobile OTP delivery strategy needs 
to be considered. 

• Referral system not well linked - To ensure the continuum of care of children with SAM, referral 
of children between different nutrition programmes needs thorough thinking and high-level 
coordination between different sectors. For instance the referral from OTP to SFP and to the PSNP 
needs high level coordination. 

• Having a mechanism of assessing programme coverage in the catchment areas of each health 
facility. 

• RUTF sustainability beyond donor support – Given the fact that the programme is highly 
accepted by the key stakeholders (MOH and the community), the need for ensuring the supply 
sustainability beyond the donor support is critical. The need for soliciting local solutions through 
enhancing efforts for local RUTF production cannot be overemphasised. 

• Transportation and distribution of supplies - as the programme decentralizes to the lower health 
facilities, including the health posts, to maximize its coverage, the issue of transportation needs 
consideration. 
The need for addressing MAM and the underlying causes of malnutrition - Although MAM is 
on the list of priorities for the FMOH to address, mechanisms for linking up referrals between the 
different programmes are not yet well streamlined. Designing a clear mechanism of addressing this 
problem to ensure the continuum of care of children with MAM and SAM is needed.       
 

4.16  Exit strategy and sustainability  

Concern is planning to phase out from 20% of the Woredas (from Jimma zone of Oromia region) due to the 
level of capacity building put into the programme the funding difficulties facing the programme. Jimma zone 
is also considered to be better in terms of food security. The programme has a very good foundation for 
sustainability as it has been owned by the major stakeholders (the MOH and the community). Strong 
ownership and demand for the programme has been created. Discussions with the stakeholders indicated that 
OFDA is not the best option of funding source to support CMAM activities, given the fact that the 
programme was quasi-developmental the way it has been implemented so far. Therefore there needs to be a 
focus on addressing the underlying causes of malnutrition through developmental approaches in addition to 
CMAM for soliciting funds from USAID through the NNP. Supply issues, including local production of the 
RUTF and transportation supplies to the health post level, are rate limiting issues for sustainability that the 
MOH needs to focus on. 
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5 Conclusion 

 
The programme has achieved its objectives of ensuring the ownership by the MOH and the community and 
has laid a strong foundation for sustainability through stronger capacity building and public health approaches 
for advocacy.    
 
There is also an indication that it has also improved the coverage of the service through the decentralization 
and rolling out to the peripheral facilities. The effect of the programme in maximizing emergency responses 
and in the reduction of the disaster risks thereof is appreciable. 
 
The major issues facing the programme for future sustainability are availability and distribution of supplies 
and maintaining the quality of the service. Soliciting local alternatives for RUTF and streamlining the 
transportation and distribution of supplies is the cornerstone for further successful scale up and sustainability 
of the CMAM programme. 

5.1 The way forward 

 
The major issues that need consideration for the future performance of the programme are outlined under 
the following thematic areas. Some of the recommendations are for Concern while most of them are 
suggested for the MOH. To delineate the recommendations the following codes are used (M= MOH; C= 
Concern). 
 
1. Continue enhancing local capacity for managing the programme (C) 

• Enhance capacity building at the regional/zonal and Woreda levels through trainings and refresher 
trainings. 

• Continue technical assistance to the regional/zonal level (C). 
 

2. Reorient the programme to address the underlying and basic causes of malnutrition (C&M)  

• Focus on developmental approaches and address cross-cutting issues, including IYCF, WASH, 
Disease Prevention, and BCC.  

• Develop projects with a greater developmental approach that address causes of malnutrition at 
different levels. Involve the development agents, HEWs and women’s army in some Woredas on 
pilot basis. 
 

3. Enhance the programme coverage (M&C) 

• Scale up the roll out of the programme by decentralizing to more health posts (M&C). 

• Expand health facility building to include kitchens, store etc, to support the decentralization of 
CMAM especially the SC (M). 

• Ensure the priority needs of remote Woredas in the decentralization process are addressed and 
capacity building in terms of infrastructure is guaranteed (M). 

• Organize a mobile OTP strategy to address the needs of pastoralist areas (M&C).  

• Strengthen the idea of establishing one SC per Woreda (M). 

• Strengthen mechanisms of assessing the service coverage in all Woredas (C&M) 
 

4. Improve coordination between different nutrition programmes (M&C) 

• Strengthen the referral system and linkages to the CMAM programme to other SFPs or PSNPs 
(M&C). 

• Improve the integration of CMAM with the WFP to maximize the coverage of referrals to TSF for 
the management of MAM. 
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• Develop a guideline for MAM for linking referral systems between different child care programmes, 
and fill the gap in the continuum of care for children with acute malnutrition (M&C). 

• Foster the overlap of the CMAM programme with supplementary programmes as well as the 
programmes that address household food security in areas where there are food crises for maximal 
effectiveness of the programme (M&C). 
 

5. Strengthen community mobilization efforts (M) 

• Strengthen the community mobilization activities, including tracing and referral of defaulter cases 
(M). 

• Review the workload of the HEWs (M). 

• Assess HEW’s involvement in different meetings or training, which interferes with the smooth 
running of the programme (M). 
 

6. Strengthen the Nutrition BCC using the CMAM as entry point (M&C) 

• Enhance nutrition behaviour communication efforts on IYCF (M&C) 

• Strengthen the promotive and preventive aspects CMAM, such as CBN (M&C). 
 

7. Improve the supply of RUTF and other routine drugs (M) 

• Improve transportation of supplies from the Region/Zone to Woredas (M). 

• Promote local alternatives for the production and supply of RUTF (M). 

• Establish a logistics management information system to avoid over-stocking and stock-outs (M). 
 

8. Strengthen database and monitoring and evaluation system (M&C) 

• Harmonize databases to make them more user friendly at Woreda level and build the capacity of the 
Woreda to handle the database (M&C). 

• Devise a mechanism for estimating the coverage of the programme for the health facilities that can 
be used at the health facility level (M&C).  

• Increase involvement of the Ethiopian Health and Nutrition Research Institute (EHNRI) in the 
baseline, mid-line and end-line surveys to ensure harmonization of information systems (M&C). 
 

9. Improve the quality of the service (M&C) 

• Harmonize the discharge criteria (M&C).  

• Provide mentoring and stronger supervision to maintain the quality of the CMAM service (M&C). 

• Build the capacity of staff to handle in-patient cases and to mentor the HEWs for the OTP (M&C). 
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7 Annexes 

 

Annex 1 - Persons contacted during the evaluation  
 
S.N Name Organization/Responsibility Telephone 

1 Emily Mates Concern CMAM staff  

2 Magdalene Meier zu Biesen Concern CMAM staff 0911 345 393 

3 Israel  Hailu Concern CMAM staff  

4 Jonathon Anderson Programme Officer OFDA  

5 Million Belihu M/E expert OFDA  

6 Dr.Ferew Lemma Senior Nutrition advisor, FMOH 0912923625 

7 Isaack Manyama UNICEF, ENCU 0913202151 

8 Abinet reta Head of Ali HC, Bale Zone 0913170460 

9 Abera Adere HEW supervisor, Ali Health Centre 0912822471 

10 Shimelis Yilma Nurse, Ali Health Centre 0913334232 

11 Medina Juna Nurse, OTP focal Person , Ali Health 
Centre 

091396200 

12 Dr.Cherinet Abuye Director Food Science and Nutrition 
department, EHNRI 

09112756310 

13 Aregash Samuel Team leader food science research, 
EHNRI 

0911688807 

14 Habtamu Nutrition case team coordinator, EHNRI 0911450440 

15 Regassa Dechassa Vice head, Bale  Zonal health 
Department 

0913195322 

16 Ato Feki Bale  Zonal health Department, OTP 
focal Person 

0226650851 

17 Kemal Oumar Head of Goro Woreda, Bale zone 0912107377 

18 Tilaye Ayele Dolo Mena Woreda, Wabero health 
centre 

0920175821 

19 Mengistu Legese Head Dolo Mena health center 0911480560 

20 Tesfaye Gelan Head Dolomena Woreda Health Office 0911001599 

21 Ayele Asfaw Head Goro Health center 0912251622/0224470
171 

22 Sr.Halima Ahmed OTP focal person, Goro Health Center 0911530723 

23 Beker Aga Goro Woreda OTP focal person 0912818678 

24 Seifedine  Mohammed Head,  Agarfa Woreda  Health office 0911040553 

25 Hunde Solomon Head Agarfa Health Centre 09128223 
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S.N Name Organization/Responsibility Telephone 

26 Wogayehu  Zerihun Agarfa woreda MCH coordinatotor  

27 Mohammed Ahmmed Vice Head Agarfa Woreda health office  

28 Yemane Girmay Nutrition Coordinator, Tigray Regional 
Health Bureau 

0914704660 

29 Yohannes Tewolde Head of Tigray Regional Health Bureau 0914023550 

30 Abebe G/silassie Head Rural Adewa Woreda Health Office 0914743994 

31 Tesfahun Dejene Head Hawzen Woreda Health Office 0914749347 

32 Solomon Teshome Head, Tah Tay Machew Woreda Health 
Office 

0914751811 

33 Fitsum Aregawi Head Hawzen Health Centre 0914723196 

34 Sr.Nigisti Gebre-egziabhere OTP focal person, Hawzen health Centre  

35 Sr.Mersu Goitom OTP trained staff nurse, Hawzel Health 
Center 

 

36 Kinfe Tadesse Head, Magab Health Centre 0914028990 

37 Berhe Baymot Head, Yeha Health Center 0914260309 

38 Alemtsehay Ewne Health Extension Worker, Yeha Health 
Center 

0913,165864 

39 Ephrem Mezgebe Head, Rahiya Health Center 0912775413 

40 Berhan Gebre-egziabhere OTP focal person, Rahiya Health Center 0914787815 

41 G/yohannes G/medihin(Ho) Head, myatsemi Health Centre 0914237259 

42 Zeineb Adem(HO) Head Edaga Berhe Health Centre 0914204681/0911720
2274 

42 Sr. Atakilti Atsebeha OTP focal Person, Edaga Berhe Health 
Centre 

0914291660 

43 John Rynne Country Directors, GOAL 0911214432 

44 Zein Muzein Nutrition Coordinator, GOAL 0911228704 

45 Tayech Yimer WFP, Assistant TSF Team Leader 0911227931 

46 Gloria Kusemererwa WFP, Nutrition TSF team Leader 0913789316 

47 Sr.Tarikua Deasta Nutrition Programme focal person, 
Oromia Regional Health Bureau 

0911803345 

48 Taye Kebe Degem Woreda Health Office HIV 
coordinators, representative of the head 

0912040575 

49 Heyyo Garedew Degem Woreda Health office, Health 
Extension Supervisor 

0920179529 

50 Bogale H/Mariam Degem Woreda health Expert 0911775009 

51 Bekele Tola Degem Woreda OTP focal person 0913140620 
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S.N Name Organization/Responsibility Telephone 

52 Ketema Deme Head, Hambiso Health Center, Degem 
Wored 

0913140372 

53 Sr. Tenagnework German OTP focal person, Hambiso health 
Center 

0913397298 

54 Sr. Ejigayehu Negewo Kuyyu Hospital MCH coordinator 0921202932 

55 Mengistu Megersa Manager, Kuyyu hospital 0911363499 

56 Wakjira Leliso Kuyyu hospital, OTP trained nurse 0911703449 

57 Diriba Jale Vice head, Gerbe guracha woreda Health 
Office 

0920424028 

58 Girma Ene Gerbe guracha woreda Health Office, 
MCH coordinator 

0921207438 

59 Bizunesh Nigussie Health Extension worker, Sombo Cheka 
Health Post, Gebe Guracha Woreda 

0913962425 

60 Mesfin  Head, North Shoa zonal Health 
Department 

0911661180 

61 Sylvie Chamois UNICEF, Nutrition Specialist 0115184096 
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Annex 2 Data Collection Instruments  

 

For beneficiary and non-beneficiary mothers) 
Guiding Questions Probes 
How do you define malnutrition? Do all of you agree? 
Do you know CTC/OTP?  
What are the criteria used for selection of children for admission? What else? 
Any positive effects/ changes (Impacts) that the programme has brought? Anything else? 
Any perceived/actual barriers to access the programme Does any one have more to say? 
What is the referral system from the community (what was it? How should it 
be) 

More ideas? 

Do you know a mother/care giver who stopped coming to the clinic 
(defaulted) before being discharged? 

Who else among you knows? 

If so what do you think are the common reasons/ causes for stopping to come 
to the clinic (Defaulting)? 

What else? 

Do you know any child in the community with signs of malnutrition who has 
not come to the clinic for treatment? 

 

Do you know the community volunteers in your area? How frequently do they 
come to your home for a visit? 

 

 
 
FGD TOPIC GUIDE FOR EVALUATION 
Of Community Based Therapeutic Care (CTC) programme of CONCERN/VALID (for different groups) 

Topic Guide Probes 
1. Do you Know CTC?  
2. When did it start?   
3. What is it doing?  What else? 
4. Was there any benefit that you/ the community gained due to its existence?  What other? 

How about your malnourished 
children? 

5. What was your role in getting the CTC going?  
6. Were you involved in the training?  When?  

How? 
7. Do you think it has made a difference in the treatment of severely 
malnourished children?  

In what way? 
Why not?  

8. What are the indicators that it is making a difference? What else? 
Do all of you agree?  

9. How was the supply for CTC?  What else? 
10. What were the strengths and weaknesses of CTC programme?? What else? 
11.  How should CTC programme be organized if it has to continue? What else?  
12. What could be improved/Modified on the way forward?  What else?  
13. How can the programme be sustained? What else? 
14.. Any good thing you want to share with us? What else? 

 
 
      In-depth - interview Guides for the concern N-CMAM Staff 

Guiding questions Probes 
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Did we choose the right thing to do in the context of 
Ethiopia? 

Why did Concern choose CMAM?  
Why different CMAM programmes in different 
Areas?  
Do you think they were the right programmes? 

Assess the degree to which the NCMAM’s ‘maximal 
support’ [e.g. Dole Mena] was effective vs. the ‘minimal 
support’ package offered elsewhere 

What are the advantages and dis-advantages of 
the maximal VS minimal support strategies?   

Is the overall goal and objective of the programme as 
reflected in the Programme Proposal still valid? 

Are overall objectives of the programme still 
valid? 

Was the programme cost effective?  Was the programme cost effective copared to 
other nutrition programmes? The inpatient? 
Evidence? 

To what extent were the objectives of the programme as 
reflected in the Programme Proposal achieved? 

To what extent were the objectives of the 
programme achieved?  Any evidences? 

Were the activities sufficient to achieve the objectives / 
outputs? 

Were the activities planned and implemented 
sufficient to achieve the outputs? From 
Concern? From Partners? 

What are the major factors influencing the achievement 
or non achievement of the objectives? 

What are the major factors influencing the 
achievement or non achievement of the 
objectives? 
Were there any opportunities missed?  

Are the assumptions as reflected in the Programme 
Proposal still valid? 

Are the assumptions as reflected in the 
Programme Proposal still valid? If not which 
ones? and why ? 

Was the coordination between the Concern Ethiopia 
team and other international NGOs, the UN system and 
government organisations effective and was the 
engagement with these desirable/possible. 

Was there an effective coordination between 
partners? 
Was the engagement of partners in CMAM 
Possible?  Was it desirable level wanted? Do you 
have a forum of meeting?  

Where appropriate mechanisms developed at the local 
level to enable affected communities to actively 
participate in the design, planning, implementation and 
monitoring of the project? 

How involved was the community in the design 
of the programme? 
At what level did the community participate? 

Assess the degree to which management and monitoring 
systems for CMAM have been efficiently integrated into 
existing health and community systems and their 
potential to be sustained by the regional, zonal and 
woreda health teams and community networks– 
identifying any barriers/ successes 

What was the mechanis(system) for the 
monitoring and evaluation of the programme? 
Was it integrated in to the existing health and 
community systems at different levels 
(Community, HC, Wored, Zonal, and Regional 
Federal)?  

Logistics and supplies Did you have a stoke out? Was it pipeline 
breakage or a problem of distribution?   What is 
the source of the problem? How was it 
handeled? 

The adherence to the Programme Participant Protection 
Policy with specific focus on activities involving 
children 

Were there any reported incidences of abuse of 
the participants of the programme? If so what 
were the measures taken? 
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Did the intervention identify specific vulnerable groups 
like women, elderly, disabled and other identifiable 
vulnerabilities? What special efforts were taken to 
address the needs of vulnerable groups and expanding 
benefits to them? Was HIV and AIDS considered or 
addressed at any stages in the responses? 

Is there any deliberate effort to target vulnerable 
groups? Examples: 
Is there a mainstreaming of HIV/AIDS in to 
the CMAM Programme? If so, How? Evidence?  

Exit strategy What are the strategies for exit? 
What are the arrangements for sustainability?  
Do the partners know when the CMAM 
programme Concern worldwide will be exiting? 

 
In-depth interview Guide for Partners 

Key Guiding questions Source of data 
Method 
of data 
collection 

1. The relevance of the programme: 
Is the programme consistent with the policy and strategic direction of the 
government of Ethiopia? 
Is the programme in line with the needs and priorities of the most 
vulnerable and poorest targeted? Were the targeting criteria followed? 

MOH, RHB 
UNICEF, 
DRMFSS/F-
ENCU, OFDA 

Interview 
Document 
review 

Has the N-CMAM programme facilitated a more timely and efficient scale 
up for emergency response  
Has the project contributed to disaster risk reduction in a disaster-prone 
context? 
Did the response reduce future vulnerabilities, particularly to acute 
malnutrition? 
 

MOH, RHB 
UNICEF, 
DRMFSS/F-
ENCU, OFDA 

Interview 
Document 
review 

2. Is the overall goal and objective of the programme as reflected in the 
Programme Proposal still valid? 

MOH, RHB 
UNICEF, 
DRMFSS/F-
ENCU, OFDA 

Interview 
Document 
review 

3.   What were the strengths Weakness, opportunities and threats of the 
programe 

MOH, RHB 
UNICEF, 
DRMFSS/F-
ENCU, OFDA 

Interview 
Document 
review 

4. Was the coordination between the Concern Ethiopia team and other 
international NGOs, the UN system and government organisations 
effective and was the engagement with these desirable/possible. 

MOH, RHB 
UNICEF, 
DRMFSS/F-
ENCU, OFDA 
Concern 

Interview 
Document 
review 

5.    How effective was the programme? MOH/Concern/ 
DRMFSS/F-
ENCU/ OFDA 

Interview 
Document 
review 

The impact/ sustainability of the programme:   
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Did the programme achieve what it set out to achieve? 
Are there factors that impede the achievement of the overall programme 
goal? 
What are the unintended positive and negative impacts of the 
implementation of the programme? What measures have been and can be 
taken to eliminate or reduce the negative impacts?  

 
MOH/Concern/ 
DRMFSS/F-
ENCU/ OFDA 

 
Interview 
Document 
review 

 
In-depth interview guide for Health Workers 

Guiding Questions Probes 
1. What are the positive and negative impacts that the programme 
(OTP) has in the community?  

What other? 
How about your malnourished 
children? 

2. Do you get any supportive supervision? From where?  
Were you given feedbacks 

3. Do you have OTP in your action Plan?  Has the staff owned the 
programme as their main duty?  

4. When do you send your reports and to whom? How regularly? 
5. How many people are trained in OTP?  And how many are still 
working? 

When?  
How? 

6. What is the number of volunteers trained under your facility (HP or 
HC)? How Many are still active?  Do they get any incentives? 

 

7. Had you had any stock outs of both drugs? RUTF?  Equipments?  Why stock outs (Possible 
explanation)?  

8.  How should OTP be organized if it has to continue and what should 
be improved? 

What else?  

9. Any thing you want to share with us? What else? 
 


