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Abstract 

Background: Malnutrition in infants <6 months is a complex issue and influenced by a 

multitude of underlying factors. Evidence on best practice of treatment is still limited. Skilled 

staff is essential to provide successful support. Trainings and tools to facilitate health 

workers with specific skills to support mothers and infants are important. As guidelines for 

management and implementation are not standardised, organisations develop their own 

training material. A variety of different trainings and patient management tools are available. 

To scale up programmes and their uptake into national guidelines, unanimous messaging is 

essential. This study aims to improve the management of at-risk mothers and infants <6 

months, by summarising and providing improved understanding of currently available 

trainings and patient management tools. 

Methods: Methods are divided in a focused literature review, identifying different trainings 

available and qualitative research, based on semi-structured interviews with staff (n=9) 

working at different organisations and have experience with at mothers and at-risk infants <6 

months. Interviews were held to provide an insight about perception and use of training tools 

currently available. Data was analysed using a phenomenological approach. 

Results: 15 different trainings were identified. Trainings were delivered in different settings 

including inpatient, outpatient and emergencies. Differences in curricula were found 

regarding breastfeeding assessment and assessment of the mother, including mental health 

and nutritional status. Participants reported gaps regarding counselling skills, time for 

practice and how to effectively provide mental health counselling. 

Conclusion: The delivery of trainings is highly dependent on the resources available and 

the setting they are delivered in. To ensure optimal patient management trainings should 

consider the specific needs and limitation of each setting. Emphasis needs to be given on 

breastfeeding and mental health support as well as counselling. Practical time and refresher 

trainings as well as monitoring should be standardised to ensure quality of services. 
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1. Introduction 
1.1. Malnutrition 

According to the World Health Organisation (WHO) malnutrition is defined as “inadequate 

dietary intake, resulting in undernutrition, inadequate vitamin or mineral status, as well as 

overweight and obesity, finally leading to diet-related noncommunicable disease”1. 

Especially in low- and middle-income countries undernutrition is a major contributor to all-

cause mortality and disability for adjusted live years (DALY), with women and children 

carrying most of the disease burden2. Evidence has found that undernutrition in children can 

impair development, increase the risk of infectious disease, mortality and the manifestation 

of chronic disease during adulthood3–6. To reverse possible negative health impairments the 

first 1000 days in a child’s life were found to be a window of opportunity7,8. Additionally, 

maternal nutritional status can severely affect birth outcomes and result into preterm birth, 

low birth weight and growth faltering, predisposing a child to become malnourished9–11. 

Outlining the vicious cycle of undernutrition, the importance of both, a mother’s nutritional 

status before and during pregnancy, and a child’s nutrition in the first 1000 days of live 

become apparent3,7.  

1.2. Prevalence of Undernutrition in Children under five 

Undernutrition is differentiated and measured in moderate acute- (MAM) and severe acute 

malnutrition (SAM), identified by a child being either stunted (short for age) or wasted 

(having low weight for height)2. Whereas stunting is referred to as a chronic form of 

malnutrition resulting from insufficient nutrient absorption or intake over a prolonged time, 

wasting is the more acute form caused by a rapid decrease in weight due to low nutrient 

intake or underlying infectious disease such as diarrhoea2,12,13. 

Figure 1Global prevalence of undernutrition in children under 5

 
Source: UNICEF, WHO, World Bank Joint Child Malnutrition dataset 
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In 2018, the global burden of stunting and wasting in children under five years accounted for 

150.8 and 50.5 million respectively14. Although a decrease in stunting from 32.6% in 2000 to 

22.2% in 2017 was observed, the velocity in reduction has been very slow. The prevalence 

of wasting only decreased minimally from 7.9% in 2000 to 7.2% in 2017. With 15% of 

wasting being considered as a public health threat, this prevalence remains alarmingly 

high14. Additionally, children can be affected by more than one form of malnutrition only. 15.9 

million (3.62%) children under five were found to be stunted and wasted at the same time, 

and 8.23 million (1.87%) are stunted and overweight14. Current research has found, that 

being stunted as well as wasted multiplies a child’s risk of morbidity and mortality15,16. 

Figure 2 Global prevalence of stunting, wasting and overweight in children under 5 (2000-2018) 

 

1.3. Acute Malnutrition in Infants <6 months 

Due to their specific need of breastmilk as a primary nutrition source, infants <6 months 

have long been regarded as protected from undernutrition and thus not been included in 

guidelines concerned with prevention or treatment17. However, due to increasing evidence of 

the prevalence of undernourished infants <6 months, the WHO recognised the need for 

action by dedicating a chapter to this specific age group in their guidelines “Management of 

Severe Acute Malnutrition in Infants and Children” in 201318,19. Currently about 8.5 million 

infants <6 months are affected by undernutrition of which 4 million are severely and 5 million 

are moderately wasted18. As already outlined before, undernutrition increases the risk of 

children’s morbidity and mortality, however the risk is even greater in this specific age group, 

due to their immunological and physiological immaturity20. A study, assessing admission 
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profile and discharge outcomes of infants <6 months in inpatient care, found that infants <6 

months had a 13% increase in mortality risk, compared to infants aged 6-60 months21. 

1.3.1. The Management of Acute Malnutrition in Infants <6 months (MAMI) 

After recognition of undernutrition in this specific age group the MAMI network, a 

collaboration between ENN and more than 36 researchers was established22. The goal is to 

inform and advance research and treatment as well as shifting the focus of treating the infant 

only, to a more holistic approach, considering mother and infant as a pair22. Findings 

regarding the management of at-risk infants are outlined in the following section. 

1.3.2. Risk Factors associated with Acute Malnutrition in Infants <6 months 

Causes of undernutrition in general are already hard to determine as they are influenced by 

a multitude of underlying factors, illustrated by the UNICEF conceptual framework of 

undernutrition (Figure 3)2,23,24. However, the determination of risk factors in infants <6 

months is even more complex20. Recent evidence distinguished between three categories of 

risk factors: household, maternal and infant 25. Although it was an observational study, 

plausible biological links were found with the identified risk factors. An association with infant 

wasting was found for poverty, maternal nutrition, mothers’ education, mothers’ 

disempowerment,  being born small, delayed introduction of breastfeeding, prelacteal feed 

and recent illness with diarrhoea25. Furthermore studies have identified that maternal mental 

health is also linked to infant health outcome 26–29.  
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Figure 3 UNICEF conceptual framework

 

 

Source: Global Health Nursing in the 21st Century 30 

 

1.3.3. Challenges managing at risk Infants under <6 months  

Current guidelines for the management of infants <6 months (see Figure 4) are still based on 

low evidence31. Besides inpatient treatment for severely malnourished infants, community-

based treatment for uncomplicated cases is suggested19. However national implementation 

of these recommendations is still sparse due to low evidence on treatment procedures31.  

Figure 4 Summary of WHO guidelines on the management of at-risk infants <6 months 

 

Adjusted from WHO Guidelines19  

Infants <6 months with SAM should receive the same medical 
tratment than odler infants

The establishment or reestablishment of BF should be priority of 
feeding approaches

Infants can be discharged from care when 1. BF is effective, or 
feeding good with replacement feeds, 2. Have adequate weight 
gain, 3. Have a weight-for lenght ≥ -2 Z scores of WHO growth  
Standart median
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As infants have special dietary needs compared to older children simple treatment with the 

provision of therapeutic foods is not possible20. The main recommendations are early 

initiation of breastfeeding (BF) and reestablishment if interrupted19, outlining an infant’s high 

reliability on the mother. BF is a sensitive topic and its success depends on both the mother 

and infant. Furthermore, even in optimal conditions successful breastfeeding support is time 

consuming and requires highly qualified staff, not only concerning technical but also soft 

skills28,32,33. Studies have found that a failure to relactate in the case of interrupted 

breastfeeding is often caused by lack or low level of support28. The management of non-

breastfed infants remains a challenge and lacks in guidelines31. If infants are malnourished 

and not able to breast feed, infant formula (F75 or diluted F100) is given, till they reach 

normal weight19,31. If infants are too little to receive complementary foods afterwards, long 

term supplementation with infant formula is necessary, which often is not available in low 

income settings34. Furthermore, it comes with the danger of lack of hygiene, putting infants 

at higher infection risk34. 

Moreover, the assessment for identification of SAM in this specific age group still under 

debate, because effectiveness of using anthropometric measurements to identify cases is 

not certain35. Weight for height Z-score (WHZ) as indicators and the same cut of ranges as 

for older children are used19. However, the WHO growth standards exclude infants smaller 

than 45cm, resulting in mixed messaging regarding assessment criteria35. Infants <6 months 

might also be healthy but simply born small. False identification in these cases could have 

fatal consequences as mothers might be concerned of not having enough breastmilk and 

rather feed a baby infant formula20. 

1.4. Rational 

Considering all complications in the management of SAM in infants <6 months combined, 

the need for trained staff to successfully tackle this issue becomes apparent. A lack of 

experience forces organisations to develop their own training strategies to prepare health 

workers for the management of this at-risk group, leading to a variety of different trainings 

available. To ensure uptake and also implementation of interventions in national guidelines, 

it is important to have clear and evidence-based communication. Thus, this study is filling a 

research gap by identifying different trainings available and evaluating variations. 

1.4.1. The Value of this Study 

1. Trainings available: 

As infants under six months have been more recognised to be a population vulnerable to 

malnutrition, the WHO included their handling first into the guidelines in 2013. Due to the 

specific nutritional needs of infants and malnourishment being recognised as a rising issue in 
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this age group, various trainings regarding their handling are available. However, as there 

are no gold standards available, trainings are likely to differ depending on the organisation 

they are provided by. 

1. Barriers for implementation: 

Although guidelines as well as various trainings and tools are available their uptake and 

implementation have been slow and none of the trainings available was adopted as a 

universal approach that is regarded as best practice. 

2. Bringing experience together 

The MAMI network is a unique collaboration of researchers from various organisations and 

different fields, aiming to improve the management of at-risk infants under six months. After 

the establishment of the C-MAMI tool their expertise and experience in the field provides a 

wide, organisation overarching pool of knowledge on how to improve trainings and achieve a 

more universal protocol. 

 

1.5. Aims and Objectives 

 

1.5.1. Study Aim 

The aim of this study is to improve the management of at- risk mothers and infants by 

improving the understanding of currently available trainings and patient management tools. 

1.5.2. Study Objectives 

1. To identify how many trainings and tools are currently available and their differences. 

2. To identify perceived issues and gaps in the practical application of trainings. 

3. To identify how trainings can be improved to ensure optimal delivery. 

 

 

 

 



 

7 
 

2. Methodologies 

2.1. Study Design 

The study combines two methods; in the first part a review of literature to identify different 

trainings concerning the training of staff managing at-risk mothers and infants <6 months will 

be performed. In the second part a qualitative research based on interviews will give an 

insight in how trainings are used, perceived, possible issues and room for improvement. 

2.1.1. Review of the Literature 

The focused literature review was based on a hand search to scope for trainings currently 

available. Tools and trainings included in this study had to aim at facilitating staff to work with 

at risk mothers and infants. Trainings aimed at different levels of staff such as management 

and health workers were included. For the scope of this study operational guidelines were 

excluded. 

2.1.2. Qualitative Research 

The theoretical framework of the qualitative research was based on a phenomenological 

approach. To ensure completeness of the research methods, the ‘Consolidated Criteria for 

Reporting Qualitative Research’ (COREQ) Checklist was used (see Annex 1)36. 

2.2. Participant Selection 

2.2.1. Sampling 

A purposive sampling method was chosen, as it is regarded as the most important method of 

non-probability sampling 37. It allowed to choose participants that had experience with the 

phenomena and select a study sample that was meaningful to the purpose of the study. The 

contacts of participants were provided by Dr. Marko Kerac. Participants were researchers’ 

part of the MAMI network or directly working with at risk infants <6 months. Invitations were 

sent via e mail, including information about the participation in the study and a consent form.  

2.2.2. Sample Size 

From these contacts a purposive nonprobability sample was drawn until point of saturation 

was achieved. For this study a sample of 10 interviewees, aiming at a balanced sample of 

researchers working for different organisations. 

In total 17 invitations were sent of which 15 responded. Due to difficulties in arranging 

interviews and time constrains a final number of nine participants was included in the study. 
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2.3. Data Collection 

2.3.1. Researcher 

The study was written, and the data collected by only one researcher, a female master 

student with a background in nutrition. Prior to the research commencement there was no 

relationship between the researcher and the participants established except and invitation 

email, inviting to part take and inform about the study. Interviewees were informed about the 

researcher’s background, goals and interest at the beginning of each interview. 

2.3.2. Interviews 

For primary data collection a semi structured interview outline was developed (see Appendix 

2). Questions that would provide an insight of topics relevant to the objectives were chosen. 

A draft interview outline was sent to participants to provide an overview and guidance on the 

topics covered. Interviews aimed to collect data of the experience in using trainings targeted 

at staff working with at-risk infants <6 months, covering three main areas: 

• Awareness of different trainings available and experience in their use  

(Objective 1) 

• Identification of perceived issues and gaps 

 (Objective 2) 

• Identification of how trainings could be improved 

 (Objective 3) 

The outline covered seven questions, ranging from general information of previous 

experience with at-risk infants <6 months to questions about different trainings such as 

strength’s and limitations, as well as how an ideal training would look like. The outline was 

used as a rough guide; however, participants were able to share experience outside these 

questions that seemed relevant to them. Interviews were held from the 1st to the 10th of 

August. Roughly an hour was allocated for each interview. 

At the beginning of each call the researcher introduced the project with special emphasis on 

the goals and objectives to ensure participants were familiar with the research and able to 

share knowledge and experience relevant to the research question. Furthermore, it was 

ensured that participants felt confident to share their knowledge on the topic. Duration of 

interviews ranged from 20 minutes to one hour. 

Each interview was only held once and during the conversation no one else besides the 

researcher and interviewee was present. 
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2.3.3. Settings 

Interviews were held using skype (version 8.46.0.60, 2019 Skype and Microsoft), which 

enabled the researcher to conduct the interviews from the London School of Hygiene and 

Tropical Medicine (LSHTM). This also limited the burden for participants as participation was 

possible from any current location, provided internet connection was available.  

2.3.4. Audio Recording 

Interviews were conducted from the researcher’s private laptop via skype to allow for 

recording of the conversations. The audio recordings were stored in a password scripted 

folder to ensure safe storage and confidentiality. After finalisation of the project data will be 

handed over to Dr. Marko Kerac to enable further use of the data and to facilitate future 

research. 

2.3.5. Transcript Returns 

Due to time limitations it was not possible to return the written transcripts to participants for 

proofreading and agreement with the content. However, each interviewee was informed that 

this would not be possible and agrees to the use of their provided information. 

2.4. Data Management and Analysis 

2.4.1. Management 

The data was only handled and coded by one researcher who also held the interviews. No 

field notes were taken during the interviews. In order to guarantee participant’s 

confidentiality, names were replaced with participant IDs. 

For faster transcription the software Express Scribe Pro (NCH Software v.5.55) was used. 

Interviews were transcribed completely. Familiarisation with the data took place during the 

transcription process and for further management of the analysis NVivo (QSR International, 

version 12, 2018) was used. 

2.4.2. Analysis 

The data was analysed using a phenomenological approach to provide a complete and full 

insight in participants experience. This approach was chosen as it aims to understand a 

phenomenon from the subject’s point of view38,39. As participants had different experiences 

and backgrounds it was hypothesised that there would be different perceptions. Thus, 

findings could arise rather than being imposed by the researcher and the questions 

formulated in the interview guide served as a tool to get a deeper insight into the participants 

lived experience 39. The description of the findings was kept as close to the raw data as 

possible. This was achieved by careful familiarisation with the data and by not adding or 

deleting any meaning to the initial content of the interviews. The investigator aimed to 
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minimise bias by being mindful of not being influenced by own opinions and expectations 

when coding the themes. 

2.4.3. Derivation of Themes 

To ensure that the research objectives were addressed during analysis, the interview 

questions were categorized into three major themes: variety of trainings identified, 

differences in trainings and areas of improvement. Due to the choice of a phenomenological 

research approach themes were derived from the data. 

To avoid overanalysing of the data and to minimise loss of meaning the process was broken 

down into different steps. 

• First the researcher listened repeatedly to the audio recordings to become familiar 

with the content and to gain a full sense of the ‘gestalt’ of the interview 

• Next the meaningful content of data was extracted by considering the content as well 

as the number of times a topic was mentioned 

• Then units of meanings were clustered together to form different themes 

• To ensure a holistic reflection of the content, interviews were briefly summarized 

using the extracted themes 

• In a final step, themes were summarised across interviews, considering the most 

common as well as the minor themes 
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3. Results 

This chapter is divided into two sections: the presentation of the trainings for staff working 

with mothers and at-risk infants <6 months, identified after reviewing the literature and the 

presentation of the qualitative findings from key informant interviews. For the purpose of this 

description the trainings will be referred to as letters they are assigned to in table 2. 

3.1. Identification of Trainings addressing Mothers and at-risk Infants <6 months 

The focused literature review resulted in the identification of 15 trainings, including the 

management of at-risk infants <6 months. Table 2 shows the trainings identified and an 

overview of different topics covered in their curriculum. A more detailed version and a 

second table summarising the logistics across all trainings can be found in Appendices 3 

and 4. There is a vast variety of operational guidelines available, addressing this specific 

population, however due to the scope of this study and the focus on training tools, these 

were not included. Although C-MAMI is not a training itself, it was included in this study, as it 

aims to provide a toolkit for staff involved in the management of this specific age group. 

3.2. Description of Key Features of Trainings 

3.2.1. Logistics 

Target Audience 

Most of the trainings are directed at trainers (A, B, G, J) or directly at health staff, including 

community health workers (CHW), health workers (HW), nurses, counsellors and nutrition 

workers at the primary referral level (C, D, F, G, I). Some trainings are aimed at different 

levels, for example IMCI addresses staff, such as doctors, nurses and health workers, 

directly involved with patient management. The ‘Infant and Young Child Feeding 

Counselling’ package is the only training that is specifically designed to facilitate illiterate- 

and/or staff with a lower education background to provide support and counselling. ‘Getting 

to know Cerebral Palsy’ and the ‘Feeding and Positioning Manual’ are the only two trainings 

that are directly aimed at caregivers. Three trainings are targeting emergency relief staff, 

ranging from trainers (A, K, L), technical staff and coordinators (K) to psychologists, lactation 

counsellors to midwives and nurses (L).  

All trainings aim to address mothers and infants, although C-MAMI is the only one solely 

targeted at infants aged 0-6 months. Other trainings cover a broader age range, from 0-24 

and the IYCF-E Toolkit even up to 60 months. ‘Think Healthy’ is only targeted at mothers. 
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Settings 

IMCI is the only training that is focused on inpatient care, although it was extended to also 

include the community. Four trainings are targeted at emergency settings (A, F, K, L) and 

one is specifically for low resource settings (N), where no technical devices are available. 

Two trainings do not specify a setting at all (D, M). 

Duration 

Four trainings did not have a specification on duration (A, F, I, M).  One is a 3-day course 

(G), three outlined that it was dependent on the setting (J, K, L), and three are set to be a 5-

day training (C, D, H, N). IMCI is aimed to be thought over 11 days. 

3.2.2. Curriculum 

The main differences observed in the curricula are regarding assessment, breastfeeding, the 

assessment of mother’s mental health and counselling skills. While most trainings except G, 

H, M, an N include the assessment of an infant’s feeding, only four (E, I, L, M) cover 

anthropometric and nutritional assessment. All trainings except ‘Thinking Healthy’ cover BF, 

however some trainings go more into detail of BF assessment, issues and counselling (see 

Appendix 3). Only training B, F, I, K and L address relactation and provide information on 

how to help a mother to re-establish BF. Only H, I, K, L and N included the assessment of a 

mother’s mental health, however, F, H, K, L and N cover her nutritional and physical 

assessment. Counselling skills were not included in the curriculum of training A, I and M. All 

trainings focused on emergencies (A, F, K, L) as well as D covered the management of 

artificial feeding and donations. However, only F, K and L addressed emergency 

preparedness. Food hygiene was only included in the curriculum of four trainings (B, F, K, 

L). 
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Table 1 Identified Trainings addressing Infants <6 months and comparison of Curriculum covered 
 A B C D E F G H I J K L M N 

Curriculum 
Covered 

Harmonised 
Training 
Package 

(HTP) 

Breastfeeding 
Counselling a 

Training 
Course 

Community 
IYCF 

Counselling 
Pack 

IYCF 
Counselling: 

An 
Integrated 

Course 

IMCI 
Infant 

Feeding in 
Emergencies 

HIV and 
Infant 

Feeding 
Counselling 

Think 
Healthy 

CMAMI 

Getting 
to know 
Cerebral 
Palsy* 

 
IYCF-E 
Toolkit 

Baby 
friendly 
Spaces 

Feeding + 
Positioning 

Manual: 
Guidelines 

for 
working 

with 
Babies and 

Children 

IYCF 
Counselling 

Infant  

Feeding 
Assessment 

X X X X X X   X X X X   

Anthropometric 
/ Nutritional 
Assessment 

    X    X   X  X 

The Sick Child  X   X         X 

Breastfeeding X X X X X X X  X X X X X X 

Relactation  X    X   X  X X   

Mother  

Maternal health 
assessment 

       X X  X X  X 

Women’s 
nutrition, 
physical health  

    X X  X   X X  X 

HIV and Infant 
Feeding 

 X X X  X X  X  X X X X 

Disability          X   X  

Counsellors  

Counselling 
Skills 

 X X X X X X X  X X X  X 

Communication 
Skills 

 X X X X X  X   X X  X 

Other  

Management of 
artificial feeding 
/ donations 

X   X  X     X X 

  

Emergency 
Preparedness 

X     X     X X 
  

Food Hygiene  X    X     X X   

  40,41,50,51,42–49
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3.3. Understanding how trainings and tools are used 

3.3.1. Interviews 

Key informant interviews served the distinction between theoretical key features of trainings 

outlined during the review of the literature and the difference of their use in practice. The 

results found are outlined in this section. 

Sample Characteristics 

In total a sample of nine participants was included in the study, working for nine different 

organisations and having experience across three different settings. 

Table 2 Sample Characteristics 
Participant ID Organisation Setting 

1 NGO Outpatient Care 

2 Academic/Research Institution  Inpatient Care 

3 NGO Emergencies 

4 Hospital Inpatient Care 

5 NGO In- and outpatient Care 

6 NGO Community Setting 

7 NGO Inpatient Care 

8 NGO Community Setting 

9 Nutrition Initiative Emergencies 

 

Derivation of Themes 

According to the objectives of this study the qualitative part aimed to identify three main 

areas. Summarizing different trainings available, identifying perceived issues and gaps in 

practice, as well as areas of improvement. Seven main themes were derived from the 

interview guide and these were further categorised into 23 subthemes arising from the 

further analysis of the interview transcripts (see Table 3). 

Table 3 Identified Themes and Subthemes 
Objectives Themes Subthemes 

1. Different Trainings and 
their Key Features 

Variety of Trainings identified Awareness of Trainings 

Experience with Trainings 

Differences in Trainings Logistics 

Curriculum 

Guidelines followed 

Skills and Needs Counselling Skills 

In-depth Knowledge and Practice of/in the Topic 

2. Issues and Perceived 
Gaps 

Issues with CMAMI Complicated Toolkit 

Fixed Assessment Criteria 

Where does it fit, IYCF or Malnutrition? 

Issues with IYCF-E toolkit Making Trainings applicable to different Levels 

General Issues Transition from Theory into Practice 

Perceived Gaps 
 

Breastfeeding Support 

CMAMI Training Package and Implementation Guide 

How to provide Mental Health Support 

Practice in providing Support 

Mentoring, follow up Trainings 

Emergency Preparedness 

3. Areas of improvement Ideal Training Comprehensive 

Integrated 

Delivery of Trainings 

Context specific 
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3.3.2. Variety of Trainings identified 

As interviewees were likely to be aware of more trainings than having experience in using 

them in the field, the identification of trainings was differentiated in “awareness of trainings” 

and “experience with trainings”.  

Table 4 Variety of trainings that were identified by participants 

Trainings Participants were aware of Trainings Participants had experience with 

CMAMI CMAMI 

Save the Children Save the Children 

IYCF IYCF 

40h Breastfeeding Course (WHO) Custom tailored trainings 

Breastfeeding a Counselling course IYCF 

Helping Babies Breathe  

Neonatal Feeding Training Neonatal Infant Feeding Course 

IYCF Community Course IYCF Community Course 

IMCI IMCI 

Baby Friendly SPACES  

 

3.3.3. Differences in Trainings 

During the interviews, participants identified the logistics of trainings they have been using in 

the past as well as a rough outline of the curriculum and guidelines they are based on. The 

results are displayed in Table 5.
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Table 5 Logistics of Trainings addressing at mothers and at-risk infants <6 months, identified by key informants 
Participants Trainings used Setting Target Audience Duration Costs Curriculum Guidelines followed 

1 

CMAMI 
Emergencies, 
communities 

IYCF Counsellors, nurses 
2 day on CMAMI, 3-day 

IYCF plus 2 days and 
then once a week 

No real costs, travel 
costs for staff 

Save the Children IYCF training 
Modified from CMAMI 

Guidelines, national 
guidelines, WHO 

2 

IMCI, IYCF, CMAMI 
Hospital, 

communities 
CHW, IMCI: doctors, nurses, 

paramedics 

3 to 5 days, IMCI and 
IYCF often running for 3 

to 4 months in 
inpatient 

N/A 
IMCI curriculum, IYCF curriculum, 

breastfeeding 
IYCF, FANTA 

3 

IYCF, IYCF-E, 
CMAMI 

Emergencies 
IYCF Counsellors, Programme 

managers, trainers 

5 days for managers, 
for counsellors usually 

3 

Venue, food during 
trainings, Material, 

Baby dolls, 
relactation kit 

IYCF-E curriculum, relactation, 
exclusive BF, topics related to < 6 
months, counselling skills, setting 

up an artificial feeding 
programme, Psychosocial 

support, Staffing 

WHO, UNICEF 

4 

Tailor made course Hospital 
HW, doctors, nurses, 

nutritionists, peer supporter 
5 day N/A 

Pathology of malnutrition, clinical 
management of malnutrition 

baby friendly hospital 
initiative, National Guidelines 

for management of acute 
malnutrition 

5 

Neonatal feeding 
training 

Inpatient clinic 
Nurses, Social workers/ HW 
with different backgrounds, 

Midwives 
5 day N/A 

Assessment, Diagnosis, 
Treatment, what is good BF: how 
many times a day, breastfeeding 

assessment, counselling, 
monitoring 

National Guidelines, 
Malnutrition protocol 
Guidelines from WHO, 

UNICEF, FANTA 

6 
Community IYCF 
counselling pack 

Community 

Nutrition officers, protection 
officers, S staff, nutrition 
community mobilisers, 
nutrition coordinators 

3 to 5 days N/A 
Community awareness, 

community sensitisation, content 
for under six months 

WHO, UNICEF 

7 40h Breastfeeding 
course, tailor made 
course, Infants with 
feeding difficulties 

inpatient 
Front line community 

workers, healthcare staff 
5 days N/A   

8 
CMAMI Emergencies 

Nurses with Nutrition 
experience 

1-3 days N/A  
CMAMI toolkit, National 

Guidelines 

9 Training based on 
WHO, UNICEF and 

later modified 
version, IYCF-E 

Emergencies 
Variety off people with 
different backgrounds 

Depending on setting 
and resources 

N/A 
Growth monitoring, taking 

Anthropometrics 
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3.3.4. Skills and Seeds 

Counselling skills 

Interviewees considered knowledge of the topic as a very important need when it comes to 

working with at-risk infants and their mothers. However, even greater emphasis was given to 

the importance of counselling skills amongst most participants interviewed, regardless of the 

training. However, interviewees that gave strong emphasis on counselling skills often had a 

community or emergency background. 

“Because it is actually really important to get the technical knowledge 

for the staff but actually if they don’t know how to do counselling 

and I have seen it in so many different countries, then it is not 

gonna be successful.” ID3 

It was mentioned that in public health, often too much focus is given on general 

recommendations, anthropometrics and feeding but that the “bigger picture” (ID3) needs to 

be considered and to “follow a more holistic approach” (ID3) to provide good counselling and 

support. This includes active listening skills to identify what difficulties the mother might face 

regarding breastfeeding, encouraging her and promoting active behaviour change to 

successfully achieve sustainable changes in infant feeding practices. 

“…they know it is the best thing for the baby, but they have too many 

other problems and so listening to those other problems I think is 

important.” ID9 

Furthermore, engaging with people’s attitudes and beliefs, as well as storytelling was 

thought to be an important part of good counselling skills. Compared to our western culture, 

in many settings people are much more aligned with their beliefs and see them as part of 

their daily lives. Especially in settings were people are confronted with life and death, 

engaging and connecting with people on this level is key to ensure engagement in the 

project.  

 “I mean skills is one thing but really engaging with people’s attitudes 

and values […], I think we neglect that part (...) I mean for 

example in lot of what we are talking about are differences in life 

and death, so it is about how do you take the responsibility for 

that role and what does that mean to you as a person, why are 

you motivated to do this job, that kind of stuff.” ID2 

 

 



 

18 
 

In-depth Knowledge of the Topic 

Most of the respondents agreed that in depth knowledge is an important skill for trainers as 

well as front line staff.  

“…Trainers have to be credible, they have to have done it, […] adult 

learners aren’t stupid, they know if they are a health worker who 

has done nutrition, and they are trained by a trainer who has 

never done it, they are not going to pay attention.” ID2 

“IYCF is I would say harder than malnutrition to treat, it’s a much 

more nuanced skill set, there is no ‘if then process’ you know, ‘if 

this than 100 other things to check’. That’s exaggerating 

obviously but it is not just one answer.” ID7 

“…especially when it comes to helping with breastfeeding which is a 

lot of (...) in the dark, you need to understand malnutrition and 

you need to understand about breastfeeding and also a little bit 

about how you can spot a preterm baby. I mean a lot of those 

babies are actually not malnourished, but they are born preterm 

unless you know the gestational age of the baby then you label it 

as malnourished.” ID2 

 

3.4. Perceived Issues and Gaps 

3.4.1. Issues 

Issues and gaps also varied depending on the setting but were similar in some cases. 

Different tools had different issues and gaps and thus were differentiated in CMAMI, Save 

the Children trainings, and trainings used in in-patient care. 

Complicated Toolkit 

Especially with the CMAMI toolkit, participants found that the second version was more 

complicated compared to the first version. It was found to be “a lot of material and the team 

felt quite overwhelmed with the materials.” (ID 8). In training settings where time is limited 

staff often did not have the time to familiarise themselves with the tool and did not feel 

confident with its application.  

“There was a little bit of practical on it, but with the extent of this one-

day orientation the team does not feel confident to then cascade 

it down when I was checking last week. And this is from some 

who are experienced in IYCF and acute malnutrition.” ID8 
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Fixed Assessment Criteria 

Participants agreed that there was a lack of fixed assessment criteria, which are important to 

identify admission and discharge cut offs. Understandably due to their small nature, infants 

are hard to assess, and assessment methods have long been under debate. However, 

participants commented that changes in assessment criteria, from weight for height to 

MUAC or weight for age still create confusion as to which measure should be used. This not 

only impacts the implementation amongst organisations but also leads to governments not 

taking the tool on board. 

“…it is still heavily NGO supported because we made it a bit too 

complicated and if we keep changing the admission and 

discharge cut offs, because this is what happened with CMAM, 

its gone from weight for height to weight for age and then it is 

three MUAC cut offs now it’s got two, you know you can only do 

a certain amount of changes otherwise people get confused.” ID8 

 

Where does it fit, IYCF or Malnutrition? 

The question if CMAMI falls under an IYCF programme or a malnutrition programme also 

creates some confusion about if it is a preventative or a treatment programme. Participants 

identified that this could affect the uptake of the programme, as it is harder to get funding for 

IYCF compared to malnutrition, but also that governments are more reluctant to include it 

into their guidelines. Furthermore, depending on the setting it is also a question of who is 

responsible. In emergencies different people would be responsible for implementation 

according to the classification of CMAMI as an IYCF or malnutrition programme.  

“…I think that is one of the problems that there is still confusion if it 

falls under infant feeding or acute malnutrition because of the 

name CMAMI. […] The very first version of CMAMI was referred 

to as community based management of acute malnutrition, and 

that affords what we call CMAM or IMAM in the community and 

that would be maybe at sometimes a different team, if you work 

with government it would be the same health worker but if you 

are working in like in the refugee context it is slightly different 

programmatically…” ID8 
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Making Trainings applicable to different Levels 

The major limitation criticised about the IYCF-E toolkit for emergency staff of save the 

children was, that it was targeted at staff in higher levels and was not applicable for field 

staff. Thus, adaptation was needed as the training did not incorporate “practice on how like 

do you set up lactation techniques end this type of thing.” ID3. 

However, the content on breastfeeding was found to be “fairly robust” ID3. 

Transition from Theory into Practice 

In general, the transition from theory into practice was often regarded as a limitation due to 

lack of practice modules in trainings and the gap between knowledge and application.  

“I mean helping a mum breastfeeding takes time, you have to be 

sitting there for 40 minutes, half an hour, and I think when you do 

the training, people think oh yeah I understand this, but the 

actual transition into practice it is quite a big jump there.” ID2 

However, in inpatient care there seems to be a better balance between theory and practice. 

Especially with the 40h Breastfeeding Course it was mentioned that trainees are able to 

apply the learned knowledge into practice and thus have the possibility to build counselling 

skills.  

“…is because it builds skills, it builds skills of counsellors because it 

includes clinical practice, so you learn a skill and then you go out 

and practice. You learn a new skill you keep building them and 

then you go out and practice.” ID7 

Some trainings such as the ‘Neonatal Infant Feeding Training’ try to overcome this gap with 

supervised practice, which was considered a big strength of the training as “it gives you a lot 

of time to actually go into the unit and practice with real mums, real babies,…” ID5. 

 

3.4.2. Perceived Gaps 

Breastfeeding Support 

As infants under six months should be exclusively breastfed, supporting the mother to be 

able to do so, is key. However, breastfeeding is complex and highly individual, with multiple 

complications that can arise, starting from not having enough milk to mental health issues. 

Thus, as a first step, participants identified the needs of having good breastfeeding 

assessment as well as supporting strategies in place. Experiences were similar across 

different organisations and with different training tools. 
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“…like when I was looking for simple tools to do breastfeeding 

assessment, they weren’t really available, especially not 

evidence based,” ID1 

“...the whole idea of counselling is quite foreign to many of our staff in 

emergency settings. So because it does take quite of analytical 

skills, I was thinking of maybe a gap that there is of how do you 

do a good breastfeeding assessment and then not just doing the 

assessment but then the next step is okay this is the issue and 

this is what we are going to address.” ID1 

Furthermore, the issues of what to do with infants that for some reason cannot be 

exclusively breastfed was raised. Interviewees identified that there is a gap of guidance in 

these cases, especially on how to set up an alternative feeding programme such as wet 

nursing. 

“…but usually I think the trainings and guidelines have been 

reinforcing very much on like breastfeeding and we know that’s 

the recommendation, like exclusive breastfeeding for under six 

months, but some of them have you know, what to do, because 

sometimes they are in a specific situation or in a specific case 

that children cannot breastfeed. So, what to do in that cases, [..]” 

ID6 

“So I probably say this again one of the main thing is supporting the 

non-breastfeed, or even relactation so trying to get them back to 

breastfeeding, and then I think people see it as very complicated 

with for example wet nursing, […] from my experience it is 

actually very challenging to implement because it is not a lot of 

guidance on it,” ID3 

Additionally, it was emphasised, that there is still a big gap regarding relactation, and as 

exclusive breastfeeding is the main recommendation, it requires more attention. Relactation 

is a complex topic that requires a wide skill set, ranging from technical knowledge to 

empathy, to be able to understand and encourage the mother. However, it was mentioned 

that in most settings, staff with these refined skills is often not available. Furthermore, from a 

personal experience, the question was raised as to whether relactation works. 

“…it is very rare that I actually find skilled staff who know how to 

competently the aeh give relactation support but I think as a 

sector as well we just assume that relactation works and I would 

actually just throw out there that I have a lot of doubts as to 

where lactation protocols work.” ID7 
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Therefore, it was accentuated that there still is a gap in relactation management and that 

although there is already more focus given on mental health, we still need to move away 

from providing general recommendations and really looking at the individual cases.  

“I think we have a tendency to focus on breastfeeding just general 

recommendation and lactation ahem but when you really dig in to 

the reasons why women are not succeeding in reaching their 

goals it comes back down to quite a lot of lactation management 

problems and issues or lack of support either wasn’t available or 

did not work {…].” ID7 

 

CMAMI Training Package and Implementation Guide 

As CMAMI is only a toolkit at the moment, some participants expressed the need for a 

training package and a guide on how to implement it as a programme. Interviewees said 

they had to “learn by doing” (ID2) and materials had to be adapted to the specific needs in 

the settings. Also having a guide for all the logistics that need to be considered was 

identified as useful, as this currently takes up time that could be focused on counselling. 

Especially in emergency settings, where people must be assessed and treated rapidly, 

saving time is important. Moreover, it was mentioned that to implement such a training with 

little guidance, highly qualified staff is essential. 

“I think you need quite highly qualified staff to be able to give that 

training […]. So, I think my biggest kind of need, but I am not 

sure that is training per se related, is just a greater clarification 

and more guidance on how to implement.” ID2 

“…the paper work or other things that also take up time but maybe 

are important but you know trying to reduce that or make that as 

user friendly as possible to avoid that taking time away from 

actually doing the assessment and doing the counselling after.” 

ID7 

How to provide mental Health Support 

Mental health support seems to be more applied in community than in hospital settings. 

“I don’t think in the hospital there is any routine screening for mental 

health problems, we do research where we include it, so I don’t 

know who would consider that their task. Whether the nurses 

would consider it a task in hospital.” ID4 

It is a first important step to approach infant malnutrition from a more holistic way, 

considering mothers and infants, but even in settings where mental health is already 

included in the curriculum, there are still a lot of uncertainties and gaps to consider. Firstly, 
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especially in emergency settings, staff often do not have the capacity to provide appropriate 

mental health support. Additionally, mental health is a complex topic that needs to be 

addressed by skilled staff. Thus, the question was raised on how to train staff, that does not 

have any previous experience in this field, to be able to assess and address mental health 

problems in the right manner. And although there might already be evidence around the 

topic, in practice it is not that easy to address. 

“I just don’t feel we are quite at that point yet where we know how to 

do it effectively, because I think we are having the right 

conversations and we are getting the right information together of 

how to assess and how to report the mothers and if she has 

mental health problems but I think it is just on the ground where it 

is not quite working.” ID3 

Different organisations seem to have different approaches in this area, as one participant 

mentioned 

 “[…] any other NGO, they don’t have that […]”, but “Action against 

Hunger they have mental health and IYCF together, so they have 

quite a good position that they do that really well […] (ID3). Thus, 

bringing the expertise and experience together might be useful to 

advance in the provision of mental health support. 

Practice in providing Support 

Mothers and infants are a vulnerable group that asks for a refined skillset when it comes to 

successful management. Participants voiced a gap in giving trainees the change to apply the 

gained knowledge into practice and thus refine their skills in supporting mothers. Trainings 

were often found to be too theoretical, making it hard for trainees to “transition from abstract 

training, to how to apply it.” (ID2).  

Participants emphasised that giving support to a mother is more than just providing 

recommendations, it needs experience and following certain principles a counsellor must 

apply, that often can only be learned when applied in practice. 

“If you look at the two-day trainings on the integrated course and the 

community health IYCF course, it does not cover any of these 

principles, of what it really means to support (...) appropriately 

[…].” ID7 

“But you know, it’s only when they actually to talk to mothers or even 

in the role play that they realise that they are not using the word 

they should. Like not using judgemental words, but it comes to 

them and they have (...) and stop themselves from using it, so 

they only do it if somebody is observing them.” ID9 
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Mentoring, follow up Trainings 

Although trainings in clinics were sometimes ongoing in community settings this was often 

more difficult. Participants expressed a gap in ongoing mentoring and follow up training. 

Staff that is trained often comes from a variety of different backgrounds and knowledge is 

often new to many of them. Thus, mentoring and refresher trainings were thought to be 

essential. Furthermore, especially in emergency settings, people might encounter issues that 

were not taught in trainings; thus, mentoring can be useful to support staff in problem 

solving. 

“Having ongoing mentorship is also really important to be able to 

follow up and give people support outside of the classroom so I 

think that should really be considered during implementation.” ID5 

“So that’s something I do always have refresher trainings and then in 

two months’ time or a months’ time you go back and get them to 

do the role play, or go and observe them in the field, and maybe 

then go back and give them half a day of refresher trainings for 

the specific gaps that you see in the way that they are interacting 

with the mothers and babies.” ID9 

Emergency Preparedness 

In emergency settings providing trainings was experienced as more challenging, as trainings 

had to be more comprised and staff had to be taken away from the field during training 

period. This was thought to be due to time limitations but also thought of as an identified gap 

of emergency preparedness. 

“I would say the problems with trainings is that they are given in a 

very rushed manner when disaster strikes and that is probably 

not the best, because this is really prevention, with the under six 

months it should be a preventive measure and it should be in 

areas which are prone to disasters. For instance, if you have now 

the Syrian refugees coming to so many countries and people 

now that they will be coming, so staff should be trained there on 

the ground to be trained of how to help mothers in how to help 

them to continue breastfeeding.” ID9 

 

3.5. Areas of improvement – ideal training 

Comprehensive 

Regarding the question what an ideal training should look like it was mentioned that the 

training tool should be comprehensive, so it is easy to understand, not too complicated to 

use and does not add too much on field staff’s workload. 
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“So again, it is about making the tool comprehensive […] if you give 

someone a tool that takes them an hour to read, to document 

everything and they got 50 patients to see, and one takes an 

hour, you cannot do it.” ID2 

Moreover, it was advised that the whole training itself should be made simpler and more 

comprehensive, as it makes application to complicated, and results in guidelines that are not 

user friendly. 

“So, I think really looking at the materials and making them as simple 

as possible because we had the same problem with acute 

malnutrition, we had originally five protocols, and now we have 

protocols of national guidelines that are like 100 pages long. So, 

nobody reads it.  I think it is really, once the research is out and 

people know what the criteria is, I would then go and sort of cut it 

down.” ID8 

Integrated Trainings 

In most settings either in- or outpatient staff were reported to have limited work capacity. 

However, often had to manage a lot of patients as well as a lot of paperwork and 

documentation. Additionally, a variety of programmes that must be considered add up to 

people’s workload and make implementation even more difficult. Thus, participants 

suggested, that instead of constantly creating new tools and guidelines, programmes as well 

as trainings should be integrated. In practice this would mean to look at available trainings 

and integrate a more detailed section on a specific topic, rather than creating a whole new 

tool. Furthermore, it was suggested that this should not only cover one sector but combine 

important interventions and create a curriculum, that combines different sectors such as 

nutrition and WASH. 

“I don’t think there is a need of new training packages but maybe 

aehm to go into detail, to some of the topics or modules, that 

maybe need to be more extended in case you need a you know 

like to develop more this part or this other one.” ID6 

“So, to me it is at some point all these things have to come together. 

You got the early child development, you got to stimulate the 

child, you got baby WASH, you got to then look at the 

environment and separate from animals, you got the CMAMI you 

got to really look at breastfeeding practices and look at the status 

of the mother. If we think of the end point, of getting a health 

worker and the health systems delivering this, how can they 

deliver all of these different packages. ID9 

This was not only identified to be important to make it more comprehensive, but also 

because topics are often overarching sectors.” ID8 



 

26 
 

“You know talk about the IYCF for instance but if you don’t 

concentrate and focus on what is sanitation and hygiene, the 

IYCF is useless. because they must learn importance of washing 

hands and if you have even washing the babies hands, being 

clean before preparation, you know the toilet part is ok but the 

other things like for preparation for food, how many people wash 

hands, people don’t wash hands.” ID9 

 

Delivery of Trainings 

Participants mentioned different aspects that were regarded as ideal, when it comes to the 

delivery of a training. One interviewee mentioned that having a training team consisting of 

three people with different experience level is helpful. As people with less experience have 

the possibility to gain confidence in teaching and have support when needed. 

“You know as a range of expertise in the trainer team so you have 

someone who is an expert and someone who is really quite new 

to it, but letting them run and be involved in a few trainings and 

built their confidence and while it is on and if they don’t know the 

answer, the expert trainer can answer for them, I think that works 

really well.” ID2 

Furthermore, it was advised that trainings should include a variety of teaching skills.  

“Aehm and there, just engaging with the materials in lots of different 

ways, role plays, drill like asking fast questions, sitting and 

thinking about it, looking at the paper. IMCI does it well, they do 

lots of different ways, looking at photographs and I think there 

are lots of different learning styles in a room, so you can kind of 

compensate all of it and that makes them more comfortable, 

rather than being forced into a learning style they are not 

comfortable with.” ID2 

However, align with the previous outlined gaps most emphasis was given on practical 

application of learned knowledge. Most interviewees commented that an ideal training 

should include much more practical parts than trainings currently do.  

“But then I would personally say for things like counselling and 

mental health it should be like a very practical workshop type. 

So, I think really technique content needs to be covered for a 

couple of days and everything else should be very, very 

practical.” ID3 
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Context specific 

Although participants mentioned different aspects an ideal training should include, it was 

also clear that trainings should be really context specific. Settings are often very different 

and according to the staff that will be trained, trainings should be adjusted to their 

experience and previous knowledge. 

“One has to priorities so whoever who is there really needs to know 

what the setting is like, what the staff who are dealing with these 

people, what information they already had, what are the other 

NGOs that are already there, what information, what support they 

are giving? So, the whom must be done before you jump in and 

just take a package and say this is the package and this is what I 

am gonna do because that is not gonna have any effect.” ID9 
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4. Discussion 

Since the WHO recognised infants <6 months as a nutritionally at-risk group in 2013, a lot of 

progress in research and management has been achieved. Although the importance off well 

trained health workers, to support mothers and at risk infants has long been known, 

evidence reviewing trainings is still limited52. Rather than evaluating trainings specifically, 

studies often focus on the effectiveness of interventions, such as breastfeeding 

counselling52–54 or nutrition training in general, but don’t focus on infants <6 months55,56. This 

study summarizes trainings available and in use by different organisations and provides an 

idea of their practical application as well as areas that still need improvement. 

4.1. Different Trainings and their Key Features 

15 trainings were identified during the literature review. However, only 7 were reported to be 

in regular use (see table 4). The only training not found during the literature review but 

mentioned by participant was the ‘Neonatal Feeding training’. A manual was not available 

online, so no further detail of this training could be provided. 

Most trainings were found to have a similar curriculum, with variations in content regarding 

breastfeeding, anthropometric assessment, assessment of mothers and their mental health 

and counselling skills. In practice participants often draw on more than one training tool, to 

prepare trainings specific to a setting. Thus, although training tools in theory may differ in 

their content, in practice the coverage might be similar due to a trainer’s expertise and 

emphasis on different topics. 

4.2. Current Issues and perceived Gaps 

Main issues and gaps raised by participants were regarding implementation, especially with 

the C-MAMI tool, counselling a specifically for breastfeeding and mental health, monitoring, 

follow up trainings and emergency preparedness. The provision of good trainings already 

starts with implementation. Participants raised various issues in the implementation of the C-

MAMI toolkit. A lack of implementation guidelines was reported to result in issues on how to 

implement the toolkit. Persistent limited evidence on assessment and referral criteria was 

still mentioned to be an issue in decision making on when to enrol infants or to refer to 

higher instances of health care facilities. Furthermore, confusion was expressed if the tool 

fits into an IYCF or malnutrition program. Especially the latter may drastically affect the 

implementation of a programme, as participants reported that IYCF programmes receive 

less funding compared to malnutrition programmes. Moreover, this might affect adoption into 

national guidelines as programmes are more likely to be translated into policy, when 

interventions have clear and consistent guidelines57,58. 
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The results of this study imply that training’s may be affected by a variety of factors, such as 

resources including time, availability and expertise of staff as well as settings they are given 

in. All participants mentioned that time is a limiting factor, as a lot of content must be covered 

in short time (ID7). Furthermore, lack of time was reported to result in the shortage of clinical 

practice, that was emphasised to be essential in facilitating staff with good counselling skills 

and ease the transition from theory into practice. Interviews made it clear, that good 

counselling requires practice as “knowledge can be transmitted; however, counselling skills 

need to be learned in practice” (ID2). Complying with evidence, counselling was a subject 

identified as a remaining foreign to many health workers. As all interviews raised lack of 

practice as an issue, it is likely that this might hinder HW to develop optimal counselling 

skills.  

A study investigating the effectiveness of the WHO 40h breastfeeding counselling course  

came to similar results59.  Major issue in covering content was time, resulting in shortening of 

clinical practice and exercise. In concordance with the current study good counselling skills 

were not only regarded as theoretical knowledge but rather as soft skills such as good 

communication, listening and supporting skills as well as a high level of empathy60, essential 

in the provision of breastfeeding support59. 

Especially in emergency and low-income settings, health facilities must often draw on staff 

dependent on availability rather than their expertise61. Participants identified that staff can 

have different backgrounds and previous levels of knowledge, making it more difficult to 

provide a training that meets each individual at their level. A solution for this issue was 

mentioned to lie in preparation, as it is important for a trainer to know a setting and 

participants prior the training. 

Considering both factors time and staff availability it becomes apparent that those are 

interlinked in the influence of training outcomes and may have an adverse effect on the 

quality of service. Especially with the goal in mind, to shift towards a more holistic approach 

in managing mothers and nutritionally at-risk infants <6 moths, as to address mother’s 

mental health, good counselling skill are key. However, participants raised the concern, that 

implementation of mental health counselling in practice has its difficulties. Often, neither 

facilitators nor trainees have previous experience in this field, making it difficult to provide 

training that results into quality service. In theory only 4 trainings cover mental health 

counselling from which ‘Baby Friendly Spaces’ by AFC was mentioned to have a good 

approach. The review of the training confirmed that it follows a practical  and comprehensive 

approaches to ensure good psychological support50. It builds on a clear guide, on how to 

implement and provide mental health support, based on ‘IASC psychosocial guidelines. 
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Finally, the need to monitor and evaluate trainings was identified. The lack of herein was not 

only supported by the fact that only six trainings dedicated a chapter to monitoring and 

evaluation, but also the lack of evidence. Only two studies evaluating the effectiveness of 

trainings were found59,62. Furthermore, it was emphasised that not only provision of trainings 

should be evaluated, but rather if those result in good quality services. Thus, suggestions for 

monitoring and evaluation indicators are needed. However, ‘Baby Friendly Spaces’ was the 

only training providing a variety of examples. 

4.3. Areas of Improvement 

To ensure good quality and effectiveness of trainings, different themes were raised during 

the interviews: trainings must be comprehensive, integrated, include different delivery 

methods and be context specific. It was emphasised that trainings cannot be provided as a 

one-off training and follow up trainings are essential. However, this only seemed to be the 

norm in inpatient settings. A lack of refresher trainings was outlined in emergencies, as 

response must be fast, and trainers are often only available for short time. A study 

evaluating humanitarian response concluded the same, follow up trainings are a must in the 

insurance of quality61. 

Concerns about comprehensiveness were especially raised regarding the C-MAMI tool. The 

tool was perceived as too complicated and it was mentioned that even staff with a nutrition 

background struggled with its application. As the C-MAMI tool was developed to facilitate 

HW to put current WHO guidelines into practice, this study suggests that there are still 

limitations in its practical application. 

Furthermore, it was outlined that trainings should follow a variation of delivery methods such 

as lectures, visuals, exercise, group simulations and clinical practice. As HW often have 

different backgrounds, and individuals generally different learning strategies, this may favour 

delivery of knowledge, make it more applicable and thus increase a trainings 

effectiveness63,64. 

4.4. Strengths Limitations 

The review of literature and the qualitative research of this study not only provides a 

summary of trainings available, but also gives an insight in experience in their practical use. 

Due to the variety in participants backgrounds, the study was able to provide an insight in 

the application of trainings in different fields and identify a broad spectrum of challenges. 

However, as most participants were part of the MAMI network a lot of focus was given on the 

C-MAMI tool, potentially narrowing identification of challenges faced by other trainings.  

Furthermore, the study did not include a key informant that had experience in using the ACF 

training tool. As some participants mentioned that this training had a good approach in 
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tackling mental health counselling, more insight into this training tool would have been of 

particular interest. 

 

5. Conclusion 

This study identified a vast variety of trainings and tools available and in conclusion 

suggestions for future research implications arise: 

• Future research should focus on how to effectively integrate the management of 

mothers and nutritionally at-risk infants <6 months in trainings available, rather than 

developing additional trainings.  

• As breastfeeding and relactation are complex topics, more research is needed in 

how to effectively re-establish EBF 

• A need for research in how to provide health workers without psychological 

background with the skills to provide mental health counselling was identified 

• As different settings face different challenges and many issues are long known, 

research needs to move from theoretical evaluation towards practical solutions 

• Evaluation of the effect of trainings on quality of services is needed 

• Trainings should include more guidance on implementation 

• Evidence on assessment and referral criteria of infants <6 months is still limited 
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Appendix 1 COREQ Checklist 

COREQ (COnsolidated criteria for REporting Qualitative research) Checklist  
  

A checklist of items that should be included in reports of qualitative research. You must report the page 

number in your manuscript where you consider each of the items listed in this checklist. If you have not 

included this information, either revise your manuscript accordingly before submitting or note N/A.  

  

Topic  

  

Item 
No.  

  

Guide Questions/Description  Repor
ted on 
Page 
No.  

Domain 1: Research team 
and reflexivity   

      

Personal characteristics         

Interviewer/facilitator  1  Which author/s conducted the interview or focus group?    8 

Credentials  2  What were the researcher’s credentials? E.g. PhD, MD    8 

Occupation  3  What was their occupation at the time of the study?    8 

Gender  4  Was the researcher male or female?    8 

Experience and training  5  What experience or training did the researcher have?    8 

Relationship with 
participants   

      

Relationship established  6  Was a relationship established prior to study commencement?    8 

Participant knowledge of 
the interviewer   

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

 8 

Interviewer characteristics  8  What characteristics were reported about the inter 
viewer/facilitator? e.g. Bias, assumptions, reasons and interests in 
the research topic   

 8 

Domain 2: Study design         

Theoretical framework         

Methodological 
orientation and Theory   

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

 7 

Participant selection         

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

 7 

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

 7 

Sample size  12  How many participants were in the study?    7 

Non-participation  13  How many people refused to participate or dropped out? Reasons?    7 

Setting        

Setting of data collection  14  Where was the data collected? e.g. home, clinic, workplace    8 

Presence of 
nonparticipants  

15  Was anyone else present besides the participants and researchers?    8 
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Description of sample  16  What are the important characteristics of the sample? e.g. 
demographic data, date   

 14 

Data collection         

Interview guide  17  Were questions, prompts, guides provided by the authors? Was it 
pilot tested?   

 8 

Repeat interviews  18  Were repeat inter views carried out? If yes, how many?    8 

Audio/visual recording  19  Did the research use audio or visual recording to collect the data?    8 

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

 10 

Duration  21  What was the duration of the inter views or focus group?    8 

Data saturation  22  Was data saturation discussed?    7 

Transcripts returned  23  Were transcripts returned to participants for comment and/or   8 

Topic  

  

Item 
No.  

  

Guide Questions/Description  Repor
ted on 
Page 
No.  

  correction?    

Domain 3: analysis and 
findings   

      

Data analysis         

Number of data coders  24  How many data coders coded the data?    9 

Description of the coding 
tree  

25  Did authors provide a description of the coding tree?    14 

Derivation of themes  26  Were themes identified in advance or derived from the data?    10 

Software  27  What software, if applicable, was used to manage the data?    9 

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

Reporting         

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

 17-27 

Data and findings 
consistent  

30  Was there consistency between the data presented and the 
findings?   

 14 

Clarity of major themes  31  Were major themes clearly presented in the findings?    14 

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

 10 

  

Developed from: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): 

a 32-item checklist for interviews and focus groups. International Journal for Quality in Health Care. 2007. 

Volume 19, Number 6: pp. 349 – 357  

  

Once you have completed this checklist, please save a copy and upload it as part of your submission. DO 

NOT include this checklist as part of the main manuscript document. It must be uploaded as a separate file.  
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Appendix 2 Interview Outline 

          

Draft Interview outline 

 

Training tools for staff managing nutritionally at-risk infants under six months: a qualitative study. 

 

1. What organisation are you working for? 

2. What is your experience in working with at risk infants under 6 months? 

3. What trainings are you aware off or have already used? 

i) What audience are those trainings targeted at? 

ii) Tell me a bit more about the logistics, e.g. duration, who is giving the training, location 

of training, cost. 

iii) What guidelines or curricula do those trainings comply with? 

iv) What strengths and weaknesses of those trainings? 

v) What do you think might be key threats and opportunities? 

4. What do you perceive as the biggest gaps, needs and skills that are not covered by current 

trainings? 

5. What would an ideal future training package look like, e.g. current tools plus new tools, work 

shop versus frontline on the job training? 
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Appendix 3 Participant Information Sheet 

     

 

 Participant Information Sheet 

Title of study: 

Mapping available Training's and tools for staff working with at risk infants under six months, in 

emergencies and other settings and assessing their differences: a qualitative study. 

You are invited to take part in a research study by the London School of Hygiene and Tropical 
Medicine, UK. Before you decide it is important for you to understand why the research is being 
done and what it will involve. Please take time to read the following information carefully and ask us 
if there is anything that is not clear or if you would like more information.  

1. What is the purpose of the study?  

• many organisations start to recognise the issue of malnourishment of infants under 6 

months. As infants should be exclusively breastfed until six months, this group presents staff 

with challenges in treatment. Therefore, adequate training is needed. 

• This study aims to map different trainings as well as tools available, identify possible 
difficulties in the implementation of trainings and outline possible areas of improvement. 
 

2. Do I have to take part?  

• No. Participation in the study is voluntary and participants are free to withdraw at any 
given time.  
 

3. What will happen to me if I take part?  

• The research involves an skype interview lasting for about 45-60 minutes.  

• We will ask some questions to help us learn about your views and experiences of infant 

malnutrition and how you feel infants can be cared for best in your community. We will 

discuss different trainings and tools that are used in the management of at-risk infants and 

where you perceive room for improvement 

. • The interview will be recorded; however, your participation is anonymous, and you will 
not be able to be identified in the final report. If you do not want your words to be quoted in 
the final report, please let us know before you take part so that we can make adjustments 
for this in our records.  
 

4.  What will happen to the results of the research study?  

• The results of the study will be analysed and written into a report with recommendations 
for the future management of infant malnutrition. No participant will be identifiable in the 
report.  
 

5. Contact Details  
If you have any questions or concerns about the study and your participation, please contact 
the investigators at their details below: 
1) Ramona Engler & Dr Marko Kerac: London School of Hygiene and Tropical Medicine, 

Keppel Street, London WC1E 7HT UK. Email ramona.engler1@student.lshtm.ac.uk Tel: 
+447873219163 2)  
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This study has received ethical approval: [insert study project ID reference] You will be given 

a copy of the information sheet and a signed consent form to keep. Thank you for taking the 

time to read this sheet. 
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Appendix 4 Participant Consent Form               
       

PARTICIPANT CONSENT FORM   

  

  

  

Title of Project:  Mapping available Training's and tools for staff working with at risk infants under 

six months, in emergencies and other settings and assessing their differences: a qualitative study.  

Name of Researcher responsible for project:   Ramona Engler  

Statement  Please sign each box  

I herewith confirm that I have read the 
participant information sheet for the study 
stated above. I was given the opportunity to 
consider my part taking in this study, ask 
questions and was able to clarify those.  

  

I understand that it is voluntary to participate in 
this study and that I have the possibility to 
withdraw at any given time, without having to 
provide a reason for my decision.  

  

I understand that my shared experiences and 
knowledge will be treated confidentially and 
only accessed by the researcher and supervisor. 
However, I agree that this data provided will be 
used in the above-mentioned research.  

  

I understand and agree that the data provided 
from the interview might be used for future 
research and may be shared anonymously with 
other researchers.  

  

I agree to take part in the above-mentioned 
study  

  

  

 

 

_______________________________      __________________________________  

Printed name of Participant        Signature of participant  

  

  

_______________________________      __________________________________  

Printed name of person obtaining consent     Signature of person obtaining consent 
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Appendix 5 Identified Trainings addressing mothers and at-risk infants <6 months with extended summary of curriculum 

 WHO       

Curriculum 

Nutrition 
Works/EN/ 

IASC/ 
USAID 

UNICEF UNICEF UNICEF UNICEF 
UNICEF/LINKAGE/ 

IBFAN/ENN 
UNICEF/ 
UNAIDS 

 ENN LSHTM SC ACF 
Holt 

International 
CARE, 

URC/CHS 

 

Harmonised 
Training 
Package 

(HTP) 

Breastfeeding 
Counselling a 

Training 
Course 

Community 
IYCF 

Counselling 
Pack 

IYCF 
counselling: 

An 
integrated 

course 

IMCI 
Infant feeding in 

emergencies 

HIV and 
Infant 

Feeding 
Counselling 

Think 
Healthy 

C-
MAMI 

Getting 
to know 
cerebral 
palsy* 

IYCF-E 
Toolkit 

Baby 
friendly 
Spaces 

Feeding and 
Positioning 

Manual: 
Guidelines 

for Working 
with Babies 

and Children 

IYCF 
Counselling 

Infant  

Triage         x   x   

Feeding 
Assessment 

x x x x x x   x x x x  x 

Anthropometric 
/ Nutritional 
Assessment 

    x    x   x   

Assessing 
Illness 

    x x   x      

Growth 
Monitoring 

 x x x  x   x  x x  x 

Identify 
Treatment 

    x    x      

Kangaroo Care   x   x     x x   

The Sick Child  x   x         x 

Diarrhoea  x   x         x 

SAM     x x   x      

Breastfeeding x x x x x x x  x x x x x x 

Why it is 
important 

 x  x x x x    x x x x 

Best Practice  x  x  x     x x  x 

How it works  x x x  x x    x x x x 

Difficulties  x x x x x   x x x x  x 

Risk of not 
breastfeeding 

 x x   x x        

IYCF x x x x  x     x x  x 

Artificial 
feeding 

x x    x     x x x  
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BF Beliefs   x        x x  x 

BF Support  x x x  x x    x x  x 

BF Counselling  x x x x      x x  x 

Expressing 
Breastmilk 

   x       x x  x 

Behaviour 
Change 

  x        x x  x 

Relactation  x    x   x  x x   

How to 
breastfeed 
while working 

      x        

Mother  

Maternal 
health 
assessment 

       x x  x x  x 

Women’s 
nutrition, 
health and 
fertility 

    x x  x   x x  x 

Counselling the 
mother 

    x x  x   x x  x 

Preparing for 
the baby / 
pregnancy 

       x       

HIV and Infant 
Feeding 

 x x x  x x  x  x x x x 

Risk of mother 
child 
transmission 
(HIV) 

 x x x  x x    x x  x 

decision 
making on 
feeding 
practice 

  x x  x x    x    

Disability          x   x  

Feeding 
difficulties 

         x   x x 

Counsellors               

Counselling 
Skills 

 x x x x x x x  x x x  x 

Communication 
Skills 

 x x x x x  x   x x  x 

BCC    x    x   x x  x 

Other  
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Management of 
Artificial 
feeding/ 
donations 

x   x  x     x x   

Emergency 
Preparedness 

x     x     x x   

Policies and 
Guidelines for 
appropriate 
infant feeding 

x   x       x x  x 

Food Hygiene  x    x     x x   
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Appendix 6 Comparing logistics of identified Trainings addressing mothers and at-risk infants <6 months 

 WHO       

Curriculum 

Nutrition 
Works/EN/ 

IASC/ 
USAID 

UNICEF UNICEF UNICEF UNICEF 
UNICEF/LINK

AGE/ 
IBFAN/ENN 

UNICEF/ 
UNAIDS 

 ENN LSHTM SC ACF 
Holt 

Internatio
nal 

CARE, 
URC/CHS 

 

Harmonise
d Training 
Package 

(HTP) 

Breastfeedi
ng 

Counselling 
a Training 

Course 

Commu
nity IYCF 
Counsell
ing Pack 

IYCF 
counsellin

g: An 
integrate
d course 

IMCI 
Infant 

feeding in 
emergencies 

HIV and 
Infant 

Feeding 
Counselling 

Think 
Healthy 

C-MAMI 

Getting 
to know 
cerebral 
palsy* 

IYCF-E 
Toolkit 

Baby 
friendly 
Spaces 

Feeding + 
Positionin
g Manual: 
Guideline

s for 
Working 

with 
Babies 

and 
Children 

IYCF 
Counselling 

Year 
published 

Vol. 2, 
2011 

1993 2010 2006 1997 
Module 2, 

Vol. 1.1, 2001 
2000 2015 v.2 2018   V. 2.1 2010 2014   2007 

Who is the 
training 
aimed at? 

Trainers in 
the 

Nutrition 
in 

Emergenci
es sector 

Trainers 
training 
Health 

workers 

CHW 
other 
CW, 

primary 
health 
care 
Staff 

Lay 
Counsello
rs, CHW, 
PMTCT 

Counsello
rs, 

Nurses, 
Clinicians 

at first 
referral 

level 

Doctors, 
Nurses, 
Health 

workers 

Health and 
Nutrition 
Workers 

Guide to 
train 

Trainers, 
CHW 

working 
with HIV+ 
mothers 

and babies 

CHW 
Health 
Worker 

facilitator
, parents, 
caregiver

s and 
persons 

with 
cerebral 

palsy 

Emergency 
relief Staff, 
technical 

Staff, 
Nutrition 
Advisors, 

Coordinator
s and 

programme 
managers 

Psychologi
sts, 

Psychosoc
ial 

workers, 
Animators
, Lactation 
Counsellor

s, 
Midwives, 

Nurses, 
Communit

y health 
workers 

Caregiver
s 

low literacy, 
community-
level Infant 
and Young 

Child 
Feeding 
(IYCF) 

Counsellors 

What target 
population 
is 
addressed? 

Infants and 
children 

affected by 
emergenci
es (no age 
specificati

on) 

Women and 
children 
after the 
perinatal 

period 

infants 
0-24 

months 

Mothers 
with 

Infants 0-
24 

months 

infants 
1 week 
up to 2 
months 

/ 
children 

2 
months 
- 5 years 

Mothers / 
Caregivers of 

Infants 

Mothers 
and babies 

(no age 
specificatio
n) in areas 
with high 

prevalence 
of HIV 

Mothers 
of 

infants  

at-risk 
Mothers 

and 
Infants 
under 6 
months 

Children 
that 

suffer 
from 

cerebral 
palsy 

Mothers 
and infants 
from 0-60 

months 

Pregnant 
and 

Lactating 
Women 
and their 
Children 

Infants 0-
12 

months 

Mothers 
and Infants 

0-23 months 
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What 
setting is 
the training 
aimed at? 

In 
emergenci

es 

In the 
Community 

In the 
commun

ity 
/ 

Inpatien
t and 

Outpati
ent Care 

Emergency 
In the 

community 

In the 
commu

nity 

In the 
commun

ity 

In the 
communi

ty 

In 
Emergencie

s 

In 
Emergenci

es 
/ 

Low 
Resource 
Settings 

How long is 
the training 
(how many 
hours)? 

/ 40 h  

20 
sessions 
x 1.4h / 
5 Days 

5 days 
11-day 
course 

/ 

16 Sessions   
3-day 
course 

approx. 6 
contact h 
each day 

(17h 45min) 

min 5 
days 

target 
duration 
10 days 

/ 

depende
nt on the 
setting, 
can be 

comprise
d into 2-3 

days 

Dependent 
on setting, 

no 
specificatio

n 

Dependen
t on 

setting, no 
specificati

on 

/ 5 Days 

How is the 
training 
delivered? 

Resource 
package 
that can 

be used by 
trainers 
during 

process of 
course 

developme
nt. Not a 
ready to 

use 
training 
course 
itself. 

Lectures, 
demonstrati

ons, small 
group 

discussions, 
reading, 

role-play, 
exercise 

From 
Facilitat

or 

Classes 
and 

Practice 

classes 
and 

clinical 
sessions 

Classes, Case 
Studies 

contact 
from 

trainers 
to CHW 

Tool for 
health 

workers 

Participat
ory 

training 

e-Training, 
Contact 

Contact 

Manual is 
intended 

to be 
used by 

caregiver
s as guide 

on 
feeding 

practices 

Variety of 
Training 

Methods, 
Counselling, 

Material, 
Visual Aids, 
demonstrati
ons, Group 
discussions, 

Case 
Studies, 

Role plays, 
Practice 

Are there 
any toolkits 
provided? / 
Accompanyi
ng course 
material? 

/ 

Participants 
manual      
Answer 

sheet Forms 
and 

Checklist for 
clinical 

practice and 
counselling, 
Story cards, 
Videotapes 

IYCF 
counselli

ng 
package, 
Facilitat

or 
Guide, 

Training 
Aid, 

Participa
nt 

Handout
s and, 

monitori
ng tools, 

IYCF 
counselli

ng 
Cards, 

Directors 
and 

Trainers, 
Guide, 

Participan
ts 

Manual, 
Follow-up 
Guideline
s, Slides 

presentati
on, 

Answer 
Sheets, 
Forms 

Checklists
, Story 
Cards 

Director 
and 

Facilitat
or 

Guide, 
outpati

ent 
clinical 

practice 
Guide, 

inpatien
t, 

Compris
es 15 
self-

learning 
Booklet

s 

Manual, 
Overhead 
Figures, 

Presenters 
Notes,  

Directors 
Guide, 

Trainers 
Guide, 

Overhead 
Transparen

cies, 
Participants 

manual 
Feeding 
options 

card 

referenc
e 

manual 
Health 

calendar 

Counselli
ng 

booklets 
counselli
ng cards, 
C-MAMI 
program
me cards 

/ 

Guide on 
common BF 

myths, 
Assessment 

Tools, 
Guides, 

Implementa
tion Tools, 
Counselling 

Cards, 
Course 

Materials, 
Videos 

/ / 

Counselling 
cards, 

Message 
Booklet, 
Trainers 

Guide, no 
dependence 
on slides or 

media 
projection 



 

49 
 

Key 
message 
Booklet, 

take 
home 

Brochur
es, 

Planning
-

Adaptati
on guide 

Does the 
training 
include an 
implementa
tion guide? 

Summarize
s topics 

that must 
be 

considered 
when 

implement
ing, such 

as staffing, 

Directors 
Guide 

Includes 
a 

planning 
Guide 

Yes   No           Yes   

Includes 
Clear 

instructions 
for 

facilitator 
on training 

delivery 

Does the 
Training 
include a 
Referral 
Guide 

Mentions 
to 

establish 
referral to 
skilled IYCF 
assistance 

Covers signs 
of when 

referral is 
needed 

Covers 
signs of 
when 

referral 
is 

needed 

Yes   Yes     

referral 
Guide 

based on 
sympto
ms, and 

WFA, 
WFL 

    Yes   Yes 

Is an end 
evaluation 
included? 

Module on 
monitoring 

and 
evaluation 

/ 

Post 
training 
follow 
ups by 

facilitato
r max. 3 
months 

after 
training 

Follow up 
Guideline

s after 
Training 

/ No   / / 

 short 
section 
about 

monitori
ng and 

evaluatio
n of the 
training 

/ 

Monitorin
g and 

Evaluation 
process. 
Tools for 

measuring 
outcome 

and 
impact 

indicators 

/ 

evaluation 
of 

participants 
knowledge 

and 
satisfaction 

with 
training 

Certificate 
successful 
completion 

/ / / / / /   / / / / / / / 

Available 
languages 

English 
English, 
French, 
Russian 

English 
English, 
Spanish, 
Russian 

English English English 

English, 
French, 
Spanish, 
Turkish 

English 
English, 
French, 
Spanish 

English, 
French, 
Arabic 

English, 
French, 
Arabic 

English English 
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Appendix 5 Letter of Approval from the Ethics Committee 

 

 

 

 


