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Abstract  

Introduction: For children to survive and thrive, malnutrition should be prevented and 

addressed early. There is increasing awareness of the scale and the need among infants 

u6m, but the uptake of the Management of small or nutritionally At-risk Infants and their 

Mothers (MAMI) has been slow. This study aims to explore barriers and opportunities to 

scale-up the MAMI care pathway version 3 within one humanitarian organisation. 

Methods: In-depth interviews of health and nutrition staff at different levels within Medair. 

Thematic analysis was used, and themes were created through the a priori objectives and 

other themes emerged through inductive analysis. 

Results: 11 participants were interviewed representing four humanitarian settings. 

Participants expressed a need to address and manage infants u6m. Perceived gaps in 

treatment were high workload for current health and nutrition (h&n) staff and unclear 

guidance on identification and management of u6m infants. Some technical barriers were the 

time needed for MAMI assessment and management and the need for mothers to return for 

frequent facility-based follow-up. An opportunity was seen as implementing MAMI into 

current h&n facility structures. In human resources, there was a perceived barrier for the 

need for increased number of staff for MAMI, although getting staff with the accurate level 

might be a barrier it was expressed that with the right training and supervision this could be 

overcome. An organisational opportunity was that MAMI implementation was already 

prioritized, enabling the decision-making process. Some highlighted the tension between h&n 

projects as a barrier. Contextual barriers were the current COVID-19 pandemic and certain 

cultural practices. Current donors were supportive of the organization implementing MAMI.   

Conclusion: Although there were some clear barriers, participants explored ways to 

overcome these barriers. Overall participants were positive of MAMI implementation and saw 

that there was support both from within the organisation and donors.  
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1. Introduction 

1.1 Malnutrition in low-and middle-income countries 

Malnutrition and mortality rates among children under five years of age have seen a steady 

decline since the 2000s (see figure 1). We are, however, still off-target to reach the current 

global nutrition targets by 20252. An estimation from 2011 estimated that among those 

infants under the age of six months (henceforth: u6m infants) in low- and middle-income 

countries (LMIC) there were approximately 8.5 million infants who were wasted, out of which 

3.8 million were severely wasted (weight-for-height z-score (WHZ) <-3) 3.  

Figure 1. Global prevalence and number of children under 5 years of age affected by malnutrition, and progress 

between 2000 and 2020.  

Source: UNICEF Data: Malnutrition4 

Unfortunately, this positive trend, albeit slow, has been hampered by the current COVID-19 

pandemic. Even the most optimistic estimates, project an increase of 6.4 million more 

children under 5 years of age with wasting by 2022 in LMICs. This can be attributed to 

increased food insecurity and poor access to health and nutrition services during the 

pandemic 5. It is also estimated that an additional 2.1 million children will be born to women 

with a low BMI (body mass index) which could lead to an increase in infants born with low 

birthweight and prematurity5,6.  
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1.2 Causes and outcomes of malnutrition in low- and middle-income countries 

Malnutrition is estimated to attribute to about 45% of child deaths6.  Both wasting and 

underweight (weight-for-age <-2 z-score (WAZ)) are especially dangerous forms of 

malnutrition, with an increased odds of mortality of 3 and 2.5 for their moderate forms 

respectively and 9.4 and 9.7 for their severe forms respectively7.   

Factors attributed to children’s malnutrition are often explained with the UNICEF conceptual 

framework. The framework has been updated since its conception in 1990 and this latest 

edition aims to reflect the sustainable development goals, where the aim is not just for 

children to survive, but also to thrive (see figure 2).8  

 

Figure 2. The updated UNICEF conceptual framework that reflect pathways to children surviving and thriving. 

Source: Lancet 20208 

1.3 Interventions to address malnutrition 

There are a range of different interventions, from micronutrient supplementations, school 

feeding programmes, to management of acute malnutrition, and a range of different health 

interventions to prevent and manage malnutrition in mothers and children. In emergency 

contexts, the most common direct nutrition interventions are infant and young child feeding in 

emergencies (IYCF-E) promotion and community management of acute malnutrition 

(CMAM). 

1.3.1 IYCF-E promotion 

IYCF-E promotion deals with promoting optimal diet for children 0-23 months of age. This 

includes promotion of early initiation of breastfeeding (within one hour after birth); exclusive 

breastfeeding for those u6m; appropriate complementary feeding from 6 months of age; and 
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continued breastfeeding up to at least 2 years of age9. The promotion of these practices is 

integrated into most health and nutrition programmes, at inpatient and outpatient facilities, 

and at community level interventions. Such interventions have shown to be able to improve 

IYCF-E practices and decrease the prevalence of diarrhoeal disease but have only had 

moderate effects on growth outcomes9.  

1.3.2 CMAM programming 

CMAM programming comprises mainly of therapeutic and supplementary foods for wasted 

children aged 6 to 59 months and for pregnant and lactating women (PLWs). Malnourished 

PLWs receive supplementary food to prevent acute malnutrition in the unborn child and the 

u6m infant. Most wasted children are managed through outpatient care facilities. Those with 

severe wasting with inadequate appetite or severe medical complications or admitted into an 

inpatient care facility often called a stabilization centre (SC).10  

1.4 Gaps in management of u6m infants 

Infants u6m are recommended to exclusive breastfeed. However only an estimated 42.2% of 

u6m infants are exclusively breastfed globally, although higher in LMICs with 56.3%2. 

Suboptimal breastfeeding among children 0-23 months of age has been estimated to 

contribute to about 800,000 deaths annually or 11.6% of under-five mortality6.  

Perceptions have since long been that small or nutritionally at-risk infants is a small group, 

and that current management strategies are sufficient11,12. However growing evidence, on top 

of already long-standing evidence of rates of low birthweight, and the knowledge of the ill 

consequences of these6, there is a growing understanding that this no longer holds true.13,14 

In a review of DHS (demographic and health survey) data from 20 LMICs it was estimated 

that 23.7% of infants u6m were wasted, out of which 10.5% were severely wasted15.  

1.4.1 Gaps in nutrition services 

Small or nutritionally at-risk infants u6m are rarely identified through current CMAM services 

and if they are identified they are often only managed when their condition has deteriorated 

to a very severe state or they have turned 6 months12. One reason for this is that children are 

admitted based on weight-for-height or MUAC. However, there is currently no recognized 

MUAC cut-off range for u6m infants. And u6m infants are rarely assessed for their height in 

conjunction with weight assessments. Current national CMAM guidelines only include 

management at the inpatient level of this age group. In some programmes this includes 

admission for u6m infants into SC based on breastfeeding issues, but this is again rarely 

actively assessed. In 2013 the World Health Organization (WHO) included in their updated 

guideline for the management of severe wasting an outpatient option for management of 

uncomplicated u6m infants, however, this is still to be taken up by national guidelines.10,11,14,16  
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1.4.2 Gaps in health care services 

Current health care contact points in emergency contexts to identify small or nutritionally at-

risk infants are integrated management of childhood illness (IMCI), sexual and reproductive 

health, expanded programme on immunization and community awareness-raising.  

IMCI is integral to the management of the most common childhood illnesses among children 

under five in low-resource settings, such as diarrhoea, pneumonia, malaria, and malnutrition. 

Over the years the IMCI protocol has expanded and includes special care of infants 0-2 

months of age. It was developed to tackle major causes of child mortality, especially where 

there is limited to no access to laboratory diagnostics. IMCI is a guideline developed for 

doctors and nurses as well as community health workers. To address the lack of health-

facility coverage in remote locations a simplified adaptation to the IMCI protocol was 

developed for community volunteers, the integrated community case management 

(iCCM).17,18 

Infants u6m also come into regular contact with health care through EPI, to receive their 

scheduled childhood vaccines where their weight is also often taken. When suboptimal 

growth is identified, mothers are often advised on best IYCF-E practices. Where this 

implemented evidence has pointed out that the feedback on growth to caregivers in the form 

of counselling is either non-existent or done poorly, often due to a lack of time and capacity 

by EPI staff.9,19,20    

Maternal risk factors are rarely assessed in the management of at-risk infants. We know that 

the mother’s nutritional status during pregnancy influences foetal growth, and consequently 

also their infant nutritional status6. These mothers can be identified through current maternal 

health services such as antenatal care (ANC), delivery, and postnatal care (PNC). Women’s 

nutritional status is often monitored during their ANC period, but services to address 

malnutrition are not always available, other than the promotion of healthy eating. 16,18,21 

Another factor, often overlooked, is mothers’ mental health status. So for infants to thrive, 

they need healthy caregivers to support them.22 

1.6 Development of the MAMI  

In 2010 the MAMI (management of small or nutritionally at-risk infants u6m and their 

mothers) project identified actions to address these gaps between programmes, researchers, 

and policymakers to develop outpatient guidelines23. This, together with identifying the scope 

of the need3, lead to that the outpatient care option for management of these infants in 

WHO’s updated guidelines on the management of acute malnutrition10.  
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In 2015 the first “MAMI care pathway” was published (as C-MAMI tool version 1), in 2018 an 

updated version was made available, and in 2021 version 3 was published24. The tool 

includes methods to identify factors related to both the infant and their mother to assess 

them as small or nutritionally at-risk. It also includes identifying those that need inpatient care 

and those that can be managed with support from an outpatient care facility. Infants and 

mothers are both assessed on their health status, nutritional status, and breastfeeding 

status, and a maternal mental health assessment.  

Although WHO has included outpatient care management of malnourished infants10 and that 

MAMI was developed in response to this, progress towards governments and/or NGOs (non-

governmental organisations) implementing the management of this vulnerable age-group has 

been slow11. Reasons often cited in the past have been the complexity of the care pathway 

and how to link it into existing health and nutrition programmes. For government-held health 

care and NGOs to feel confident in scaling up this pathway, better guidance is needed. The 

MAMI care pathway version 3 (henceforth: MAMI v3) has aimed to address some of these 

concerns. It was also developed to be integrated into existing health and nutrition services 

and not as a stand-alone programme. 

1.7 Scale-up of MAMI v3 

The vision of the MAMI Global Network (MAMI GN) is for “every small and nutritionally at-risk 

infant u6m and their mother is supported to survive and thrive” (page 7)25. For this to happen, 

scale-up of the MAMI implementation is needed. Scale-up public health interventions involve 

planning and awareness of factors that could make scaling easier or harder26. Scaling 

strategies can be at different levels. As part of the MAMI GN strategy, they aim to support in-

country learning from MAMI implementation partners.25  

1.8 Learning from Medair 

With the new adaptation in the form of MAMI v3 and the possibility for scale-up to more 

settings lessons can be learned from organizations that have already implemented previous 

versions and that have come far in the planning stage of implementing MAMI v3.  

Medair is such an organization. Medair describes itself as:  

“Medair is an impartial, independent, and neutral humanitarian organisation inspired 

by Christian faith to save lives and relieve human suffering in the world’s most 

difficult-to-reach and devastated places.” – Source: Who we are on medair.org27 

They have long-standing experience in health and nutrition programming in complex 

humanitarian settings28. Medair aims to implement programming using national guidelines, 

where these are not available or guidance is incomplete, international guidelines, such as 
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from the WHO, are used. Medair also collaborates with local partners and Ministries of 

Health to support already existing health and nutrition services. In the Rohingya refugee 

response, Medair implemented its first MAMI intervention in its nutrition services in 201829.  

This study hopes to learn from this humanitarian organization to answer important questions 

around the scalability of this care pathway. There are still unanswered questions that the 

MAMI community hopes to answer, like a greater understanding of barriers and opportunities 

to implementing the MAMI care pathway in complex humanitarian settings30.  
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2. Aims and objectives  

2.1 Aim 

This study aims to inform the development and scale-up of policy and programmes for small 

and nutritionally at-risk infants under 6 months of age. 

2.2 Objectives 

Focusing on one organization the study aims: 

• To explore perceptions on the current treatment of small or nutritionally at-risk infants 

under 6 months.  

• To explore the potential for implementing the MAMI care pathway version 3 using the 

Scaling Up Management Scalability Checklist.  

• To identify key organisational barriers and opportunities for implementing the MAMI 

care pathway into a health and/or nutrition programme 

o Technical barriers and opportunities  

o Training/staff barriers and opportunities 

o Financial and organisational barriers and opportunities 

• To explore whether there are any key differences between staff with different 

backgrounds and identify staff that can take it forward. 
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3. Materials and Methods  

3.1 Research team and reflexivity 

The author of this paper is the principal investigator and the only researcher for this study. 

For further details of the involvement of other members of the research team, see above 

under acknowledgment.   

3.1.1 Personal Characteristics 

The interviews were conducted by the principal investigator and author of this paper 

(henceforth: the author). She is a nurse-midwife and a lactation consultant (IBCLC) with a 

previous master’s in international health. This gives her experience and training in her 

different professional roles in interviewing to explore somebody’s experiences and 

perspectives. She has worked with Medair and has been the one to rollout and supervise 

Medair’s initial rollout of the MAMI project in the Rohingya refugee response in Bangladesh. 

Within the organisation she is known for her work with MAMI and a champion for the 

promotion of optimal IYCF-E practices.  

3.1.2 Relationship with participants 

The author has several years of previous work experience with the international humanitarian 

organisation, Medair in South Sudan, Bangladesh, and Iraq. She worked with some of those 

that were interviewed, although none of the participants were at any point line-managed by 

the author. In the information sheet (annex 1) the aim and reasons for the study were 

outlined but it did not go into further detail about the author’s personal reasons or goals for 

doing this study. Since the author has worked within the organisation and in some of the 

settings, some of the participants know the author as a co-worker, and therefore know the 

author’s interest in both MAMI programming and in breastfeeding counselling.  

3.2 Study design 

A qualitative study with semi-structured interviews analysed for codes and themes. 

3.2.1 Theoretical framework 

The data was analysed using content analysis considering the aim of the study was to 

explore perspectives on the scalability of MAMI v3. Content analysis is an appropriate 

method when wanting to describe different perspectives31. The theoretical framework behind 

the study is the concept of the scalability of a programme. Through assessing the scalability 

of a new concept, it can inform programmes of intentional steps to take in reaching success 

in scaling-up a new tool such as MAMI.1  



16 

 

3.2.2 Participation selection 

Participants were purposefully identified in close contact between the researcher and the 

senior health and nutrition advisor at Medair, who provided the key contact. The participants 

needed to be able to speak English and have some technical health or nutrition expertise 

(e.g. medical doctor, medical officer, nurse, nutritionist, etc). To get different views staff were 

selected from different levels and from different settings from within the organisation, with 

greater emphasis on implementing staff. 

The sample size was dictated by saturation, this means that interviewing more people would 

not necessarily give more perspectives32. The participants were selected based on having 

some experience and knowledge about health and nutrition programming, so it was assumed 

that a sample of 8-12 would be both sufficient and feasible within the scope of the project to 

explore the different objectives at hand.  

Initially, participants were invited to participate through an e-mail (annex 3) from the author 

outlining the author’s intent and included a link to a short YouTube video from the MAMI 

Global Network, which gave an overview of MAMI v3. Participants had prior to the author’s 

first contact with them already been approached by Medair research collaborators to 

introduce the author and to inform them of the study. After this, the information sheet (annex 

1), and the consent form (annex 2) were shared prior to each interview. The information 

sheet outlined the project’s aim and objectives and the participants’ rights to participate or 

not.  

3.2.3 Setting 

Data was collected from the author’s home in Sweden in a single household and nobody else 

was present at interviews, other than the interviewer and the interviewee 

Most of the participants were based in their respective field locations, although some 

participants were based in their home, working remotely, mainly due to access issues to the 

field due to COVID. One participant works permanently remotely from her home in her role 

as the senior health and nutrition advisor. Remote interviews, as supposed to be in-person 

interviews, were because of access restrictions due to the COVID-19 pandemic. This also 

enabled a broader variety of participants to be included with minimal cost. 

3.2.4 Data collection 

The interviews lasted 45-60 minutes and were conducted using Zoom (version 5.7.7)33 and 

recorded on this platform, which also creates an audio file and a transcription of the audio. 

The recordings were saved on a password-encrypted file on the author’s computer. Before 

starting the recording, the author introduced herself, and then interviewees were asked 
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whether they had any further questions or concerns regarding the information sheet or the 

informed consent. The signed informed consent forms were collected before the start of the 

interview. It was verbally emphasized that the interview would not be a performance review 

of them or of the organisation. Prior to the start of the study, the interview guide was piloted 

and minor adjustments were made.  

The transcriptions generated by Zoom were edited by listening through the audio files. 

Sometimes the recording was not clear. The author would then listen to this section up to at 

least three times, if it was still not clear after this, this section would be highlighted in yellow. 

This did not hamper the understanding of the meaning of what the interviewee was wanting 

to convey.  

Due to the limited internet access in most of the countries where the interviewees were 

located, only two interviews were conducted with the camera function of Zoom on. 

Transcriptions were verbatim. Sounds to compensate for the inability to communicate active 

listening through audio-only interviews were omitted from the transcription, to enable the flow 

of reading.  

The interview guide was developed to ensure the objectives would be answered, especially 

covering aspects of the scalability checklist. The questions were formulated in a way to be 

sufficiently open-ended and facilitate the conversation. Probes were used and at times the 

interviewer would repeat what they said to ensure she had understood. For further details on 

the questions covered during the interviews, the interview guide can be found in annex 4. 

Participants were offered to review their transcripts verbally.  

No field notes were written since these were voice-recorded interviews. All interviews were 

completed successfully so there was no need for repeat interviews.  

3.3 Data analysis and findings 

3.3.1 Data analysis 

Transcriptions were analysed thematically by the author. This was done by going through the 

interviews and highlighting important sections, that was summarized in shorter sentences, 

being as close to the original expression as possible, and placed in a column next to the 

relevant text. Sections were also highlighted as either barriers (orange) or opportunities 

(green) although this was not always so clear. When unclear, sections were highlighted as 

blue. All these shorter sentences were then placed in a large table, numbered so it would be 

possible to be able to find where this sentence was taken from. In the next step, this table 

was printed and cut up into smaller pieces. The number allocated to each section was written 

on the back as not to influence giving importance to certain sentences more than others 
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based on who said them. In the next phase these sentences were divided by way of how the 

questions were asked into themes, so analysed more deductively. However certain other 

aspects also immerged through inductive analysis. In the next step, each theme was 

analysed more inductively seeing what further codes would immerge. These codes 

sometimes emerged in the previous step. Codes were also created by summarizing what 

was said in an understandable way.   

3.3.2 Reporting 

Reporting was done in line with the COREQ checklist (see annex 5)34.  

3.4 Ethical approval 

Ethical approval was sought and granted by the London School of Hygiene and Tropical 

Medicine MSc Ethical Committee (Ref: 25657). For a copy of the approval letter seen annex 

6.  
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4. Results  

Eleven participants were invited by the technical supervisor to interview one participant 

declined to participate due to a lack of time. This resulted in ten participants being 

interviewed. They were from different countries and different settings (see table 1). Review of 

transcriptions was offered to all participants, 5 declined to review and 5 were sent their 

transcriptions, none of these participants requested for anything to be subtracted from the 

original transcripts. One of the participants was also the technical supervisor for this study.  

Table 1. Participant characteristics (n=10) 

Country programmes represented 
Bangladesh, Democratic Republic of the Congo, Somalia, 

South Sudan and Headquarters 

Continents where participants were 

from 

Africa (n=5),  

Other: Asia, Oceania, and North America (n=5) 

Educational background 
Nutritionists or Dieticians (n=5); 

Other: medical doctors, medical officers, and nurses (n=5) 

Positions represented 

Health and/or nutrition project managers (n=4),  

Other: Senior health and nutrition advisor; health and/or 

nutrition advisor (in-country); health manager; technical 

MAMI supervisor (n=6) 

 

4.1 Perceptions of current treatment (objective #1) 

Participants were asked what they saw were the needs in the management of small or 

nutritionally at-risk infants and also what type of interventions were in place at the time of the 

interview in answering the first objective. 

There is a strong perception of need among u6m infants and their mothers.  

There were a variety of interventions in place that are either run by Medair or where Medair 

gives support to local government or national NGO run clinics (see figure 3). Several of the 

settings have conflict, this has exacerbated malnutrition in these areas. Participants 

expressed that, although they do not collect nutritional data specifically on u6m risk, they 

observe a need. Like, in one setting there are such high levels of malnutrition among older 

children that they express an expectation of there also being high levels among u6m infants.  

“…if there is any problem with the breastfeeding or any related issue with the 

breastfeeding […]  the child will become malnourished. […] there is no specific 

programme for under six [months] in our country.” – Nutrition Project Manager 1 
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Figure 3: The health and nutrition interventions that Medair currently implements in its programmes in the settings 

where the participants were working in, either direct implementation or indirectly through supporting existing 

programmes. *Blanket Supplementary Feeding Programme; **Maternal, Infant and Young Child Nutrition 

4.1.1 IMCI 

Participants perceived that IMCI staff were often too busy and sometimes not confident to 

identify and know how to manage those infants that were sick and/or malnourished. They 

would not always check their weight or growth as part of the consultation. Participants also 

perceived a reluctance among IMCI staff to ask about breastfeeding issues during 

consultations.  

“And also looking at the consultation that are being done in OPD, not everyone is 

keen to ask if the child is breastfeeding or asking to see if the weight of the child 

matches the age, or if there any difficulties that the child has. So yeah, I think, if there 

are more people doing that, I believe we would be getting a lot of [SC] admissions, 

not a lot, but at least more than one.” – Nutrition Project Manager 3 (NMP3) 

4.1.2 CMAM 

In two settings where they would refer MAM cases to other facilities there was little to no 

supplemental food for malnourished PLWs. Reasons given for this was that due to conflict in 

the area there was regular interruptions to supplies reaching the affected areas.    
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Several participants reported barriers and missed opportunities for infants to receive the 

available inpatient treatment. Infants that were identified and referred were not always 

admitted, it was believed that this was since they might not have been sick enough or a lack 

of resources at the referral location. Another issue that was expressed was the lack of 

standardized guidelines for cut-offs for malnutrition among u6m, like MUAC. Overall 

participants expressed that the focus of CMAM was more on those aged 6-59 months and 

that there was a real gap in the management of u6m infants. 

“I always see that there is a big gap, because mostly we refer, we want to the general 

hospital […] the [infants u6m] which I have seen them admitting are just very, very 

seriously sick.” – Health and nutrition project manager 4 (HNPM4) 

4.1.3 EPI and Growth monitoring and promotion  

Growth monitoring and promotion at EPI was perceived as not functioning as it should. EPI 

staff would focus mainly on immunization and so weight was not always taken, or when it 

was taken it was not always plotted on the growth monitoring card.  

“My impression is that they do not really do the complete assessment. […] They just 

give the vaccine. […] But they don't do appropriate assessment, appropriate 

screening for those children, you see.” – Health and Nutrition Advisor 2 (HNAdv2) 

4.1.4 IYCF-E and MIYCN 

Participants discussed different levels of IYCF-E messaging and. In one setting there were 

no separate IYCF-E counsellors at clinics, so counselling would fall on IMCI nurses instead. 

Participants expressed doubts on whether the quality of IYCF-E counselling provided by 

front-line health and nutrition workers was sufficient to identify and manage breastfeeding 

issues.  

“In our programming […] it also includes the IYCF-E, infant and young child feeding 

practices, we just try to ensure that those also are well promoted.” – Nutrition Advisor 

3 (NAdv3) 

4.1.5 Maternal health 

Participants described that many women did not access ANC, delivery and PNC services 

that was available, due to distance to the service, insecurity, cultural barriers where women 

were expected to remain in the home or the practice of home delivery. Participants perceived 

an opportunity to identify infants through these maternal health services, but since there is 

low coverage, it was perceived as insufficient. In one setting it was also described that low-

birth weight had become more common, which was ascribed to an increase in chronic 

malnutrition among pregnant women due to food insecurity, caused by chronic conflict.  
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“…you can already detect the risk [of malnutrition] during pregnancy. And also, to try 

to improve the [IYCF-E] messaging for the pregnant woman, but you can give 

messaging, but they don’t have food, that is the problem.”  - HNAdv2 

4.1.6 MAMI 

In one of the settings Medair has been implementing MAMI into its TSFP/BSFP programme. 

Initially many infants were identified when all u6m received in-depth MAMI assessment, so 

then an adapted MAMI version was introduced, where all infants u6m would be screened for 

underweight, for any IYCF-E issue, and IMCI danger signs. Any infant with IMCI danger 

signs would be referred to a health facility. Only those under 2 months of age would be 

assessed and managed with MAMI and those 2-6 months of age were managed with IYCF-E 

counselling. This was perceived to be working well, considering the limit on available staff. 

Although also highlighting that IYCF-E alone might not be sufficient for those 2-6 months of 

age. 

“…under two months children [is] a much vulnerable group, that is why we take care 

of them more specifically by our [MAMI] nurse like we assess the clinical assessment 

and their danger signs and IMCI management, actually.” – Technical MAMI 

supervisor 1 (MSup1) 

4.1.7 Community programmes  

In all settings there was some community outreach. In the setting with TSPF/BSFP services 

community nutrition volunteers had been able to take over some of tasks that regular staff 

could not do due to COVID-19 access restrictions to the refugee camp. In the other settings 

Care Group volunteers would do household visits and give IYCF-E messages and facilitate 

caregiver MUAC screening of children 6-59 months. In three settings in the more remote 

locations there was also implementation of iCCM volunteers.  

“…in the community, either through the Care group volunteers or […] iCCM, 

depending on where they are. Yeah. So, mainly messaging […] with like IYCF, you 

see the cards and you teach them how to take care of their children.” -  HNPM4 

 

4.2 Barriers and opportunities to implement MAMI v3 (objective 2 and 3) 

Figure 4 illustrates the major themes that emerged. Sub-themes that emerged were 

assessed as being barriers or opportunities, or neither. There was some overlap with other 

categories between the scalability checklists and the themes that emerged from this study.   
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Figure 4. Barriers and opportunities to implement MAMI v3 in 4 different emergency settings. Themes are placed on a scale from being opportunities (green) or barriers 
(orange) or neither (blue) and compared to the scalability checklist categories developed by Management Systems International (page 13 and 14)1.  
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4.2.1 General perceptions of MAMI v3 

Words used to describe MAMI v3 were that it is good, important, 

useful, simpler, comprehensive, fills a gap etc. Participants that had 

experience in implementing MAMI v2 and even v1 saw this as an 

improvement, but also pointed out things that needed clarification. 

They also recognized things in v3 that was already implemented in 

the Medair adaption.  Participants that were about to implement 

MAMI expressed that their team were eager and exited. Even those 

that weren’t implementing MAMI yet were positive to exploring the 

potential to implement it. 

“I think there is a lot of excitement and yeah everyone is 

eager to learn to see how MAMI works out.” – Nutrition 

Project Manager 3 (NPM3) 

“Do no harm” principle 

Participants did not see any harm in implementing MAMI into their contexts. It was even 

expressed that not implementing MAMI could do harm, considering current guidelines and 

interventions often miss identifying and managing u6m infants.  

“Definitely, I don't think there'll be harm in implementing the MAMI care pathway. But I 

think in terms of the benefit, there is quite a lot of benefit.” -  NPM3 

A possible barrier or area of some concern for doing harm was if maternal mental health 

was not handled well. Another possible harm could be if MAMI would introduce too many 

tasks to community volunteers. 

A comprehensive and holistic approach 

Participants perceived MAMI to be a comprehensive and holistic tool, where several pieces 

are integrated in a tool that focuses on the infant and their mother. They also observed that 

MAMI aligns with current health and nutrition guidelines and so staff do not have to learn 

something radically new, that is an opportunity to strengthen current programming. 

“I think it's great, […] the fact that they've built this in line with so many other 

guidelines is helpful. […] [the staff] will already have, these other guidelines in their 

mind, and so, if it aligns with stuff, they already know that's great.” – Health Manager 

3 (HM3) 

Timely management and identification of to identify infants  

Participants believed that MAMI had the opportunity to decrease levels of malnutrition in 

their settings. Since it can identify and manage any vulnerabilities early. Another reason 
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given was the emphasis on u6m infants that was missing from other guidelines, especially 

CMAM guidelines.  

“[If] we do good MAMI, so that's mean we assess early children and mothers at a high 

risk. That can be helpful, you see, to avoid the wasting you see, and to avoid the 

chronic malnutrition and the same time, we can have a good impact on the mortality.” 

– HNAdv2 

Maternal support 

An area that was pointed out as something that was unique to MAMI was that mother and 

infant are assessed together, and that the mother’s well-being, including her mental health, is 

linked to the infant’s. MAMI was also seen to be an opportunity to identify those women and 

their infants who were exposed to gender-based violence.  

“[MAMI] is looking at mother and child. So, we know that, given the context in [country 

X] most of these mothers face a lot of difficulties. And, […] if you're involved in a place 

where there is conflict, then maybe that barrier that you're facing in terms of 

breastfeeding, […]. So, that in the MAMI care pathway I think has been addressed.” – 

NPM3 

4.2.2 Technical barriers and opportunities 

There were aspects of MAMI v3 that participants highlighted that 

were needed for project planning. Some of the technical 

guidance needed for project planning are explored below. 

Caseload calculation 

A perceived barrier was guidance in MAMI v3 on how to assess 

for expected caseload, like a community assessment, to inform 

aspects such as staffing of MAMI.  

“…a MAMI assessment for the community and then you 

know, identifying and trying to identify and quantify well if 

you go through this IYCF screening and you go through 

the MAMI screening, you know how many, you know how 

many are you likely to identify and then how many 

qualified counsellors are needed.” – Senior Health and 

Nutrition Advisor (SenHNAdv) 

Participants suggested therefore to start small and scale-up where needed. It was also 

suggested at the cluster level to include u6m into the SMART survey, but because there is 

no recognised guidance, this had not been included.  
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Time spent on MAMI assessment 

Those with MAMI experience expressed that a MAMI in-depth assessment could take 

considerable amount of time, about 30 and 60 minutes.  

“Because it takes a long time to manage one beneficiary […] so at least we have to 

provide at least one hour per beneficiaries to provide a better support, so I think it's 

better to separate, to arrange separate staff also.” – Msup1 

Equipment and space 

It was perceived that most health and nutrition facilities have the equipment needed to 

identify infants at-risk, such as a salter scale. For MAMI programming a more accurate scale 

would be needed. 

Another area that participants considered important for MAMI implementation was a safe, 

secure, and private area for MAMI. Depending on the setting this could be a barrier, like in a 

refugee camp where space might be limited.  

“We need separate space, obviously, because we do some breastfeeding 

assessment, so in that case we have to provide a specific place or privacy for 

beneficiaries to do some assessment, as well as we provide support with safety, 

security and privacy.” - MSup1 

Follow-up of MAMI beneficiaries 

Many participants experienced or anticipated barriers to compliance to follow-up. Some 

participants expressed cultural and religious barriers. Such as that after delivery women are 

expected to remain at home the first 40 days. Distance, cost and sometimes security risks 

involved in traveling to the facility could be a barrier. These barriers are overcome by 

women’s perception of either the urgency of their child’s condition or by the fact that they 

receive something during their visit, like a food item in nutrition programming. Participants 

suggested to consider this in MAMI project development.  

A perceived opportunity was the success in the Medair adaptation where some of the follow-

up was done at the household level, especially the initial in-depth assessment. A participant 

expressed that this had improved beneficiaries’ perception of the value of the programme 

and had improved follow-up at the facility level.  

“So, if you give them more importance, they will give you more importance. […] if you 

go to their home, they will think, like ‘why do they come to our home? Because it's 

important that they also come so I need to go there’.” – NPM1 
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Location of MAMI screening and management 

A wider range of opportunities of where MAMI could be implemented was explored. There 

was no clear consensus among participants, except for that it could fit both in health and 

nutrition facilities, ideally within integrated services. Although those with experience in the 

setting where BSFP services were available, described some concern for coverage in other 

settings. 

All points of entry into a health and/or nutrition facility were seen as opportunities for initial 

MAMI screening and identification. Participants expressed the need for a separate MAMI 

section at the facility for further assessments and management.  

Participants suggest that in ANC and PNC women could be informed of the availability of 

MAMI services. Another important link was to TSFP, where women enrolled with their infants 

in MAMI could receive a ration.  

Where MAMI was going to be implemented the rapid assessment would be done through 

IMCI consultations, EPI visits and reproductive health services and then referred to MAMI 

staff. One concern raised was that clinical staff were trained to assess children’s health and 

might resist to assess their nutritional status, this could create a barrier for acceptance and 

adapting of MAMI screening.  

“In a health centre, for example, they're going to focus on probably more on the, you 

know the health issues, if, if the baby is sick.” - HNAdv1 

4.2.3 Human resource barriers and opportunities 
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MAMI staffing level was explored with participants, such as availability of staff in different 

settings, which could be barriers to accessing the staff that would be ideal for MAMI.  

1. Management and supervisory staff 

In one of the settings, they saw the need for a specific nutrition advisor, for specific technical 

support. Participants were confident that current facility level supervisors would be capable to 

oversee MAMI implementation. A participant expressed that the person tasked with the 

technical supervision of MAMI staff, would need a good background in MAMI or IYCF-E.  

2. MAMI specific staff 

What was perceived as the ideal MAMI staff seemed to depend on their experience with 

MAMI implementation, but also on what they perceived as feasible. 

2.1. Volunteers 

Some considered that MAMI screening and management could be done at community level, 

such as through Care Group or iCCM volunteers. Others explored the opportunity for 

screening and referral of identified mothers and their infants by volunteers. It was also 

suggested that female community volunteers could do follow-up of moderate MAMI cases, or 

when infants had improved.  

“…this will benefit a lot because, especially the iCCM, because this is where you will 

be able to meet the children who are outside in the villages. Who would otherwise not 

have somebody to take good care of them? So, I see us putting [MAMI] still, in the 

care group and also, in the iCCM.”  - HNPM4 

2.2 Nurses 

Some participants advocated for a nurse to do MAMI assessment and management. 

However, they also suggested that with the right training and supervision you would not 

necessarily have to have a clinical person for this task. Although, it would still be advised that 

a clinical person would be available for consultation on clinical issues.  

2.3 Nutrition staff  

Where MAMI was going to be implemented MAMI specific staff would be an IYCF-E 

counsellor and a nutrition assistant. 

2.4 Somebody with good communication skills 

Another aspect to look for in MAMI staff was suggested as somebody with relationship and 

communication skills and an ability to connect with women. These qualities would make them 

more able to discern any mental health or gender-based violence concerns. It was also 

expressed that the mental health aspect of MAMI would be best managed by a nurse. 
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“So, I mean, that's part of what is needed in that person is the relationship skills or the 

ability to connect and build trust.” - HNAdv1 

2.5 Staff gender 

Some participants expressed that it would not be culturally appropriate in their setting for 

men to give breastfeeding counselling. It was also suggested that a married woman would be 

even better suited, since she would be better able to relate to mothers enrolled in MAMI.  

Availability of qualified female staff was at times expressed to be a barrier. A participant 

expressed that in their setting men had greater access to good education, so there were 

more men than women with good qualifications. In one setting it was challenging to find 

women with the right qualifications with the ability to speak the language of the affected 

population.   

“…the clinic areas, yes, you will find again mostly its men. Because they are the ones 

who have been, who have had access to good education. There are a few ladies, 

here and there, they would be there, but majority will be men.” - HNPM4 

Staffing number 

Several participants expressed how current facility level staff often are overwhelmed already 

with their current workload. So, for MAMI implementation participants suggested 1-2 MAMI 

staff for MAMI management, like a nurse and an assistant.  

“Because this other nurse will going tell you, I’m so much overwhelmed, I have so 

many I’m attending today […]. There are so many follow ups, […] so I didn't have this 

time to adequately have time for this group, but, but I think […] an assistant to a nurse 

at the health facility level who can help out, focus and follow-up with this group, I think 

this is something that is doable.” – SenPM4 

This would, however, depend on the scope of the facility and how many would be identified 

that would be eligible for MAMI. In the setting with experience of MAMI, several adaptations 

were done to cope with the number of MAMI beneficiaries. So, number of staff might be a 

barrier to implementing MAMI into a health facility due to the possible increase in workload 

when MAMI is added.  

Staff training 

1. Training content  

Participants with MAMI experience described the type of training that should be given to new 

MAMI staff, like formal training on IYCF-E, IMCI danger signs, GBV (gender-based violence), 

psychosocial first aid (PFA) and counselling training as well as training in MAMI assessment 

and management. New staff would be introduction into MAMI and then sent to a MAMI site, 
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to work alongside a current MAMI staff member and after that send them for more formal 

training. New staff would receive continued on-the-job training. Other contents suggested 

was focusing on the IYCF-E counselling, and the differences in screening of this age-group 

compared to screening of older children for malnutrition.  

“I mean what we've done is really focus on kind the IYCF counselling piece, you know 

and just as is in the MAMI […] pathway. […] Just being very confident in that” – 

HNAdv1 

2. Who to train 

Participants described the importance of training all staff at health and nutrition facilities on 

MAMI. It was suggested to identify a champion who could be trained first and could then be 

involved in training colleagues. Initially community awareness and mobilization would also be 

included in “training”. Where appropriate, community volunteers could be trained on 

identification and referral of u6m infants at-risk.  

Several participants expressed that although there might be barriers to getting the ideal staff 

for MAMI, they believed that with the right training and supervision many could be trained to 

be able to conduct MAMI assessments and management, also those without a clinical 

background.  

“…an IYCF counsellor. That is not necessarily a full-fledged nurse […] I think with the 

proper training it's possible, but then I would say, you do definitely need to have 

somebody clinical in the facility” – HNAdv1 

4.2.4 Organizational barriers and opportunities 

Prioritization of MAMI  

Participants expressed how MAMI had been discussed on 

previous health and nutrition workshops. Previous MAMI 

versions had been perceived as being too complicated. 

Participants expressed that MAMI v3 created an opportunity to 

pilot it into different settings and take the lessons learned back 

to other programmes, donors and the wider global MAMI 

community. 

“So, I’d like to see if you get some experience rolling 

this out appropriately, you know with health. And then 

take those lessons learned and you know eventually 

mainstream it as part of our health programming” - 

SenHNAdv 
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In the setting where MAMI is implemented infants u2m were prioritized this was based on 

vulnerability and available resources.  

MAMI implementation was prioritized in another setting due to the high levels of malnutrition 

among older children in the area.  

In the other two settings, participants were exploring how they could implement MAMI in the 

future, since this was not yet part of their country strategies, but they were keen to discuss 

opportunities of how to prioritize it more. In one of the settings, small steps had been taken 

to include the u6m infants into the next proposal, including an IYCF-E officer added into the 

budget. Barriers were explored that since much of programming was emergency relief, 

implementing something new might therefore be challenging.  

Decision-making process 

Participants discussed internal and external factors that were involved in the decision-making 

process in whether to implement MAMI or not.  

Participants expressed that a lot of internal discussions were involved in deciding to 

implement something new. These discussions would need to happen especially at higher 

levels of management, but also with field level staff. If these different levels were not on-

board, although project management staff might be motivated to implement MAMI, these two 

levels could pose real barriers.  

Also, a possible barrier raised by participants was feasibility, like in some settings 

management expressed resistance to MAMI implementation since essential services were 

not yet in place.  

An opportunity to overcome reluctance within a team was suggested to find a champion 

and to discuss and get input from all levels of implementing staff. 

“Probably it will be first to have common thinking among the team and also approach, 

that is one of the first things, the whole management and also the nutrition team. We 

need to sit down first and agree that this is a need that is there and there is need for 

intervention” – SenHNPM4 

Relationship between health and nutrition  

Some participants discussed the relationship between health and nutrition programming. In 

the setting where health and nutrition were more separated doubts were raised of being able 

to implement MAMI into health, since it was perceived as under nutrition. In another setting 

with experience with MAMI, a participant saw opportunities for improved services where 

they health and nutrition would be more integrated.  
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“If we are also thinking about next year for integrative health and nutrition centres. 

That will be more specific and more comprehensive. Like one centre is going to 

provide health service as well as nutrition service.” – NPM1 

4.2.5 Contextual barriers and opportunities 

Contextual aspects of MAMI implementation emerged as a 

separate theme.  

Funding 

In most settings funding was mainly from institutional donors, 

such as BHA (USAID’s Bureau for Humanitarian Assistance) 

and ECHO (EU Civil Protection and Humanitarian Aid 

Operations) and considered to be reliable donors. In one of the 

settings the main donors were UNICEF and WFP. There are 

also smaller donors and some private funding, but these were 

expressed to be less reliable and often too small to be able 

cover the cost of extra staff. It was suggested that smaller 

donors could be utilized to pilot a MAMI intervention, and 

lessons learned from that pilot programme could inform future 

BHA project proposals.  

One aspect that was highlighted was the fact that in current BHA proposals there are no 

standardized indicators on assessing the need for MAMI or indicators for tracking MAMI 

quality. It was expressed that it standardized indicators would be helpful and could remove a 

barrier to creating good project proposals. 

“I [don’t] know if it is because of the way our programme is designed, because you 

see, we normally are using, […] the indicators, as provided for by the donor, we 

supported through the BHA. And if you look at how they have been arranged, the 

nutrition rate, has been arranged, there is very little about [infants u6m]” - HNPM4 

In the setting where MAMI implementation is in the pipeline, the understanding was that BHA 

were very supportive of Medair’s plan.  

Participants anticipated that the main added cost to a MAMI implementation would be the 

additional staff. Those with experience with MAMI implementation expressed the need for a 

clarification in the guidance on MAMI implementation whether an additional clinical staff was 

needed or not, since a MAMI counsellor with a clinical background would be more expensive 

than one without. These participants had experienced a barrier or reluctance among donors 

to fund an extra clinical person and had had to resort to private funding at times.  
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Impact of COVID-19 pandemic 

The COVID-19 pandemic has added another layer of complexity to accessing field locations. 

Restrictions were in place on household visits. In CMAM programming this had also led to 

longer intervals between follow-up visits, which had impacted the current MAMI intervention 

in one of the settings. It had also made supervision more challenging since movement to the 

facilities had been restricted. Some of this has been mitigated by capacity building 

community volunteers to do more. One participant also expressed that the current focus in 

much of health programming was COVID-19 related, which could possibly be a barrier for 

health programmes to implement MAMI.  

“We're supporting clinics with, you know, stuff related to COVID rather than running 

our own clinics or doing our own assessments.” – HM3 

Clusters and other governing bodies 

One aspect explored was perceptions of different governing bodies on MAMI 

implementation. The clusters involvement ranged from including MAMI in its strategy to no 

technical discussions around u6m infants. Some expressed that the nutrition cluster 

meetings focused more on logistics and coverage of CMAM programme. In the setting where 

MAMI was implemented it was not clear where the technical responsibility laid, whether in 

the IYCF-E or CMAM technical working group. Globally, although it is not a top priority, it is 

perceived that there is greater awareness and understanding of MAMI compared to before.  

It was suggested that a possible barrier to uptake of MAMI into national guidelines could be 

the lack of evidence, and a possible lack of understanding of what MAMI is and what it would 

add to current existing guidelines. Another possible reason that was mentioned is the need 

for additional staff. 

“Maybe [the cluster] do not understand the, you know, the importance of you, I mean 

the difference rather let me put it MAMI and C-MAMI, CMAM.” – Nutrition Advisor 3 

Cultural practices 

Some cultural aspects were explored that could be barriers to MAMI implementation. Such 

as factors around IYCF-E practices. Like mothers working away from home and so infants 

receiving other things that mothers breastmilk. Exclusive breastfeeding was in this setting 

perceived to be “a foreign concept” to many mothers. In this same setting expression of 

breastmilk was not an accepted practice in the community.  

“…but some of them don't want to come to our centre within 40 days of their birth. 

Basically, it's religious prescription also. So, it's a huge challenge for us in that case 

we missed some of our beneficiaries” – Nutrition Manager 1 
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Some cultural practices were also expressed to illustrate the possible need for MAMI and 

therefore more of an opportunity, such as the practice of young and polygamous marriages. 

4.3 Difference in perceptions among participants (objective #4) 

Related to the last objective the main difference between staff related to their experience with 

MAMI implementation. There were no real differences in perspectives seen among different 

levels of participants. This can be explored further through more in-depth analysis of the 

data.  
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5. Discussion  

Participants perceived a need for MAMI care pathway, both due to high levels of malnutrition 

among mothers and older children and a perceived gap in current interventions to effectively 

address and manage the need among small and nutritionally at-risk infants u6m. When 

exploring opportunities for implementation there were many ideas of how to incorporate it 

into current health and nutrition programmes. The main perceived barrier was around the 

increased workload on existing staff, and the need to have good dialogue with them around a 

new implementation. It was suggested to have designated MAMI staff, which would warrant 

extra funding. One of the current donors was supportive of MAMI implementation in one of 

the settings, which would be key to being able to add more staff. Another main possible 

barrier is frequent facility-based follow-up combined with some women needing to travel long 

distances and through insecure terrain.  

5.1 Project planning 

Different aspects were raised for successful project planning. Such as being able to assess 

for expected caseload and how much MAMI implementation would lead to extra workload for 

health facility staff and ultimately these aspects were needed to be able to plan for additional 

staff. A similar issue was raised by stakeholders who were asked about barriers to adding 

outpatient care for infants u6m in their national CMAM guidelines updates, post the WHO 

update of 201310. They raised the issue of the lack of a community-based assessment tool, 

such as recognized MUAC cut-offs for infants. They also did not perceive a need among u6m 

infants and thought that current interventions were sufficient, which is a different perspective 

compared to the participants in this study. 11 

An issue raised when assessing the sustainability of a CMAM programme in Burkina Faso, 

was the need for separate staff and that this was a barrier for the government to scale-up 

CMAM into their health system35. Participants raised that although MAMI would not need a 

whole set of new staff, like in CMAM programming, current health facility staff were already 

overwhelmed with their current level of workload, so additional workload with MAMI might be 

a barrier to scale-up. Stakeholders of maternal and newborn health services in Ethiopia, 

India, and Nigeria who were asked about the scalability of innovative interventions also 

raised high workload among health facility staff as a barrier to implementation36.  

One aspect discussed was the need for female staff for MAMI implementation. Some 

participants anticipated that this could be a barrier, and where MAMI was implemented, they 

expressed experiencing difficulty in getting female staff with the right qualifications. This 

same issue was raised by the stakeholders in Ethiopia, India, and Nigeria, where female staff 

were key to maternal and newborn health interventions, but access was limited due to low 
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levels of education among women in general36. A multi-country case study, in conflict 

settings, including Somalia, South Sudan, and DR Congo, also highlighted the issue of 

availability of especially female staff in some of these settings. To ensure staff retention, 

motivation was raised as an important factor, which was also highlighted in the findings of 

this study, around the need to have good dialogue with field-level staff and find a champion 

among them, to ensure successful uptake of MAMI.37 

5.2 Community outreach component  

In all four settings community outreach components have been set up in the form of Care 

groups, iCCM volunteers, and nutrition volunteers. These volunteers form an important link 

between health and nutrition facilities and the households and were perceived as important 

stakeholders in MAMI implementation. The current MAMI care pathway does not give 

guidance on this. Capacity-building community volunteers or community health workers 

might be even more important in light of the COVID-19 pandemic, where movement 

restrictions are a key aspect of infection prevention and control. This has led to a successful 

scale-up of capacity-building caregivers to assess MUAC on their own children, including 

infants in one setting 38.  

The need for access to services close to the community was also raised as a challenge by 

UNICEF in No Time to Waste14. Just like participants in this study, they cited the barrier of 

families to access services because of transportation fees. Ways to adapt MAMI to include a 

strong community link is important for its scalability.   

5.3 Strengths and Limitations  

A strength of this study was that the author had previous Medair experience in two of the 

three settings with both health and nutrition programming and was involved in the initial 

MAMI roll-out. This made it easier for the interviewer to understand the settings and 

interventions. It was hypothesised that this helped participants to feel comfortable in the 

interviews However, participants might also have felt that they could not have been as 

negative about MAMI. Although participants from the setting with MAMI experience 

highlighted areas of improvement, which might point to participants feeling free to voice their 

views.  

It is also important to consider the findings of this study from a decolonizing global health 

lens. It is, therefore, appropriate to raise the issue of the interviewer representing LSHTM 

and a European country that was a colonizing power in the past and most participants 

represented countries that were colonized in the past. How this might have influenced the 

interviews is difficult to tell, but this is an important issue to raise. Any discomfort from 

participants might also have been missed due to the interviewer nor participants not being 
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able to read the non-verbal communication, due to the interviews being performed on Zoom 

with audio only. Another strength is that most of the participants were from the humanitarian 

settings that were represented in this study and had multiple years of experience both from 

the settings and within the organisation. They might therefore be quite aware of existing 

barriers and opportunities within their setting and the organisation. There were also a few 

who were relatively new to the organisation and the setting and therefore represent a novel 

or outsider view of the barriers and opportunities related to MAMI implementation. 

Since this study focused on one organisation this might be a limitation. However, this could 

also be seen as a strength since the contexts are both different but also comparable since 

they are working within the same organisation, so the topics could be explored in-depth. 

Since Medair collaborates closely with local actors and uses national or internationally 

recognized guidelines, the findings could be considered generalizable to other organizations 

operating in similar humanitarian settings, settings that hold their unique challenges37.  

6. Recommendations 

Due to the constraints of the scope of this project the final objective regarding the key 

difference in perspectives between staff this can still be explored in greater depth in future 

studies. 

Considering the ability to accurately assess project needs there is a need to further explore 

the number of staff required and what kind of ideal training and background they would need 

for MAMI implementation. Included in this would be to assess what can be expected in 

increased workload, if any, for current health and nutrition staff in the identification of MAMI 

cases.  

Tools for needs assessments have been requested by participants, to be able to assess 

levels of at-risk infants u6m in their setting. This also includes guidance for SMART surveys 

on how to be able to assess the need among infants. 

An aspect that was only explored in limited form was the maternal mental health component 

of MAMI. This could have been due to both the interviewer and participants having limited 

experience with mental health and psycho-social support programmes. Considering this is a 

novel component in most nutrition interventions further studies exploring barriers and 

opportunities within maternal mental health services in humanitarian settings would be good.  

7. Conclusion 

Participants expressed that in their settings there were most probably high levels of 

malnutrition among infants u6m, based on high levels of maternal malnutrition, low 
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birthweight, and acute malnutrition among older children. They expressed gaps and missed 

opportunities of identification and management in current interventions of this group. They 

also perceived that MAMI v3 could help fill some of those gaps. For them it was no longer a 

question of if they wanted to implement MAMI v3 but rather when and how. Participants did 

highlight multiple barriers but also explored different possibilities in how to overcome these 

barriers. There was strong support from within the organisation and from donors to 

implement MAMI. When assessing these findings against the scalability checklist (see annex 

7 and figure 5 below), it can be concluded that within Medair there are more opportunities for 

scale-up than barriers and that other organisations, by being aware of these possible barriers 

and opportunities can plan to overcome these. 
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A. How 
convincing 
is the scaling 
strategy? 

B. Is the 
intervention 
credible? 

C. How strong is 
the support 
for change? 

D. Does the 
model 
have relative 
advantage 
over existing 
practices? 

E. How easy is 
the model 
to transfer 
and adopt? 

F. How good is the 
fit between the 
intervention and 
the adopting 
organization? 

G. Is there a 
sustainable 
source of 
funding? 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 

 

A ← Scaling up is easier B Scaling up is harder → C 

                                

Total: 14 Total: 13 Total: 5 

Figure 5. Conclusion on the scalability of MAMI implementation within Medair based on the scalability checklist (for further details see annex 7). 
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Annex 1: Participant information sheet 
 

Title of Project: Exploring opportunities and barriers in scaling up the management of small and 
nutritionally At-risk Infants aged u6 months and their Mothers (MAMI): a qualitative study  
 
Introduction 
We would like to invite you to take part in a research study. Joining the study is entirely up to you.  
Before you decide, you need to understand why the research is being done and what it would 
involve. You have received this in an e-mail and please ask questions if anything you read is not 
clear or you would like more information. Please feel free to talk to others about the study if you 
wish. Our contact details can be found at the bottom of this form. Take time to decide whether or 
not to take part.   
 
What is the purpose of the study?  

The London School of Hygiene and Tropical Medicine (LSTHM) are conducting research on the 
management of small or nutritionally at-risk infants under the age of 6 months. Researchers have 
identified a gap in many low- and middle-income countries in identification and management of 
these infants and that, although previously believed this is a very small group, actually one study in 
2011 estimated that there are about 8.5 million infants that are wasted (too underweight 
compared to their length)1. In 2013 the World Health Organisation called for CMAM (Community 
Management of Acute Malnutrition) guidelines to be adapted to include as well as an option where 
infants can be managed in a hospital (with 24-hour care) as has existed previously, now also an 
out-patient option, where mothers can return on a weekly or bi-weekly basis for follow-up and 
advice, especially on breastfeeding. However few countries have adapted their guidelines to include 
this and few organisations have implemented the care pathway that was adapted through a 
collaboration of LSHTM and organisations, called the C-MAMI (Community Management of At risk 
Mothers and Infants) tool. A third version of the now called MAMI care pathway has been published 
and we now want to explore what the perceptions are among different Medair staff on the need to 
care for small or nutritionally at-risk infants <6 months of age and where you see barriers and 
opportunities for implementing the new version of the MAMI care pathway (version 3).  
 

Why have I been asked to take part? 

You have been invited because you are currently working with health and/or nutrition 

programming, either in implementing such a programme at field level, or you are advising field 

level project staff on health and/or nutrition programming. 

 

Do I have to take part? 

No.  It is up to you to decide to take part or now. If you don’t want to take part, that’s ok. This will 

not affect any performance review as an employee of Medair. 

 

We will discuss the study together and give you a copy of this information sheet.  If you agree to 

take part, we will then ask you to sign a consent form.   

 

 
1 Kerac M, Blencowe H, Grijalva-Eternod C, McGrath M, Shoham J, Cole TJ, et al. Prevalence of wasting 

among under 6-month-old infants in developing countries and implications of new case definitions using 
WHO growth standards: a secondary data analysis. Archives of disease in childhood. 2011;96(11):1008-
13. 
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What will happen to me if I take part? 

You will receive the MAMI care pathway version 3 at least one week ahead of time. Please take 

some time to look through it and feel free to make notes to bring to the interview. We will set up a 

time at your convenience in the month of June to hold the interview. The interview will be 

completed over Skype or Zoom, whichever platform you find most convenient. The interview will be 

recorded and stored on the main researcher’s laptop and on One Drive that will be locked with a 

password. The interviews will be transcribed (i.e. the audio file will be put word for word in a Word 

document) and I will ask you to review the transcription, to make sure that I have understood and 

you can deduct anything that you wish you would not have said. Ones we are happy with the 

transcription the audio files will be destroyed and the Word files will be stored through the 

LSHTM’s storing system. Only people on request will be able to access these files. This is in 

compliance with data storage of scientific data. My supervisor, Dr Marko Kerac from the university 

will have access to these files.  It will last about 45-60 min.  

 

 

What are the possible benefits?  

We cannot promise the study will help you personally but the information we get from the study 

will help our knowledge and understanding of this research area so that we can improve the MAMI 

care pathway and understand whether it is scalable for an international humanitarian 

organisation such as Medair. 

 

What if something goes wrong?  

If you have a concern about any aspect of this study, feel free to contact me, [the author] and I  will 

do my best to answer your questions either through e-mail [ID] or through Skype [SkypeID]. If you 

remain unhappy and wish to complain formally, you can do this by contacting the sponsor: Patricia 

Henley at rgio@lshtm.ac.uk or +44 (0) 20 7927 2626 

 

The London School of Hygiene and Tropical Medicine holds insurance policies which apply to this 
study. If you experience harm or injury as a result of taking part in this study, you may be eligible to 
claim compensation.  
 

Can I change my mind about taking part? 

Yes.  You can withdraw from the study at any time.  You just need to tell any of the researchers or 

the interviewer that you don’t want to be in the study anymore.   

 

What will happen to information collected about me?  

We will need to use information from you for this research project.  All information collected about 

you will be kept private.  Only the study staff and authorities who check that the study is being 

carried out properly will be allowed to look at information about you.  Information will include 

your position and the country you are in (labelled as a number), but not your name, contact details, 

age or other direct identifiable details, e.g. PM-1.   We will keep all information about you safe and 

secure.   

 
At the end of the project, the study data will be archived on the LSHTM Data Compass system, an 

online secure storage system.  The data will be made available on request only to other researchers 

worldwide for research and to improve medical knowledge and patient care. Whilst we will not 

hold any directly identifiable details (and thus external users would not be able to identify you), the 

mailto:rgio@lshtm.ac.uk
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study team and researchers from within Medair might be able to identify you, if they knew who was 

holding what position in a certain country during the time of the data collection, this is why we will 

give you the opportunity to review the transcripts.  

 

What are your choices about how your information is used? 

You can stop being part of the study at any time, without giving a reason, but we will keep 

information about you that we already have.   

 

Where can you find out more about how your information is used? 

You can find out more about how we use your information 

• At https://www.lshtm.ac.uk/files/research-participant-privacy-notice.pdf  

• by asking one of the research team 

• by sending an email to DPO@lshtm.ac.uk  
 

What will happen to the results of this study?  

The study results will be published in a medical journal so that others can learn from them. Your 
personal information will not be included in the study report and there is no way that you can be 
identified from it.  
 

Who is organising and funding this study?  

London School of Hygiene & Tropical Medicine is the sponsor for the research and they have full 

responsibility for the project including the collection, storage and analysis of your data, and will act 

as the Data Controller for the study.  This means that we are responsible for looking after your 

information and using it properly. 

 
Who has reviewed this study?  

All research involving human participants is looked at by an independent group of people, called a 
Research Ethics Committee, to protect your interests. This study has been reviewed and given 
favourable opinion by The London School of Hygiene and Tropical Medicine Research Ethics 
Committee (25657).  Medair (Dr Wendy Dyment) has also reviewed the study and have agreed that 
it is okay for us to ask people to take part. 
 
 
Further information and contact details  

 

Thank you for taking time to read this information sheet.   If you think you will take part in the 

study please read and sign the consent form. 

 

If you would like any further information, please contact [the author] or Dr Marko Kerac who 

can answer any questions you may have about the study. If you have any concerns on any 

implications for you as a Medair employee please contact Wendy Dyment, who is a technical 

advisor to this research project. 

 

Contact details:   

[the author]  MSc candidate in Nutrition for Global Health and main researcher  

Dr Marko Kerac Main supervisor and professor at LSHTM  

Dr Wendy Dyment Technical supervisor and Senior Health and Nutrition advisor at Medair  

https://www.lshtm.ac.uk/files/research-participant-privacy-notice.pdf
mailto:DPO@lshtm.ac.uk


 

A copy of this informed consent document has been provided to the participant. 

Centre Number: 
Study Number: 25657 
Participant Identification Number: 
[Informed Consent for Participant with Impartial witness_23.09.16_v2]  
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Annex 2: Participant consent form 
Title of Project: Exploring opportunities and barriers in scaling up the management of small 
and nutritionally At-risk Infants aged u6 months and their Mothers (MAMI): a qualitative study. 

Name of Researcher responsible for project: [the author], Marko Kerac and Wendy 
Dyment 

 

 

 

  

Printed name of participant   Signature of participant  Date  

 
 

I attest that I have explained the study information accurately in _________________ to, and was understood to 
the best of my knowledge by, the participant and that he/she has freely given their consent to participate* 
in the presence of the above named impartial witness (where applicable).   
 

 

 

  

Printed name of person obtaining  Signature of person obtaining consent  Date 

consent     

Statement  Please initial 
each box 

I confirm that I have read the information sheet dated 19.04.21. (version 
2) for the above named study.  I have had the opportunity to consider 
the information, ask questions and have these answered satisfactorily.  

 

I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason, without my medical 
care or legal rights being affected. 

 

I understand that relevant sections of data collected during the study 
may be looked at by authorised individuals from London School of 
Hygiene and Tropical Medicine, where it is relevant to my taking part in 
this research.  I give permission for these individuals to have access to 
my records. 

 

I understand that data from me may be shared via a public data 
repository or by sharing directly with other researchers, and that I will 
not be identifiable from this information 

 

I agree to take part in the above named study 
 



 

47 
 

Annex 3: Recruitment e-mail 
Dear XXX, 

I am sending you this e-mail to see if you would be willing to share your thoughts on the 

management of small and nutritionally at-risk Infants <6 months and their mothers (MAMI), for a 

study at the London School of Hygiene and Tropical Medicine 39. 

I used to work with Medair in South Sudan, Bangladesh and Iraq and am now a student at LSTHM 

doing the Master’s in Nutrition for Global Health.  

In this study we hope to learn more specifically where you see are opportunities and barriers to 

implement the MAMI care pathway. This will help inform how we can best address these barriers 

and make best use of opportunities to scale-up the MAMI care pathway version 3 that was just 

released in early May 2021.   

Participation will mean one single interview, lasting 45-60 minutes, in English (statements made in a 

personal capacity only, not as representatives of countries or Medair as an organisation). I will also 

ask you to review the MAMI care pathway version 3, although not in detail but to give you some 

idea, so you do not need to have any previous MAMI experience for us to still want to hear your 

perspectives. If you already now would like to learn more, you can watch this overview session on 

the MAMI care pathway on YouTube (https://www.youtube.com/watch?v=g5vniragltw&t=1s and 

https://www.youtube.com/watch?v=i33TLC_Zit0&t=6s) by the MAMI global network.  

I hope it is okay that I follow-up with an e-mail with further detail and some options for times where I 

can interview you over Zoom or another forum, whichever works best with your internet availability.  

Your contribution will be greatly appreciated! 

Many thanks and best wishes, 

[the author] 

MSc candidate Nutrition for Global Health 

https://www.youtube.com/watch?v=g5vniragltw&t=1s
https://www.youtube.com/watch?v=i33TLC_Zit0&t=6s
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Annex 4: Interview guide 

Introductions 
My name is [the author], and I am a current MSc student at LSHTM studying Nutrition for Global 

Health. I have previously worked for Medair as a health and nutrition manager in South Sudan and in 

Bangladesh and health project manager in Iraq. In Bangladesh I supervised the roll-out of the MAMI 

project. 

I will ask you to introduce yourself, when we have started the recording. 

Firstly, do you have any questions regarding the information sheet or consent form before we start?  

I just want to again reiterate that this is not a review of your knowledge or performance, neither of 

yourself or of the organisation. I am interested in hearing your perspectives on the questions asked.  

Are you okay for me to start the recording? 

Please tell me a bit about yourself:  

- your educational background  

- your current role  
- where you work 

 

Perceptions on current treatment 
1. Ask: What do you believe/see are current needs for small or nutritionally at-risk infants under 

6 months? Small or nutritionally at-risk infants could be infants that are born smaller than 

normal (i.e. small for gestational age, low birthweight) or that later are small for their age 40, or 

small compared to their length (WLZ). They could also be at risk of becoming small, i.e. twins, a 

mother that is depressed, an infant with a disability etc.  

Prompt: 

i. How is this identified? 

ii. Any specific needs or vulnerability related to this age-group? 

2. Ask: What are current interventions that you or others in your area are implementing that you 

know of for small or nutritionally at-risk infants under 6 months? 

Prompt: 

i. Is it adequate/not adequate – Why? 

ii. Challenges? 

Potential to implement MAMI care pathway version 3 and barriers and 

opportunities for implementation 
Ask: Have you heard of and/or had time to look at the MAMI care pathway version 3? Tell me of 

your initial thoughts/comments? 
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Following questions are based on the scalability checklist: 

A. (How convincing is the scaling strategy?)  
Ask: What is your current strategy for the management of small or nutritionally at-risk infants U6M 

in your project/country programme? Do you have a specific strategy? 

Prompt:  

i. Do you see a need for such a care package in your setting?  

ii. Would you use it/is it useful? 
 

B. (Is the intervention credible?) 
Ask: Can you tell me of any evidence that you of for the MAMI care pathway or the management 

of infants U6M? 

Prompt: 

i. Strong/weak evidence? – why? 

ii. Clear/not clear evidence? Why? 

iii. What could be the potential benefit/impact/harm of implementing the MAMI care 
pathway? 

 

C. (How strong is the support for change?) 
Ask: Among all the priorities that you have to make in your project or country programme how do 

you decide how to prioritize implementing the MAMI care pathway? 

Prompt: 

• Are there barriers/opportunities to place it higher? 

• Funding/no funding? 

• Organisational barriers?  

 

D. (Does the model have relative advantage over existing practices?) 
Ask: Compared with IMCI and/or CMAM guidelines what, if anything, does this care pathway add?  

Prompt: 

• How is it better/worse/more complicated? 

• Do you see risks in implementing the MAMI care pathway? What risks? 
 

E. (How easy is the model to transfer and adopt?) 
Ask: How in line with current organisation priorities would adapting the MAMI care pathway be? 

Prompt: 

- Is it in line with current organisational priorities? 

- Is it in line with current government/cluster priorities? 
Ask: Tell me about some opportunities for reaching vulnerable u6 months infants and 

implementing the MAMI care pathway in your setting. 

Prompt: 

i. Where do you see this patient group already at your health and/or nutrition facilities? If not, 
how could you reach them? 

ii. What (type of) staff could implement the care pathway? 

- Would you need more staff of a certain category? 
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- Would you need other staff? 

iii. What type of training would existing or new staff need to be able to implement the care 
pathway? 

- Any thoughts on supervision – could current management staff oversee such an 
implementation? What type of training would they need? 

iv. How would your decision-making process look like to be able to implement such a care 
pathway? 

- Could you decide independently – does it already fit within current projects? 

- Permission from donors/cluster/government/advisors/country directors? 

v. What would you need to procure to be able to start? 

- Would it involve any new pipe-line? 

- Do you have tools (e.g. weighing scales) for this age-group that can be used? 

- Is there a space at your health and/or nutrition site where mothers can be 
counselled? If not, what would it take to create such a space? 

Ask: Now tell me about some barriers that you see for reaching vulnerable u6 months 

infants and implementing the MAMI care pathway in your setting 

Prompt: 

i. Barriers to reach this patient group? 

ii. Barriers to the “right” type of staff? 

iii. What type of training? 

iv. How is the decision-making process? 

v. Procurement/Logistical challenges/barriers 
 

F. (How good is the fit between the intervention and the adopting organization?) 
Ask: How familiar/comfortable are you, your team and/or your organisation with implementing 

new guidelines? 

Prompt: 

- What is your reputation among other organisations locally, nationally and/or 
internationally in the area of the management of infants u6 months? 

i. Within reproductive health 
ii. Within EPI? 

iii. Within CMAM? 
iv. Within IMCI? 

- How is the support for you to implement such a programme if you would want that? 
 

G. (Is there a sustainable source of funding?) 
Ask: What are opportunities or barriers to having a sustainable source of funding if you would 

implement the MAMI care pathway? 

Prompt: 

- Do you anticipate increased/similar/lower costs?  

- Could your current budget cover implementing the MAMI care pathway? 

- Could current funding streams cover implementing the MAMI care pathway? Or 
would you need to find new donors? 

- Do you have internal funding available? 
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Annex 5: Consolidated criteria for reporting qualitative studies 

(COREQ)  
(from table 1 on page 352)34 

No  Item Guide questions/description 

Reported on 
page no and 

section 

Domain 1: Research team and reflexivity   

Personal Characteristics  

1. Interviewer/facilitator Which author/s conducted the interview or focus 
group?  

3.1.1 

2. Credentials What were the researcher’s credentials? E.g. 
PhD, MD 

3.1.1 

3. Occupation What was their occupation at the time of the 
study? 

3.1.1 

4. Gender Was the researcher male or female? 3.1.1 

5. Experience and training What experience or training did the researcher 
have?  

3.1.1 

Relationship with participants   

6. Relationship established Was a relationship established prior to study 
commencement? 

3.1.2 

7. Participant knowledge of 
the interviewer 

What did the participants know about the 
researcher? e.g. personal goals, reasons for 

doing the research 

3.1.2 

8. Interviewer 
characteristics 

What characteristics were reported about the 
interviewer/facilitator? e.g. Bias, assumptions, 
reasons and interests in the research topic  

3.1.2 

Domain 2: study design   

Theoretical framework   

9. Methodological 
orientation and Theory 

What methodological orientation was stated to 
underpin the study? e.g. grounded theory, 
discourse analysis, ethnography, phenomenology, 
content analysis  

3.2.1 

Participant selection   

10. Sampling How were participants selected? e.g. purposive, 

convenience, consecutive, snowball 

3.2.2 

11. Method of approach How were participants approached? e.g. face-to-
face, telephone, mail, email 

3.2.2 

12. Sample size How many participants were in the study? 3.2.2 

13. Non-participation How many people refused to participate or 
dropped out? Reasons?  

4 

Setting   

14. Setting of data collection Where was the data collected? e.g. home, clinic, 
workplace 

3.2.3 

15. Presence of non-
participants 

Was anyone else present besides the participants 
and researchers? 

3.2.3 

16 Description of sample What are the important characteristics of the 
sample? e.g. demographic data, date  

3.2.2  
4 

Data collection   

17. Interview guide Were questions, prompts, guides provided by the 

authors? Was it pilot tested? 

3.2.4 

18. Repeat interviews Were repeat interviews carried out? If yes, how 
many? 

3.2.4 

19. Audio/visual recording Did the research use audio or visual recording to 
collect the data? 

3.2.4 

20. Field notes Were field notes made during and/or after the 
interview or focus group? 

3.2.4 
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No  Item Guide questions/description 

Reported on 
page no and 
section 

21. Duration What was the duration of the interviews or focus 
group? 

3.2.4 

22. Data saturation Was data saturation discussed? 3.2.2 

23. Transcripts returned Were transcripts returned to participants for 

comment and/or correction?  

4. 

Domain 3: analysis and findings  

Data analysis   

24. Number of data coders How many data coders coded the data? 3.3.1 

25. Description of the 
coding tree 

Did authors provide a description of the coding 
tree? 

4.2 

26. Derivation of themes Were themes identified in advance or derived 
from the data? 

3.3.1 and 4.2 

27. Software What software, if applicable, was used to manage 
the data? 

3.3.1 

28. Participant checking Did participants provide feedback on the findings? n/a  

Reporting   

29. Quotations presented Were participant quotations presented to illustrate 
the themes / findings? Was each quotation 
identified? e.g. participant number 

4. 

30. Data and findings 

consistent 

Was there consistency between the data 

presented and the findings? 

4. 

31. Clarity of major themes Were major themes clearly presented in the 
findings? 

4.2; p.20 

32. Clarity of minor themes Is there a description of diverse cases or 
discussion of minor themes? 

n/a 
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Annex 6: Approval letter by LSTHM MSc Ethical Committee 

 



 

54 
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Annex 7: Scalability checklist 
Model Categories   A 

 
B Scaling up is harder → C 

A. How 

convincing 
is the scaling 
strategy? 

1  Presence of  a clear and compelling 

strategy for reaching scale X 
No articulated scaling strategy 

 

2  
Homogeneous problem, target group 
and setting – geography, language, 
economy, politics  

X 
Multiple, diverse contexts 

 

B. Is the 
intervention 
credible? 

3  Based on sound evidence x Little or no solid evidence  

4  Independent external evaluation  No independent external evaluation x 

5  Substantial evidence that the model 
works in diverse contexts 

x 
There is no evidence that the model 
works in diverse contexts 

 

6 x 
Supported by eminent individuals and 

institutions 
 Supported by few or no eminent 

individuals and institutions 
 

7 x 
Impact very visible to decision-makers 
and users and easily associated with 
the intervention 

 
Impact relatively invisible to decision 
makers and users and/or not easily 
attributable to the intervention 

 

C. How strong is 
the support 
for change? 

8 x 
Strong sense of  urgency regarding 
the problem or need 

 Relative complacency 
 

9 x 
Strong leadership coalition committed 
to change 

 Weak, divided or deeply 
conservative leadership  

10 x 
Addresses an objectively signif icant, 
persistent problem 

 Addresses a problem that af fects few 
people or has limited impact 

 

11  
Addresses an issue that is currently 
high on the policy agenda x 

Addresses an issue that is low on the 
policy agenda  

12 x 
Addresses a need that is sharply felt 
by potential benef iciaries 

 Addresses a need that is not sharply 
felt by potential benef iciaries 

 

13  Faces limited opposition x Faces strong opposition  

D. Does the 

model 
have relative 
advantage 

over existing 
practices? 

14 x 
Current solutions considered 

inadequate 
 Current solutions considered adequate 

 

15 x 

Superior ef fectiveness to current 
solutions and other alternatives 
clearly established 

 

Little or no objective evidence of  
superiority to current solutions and 
other alternatives 

 

E. How easy is 
the model 

to transfer 
and adopt? 

16  
Implementable with existing systems, 
inf rastructure, and human resources x 

Requires signif icant new or additional 
systems, inf rastructure, or human 

resources 
 

17  
Small departure f rom current 
practices of  target population x 

Large departure f rom current practices 
of  target population  

18  Fully consistent with government 

policy 
 Requires substantial change in 

government policies 
x 

19  Few decision makers involved in 
agreeing to adoption of the model 

 Many decision makers involved in 
agreeing to adoption x 

20  
Highly technological with clear 

deliverables 
 Process and/or values are critical 

x 

21  Low complexity; few components; 
easily added onto existing systems x 

High complexity with many 
components; integrated package  

22  

Intervention is self -regulating 
x 

Intervention requires substantial 

supervision and monitoring to maintain 
quality 

 

23 x 
Able to be tested by users on a 

limited scale  
 Unable to be tested without adoption 

at a large-scale 
 

F. How good is 
the 
fit between the 

intervention and 
the adopting 
organization? 

24  
Adopting organization has the 
operational capacity and f inancial 
resources to implement at scale 

x 
No organization with the systems, 
delivery agents, and resources to 
implement at scale 

 

25 x 
Adopting and intermediary 
organizations with experience scaling 
similar interventions 

 
Adopting and intermediary 
organizations lack experience scaling 
similar interventions 

 

26 x 

Adopting organization has physical 

presence or strong network and 
credibility in relevant contexts 

 

Adopting organization lacks footprint 

and credibility in relevant contexts  

27 x 

Adopting organization has leadership 

team, norms and incentives 
consistent with the intervention 

 

Major changes needed in 

leadership,organizational norms and 
incentives 

 

28 x 
Demonstrable support for the change 
among staf f  of adopting organization 

 
Active resistance by staf f  of adopting 
organization 

 

29 x 
Organizational history and culture of  
iterative learning and evidence-based 
decision-making 

 
No history of  iterative learning and 
evidence-based decision-making  

G. Is there a 

sustainable 
source of 
funding? 

30  
Substantially lower unit cost than 

existing or alternative solutions 
 

Higher unit cost than existing or 

alternative solutions 
x 

31  
Requires small commitment of  funds 
to begin 

x 
Requires large commitment of  funds to 
begin 
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Model Categories   A 
 

B Scaling up is harder → C 

32  
Financed by internal funding (e.g., 
user fees), endowment or sustainable 

subsidy 

x 
No sustainable funding source 

 

Total number 
of checks 

 14 
 

13 
 

4 

 


