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Essential Nutrition Actions: What does it mean?

• A “minimum package” for nutrition.
• Six primary behaviors selected for…

– Relationship with morbidity and mortality
– Ability to be changed through cost-effective public health 

programs
– measurability (BASICS, 1997)

• “…globally recognized as among the most cost-
effective, proven approaches for improving child 
health and nutrition…” (BASICS/OMNI, 1997)
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Operational Strategies for Promoting ENA

• Communications approach using multiple channels 
(inter-personal at the community, inter-personal by 
health workers, mass media)

• Community-based growth promotion (CBGP)
• “ENA Programming”
• Hearth model

• Anything that promotes the entire ENA package is an 
ENA operational strategy.



ENA Concept:  Key Contributions to Child Health and  Nutrition

• Package-based approach allows synergy and economy 
• Nutrition integrated into health services rather than orphaned

– Fits into health worker training

– Identifies measurable behaviors for tracking progress

– Addresses non-food-related factors affecting nutritional status

• Focus on behaviors
• Addresses all types of undernutrition (underweight, chronic, 

acute, mild, moderate, severe, clinical and sub-clinical 
micronutrient deficiency)

• Preventive: promotes good nutrition rather than responds to 
established undernutrition



Why Focus on Prevention?

• 1995 Pelletier et al
• 54% of all child deaths 

associated with malnutrition 
(severe, moderate or mild 
underweight)

• 10% of all child deaths 
associated with severe 
malnutrition

• “Programs directed only at 
treating severe malnutrition, 
therefore, will have only a 
minor impact on child 
mortality rates.” BASICS, 1997



Prevention                                       Treatment

NRU
CTC/

CMAM
PD/Hearth

ENA 
Approach

MFSG

CBGP

The Continuum of BASICS Nutrition



The ENA Approach: What does it Mean?

• “ENA is a strategy or approach to expand the 
coverage of six affordable and proven nutrition 
interventions through actions at health facilities, in 
communities, and through communications 
channels.” BASICS 2004

• Evolution of “a package of key behaviors” into “a 
strategy or approach.



ENA Approach: Delivery Strategies BASICS, 2004

• Integrate nutrition into health services and systems 
strengthening:

– Specify actions health providers must take to promote the six 
(or 7) key behaviors; 

– Assure availability and use of nutrition-related supplies (e.g., 
vitamin A capsules, growth charts); 

– Use data for management and for progress tracking;

– Improve health provider performance; and 

– Build an enabling policy environment.



ENA Approach: Delivery Strategies BASICS, 2004

• Build Capacity and mobilize communities by:

– Supporting and strengthening women’s groups, 
neighborhood change agents and animators

– Ensuring participation of marginalized groups (social 
mapping); and 

– Building skills (through community-based workers) for 
appropriate home care of sick and malnourished children, 
with appropriate care-seeking



ENA Approach: Delivery Strategies BASICS, 2004

• Utilize multi-channel, ongoing communications: 

– Reach key audience groups about priority behaviors and 
services, and about why they are important; 

– Improve communication skills among front line providers; 

– Provide sufficient intensity and repetition through various 
media; and

– Support problem solving through supervisor communications 
(e.g., advocacy timed to influence resource allocation and 
decision-points in policy development).



ENA Approach: Guiding Principles

• Prioritize age groups (from pregnancy to 2 
years)

• Reach at least 80 % coverage on large scale

• Increase/maintain frequency of contacts tailored 
to age category, whenever possible adding 
these to existing health contacts

• Create awareness among policymakers, 
community leaders, and the public about the 
hidden danger of malnutrition 

• Prioritize prevention



Implementation Phases
Plan & 

develop 6 months Launch

First 3 
months

First 
year

Annual

Define 
Indicators, 

constraints, 
interventions

Joint ownership: levels, 
organizations, technical areas 

Monitor, assessBuild 
partnerships,

capacity, systems

Adapt tools

Senegal (RAP)

India (RAP+Pdoc)

Madagascar (RAP)



Infant Feeding (Breastfeeding, Complementary Feeding)

Senegal
• Community-based Growth 

Promotion (Relays)
• Traditional Birth Attendants

• Health Workers

• Mass Media

Benin
• Health Workers

• Village Theater

• Radio
• Community Actors

Madagascar
• Community Health 

Volunteers
• Women’s Groups

• Animators

• Mass Media
• Village Theater Festival

India
• Change Agents

• Village Health Workers



Micronutrients
Madagascar

•National Immunization Days 
•National Vitamin A Months
•Antenatal Care
•Commercial Iodized Salt

Benin
•National Immunization Days
•National Micronutrient Days 
•Antenatal Care
•Commercial Iodized Salt 

Senegal
•National Immunization Days
•National & Local Micronutrient Days 
•Child Health Weeks
•Antenatal Care 
•Commercial Iodized Salt 

India
•Vitamin A Month (Monthly outreach)
•Antenatal Care
•Commercial Iodized Salt 



Integrating Nutrition into Health Policies

• Revised policies on Exclusive Breastfeeding and 
Complementary Feeding (Senegal)

• Vitamin A
– Supplements into Bamako Initiative (Senegal)

– National distribution months (Madagascar)

– Postpartum supplementation added to Baby-Friendly Hospital 
Initiative (Madagascar)

• Adoption of ENA as national policy (Benin, Senegal)

• Creating Baby-Friendly workplaces (Madagascar)

• National IYCF Strategy (Iraq, Timor Leste, Afghanistan)



Improved Exclusive Breastfeeding (Madagascar)

404745N/AControl Areas

75836846Combined Program 
Areas

RAPs
2002

RAPs
2001

RAPs
Oct. 2000

Baseline
Feb. 2000

Comparison
Groups

Exclusive Breastfeeding in Infants Less Than Six Mo nths of 
Age in Program and Non-Program Areas (%)



India : Better Outcomes in Intervention Sites

Outcomes were 
better in every 
area.

Results also 
showed impact 
on narrowing the 
gap between low 
and high SES.

57.669.3Exclusive Breastfeeding for 6 mths

43.259.5Vitamin A (one dose given )

0.56.1Appropriate Compl. Feeding

43.665.3Complementary Feeding Initiated 
between 6-9 months

38.365.2Breastfeeding within 1 hour

41.159.8Consumption of 90+ IFA tablets

Non 
Inter.

Inter.INDICATOR



BASICS II: ENA Approach at a Large Scale

• 63% of district health centers, 81% of Kaolack, 57% of 
Fatick, 39% of Louga regions (Senegal)

• 70 districts across 8 states covering 10 million women 
and children (India)

• 23 districts in 2 provinces 6 million women and 
children (Madagascar)

• Decision to expand ENA nationwide (Benin)



ENA Approach: Link between Contacts, Advice and Nut ritional Status 
(see handout from Orissa, India)

Contacts increase
(coverage and frequency)

Nutritional status improves (Mean WAZ � , 
severe underweight � , severe/moderate underweight � )

Behavior changes 
(frequency/quantity CF)

Appropriate 
advice given 
(supervision)



BASICS “ENA Approach” Countries

• Senegal (ENA adopted as national child health strategy)
• Benin
• DRC
• Nigeria
• India
• Timor-Leste
• Afghanistan





Community-based Growth Promotion: What does it Mean ?

• A community based, preventive health and 
nutrition program that actively engages families 
and the community in maintaining the adequate 
growth of children under two and in caring and 
treating sick children under 5 years

• Key indicator: adequacy of weight gain
• Counseling based on adequacy of weight gain 

(tailored according to weight gain status)
• Home visits
• Quarterly meetings with the community to discuss 

coverage, growth status, and collective responses



AINAIN--C CounselingC Counseling

•• Classify by growth status Classify by growth status 
(adequate/inadequate weight gain)(adequate/inadequate weight gain)

•• Assess caregiverAssess caregiver ’’s current practicess current practices

•• Focus on key feeding problemsFocus on key feeding problems

•• Offer proven feeding optionsOffer proven feeding options

•• Negotiate one or two changes that the Negotiate one or two changes that the 
caregiver agrees to try for the next monthcaregiver agrees to try for the next month

•• FollowFollow --up on results of new practice with up on results of new practice with 
growth status in following monthgrowth status in following month



Enabling volunteers to Give IYCF Counseling

1. Research on feeding practices, to determine 
the most common ones that contribute to 
growth failure

2. Formulate possible solutions

3. Test the advice with caregivers



Enabling volunteers (cont.)

3. Create counseling tools guiding:
– caregiver interviews, 
– problem identification, 
– advice to give, and 
– negotiation of a solution determined by the 

caregiver.

4. Train in the use of the tools with technical 
supervision by MOH staff.



Testing Advice: Trials of Improved Practices

1. Subjects agree to try a new practice for a 
fixed time period.

2. At follow-up, subjects’ experience with the 
new practice is documented
– Success/failure?
– Easy/difficult?
– Willing to continue?
– Would they suggest to a friend?
– How would they suggest?

3. Practices that subjects cannot adopt are 
eliminated.



AIN-C Counseling Cards



One Indicator: Adequate Child Growth

• Early detection allows 
prevention

• Common goal for caregiver 
and community

• Link between operational 
levels for supervision and 
monitoring



Ensuring Community-wide Impact

1. Early and universal enrollment of 
infants/children < 2 years and their 
caregivers

2. Ensure high participation:
• Coverage 90%
• Frequency 80%



Honduras Results: Exclusive Breastfeeding

2.4
(n=135)

4.0
(n=120)

Median months of exclusive 
breastfeeding

40.0%
(n=135)

55.8%
(n=120)

Percent infants < 6 months 
exclusively breastfed †

56.7
(n=67)

68.3
(n=41)

Percent infants < 3 months 
exclusively breastfed

NoneAIN-C

Participation

† p=0.011



Honduras Results: Breastfeeding
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Honduras Results: Complementary Feeding 
(continued breastfeeding and appropriate frequency for age)

80.0 81.0

11.9

28.4

60.3

68.3

2.5

17.6

0.0

10.0

20.0

30.0

40.0

50.0

60.0

70.0

80.0

90.0

6-8 months 9-11 months 12-23 months 9-23 months

P
er

ce
nt

AIN-C No GMP



Honduras Results: Breastfeeding During Diarrhea

† p < 0.05; †† p < 0.01

10.93.3Decreased or ceased 
breastfeeding ††

54.551.9Maintained breastfeeding

34.644.8Increased breastfeeding †

%%

No GMP
(n=156)

AIN-C
(n=212)

Overall � 2 = 11.132, p = 0.011 



Results: Feeding During Illness (diarrhea)

35.432.6Decreased

59.754.8Maintained 

4.912.7Increased ††

n = 206n = 221Frequency of feeding †

10.09.8Stopped feeding

38.038.6Decreased

48.041.1Maintained

3.910.6Increased ††

n = 229n = 246Quantity per feeding †

%%

No GMPAIN-C

† p < 0.05; †† p < 0.01



Nutritional Status Results (uncontrolled)

• In uncontrolled analysis AIN-C appears to harm children
• However…

– Groups not equivalent (AIN-C poorer and further from health center)

– Age distribution uneven (not random sampling)

– Changes in program support over course of evaluation
– Control areas became AIN-C areas

-0.67 
(1.16)

-0.78 
(1.10)

Weight-for-age †

-1.05 
(1.16)

-1.21 
(1.10)

Height-for-age ††

-0.02 
(0.97)

-0.00 
(0.95)

Weight-for-height

No GMP
(n=611)

AIN-C
(n=575)

Indicator

†p < 0.10; †† p < 0.05



Nutritional Status Results: controlling for age and  wealth, and 
using “participation intensity”

Factor n Adj. R 2 �  Std. 
Error 

t value P 

       
Weight-for-height (F=25.956, p<0.001) 482 0.135     
     Intercept   0.333 0.153   
     Infant/child age (months)   -0.050 0.007 -7.581 0.000 

     Asset score ( X = 0.000 ; SD=1.000)   0.037 0.043 0.863 0.389 

     Participation intensity (%)   0.004 0.002 2.56 6 0.011 
       
Height-for-age (F=42.696, p<0.001) 482 0.236     
     Intercept   -0.613 0.170   
     Infant/child age (months)   -0.061 0.007 -8.318 0.000 

     Asset score  ( X = 0.000 ; SD=1.000)   0.397 0.047 8.368 0.000 

     Participation intensity (%)   0.003 0.002 1.73 5 0.083 
       
Weight-for-age (F=69.304, p<0.001) 482 0.206     
     Intercept   -0.333 0.171   
     Infant/child age (months)   -0.063 0.007 -8.458 0.000 

     Asset score ( X = 0.000 ; SD=1.000)   0.280 0.048 5.858 0.000 

     Participation intensity (%)   0.005 0.002 2.89 0 0.004 
 

 



What does “participation intensity” mean?

• Intensity of attendance at weighing/counseling sessions
• Percentage of weighings out of possible 12 per year (or total 

months of life)
• Non-participants have 0% participation intensity

Index Each additional  
month of participation 

100% 
participation 

Weight-for-height 0.03 0.4 
Height-for-age 0.03 0.3 
Weight-for-age 0.04 0.5 

 

Additional Z-score increment with increasing AIN-C participation intensity



Participation by Wealth Status

Factor Adjusted R 2  �  
(Std Error) 

 P 

 Asset score 
�  median 
(n=283) 

Asset  
score  

> median 
(n=218) 

 Asset 
score 

�  median 

Asset score 
> median 

 Asset 
score 

�  median 

Asset score 
> median 

Weight-for-height 0.185 
 

0.075       

     Intercept    0.250 
(0.193) 

0.424 
(0.239) 

   

     Infant/child age (months)    -0.054 
(0.008) 

-0.043 
(0.010) 

 0.000 0.000 

     Participation intensity (%)    0.005 
(0.002) 

0.002 
(0.002) 

 0.005 0.476 

 
Height-for-age 

 
0.211 

 

 
0.057 

      

     Intercept    -0.708 
(0.225) 

-0.400 
(0.265) 

   

     Infant/child age (months)    -0.078 
(0.010) 

-0.043 
(0.011) 

 0.000 0.000 

     Participation intensity (%)    0.003 
(0.002) 

0.001 
(0.003) 

 0.220 0.610 

 
Weight-for-age 

 
0.237 

 

 
0.081 

 

      

     Intercept    -0.510 
(0.214) 

-0.065 
(0.273) 

   

     Infant/child age (months)    -0.072 
(0.009) 

-0.051 
(0.012) 

 0.000 0.000 

     Participation intensity (%)    0.006 
(0.002) 

0.002 
(0.003) 

 0.005 0.400 

 



BASICS CBGP Countries

• Honduras (AIN-C National Child Health Strategy)
• Nicaragua (AIN-C National Child Health Strategy)
• El Salvador
• Ghana
• Zambia
• Uganda
• Rwanda
• Afghanistan (?)



Mother’s Support Groups

• BASICS I review (1998)
– Microenterprise
– Breastfeeding
– Mother’s Clubs
– Literacy
– Daycare
– Water/sanitation
– Forestry
– Social and political

• Questions
– Coverage
– Sustainability
– Volunteer retention
– Participatory methods



BASICS III: Mother-father Support Groups (Malawi)

• Target group: infants/children under 2 years and their 
mothers, pregnant girls/women, HIV-exposed infants 
and children

• Community volunteers 
– Selected by Village Head
– Trained and supervised by MOH Health Surveillance 

Assistants (HSA)

• Focus is ENA, with emphasis on HIV and infant 
feeding

• Linked to ENA in health services through “Clinical 
Component” of BASICS project



Malawi MFSG Activities

• Monthly community meetings
– Child weighing, with growth promotion counseling 

• Caregiver feeding practice interview

• Negotiated behavior change with follow-up

– Breastfeeding counseling and support
– Complementary food preparation demonstration and practice
– Referral of sick children to HSA
– Group motivation for pregnant girls/women to receive HIV 

testing

• Community outreach through home visits
– Enroll infants and pregnant girls/women
– Follow-up on problem children



Malawi MFSG

• 241 MFSG and facilitators at present
• 2 Districts
• Plan to saturate 2 Districts to support advocacy 

efforts following assessment of startup (April 2009)



Malawi MFSG: Early Results
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PD/Hearth

• “Hearth” is a specific PD application for child 
nutrition and health

• Goals
– To quickly rehabilitate malnourished children 

identified in the community
– To enable families to sustain the rehabilitation of 

these children at home on their own; and
– To prevent future malnutrition among all children 

in the community by changing community norms 
in childcare, feeding and health-seeking practices



PD/Hearth Process (CORE Group)

1. Assess whether PD/Hearth is appropriate (e.g., PD/Hearth is 
an inappropriate response to natural disaster or crop failure)

2. Mobilize the community

– Identify and involve community leaders

– Identify and train resource personnel (trainers, supervisors, 
volunteers)

3. Prepare for a “Positive Deviance Inquiry” (includes baseline 
assessment to find positive deviants)

4. Conduct a PDI and share with the community

5. Design Hearth sessions

6. Conduct Hearth sessions with malnourished children and their 
caregivers (12-14 days)

7. Conduct follow-up visits to support new behaviors

8. Repeat Hearth monthly until malnutrition is eliminated (6-12 
months)



PD / Hearth under BASICS

• Implemented in Senegal, Nigeria
• Assessment/Documentation in Mali, Guinea, various 
• Support to workshop in 1996 (Christian Service Society, World 

Relief, Hôpital Albert Schweitzer, Save the Children)
• “PD/Hearth ensures the rehabilitation and the prevention of 

malnutrition, through the integrated promotion of a whole of 
practices applicable to the level family and Community.” BASICS, 
2003 (?)

• “…the PD/Hearth is a Community intervention with low costs, 
which… can be actually carried out by individuals not having an 
formal education by using locally available resources. The 
solutions for the problems of the community are in the 
community.” BASICS, 2003 (?)



Community-based Management of Acute Malnutrition

• Social mobilization / participation

• Supplementary Feeding  Program (SFP)

• Outpatient Therapeutic Program (OTP)

• Stabilization Centers (SC) (equivalent to WHO Phase 1 
stabilization phase)



Community-based Management of Acute Malnutrition

Source: VALID International



Outpatient Therapeutic Program

• Severe acute malnutrition without 
complications

• Home-based treatment and rehabilitation 
using Ready-To-Use Therapeutic Food 
equivalent to F100 (RUTF; chiponde)

• Children return weekly or every 2 weeks for 
monitoring

• Implemented through the existing health 
infrastructure



CTC vs. NRU/TFP?

• Coverage 4 times higher

• Death rate 50% lower

• Costs lower

• Length of stay longer

• Daily weight gain lower
Source: VALID International



Malawi CMAM

• Support to MOH CMAM activities in 5 Districts (2 
started by BASICS)

• BASICS Technical Support (e.g., District staff) in all 
Districts

• 2,540 children admitted in Districts started by 
BASICS

• Collaboration with UNICEF and CTC Advisory 
Services in startup Districts
– UNICEF: Training of health workers
– BASICS: Orientation of District Health Management Teams 

and District Executive Committees; TA for training



Madagascar CMAM

• Joint evaluation of MOH/UNICEF pilot for the 
universal introduction of CTC through health centers
– 2000 personnel trained in treatment protocol
– 1,500 cases of severe acute malnutrition
– Admission/discharge protocol followed in majority of cases
– Screening during child health weeks

• Concerns
– Low proportion treated in relation to expected cases
– Planned screening through community volunteers did not 

work (lack of supplies, lack of capacity, inadequate numbers 
of personnel for screening)

– In comparison with benchmarks: deaths and defaults too 
high; recoveries too low



Madagascar CMAM Evaluation continued

Failure to follow admission guidelines
• “Social” criteria (perception of poverty)
• “Visual” criteria

– Not weighed—admitted “at a glance”

– Appears “tired” or “thin”

• They think “that the criteria are too tight” because according to 
their experience, they note that “very few children have MUAC 
below 110mm” (CP1/BO). It is also the case with the value of 
weight-for-height, as the children with a “W/H lower than 70” are 
very few (CP3/CRENAS/AD). 



The Essential Nutrition Actions 
in a World of CMAM



ENA in a World of CMAM

• CMAM integration is taking the world by storm
• Although strictly a treatment protocol, and 

appropriate only for severe acute malnutrition, many 
(e.g., UNICEF) promote universal introduction as “an 
opportunity for other aspects of nutrition”

• What could it hurt?



ENA versus Integrated CMAM

Focus on foodFocus on behavioral change

Integrated into health services

All forms of malnutrition

Low cost

Contacts promote total package

Package-based

Prevention (< 2 yrs)

Essential Nutrition Actions

Integrated into health services

Severe acute malnutrition only

High cost

Contacts for case-finding only

Single intervention

Treatment (< 5 yrs)

Integrated CMAM



Would it divert effort from the key nutritional pro blems?

• Child nutrition exists in a constrained resource environment 
(financial and human resources)

• Limited resources should be used to address the core problem, 
and to achieve the greatest benefit (e.g., to save the greatest 
number of children’s lives)

• In most situations, 5 times as many children die because of 
moderate and mild malnutrition than die because of severe 
malnutrition

• But what is happening?
– Afghanistan: 2 workplan objectives—CTC and vitamin A
– Malawi

• Under-5 moderate/severe stunting = 46% and               
moderate/severe wasting = 3% (UNICEF)

• “The GOM has adopted a plan to roll out Community-based 
Management of Acute Malnutrition (CMAM)…. This program is targeted 
at children with severe acute malnutrition (SAM), which represents 
about 0.5 percent of children under five…. The GOM is planning to 
implement CMAM nationwide.” FANTA, 2007



Would it divert efforts away from key child health concerns? 

• “The chronic lack of health staff, particularly of nurses and 
physicians at the district level, undermines the integration and
sustainability of CMAM services.”

• “For CMAM to be successfully implemented and integrated, the 
MOH needs to take a lead role from the start, regardless of how 
challenging the process will be in the often-delicate environment 
of overstretched health systems.”

• What happens to other aspects of child health (i.e., those that 
address a large percentage of the population and cause a large 
percentage of child deaths), in an overstretched environment? 

• Does the “mix” of causes of child death warrant the introduction 
of an expensive and time-consuming intervention?

(quotations from FANTA, 2008)



Would it divert efforts away from key child health concerns?

International Workshop on the Integration of Community-based 
Management of Acute Malnutrition, Washington DC, April 28 – 30, 
2008

The cost of CMAM needs to be included within each district 
implementing plan (DIP), while linkages with other sectors 
need strengthening. However, even with these constraints, 
there are plans for CMAM to be rolled out in all districts by 
2009, with costs included in each DIP and necessary supplies 
handed over from UNICEF to the MoH. Integrating CMAM into 
Policies and Health Care System in Malawi



Would it be possible to sustain it?

• CMAM food costs: $30-45 per case
– Madagascar annual caseload: ~ 40,000 (SAM)
– Annual RUTF costs at full coverage: $1,195,200 (current 

program costs ~ $900,000)

• Can donors cover these recurrent costs? Should 
Ministries of Health?

• “…the budgeting of expensive RUTF is the main 
threat to the sustainability of CMAM in an integrated 
system.” FANTA, 2008



Would it expose children to more risks?

• Severe malnutrition has a HIGH mortality rate
– 8.4 times normal 

(Pelletier et al, WHO Bulletin, 1995)

– 12.5 times normal for death from diarrhea
– 8.09 times normal for death from pneumonia
– 9.49 times normal for death from malaria 

(Caulfield et al, American Journal of Clinical Nutrition, 2004)

• Severe malnutrition can cause lifelong developmental 
consequences (if the child survives) 

(Grantham-McGregor, Journal of Nutrition, 1995)

– Lower IQ
– Lower cognitive function
– Lower school achievement
– Greater behavioral problems



Would it address the wrong problem?



A Proposal for the Sake of ENA

1. Let’s be honest about the costs of CMAM
2. “A necessary step is a situational assessment at the national or 

sub-national level to investigate the magnitude of the acute 
malnutrition problem, existing capacity and the feasibility of 
providing services for the management of SAM.” FANTA, 2008

3. High-coverage, preventive ENA promotion programs should 
have priority and CMAM should be limited to crisis response 
unless ENA promotion programs are fully-funded and 
operational

4. If we convince a MOH to implement CMAM, we should resolve 
never to expect them to assume RUTF costs 

5. Focus intensive effort to develop integrated ENA/CMAM 
approaches
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