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Summary of report
The Enhanced Outreach Strategy (EOS) of the Ministry of Health of the Government of Ethiopia is supported by UNICEF to provide a package of essential preventive health services every six months to children aged 6 – 59 months and to pregnant and lactating women.  The current services for children are vitamin A, deworming and measles vaccination.  Where malaria occurs, pregnant women and women with children less than 6 months old may also be given up to two mosquito nets.  Health education is provided to parents on a wide variety of issues.  These services are delivered at more than 20,000 village EOS centres in all districts of Ethiopia, except in Addis Ababa.  


At EOS centres in 325 districts in which food insecurity has been identified by the Disaster Prevention and Preparedness Agency (DPPA), all children and pregnant or lactating women are also screened for acute malnutrition using measurements of mid upper arm circumference (MUAC).  All acutely malnourished children (MUAC < 12 cm) and women (MUAC < 21 cm) are given a card that entitles them to collect two rations of food provided by the World Food Programme (WFP) through the DPPA.  This Targeted Supplementary Food (TSF) programme provides to each beneficiary on two occasions three months apart a ration of 25 kg of flour and 3 litres of oil.  Severely acutely malnourished children (MUAC < 11 cm) are referred for therapeutic feeding as well as being eligible for these rations.

This is the first national programme to link community-based preventive health services delivered in villages every six months with a ration of supplementary food for women and children who are identified as malnourished during screening.  If it can be shown to be effective, then it could become a model for similar programmes in other countries. 

The aim of the review was to evaluate issues relating to: programme design, targeting and planning, implementation, monitoring and evaluation; quality control and feedback.  The reviewers also examined: the effectiveness of the programme at meeting its objectives; partnership and coordination between the main agencies involved; resources and capacity building; linkages with other food security and nutrition programmes; and the future of the EOS/TSF programme.  


The review was undertaken in Ethiopia between 23rd November and 12th December by Andrew Hall, an independent consultant, and Tanya Khara, of UNICEF, New York.  The consultants read documents, met key informants in Addis Ababa, and visited field sites where the EOS and TSF programmes were being implemented to talk to local officials and staff.


The objectives of the EOS are to reduce morbidity and mortality; the objectives of the TSF are to improve nutritional status or prevent moderately malnourished children from becoming severely malnourished.  The design of the combined EOS/TSF programme is innovative and could make a significant contribution to improving child health and nutrition, but there was insufficient evidence available to assess the effectiveness of either element of the programme at reaching their stated objectives.  While there is strong pre-existing evidence that vitamin A and measles vaccination will prevent disease and save lives, there is no evidence yet that food provided in this way will improve nutritional status.  Such evidence needs to be obtained.

At each EOS centre all children aged 12 months and older are given two capsules of retinol, each providing 100,000 IU, rather than one capsule of 200,000 IU.  This increases the financial cost of treatment, the delivery cost, and doubles the time taken by a health worker to treat a child.  


There is no evidence that the prevalence of intestinal worms is high enough in all regions of Ethiopia to warrant mass deworming everywhere.  If deworming is warranted, then it would be better to treat very young children with an anthelmintic syrup or not treat them at all until they can chew a tablet.

No treatments are currently offered to pregnant women, which is a missed opportunity. 

Social mobilisation is key to achieving 90% coverage of these essential health interventions, which is the target of the EOS.  This does not refer just to the quality of messages for parents and pregnant women, it refers to the efficiency of lines of communication between district authorities and households, which may be largely by word-of-mouth; this is likely to be highly variable given the scale of the programme.  Variation in this process is likely to be reflected in differences in coverage between districts; this could be used as a basis for understanding the process of communication, improving it, and then developing quality control procedures to sustain it.  


The process of screening children using MUAC has revealed many acutely malnourished children in Ethiopia, at a scale largely unrecognised before the EOS was established.  However the fact that the EOS occurs every six months means that large numbers of severely malnourished children are identified in a short period.  Although this is a good thing, the sudden influx of children to existing therapeutic feeding centres can overwhelm their capacity to provide treatment, and it needs to be further expanded.  However, if the EOS/TSF is effective at preventing children from becoming severely acutely malnourished, it may help to reduce the burden on therapeutic feeding programmes.  There are no data to assess whether this is happening.

The delivery of the TSF to malnourished children and women is a sequential process that begins when they have been identified.  For practical and administrative reasons it typically takes 2 – 3 months for food to become available at the district Food Distribution Centres.  During this period the nutritional status of a malnourished child may have deteriorated, or a malnourished pregnant woman may have given birth.  This delay affects both the credibility and potential effectiveness of the programme in preventing morbidity and mortality.  The process of supplying food needs to be done in parallel with planning the programme, so that food is available soon after an EOS day.  This will require predictions of need by the DPPA and WFP, which should be possible now the programme has operated in all regions for at least three rounds.  

The transition to the Health Service Extension Package will probably not remove the need for EOS days for a number of reasons: because they offer a means to achieve high coverage of vital preventive health services that may be given only every six months or during mass campaigns; or because they may reach children who have been missed by routine health services.  But malnutrition, on the other hand, occurs year round, so a transition to identifying malnourished women and children between EOS days would be ideal.  


Ideally malnourished children and women should be identified continuously, throughout the year, not just at six-monthly intervals.  
The new Health Service Extension Package offers an opportunity to do this because malnourished children and women could be identified by Health Extension Workers (HEWs) during their normal work in the community, then referred to have the diagnosis checked and receive a ration.  This will require models to estimate the need for food in advance, additional micro-planning between the Ministry of Health and the DPPA, perhaps twice monthly distribution of food to beneficiaries, and methods to ensure accountability for food and prevent wastage.  A continuous screening process could serve better to prevent moderately malnourished children from becoming severely malnourished, as they can be treated more promptly, and could distribute the flow of severely malnourished children for therapeutic feeding more evenly throughout the year.


The denominator currently used to calculate coverage of the EOS and TSF programmes in each district is based on estimates of the numbers of children aged 6 – 59 months, the stated targets of the programme.  However entry to EOS centres is based on height, which can admit older but stunted children.  Entry based on height is convenient and simple to do, and should be sustained, because the older, stunted children admitted are likely to benefit from deworming and vitamin A.  But the discrepancy between the advertised and actual entry requirements means that the wrong denominator is being used to estimate coverage.  This may lead to an over-estimate of coverage by up to 20%, and explains why coverage of > 100% has been achieved, which is not credible.  It also means that some children aged 6 – 59 months are being missed by the EOS and that the target coverage of the EOS of 90% may not have yet been achieved.  

To provide better data on coverage, surveys conducted in samples of districts immediately after each round of the EOS are needed; they could also serve to improve the quality of the programme.   Such surveys could do the following: estimate coverage of the EOS by recording all potential and actual beneficiaries in every household sampled; assess awareness and access to the EOS/TSF programme by mothers and pregnant women; identify sources of information to assess the effectiveness of social mobilization; determine the basis on which every potential beneficiary was taken or went to an EOS centre; check the basis on which they were admitted or excluded from the EOS or given a TSF ration card; and take anthropometric measurements.  The sampling method and sample size will depend on the objectives and the degree of precision required.


The EOS/TSF programme is maturing to become an important means of delivering essential health services to children and women in Ethiopia, and could provide a model for other countries.  But the programme in the future needs to focus on improving quality of delivery and services, on obtaining accurate assessments of coverage, and on demonstrating, not just assuming, that it is effective at meeting its objectives.
Summarised recommendations.
1. The advertised and actual targets of the EOS programme are not the same: the advertised criterion is based on age (6 – 59 months) while the actual criterion for entry is based on height (< 110 cm).  All children <110 cm should be allowed entry to EOS posts and be eligible for all services and the TSF.  

2. As the advertised and actual criteria for entry are not the same the denominator currently used to estimate programme coverage, which is estimated from demographic data, is misleading and should not be used.  The best way to estimate coverage is by community based surveys of potential and actual beneficiaries (see Recommendation 11).

3. The quality of the measurements of MUAC made to identify those who are malnourished needs to be improved by better training, better supervision, and by quality control procedures at EOS centres.  At the minimum this will require that each child and woman who is identified as malnourished should be verified by the team supervisor at the EOS site.  
4. As a part of the process to improve the accuracy of screening, Quality Control officers should be established to visit randomly selected EOS centres to do spot checks of the site, to inspect materials and supplies, to scrutinise records, and to verify the proper working practices of staff, such as measuring MUAC and administering treatments.  Ideally each EOS team should be subject to one or two random visits during each round by such a Quality Control officer.  The very fact that the work of staff may be checked and they may be held accountable, can act to improve the quality of work.  Ideally these quality control officers would be independent of the programme, perhaps from NGOs, but this may be a difficult principle to establish. 
5. As the transition to the Health Service Extension Package occurs, methods need to be developed to allow extension workers to refer malnourished children to receive a ration card between EOS days.  This will require rations to be available more often than every six months.
6. Methods to track children should be developed and tested in some districts in order to provide data on repeated uptake of EOS services, and on the outcomes for children and women of the TSF and therapeutic services.  This is required to meet the objectives of both programmes.
7. Children older than 12 months should be given one capsule containing 200,000 IU of retinol, not two capsules of 100,000 IU.  The mass administration of albendazole should be reviewed based on data on the prevalence of intestinal worm infections, and the need to treat young children who cannot chew tablets should be reviewed.  The possibility of giving young children albendazole syrup should be explored and costed.
8. Additional treatments should be considered for pregnant women, perhaps on a regional basis depending on local needs, but could include tetanus toxoid, iron/folate tablets or multiple micronutrients, deworming after the first trimester, and presumptive treatment for malaria in areas where malaria is hyperendemic.  These interventions could be pilot tested.  They should be seen as additional to ante-natal visits to health centres by pregnant women, not as a replacement.

9. The IEC given as a part of the EOS should focus on key messages related to the interventions, entitlements, and the need for repeated attendance. 
10. A process in which food rations are predicted and ordered in advance of identifying malnourished children and women is needed to replace the current sequential system, so that beneficiaries can be given rations soon after they have been identified.
11. Rapid surveys should be done after each EOS round to provide data to improve the quality of the programme.  The level at which they are done and the precision of estimates is likely to be influenced by funding available, but a survey in a sample of districts in each region after an EOS could be sufficient.  These surveys should be used to assess awareness of the programme and channels of communication; to determine the characteristics of beneficiaries and reasons for non-attendance or drop out, and to estimate coverage by determining who was taken to an EOS site and who was not.  The findings of these ABC surveys should be linked to subsequent actions to improve the quality of the programme.

12. The difference should be reported between the number of severely malnourished children referred for therapeutic treatment and the number actually treated.  This will require tracking of individuals.  The capacity to treat severely malnourished children has been expanded considerably, but needs further expansion to more sites, and in terms of capacity. 
13. The impact of the TSF on the nutritional status of malnourished beneficiaries needs to be estimated in a prospective, controlled study and the findings widely shared.  This is likely to be crucial for the purposes of sustaining and expanding the programme.
14. Although coordinated, the EOS and TSF programmes are largely vertical.  An individual is needed at each level of programme organisation to make decisions that affect joint programme management.    
15. An analysis of the programme in each region to identify what works, where and why in each district, could be used to help districts to improve their management systems and performance.
16. There needs to be clarification (particularly for NGOs) on what should trigger an emergency feeding response in addition to, or replacing, the TSF, and how it should be implemented. 
17. The poles used to screen children and admit them to EOS sites are rough cut. This seems informal and does not send a clear message to parents about entry to EOS sites.  The EOS should provide a formal, manufactured height pole to each EOS team, that is clearly marked and identifiable.  
18. Each district should determine the ideal weeks for each round of the EOS, based on criteria such as local climate and crop harvests, ideally six months apart.
19. Health professionals will need to be educated that, unlike weight-for-height, a measurement of MUAC may not always identify children who may appear to be malnourished.  
20. Data should be collected routinely on the rates of default in collecting rations to help understand the lines of communication between FDCs and beneficiaries.  The new register book could allow this.  The data could be used to identify FDCs with low or high default rates, and to investigate why.
21. Given the limitations of the data produced by the EOS, plans to develop sentinel nutritional surveillance to provide early warning should be accelerated.  
22. The checklist for use at each EOS centre needs to be revised to record data on supplies available, supplies used and supplies needed.  Data on reasons for attendance should be collected through community-based surveys, not at EOS sites.
23. UNICEF and the Ministry of Health, and the WFP and DPPA, should consider joint efforts to collect data to improve programme quality.  These data should be reviewed during district planning meetings to improve the programme.

24. A forum should be organised for partners in the EOS/TSF and for NGOs to discuss issues of mutual concern, coordination and collaboration.  
25. It would be useful and informative if the process of transition to the Health Services Extension Package was approached somewhat experimentally, with estimates of coverage based on ABC surveys in villages in which the new HSEP/EOS centres were staged, and compared with estimates of coverage in adjacent villages in which the old procedure was in place.  This will allow the effectiveness of new procedures to be assessed before and after, and in comparison with the old process to control for seasonal and other factors that might influence attendance and coverage.

Background

The EOS/TSF programme arose as a result of a “green famine” that occurred in 2003 in the Southern Nations Nationalities and People’s (SNNP) region of Ethiopia.  The term “green famine” refers to a situation in which the land is green and crops are growing, but people are starving, usually as a result of a previous crop failure.  

The lack of capacity to treat large numbers of malnourished children in the SNNPR and 10 other regions in the country during this period led UNICEF, the WFP and the Federal Government of Ethiopia to develop a new programme to enable more children to be treated, and to try to bridge the gap between emergency responses and longer term development.  The new programme provides a package of essential services at health days held in villages every six months that are used as an opportunity to identify malnourished children, pregnant and lactating women.  These individuals are allocated a ration of food with the aim of improving their nutritional status or sustaining it, so that they do not become more malnourished.  Severely malnourished children are also referred for therapeutic feeding.

This new programme of essential health services was named the Enhanced Outreach Strategy (EOS) for Child Survival Interventions and is implemented by the Ministry of Health of the Government of Ethiopia with support from UNICEF.  The overall objectives of the EOS are to reduce mortality and morbidity in children less than 5 years of age by:

· Giving supplements of vitamin A every six months to at least 90% of children aged 6 – 59 months; 

· Deworming children aged 12 – 59 months every six months; 

· Vaccinating children aged 9 – 23 month against measles if they have missed it during routine vaccinations; 

· Providing parents with information, education and communication (IEC) on infant and young child feeding, hygiene promotion, malaria and preventing HIV/AIDS;
· Providing mosquito nets in areas where malaria occurs;
· Screening children and pregnant and lactating women for acute malnutrition and referral for a ration of food.

The malnourished children and women are then provided with a ration of food by the World Food Programme (WFP) delivered by the Disaster Preparedness and Prevention Agency (DPPA) of the Government of Ethiopia.  The objectives of this Targeted Supplementary Food (TSF) programme are to: 
· Prevent the deterioration of nutritional status; 
· Prevent the development of severe malnutrition, 
· Rehabilitate malnourished children and women;

· and provide nutrition education.  

The EOS/TSF programme began in 14 districts in Sidama and Wolliata Zones of the SNNP Region in April 2004, and then expanded by August 2004 to cover all 54 districts that had been affected by drought in 2003.  It was then rapidly scaled up in the first 6 months of 2005 into 235 more districts nationally, all selected because they suffer from drought and chronic food insecurity.  By November 2006 the EOS/TSF programme was being implemented in 325 districts (51%) in all 9 rural regions of Ethiopia, according to figures provided by UNICEF.  


The same services, but without screening or targeted supplementary food are also being delivered to children in all 299 remaining districts of Ethiopia, except for the 10 districts of Addis Ababa.  This is called the Expanded Enhanced Outreach Strategy (EEOS). 

The EOS programme is reported to have the following major successes and benefits:
· The coverage of vitamin A supplements has increased substantially, as capsules were only given during measles campaigns in the past; 

· Children are now dewormed on a regular basis;
· Malnourished children are now identified through a regular screening programme;
· The identification of many severely acutely malnourished children has shown the scale of malnutrition in Ethiopia;
· The programme has contributed to an increase in demand and capacity to treat severe acute malnutrition;
· A targeted supplementary feeding programme is now in place that makes food available to malnourished children and women every three months whereas previously food was available only during an emergency;
· The programme involves a unique collaboration between the government, UNICEF and the WFP to provide both treatments and food to prevent and treat acute malnutrition and save lives;
· The programme is that largest of it’s kind and targets more than 7 million children and 1.6 million women.


This report describes the aims and methods of the evaluation and then presents the findings and recommendations under ten main headings.
Aims and methods of the evaluation

This evaluation of the EOS for UNICEF was done at the same time as an evaluation of the TSF by two external consultants to the WFP, Jeremy Shoham and Carmel Dolan, so there was some overlap as the two programmes are closely related.  Shoham and Dolan will report separately.  

The Terms of Reference of the UNICEF evaluation team included issues related to the EOS, which are addressed specifically in this report, with some additions and reorganisation by the evaluators.  The key issues are:
· Project cycle management issues relating to:
· 
programme design
· 
targeting and planning; 
· 
implementation; 
· 
monitoring and evaluation; 
· 
quality control and feedback.
· The effectiveness of the programme at meeting its objectives

· Partnership and coordination between the main agencies involved

· Resources and capacity building 

· Linkages with other food security and nutrition programmes 

· The future of the EOS/TSF.


In addition some recommendations will also be made in this report concerning the TSF as they are relevant to the objectives of the programme as a whole.

The Consultants reviewed the reports and data they were given, had meetings in Addis Ababa with key informants (see Appendix A) and visited field sites. 

Andrew Hall (AH) visited East Hararge District (with Carmel Dolan) to see the TSF programme at one food distribution site, and flew to Tigray to see the EOS at three sites (with Aregai Woldegebriel of UNICEF).  AH also met local officials of the Ministry of Health, DPPA, WFP and GOAL.  

Tanya Khara (TK) visited Awassa (with Jeremy Shoham) and Assosa, but was unable to see the EOS in action.  At these sites Khara met local officials of the Ministry of Health, DPPA, WFP and district administration, NGO representatives, EOS screening teams, visited stores and reviewed monitoring reports.  

At these meetings a semi-structured interview was conducted using a framework of simple questions designed to elicit responses to key issues and concerns.  The questions asked explored the following main themes.

· What is your job in the programme.

· How is the programme working in terms of:
· 
Delivery and supplies

· 
Staff, training and supervision

· 
Capacity building

· 
Community mobilization

· 
Reporting on activities

· What other groups and agencies are involved?

· 
How is coordination working

· 
What links are there with other agencies

· What do you think are the three main problems with the programme?

· How could the programme be improved?


These meetings and have informed this report but they have not been used to draw any definitive conclusions, as the sample size of sites visited and people met is too small.  


Many of the recommendations made were suggested by people interviewed and the Consultants do not make any personal claims of originality.  But the recommendations do represent a statement in February 2007 of what the Consultants think needs to be done, so they have been specified in time and place.  


Any errors of fact are the responsibility of the authors, who stand to be corrected.  
Explanatory notes

The numbers of districts cited in this report are those recorded by UNICEF when the EOS and EEOS programmes were established.  They are no longer current as many districts have subsequently been sub-divided.

So that the report is generally understandable the term village is used instead of kebele and district is instead of woreda.  

No personal titles have been used in this report.  

Evaluation of the programme and recommendations

A useful starting point to this evaluation is the diagram shown in Figure 1 which illustrates of the flow of children through the EOS/TSF programme.  This diagram is used here to identify key stages and issues in the implementation, monitoring, evaluation and management of the programme.

The groups who are stated to be eligible to attend an EOS day
 are: any child aged 6 – 59 months, any lactating women with a child aged < 6 months, and any pregnant women, usually determined on the basis of being visibly pregnant, so is likely to be in her 2nd or 3rd trimester.  However, because age is usually not known accurately or difficult to determine on sight, children are admitted to an EOS centre if they are less than 110 cm in height. This leads to a discrepancy between the stated eligibility and actual eligibility for the programme which has consequences for estimates of coverage (see Section 4.1).


The responsibility for informing parents when and where an EOS centre will occur lies with the district authorities who plan the EOS days and then inform village leaders and local health personnel.  The proportion of the started target groups who attend or do not attend will depend largely on whether they have been informed, whether they can attend (depending on timing and location), and whether they want to attend.  Information, communication, access, and personal motivation (often based on the quality of previous experiences) are probably the keys to attendance and coverage (see Section 3.1). 

At each EOS centre all children older than 6 months are given vitamin A and all children older than 12 months are given albendazole (see Section 3.2).  The mother may be asked if her child has been vaccinated against measles and, if not, the child is vaccinated.  This service is not offered on every occasion at an EOS centre.  


In areas where malaria occurs, women may be given up to two insecticide-treated mosquito nets to protect them and their young children against malaria.  In some places pregnant women may be vaccinated against tetanus.  No other treatments are known to be given (see Section 3.3).

All children are checked for signs of oedema, a sign of severe malnutrition, and their mid-upper arm circumference (MUAC) is measured.  Children with a MUAC <12 cm are classified as moderately acutely malnourished and are eligible to receive through the TSF programme two rations of food, three months apart.  All children with oedema or a MUAC < 11 cm are classified as severely acutely malnourished and are referred for therapeutic feeding (see Section 3.5) as well as being eligible for the two rations of food.  


The MUAC of all pregnant and lactating women admitted to an EOS centre is also measured (not shown in Figure 1) and any woman with a measurement of < 21 cm is also eligible for two rations of food provided through the TSF (see Section 3.2).  


Each malnourished woman and child is given a ration card at the EOS centre, which will entitle them to two rations of food, and their name is recorded by health staff in a newly designed 4-part ration book.  


[image: image1]


The EEOS days offer the same services as the EOS, but there is no screening of malnourished children or women, as the TSF is not available.  


Once women and children have left an EOS or EEOS centre it is not known if they return to the next one in six months time because individuals are not tracked (see Section 1.4).


Within a week of the completion of the EOS screening in a district, a copy of each page from the 4-part ration record book is supposed to be passed from the Department of Health to the district office of the DPPA.  The DPPA then calculates how much food is required.  A requisition is passed to the regional DPPA which organises, with the WFP, the delivery of rations to a regional warehouse.  The Zone level functions only in large regions such Oromiya and Amhara; in other regions the line of administration is directly from the region to the district.  

The rations are delivered directly to Food Distribution Centres (FDC) in each district by private transport companies, which are contracted for each separate round of delivery.  This process requires tendering and advertising, and takes several weeks to accomplish.  The effect is that the rations may not available be at the FDC until 2 – 3 months after the EOS screening was done.  This has important consequences for malnourished women and children (see Section 1.2).  

When the food arrives at an FDC, word is sent to the beneficiaries through the village leaders and health workers that the food can be collected (see Section 2.4).  The food is issued from the FDC by two female volunteers called Food Distribution Agents (FDAs) to beneficiaries who have a ration card and whose name is in the register book.  The FDAs give each beneficiary a bag of 25 kg of blended flour made from either corn and soya or wheat and soya, and 3 litres of oil, which is decanted into bottles from 5 litre tins.  The beneficiaries have to provide their own bottles.  The FDAs explain to each woman their entitlement, and how the ration is to be prepared and used.  All beneficiaries can return in three months to collect a second ration of the same amount of food, when it has been delivered to the FDC.  The ration card is issued for two specific rations of food only.

Once women and children have collected their rations of food it is not known if they return to the next EOS centre, and the effect of the ration on their nutritional status is not known, because individuals are not tracked (see Section 1.4).

1.
Design of programme
The EOS/TSF programme is innovative and potentially very important because it offers a mechanism to provide supplementary food to malnourished children in addition to delivering basic health services.  The EOS/TSF has the potential to rehabilitate malnourished children and prevent moderately malnourished children from becoming severely malnourished in a country haunted by famine and malnutrition.  The EOS/TSF programme could improve the general nutritional status of children in districts of Ethiopia where food insecurity is common.  The design and implementation of the programme require good coordination between two vertical programmes (see Figure 1) but they have created an important link between a health programme and a food programme which have similar, if differently stated objectives.  The objectives of the EOS, to reduce mortality and morbidity, can be achieved to a large degree by improving nutritional status, while the objectives of the TSF, are specifically to improve nutritional status.  An important issue for the Consultants during this review was that the achievement of these objectives was not being measured.  This is discussed in Section 4.3.

Whether or not these objectives can be met will depend on several things: the frequency and coverage of the EOS services; the accurate identification of all malnourished children and women; the speed with which supplementary food is delivered; the effectiveness of the food in treating malnutrition; and the availability and quality of treatment for severe acute malnutrition.
1.1
Frequency and timing of EOS days
The gap between EOS days at any site is usually around 6 months, a period most likely determined by the usual gap between doses of vitamin A and albendazole, and the financial and opportunity costs of running some 20,000 EOS centres throughout the country.  However the nutritional status of children can deteriorate within a few weeks so this is not often enough to prevent some children becoming severely malnourished, one of the objectives of the TSF programme.  Screening would need to be done much more frequently to prevent this, and probably too often to be feasible on a national scale such as the EOS.  An alternative is to identify newly malnourished children in the community on an continuing basis, an issue that will be addressed in Section 1.3. 

The concern of the EOS/TSF programme is mainly for children who become acutely malnourished within a population that is also chronically undernourished.  The high prevalence of underweight and stunting is a result of a generally fragile food security situation, rather than as a result of acute food shortages.  If there is a crop failure or a sudden and large scale cause for concern about food availability, then other mechanisms are in place to identify such an occurrence and relief mechanisms can be put in place.  For example a district can be declared by the Government as a “hot spot”, and a general food ration can be distributed by the DPPA.  In such circumstances children are likely to become malnourished particularly rapidly, so more intensive interventions such as blanket feeding or monthly supplementary feeding should be considered instead of the six-monthly EOS.  However NGOs reported that there was a lack of clarity about what would trigger an emergency programme and thus what are the limits and role of the EOS in an emergency (see Section 9). 

Ideally the EOS days should be held so that food is made available to coincide with the greatest likelihood of food insecurity, which is typically just before a harvest when food stocks from the last harvest have been consumed, or the peak season of disease transmission, which is often related to rainfall. 
 


The EOS days need also to be timed to suit the availability of parents to bring their children.  This needs to be determined locally.  At the EOS centres visited in Tigray (AH) and Awassa (TK) there were several complaints that it parents could not attend as they were harvesting crops, teff and coffee respectively. 


The balance between timing EOS days to occur before the greatest likely need for food, and having them every six months, is difficult to achieve, especially if there is any delay which could put the frequency and interval out of order.  The actual interval between EOS days in the SNNP region, for example, has ranged between 4 and 9 months, probably reflecting delays in implementation.

While it is clear that the micro-planning process is done at the district level, it is not clear who and where the decision on timing the EOS days is made.  As some regions cover a huge and environmentally diverse area, a single week to hold all EOS centres in a region may not be appropriate.  It would be best if that decision is made by each district, if that is not done already.
Recommendation 1.  Each district should determine the ideal weeks for each round of the EOS, based on criteria such as local climate and crop harvests, ideally six months apart.  

1.2
Sequential process of food delivery

The main hindrance to the effectiveness of the EOS/TSF programme is the length of time it takes between identifying malnourished children or pregnant women and delivering food to treat them, which can be 2 – 3  months or more.  In this period a moderately malnourished child could progress to severe malnutrition, which greatly increase the risk of dying increase; a pregnant woman could fail to gain sufficient weight during her last trimester and give birth to an underweight baby, and a lactating woman could fail to produce enough energy in breast milk to feed her child so that she resorts to poor quality complementary foods.  These are all unsatisfactory and dangerous outcomes for children and mothers that diminish the effectiveness and credibility of the programme as a treatment for malnutrition.


The solution does not lie simply in speeding up the process of delivering food, because it is sequential.  The rations are ordered after the beneficiaries have been identified, which depends on the speed with which the list of beneficiaries is passed from the Ministry of Health to the DPPA and then up the chain health to the regional office (see Figure 1).  Even if the food is available in Ethiopia, which it usually is, the speed at which it is transported to the Food Distribution Centres in each districts is mired in inflexible procedures driven, it must be admitted, by an essential need for accountability and transparency.  Each step in this process follows from the next and, even if efficiencies can be found, it will inevitably take time. 

If the response to moderate malnutrition is to be quick, the process of delivering food needs to be done in parallel with preparations for the EOS screening centres.  Given that the EOS/TSF programme has been implemented at least three times in most districts, it should now be possible to predict the quantity of food needed for the first distribution so that food could be made available immediately at FDCs after the screening had been done, or at least to some priority groups.   The numbers of beneficiaries determined during the screening could then be used to order the balance of the ration needed for the second distribution in 3 months time.  The excess could also be used for children who are identified as malnourished between EOS rounds (see Section 1.4)
Recommendation.  A process in which food rations are predicted and ordered in advance of identifying malnourished children and women should be developed to replace the current sequential system, so that beneficiaries can be given rations soon after they have been identified.

1.3
Identifying malnourished children and women between EOS days. 

Children can become malnourished very quickly, particularly if they are already mildly undernourished and then suffer an acute infectious illness.  Children can become malnourished immediately after an EOS screening and would need to wait several months to be identified and then 2 – 3 months for their ration to arrive.  Malnourished pregnant women may be missed altogether if an EOS day occurs during their first trimester, and they could have given birth by the time of the next EOS day.  As it is probably not feasible to hold EOS days more often, there is a need for health workers to be able to issue a ration card to children and pregnant women who are identified as malnourished between EOS rounds.  This is also important for those children identified as severely malnourished between EOS rounds who are referred to community-based programmes which give children ready-to-use therapeutic food (RUTF) such as Plumpy’Nut: they will also require a supplementary ration to complement the RUTF while the child is in the programme and to continue their recovery once discharged.  


The ration card could be issued by a specified health professional who had verified a diagnosis made by a community health worker and was authorised to issue such cards. This could be piloted in some districts to see the scale of extra demand for food rations and could, if it worked, be integrated within the Health Extension Workers’ duties (see Section 1.3).  
Recommendation.  As the transition to the Health Extension Package occurs, methods need to be developed to allow extension workers to refer malnourished children to receive a ration card between EOS days.  This will require rations to be available more often than every six months.
1.4
Tracking individuals

The current programme does not allow tracking of individuals after they have been screened for malnutrition, shown in Figure 1 by the question marks in boxes, or after they have received rations of food (shown as ? in Figure 1).  This means that no data are available on how many times any child has attended an EOS centre (attendance), whether a beneficiary has been repeatedly given a ration because their nutritional status has not improved (failure rate), or how many old and new beneficiaries there are at each round (prevalence of malnutrition).  This also means that UNICEF and the WFP cannot say how many individual children have benefited from the EOS and TSF programmes, they can only count the number of contacts with children, which is clumsy and difficult to report.  It is recognised that it will be difficult to track children who die unless deaths are recorded and reported by Health Extension workers.
Recommendation.  Methods to track children should be considered and tested in some districts in order to provide data on repeated uptake by children and on the outcome for children and women of the TSF and therapeutic services.   For example, each women could be given a registration card with a unique identification number for herself and each of her children that would be used on the EOS/TSF registers. To encourage carers to bring the card back at subsequent screenings it could perhaps entitle them to additional services, or could act to get them “fast track” treatment at the next EOS day, which would give it value. This card could be different and separate from the ration card; it could replace a ration card, and could be stamped and dated to indicate that a beneficiary was eligible for food, which would give it additional value; or it could be a put on existing road to health cards.  Such a card would provide at EOS centres a record of repeated visits and the registration numbers could be recorded in the EOS/TSF register books.  The card could also be marked if a child is referred for therapeutic care.  
2.
Targeting and planning

The targets of the EOS are determined on the basis of height, then age is used to decide whether the children who have been allowed in should be given vitamin A, albendazole and vaccinated against measles (if not vaccinated during the EPI).  The targets of the TSF, both children and women, are determined on the basis of mid-upper arm circumference.  The thresholds of height, age and MUAC are based on good scientific data although they are, inevitably, arbitrary and represent a balance between sensitivity and specificity.  
2.1
Entry to the EOS based on height.

Using height is an easy and effective way of allowing children into an EOS screening centre.  The threshold is based on the NCHS reference population: an average 60 month old boy is 109.9 cm and an average girl of the same age is 108.4 cm, so children shorter than this are assumed to be less than 5 years old.  The effect of this method of identifying beneficiaries will be discussed in more detail in Section 4.1 in terms of denominators used for estimating coverage. 

The effect of using height as a proxy for age to is that many children older than 5 years whose growth has been stunted will be admitted to EOS centres to receive EOS services and will be screened for malnutrition.  In addition, a few well nourished children who are tall for their age may be excluded, though this is not likely to be a major issue unless there are particular ethnic groups that have tall, thin children.  


The admission of older but stunted children is a good thing, for a number of reasons.  For example, as the prevalence and intensity of worm infections typically increases with age, so older children are more likely than young children to be infected with worms, and to be heavily infected as well.  This may have stunted their growth so deworming them is important.

At the EOS sites all children are compared against a stick 110 cm in length, which is a simple and transparent way to allow entry.  However the sticks seen at EOS centres were rough-cut by the gatekeeper from any piece of wood or tree branch that they could find.  This may seem trivial in comparison with the rest of this report, but using such a stick appears to be arbitrary, and does not send a clear and formal message to parents about the criteria for entry into a EOS site.  If entry could be seen to be ad hoc and informal, what about the rest of the process?  

Recommendation.  The EOS should provide a formal, manufactured height pole to each EOS team, that is clearly marked and identifiable.
2.2
Treatments based on age

There are age limits to treatments: children aged 6 – 12 months get only 100,000 IU of retinol while all older children get 200,000 IU; children aged 12 – 23 months get 200 mg of albendazole while all older children get 400 mg; and only previously unvaccinated children aged 12 – 23 months can be vaccinated against measles.  Most of these doses and age thresholds have been worked out by WHO technical committees and have a large element of arbitrariness, even if they are based on data on toxicity and potential benefits.  

But another important arbitrary decision is to limit access to EOS services to children in Ethiopia aged less than 5 years old.  Children don’t enrol in school in Ethiopia until they are 7 years old, so will technically remain pre-school children for another two years.  Even if they do enrol in school, many enrol later than 7 years, a fact reflected in a net enrolment rate in Ethiopia in 2004 of 46%.
  But even if all children did enrol in school, there is no school health programme in most parts of the country except for a few schools supported by NGOs such as Save the Children, USA., although there are plans to develop a national programme.  And some children, probably from the poorest families, will not enrol at all.  This is a gloomy picture for the health of young school age children, a group defined by the WHO as 5 – 9 years of age.  
 
The good news is that, as entry to the EOS is based on height, not age, it is likely that many children older than 5 years are being given vitamin A and albendazole.  And using height is a good way of targeting chronically malnourished children older than 5 years.  But this is accidental, rather than deliberate, and mothers are not told that children < 110 cm are eligible to attend the EOS centres, they are told to bring children less than 5 years old.
Recommendation: The advertised and actual targets of the EOS programme are not the same: the criteria advertised is based on age (6 -  59 months); the actual criteria for entry is based on height (< 110 cm).  As they are not the same, the denominator currently used to estimate programme coverage is misleading and should not be used.  Ideally coverage should be estimated by means of community based surveys of eligibility and attendance.
Recommendation.  All children < 110 cm should be allowed entry to EOS posts and be eligible for all services and the TSF.
2.3
Screening based on arm circumference 
The thresholds used by the EOS/STF programme to identify malnourished children have recently been changed: a single measurement of MUAC has replaced weight-for-height, which required two measurements.  This change has simplified the process of identifying malnourished children greatly, and evidence from the scientific literature suggests that MUAC is better than weight-for-height as a indicator of the risk of dying.  This change was the subject of a previous consultancy, and will not be discussed here.  

 The MUAC tapes seen during visits to EOS sites were of an old style, with colour coding for moderate malnutrition at a threshold of 12.5 cm.  It is understood that they are being replaced by new tapes which show the correct thresholds and are similarly colour coded.


Concern was expressed by informants during field visits that the MUAC threshold of 12 cm was not identifying all malnourished children.  The consequence of this was that people doing the screening either pulled the MUAC tape tighter over a child’s arm to make sure that it was less than 12 cm, or health workers simply gave ration cards based on a subjective assessment of nutritional status.  This was seen being done by AH at one EOS centre in Tigray, and reflects a lack of supervision and accountability.  

The correct use of MUAC tapes is crucial to identifying malnourished children and women, so needs to be done carefully and well.   A general concern was expressed that the quality of MUAC measurements made by EOS teams was poor and required the most supervision by staff of UNICEF and the Ministry of Health.  AH was told in Tigray that little practical training was provided to staff on how to measure MUAC before EOS days: apparently EOS staff were only given one day’s training, mostly on the theory of measuring.  Staff of UNICEF reported that, in theory, EOS staff were supposed to have half a day of theoretical training and half a day of practical training.  However practical training has to be done with children, and this may not be possible in only half a day.  Training staff to measure MUAC requires quality control by programme managers.

The problems with measuring MUAC may be compounded because in many EOS Centres the measurement is often done by volunteers as the health professionals are required to give vaccinations and treatments.  The turnover among volunteers is high, making it difficult to ensure the quality of measurements, hence the intensive supervision required.


It is very hard to get any feeling from the data reported by the Emergency Nutrition Coordinating Unit (ENCU) on the reliability with MUAC is being used to identify malnourished children during the EOS screening.  Trends cannot yet be examined, as the method was only introduced in 2006, so most regions only have one data point.  The prevalence of malnutrition might be expected to fall between rounds when the methods were changed, but this assumes that the general degree of malnutrition remained constant, which it may not, as weight-for-height can show considerable seasonality.  

One possible indicator is the ratio between the percentage moderately malnourished to the percentage severely malnourished, assuming that the underlying measurements of MUAC have a normal distribution.  This is illustrated in Box 1.  It would be useful if the ENCU could develop and publish indicators that might be used to assess the quality of data and of the EOS/TSF programme. 


[image: image2]
Recommendation.  Health professionals will need to be educated about the fact that MUAC may not always identify children who may appear to them malnourished.  
Recommendation.  The quality of screening children using MUAC to identify those who are malnourished need to be improved.  Several things could be done.  Ideally the person doing the measurement should be a health professional who is not from the locality, so is less easily influenced than somebody local.  The person doing MUAC measurements should be given practical training using standard procedures to reduce intra- and inter-observer variability.  When a child is identified as malnourished at an EOS centre, the determination should be confirmed by the supervisor by repeating the measurements.  
Recommendation.  As a part of the process to improve the accuracy of screening, Quality Control officers should be established to visit randomly selected EOS centres to do spot checks of the site, to inspect materials and supplies, to scrutinise records, and to verify the proper working practices of staff, such as measuring MUAC and administering treatments.  Each EOS team ideally should be subject to one or two random visit during each round by such a quality control officer.   The very fact that the work of staff may be checked and they may be held accountable, can act to improve the quality of work.  Ideally these quality control officers would be independent of the programme, perhaps from NGOs, but this would perhaps be a difficult principle to establish. 
2.4
Purpose of the food ration

There was some confusion in people’s mind about aim of the supplementary food, particularly because of the presence in many EOS/TSF districts of other programmes that were providing food as a general ration or a safety net.  Some of this confusion may arise because it is not understood that the ration of food is meant as a specific treatment for malnourished children and women, even by people involved in the programme.   The WFP have been trying to promote the ration as a “medicine”, because they want it to be consumed only by the malnourished child or woman.  Disregarding the notion of food as “medicine”, it seems unlikely that a woman who has to mix the raw ingredients and then cook it for a child in her own home would exclude other children whom she may consider to be hungry, and may also be malnourished.  It is also possible that women may judge the amount of food to be more than the child needs for 3 months, if used with existing food supplies.  A calculation indicates that this is possible (see Box 2).
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A WFP study apparently found that only 50% of families used the ration for the malnourished child, but sharing may vary between regions and cultures, and may depend on the number and age of other children in the family and on the household food security situation at the time.  If sharing is to be prevented or reduced, it will be best to try and understand why and when it happens: is it related to the local culture, or to the number of other children, their age, or their perceived nutritional status?  Once this has been understood from the perspective of the mother who uses the food she has been given for a purpose other than feeding a specific malnourished child or herself, then perhaps messages can be identified that may reduce this practice.  However, if the food is mostly given to other malnourished children then it will be hard to justify trying to change practices.  

The consultants also heard anecdotal reports that rations were sometimes sold after collection, particularly the oil.  The reasons for this needs to be studied and understood.
Recommendation.  Any programme of education about the specific use of rations needs to be based on a sound understanding of the rationale mothers apply when using the food rations they have been given.  This understanding can be obtained during surveys of beneficiaries after rations have been used up, and needs to be translated into message given at EOS posts.

2.4
Planning
The initial planning of the EOS/TSF programme arose from discussions between UNICEF and WFP with the Government concerning the need in Ethiopia to provide child survival interventions that included food.  Initially the programme was planned as a bridge to the Health Extension Service Package and to link with the WFP safety nets programme.  But according to information provided by the WFP, in practice only some 20% of households that receive the TSF are also beneficiaries of either safety net or relief programmes, although this is perhaps to be expected given that malnutrition is not always due to a lack of food and the targets of relief are selected on a different basis.


One of the consequences of scaling up the programme so rapidly has been that there has not been enough time adequately to develop and transfer best practices and procedures; there has not been enough time to institute quality control systems (a repeated theme in this report); and there has not been time or opportunity to evaluate the impact on key objectives.

The speed with which the programme was scaled up seems to have disturbed NGOs particularly, who reported that they did not have a chance to contribute to discussions after the pilot phase in SNNP region.  


Current planning is also limited by the lack of good data on indicators of performance and coverage.  These data need to be available to locally to inform the process of planning and improving the programme.  
Recommendation.  Better data on the quality of services are needed, including data from surveys conducted immediately after EOS rounds, that can be provided to programme planners and managers to allow them to improve the delivery of the programme.
3.
Implementation
This section deals specifically with the procedures of delivering health services through the EOS, and then the supplementary food.
3.1
Social mobilization

This is the term used generically to describe the process to get women to bring their children to an EOS centre to receive essential health services.  It involves a widening cascade of communication from the regional or zonal level, where the EOS is planned, through the districts to women in villages.  It is probably one of the most important and variable aspects of the EOS and EEOS programme, as it depends on administrators and implementers in each of the 624 districts in the programme, and then on the innumerable village leaders and health workers who are responsible for taking key message about the need for the services provided by the programme to households.  The messages need to be clear and simple, something that UNICEF is particularly good at.  


However the process of social mobilization is highly dependent on reliable and consistent lines of communication, which are largely word-of-mouth, not just on the quality and uniformity of messages.  New lines of communication become important again when food rations have arrived at FDCs and beneficiaries need to be told.  


It is important to understand these process if the social mobilization is to be improved in general throughout the programme, and then improved specifically in each district.  This understanding is likely to come from knowing:
· where coverage is good, indicating that social mobilization and access is effective, and learn from that;
· how parents hear of the programme, and thus the most effective methods of communication, which may vary from district to district; 

· why parents had attended, what their experience had been; 

· what messages they had been given, and whether they had been transmitted correctly and understood; 

· why parents had or had not returned to the next EOS centre; 

· and why some parents had not attended an EOS centre at all.  


Some of this information could be collected by surveys or focus group discussions as EOS posts.  But if the true coverage of the EOS/TSF and reasons for non-attendance are to be known, then household surveys are needed on a large enough sample to provide estimates with a useful precision.  This should be a part of the process of Monitoring, described in Section 4, and must include remote communities.
Recommendation.  Rapid surveys should be done after each EOS round to collect data on how parents had heard of the EOS programme. The findings of these ABC surveys should be linked to subsequent actions to improve the quality of the programme (see Section 4.2)
3.2
Treatments given to children

Every child aged 12 – 59 months is given every six months an oral  dose of 200,000 IU of vitamin A.  It is not clear why all children older than 12 months are being given two capsules of retinol, each providing 100,000 IU, rather than a single capsule of 200,000 IU.  The smaller capsules are meant only for children aged 6 – 11 months, who constitute less than 10% of all children who come to EOS centres.  There are three disadvantages of giving two, rather than one, capsule:

· According to the UNICEF catalogue, the purchase cost of two capsules of 100,000 is 1 cent more per child than a single capsule of 200,000 IU, or 55% extra (USD 0.02848 vs USD 0.01838 per child).  As around 30 million doses of retinol have been given to date, giving one rather than two capsules would have saved $300,000 simply in purchase costs.  Even if the purchase costs are met by a donor, and one that does not mind the extra expense, the costs of shipping would also be reduced substantially, as only a half the number of capsules are required, which would give an additional saving.
· Two capsules take more time to administer as they have to be cut and the drops from each capsule given separately.  The saving in time would allow for children to be treated more quickly as the flow of children through an EOS centre is linear, so it is as slow as the slowest step.
· Giving two capsules rather than one doubles the risk of accidentally releasing a capsule into a child’s mouth or airway.  This has happened in the past and, although the EOS Guidelines explain what do if a child chokes, there is no reason to increase such a risk, even if it is very small.  


The WHO recommend mass deworming for school-age children if the prevalence of infection with any species of intestinal nematode is 50% or greater.  Mass treatment is not harmful as the drugs used are poorly absorbed and non-toxic, but the lower the prevalence of worms beneath this threshold, the more drug is wasted on treating uninfected children.  In addition, because it is typical to find that 80% of the children who actually have worms are lightly infected, only a small proportion of treated children will actually benefit to any significant degree from being dewormed, unless perhaps they are very malnourished.  A survey done by the WFP in Afar Region before starting a school feeding programme recorded a prevalence of intestinal nematodes of about 10%, so mass deworming was not given.  The prevalence of infection in pre-school children is typically lower than in school-age children.  Save the Children, USA are currently undertaking a national survey of schoolchildren, which will provide an estimate of the prevalence of intestinal worms in all regions of Ethiopia.  When those data are available the use of mass treatment in the EOS should be reviewed.


The drug used in the EOS is albendazole, provided as chewable tablets of 400 mg and given to all children aged 24 months or older, and as half a tablet to children aged 12 – 23 months.  The main concerns are: the need to crush the tablets to give to children who cannot chew, and the danger that a distressed child given a tablet to chew may choke on it and die.  There are three alternatives: 

· Continue the present practice with better training and supervision to ensure that crushed tables only are given to children 11 - 23 months, or that, if a child is considered able to chew a tablet, parents are asked to give the tablet later if the child is too distressed to take it at the EOS centre.

· Provide albendazole as a syrup for children aged 11 – 23 months.  This group is about 20% of all children who attend an EOS centre.  The purchase cost of a 400 mg tablet of albendazole is USD 0.029.  The syrup will be more expensive, but is not listed on the UNICEF, Copenhagen web site, so no data on cost can be provided.  
· Stop treating young children aged 12 – 23 months, or at least in parts of Ethiopia where the prevalence of intestinal worms is < 50%.  The benefits and risks of treatment need to be assessed for this age group if tablets are still to be used.

Recommendation:  Children older than 12 months should be given one capsule containing 200,000 IU of retinol, not two capsules of 100,000 IU.

Recommendation.  The mass administration of albendazole should be reviewed based on data on the prevalence of intestinal worm infections, the need to treat children aged 12 – 23 months, and the possibility of giving young children albendazole syrup.
3.3
Services provided to women
At the moment each pregnant or lactating woman may be provided with up to two bed nets if she lives in an locality where malaria occurs (about 140,000 had been distributed by November 2006); and a woman is eligible for a ration of food if her arm circumference is less than 21 cm.  There is considerable potential for other health services to be provided to pregnant woman in particular, perhaps on a regional or even district basis, depending on local needs.  They are:

· Vaccination with tetanus toxoid.  As the vaccine is heat stable, this is easy to provide.  Women could be recommended to go to a health centre at least four weeks later to get their second dose.  This has been done during the EOS in Oromiya and SNNPR.
· Tablets of iron and folate or multiple micronutrients.  Supplements of iron and folate are given as standard practice to pregnant women in most countries in Africa.  This is seen as an opportunity that should not be missed, not as a substitute for ante-natal services.
· Deworming.  This is recommended for pregnant women in areas where hookworm occurs, but only after the first trimester.  As women can only enter the EOS centres if they are visibly pregnant, the first trimester is very likely to have been completed.  

The availability of additional treatments for pregnant women could increase attendance and the perceived value and credibility and of EOS services after they have given birth.


All mothers and pregnant women who attend EOS centres are supposed be given information, education and communication on infant and young child feeding, hygiene promotion, malaria and preventing HIV/AIDS, although no details on what the IEC consists of are published in the EOS Guidelines.  This is a lot of information to cover in an environment that is typically crowded and noisy and not conducive to good IEC.  It would be better if the IEC component of the EOS concentrated on messages specific to the EOS to ensure an understanding of the purpose of the EOS and women’s entitlements, the importance of the treatments offered, and the need to attend every six months.  Giving this key information is already challenging for the EOS teams given the numbers involved, and is probably enough at this time.
Recommendation.  Additional treatments should be considered for pregnant women, perhaps on a regional basis depending on local needs, but could include tetanus toxoid, iron/folate tablets or multiple micronutrients, intermittent presumptive treatment for malaria where it is hyperendemic, and deworming.
Recommendation.  The IEC given as a part of the EOS should focus on key messages related to the interventions, entitlements, and the need for repeated attendance.  
3.4
Food rations

There are some data available from the WFP on the collection of rations from food distribution centres.  A study in a district the SNNP region found that 34% of beneficiaries did not collect the first ration of food they were entitled to and 36% the second.
  Data such as this should be quite easy to collect and report using routinely collect statistics from register books, unless the rations not collected are not reported and are diverted for other purposes.  Nevertheless, if women do not collect their entitlement, what is the reason?  It could be due to poor communication between the district authorities who run the Food Distribution Centres and the beneficiaries, a channel depending on village leaders and health workers.  This could suffer from the same variability as social mobilization (see Section 3.1).  The message on this occasion is not generic, it needs to be specific to the women who have been given a ration card to tell them that the food is available.  This is likely to be an informal process, so it may be necessary to learn how it is best done in practice.
Recommendation.  Data should be collected routinely on the rates of default in collecting rations to understand lines of communication between FDCs and beneficiaries.  The new register book could allow this.  The data could be used to identify FDCs with low or high default rates, and to investigate why.  
3.5
Therapeutic feeding

Many countries do not have a routine system to identify children with severe acute malnutrition, so the services needed for their treatment are not well developed.  The risk of dying increases exponentially as the severity of malnutrition increases.  The EOS is unique in that these children are identified in the community every six months in over a half of all districts in Ethiopia using the presence of oedema or by a measurement of either weight-for-height (before 2006) or MUAC (since 2006). 

The numbers of children identified as severely malnourished has increased as the programme has been scaled: 27,000 children were identified in 2004, 145,000 in 2005, and 100,000 in the first 10 months of 2006. These numbers are affected by many factors: the number of districts in the EOS programme; fluctuations in the prevalence of severe acute malnutrition; errors in diagnosing oedema or measuring children; and the change in May 2006 from weight-for-height to MUAC as the criterion to identify malnourished children. 


The one feature that remains constant however is that, despite the commendable growth in number and scale of therapeutic care programmes in Ethiopia over the last 3 years, which represent a six-fold increase in capacity, the gap remains large between the numbers of children being identified and the capacity for treating them.  In the EOS districts there is currently capacity to treat 14,555 children at any one time.  Even if the EOS days occurs at different times in different districts, the screening process identifies many severely malnourished children at once, thereby overwhelming local capacity to treat all children, if it is available.  But in many villages therapeutic treatment is just not available, or requires a prohibitively long journey by the mother and child. There is also no system to track severely malnourished children to see if they turn up for treatment and, if they do or don’t, to find out the outcome.

Because of the structure of the UNICEF monitoring database in which rounds are given the same number whenever they occur, it is not possible to compare the numbers of children identified as severely acutely malnourished at each round of the EOS with the capacity to treat in each region.  However it is possible to compare the numbers identified in a given month for the last round in a number of regions with the capacity to treat in that area.  This is probably a fairer comparison to make.  Table 1 presents data on the number of children identified as severely acutely malnourished in six regions and the numbers of children who can be treated at anyone time.  It indicates that there is an urgent need for continued action to expand treatment capacity, particularly if such children are to be identified during short campaigns such as the EOS.  

The expansion of facilities to treat severely malnourished children in Ethiopia over the last 3 years has been driven by the expansion of programmes using a community-based approach to treatment.  This brings services closer to communities and allows children to be treated in their homes. This approach also focuses on the timely identification of malnourished children in their communities by volunteers and key community figures. The disadvantage of the EOS is that it identifies a large number of children in two short periods in a year which places a burden on therapeutic services to cope with this influx of children. Linking the EOS with a continual process of identifying and referring malnourished children, as the government plan to do as part of the health extension package, would help to spread the numbers needing treatment throughout the year, and could give more time for community based follow up.

Table 1.  Comparison of the numbers of children identified with severe acute malnutrition during a single recent round of EOS screening and the number of children who can be given therapeutic feeding at any one time in the same region.
	 Region
	
	Total malnourished children identified in May/April 2006
	
	Capacity to treat malnourished children
	
	Potential coverage per rounda

	
	
	
	
	
	
	

	SNNPR
	
	40,410
	
	6,855
	
	17%

	Oromiyaa
	
	19,311
	
	3,040
	
	16%

	Amhara
	
	15,594
	
	2,860
	
	18%

	Tigray
	
	8,419
	
	350
	
	4%

	Somali
	
	4,186
	
	1,420
	
	34%

	Afar
	
	3,258
	
	30
	
	1%

	
	
	
	
	
	
	


a Excluding Borena, Bale and Guji, as no screening done in 2006

Another issue that was raised during the evaluation, particularly by NGOs, was the need for better links or coordination between programmes providing treatment for severely malnourished children and the TSF programme.  Although children found to be severely malnourished during the EOS are entitled to a ration, it is not always given because there is the perception that the children will receive a full diet within the therapeutic programme.  In circumstances where the treatment of severe malnutrition is community based, the supplementary ration of food provided by the TSF is vital to avoid any sharing of the therapeutic food within a household.  Also, if severely malnourished children are brought directly to a therapeutic feeding centre, or they are referred from elsewhere for treatment by NGOs, there is no mechanism to give them a ration of food as they have not been through an EOS screening process.  All severely malnourished children in EOS districts should be entitled to get a ration of food, not just those identified during the EOS itself.  
Recommendation:
 The gap between the number of severely malnourished children referred for therapeutic treatment and the number actually treated should be reported to allow the efficiency of the EOS as a referral mechanism to be estimated. Ideally this would involve tracking individuals.  UNICEF currently collates information on the numbers of children treated for severe acute malnutrition in Ethiopia, and this figure could be used to estimate potential impact on mortality.  
Recommendation.  The capacity to treat severely malnourished children by the Ministry of Health and key partners needs to be expanded.  This includes: mapping current facilities in relation to population density and historical needs; finalise operational guidelines; conduct joint training on in-patient and community-based treatment protocols; incorporate training into national curricula; support exchange visits for officials from areas where therapeutic practice and coverage is poor to those where programmes are well established. 
Recommendation: 
 The need for children identified as severely acutely malnourished at EOS centres to be given a ration card for TSF should be reinforced, as sometimes they are not and are only referred for therapeutic feeding.  A reserve of rations should be provided to each FDC to be allocated to severely malnourished children identified between rounds of the EOS.
Recommendation:
Health extension workers should continually identify malnourished children between EOS rounds, who should eligible to receive at least one ration of food. They should also track children referred for therapeutic care and report on outcomes.
4.
Coverage, monitoring, and evaluation
These data are very important to assess the effectiveness of the programme, and for the purposes of advocacy and ensuring continued donor support.
4.1
Coverage.

The specific targets of the EOS and EEOS programmes are children aged between 6 and 59 months, and all pregnant and lactating women, in all districts of Ethiopia, except in the 10 districts of Addis Ababa.  The numbers of potential beneficiaries in each district are currently estimated by extrapolating population data from the last national census, which was done in 1994, over 12 years ago.  These numbers are used as denominators to estimate the coverage of the EOS and EEOS programmes.  


The quality of the denominators of pregnant and lactating women are difficult to assess but, if the same districts are repeatedly part of the EOS, then the number of women should, in theory, increase from round to round as a result of population growth.  This is not the case.  According to data from 32 districts of Amhara, the denominator of women fell by 38% between June 2005 and January 2006; in the other 35 districts of Amhara and in the 54 districts of the SNNP region the denominator fell by about 10% , and then, in the SNNPR, returned to around 101% May 2006.  These variations in denominators may reflect changes in the districts that make up the groups but, if so, they cannot be used to detect trends.  

The denominators for children also change.  For example in the SNNP region, which has the longest series of data for 54 districts, the number of children fell by 60,000 (4%) from June 2005 to January 2006, and then increased by 187,00 (12%) to the next round in May 2006, 4 months later.   


But in the case of children, even if the denominators were accurate they are calculated for a target age range of 6 – 59 months whereas children are allowed entry to the EOS centres based on height, not age.  Using a threshold of 110 cm in height will therefore admit stunted children older than 59 months, who are likely to be common in Ethiopia due to chronic undernutrition, and it will exclude a few well-nourished but tall children aged 59 months or younger.  The effect of this is examined in Box 2.


The overall effect of using a denominator estimated from age will be that it is lower than it should be, so coverage of the EOS/TSF and EEOS programmes will be being substantially over-estimated, more so in districts in which the prevalence of stunting is high.  The fact that children older than 59 months are being included in the programme and increasing apparent coverage is masking any failure to reach a proportion of children who are less than 59 months old, the main target group.  It also leads to estimated coverage of >100% which has created suspicion amongst NGOs and district officials that the numbers are not reliable. Nevertheless the fact that stunted children who are older than the official target age are being treated for worms and given vitamin A is generally a good thing for reasons explained above (see section 2.2).  
The actual denominator of children for the EOS and EEOS programmes in each district is hard to estimate as it depends on four things: 

· The population of sexually active women of child-bearing age who are not practicing contraception; 

· The birth rate and how it has changed over the last 10 years; 

· The death rate for children of each month of age and how it has changed over the last 10 years; 
· The degree of stunting, by month of age.  
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Such data are likely to be very hard to find for each district.  But some very rough estimates made indicate that the denominators being used by UNICEF to report coverage based on age could between 10 – 20% lower than the denominator based on height, depending on the local degree of stunting.  
Recommendation.  The estimated denominators being used to calculate programme coverage should not be used any longer; they are unreliable and lead to over-estimated coverage, which is misleading in a number of important ways that undermines the credibility of the programme.  Ideally coverage should be estimated by community based surveys in a sample of districts immediately after an EOS round by surveys of households (see Section 4.2).  Alternatively any estimated denominators should be based on the criteria applied to allow entry to the EOS.  This means using models, probably by region, to include children up to at least 10 years of age, and then by estimating the percentage who are less than 110 cm from the average z-score of height-for-age for each sex.  
4.2
Monitoring

Monitoring is the systematic and continuous assessment of progress, usually towards stated objectives.  The Emergency Nutrition Coordinating Unit (ENCU) has responsibility for collecting and analysing compiled data sent by the districts to the regions, and by the regions to the capital.  Although this was not a review of the ENCU and the data it collects, there was general concern about the quality and usefulness of the information currently collected on the EOS programme.  The staff of the ENCU may be aware of the limitations of the data, but they are widely available, including on the ENCU web site without information on these limitations, so could easily be misunderstood.

There are likely to be three main sources of error in the data: measurement errors leading to classification errors, compilation errors, and calculation errors.  Measurement errors occur mostly because staff are not trained to measure MUAC properly, they are inadequately supervised, and there is no quality control.  This leads to misclassification which has consequences for the TSF programme.



Compilation errors could occur when data are recorded on tally sheets and then transferred to new sheets during the process of summarisation by EOS centre, district, region and nationally.


The main calculation error lies in the use of a denominator based on age data while admission to the EOS is based on a different criterion, height.


The Consultants’ visit to the ENCU did not shed any light on sources of error or efforts being made to improve the quality of data.  The visit by AH to the regional ENCU in Tigray indicated that the main funds available for field work were for standard nutrition surveys.  Although this was not an evaluation of the ENCU, the Consultants felt that the ENCU has an important role to play in developing quality control mechanisms by careful scrutiny of the consistency and integrity of data (which is probably done), but more importantly by undertaking surveys immediately after each round to collect information to: 

· Assess awareness and access to the EOS/TSF programme by mothers and pregnant women, and identify their source of information;
· Assess factors affecting access to the programme and the experience of beneficiaries within the programme so as to identify reasons for non-attendance or discontinuing attendance.
· Determine the basis on which every potential beneficiary was taken or went to an EOS centre; to check the basis on which they were admitted or excluded from the EOS or given a TSF ration card; and to assess anthropometric status.
· Estimate coverage of the EOS by recording all potential and actual beneficiaries in every household studied.


Such surveys could be called awareness, beneficiary and coverage surveys, or ABC surveys (see Appendix B).  They would provide useful information on those who did, and did not, attend an EOS centre.  Such surveys should replace the current estimates of coverage.

It would probably not be possible to do such surveys in every district after each round of the EOS/TSF programme for reasons of cost, but they could be done in a random sample of districts in each region to provide data to assist with planning.  If the EOS teams did not know if their district could be randomly selected for study, the ABC surveys could provide an element of quality control which could be used to improve the programme.

Recommendation:  Rapid surveys of awareness, beneficiaries and coverage (ABC surveys) should be done after each EOS round in a sample of districts in each region.  The surveys should be used to estimate coverage, assess awareness of the programme and channels of communication, and determine the characteristics of beneficiaries and those who did not attend.  The findings of these surveys should be linked to action to improve the quality of the programme.

4.3
Evaluation

Evaluation is the assessment at a point in time of the extent to which stated objectives have been reached.  It was not possible for this evaluation team to say whether the objectives of the EOS and TSF programmes, as stated in Section A of this report, have been met.  This is because no prospective data have been collected on morbidity and mortality, on the prevalence of moderate and severe malnutrition, or on recovery of children in the programme, the main objectives.  To a large degree this is understandable as the emphasis has been on scaling up and implementing a combined health and nutrition programme in a country that has a recent history of famines and humanitarian disasters.


The consultants did not have time to review the many nutrition surveys conducted by the government and NGOs in Ethiopia that have provided evidence that the nutritional situation of children was improving.  But because of the speed with which the programme was scaled up, the only data that are likely to be available are before and after surveys, which cannot be used to determine the cause of any change, only to say that change has occurred.  The danger of such surveys is that, if the situation has not improved or has even got worse, it could be mistakenly concluded that the programme has not worked when it has prevented a greater deterioration in health and nutrition than in other districts without the programme.  This illustrates the need for controls in any evaluation, especially when the prevalence of malnutrition is an outcome measure, as they are needed in order to estimate the difference made by the programme against a background of secular trends.

The need to measure the effectiveness of both programmes is discussed in more detail in Section 6. 

4.4
Frequency of data collection and nutritional surveillance 

The question has been raised whether the data collected on nutritional status at EOS centres could be used for nutritional surveillance purposes or as an early warning system?  The answer to both is a qualified no, for epidemiological and practical reasons.  


The data cannot be used for nutritional surveillance because the sample of children and mothers is self selected, so may not be representative of the population as a whole.  Attendance at the EOS centres is likely to be related to access, and will be biased against small, remote villages that may be poorer and contain a higher proportion of malnourished children than villages close to EOS centres.  Attendance may also be related to the current health status of children, and it is even possible that severely malnourished children may not be brought to EOS centres because of the stigma attached to this condition.  Any of these factors could lead to selection bias, which could lead to inaccurate data,


The data cannot easily be used for timely warning of a deterioration in nutritional status because data collected every six months is not frequent enough to detect a sudden increase in the prevalence of malnutrition.  If a trend is to be detected, at least three data points are needed, which would take at least a year to obtain, and then two consecutive increases in the prevalence of a condition would be needed to confirm a trend.

The data might be used if there was a sudden increase in the prevalence of malnutrition greater than some threshold, or the increase was statistically significant.  For example, an increase in the prevalence of moderate malnutrition by 5% could be taken as a warning, but would probably need a rapid survey to assess whether the prevalence was high enough to warrant a large scale response, and the initial prevalence of malnutrition would also have to be taken into account.  For example an increase in the prevalence of moderate malnutrition of 5% from 3% to 8% is different from an increase of 5% from 15% to 20%.  The later may be more likely to trigger a humanitarian response as an initially high prevalence indicates that the malnutrition is widespread before the increase, and that many children are borderline malnourished.  But even then, data collected at six-monthly intervals with an attendant time lag to allow data entry and analysis, would not provide early warning because the nutritional status of young children can deteriorate in a period of weeks.

A nutritional surveillance system could provide data on trends in nutritional status and health and lots of other data as well on indicators of access and uptake of services.  Such surveillance typically has three key characteristics:

· Data need to be collected often enough to act as an early warning system, typically every 2 – 4 months;

· Data need to be collected on a sufficient sample of households and children to be usefully representative and precise;

· Data would need to be collected in all the typical environments of Ethiopia if they are to be useful for local action and planning.

The last issue makes the point that health and nutritional status in a country such as Ethiopia tend to be related more to the environment than on area created when people draw lines on maps to create political or administrative entities.


A nutritional surveillance system could provide representative descriptive data, it could detect trends over time, and could provide timely warning, but it could not detect the impact of an intervention of it was implemented in all study sites.  Such systems are expensive to run and sustain, as Save the Children, UK have found.  

An alternative could be to collect data only at sentinel sites where there was a high prevalence of malnutrition or known vulnerability, something that has already been considered.  This would be more for the purpose of timely warning and to monitor improvement with general relief and development efforts, rather than to provide representative data or to determine the cause of a change.
Recommendation:
The limitations of the EOS screening data should be explained or carefully qualified.   
Recommendation:
 Given the limitations of the data produced by the EOS, plans to develop sentinel nutritional surveillance to provide early warning should be accelerated.

5 
Quality control and feedback
The original TOR did not include the issue of quality control but it has become evident to the evaluation team that it is an important topic if the EOS programme is to be improved.   

At the moment the only information that may be collected methodically at each EOS centre is recorded on an “Observer’s checklist”, though no actual examples of these forms being used or completed was seen during field visits.  The checklist is a list of observations, many of which are subjective, and the answers are recorded as Yes or No, next to a narrow box 3 cm long in which to write comments.   

It is hard to see how any useful information can be recorded as a simple Yes/No answer on the awareness of the “catchment population” about the date, location, purpose and targets of an EOS centre.  Surely if women come to an EOS centre they know about its date and location?  And even if there is some lack of knowledge about the target and purpose of the EOS, how can this be captured in a single Yes/No answer for hundreds of women attending the same centre?  This method also gives no data on who does not attend the EOS centre, probably the most important information needed to improve coverage.

The rest of the form is mostly about supplies available, but again recorded as Yes/No rather than as actual numbers of supplies in the context of needs or likely requirements.  If the team has no vitamin A capsules at all, this will be captured, but if the team only has one bottle of 200 capsules when then need 2,000, then this information will not be captured.  The intention of this form is good, but the design is flawed and the implementation weak.  


Now that the programme is maturing and major inefficiencies have been ironed out, it would be a good time to develop Quality Control procedures that have a feedback loop to implementers so that changes in procedures are made.


The quality of the programme can be assessed in a variety of terms: social mobilization leading to effective coverage of the target group; selection of beneficiaries at EOS centres; delivery of the treatments; delivery and understanding of the IEC; and repeat visits to EOS centres.

The coverage of the target group has been discussed earlier in terms of denominators and social mobilization (Section 3.1).  Mobilization cannot be assessed at the EOS centres because women have attended by virtue of the fact that they have come in through the door.  Mobilization needs to be assessed in the community by finding out who does not attend and why, as well as who does, which could be done by the ABC surveys suggested, and by finding out who attends repeatedly, which requires tracking.


Quality control for the services provided at EOS centres can be provided by supervisors from the Ministry of Health and UNICEF, although transport may be a problem.  Ideally though, quality control data would be collected by teams of people who are independent of the programme and are objective and unbiased.  This task could be sub-contracted to independent agencies in each region or zone, such as local or international NGOs that have the capacity and experience to do what are, in effect, small surveys.  Alternatively they could be done by the ENCU, though the fact that this agency is embedded within the DPPA could be seen to affect its objectivity.


There needs to be feedback using good coverage data to inform regions about which districts are doing well at mobilizing parents and getting repeated visits, and which are not.   Data on changes in coverage from one EOS round to the next, either up or down, need to be explained and then used to inform managers. This requires good data to be collected during and immediately after each round of the EOS using standardised procedures, and then the findings need to be fed back to the programme implementers so that procedures can be improved.  

The selection of beneficiaries is of most concern when identifying moderately and severely acutely malnourished children and malnourished women.  The problems with a lack of training and supervision to ensure that MUAC is assessed accurately have been pointed out, as well as the need to make health personnel accountable.  Improvements in the quality of procedures can be obtained if field staff know that their work could be checked during random and unannounced visits by quality control teams.  

There is still a place for a checklist of supplies. But it would be far more useful as a running total of supplies received and used, than as a means to assess the quality of the EOS.  This needs thorough revision, field testing and revision again before being implemented in the context of a broader review of quality control mechanisms to be based mainly on ABC surveys in districts.

The WFP also collect a huge amount of information, mostly in the form of checklists, during and after rounds of food delivery.   Some of this information is collected during visits to villages where data are collected on a convenience samples of households to assess participation in the TSF.  The WFP evaluation team have questioned the value of much of these data and whether they serve any useful purpose.

It would be sensible if both the EOS and TSF programmes jointly reviewed their data collection, monitoring and quality control procedures.  If data were to be collected immediately after EOS centres during surveys in randomly selected villages and households, it would be to the advantage of both UNICEF and the WFP to combine their efforts so that resources were pooled to collect data for use by both programmes, after all, they both have the same beneficiaries.  
Recommendation.  The checklist for use at each EOS centre to be revised to record data on supplies available, supplies used and supplies needed.
Recommendation.  Quality Control officers should be established, ideally independent of the programme, who visit EOS centres and carry out checks of the site, of materials and supplies, and the work practices of staff.

Recommendation.  UNICEF and the Ministry of Health and the WFP and DPPDA should consider joint efforts to collect data to improve programme quality.  These data to be reviewed during district planning meetings to improve the programme.

6.
The effectiveness of the EOS and TSF programmes at meeting their objectives
Neither programme currently collects data specifically to measure whether the programmes are meeting their objectives: in the case of the EOS they are to reduce mortality and morbidity, and in the case of the TSF they are to improve nutritional status or prevent nutritional status from deteriorating.   The international Memorandum of Understanding between UNICEF and the WFP states that  the ‘WFP to document in collaboration with WHO and UNICEF the positive nutritional outcomes of interventions where nutrition goals are explicit.’ 

6.1
Effectiveness of the EOS

It could be argued that the effect of the EOS interventions  are well known and quantified, and do not need to be measured again, so that only data on coverage are needed.  As the interventions are largely preventive in purpose, not therapeutic, the effect will be on disease prevented, which is hard to measure.  This is because giving vitamin A helps prevent infection infectious disease or reduce the severity of infectious illness in general; vaccination against measles protects against a specific disease; while treatment with albendazole expels intestinal worms and prevents disease from continuing.  Without these treatments the health of children could get worse, but if their health and nutritional status is to improve, children need more than this.  For example, if intestinal worms have caused malabsorption or suppressed a child’s appetite, then the child will need extra food in order to achieve catch-up growth.  If this is not available in the household, or if other nutrients essential for growth are lacking, then deworming alone will only prevent a further deterioration in nutritional status.  To measure disease prevented requires a disease surveillance system with controls, so that the difference the interventions make is measured in comparison with children who do not benefit from the treatments.  As the EOS covers the whole country, this is not possible.  

The main effect of the EOS treatments could be to prevent deaths, but data on mortality are very hard to collect as many child deaths are not recorded.  To collect such data demographic surveillance would be needed, or at least large scale periodic surveys, which would be very expensive.  But even with accurate data on mortality there would still be the problem of separating any effect of the EOS programme from secular trends that may also affect death rates.  During an epidemic, for example, the death rate could increase, but without controls it would not be possible to know how many deaths vitamin A supplements, for example, had prevented.  Things could have been worse without the supplements.


As the EOS treatments are mostly preventive, not therapeutic, they will probably not lead to improvements in indicators of health and nutritional status, they will just help to stop the situation from deteriorating.  This means that the earlier in life that children receive them, the greater the effect they may have on preventing a deterioration in health and nutritional status.  A child who does not get measles, who has fewer and shorter episodes of disease due to vitamin A supplements, and fewer intestinal worms due to albendazole, should in theory have a better nutritional status than a child who does not, because disease has been prevented.  Data on cohorts of children compared at the same age in successive years of the EOS programme would therefore be needed to show a difference, because disease has been prevented in the younger cohorts for longer in their lives.  Even then, whether those differences are due to the programme or are due to secular changes will require controls.


But prospective data on cohorts of children studied after being given EOS treatments, which is the common way to estimate the impact of a programme, cannot be expected to show an improvement without therapy to treat whatever underlying deficiencies the may have accumulated, and also without controls that do not get either or both of the treatments.   A factorial design (2 by 2) would therefore be necessary to estimate the impact of the EOS and TSF programmes together and separately against controls but, as the EOS is implemented in all districts which has the TSF, it is only possible to estimate the impact of the TSF alone, and that will need controls too.  

The conclusions are that measuring the impact of preventive treatments is much harder than the impact of therapeutic treatments, and controlled studies are need, something that is hard to do in the context of the EOS programme.
6.2
Effectiveness of the TSF for children

It would be useful for the purpose of advocacy and funding to be able to measure the impact of the TSF, as this is a novel, large and costly programme.  
But the beneficial effect of the food ration on preventing or treating malnutrition could be compromised by a number of factors.  The first is the delay in delivering food to children who have been identified as malnourished.  There are no data, routine or specially collected, on how many children’s nutritional status deteriorates between diagnosis and getting their rations, or how many die or recover.  The minimum would be to prevent moderately malnourished children from becoming severely malnourished.
 
The second factor that could affect the degree of benefit of the ration to a malnourished child is the tendency to share the food ration within the family.  


To be able to measure the impact of the TSF on nutritional status requires a control group.  This is because the main outcome measure, nutritional status, is not only affected by the supplementary food provided by the programme, but by normal household food intake, seasonal effects on crop production, and disease.  Most children normally gain some weight over a period of 6 months, unless there is acute famine or disease, so it is necessary to know whether there has been an extra gain in weight due to the ration leading to a drop in the population prevalence of underweight or other anthropometric outcome measures. 

There are several possible outcomes that could lead to mistaken conclusions without having controls.  If the prevalence of underweight falls, is it because of the ration, or did it occur anyway, and are false claims being made about the effect of the programme? If the prevalence of underweight does not change, did the programme fail or did it prevent a deterioration in nutritional status?  And if the prevalence of underweight increases did the programme actually prevent it from falling further?  These questions can only be answered by having a control or comparison group that does not benefit from the TSF programme.


It would have been best to have evaluated the TSF programme as it was being scaled up by using a sample of randomly chosen districts as prospective controls for districts that were to join the programme immediately.   However the programme was scaled up rapidly, and this was not done, so the programme can only be evaluated as it is now.  There are two possible ways of providing controls.  


First, by studying prospectively samples of moderately malnourished children when get the TSF rations with children in closely adjacent districts with a similar physical environment in which the TSF programme is not present.  The aim is to minimise the effect of the environment on food security and disease transmission, two important determinants of malnutrition.  It would not be possible to include severely acutely malnourished children in such a study for ethical reasons.  This design has been called a proximate cluster study and requires a large sample of districts (n > 25 per group), to distribute differences between study groups due to other, concurrent programmes.  For example, it may be important that other food security programmes occur in each group of clusters with an equal frequency, or that control children are matched with study children according to the safety net or food security programmes their parents are participating in.  This may be difficult to achieve.

The second method is to stop the TSF in a number of randomly selected districts and compare children prospectively with children in neighbouring districts in which the programme is sustained.  This will be hard to justify ethically, though it could be driven by budget cuts which mean that the programme has to be stopped in some districts.  If this happens it will be best to chose districts randomly, rather than to select them based on indicators of vulnerability and food security, because random selection can help to avoid bias and increase the validity of any study.

If the study is to assess nutritional status and not just anthropometric status by means of differences in changes of body measurements, then it would be good to assess micronutrient status as well.  This will require blood samples to be collected.
Recommendation:
 The impact of the TSF on the nutritional status of malnourished children should be estimated in a prospective, controlled study.  All interested agencies and partners should have an opportunity to comment on the design.
Recommendation.  A tracking system is needed to so that the outcome of the EOS/TSF is known for malnourished children.  
6.3
Effectiveness of the TSF for women
If malnourished pregnant and lactating women are given a ration of food then what outcomes could there be?  Women could gain more weight during their pregnancy and give birth to a heavier baby with a lower risk of birth complications than they would without the food.  And lactating women could gain more (or lose less) weight than without the food, or could produce more breast milk and have a heavier infant.  Again, the impact of the TSF can only be estimated by having concurrent controls to assess the difference the extra food has made.  The controls need to be similarly malnourished in the first instance, and then studied prospectively and compared with women who have not been given a ration.  This will be difficult to do, and will require surveys of pregnant and lactating women in TSF and non-TSF districts, who will then need to be pair matched based on key criteria to ensure that they are as similar as possible before being studied prospectively.  This is probably not feasible.
Recommendation:
 The impact of the TSF on malnourished pregnant and lactating women should be estimated in a prospective, controlled study.
7.
Partnership and coordination between the main agencies involved
These two issues are dealt with together because they are elements of the same thing. 

As Figure 1 illustrates, the programme has two strongly vertical elements: the EOS, coordinated and funded through UNICEF and implemented by the Ministry of Health, and the TSF, coordinated and funded by the WFP and implemented through the DPPA.  Although both vertical programmes have mechanisms for internal coordination, both evaluation teams felt that there is a need for better horizontal coordination at each level of implementation.  There need to be regular not occasional meetings, ideally before an EOS round to plan the campaign, and then afterwards, to resolve any problems that may have occurred.   This happens already in the districts in the form of micro-planning meetings and post-EOS meetings, but needs to be done at all levels to enable the source of problems to be identified and appropriate actions taken to correct them.

The evaluators felt that it was not always clear who had overall responsibility for making sure that both programmes were coordinated, as they both are largely independent and vertical in operation.  This requires a specific individual to make executive decisions that impinge on both lines of administration and delivery.  In the regions and districts such a person could come from a section of administration that has an executive, rather than an implementing, role in government administration.  At each level of the programme this executive responsibility requires a good understanding of both the EOS and TSF programmes, their objectives and method of implementation.   It was felt that no specific agency should automatically provide the person to make such executive decisions at each level, but that the choice should be local, depending on skills, capacity and interest in the programme.  It was felt that this choice could be based on an analysis of districts in which, according to the evidence and perceptions of administrators, the programme was working effectively and efficiently.  It would be helpful to have a list of indicators of efficiency to use in such comparisons, such as the number of days between the last EOS centre and the delivery of food to the FDCs.  The faster this occurs, the more efficient is the programme.

Recommendation.  An individual is needed at each level of programme organisation to make decisions that affect joint programme management.  In regions this could be based on a regional analysis of programme efficiency in each district to identify best practices and what systems work.
8.
Resources and capacity building 
There was an impression expressed by several informants that the TSF programme is stronger and has more resources than the EOS.   This may be because the DPPA receives considerable support from the WFP in the regions, including providing a budget for dedicated staff to work on the TSF programme within the DPPA, and because the WFP has large regional offices with skilled staff and many vehicles that can provide guidance and support into the districts.   UNICEF also have field staff in each region to provide support to Ministry of Health, but not to the same scale.


Nevertheless it should be pointed out that both UNICEF and the WFP are funded externally, and such funding is hard to sustain.  It is also hard to argue to buy transport or office equipment for a programme that is active in the field for only a few weeks every six months.  The availability of people and resources depends more on the need and capacity to plan at the district level so that manpower, vehicles and resources can be allocated from a pool, and so that all supplies are available on time and at the right place.  The solution is not necessarily to seek more funds for UNICEF to provide support in the regions, but to seek more support in management for the Department of Health to enable them to find resources to meet the needs of district to support the EOS.  What support is required and what capacity needs to be built is difficult to know without having some sort of needs assessment.


The EOS/TSF programme is being implemented in 325 districts and so is very likely, given natural variability, to be more effective in some districts than others.  While some of this variation may depend on specific circumstances and individuals, some may be transferable.  While it may be possible for districts to learn from each other in an anecdotal way and pick up ideas from each other, it may also be possible to learn though a formal analysis, especially if there were outcome or coverage indicators that could be explained by differences in processes or procedures.  If this could not be done on a large scale, then an analysis of strong and poorly performing districts may be helpful, or positive and negative deviance from the mean.

Recommendation.  An analysis of the programme in each region to identify what works, where and why, could be used to help districts to improve their management systems and performance.
9.
Linkages with other food security and nutrition programmes 
The EOS was set up as a bridge to the national government health extension package (HEP), which began in 2004.  This ambitious programme involves an expansion of the health post network, and training of up to 30,000 health extension workers (HEWs).  It aims to provide two HEWs in each village who will work some 20 volunteers to deliver preventative and primary health care services.  Where HEWs are already in place the evaluation team found them to be actively working with the EOS screening teams, an involvement that could provide a bridge to the HEP in terms of conducting child health days.  It was unclear though whether child health days were to be included in the HEP which, on paper, is based on routine services delivered by HEWs including vitamin A, deworming and vaccination, as well as identifying malnourished children. 


Government health officials were generally positive about the transition from the EOS to the HEP, although some concerns were raised by regional officials about the incentives paid to EOS volunteers which are likely to undermine efforts to recruit volunteers for the HEP.  UNICEF have plans to pilot test the transition from the EOS to HEP in some districts.  Care will need to be taken to avoid too much supervision of this process otherwise it will not be realistic. 


The future of the TSF and its role within the HEP was less clear, but may depend first on a demonstration of the effectiveness of the TSF itself (see Sections 6.2 and 6.3).  If HEWs were to identify malnourished children and women, there needs to be something to refer them to, and if they are referred to receive a ration of food, then the food needs to be available year round.  If a ration of food is no longer available then alternatives need to be developed to treat malnutrition, such as positive deviance approaches using local foods.

Although there is geographical overlap between districts in the EOS/TSF and safety nets programmes run by the WFP and the DPPA, these programmes do not necessarily overlap in the same households, because malnutrition has other causes as well as poverty and a lack of food.  But additional food is a key element of treating malnutrition, so the TSF meets a need that could lead to needs to be sustained if the objectives of the programmes are to be achieved. 


The way the EOS/TSF functions during an acute nutritional emergency needs to be clarified.  Several NGOs reported that the EOS/TSF programme had prevented blanket or monthly supplementary feeding programmes as a timely response to high levels of malnutrition.  This was reportedly due to a view in the government that the EOS/TSF was already providing assistance with supplementary food.  Although the staff trained by the EOS, the HEWs and the FDAs could be a great resource in a crisis,  there is still a need for an intensive response in an emergency to prevent the nutritional situation from deteriorating.  The EOS/TSF does not provide a timely warning system, nor is food made available quickly enough under current arrangements to replace an emergency response.


The relationship between the EOS/TSF and NGOs was found to be variable.  The lack of communication during the pilot phase and then rapid programme expansion, the discrepancy between data on the prevalence of malnutrition collected by NGOs and reported by the EOS, and the unrealistic data on coverage, have created general mistrust.  Yet NGOs can play an important role in solving problems in the EOS/TSF and in providing supportive services.  For example they could help with tracking children whom they or the EOS/TSF treat, verifying screening data, taking on monthly food distributions,  and provide links to other programmes that offer supplementary food.  The scope of this support will obviously be limited by the geographic coverage of NGOs unless they can find financial support to assist them.  This has happened in other countries where NGOs have obtained funds to provide support to government programmes, and could be achieved in Ethiopia.

This evaluation offers an opportunity to increase the transparency of the EOS/TSF programme and to gain potentially valuable collaboration in training EOS staff, quality control, undertaking surveys, and responding to nutritional 
emergencies.

Recommendation  The transition from the EOS and EEOS to the HEP will require careful monitoring of coverage of key health services.
Recommendation.  After the impact of the TSF has been assessed its future within the Health Extension Package needs to be discussed with all partners.
Recommendation   There needs to be clarification of how NGO nutrition programmes can work in Districts in which the EOS/TSF programme is operating.  This should involve the DPPA so that responsibility for emergency feeding programmes is clear.
Recommendation.
 A forum should be organised for partners in the EOS/TSF and NGOs to discuss issues of mutual concern and for coordination and collaboration.  The recommendations of this evaluation should be discussed.

10.
The future of the EOS/TSF.
In an ideal world every child would be visited periodically at home by a health worker to check their health and growth, and provide vaccinations, treatments and prophylaxis.  Although the Health Extension Programme currently being scaled up by eth Government will provide two Community Health Workers in each village to take on this role, it seems unlikely that they will be able to provide curative services as well as achieve visits to every household every six months.  There is likely to remain a need for campaigns to deliver preventive services to otherwise healthy young children, and the EOS is a model that can, and should, be sustained.  It is understood that plans are in hand to work in a small number of districts to see how community health workers in the Health Extension Programme could organise EOS days.  Once the procedures had been established, the revised programme would be scaled up.
Recommendation.  It would be useful and informative if the process of transition to the HEP was approached somewhat experimentally, with estimates of coverage based on ABC surveys in villages in which the new HEP/EOS centres were staged, and compared with estimates of coverage in adjacent villages in which the old procedure was in place.  This will allow the effectiveness of new procedures to be assessed before and after, and in comparison with the old process to control for seasonal and other factors that might influence attendance and coverage.
Andrew Hall, London, and Tanya Khara, New York,  5th March 2007
Appendix A
People met and places visited by the Consultants
People met by Andrew Hall and Tanya Khara in Addis Ababa
Other consultants on evaluation missions: 


John Mason (AH only), Nick Oliphant, Pamela Mann of Tulane University

Carmel Dolan and Jeremy Shoham of NutritionWorks
UNICEF, Addis Ababa:

Bjorn Ljungqvist, Viviane Van Steirteghem, Iqbal Kabir, Sylvie Chamois, Aregai Woldegebriel, Rudi Broers, Yodit Sahlemariam, Keith Bartrup, Allesandro Conticini, Paulos Shemeles
WFP, Addis Ababa:

Jakob Mikkelsen, Perrine Geniez,, Shewangezaw Lulie

Debriefing with senior staff including Mohammed Diab, Director
WHO, Addis Ababa: 


Daniel Benti and Daniel Argaw (AH only)
Emergency Nutrition Coordination Unit: Dominique Brunet
Save the Children, UK: David Throp, Anne Marie Mayer, Kiross Tefera
Concern: Emily Mates, Orla O’Neill

International Medical Corps: Messeret Shiferaw

Ministry of Health: Medhin Zewdu Tsehaiu, Abdi Mohammed, Teshome Desta
Andrew Hall: field visit to Dire Dawa 3 – 5 /12/2006 with Carmel Dolan

Dire Dawa and East Hararge


WFP: Aschalew Feleke, Miohammed Jundi

Harar, DPPA:  Feysal Abdulaehi, Haroun Ali


Woreda Haramaya:  FDAs Edahaboo Dawd, Lili Jenal


Goal, Ethiopia: Hilif Fekadu, Simon Kiarie Karanja
Andrew Hall: field visit to Tigray 6 – 9/12/2006 with Nicolas Oliphant and Aregai Woldegebriel 

Makele, Tigray


Regional Ministry of Health: Tesfaye Gebregzabher


ENCU: Getahun Eeka 

WFP: Genet Ambaye


Woreda Enderta: Askale Brhane, Letebrhan Tsegay, Mehari Kidanu, Tsigabu Amare Embay, Aster Kalayu


Woreda Hintalowajirat


Woreda Makele rural: Silas Bezabih

Tanya Khara: field trip to Awassa in SNNP Region with Jeremy Shoham
SNNPR, Awassa

Nasiba (WFP regional office head, Awassa)

Sofanit (WFP field monitor)

Shaya Shuduo (UNICEF regional office head, Awassa) 

Rebekah Demelash (UNICEF regional EOS focal point, Awassa)

Felekech Basaznew (UNICEF field monitor & assistant project officer)

Dawit Belete (DPPA TSF Coordinator, Awassa)

Sahele Marian (Head of family health department & EOS focal point, Regional Health Bureau, Awassa) 

Ato Desalegn (DPPA Food security & early warning delegated DPPA representative by bureau head)

Abraham Ahani (Head, Awassa Zuria Woreda health office)

Mekonnan Farad (Prevention programme head, Awassa Zuria Woreda health office)

Begashaw Begouda (HIV training officer and EOS focal point, Awassa Zuria health office)

Rachel Onyeiro (Nutrition manager, ACF SNNPR)
Yergachafe, Gediya Zone – EOS site (at end of EOS screening): UNICEF field monitor, Health centre supervisor, EOS screening team (health centre nurse, health extension workers, food monitors, volunteers), also visited TFU in health centre

Doyocha (22km outside Awassa): Begashaw Begouda – EOS site (ITN distribution underway): Health extension worker interviewed

Tanya Khara: field trip to Assosa in Benishangul Gumuz
Negusse Tesfa (WFP regional office head)
Yilma (DPPA TSF focal point)
Sabir (Head, Regional Health Bureau)
Shewatatatek (Head of Family Health Unit and EOS focal point, Regional Health Bureau)
Tolcha Kababo (UNICEF field monitor – Assosa zone)

Sherkole woreda

Sadiq Ateb (DPPA head)

Tebabi Mekonnan (DPPA TSF focal point)

Fikrey (MCH coordinator and EOS focal point, Woreda health office)

Interview with FDA

Kurmuk woreda

Kabash Yusef (Woreda administrator)

Asidiq Karim (Head of woreda rural development office
Girma (DPPO TSF focal point)

Abdul Kaium (Head of woreda health office)

Appendix B  Outline of awareness, beneficiary and coverage (ABC) surveys after each EOS round
Rapid surveys should begin within 7 days of end of holding the last EOS centre in a sample of districts in each region.  The number of districts, villages and households will depend on the precision of the estimates required and on the aims of the survey.  The surveys could collect core data to provide indicators for use in national reporting, and could have a local component to meet needs for specific information.  The general aims of the survey should be to:

· Assess awareness and access to the EOS by mothers and pregnant women, and identify their source of information;

· Determine the basis on which every potential beneficiary was taken or went to an EOS centre, and check the basis on which they were admitted or excluded from the EOS or given a TSF ration card; 

· Estimate coverage of the EOS by recording all potential and actual beneficiaries in every household selected for study.

The surveys could be called awareness, beneficiary and coverage surveys, or ABC surveys.


Two sampling methods could be used: probability proportional to size (PPS) or lot quality assurance sampling (LQAS).  


The PPS method is best if coverage is homogenous; the LQAS method is best if coverage is patchy.  The PPS method tends preferentially to select large villages in which EOS centres are most likely to have been held, and where access tends to be good; the LQAS method can ensure that small and remote villages are studied where access to the EOS may be poor.  The PPS method tends to be quick, because sample sizes are reached mostly in large villages which involve less travel, whereas the LQAS method may require more travel between households in small and remote villages.


The sample size will depend on the level of programme administration for which data are wanted, such as district, zone or region, and then on the level of precision required.  A sample size calculation will be needed that takes into account the clustering of subjects by applying a design effect.


The criteria for selecting households for survey should be the same as the EOS: the presence of any child < 110 cm and of a pregnant or lactating woman. 


The surveys will also serve to verify the work of staff at the EOS sites, confirm that treatments were given, and provide a rough check of measurements of height.  Measurements of MUAC will be less stable, but are unlikely to differ by a great deal unless the child has been very ill since visiting the EOS.  An acceptable margin of error will need to be included if children are borderline malnourished.


Data on side effects of treatments are not recommended to be collected, as there is no placebo control group. 

References
3 months gap





?





Figure 1.  Flow of children through EOS and TSF programmes and their administration
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Box 2.  The consequences for coverage of using height, not age, for admission to EOS centres.


The most recent Demographic and Household Survey� reported that about a half of all children in Ethiopia were stunted, which indicates a mean z-score of height-for-age of about –2.0.   If this is the case then an EOS could admit about 50% of boys who are 79 months old, because they are shorter than 110 cm due to their stunted growth, as well as more severely stunted boys up to 93 months of age.   The Figure below illustrates the estimated percentage of boys by age in the NCHS sample who could be included or excluded by the EOS screening process using a threshold of 110 cm if the average z-score of height-for-age was –2.0.  It shows the age range and estimated percentage of boys who could be admitted to an EOS centre – if they had been brought by their parents, of course.  The percentage of stunted girls who could be included is greater, as they tend to be shorter for their age than boys, and girls older than 100 months or more could, in theory, be given access to the EOS/TSF programme.   The Figure also indicates that a threshold of 110 cm would include almost all children under 59 months, if the average z-score was –2.0, which is a good thing.  





Figure.  The estimated percentage of boys by age who would be included (red line) or excluded (blue line) from the EOS based on their height if the average z-score of height-for-age was –2.0.  The data are derived from the NCHS/WHO growth references.  The estimates have applied the standard deviation of the median of height of boys for each month of age.	�





Box 1.  The value of the ratio between the prevalence of moderate and severe acute malnutrition.





Severe and moderate malnutrition are based on two fixed thresholds applied to a single distribution of MUAC values which may shift, depending on how malnourished children are.   The Figure below shows the predicted percentage of moderate and severe based on a normal distribution of MUAC, and the actual percentage from the last round of the EOS in 8 regions.   It indicates discrepancies between the two percentage in some regions which suggests that the numbers of children being identified as moderately or severely malnourished are unbalanced, perhaps due to measurement error leading to misclassification.  





Figure.  The relationship between the predicted ratio between the prevalence of moderate and severe malnutrition based on measurements of MUAC (open diamonds) and actual values (filled diamonds) reported by 8 regions in 2006 (two data points for Tigray)
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Box 2.  An estimate of the energy provided by the TSF ration.


If the 25 kg of flour and 3 litres of oil is supposed to be given over a period of 90 days, the period between the two rations, this suggests that about 275 g of flour and 30 g of oil could be given each day to the child.  This weight of food would provide about 1,350 kcal of energy (based on 4 kcal/g for the flour and 9 kcal/g for the oil) and about 22 g of protein (based on 8% protein in the flour).  This is enough energy each day to sustain a 3 – 4 year old child, but depends on whether this is seen as a therapeutic ration of food for the malnourished child, or a supplementary ration?  If it was supplementary, the mother could reasonably decide to give some of the ration to her other children if she gave them other food as well.  More information could be useful on how the ration is advertised by the DPPA, and how it is perceived and used by beneficiaries in different parts of the country where different staple foods are eaten.








�    Federal Ministry of Health (2006) Guidelines for the Enhanced Outreach Strategy (EOS) for Child Survival Interventions.  Addis Ababa: UNICEF and Government of Ethiopia.





� 	UNESCO Institute for Statistics.  http://www.uis.unesco.org/profiles/EN/EDU/countryProfile_en.aspx?code=2300





�    WFP (undated) Sample stidu to determine performance indicators of TSF programme.  Photocopied document provided by WFP
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