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INTRODUCTION 

SITUATION OF ACUTE MALNUTRITION IN NEPAL 

Every year, communities in many parts of Nepal suffer from humanitarian crises as a result of natural disasters 

(such as floods, landslides, hail, droughts, etc.) or food insecurity (caused by natural disasters or events such as 

the food, fuel and financial (3Fs) crisis). Furthermore, the consequences of the decade-long armed conflict in 

Nepal have increased the vulnerability of children and pregnant and lactating women to these emergencies. 

UNICEF’s priority for nutrition in emergencies is to prevent death from starvation and disease, and to reduce 

malnutrition by supporting and protecting breastfeeding, especially exclusive breastfeeding, infant and young 

child feeding (IYCF), and therapeutic and supplementary feeding. UNICEF also promotes maternal nutrition to 

prevent low-birth-weight babies, monitors the growth of children aged less than two years, and assesses the 

situation of vulnerable children and women.  

Improving the overall nutritional status of children aged less than five years and pregnant and lactating women 

is a major challenge for Nepal. According to the 2006 Nepal Demographic and Health Survey (NDHS)1, 39 per 

cent of the country’s under-fives are underweight and 49 per cent are stunted. The stunting rate for Nepal is 

one of the highest in the world. In some districts of the Mid- and Far Western Development Regions, stunting 

rates are as high as 76 per cent and the prevalence of underweight children is 63 per cent (source: 2006 

NDHS). Similarly, the level of global acute malnutrition (GAM) approaches 13 per cent in Nepal, rising to 26.6 

per cent in drought-prone mountainous areas and 20 per cent in parts of the Terai2, and Mid- and Far Western 

hill districts. It is particularly high among the poor, landless and marginalized population. The prevalence of 

severe acute malnutrition (SAM) exceeds three per cent in Nepal and is as high as seven per cent in some 

districts of the Mid- and Far Western Development Regions. Acute malnutrition among under-fives has 

developed into a ‘silent emergency’ in Nepal and managing it is very challenging. Around half of under-five 

mortality is associated with acute malnutrition.  

The Government of Nepal has made improvement in the nutritional status of children and women a top 

priority, and is committed to meeting relevant targets for the Millennium Development Goals (MDGs), the 

World Fit for Children goals, and the National Nutrition Plan of Action. Various nutrition interventions have 

been introduced in the last two years, including programmes on community management of acute 

malnutrition (CMAM), infant and young child feeding (IYCF), micronutrient supplementation, and integration 

of community-based nutrition activities with other health and development programmes such as Decentralized 

Action for Children and Women (DACAW), the Maternal and Newborn Health (MNH) Project, and the 

Community-Based Integrated Management of Childhood Illnesses (CB-IMCI). While considerable progress has 

been made in addressing micronutrient deficiencies, substantial additional efforts are still required to reduce 

general malnutrition to levels targeted by national and international indicators.  

                                                           
1
 MOHP, New ERA, and Macro International Inc., 2007, Nepal Demographic and Health Survey 2006. Ministry of Health 

and Population, New ERA, and Macro International Inc., Kathmandu, Nepal. 

2
 The southern lowlands, bordering India.  
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This situation is clearly reflected in the main indicators related to the first (eradicating extreme poverty and 

hunger) and fourth (reducing child mortality) MDGs for Nepal (Table 1). While child mortality has been halved 

since 1995, improvement in poverty and nutrition indicators remains slow. 

RATIONALE FOR INTERVENING CMAM PROJECT IN MID AND FAR WESTERN REGIONS 

The NDHS 2006 revealed very high levels of malnutrition in the country especially in the Mid- and Far Western 

Development Regions. 

To understand and address the situation better, the Government of Nepal and UNICEF agreed to conduct child 

nutrition surveys in a five districts of the Mid- and Far Western Development Regions (Mugu, Kanchanpur, 

Bardiya, Achham and Jajarkot). According to these surveys, levels of global acute malnutrition (GAM) were 

found to be approaching 20 per cent in most districts and Mugu district had a prevalence of 26.6 per cent. 

Field visits indicated that children from poor, landless and marginalized families were most likely to be 

affected. The surveys also found that the prevalence of SAM was 7.1 per cent in Mugu and between 2.4 per 

cent and 3.6 per cent in the other districts. The findings suggested that there was an urgent need to initiate 

nutritional interventions to prevent malnutrition-associated morbidity and mortality of under-fives in these 

districts.  

CMAM is used globally as an approach to address emergency nutrition issues including acute malnutrition. 

Therefore, the MOHP decided to conduct a pilot nutritional intervention project with three different 

implementation modalities based on geography and topography in the hills, mountains and Terai regions of 

the Mid- and Far Western Development Regions. Based on findings of the pilot, recommendations will be 

made to the MOHP with regards to the potential scale-up of the CMAM approach for management of acute 

malnutrition in the rest of the country 

Based on the perceived situation, UNICEF has been supporting to MOHP of Government of Nepal to implement 

CMAM piloting in Five districts of Nepal since 2009. Similarly, the programme has been expanded to two new 

districts in 2010 namely Jajarkot and Kanchanpur districts in 2010. After CMAM implemented in five districts, 

thousands of the under 5 SAM (Severely Acute Malnourished) children are treated and prevented from deaths 

through implementing 4 components as; (i) community mobilization, (ii) Outpatient Therapeutic Programme 

(OTP), (iii) Stabilization Centres (SC) and (iv) program to address moderate acute malnutrition. Similarly, to 

make CMAM as rights based programme, CMAM has followed four major principles as; (i) maximum coverage 

and access (ii) timeliness (iii) appropriate medical care and nutrition rehabilitation and (iv) care as long as it is 

needed  

OBJECTIVES OF CMAM PROGRAMME 

The primary objective of Emergency Nutrition Response in the mid- and far western regions is to reduce acute 

malnutrition and associated morbidity and mortality in children under five years of age.  

Secondary objectives are as follows: 

 Build the capacity of local health structures, FCHVs and local NGOs in addressing acute malnutrition 
through the implementation of CMAM, and evaluate the effectiveness in increasing coverage of 
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identification and effective treatment of SAM cases, initially over a pilot period and, in the longer term, 
effectiveness in reducing SAM prevalence over a period of 5–10 years. 

 Examine various modalities for CMAM introduction in the health system in relation to other interventions 
(e.g., nutrition/food security/CB-IMCI), and document the process and outcomes for lessons learned.  

 Explore the potential for national or regional (in neighbouring countries) production of ready-to-use 
therapeutic food (RUTF), potentially in an alternative formula, and to promote and follow up on research 
and investment by the food industry in this field.  

 Provide immediate emergency nutrition response to food security crises in target districts, especially for 
the management of SAM. 

CMAM PROGRAMME REVIEW AT REGIONAL LEVEL 

CMAM regional review workshop was organized in Nepalgunj from 19-21 September 2010 by the RHTC of Mid 
Western region of Government of Nepal supported by UNICEF. In the meeting, participants from different 
agencies were participated (see annex I for list of participants). The workshop was jointly chaired by regional 
Directors of Regional Health Directorates of Mid West and Far-West regions. In Nepal, CMAM programme was 
piloted in three districts (Mugu, Achham and Bardiya) in 2009 and just been initiated in two new districts 
(Kanchanpur and Jajarkot) in 2010. It was necessary to organize a review workshop among all concerned 
CMAM stakeholders (government and NGOs) to assess the process and outcomes whether the programme is 
in tract or not. Therefore, the review meeting was organized to meet the following objectives: 

 Assess progress/achievements, strengths, weaknesses, opportunities and threats of CMAM programme of 
all CMAM districts  and  

 Develop action points/recommendations for further improvement 

PROCESS AND METHODOLOGY OF THE REVIEW 

Before the review workshop organized at regional level, district review workshops were held in three districts 
(Achham, Mugu and Bardiya). Similarly, the capacity building of health workers and FCHVs were also 
completed in two new districts (Jajarkot and Kanchanpur).   
 

In the workshop, the review process started after inaugurated by Mr. Mohammad Daud, Director of Mid-
Western Regional Health Directorate, Surkhet. After inauguration, technical sessions were started with 
presentations followed by plenary discussion.  The major review sessions were as follows:  

 Presentation of concept of nutrition in emergencies, humanitarian situation on nutrition in Nepal and 
overview of CMAM programme  

 District presentations including progress/achievements followed by discussions in the plenary 

 Field visit to observe CMAM programme in Bardiya district – OTP observation, interaction with FCHVs and 
health workers at the OTP  and discussion on overall findings 

 Discussion on the roles and responsibilities of stakeholders and alignment of CMAM with local governance 
institutions  

 Discussion on the integrating process of CMAM with IMCI 

 Identification of major recommendations (Community Mobilization, OTP, SC) and actions for programme 

improvement 

 Forecasts of RUTF and other essential nutrition supplies 
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ASSESEMNT OF PROGRAMME PROCESS AND OUTCOMES  
 

CMAM programme was piloted in three districts (Mugu, Achham and Bardiya) since 2009 and just 

expanded to new two districts (Jajarkot and Kanchanpur). The brief achievements of the CMAM 

programme are as follows: 

COMPLETED ACTIVITIES IN FIVE DISTRICTS 

SN Completed Activities Districts Remarks 

Bardiya Mugu Achham Jajarkot Kanchanpur 

1 District advocacy workshop            

2 District TOT            

3 Health Workers Training            

4 Training of VHWs and MCHWs            

5 Training of FCHVs            

6 Orientation of mother groups            

7 Orientation of faith healers            

8 District review meetings            

9 # of OTPs 11 7 16 10 (started since 
Sept 2010) 

12 (started since 
Sept 2010) 

 

10 # of SC 1 1 2 1 (started since 

Sept 2010) 
1 (started since 

Sept 2010) 
 

Note: The programme was rolled out in Kanchanpur and Jajarkot from August 2010. The capacity building 
activities are just completed and OTPs and SCs are running since September 2010. In those districts, only 
training reviews were held among the trainers and DHO supervisors  

In each district, cascade training was conducted from the district to community level. Training activities 

included district advocacy, planning and orientation, training of trainers (TOT) to develop human resource 

capacity for CMAM training facilitation at different levels, training of Village Health Workers (VHWs) and 

Maternal and Child Health Workers (MCHWs), and training of FCHVs for community outreach activities and 

counseling services. A total of 8,612 people received capacity-building on the CMAM programme before the 

implementation of project. 

Participants in capacity-building activities 

 

Mugu Achham Bardiya Kanch-

anpur 

Jajarkot Kath-

mandu 

Total 

District advocacy workshop 25 42 24 33 31 0 155 

Master TOT 0 0 0 0 0 52 52 

District TOT 29 25 23 25 22 0 124 

Health worker training 22 94 96 102 68 0 382 

Management of Stabilization 

Centres training 

9 12 18 22 11 0 72 

VDC advocacy workshop 345 1,875 825 525 750 0 4,320 

VHW/MCHW training 38 104 50 33 56 0 281 

FCHV training 209 923 808 836 270 0 3,046 
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Village Facilitator training 11 18 0 0 60 0 89 

CMAM monitor training 9 17 11 5 5 0 47 

IMAM and SMART training 0 0 0 0 0 44 44 

Total 697 3,110 1,855 1,581 1,273 96 8,612 

 

 TREATMENT OF SAM IN THREE PILOT DISTRICTS 

The treatment of SAM and management of medical complications of GAM children was started in Bardiya, 
Mugu and Achham since May and July 2009 and January 2010 respectively. Since 2010, the CMAM programme 
was expended in two new districts and OTP were established only in September 2010. Therefore, the following 
data represents only of three districts:  

Districts  Started 
date  

#  
& 
%  

Estimated 
Target U5 
population  

SAM (as per 

base line 
data 2008)  

Status of the progress (as of August 2010)  

Admission 
in OTP  

Recovered  Under 
treatment  

Deaths   Defaulter  

Bardiya  9-May #  56848 1593 1845 1244 223 5 373 

%     2.8 115.8 67.4 12.1 0.3 20.2 

Achham  10-Jan #  39485 1421 1160 685 401 7 67 

%     3.6 81.6 59 35 0.6 5.78 

Mugu  9-Jul #  7500 533 520 343 121 13 43 

%     7.1 97.6 66.0 23.3 2.5 8.3 

Total  Total   #  114838 3547 3525 2272 745 25 483 

%     3.1 99.4 64.5 21.1 0.7 13.7 

Note: Total screened and MAM children are not reported because of the problem of reporting format. It is 
agreed in the review meeting to design new format and manage to report total screened as well as MAM 
children. 

SWOT ANALYSIS OF CMAM IN THREE PILOT DISTRICTS 

SWOT District 

Bardiya Achham Mugu 

Strengths • One VDC initiated incentive scheme 
to FCHVs for SAM identification and 
referral to the OTPs  

• Most of the FCHVs are trained and 
able for MUAC assessment, case 
detection, referral and follow up of 
SAM treatment 

• Integrated MUAC assessment 
process with bi-annual vitamin A 
distribution  

• 11 OTPs and 1 SC are running 
smoothly in 12 health facilities  by 
trained health workers 

• High level programme ownership of 
DHO, DDC/VDCs  

• Strong coordination and networking 
of CMAM with other community 
based social mobilization structures  

• CMAM monitors are in place in all 
OTP sites and providing effective 
monitoring and coordination 
services supports  

• Very low defaulter rate (5.7%) and 
less than 15 (0.6%) death rate of 
SAM children  among the OTP 
admitted 

• Good ownership of local 
governance institutions and 
DHO/health facilities  

• FCHVs have screened and referred 
the SAM cases to the OTPs. 

• CMAM has been linked with CB- 
IMCI  

• 7 OTPs and 1 SC are running 
smoothly by trained health 
workers  

• 97.6% SAM children have been 
covered in one year period by the 
OTPs out of which 66% have been 
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• 115.8% SAM children have been 
covered in 15 months period by the 
OTP out of which 67.4% have been 
recovered and 12.1% are under 
treatment 

• MAM children have been provided 
counseling services to improve their 
nutrition status  

• Timely available RUTF and other 
essential nutrition supplies in the 
OTPs and SC 

• All OTPs have identified focal person 
for CMAM 

• CMAM is an agenda of discussion in 
monthly Ilaka meeting among health 
facility In-charges  

• Proving 24 hours services to manage 
medical complications of GAM in 
Stabilization Center 

• Proper record keeping and reporting 

• 16 OTPs and 2 SC are running 
smoothly by trained health workers 
in16 health facilities 

• 81.6% SAM children have been 
covered in 9 months period by the 
OTP out of which 59% have been 
recovered and 35% are under 
treatment 

• Integrated CMAM with CB-IMCI  
• Alignment of date of reporting with 

HMIS reporting 
• Proving 24 hours services to 

manage medical complications of 
GAM in two SCs 

• Counseling services have been 
provided to MAM children  

• Active involvement of MCHWs, 
VHWs and SHPs in CMAM case 
findings, referral and, FCHV 
mobilization and reporting  

recovered and 23.3% are under 
treatment 

• Low defaulter rate (8.3%) and low 
death rate (2.3%) of SAM children  
among the OTP admitted 

• Counseling services have been 
provided to the parents of MAM 
children  

• Good linkage and coordination 
with community based structures 
and other I/NGOs  

• High level satisfaction of the 
people from the CMAM service 
delivery 

• Timely reporting and effective 
record keeping process in the OTP  

• Mobilization traditional healers for 
CMAM    

Weaknesse

s 

• Old FCHVs district wide and FCHVs 
from municipal areas are less active 
in CMAM case findings, referral and 
follow up mechanism 

• Defaulted malnourished children  are 
not appropriately followed up by 
FCHVs 

• Less involvement MCHWs/VHWs and 
Sub-health posts in CMAM  

• Inadequate knowledge & skills with 
FCHVs about nutrition counseling  

• Defaulter rate of SAM treatment is 
very high (20.2%)  

• Inadequate review meetings, 
supportive supervision and onsite 
coaching of CMAM  

• Inadequate Community 
mobilization as expected due to 
scattered OTPs  

• Inadequate coverage of CMAM 
services (high VDC vs. OTP ratio - 
only 16 OTPs for 75 VDCs 

• Newly appointed and new coming 
health workers are not trained 
Untrained new appointed and new 
coming health workers 

• Inadequate monitoring and 
supervision from the DHO and 
UNICEF 

• Insufficient of follow up of 
defaulted cases eventhough the 
defaulted rate is less than 10%  

• Less involvement of VHW/MCHWs 
for case findings, follow up and 
referrals. 

• Problems of RUTF storage in 
health facilities. 

• In some health facilities, CMAM 
has not been linked with CB-IMCI. 

• Lack of enough monitoring and 
supportive supervision   

• Only suspected malnourished 
children are screened in some 
OTPs. 

• Not regular counseling services 
provided to MAM children. 

• Government health workers 
occasionally become absent from 
Sub health posts so that not 
continuous screening services of 
malnourished children in the Sub-
health posts. .  

Opportun

ities 

• Existence of saving credit groups, 
schools & ECD centres is a added 
value for community outreach for 
CMAM programme  

• Existence of mother groups is an 
opportunity for effective social 
mobilization for CMAM 

• Programmes/campaigns such as CB-
IMCI, IYCF and national Vit-A 
program are the added value for 
CMAM management for MUAC 
assessment  

• Good infrastructure of health 
facilities to run OTP and SCs  

• Regular monthly meeting of among 
health workers and volunteers at all 
levels  

• Involvement of VDC secretaries in 

• Most of the sanctioned posts of HFs 
(SHP/HP/PHCC) are filled 

• Good record keeping in the OTP and 
reporting mechanism  

• Road transportation and 
telecommunication facilities in 
majority of the health facilities  

• Very good community based social 
mobilization of DACAW in 25 CAP 
VDCs. 

• Strong political commitment and of 
DDC, VDCs and LAs 

• Population based FCHVs  
• Strong linkage with CB-IMCI  
• Programmes/campaigns such as CB-

IMCI, IYCF and national Vit-A 
program are the added value for 
CMAM management for MUAC 

• Existence of FCHVs for case 
findings, referral and monitoring. 

• Mother groups for social 
mobilization  

• Integration and coordination with 
other programme implemented by 
other agencies such as  UMN, 
WFP/Maxpro INF, Good 
Neighbors, Nepal Red Cross 
Society, Schools 
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the CMAM management process in 
the OTP  

• Full staffing in the OTPs and Sub-
health posts 

assessment  
• CMAM is an agenda in all meetings 

of health facilities at all levels in the 
district 

Threats • FCHVs have demand facilities due to 
increased their workload  

• Drop out of trained FCHVs 
• Frequent transfer of trained health 

workers 
• Only counseling services didn’t 

address the issues of MAM 

• Difficult to transport RUTF and 
other nutrition supplies during rainy 
season  

• Distance of OTPs and SC if very far 
therefore, difficult to GAM with 
medical complication to the 
stabilization centers from the OTP  

• Geographical difficulties to provide 
frequent supervision and support to 
the OTP from district headquarter 

• Scattered OTPs and difficult 
geography have created difficulties 
to treat SAM children in time 

• Less staffing in the health facilities  
• Political sensitivity to recruit staff 

locally 
• Difficult to transport RUTF and 

other nutrition supplies to the 
DHQ from Nepalgunj and to the 
OTPs from DHQ 
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ANALYSIS OF MAJOR ISSUES AND ACTION PLANS  
 

After the SWOT analysis in the workshop, presented information were discussed in the plenary. Based on the 
analysis in the plenary, following major areas of issues were identified and action plans were developed for 
programme improvement:  
 

MAJOR ISSUES IDENTIFIED FROM CMAM REVIEW MEETING 

• District planning and review of CMAM 
• Monitoring and supportive supervision 
• Capacity building of health workers and volunteers 
• Strengthening and expansion of OTP and SC  
• Community mobilization/outreach 
• Programme for MAM to improve their nutrition status 
• Involvement of Local Governance Institutions in CMAM management process 
• Integration CMAM with community based programme e.g. CB-IMCI, IYCF and other social mobilization 

structures 
• Management of RUTF and other essential nutrition supplies 
• Record keeping and reporting 
• M&E framework for CMAM 
• Integration of Nutrition review with CB-IMCI review 
• RHD involvement in CMAM management process 
 

 THE ACTION POINTS AGREED TO IMPROVE CMAM PROGRAMME IN FIVE DISTRICTS: 

 

i. District Planning and review of CMAM 
• CMAM will be an important agenda for health sector planning and review process in all 5 CMAM districts. 

However, separate meeting will be organized to strengthen CMAM programme as and when needed such 
as; quarterly meeting with Ilaka health facility In-charges, VDC secretaries, DDC and related stakeholders, 
OTP monitors and FCHVs review and refresher trainings 

• At the beginning of the fiscal year, annual review and planning meeting will be organized among OTP In-
charges, DDC, DHO and VDC secretaries in all five districts and from that meeting annual work plan for 
CMAM will be developed and implemented  
 

ii. Monitoring and supportive supervision: 
• Monitoring and supervision plan of CMAM programme will be developed and adopted in all five districts 

by D/PHOs within three months. Developed monitoring and supervision checklists will be followed CMAM 
programme monitoring by all monitors/supervisors 

• Currently, UNICEF has supported OTP monitors to provide monitoring and supervision mechanism in 
CMAM districts. The support mechanism will be cut down progressively and finally stopped.  If necessary, 
D/PHOs will develop a plan to continue CMAM monitors in their respective districts from their own 
resources 
 

iii. Capacity building of health workers and volunteers: 
• The D/PHOs will develop a capacity building plan of human resources based on the requirement of the 

districts. CHD and UNICEF will jointly support the plan for capacity building of human resources.  
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• In all five districts, newly recruited HWs and volunteers will be trained by December 2010. For this, UNICEF 
will provide technical as well financial assistance to the districts.  

• Refresher training will be provided to all FCHVs in each year and review meeting in each 6 months. 
 

iv. Strengthening and expansion of OTP and SC:  
• D/PHOs of all five CMAM districts will decide to manage/expand OTPs and SCs in their own districts. The 

additional costs to manage additional OTPs and SCs will be managed by the districts themselves. However, 
the capacity development of human resources and essential nutrition supplies and other logistic supports 
will be made jointly by CHD and UNICEF.  
 

v. Community mobilization/outreach: 
• Since CMAM is a new programme for Nepal, all D/PHOs including stakeholders need to pay specific effort 

to strengthen the community capacity for reduction of malnutrition. To strengthen community based 
mechanism for CMAM, FCHV review meeting will be organized in each 6 months interval. Similarly, CMAM 
agenda will be integrated with other community based programme activities and structures in all districts. 
 

vi. Programme for MAM to improve their nutrition status: 
• Counseling service is the most effective mechanism to address the issues of Moderate Acute Malnutrition 

(MAM). Therefore, through trainings, refresher trainings and review meetings the capacity of HWs and 
FCHVs will be enhanced to provide proper counseling services to MAM children 

• Promotion of early initiation and exclusive breast feeding and on time complementary feeding will be 
strengthened through CMAM trainings, refresher trainings and different meetings. The agenda will also be 
integrated intensively with other social mobilization activities/structures 
 

vii. Involvement of Local Governance Institutions in CMAM management process: 
• In planning and review process, D/PHOs will invite DDC and VDCs for their meaningful participation. The 

ownership and commitments of DDC/VDCs and political parties will be enhanced through regular advocacy 
with them and making their meaningful participation in programme management process 

• D/PHOs will interact with DDC/VDC to integrate CMAM programme in their annual development plan and 
facilitate for grant allocation for CMAM programme for continuation of CMAM monitors, incentive for 
FCHVs, additional human resources in the OTP/SCs etc……………..  

• DDC/VDCs will be a part of monitoring process of CMAM programme. D/PHOs will develop a joint 
monitoring plan in all CMAM districts  and implemented with DDC/VDCs  
 

viii. Integration CMAM with community based programme e.g. CB-IMCI, IYCF and other social mobilization 
structures 

• CMAM programme has been linked with CB-IMCI in all five districts. Still there are rooms for improvement. 
Therefore, the mechanisms will be identified and followed after intensive discussion between CHD and 
UNICEF.  

• As the part of the results of CMAM and CB-IMCI integration, the following results need to be observed.  
Therefore, it is recommended to CHD and IMCI working group to include the following things as a part of 
the result framework of CB-IMCI programme:  

 Classification of  acute malnutrition  to be included  in CB-IMCI programme and  to be considered the 
treatment of acute malnutrition as a part of  CB-IMCI programme 
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 Improvement on community based growth monitoring and promotion (GMP) through community 
based awareness of parents and caretakers  

 Improvement on IYCF and child care practices of caretakers  

 It is recommended  CHD/HMIS to incorporate the reporting of acute malnutrition in HMIS 
• In order to improve the behaviours of parents in CMAM districts, BCC activities on IYCF and care will be 

included with CMAM programme. Through the BCC  following things will be focused;  

 Early initiation and exclusive breast feeding 

 On time and appropriate complementary feeding 

 Care of children and mothers     
• Government of Nepal has initiated child protection scheme for nutrition improvement of all under five 

children focusing to all Dalit families in 70 districts and all under 5 children in five Karnali districts. 
Therefore, CMAM programme will establish strong coordination and linkage with child protection scheme 
focusing to child nutrition improvement in all five CMAM districts  
 

ix. Management of RUTF and other essential nutrition supplies 
• UNICEF in coordination with CHD and LMD has been supplying RUTF and other essential nutrition supplies 

to CMAM districts. In order for effective management of supplying RUTF and other essential nutrition 
supplies, one focal point will be managed at central level based on CHD. 

• In all CMAM districts, CHD and UNICEF will jointly provide orientations to storekeepers of D/PHOs and 
OTPs for effective management warehouse and supply mechanism. 
 

x. Record keeping and reporting 
• By December 2010, refresher training will be provided to all FCHVs and review meeting among HWs in 

three CMAM districts (Achham, Mugu and Bardiya). The refresher trainings and review meetings  will be 
more focus on overall CMAM progress assessment, record keeping and reporting mechanism 

• In order to make simple reporting mechanism, the formats for CMAM reporting will be redesigned by CHD 
and UNICEF jointly and circulated to all CMAM districts that include total screening, MAM, SAM, OTP 
admission and treatment, GAM with medical complication and its management etc…. 
 

xi. M&E of CMAM 
• CHD and UNICEF will jointly work to develop CMAM M&E framework and all concerned health workers 

and volunteers will be capacitated on M&E framework in all CMAM districts 
 

xii. Nutrition component of IMCI 
• Hold policy dialogue to incorporate wasting as indicator for nutrition assessment for management of acute 

malnutrition as part of IMCI protocol. Also include MUAC 
• Also review the nutrition component of IMCI in line with IYCF community promotion package 
 

xiii. RHD involvement 
• Regional health directorate will be involved in CMAM programme management process in terms of 

coordination, monitoring, review and evaluation mechanism 
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 DISTRICT WISE FUTURE PLANS OF FIVE CMAM DISTRICTS 

There was group works of all districts develop the future plans based on the outcomes of district reviews. Each 
CMAM districts developed following plan to improve the programme intervention as follows:  
Bardiya Achham Mugu Jajarkot Kanchanpur 

• Orientation to Mother 
groups in high defaulted 
VDCs  

• Training of new Health 
Workers & FCHVs 

• Joint meeting among OTP 
In-charges and VDC 
secretaries at district level 

• Add 4 more OTPs for hard 
to reach areas 

• Half yearly review meeting 
of  FCHVs at VDC level 

• District Level half yearly 
review meeting among OTP 
In-charges, VDC secretaries 
and DHO supervisors  

• Regularize supportive 
supervision of community 
outreach and OTPs 
activities 

• Disseminate CMAM 
information from Local 
F.Ms 

• Strengthen linkage 
between CB-IMCI and 
CMAM 

• Organize training to new 
health workers 

• Provide orientation to 
CMs in CAP VDCs 

• Review of CMAM at Ilaka 
health facilities among 
all health workers 

• CMAM review among 
FCHVs 

• Refresher training of 
health workers and 
FCHVs 

• Regularize supportive 
supervision of OTPs and 
community outreach  

• Regular advocacy with 
political parties, VDC 
secretaries and local 
stakeholders   

• Regularize FCHV monthly 
meeting 

• Strengthen linkage 
between CB-IMCI and 
CMAM 

• Regularize FCHV’s 
monthly meetings 

• Review performance of 
health workers and 
FCHVs 

• Demand funds from 
DDC/VDCs for CMAM 
programme to regularize 
CMAM monitors and 
RUTF transportation 

• Regularize supportive 
supervision of OTPs and 
community outreach  

• Organize refresher 
training of FCHVs  

• Conduct field based 
screening campaign for 
OTP case findings in hard 
to reach areas  

• Add three more OTPs in 
hard to reach and very 
remote areas 

• Strengthen linkage 
between CB-IMCI and 
CMAM 

• Conduct  review 
meeting among 
FCHVs, OTPs 
and DHO 

• Ensure regular 
supply of CMAM 
related 
commodities 

• Provide 
supportive 
supervision to 
OTPs, SC and 
FCHVs 

• Training to 
newly 
transferred 
health workers 

• Disseminate key 
CMAM 
messages 
through local 
FM 

• Strengthen 
linkage between 
CB-IMCI and 
CMAM 

• Conduct district 
and Ilaka level 
review meetings 

• Ensure regular 
supply of RUTF 
and essential 
nutrition 
commodities 

• Provide 
supervision 
support to OTPs, 
SC and FCHVs  

• Organize training 
to new health 
workers 

• Disseminate key 
CMAM messages 
through local 
FMs 

• Strengthen 
linkage between 
CB-IMCI and 
CMAM 

 FINDINGS OF CMAM OBSERVATION IN BARDIYA DISTRICT  

On 20 September 2010, all workshop participants were taken to the Sorahawa PHCC of Bardiya district to 
observe CMAM process and outcomes. On that day, following actions were undertaken in Sorahawa PHCC: 
• Observed OTP case management process such as registration, assessment and case detection, treatment 

and follow up, record keeping and reporting and counseling services  
• Discussed with FCHVs about case findings, referral and follow up of SAM and counselling with MAM 

children  
• Discussed with all health workers of the OTP/PHCC about CMAM programme management process such as 

implementation status in the area, community outreach, OTP activities and case detection and 
management, FCHV mobilization and supportive supervision 

 
Based on the observation of the OTP and discussion with Health workers and FCHVs in Sorahawa PHCC, 
following positive things were learned by the participants: 
• The OTP was managed effectively and all sectors and workers such as health workers, FCHVs, VDC 

secretaries, social leaders, schools and ECD centers are being involved in the CMAM management process. 
Therefore, the OTP seems as ideal OTP of Bardiya district 

• The CMAM has been fully integrated with CB-IMCI programme therefore it is easy for case assessment, 
record keeping and reporting and case follow up. For CMAM, separate record keeping and reporting 
mechanism has been adopted because of not streamlined CMAM reporting with HMIS reporting 
mechanism  
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• Out of total 341 admitted SAM children in the OTP in 16 months period, 85.6% (292) SAM children have 
been recovered, 6.7% (23) are under treatment and 7.6% (26) are defaulted 

• No any deaths found among the admitted SAM children 
• FCHVs were found committed and positive towards CMAM programme and very good community 

outreach 
• The PHCC has organized regular FCHV monthly meeting and discussed on different issues of CMAM such as 

community outreach and case findings, referral to OTP, defaulter follow up, counseling with the caretakers 
of MAM children and supervision supports from the OTP to the FCHVs 

• PHCC organizes routine monthly meeting among the Sub-health post In-charges of that area and CMAM 
has been considered as an important agenda of the meeting 

• PHCC has assigned one SAHW as focal person for CMAM of the OTP and the SAHW is fully responsible to 
manage CMAM programme in that areas. The focal person coordinates to all concerned health facilities, 
volunteers, VDCs and other relevant stakeholders as well as is also responsible for collection, compilation 
and preparation of monthly CMAM report and submitting to District Health Office, Bardiya  

• There is very good coordination between nutrition focal point of District Health Office, Bardiya and the 
CMAM focal point of Sorahawa PHCC in terms of technical inputs, RUTF supply, record keeping and 
reporting and monitoring of the programme  

• All health workers are highly respected by community people and social leaders because of treatment of 
malnutrition in their own health facilities 

• The Sorahawa VDC has provided funds for recruiting human resources for the PHCC and the locally 
recruited health worker has been engaged in CMAM programme also 
 

 ESTIMATED REQUIREMENT OF RUTF AND OTHER ESSENTIAL NUTRITION SUPPLIES:  

At the end of the workshop, district specific group work was conducted to forecast the amount of RUTF and 
other essential nutritional supplies for all CMAM districts. According to outcomes of the group work,   the 
essential nutrition requirement for all CMAM districts is as follows: 
 
Districts Targeted 

U5 children 

by the 

government 

for 2010 

Estimated % of 

SAM children as 

per child nutrition 

survey report 

Estimated # 

of SAM 

children 

Estimated # 

of GAM with 

medical 

complications 

Proposed 

RUTF 

cartoons 

Proposed 

F75 sachets 
Proposed 

F100 

sachets 

Proposed 

ReSoMal 

sachets 

Achham 42484 3.6 1529 229 800 200 35 1000 

Mugu 12393 7.1 880 132 450 100 100 715 

Bardiya 56848 2.8 1592 239 900 100 50 1000 

Jajarkot 20049 2.4 482 73 550 360 180 900 

Kanchanpur 60637 3.3 2001 300 1654 780 780 3080 

Total 192,411 3.84 6484 973 4354 1540 1145 6695 
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CONSTRAINTS AND LESSON LEARNT 
 

The design and implementation of the CMAM pilot programme was initiated from scratch to address the 

specific nutrition needs of Nepal. As there was no experience of CMAM interventions in Nepal, UNICEF 

partnered with Government of Nepal and experienced international NGOs such as Concern Worldwide and 

ACF to support programme designing, planning and implementation. This has proved to be successful.  

The procurement and supply of RUTF and other therapeutic foods, which are obtained from outside the 

country, require good planning and timely ordering to prevent stocks from running out. Delivery of supplies 

has been unpredictable and resulted in delays in the initiation of field activities. Lessons learnt at this early 

stage have led to better practices in early pre-positioning of essential nutrition supplies.  

The remoteness and inaccessibility of the CMAM pilot districts has created difficulties for ensuring timely 

initiation of CMAM activities, supply of essential nutrition supplies, and effective logistics. Furthermore, air and 

road services are extremely irregular especially to Mugu, Achham and Jajarkot districts.  

In some places, because of a lack of sufficient health workers, UNICEF has to support CMAM monitors at initial 

stages to ensure quality programming. In districts with better capacity, CMAM monitoring support has been 

subsequently discontinued and the responsibility handed over to the government. 

There has been high patient inflow to many health facilities and health workers have had limited time in which 

to counsel mothers/caregivers on IYCF practice. This has made counseling comparatively weak. Therefore, it is 

critical that FCHVs are able to reinforce IYCF messages during their interactions with mothers/caregivers at 

screening, RUTF follow-up and follow-up of defaulted cases. 

In CMAM districts, there are many MAM children who have received only counseling services to improve their 

nutritional status. This is not enough. As many are from disadvantaged and very poor households and the 

CMAM programme is aiming to prevent MAM children from becoming SAM children, it would be better if IYCF 

counseling services could be integrated with a supplementary feeding programme. 

Since training and promotional activities reach down to the community level, there has been a suggestion that 
the CMAM package could also be utilized to promote maternal nutrition and care. This continuum of care is 
crucial for addressing child undernutrition and, therefore, is a valid suggestion. 
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CONCLUSIONS AND FUTURE PLANS 
The regional review workshop of CMAM was an opportunity to exchange the experiences and lesson learnt among 

the participants from different CMAM districts. There were very good lessons learnt in each district and those 

lessons were shared among the workshop participants. Due to the detail assessment of progress, achievements and 

SWOT analysis, many action points are recommended to follow by different stakeholders at different levels.  

Based on the review presentations, the initial outcomes are very encouraging eventhough full analysis of the CMAM 

pilot has yet to be undertaken. Findings so far suggest that 99.4 percent of expected SAM cases have been admitted 

to OTPs and treated by the programme. Of these, 64.5 percent have recovered. Although this is lower than the 

indicator of 75 percent, some 21.1 percent are still being treated. The fatality rate in OTPs is 0.7 percent, much lower 

than the indicator of five percent. Fatality figures for inpatient treatment are not yet available. The overall defaulter 

rate for OTPs is 13.7 percent, which is in line with the indicator of less than 15 percent. Other indicators have not 

been analysed at this stage. 

Anecdotal evidence suggests that health workers and FCHVs in CMAM districts are highly motivated and satisfied 

with their involvement in the CMAM programme because SAM children are receiving appropriate medical and 

nutritional treatment and care. Before CMAM implementation, these services were not available in local health 

facilities or in the communities. Similarly, parents, communities and local governance institutions are also happy, 

and their acceptance and participation in programme management is increasing. The efforts of FCHVs and health 

workers are highly appreciated by community people. 

In order to ensure high compliance of RUTF use and other therapeutic treatment and care from OTPs and 

Stabilization Centres, community-based mechanisms for follow-up of treated, recovered and defaulted children will 

be strengthened. Stakeholders at various levels will be mobilized further, and reduction in the SAM defaulter rate 

will be targeted accordingly.  

Although supplementary feeding is effective for the treatment of MAM children, there is no plan to add this to the 

CMAM programme at this stage. Instead, counselling and monitoring of MAM children will be strengthened through 

improved community-based mechanisms. At the community level, women’s groups will be mobilized to raise 

awareness about the CMAM programme and FCHVs will be supported for regular screening of undernourished 

children. Furthermore, women’s groups will become more involved in the monitoring processes in future. 

CMAM advocacy and capacity-building at the central and regional levels will be continued, and joint field visits will 

be organized for donors, government partners and UNICEF officers to improve programme performance in all 

districts and support for programme scale-up. 

The CMAM programme has created an enabling environment at all levels of the health system and demonstrated an 

outstanding impact in a very short period of time in terms of capacity-building of MOHP structures, local bodies and 

community organizations and high levels of government and community ownership. Based on the results so far, the 

government is extremely keen to fully evaluate the pilot as soon as it is completed, and upscale this intervention 

widely in Nepal. 
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Annex 1: LIST OF PARTICIPNTS 
 

S.N. Participants Name Organizations 
1. Mr. Mohammad Daud Director, MW RHD 

2. Mr. Shreekrishna Bhatta Director, FW RHD 

3. Mr. Hari Sharan Karki Chief, MW RHTC 

4. Mr. Dipak Dhakal Bardiya 

5. Ms.  Gita Ghimire Bardiya 

6. Ms. Debi Bhandari Bardiya 

7. Dr. Kamalraj Sharma NEPHEG,KTM 

8. Mr. Pravunath Devkota Achham 

9. Dr. Khageshwor Gelal DHO, Achham 

10. Mr. Chakra Bd.Bista Achham 

11. Ms. Krishna Kadayat Achham 

12. Mr. Shiva Datta Bhatta DPHO, Kanchanpur 

13. Mr. Hajari Chand  Kanchanpur 

14. Mr. Narayan Prasad Chaudhari FW RHD, Doti 

15. Mr. Kishor NPJ. 

16. Mr. Resham Bahadur Khatri Save The Children, Bardiya 

17. Dr. Suraj Tiwari DHO, Mugu 

18. Dr. Sunalal Thapa Youth for world Nepal 

19. Dr. Jhalak Gautam DHO, Jajarkot 

20. Ms. Sarita Chand  Jajarkot 

21. Mr. Sanjay Kumar Das UNICEF 

22. Mr. Prakash Chandra Joshi NEPHEG, Jajarkot 

23. Mr. Amir Rajbhandari UNICEF  

24. Mr. Anirudra Sharma UNICEF 

25. Mr. Bal Krishna Bhusal RHD, Surkhet 

26. Mr. Kedarraj Parajuli RHD, Surkhet 

27. Mr. Dipakraj Chaulagain RHD, Surkhet 

28 Mr. Padam Bahadur K.C. RHTC, Surkhet 

29. Ms. Sarita G.C. UNICEF 

30. Mr. Dip Bahadur Karki Mugu 

31. Mr. Shakti Paudel RHTC, Surkhet 

32. Mr. Hari Bahadur Cheetri Surkhet 

33. Dr. Purusottam Shedhain CHD, Kathmandu 

34. Mr. Shankar Aharya CHD, Kathmandu 

35. Dr. Raman Prashad Singh DHO, Bardiya 

36. Mr. Surendra Rana Chief, UNICEF, NPJ. 

37. Ms. Madhuri Sharma UNICEF 

38. Mr. Pragyan Mathema UNICEF 

39. Ms. Chahana Singh Rana UNICEF 
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Annex 2: REVIEW WORKSHOP SCHEDULE 
 
 

Day 1 (19 September 2010) 

Time Description Responsible person 
8:30-9:00 Registration  

9:00-10:00 Breakfast  

10:00 – 11:00 Opening ceremony: 
Chairperson: Mr. Mohammad Daud, Regional Director, 
MWRHD  
Guests: 

 Mr. Shreekrishna Bhatta, Regional Director, FWRHD 

 Dr. Purushottam Raj Sedhain, M. Officer, CHD 

 Mr. Surendra Singh Rana, Chief of  UNICEF MFW Regional 
Office, Nepalgunj 

 

Introduction among participants and facilitators Mr. Padam KC 

Welcome and Objectives Mr. Harisharan   Karki, Training 
Chief 

Remarks 

 Mr. Surendra Singh Rana, Chief of  UNICEF MFW Regional 
Office, Nepalgunj 

 Dr. Purushottam Raj Sedhain, M. Officer, CHD 

 Mr. Shreekrishna Bhatta, Regional Director, FWRHD 

 Chairperson: Mr. Mohammad Daud, Regional, Director, 
MWRHD   

 

11:00 – 11:20 Tea break  

11:20 – 11:30 Sharing of participants' expectations  Mr. Harisharan  Karki 

11:30 – 12:00 Overview of Nutrition in Emergencies in Nepal and CMAM 
program 

Mr. Anirudra Sharma 

12:00 – 12:30 Presentation and discussion : 
Major achievements, issues and lesson learned by district by 
districts  (each district 25 min presentation followed by 10 
minutes discussion) - Bardiya districts 

DHO and FP 

12:30 – 13:30 Lunch Break  

13:30 – 15:00 Presentation and discussion : 

 Mugu 

 Achham  

 DHO and FP 

15:00 – 15:20 Tea Break  

15:20 – 16:20 Presentation and discussion : 

 Kanchanpur 

 Jajarkot 

DHO and FP 

16:20 – 16:40 Discussion about field visit and instruction to participants  DHO Bardiya and Sanjaya Das 

16:40 – 17:00 Wrap-up of the day  

17:00 Day closing  

 Organizer's meeting  

Day 2 (20 September 2010) 

8:30-9:00 Breakfast and   

09:00 - 10:15  Travel to Sorahawa PHCC in Bardiya for CMAM programme  
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observation 

10:15 onwards Observation of the OTP in Sorahawa PHCC 
Discussion with FCHVs 

RHTC/UNICEF/CHD and Dr. 
Kamal Sharma 

 Lunch  

 Identification of major outcomes and lesson learned from 
Bardiya visit 

 

Identification of major outcomes and lesson learned from 
Bardiya visit  
Cont… 

 

Tea break  

Wrap-up of the day  

16:00 – 17:00  Travel back to Nepalgunj  

 Organizer's meeting  

Day 3 (21 September 2010) 

08:00-08:30 Breakfast  

08:30 - 09:30 Reflection of the day second sessions  

09:30 – 10:00 Integration of CMAM with IMCI and IYCF CHD and UNICEF 

10:00 – 11:30 Revisit the roles and responsibilities of each stakeholders as; 
FCHVs, DDC/VDCs, S/HPs/PHCC, D/PHO, RHD and UNICEF for 
CMAM implementation – group work for 30 minutes 
followed by 10 minutes discussions of each group 

RHTC and UNICEF 
 

11:30 – 11:50 Tea break  

11:50 – 13:00 Identification of major recommendations (Community 
Mobilization, OTP, SC,  
Programs to address moderate  acute malnutrition  and 
programme management) – group work for 30 minutes 
followed by 10 minutes discussions of each group 

RHTC and UNICEF 
 

13:00 – 13:45 Lunch break  

13:45 – 14:30 Group work presentation contd…  

14:30 – 15:15  Discussion on the technical aspects through Q/A methods 
and development of action points 

CHD/UNICEF and Dr. Kamal 
Sharma 

15:15 – 15:30 Tea break  

15:30-16:00 Closing  

 
 


