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Globally 6.7% of children are wasted and 22% are stunted. In Africa, the estimated prevalence of wasting is 6% while stunting is 30.7% showing that undernutrition remains a serious public health problem in the Africa (Global Nutrition Report, 2022).
According to the Somali Health and Demographic Survey (SHDS, 2020), 28% of children under five are stunted, 12% are wasted and 23% are underweight. Although 60% of infants are initiated to breastfeeding timely, 34% are breastfed exclusively for six months while 41% are introduced to complementary foods at six to eight months. The Somalia Micronutrient Survey 2019 showed that optimum nutrition is still out of reach for large numbers of Somali children under the age of five. The survey revealed that 34% of children suffer from vitamin A deficiency, 43% from anemia and 28.6% from iron deficiency anemia; 47% of pregnant women are also anemic
Promoting optimal nutrition for pregnant, lactating women, infants, young children and adolescents is vital to prevent and reduce malnutrition in Somalia. The Federal Ministry of Health and Human Services (FMOH) has developed the first Maternal, Infant, Young Child and Adolescent Nutrition (MIYCAN) operational and programmatic guideline and training package. The document guides program implementation through improving the knowledge, skills, and competencies of health and nutrition workers and community health workers at all levels in Somalia. This will enhance smooth integration of maternal & child nutrition interventions within the existing health and community services and across sectors and community linkages and referrals in Somalia. The Federal Ministry of Health and Human Services gratefully acknowledges the contribution of UNICEF Somalia for the financial and technical support in the development of this guideline. In addition, the FMOH further acknowledges the support and inputs from the Nutrition Cluster, nutrition partners and Maternal Infant Young Child and Adolescent Nutrition Technical Working Group.
The FMOH extends its gratitude to the individuals and organizations that contributed their time and resources during the development of this guideline. FMOH is committed to the implementation of this guideline across the country.



Mr. Ahmed Yusuf Abdulle
Director General, Federal Ministry of Health and Human Services
Federal Government of Somalia




[bookmark: _Toc130727276]Acknowledgement
The Somalia Maternal, Infant, Young Child and Adolescent Nutrition (MIYCAN) Operational and Programmatic Guideline was developed by the Federal Government of Somalia, Somalia Nutrition Cluster, UNICEF and Nutrition Partners with support from Global Nutrition Cluster Technical Alliance. The MIYCAN Operational and Programmatic Guidance is based on Somalia National documents and Global policy documents by WHO and UNICEF. 

The Federal Ministry of Health and Social Services extend special appreciation to UNICEF, WHO, WFP, FAO, IMC, Save the Children, IRC, ACF, Concern Worldwide and WARDI for their technical review of MIYCAN operational and programmatic guideline. 

We thank Clementina Ngina, MIYCN-E Advisor and consultant, Global Nutrition Cluster Technical Alliance, who spearheaded the development of MIYCAN operational and programmatic guideline. 

Lastly, we gratefully acknowledge and express our gratitude to the following colleagues for their specific technical contribution and review throughout the process:

Brooke Bauer - MIYCN-E and Gender in Nutrition Advisor, Global Nutrition Cluster Technical Alliance   
Alice Burrell - IYCF-E and MAMI Advisor, Global Nutrition Cluster Technical Alliance
Simon Karanja - Somalia Nutrition Cluster Coordinator, UNICEF
Dr. Ali Haji Adam -Minister, FMOH
Dr Ubah Farah Ahmed- Director of Family Health Department, -FMOH
Farhan Mohamed Mohamud- Head of Nutrition Manager, FMOH
Dr. Ayan Mohamed Osman- Nutrition Officer/MIYCAN Focal person, FMOH
Madina Ali Abdirahman –Nutrition Officer, UNICEF
Zephenia Gomora- Nutrition Specialist, UNICEF
Khadija Ali Geedi- Nutrition Officer IMAM Focal person, FMOH



[image: ]							[image: ]

					     
 [image: ] 							[image: ]		

[bookmark: _Toc126527059][bookmark: _Toc126671649][bookmark: _Toc126672175][bookmark: _Toc126672321][bookmark: _Toc130727277][bookmark: _GoBack]Disclaimer
The Maternal, Infant, Young Child and Adolescent Nutrition Operational and Programmatic Guidance is made possible by the Swedish International Development Cooperation Agency (SIDA) and the United Nations Children’s Fund (UNICEF). However, it does not necessarily reflect or represent the views or policies of SIDA or UNICEF.

[image: Description: A picture containing logo

Description automatically generated][image: Description: Text

Description automatically generated with medium confidence]					


















[bookmark: _Toc126527060][bookmark: _Toc126671650][bookmark: _Toc126672176][bookmark: _Toc126672322]

[bookmark: _Toc130727278]Table of contents

Foreword	2
Acknowledgement	3
Disclaimer	4
Table of contents	5
List of Tables	8
List of Figures	9
Operational Definitions	10
Acronyms and Abbreviations	12
Chapter 1: Introduction	15
1.1 Background	15
1.1.1 Global Context	15
1.1.2 Overview of MIYCAN in Somalia	16
1.2 Goal and Objectives	18
1.3 Rationale and Purpose	18
1.4 Guiding Principles	19
1.5 Aim of the Programmatic and Operational Guidance	19
1.6 Target Audience	19
1.7 Scope of the Implementation Guidelines	20
Chapter 2: Maternal Nutrition	21
2.1 Maternal Nutrition	21
2.1.1 Preconception care	21
2.1.2 Counseling during Pre-Pregnancy, Pregnancy and Lactation	21
2.1.3 Nutrition Recommendations during Pregnancy and Lactation	22
2.1.4 Weight Gain in Pregnancy	23
2.1.5 MUAC Screening of Pregnant and lactating Women	24
2.1.6 Supplementation of pregnant women with Iron and Folic Acid (IFA)	24
2.1.9 Long Lasting Insecticide Treated Nets (Malaria Control)	26
3.1 Components of a heathy diet	27
3.2 Strategies to prevent malnutrition among adolescents	28
3.3 Nutrition during pregnancy and lactation for adolescents	29
3.4 Adolescent programming principles	30
4.1 Infants 0-6 Months	31
4.1.1 Skin to skin contact	31
4.1.2 Early Initiation of Breastfeeding	31
4.2 How breastfeeding works	33
4.3 Breastfeeding Techniques	35
4.4 Effective and Ineffective Suckling	38
4.5 Assessing a Breastfeed	38
4.6 Feeding Cues	38
4.7 Expressing Breastmilk	39
4.8 Breastfeeding difficulties/ challenges	42
4.8.1 Breast conditions that affect breastfeeding	42
4.8.2 Common breastfeeding problems	45
4.9 Children 6-23 months	47
4.9.1 Complementary Feeding	48
4.10 Micronutrient supplementation for Children 6-59 months	50
4.10.1 Micronutrient Powders	50
4.11 Deworming	52
4.12 Infant Feeding in Difficult Circumstances	53
4.12.1 Infant Feeding in the Context of HIV	53
4.12.2 Pre term and Low Birth weight Babies	55
4.12.3 Feeding babies with congenital conditions	56
4.12.4 Infant Feeding in the Context of COVID-19	57
4.12.5 Feeding during Cholera	58
4.13 Nurturing Care	59
Chapter 5: Growth Monitoring and Promotion	61
5.1 Taking Weight	61
5.2 Taking Height	62
5.3 Mid Upper Arm Circumference and Bilateral Pitting Oedema	64
5.4 Mother and Family MUAC	65
Chapter 6: Infant Young Child Feeding in Emergencies (IYCF-E)	66
6.1 Overview of IYCF-E	66
6.2 Standard Operating procedures for IYCF-E	66
6.2.1 Preparedness and Response	67
6.5 Re-lactation	73
6.6 Gender and Gender Based Violence (GBV) Risk Mitigation	75
Chapter 7: The Code of marketing of Breastmilk Substitutes (BMS)	78
7.1 Overview of BMS	78
7.2 BMS Policy Guidance recommendations	78
7.3 The International Code of Marketing of Breastmilk Substitutes	79
7.4 Assessing the Need	80
7.5 BMS assessment	81
7.6 BMS Procurement Process	81
7.7 Storage and Transportation of BMS	82
7.8 Handling BMS Donations and Supplies	82
7.9 BMS distribution	82
7.10 BMS Prescription and approval Process	83
7.11 Indications for BMS Prescription	83
7.12 BMS Referral Process	84
7.13 Home Visit Assessment	84
7.14 BMS Prescription Form	85
7.15 Education on BMS Preparation and Use	85
7.16 BMS Prescription Follow-up Procedures	85
7.17 Length of Provision	86
7.18 Avoiding Wrong Admissions	86
Chapter 8: Counselling	89
8.3 Target audiences for counselling	90
8.4 Counselling modalities	90
Group counselling	91
8.5 Timing, frequency and duration of counselling	91
8.6 Counselling in humanitarian contexts	92
8.7 Peer to peer support groups	93
8.7.1 Mother to mother support group (MtMSG)	93
8.7.2. Care Groups (CG)	96
8.7.3 Father to Father Support Group (FTFSG)	97
Chapter 9: Roles and Responsibilities of Different Stakeholders	99
Chapter 10: Linkages with Other Sectors	103
Chapter 11: Monitoring, Reporting and Evaluation	105
11.1 MIYCAN Indicators	105
References	108
Annexes	115
Annex 1: Food Groups for Women as per FAO dietary diversity guidance	115
Annex 2: Ten Steps to Successful Breastfeeding	116
Annex 3:  Breastfeeding Observation Job Aid	116
Annex 4:  WHO Classification of Food Groups for Children	117
Annex 5: BMS Prescription Referral Form	118
Annex 6. Example of a simple rapid assessment	120
Annex 7: Care Action Plan for Mother/Caregiver and Baby Receiving Skilled Support and BMS	120
Annex 8: BMS Resource Kit	123
Annex 9: BMS Prescription Card	124
Annex 10: Generic BMS Label and Educational Tools	126
Annex 11: Powdered infant formula preparation instructions	129
   Annex 12: MIYCAN Policies, Documentation, Reporting and Supportive Supervision Tools	130







[bookmark: _Toc130727279]List of Tables
Table 1: Key content for maternal nutrition counselling 
Table 2: Recommended monthly weight gain in pregnancy
Table 3: Recommended weight gain during pregnancy
Table 4: Food commodities for malnourished pregnant and lactating women
Table 5: Admission criteria for pregnant and lactating women
Table 6: Daily IFA supplementation in pregnant women
Table 7: Multiple micronutrient supplementation in pregnant and lactating women
Table 8: Weekly IFA
Table 9: Benefits of Breastfeeding to the Child, Mother and Society
Table 10: Reasons why a baby may not get enough breastmilk
Table 11: Causes of Refusal to Breastfeed
Table 12: Summary of Texture, Frequency and Amounts of Foods to Offer per Meal for Breastfed Children 6-59 Months
Table 13: Summary of Texture, Frequency and Amounts of Foods to Offer per Meal for Non-                Breastfed Children 6-59 Month
Table 14: Recommended Micronutrient Powder Formulation
Table 15: Multiple micronutrient powders supplementation among infants and young children aged 6–23 months
Table 16: Vitamin A supplementation schedule for infants and children 6–59 months of age.
Table 17: Deworming Recommendation to Prevent and Treat Infections
Table 18: MUAC Cut Off Points for Malnutrition among under fives
Table 19: Oedema Classification
Table 20:   Summary of preparedness and response actions
Table 21: Timing, frequency and duration of counselling
Table 22:  Roles and Responsibilities of Different Stakeholders
Table 23: Linkages with Other Sectors
Table 24: MIYCAN Indicators to be monitored 









[bookmark: _Toc126527062][bookmark: _Toc126671652][bookmark: _Toc126672178][bookmark: _Toc126672324][bookmark: _Toc130727280]List of Figures
Figure 1: Complementary feeding indicators for breastfed and non-breastfed children 6-23 months 
Figure 2: Prolactin Reflex
[bookmark: _Toc126671653][bookmark: _Toc126672179][bookmark: _Toc126672325]Figure 3: Oxytocin Reflex
Figure 4: Breastfeeding Positions
Figure 5: External View of good and poor attachment
Figure 6: Internal view of good and poor attachment
Figure 7: Expressing Breastmilk
Figure 8: Cup Feeding
Figure 9: Stretching out the Nipple using a Syringe
Figure 10: Inverted Nipples
Figure 11: Breast Engorgement
Figure 12: Mastitis
Figure 13: Sore or Fissured Nipples
Figure 14: Candida Infection
Figure 15: How to Add MNPs to Complementary Foods
Figure 16: Kangaroo Mother Care
Figure 17: Dancer Hand Position
Figure 18: Length Board
Figure 19: Length Board
Figure 20: Taking Length
Figure 21: Taking Height
Figure 22: Bilateral Pitting Oedema
Figure 23: Supplemental Suckling Technique
Figure 24: Drop and Drip Technique
Figure 25: Examples of areas to include GBV risk mitigations measures in the Humanitarian Programme Cycle
Figure 26: Structure of MtMSG
Figure 27: MtMSG Structure
Figure 28: Care Group Structure







[bookmark: _Toc126527063][bookmark: _Toc126671654][bookmark: _Toc126672180][bookmark: _Toc126672326][bookmark: _Toc130727281]Operational Definitions
Body mass index (BMI): An individual’s body mass (in kilograms) divided by height (in meters squared): BMI units = kg/m2. 
Breastmilk Substitute: Any food being marketed or otherwise represented as a partial or total replacement of breastmilk, whether suitable or not for that purpose 
Cluster Lead Agency (CLA): An agency or organization that has been designated by the Resident and /or Humanitarian Coordinator (HC) as cluster lead agency for a sector at country level, following consultations with the Humanitarian Country Team. At global level, CLA’s are pre-identified by the IASC: UNICEF is the CLA for the Nutrition Cluster at global level. At country level, the CLA role can be delegated to another agency where the global level lead agency does not have capacity or country presence to perform this function
Clusters: Clusters are groups of humanitarian organizations, both UN and non-UN, in each of the main sectors of humanitarian action, e.g. nutrition. 
Complementary feeding: The process of introducing solid or semi-solid foods when breast milk alone is no longer sufficient to meet the nutritional requirements of an infant from the age of six months with continued breastfeeding up to two years or beyond.
Counselling: A well-focused process which uses interaction to help people deal with difficulties and respond in a proper way to specific situations in order to develop new coping strategies (WHO)
Early initiation of breastfeeding: The provision of mother’s breastmilk to infants within one hour of birth.
Exclusive breastfeeding:  Means giving an infant (below six months of age) no other food or drink, not even water, apart from breastmilk; with exception of drops or syrups on prescription.
Health workers: Doctors, nurses, midwives, and nutritionists.
Infant Feeding in Emergencies (IFE) Operational Guidance: The OG-IFE aims to provide concise, practical guidance on how to ensure appropriate infant and young child feeding in emergencies. It applies to emergency preparedness, response and recovery worldwide to minimize infant and young child morbidity and/or mortality risks associated with feeding practices and to maximise child nutrition, health and development. The IFE OG has provisions outlining use or restrictions for BMS, commercial baby foods, breast pumps, bottles, and teats in emergency settings.
Infant formula: A milk or milk-like product of animal or vegetable origin industrially formulated in accordance with national standards or the Codex Alimentarius Standard for infant formula, and intended to satisfy the nutritional requirements of infants during the first 6 months of life.
International Code of Marketing of Breastmilk substitutes (The Code)- The Code intends to ensure BMS will be used as safely as possible when they are necessary based on impartial, accurate information. The Code does not restrict the availability of BMS, feeding bottles or teats or prohibit the use of BMS during emergencies. In context of the Code, 
IYCF Counselling:  Infant and young child feeding counselling is the process by which a health worker can support mothers and babies to implement good feeding practices and help
them overcome difficulties. Counselling is different from education and messaging
IYCF Education:  In the context of infant and young child feeding, education encompasses activities designed to enhance the ability and motivation of caregivers to voluntarily adopt nutrition-related behaviours conducive to health and wellbeing.
Malnutrition: A broad term commonly used as an alternative to ‘undernutrition’ (stunting, wasting, micronutrient deficiencies), but which technically also refers to over-nutrition (overweight and obesity). 
Maternal Nutrition Counselling: An interactive process between a service provider, a woman and her family during which information is exchanged and support is provided so that the woman and her family can make decisions and take action to improve her nutrition (UNICEF, 2021).
Mid-upper-arm circumference (MUAC): The circumference of the mid-upper arm measured on a straight left arm (in right-handed people) midway between the tip of the shoulder (acromion) and the tip of the elbow (olecranon). It measures acute malnutrition or wasting.
Milk and milk based products: include a wide variety of products such as dried whole, semi-skimmed or skimmed milk; liquid whole, semi-skimmed or skimmed milk, soya milks, evaporated or condensed milk, fermented milk or yogurt or industrial milk derivatives e.g. ‘creamers’. These products are often used as BMS or given to breastfed infants, even if they are intended for older children or adults.  
Mixed feeding: Giving other liquids or foods as well as breastmilk to infants under 6 months of age.
Relactation: The resumption of breastmilk production (lactation) in a woman who has stopped lactating recently or in the past, in order to breastfeed her own infant or another infant
Rooming in - Allowing the mother and infant to remain together 24 hours a day
Stunting: It is a state of being short for age among children under five years; a height-for-age Z-score is below minus 2 Z-scores from the mean of the reference population. This growth failure develops over a long period of time due to inadequate nutrition over long periods (including poor maternal nutrition and poor infant and young child feeding practices) and/or repeated infections. 
Wasting: Also known as ‘acute malnutrition’, and is characterized by a rapid deterioration in nutritional status over a short period of time. 
Wet-nurse: A woman who breastfeeds an infant who is not her biological child.
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ART			Anti-Retroviral Treatment
BMI			Body Mass Index
BMS			Breast Milk Substitute
BMS			Breastmilk Substitutes
CG 			Care Group
CGVs 			Care Group Volunteers 
CNV 			Community Nutrition Volunteer
DHIS2			District health Information System 2
ECD			Early Childhood Development
FAL			Functional Adult Literacy
GBV			Gender Based Violence
GDP			Gross Domestic Product
GMP			Growth Monitoring and Promotion
GNC			Global Nutrition Cluster
HH			Household
HIV			Human Immunodeficiency Virus
HMIS			Health Management Information System
ICCM			Integrated Community Case Management
IDP			Internally Displaced Persons
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IFE			Infant feeding in Emergency
ILO			International Labour Organization
IMAM			Integrated Management of Acute malnutrition
IMCI			Integrated Management of child Illness
IYCF			Infant and Young Child Feeding
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KAP			Knowledge Attitude and Practice
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MHM			Menstrual Hygiene Management
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Maternal and child undernutrition and micronutrient deficiencies affect approximately half of the world’s population. Maternal malnutrition contributes to stunting, wasting and micronutrient deficiencies in infants, setting them on a course for long-term negative consequences, ranging from impaired growth, development and learning readiness in early childhood, to chronic diseases in adulthood1. Despite this recognition, an estimated 170 million women worldwide are underweight, while 610 million are overweight1, due to poor quality diets, insufficient access to essential nutritious services and suboptimal practices2. The prevalence of underweight in Low and Middle Income Countries (LMICs) is still high especially in sub Saharan Africa and South Asia, with low-income women within countries most impacted3. Micronutrient deficiencies are prevalent among women due to poor diets4,5. Globally, anaemia affects 40% of pregnant women, with the highest prevalence in South East Asia (49%), Africa (46%) and the Eastern Mediterranean (41%)1,6–9 contributing to negative outcomes, including maternal mortality, low birth weight and premature birth7. In Africa, 40.2% of women of reproductive age are anaemic10 consequently, supplementation with iron during pregnancy is therefore essential6,8. The World Health Assembly set targets to reduce the prevalence of anaemia in women of reproductive age by 50 per cent and to reduce the prevalence of low birthweight by 30 per cent by 2025. Furthermore, although preconception care has a positive impact on maternal and child health outcomes, substantial gaps exist as even where strong public health programs are in place, they do not guarantee that women enter pregnancy in good health11.

Adolescent girls are vulnerable to the health consequences of pregnancy and delivery as their bodies are not physically ready. Globally in 2021, an estimated 14% of adolescent girls gave birth before age 1812. In LMICs among adolescents 15–19 years of age, there were 21 million pregnancies of which approximately 50% were unintended and which resulted in an estimated 12 million births13. In Western, Central, Eastern and Southern Africa, over 25 per cent of adolescent girls gave birth12. 

GBV undermines the rights of women and girls and is a significant threat to their physical and mental health. In humanitarian and other fragile settings, risk factors for GBV are increased and access to support services may be limited14. Gender-based violence (GBV) or violence against women and girls is a global pandemic that affects 1 in 3 women in their lifetime. In some countries, violence against women is estimated to cost countries up to 3.7% of their GDP15. In addition to good nutrition, gender equality in women and adolescent girls are pre-requisites for the implementation and achievement of all 17 of the Sustainable Development Goals (SDG), and not only where their importance is explicitly stated and measured (SDGs 2, 3 and 5)16. 

Although infant and young child feeding practices have improved globally, practices still lag behind with great differences across regions. Maternal Infant and Young Child Nutrition global targets aim to reduce stunting among children under 5s by 40%,  reduce anemia in women of reproductive age by 50%, reduce low birth weight by 30%, no increase of childhood overweight, increased rates of EBF in the first six months by up to at least 50% and reduce and maintain  childhood wasting by 5%17. Globally, the rates of breastfeeding fall short of the target required to protect the health of women and children. In 2015-2021, 47% of newborns were initiated to breastfeeding within one hour of birth while those exclusively breastfed were 48%18. Among LMICs, early initiation of breastfeeding was 51.9% while those exclusively breastfeed were 45.7% 19. Globally, while 70% of women continue to breastfeed their infant for at least one year, by two years of age, breastfeeding rates decline to 45%18. In Africa, among infants 0 to 5 months of age, 43.6% were exclusively breastfed10. Timely introduction of solid and semi-solid foods at 6 to 8 months was 63.1%19. Consequently, in Africa among children under five years of age, the prevalence of stunting is 30.7% (higher than the global average of 22.0%); wasting is 6.0%, (lower than the global average of 6.7%), while 5.3% are overweight10.
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Situation Analysis
In Somalia, gender inequalities are both a cause and an effect of hunger and malnutrition, with higher levels of gender inequality being associated with higher levels of undernutrition20. However, the Somalia Ministry of Health and Human Services prioritizes the need to improve access and availability of adequate maternal nutrition before, during pregnancy and lactation and nutritious, diverse and safe foods in early childhood20. Among adolescents, delaying the first pregnancy is a vital measure for the health and nutrition of girls and young women, as well as their children21.  

Maternal Nutrition
Women’s nutrition has a direct effect on their health and the health of their children. Nutritional deficiencies among women can lead to anaemia, infections and pregnancy complications, which could result in premature birth or death. Fifteen percent of women of reproductive age are underweight, 22% are overweight, and 11% are obese 22.Nomadic communities have the highest percentage of thin women (26%), followed by women in rural areas (16%), and women in urban areas (14%). The proportion of overweight women increases with age. Severe iron deficiency may lead to anaemia, spontaneous abortion or low birth weight22. Among women of reproductive age, the prevalence of anaemia was 48%23. Only 2% of women reported taking iron supplementation for 90 days or more during their last pregnancy, while only 4% took deworming medication. Uptake of dewormers and supplementation of iron is affected by place of residence and level of education22. Underlying causes of micronutrient malnutrition in Somalia include; household food insecurity, inadequate care, unhealthy household environment, and the lack of health services, which are all associated with low education levels or illiteracy and high poverty levels23. 
 
Adolescent Nutrition
The adolescent age (10-19 years) is a critical phase in a girl’s development. The challenges faced by adolescent girls are gender-specific. Somali adolescent girls are at high risk of child marriage, early pregnancy, Female Genital Mutilation/Cutting (FGM/C) and mental health issues, which limit their ability to access the required health services, obtain education and achieve the life skills they need24. 




Gender Based Violence
Women and girls continue to face risk of Gender based violence (GBV) when accessing water and sanitation, food security, education, shelter, and child protection services. Other risk factors are multiple displacements, flooding, droughts and armed conflicts as they struggle to ensure livelihoods and basic sanitary materials. GBV cases among pregnant and lactating women continue to increase as women, adolescent girls and children represent 93 per cent of those who reported incidents of GBV in 2021.  Lack of adequate nutrition and inability to afford care for much needed maternal care services puts them in danger of delivering malnourished babies25. There is emerging evidence that exposure to gender-based violence contributes to suboptimal nutrition outcomes for children including stunting, low birth weight and suboptimal breastfeeding which are risk factors for undernutrition. However, very few studies include a specific analysis of adolescent girls, representing a critical research gap26–29. 

Infant and Young Child Nutrition
Good nutritional status is critical for the growth and development of children. Nutritional deficiencies lead to illnesses, nutritional problems (stunting, wasting), hinder long-term physical and mental development, as well as increase mortality and morbidity rates. Children’s nutritional status in Somali is relatively poor due to low economic conditions, and severe drought. Among children under five years of age, 28% are stunted, 12% are wasted, and 23% are underweight22 compared to stunting prevalence of 22.2%, and wasting of 6.7% globally30. Malnutrition starts to manifest at three to four months of age, and continues to rise leading to increased wasting, peaking in the fourth month with stunting peaking at 6 months (38%). Wasting is highest among infants below five months (18%), and lowest (9%)22 among children 48–59 months of age. Almost two thirds (60%) of children under five are anemic23. Although overall 60% of infants are initiated to breastfeeding timely, 37% of those delivered in health facilities are not initiated timely. The prevalence of exclusive breastfeeding declines with age, from 43% (0-1 months) to 28% at 4-5 months. Overall, 34% of children under six months are exclusively breastfed. Only 41% of children were introduced to complementary foods at six to eight months. Of the breastfeeding children 6 to 23 months of age, only 13% were fed four or more food groups, 28% were fed the minimum meal frequency and 5% were fed four or more groups of foods at a minimum number of times that is required (minimum acceptable diet). One third (33%) of children 6-23 months consumed foods rich in vitamin A, while 21% consumed foods rich in iron. Furthermore, almost half (47%) of children below 23 months were bottle-fed22. [image: ]
Figure 1: Complementary feeding indicators for breastfed and non-breastfed children 6 – 23 months. Source: Somali Demographic and Health Survey- 2020


Coverage for Vitamin A supplementation is dependent on residence. Of those supplemented, 48% were residing in urban areas, 39% in rural areas and 14% were nomadic children. Similar patterns were also observed for deworming22. 
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Goal
The goal is to contribute to the reduction of all forms of malnutrition in children under five years of age, adolescent girls, pregnant and lactating women in Somalia by enhancing, knowledge, skills and competencies to improve the health and nutrition.

The general objective of this guideline is to provide guidance to program managers, health workers and community health workers at health facility and community level in the protection, promotion, and support for optimal maternal, infant, young child and adolescent nutrition. Specifically, the guideline is expected to:
1. To improve the knowledge, skills, and competencies of MIYCAN among health workers and community health workers at all levels. 
2. To enhance integration of MIYCAN interventions within existing health and community services and across sectors. 
3. Enhance optimal MIYCAN in difficult circumstances. 
4. To promote gender mainstreaming in MIYCAN interventions.  
5. To enhance community linkages and referrals.
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MIYCAN operational and programmatic guideline is evidence-based and has been developed in response to the global and existing national legislation, policies and guidelines. The development of the guideline has served as a review of the Infant and Young Child Feeding guidance and federal government action, to include the continuum of care along the life cycle. This guideline provides the basis for harmonizing and standardizing maternal, infant, young child and adolescent nutrition services into a holistic package. The guideline focuses on the need to improve the quality of delivery of maternal, infant, young child and adolescent nutrition interventions and services to make progress in attaining the Sustainable Development Goals (SDGs), national and global targets. Somalia National Documents, guidelines and policies are in box 1 below.

Box 1: Somalia National Documents, guidelines and policies
	Somalia National Documents, guidelines and policies
1. Food Nutrition and Security Somalia: Legal Assessment Report, 2020
2. Infant and Young Child Feeding Counselling Cards for Community Workers
3. Guidelines for Handling and Management of Breastmilk Substitute and Milk Products in Puntland and Central South Somalia May 2017
4. IYCF-E fact sheet, Somalia
5. Mother Baby spaces Somalia
6. Reproductive, Maternal, Neonatal, Child and Adolescent Health strategy 2020-2024
7. The Community Infant and Young Child Feeding Counselling Package- Facilitators Guide- 2013
8. Key Messages Booklet-  The Community Infant and Young Child Feeding Counselling Package- 2012
9.  Chronic HIV Care: with Anti-Retroviral Therapy and Prevention- Module for Health Workers at ART Sites- 2020
10. Somali  Nutrition Strategy 2020 – 2025
11. Somali  Multi- Sectoral Nutrition Strategy 2019- 2024
12. Somali National Development Plan 2020- 2024
13. Somali Health and Demographic Survey, 2020
14. Federal Government of Somalia Draft Bill for the Protection of Infant and Young Child Feeding.
15. Overview of Gender-Based Violence in Somalia; Advocacy Brief, 2020
16. Somali Guidelines For Integrated  Management Of Acute Malnutrition
17. Somali National  Treatment Guidelines in line with the Essential Package of  Health Services
18. Somali National Micronutrient Deficiency Control Strategy 2014-2016
19. Somali Protocol for Maternal and Child Health Units
20. Somalia: Programmatic Guidance Note on Home Fortification with Micronutrient Powders for children 6 up to 23 Months
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Implementation of optimal MIYCAN should be within the human rights context. The principles enshrined in the human rights context include;

i. Mother and child care is a legal duty of the state in Article 28 (2) family care in the Constitution of Somalia
ii. Every child has the right to care from their parents 
iii. Strengthening Gender and Social Equity
iv. Building Resilience of households with mothers, infants, young children and adolescents
v. Life-cycle approach to MIYCAN interventions
vi. Public health approach to MIYCAN
vii. Comprehensive, integrated and equitably distributed interventions 
viii. Adherence to the international code of marketing of breastmilk substitutes
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The aim of MIYCAN operational and programmatic guideline is to provide country guidance for implementation of MIYCAN in line with relevant national and global protocols, strategies and policies. 
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The target audiences for this operational and programmatic guideline include; 
· National and sub-national government
· Health and nutrition professionals
· Nutrition sector partners
· Other nutrition sensitive sectors
· Health workers, female health workers 
· United Nations
· Donor community
· Civil society and Community Based Organizations 
· Academia
· Private sector
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The MIYCAN operational and programmatic guideline addresses maternal nutrition in pregnancy and lactation, adolescents’ nutrition, infant and young child nutrition, micronutrient supplementation, feeding in difficult circumstances, Infant and Young Child Feeding in Emergencies (IYCF-E), Breastmilk substitutes (BMS), roles and responsibilities of different stakeholders, linkages, referrals, monitoring and evaluation. 


















[bookmark: _Toc130727293]Chapter 2: Maternal Nutrition
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Recommended maternal nutrition practices before, during pregnancy and lactation prevents nutrition deficiencies in both the mother and infant, improves foetal outcomes and reduces both morbidity and mortality.
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Preconception care is the provision of biomedical, behavioral and social health interventions to women and couples before conception occurs. Its ultimate aim is to improve maternal and child health, through improving the health status, reduce individual and environmental factors and behaviours that contribute to poor maternal and child health outcomes11. Preconception care has a positive effect on a range of health outcomes including; reduction in maternal and child mortality, prevention of; unintended pregnancies, complications during pregnancy and delivery, stillbirths, preterm birth and low birth weight, birth defects, neonatal infections, underweight and stunting, vertical transmission of HIV/STIs, and lowering the risk of; some forms of childhood cancers, type 2 diabetes and cardiovascular disease later in life11. 
Pre conception care for nutritional conditions focus on; 
· Screening for anaemia and diabetes, 
· Supplementing iron and folic acid 
· Information, education and counselling 
· Monitoring nutritional status 
· Supplementing energy- and nutrient-dense food 
· Management of diabetes and hypertension
· Promoting exercise 
· Iodization of salt 
Women should seek preconception care at least three months before trying to conceive so that problems and needs are identified early and there is sufficient time to improve nutritional status before becoming pregnant2 .
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Counselling before and during pregnancy is a critical intervention in maternal and child health.  Maternal nutrition counselling helps a woman and her family make decisions and take action to improve nutrition1. Counselling on healthy eating and keeping physically active during pregnancy is recommended for pregnant women to stay healthy and to prevent excessive weight gain6. Counselling should include decisions and actions on the types, diversity and amounts of food a pregnant or lactating woman should eat to meet her dietary requirements (see annex 1), the amount of physical activity, and her consumption of dietary supplements1. All health care workers who have contact with pregnant and lactating women should be skilled and trained on providing nutrition counselling and support. 


Table 1: Key content for maternal nutrition counselling 
	
	Pre Conception
	Pregnancy
	Breastfeeding

	ANC attendance and HIV
	
	
	

	Attendance of antenatal care eight times during pregnancy6,24.
	
	√
	

	Knowing HIV status, attending all the clinic appointments, and taking medicines as advised 
	√
	√
	√

	Dietary intake 

	
	
	

	Healthy eating and physical activity to stay healthy, attain or maintain a healthy weight and/or prevent excessive weight gain
	√
	√
	√

	Increase daily energy and protein intake to increase BMI and/or reduce the risk of low-birth-weight infants in undernourished populations
	√
	√
	√

	Diverse diet, including locally available and affordable nutritious foods and fortified foods (iodized salt, fortified vegetable oil and fortified cereals)
	√
	√
	√

	Avoid drinking tea or coffee with meals and limit the amount of coffee during pregnancy 
	√
	√
	√

	Adequate rest and reducing heavy workloads
	
	√
	√

	Dietary supplementation
	
	
	

	Continued and consistent use of IFA including how to take supplements and manage side effects
	√
	√
	√

	Continued and consistent use of balanced energy-protein supplements in undernourished populations
	√
	√
	√

	Breastfeeding
	
	
	

	Breastfeeding (initiation immediately after delivery, providing colostrum, not giving prelacteal feeds, exclusive breastfeeding, continued breastfeeding, managing breastfeeding problems)
	
	√
	√

	Family Planning 
	
	
	

	Knowledge on Lactation Amenorrhoea Method (LAM) and child spacing
	√
	
	√

	Hygiene
	
	
	

	Hand washing practices at critical times and food hygiene practices through safe handling, preparation and storage
	√
	√
	√
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During pregnancy, women’s dietary requirements increase to support changes in maternal tissues, metabolism, foetal growth and development. Energy requirements in pregnancy increase by an average of 300 kcal/day while there is also an increased need for protein, vitamins and minerals such as iron, folic acid and calcium. Nutrient requirements are highest among lactating women to restore their body nutrient stores2. Therefore, during lactation, energy requirements increase by 640 kcal/day1. Recommendations on maternal nutrition during preconception, antenatal and postnatal care are outlined in box 2 below.



Box 2: Recommended maternal nutrition during preconception, antenatal and postnatal care
	Preconception care: maximizing the gains for maternal and child health

	· The preconception care package for women should include; information, education and counselling on nutrition, promotion of exercise, iron and folic acid supplementation, and energy- and nutrient-dense food supplementation.

	Recommendations on antenatal care for a positive pregnancy


	· Counselling about healthy eating and keeping physically active is recommended for pregnant women to stay healthy and to prevent excessive weight gain during pregnancy. A healthy diet during pregnancy contains adequate energy, protein, vitamins and minerals, obtained through the consumption of a variety of locally available nutritious foods, including green and orange vegetables, meat, fish, beans, nuts, pasteurized dairy products, fruit and fortified foods. Counselling should be women-centred and delivered in a non-judgmental manner.
· In undernourished populations, nutrition education on increasing daily energy and protein intake is recommended to reduce the risk of low birth weight newborns. Balanced energy and protein dietary supplementation is recommended to reduce the risk of stillbirths and small-for-gestational-age newborns.*

· Daily oral iron and folic acid supplementation with 30–60 mg of elemental iron and 400 µg of folic acid is recommended to prevent maternal anaemia, puerperal sepsis, low birth weight and preterm birth.
· Intermittent oral iron and folic acid supplementation with 120 mg of elemental iron and 2800 µg of folic acid once weekly is recommended to improve maternal and neonatal outcomes if daily iron is not acceptable due to side-effects, and in populations with an anaemia prevalence among pregnant women of <20 per cent.

	Recommendations on the postnatal care of the mother and newborn

	· All women should be counselled on nutrition as part of postnatal care.
· Iron and folic acid supplementation should be provided for at least three months postpartum.
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A pregnant woman needs to have a healthy diet (contains adequate energy, protein, vitamins and minerals), physical activity and strength-conditioning exercises aimed at maintaining a good level of fitness throughout pregnancy, without trying to reach peak fitness level or train for athletic competition 6. 

To determine nutritional recommendations for weight gain during pregnancy, measure the woman’s weight and height to calculate BMI (≤20 week’s gestation). Weight gain in pregnancy should take into consideration pre-pregnant body mass index (BMI). Routine monitoring of weight gain at each ANC contact is important for assessing the progression of the pregnancy1. 

Table 2: Recommended monthly weight gain in pregnancy
	Trimester
	Weight gain per month

	1st trimester 
	0.5 kgs per month

	2nd trimester
	1 – 1.5 kgs per month

	3rd trimester
	2 kgs per month



Table 3: Recommended weight gain during pregnancy
	Nutritional status
	Pre pregnancy BMI
	Recommended weight gain

	Underweight
	 < 18.5 kg/m2
	12.5–18 kg

	Normal weight
	18.5–24.9 kg/m2
	11.5–16 kg

	Overweight
	25–29.9 kg/m2
	7–11.5 kg

	Obese
	> 30 kg/m2
	5–9 kg


Adapted from Institute of Medicine (US), 1991. 

Gestational weight gain less than or greater than recommended increases the risk of adverse maternal and infant outcomes (such as small-for-gestational-age (SGA) or large-for-gestational age births, preterm births, macrosomia and caesarean delivery) and may also lead to postnatal weight retention1.
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MUAC is used to identify pregnant and lactating women who are underweight and to determine the prevalence of underweight in the population1. Given their additional nutritional needs, pregnant and lactating women may be at greater risk than other groups in the population. Low MUAC in pregnant women has been associated with intrauterine growth restriction, LBW and neonatal morbidity1. Somali has an objective of reducing the prevalence of wasting in pregnant and lactating women (MUAC>21 cm) by 10% by 202520. In addition to the routine antenatal and post-natal package, all pregnant women should be systematically screened for acute malnutrition and those whose MUAC is less than 21cm, referred for further nutritional support. See table 4.  

Table 4; Food commodities for malnourished pregnant and lactating women
	Beneficiary
	Food commodity
	Quantity per person per day
	Key ingredients
	Nutrient profile

	Pregnant and Lactating women
	Super Cereal CSB+
	250g
	Corn, wheat, rice, soya, vitamins and minerals.

	939 kcal, 31-38g protein (16%), 16 – 20g fat (19%), 

	
	Oil
	25g
	222kcal
	

	At discharge, 7 sachets of ready to use therapeutic food is provided to facilitate a smoother return to the family food.


Source: Adapted from Somalia IMAM protocol

Table 5: Admission criteria for pregnant and lactating women
	Admission criteria
	Under nutrition status

	PLW with MUAC  ≥ 18 - ≤ 21cm
	Moderate Acute Malnutrition

	PLW discharged from stabilization centers with MUAC  ≥ 18 - ≤ 21cm
	

	PLW who are less than 18cm MUAC 
	Severe Acute Malnutrition (OTP/SC management)


Source; Adapted from Somalia IMAM Protocol
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The Ministry of Health recommends IFA supplementation based on WHO recommendations20 which is provided as part of ante-natal care and as treatment of severe anaemia23. In settings where the prevalence of anaemia is 40% or higher, daily iron supplementation is recommended to prevent anaemia and iron deficiency7.Daily oral iron and folic acid supplementation (30 mg to 60 mg of elemental iron and 400 g (0.4 mg) of folic acid) is recommended for pregnant women to prevent maternal anaemia, puerperal sepsis, low birth weight, and preterm birth6.

Table 6: Daily IFA supplementation in pregnant women
	Supplement Composition
	Iron: 30-60mg of elemental iron
Folic Acid: 400 µg (0.4mg)

	Target Group
	All pregnant adolescents and women

	Frequency 
	One supplement Daily

	Duration
	Throughout pregnancy, starting as early as possible


Source: Weekly Iron and Folic Acid Supplementation as an Anaemia-Prevention Strategy in Women and Adolescent Girls, (WHO, 2018)

Intermittent oral iron and folic acid supplementation with 120mg of elemental iron and 2.8mg of folic acid once weekly is recommended for pregnant women to improve maternal and neonatal outcomes if daily iron is not acceptable due to side-effects, and in populations with an anaemia prevalence among pregnant women of less than 20%6. However, women diagnosed with anaemia, are treated with daily iron (120 mg of elemental iron) and folic acid (400 μg or 0.4 mg) supplementation7,31.

2.1.7 Multiple micronutrient supplementation
Ministry of Health recommends the provision of multiple micronutrients to pregnant and lactating women as a preventive measure against multiple micronutrient deficiencies. The pregnant woman is given one tablet daily for the duration of the pregnancy while the lactating mother is provided with one tablet until the infant is six months23. These tablets formulations are in accordance with UNICEF/UNU/WHO guidelines. (For protocol for multiple micronutrient tablets, refer to annex 12 page 132).

Table 7: Multiple micronutrient supplementation in pregnant and lactating women
	Supplement Composition
	Vitamin A, vitamin B1, vitamin B2, niacin, vitamin B6, vitamin B12, folic acid, vitamin C, vitamin D, vitamin E, copper, selenium, iodine; with 30 mg of iron and 15 mg of zinc 

	Target Group
	All pregnant and lactating women

	Frequency 
	One tablet daily

	Duration
	Pregnancy- Throughout pregnancy, starting as early as possible
Lactation – until the infant is six months


Source: Somali National Micronutrient Deficiency Control Strategy 2014 – 2016

2.1.8 Deworming Administration	
Deworming to control intestinal parasites is provided to pregnant women (after the first trimester of pregnancy1,20,23 using a single-dose albendazole (400 mg) or mebendazole (500 mg) to reduce the burden of intestinal worms caused by soil-transmitted helminth infections where hookworm and/or T. trichiura infection is ≥20% and where anaemia is a public health problem (i.e., prevalence of ≥40%) 1.
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In malaria-endemic areas, provide intermittent preventive treatment with SP to all women in their first or second pregnancy (SP-IPTp) as part of antenatal care. Dosing should start in the second trimester and given at least one month apart, with the objective of ensuring that at least three doses are received. The low dose of folic acid (0.4 mg daily) that is required to protect the fetuses of pregnant women from neural tube defects do not reduce the efficacy of SP, whereas higher doses (5 mg daily) significantly reduces its efficacy and should not be given concomitantly32
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Adolescence is the phase of life between childhood and adulthood, from ages 10 to 19 and offers a second window of opportunity for growth and development. It is a unique stage of human development and an important time for laying the foundations of good health. Adolescents experience rapid physical, cognitive and psychosocial growth and this affects how they feel, think, make decisions, and interact with the world around them. To grow and develop in good health, adolescents need information, including age-appropriate comprehensive sexuality education; opportunities to develop life skills; health services that are acceptable, equitable, appropriate and effective; and safe and supportive environments. They also need opportunities to meaningfully participate in the design and delivery of interventions, to improve and maintain their health. Expanding such opportunities is key to responding to adolescents’ specific needs and rights. For most adolescents, schools provide a formal structure through which essential nutrition interventions can be delivered, while out-of-school adolescents can be reached through community-based approaches, outreach and networks.
 
Well-nourished adolescents protected from disease, infection and early pregnancy are less likely to develop malnutrition in all its forms during adolescence and adulthood, and are more likely to avoid Non Communicable Diseases (NCDs), have optimal maternal and birth outcomes, and enjoy increased work capacity and productivity. 
Therefore, for adolescents to enjoy health and well-being and improved nutrition, they should; 
· Access a nutritious diet
· Contribute to their health through positive behaviours
· Access essential health services.
Healthy diets have a critical role in protecting against all forms of malnutrition and reduce the risk of cardiovascular diseases, type 2 diabetes, and certain types of cancer. 
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· It provides adequate energy, protein, vitamins and minerals (macro- and micronutrients). 
· It’s obtained through the consumption of foods such as fruits, vegetables, legumes, nuts and whole grains.
· It has less than 10% of total energy intake from simple sugars.
· It has less than 30% of total energy intake from fats (with unsaturated fats preferable to saturated fats, and no trans fats).
· It has decreased salt intake and increase potassium intake.
· It avoids the following foods; those that are high in fat (saturated and trans fat), foods with added sodium and sugars (including sweetened beverages), and fast foods high in energy, fat and sodium, and low in nutrient density.

However, most adolescents do not consume adequate amounts of fruits, vegetables and whole grains, sufficient vitamins and minerals (including folic acid, vitamins A, D, E and B 6, calcium, iron, zinc, magnesium), fibre, but consume excess fat, sodium, cholesterol and added sugars. 
Barriers to healthy diets include, physical, economic and socio-cultural environment, knowledge, and a sense of self-efficacy.
Eating disorders start in adolescence and can lead to serious physical and mental health outcomes. They are associated with high levels of comorbidities such as depression, anxiety and substance abuse. 
 
Challenges in adolescent nutrition;
· Exposure to unhealthy food environments and aggressive marketing of unhealthy foods 
· Consumption of greater amounts of cheap, energy-dense, nutrient-poor foods that are high in sugar,
· High sodium and fat consumption (including processed and ultra-processed foods). 
· Lack access to affordable fresh fruits and vegetables, 
· Lack nutrition knowledge, skills, or control over resources to buy and prepare foods needed for a healthy diet.
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In line with the Somalia Nutrition Strategy, 2020-2025 and Reproductive, Maternal, Neonatal, Child and Adolescent Health Strategy 2020-2024, the goal is to promote and protect practices and services that support optimal nutrition, growth and development for adolescents while ensuring prevention of over- and undernutrition in adolescent boys and girls. The priorities for preventing all forms of malnutrition among adolescents include;
1. Nutritious foods in schools and beyond: Provision of school meals by providing educational and health benefits to children, especially the most vulnerable. School meals are an important part of daily food consumption for many children and accounts for a significant proportion of diversity in their diets. School meals should be based on existing national dietary guidelines for specific age groups and adhere to nutrition standards.
1. Healthy food environments, in schools and beyond: Interventions to improve food environments include the adoption of policies and standards that influence the availability, accessibility and affordability of food for adolescents in schools and in the surrounding area, which in turn affects healthy food consumption. Policies should mandate that the food available in schools includes fruits, vegetables, whole grains and non-fat dairy products to help adolescents develop healthy consumption habits. School food environment policies and safety standards can be effective in improving targeted behaviors, such as reducing the intake of commercially sold food and beverages and unhealthy snacks.
1. Micronutrient supplementation and deworming: Iron supplementation is effective for increasing haemoglobin concentration and reducing anaemia in adolescents. In settings with high anaemia prevalence, WHO recommends weekly iron supplementation for adolescent girls. In settings with moderate anaemia prevalence, WHO recommends intermittent iron supplementation for this same group.

Table 8: Weekly IFA
	Supplement composition
	Iron: 60 mg of elemental iron* Folic acid: 2800 μg (2.8 mg)

	Frequency
	One supplement per week

	Duration and time interval between periods of supplementation
	3 months of supplementation followed by 3 months of no supplementation after which the provision of supplements should restart If feasible, intermittent supplements could be given throughout the school or calendar year

	Target group
	All menstruating adolescent girls and adult women


Source: Weekly Iron and Folic Acid Supplementation as an Anaemia-Prevention Strategy in Women and Adolescent Girls, (WHO, 2018)

1. Nutrition education in school curricula: Schools are a unique setting for delivering interventions to school-going children and adolescents. The school curriculum provides an opportunity to promote healthy eating and ensure physical activity through food, nutrition and physical education classes.
1. Healthy dietary practices for adolescents: Behaviour change interventions are more effective when adolescents are treated as competent and valued people with agency and autonomy, and when they are empowered to make choices that benefit them over the long-term
1. Weight and height monitoring and referral: Schools can serve as a platform to monitor the nutritional status of adolescents and referrals done to the nearest health facilities for those with either under or over nutrition for nutrition counselling.

How to manage malnutrition among adolescents at community and facility level
· Assess all adolescents presenting with weight loss for underlying causes and manage accordingly
· Offer nutritional counselling and information on the recommended, healthy weight gain
· Enroll adolescents at risk of malnutrition for nutritional assessment, counselling and support.
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Adolescent pregnancy is a global phenomenon with serious health, social and economic consequences and tends to be higher among those with less education or of low economic status. Further, there is slower progress in reducing adolescent first births amongst these and other vulnerable groups, leading to increasing inequity. Adolescent marriage and sexual abuse place girls at increased risk of unintended pregnancy. Preventing unintended pregnancies and reducing adolescent childbearing is crucial to the health and well-being of adolescents. Although the global adolescent birth rate declined by 21%, it remains high in two thirds of all countries, with more than 20 births per 1000 adolescent girls. Maternal mortality is the leading cause of death in adolescent girls. Complications during adolescent pregnancy and childbirth include; fetal growth retardation, preterm delivery, low birth weight, pre-eclampsia, cephalo-pelvic disproportion (obstructed labour, fistula), stillbirth and neonatal death. There is critical need to improve access to quality maternal care for pregnant and parenting adolescents. 

Nutritious diets prepare adolescents who become pregnant, for the nutritional demands of pregnancy and breastfeeding. Adolescents need nutritious diets with high amounts of energy, protein and micronutrients to fuel rapid physical growth and development. Pregnant adolescent girls face a higher risk of malnutrition because they are still growing. Their nutritional needs may compete with the nutritional demands of pregnancy and impact their growth. Some adolescent girls face difficulties in accessing nutritious foods and pregnancy care, due to harmful cultural and gender norms. Adolescent girls with stunting face a high risk of malnutrition and negative health outcomes during pregnancy and around the time of childbirth. They are also more likely to have premature or LBW babies. Overweight pregnant adolescent girls face a higher risk of gestational diabetes, pre-eclampsia, and caesarean delivery compared with pregnant adolescents in the normal weight range. Girls who conceive shortly after adolescence are likely to enter pregnancy with iron deficiency, or with low or no iron stores. 
WHO recommended actions to promote nutrition among pregnant and lactating adolescents include;
· Ensure access to adolescent-friendly antenatal, maternity and newborn services.
· Address delays in seeking and receiving appropriate maternal health care.
· Ensure the availability of adolescent-friendly antenatal health services that are accessible, acceptable and appropriate for adolescents.
· Expand availability of antenatal, childbirth and postnatal care to adolescents.
· Improve the use of antenatal, childbirth and postnatal care for adolescents.
· Provide nutrition support during pregnancy and lactation.
For pregnant and lactating adolescents, the range of services provided are similar to those offered to other pregnant and lactating women. Refer to Chapter 2 on maternal nutrition
	During emergencies, assess conditions and ensure adequate rations for adolescents according to
age, gender, weight, physical activity levels, considering both energy and micronutrient requirements. 
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1. Rights-based: All boys and girls have the same rights, and should be accorded the same opportunities, resources and protections. Somalia Government must ensure that all adolescents are provided with healthy food environments and equitable access to nutritious food.
1. Equity-focused: It is important to advocate for, design and implement interventions specifically for out-of-school adolescents and those who are otherwise marginalized and hard to reach.
1. Gender-responsive: It is essential to understand and address gender inequality, gender stereotyping and specific discrimination and disadvantages that affect how girls and boys, and those that identify as other genders, survive and thrive.
1. Context-specific and evidence driven: Promote, advocate and support the scale-up of a context-specific nutrition-in-schools package to support good diets and evidence-based nutrition practices and services.
1. Engagement and participation: Meaningful engagement and participation means that children and adolescents are involved in more than just consultative and tokenistic ways. Rather, they are embraced as knowledge producers and people who can influence decision-making processes and outcomes.
1. Systems-centred: To protect and promote diets, services and practices that support optimal nutrition in adolescence, a coordinated approach is required, underpinned by responsive actions across multiple systems – particularly the education, food, health, water and sanitation and child protection systems.
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WHO and UNICEF recommend initiation of breastfeeding within the first hour of life, exclusive breastfeeding for the first 6 months of life, timely introduction of nutritionally adequate, safe and age-appropriate complementary feeds at six months alongside continued breastfeeding for 2 years or beyond33,34. Implementation of the Ten Steps to Successful Breastfeeding34 (see annex 2) has a positive impact on breastfeeding outcomes. WHO/UNICEF recommends integrating the Ten Steps into other programs and initiatives for maternal and newborn health which requires fewer resources and promotes sustainability34. In health facilities offering maternity services, early and uninterrupted skin to skin contact and early initiation of breastfeeding are interventions that are crucial for the establishment of breastfeeding and promote neonatal and child survival and development. These interventions need to take place in tandem for optimal benefits34. 
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Interventions that are recommended to improve child survival among infants 0-6 months include skin to skin contact, early initiation of breastfeeding and exclusive breastfeeding. 
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Skin to skin contact entails placing a newborn infant on the mother’s abdomen immediately after birth with no clothing between them. It should begin immediately after delivery and continue uninterrupted for at least 60 minutes regardless of the method of delivery34. It prevents hypothermia and facilitates an infant’s natural rooting reflex to crawl towards the breast and start suckling31,34. 
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· Early initiation of breastfeeding entails putting the infant to the breast within the first hour of life. It promotes the consumption of colostrum or “first milk” which is highly nutritious and contains important antibodies and immune-active substances thus increasing the chances of survival in the infant by reducing the risk of infectious diseases. 
· Early suckling also stimulates milk production thus establishing the maternal milk supply and has the potential to increase the overall duration of breastfeeding, as well as likelihood of exclusive breastfeeding in addition to promoting bonding between the mother and the infant.
· It helps to establish the rooting, sucking and swallowing reflexes in the infant, as well as stimulating the infant’s senses34
· Rooming in (enabling mothers and their infants to remain together 24 hours a day) and bedding in allows the mother to practice responsive feeding and to feed on demand by recognizing infant feeding cues and responding to them.
· Mothers who have undergone a Caesarean section with local anaesthesia (epidural) can still have immediate skin-to-skin contact and early initiation of breastfeeding. However, for mothers who undergo a Caesarean section with general anaesthesia, this can be delayed until the mother is sufficiently alert to hold the infant. 
· Mothers who are unable to have immediate skin-to-skin contact and early initiation of breastfeeding following delivery should still be supported to provide skin-to-skin contact and to breastfeed as soon as they are able to34.

Key actions to skin to skin contact and early initiation of breastfeeding
· All mothers should be supported to initiate breastfeeding as soon as possible after birth, within the first hour after delivery. 
· Health workers should ensure vigilance for at least the first 2 hours so as to observe, assess and manage any distress signs from the mother with closer attention being provided especially to those mothers who are under the influence of anesthesia or drugs34
· Health workers should support mothers to understand how to support the baby and ensure that they are able to attach to the breast and suckle.

[bookmark: _Toc126527094][bookmark: _Toc126671684][bookmark: _Toc126672210][bookmark: _Toc126672356] 4.1.3 Exclusive Breastfeeding
Exclusive breastfeeding means providing only breast milk, no other food or drinks, unless medically indicated from zero to six months33,34.. It allows infants to achieve optimal growth, development and health. Breast milk production can be reduced among mothers who feed their infants with other foods and drinks in the first few days after birth which can lead to breastfeeding failure34. 

Key actions to exclusive breastfeeding34 
· All mothers should be encouraged and supported to exclusively breastfeed their infants from 0-6 months.
· Despite being a natural act, mothers should be provided with practical support by skilled personnel who can build mothers’ confidence, support mothers to improve breastfeeding technique, and manage breast and breastfeeding problems33. 
· Mothers should receive individualized attention
· It is essential to demonstrate good positioning and attachment at the breast
· Mothers should be supported to recognize infant feeding cues and respond to them.
· Mothers should be counseled against the use and risks of feeding bottles, teats and pacifiers. 
· Mothers should be counseled against the use of BMS, animal milk, powdered milk and mixed feeding.
· Mothers should be followed up after discharge from the health facility for provision of ongoing support and care at community level.
· Mothers who intend to mix feed (a combination of both breastfeeding and feeding with other foods or drinks before the infant is 6 months) or those who opt not to breastfeed should be counseled on the benefits of exclusive breastfeeding and on reducing the risks associated with the use of BMS. 
· In circumstances where the infant cannot be directly breastfed, the mothers should be supported and encouraged to express their milk to continue stimulating production of breast milk, and to feed the baby using the expressed milk by cup33,34.  
· Infants who cannot be fed their mother’s own milk should be fed using breastmilk from a healthy wet-nurse. Where this is not feasible, breastmilk substitutes may be required as a last resort and should be fed with a cup, which is a safer method than a feeding bottle and teat 33,34.
	Benefits to the Infant/ Child
	Benefits to the Mother
	Benefits to the Family
	Benefits to the Community/ Society

	· Breast milk contains antibodies that protects the infant/child from infectious diseases such as diarrhoea and respiratory infections
· All the required nutrients are readily available at the right quantity and temperature
· Breastmilk is easily digested hence nutrients are well absorbed.
· Protects against allergies. Breast milk antibodies protect the baby’s gut preventing harmful substances to pass into the blood.
· Provides adequate water needs for the baby (87% of water and minerals).
· Helps jaw and teeth development; suckling develops facial muscles.

	· Promotes a quick recovery after delivery as it prevents heavy bleeding. 
· It reduces risk of breast and ovarian cancers, heart disease and diabetes. 
· Stimulates production of more breastmilk
· It also improves birth spacing if done exclusively for 6 months and amenorrhoea persists
· Promotes bonding between mother and child
· Reduces maternal workload (time taken to prepare feeds) as it is always available and in the correct temperature

	· Its economical for the families. They are able to save to meet other family needs
· Less illnesses thus less medical expenses
· Promotes family bonding
· Promotes child spacing in families
· Feeding the baby reduces maternal workload because the milk is readily available 
· Poverty eradication due to reduced costs of infant formula and health care expenditure
	· Economical as money is saved and used for other needs
· Increased productivity in the society due to   healthy and productive societies
· Savings in the health sector due to less illnesses in children
· Improved child survival
· Does not generate waste/ pollute the environment
· Not importing formula and utensils necessary for its preparation saves money that could be used for something else.


Table 9: Benefits of Breastfeeding to the Child, Mother and Society
Source: IYCF Programming Guide 201135, Breastfeeding Support in the Workplace, 202036 
[bookmark: _Toc126527095][bookmark: _Toc126671685][bookmark: _Toc126672211][bookmark: _Toc126672357][bookmark: _Toc130727309]4.2 How breastfeeding works
Prolactin and oxytocin hormones directly affect breastfeeding. Sensory messages pass from the nipple to the brain and back that allows the secretion of the prolactin and oxytocin hormones for production and flow of breastmilk respectively37.

How milk production hormone (prolactin) works 37
· When a baby suckles at the breast, sensory messages are sent from the nipple to the brain and the prolactin hormone is secreted. 
· Prolactin travels through the blood to the breast and makes the milk-producing cells produce milk.
· The breasts make more milk the more a baby suckles. When a baby breastfeeds few times, less milk is produced.
· While the increased consumption of food and drink is beneficial to a breastfeeding mother, this does not help a mother to produce more milk or improve the ‘quality’ of milk. 
· A mother with twins can exclusively breastfeed for the first 6 months
· More prolactin is produced at night therefore breastfeeding at night is especially helpful for keeping up the milk supply.
· Prolactin suppresses ovulation hence can help delay a new pregnancy. Breastfeeding at night is also important for this reason37. 

[image: ]
[bookmark: _Toc126527096]Figure 2: Prolactin Reflex. Source:  Infant and Young Child Feeding: Model Chapter for Textbooks for Medical Students and Allied Health Professionals - WHO 2009

How milk flow hormone (oxytocin) works37
· When a baby breastfeeds, messages go from the nipple to the brain which allows the secretion of oxytocin (the milk flow hormone)
· This hormone goes through the blood to the breast, and contracts ducts in the breast pushing out the milk with the help of the milk ejection reflex. 
· If the milk ejection reflex does not work well, the baby may have difficulty in getting the milk. It doesn’t mean that the breasts have stopped producing milk. The breasts are producing milk, but it is not flowing out.
· When a mother is upset or in emotional pain, the oxytocin hormone may become inhibited thus stopping the flow of milk. Comforting the mother or supporting the mother to relax allows the milk to flow again.
· The milk ejection reflex also makes a mother’s uterus contract after delivery which helps to reduce bleeding. Sometimes it may cause severe uterine pain and bleeding when a baby is suckling during the first few days after delivery. 
· Oxytocin promotes bonding by enhancing feelings of affection between a mother and the infant37. 

[image: ]

[bookmark: _Toc126527097][bookmark: _Toc126527098][bookmark: _Toc126527099]Figure 3: Oxytocin Reflex. Source:  Infant and Young Child Feeding: Model Chapter for Textbooks for Medical Students and Allied Health Professionals - WHO 2009
[bookmark: _Toc126671686][bookmark: _Toc126672212][bookmark: _Toc126672358][bookmark: _Toc130727310]4.3 Breastfeeding Techniques
There is need for mothers to ensure proper positioning and attachment of the baby to the breast  to stimulate the nipple correctly and promote the production of milk in the breast thus ensuring an adequate supply and a good flow of milk. This also ensures that the baby suckles effectively37. 

Correct Positioning
The main points to ensure correct positioning of the baby while breastfeeding include; 

· The baby's head and body are in line to prevent the twisting of the neck thus allowing the baby to suckle and swallow easily.
· The baby is held close to the mother allowing the baby to be close to the breast and take in much of the breast in their mouth.
· The baby’s whole body is turned towards the mother and allows the baby to approach the breast nose to nipple.
· The baby’s whole body should be supported, not just the head and neck37,38. 

[image: ]Figure 4: Breastfeeding Positions. Source: The Community Infant and Young Child Feeding (IYCF) Counselling Package- 2012

Good Attachment
Attaching the baby to the breast properly allows the baby to suckle more effectively. The four signs of good attachment are;
· More of the areola is seen above the baby's upper lip than below
· The mouth of the baby is wide open allowing them to take sufficient breast tissue in to their mouth.
· The lower lip of the baby is turned outwards 
· The baby's chin is touching or almost touching the breast37. 

All the signs need to be present as an indicator of good attachment to the breast.
[image: IMG_256]
Figure 5: External view of good and poor attachment
Source:  Infant and Young Child Feeding: Model Chapter for Textbooks for Medical Students and Allied Health Professionals
[image: ]
Figure 6: Internal view of good and poor attachment
[bookmark: _Toc126527101]Source:  Infant and Young Child Feeding: Model Chapter for Textbooks for Medical Students and Allied Health Professionals

Results of Poor Attachment
· If a baby is poorly attached, suckling can be painful or uncomfortable for the mother. Poor attachment contributes to sore or cracked nipples as the baby sucks hard against the nipple to try to get the milk. 
· It may lead to breast engorgement as there is ineffective regular removal of milk from the breast. This may also lead to the breasts making less milk.
· It may result in poor weight gain in the baby as they do not get sufficient breastmilk
· As the baby does not get sufficient breastmilk, they may refuse to breastfeed because of frustration.
· If the baby is receiving inadequate breastmilk, they will not be satisfied and may end up breastfeeding for very long durations or very often. 
· There is need to improve attachment if any of these signs are present or if suckling is painful and uncomfortable to the mother37.  

Causes of Poor Attachment 
· Bottle feeding- sucking from a bottle is different from suckling from the breast. Babies who have been bottle fed when put to the breast suck the nipple as a result of nipple confusion.
· Inexperienced mothers- mothers who haven't had previous breastfeeding experience, who have breastfeeding challenges or who practice bottle feeding may experience challenges when attaching the baby to the breast.
· Functional difficulties such as small or weak babies, full and swollen breasts, flat and inverted nipples, or a very small or weak infant may also cause poor attachment. Mothers should be provided with extra skilled help to overcome these difficulties. 
· Lack of skilled support - mothers may lack skilled support from health workers or the community. Skilled help should be provided early to ensure that the baby attaches well and can suckle effectively. Health workers need to have the necessary skills to give this help37.
· Disability or congenital abnormality – infants with tongue tie, cleft lip and/or cleft palate can have difficulty attaching to the breast and require additional, skilled support for feeding. 
[bookmark: _Toc126527102][bookmark: _Toc126671687][bookmark: _Toc126672213][bookmark: _Toc126672359][bookmark: _Toc130727311]4.4 Effective and Ineffective Suckling
Effective suckling indicates that sufficient milk is flowing into the baby's mouth. The baby takes slow, deep suckles followed by a gulping sound as the baby is swallowing the breastmilk.  The cheeks of the baby are well rounded as they are breastfeeding. The baby may also start to look sleepy and satisfied and may release the breast spontaneously. In addition, suckling is pain free and comfortable for the mother37. 
Ineffectively suckling is indicated by a baby who may suckle quickly all the time, makes smacking sounds but without swallowing. The cheeks of the baby are drawn-in indicating that the milk is not flowing well into the mouth of the baby and the baby may not want to leave the breast37. 
[bookmark: _Toc126527103][bookmark: _Toc126671688][bookmark: _Toc126672214][bookmark: _Toc126672360][bookmark: _Toc130727312]4.5 Assessing a Breastfeed
It is important for a health worker to assess a breastfeed to determine if a mother needs support or not. This can be done through observing when a mother is breastfeeding and then asking questions using a breastfeeding job aid (see annex 3). The gender of the health worker conducting the observation should be considered depending on the cultural context and privacy should be ensured for the mother to breastfeed.
[bookmark: _Toc130727313]4.6 Feeding Cues
Newborns communicate with signs that enable the caregiver recognize when they are hungry, full, tired, need to be changed and want quiet time. These signs are feeding cues. Health workers are required to teach mothers to recognize and respond to feeding cues in their infants. Feeding according to these cues ensures that infants receive small amounts of colostrum or breastmilk at very frequent intervals. 

The feeding cues are;
· Opening mouth, searches for the breast 
· Makes sucking motions or sounds; licks lips
· Moves head back and forth while frowning 
· Rapid eye movement under closed eyelids 
· Increased alertness (waking) 
· Sucking on hands or tongue 
· Rooting–searching for something to suck 
· Squeaking or light fussing 
· Tongue thrusts 
· Crying is a late sign of hunger
[bookmark: _Toc126527104][bookmark: _Toc126671689][bookmark: _Toc126672215][bookmark: _Toc126672361][bookmark: _Toc130727314]4.7 Expressing Breastmilk
Expressing breastmilk allows the child to receive mother’s milk even while she is away or for some reason not able to breastmilk directly at the breast. It also helps in maintaining the production and flow of the breastmilk and prevents breast conditions such as engorgement, blocked ducts and mastitis. If a mother is not able to feed her infant at the breast, she should express as often as the baby would breastfeed39. Breastmilk can be fed to the infant directly after expression with the use of a cup or it can be stored safely following guidance under the section on storage of breastmilk. 
Situations that may require a mother to express breastmilk include39; 
· When the mother needs to return or go to work- the mother should express as much as possible before she leaves for work to ensure adequate supply for the baby. The mother can also express while at work to keep up breastmilk supply.
· To feed very low birth weight babies, sick babies who cannot breastfeed at the breast.  The mother should begin expressing on the first day, as soon as possible after delivery. Even the expression of colostrum, which may be only a few drops, helps in the production of breastmilk. She should express as many times as the infants wants to breastfeed including at night.
· When the breasts are too full or engorged- Expressing relieves discomfort and helps the baby to attach to the breast. The mother should express only as much milk as required to relieve the engorgement, after which the infant should be able to attach to the breast.
· In case of breast conditions like cracked nipples, mastitis, etc.
· To build up a supply that seems to be decreasing- The mother should express often for a few days including nights to increase breastmilk supply (in addition to practicing skin-to-skin contact with her infant)39. 
How to hand express breastmilk.
All mothers should be supported to develop the skill of expressing breastmilk to enable them to know what to do when the need arises. Health workers should provide mothers with the necessary knowledge and skills on how to express their breastmilk, as well as how to safely store breastmilk39. 

Steps to hand express breastmilk;
· Before expressing breastmilk, a mother should wash their hands with soap and running water
· Clean and sterilize (boil) the container that will collect the breastmilk
· Sit or stand comfortably and hold the container near the breasts
· It is sometimes helpful to gently massage the breast in a circular motion. A warm cloth may also help stimulate the flow of milk.
· Position your thumb above the areola on the breast and the first two fingers (index and middle finger) under the breast behind the areola.
· Using the thumb and the two fingers, press gently inwards towards the chest wall then release.
· Don’t press too far to avoid blocking the milk duct. Press on the large duct behind the areola
· Repeat the compression and releases. The action should not cause pain if done correctly.
· After pressing a few times, milk may start to come in drops or sometimes in fine streams if the oxytocin reflex is active. This should be collected in the clean container.
· Continue compressing until all the segments around the areola are covered by rotating the finger and thumb positions. 
· If no milk comes out, move the thumb and finger further away from or towards the nipple and try again.  The use of a warm compress on the breast, breast massage and relaxing may be helpful.
· Repeat the compression rhythmically until the milk flow stops then express the other breast by repeating the process.
· Avoid rubbing the skin, which can cause bruising, or squeezing the nipple, which stops the flow of milk39.

[image: IMG_256][image: ][image: ][image: ]
Figure 7: Expressing Breastmilk
Source: Advancing Nutrition IYCF Image Bank

Storage and Warming of Expressed Breastmilk
· Expressed breastmilk can be stored at room temperature for about eight hours even in warmer climates, in a refrigerator for up to 24 hours, in the freezer of a fridge with a single door for up to 2 weeks, and in the freezer of a double door fridge for up to 3-6 months 
· Store breastmilk in a clean, covered food-grade container. 
· Ensure proper labeling with date of expression and use by date is done before storage to ensure first in-first out
· When warming breastmilk, proper hygiene should be observed during the following steps:
· Bring water to boil
· Once boiled, remove from the heat
· Place the expressed breastmilk in a feeding cup in the boiled water. Only the amount that the infant will consume should be poured from the storage container to the feeding cup for warming. 
· Allow the milk to rest for some time until it is at the right temperature for your baby. The mother can test the temperature is right by using a spoon to put a few drops on the forearm 39

Feeding babies expressed breastmilk[image: IMG_256]
Figure 8: Cup Feeding. Source: Advancing Nutrition IYCF Image Bank

· Expressed breastmilk should be given from a cup. 
· Bring cup to the baby’s lower lip and allow baby to take small amounts of milk, lapping the milk with his or her tongue. Do not pour the milk into baby’s mouth.
· Cups are recommended as they are easier to clean with soap and water making it difficult for bacteria to breed.  
· Cup feeding is associated with less risk of ear infections, diarrhoea and tooth decay
· A baby cannot be left to feed themselves using a cup unlike when using a bottle
· Cup feeding allows the baby to control their intake of breastmilk39


[bookmark: _Toc126527106]4.7 Non breastfed infants 0-6 months
There are a few health situations where infants are unable to access breast milk33.. The special circumstances include but are not limited to; abandoned children, orphaned children, children with special conditions qualified by medical staff such as phenylketonuria, galactosemia and maple urine disease; and mothers with special conditions that may not allow the expression of breastmilk such as breast cancer and chronic infective mastitis. In such cases, replacement feeding is recommended. Replacement feeding is the process of feeding a child who is not breastfeeding with a feed that provides all the nutrients that the child needs until the age which he/she can be fully fed with complementary foods. Infant feeding formula is the appropriate recommended replacement feed. Therapeutic milks such as F75 and F100 should only be used for the treatment of malnutrition including for infants under 6 months of age and are not appropriate BMS40 

Conditions needed for safe replacement feeding include;
· Availability of safe water and sanitation at household and community level
· Mothers or caregivers can reliably provide sufficient infant feeding formula to support growth and development 
· The mothers or caregivers have the ability to prepare adequate BMS while observing hygiene to reduce the risk of diarrhea and malnutrition.
· The mothers or caregivers should exclusively feed the infant on infant formula milk in the first six months

Key actions for health workers and community workers40
· Health workers and community health workers should provide mothers and caregivers with information on safe preparation, storage & appropriate feeding techniques for replacement feeding and the health hazards of inappropriate preparation and use33. 
· Health care workers and community health workers should provide practical support to mothers and care givers on how to prepare and give the infant formula 
· Health workers and community health workers should counsel mothers on avoiding mixed feeding33 
· Health workers and community health workers should counsel mothers on cup-feeding as the preferred method of administering BMS as they are easier to clean and provide information on the dangers of bottle feeding40. 
· Health care workers should demonstrate the use of infant formula except to individual mothers or members of their families in very special cases of need, and in such cases, shall give a clear explanation of the risks of the use of infant formula 41. 
· Community health workers should follow up infants on replacement feeding at household level and refer as appropriate

Key actions for the health care systems
Information on procurement and monitoring of BMS -refer to chapter on BMS.
[bookmark: _Toc126527107][bookmark: _Toc126671690][bookmark: _Toc126672216][bookmark: _Toc126672362][bookmark: _Toc130727315]4.8 Breastfeeding difficulties/ challenges
[bookmark: _Toc126527108][bookmark: _Toc126671691][bookmark: _Toc126672217][bookmark: _Toc126672363][bookmark: _Toc130727316]4.8.1 Breast conditions that affect breastfeeding
Diagnosis and management of breast conditions is critical so as to relieve the mother’s discomfort, pain and allow breastfeeding to continue42. Mothers with breast conditions that affect breastfeeding should be referred from the community to the health facility for management and treatment by health workers.  Subsequently close follow ups should continue at household level by community health care workers. 

Flat and inverted nipples 
Flat and inverted nipples may make it difficult for the baby to attach to the breast, however it is possible in most cases with support. The principles of management are outlined below;
· Management during the antenatal period is not helpful such as stretching them. Most nipples improve after delivery and help will be most useful after delivery.
	
[image: ]

Figure 10: Inverted Nipples. Source: UNICEF IYCF Training Aid


· It is important to build the mothers confidence by reassuring her that she can succeed to breastfeed and that the baby suckles from the breast not the nipples. Plenty of skin-to-skin contact should be encouraged.
· Mothers should be supported to attach the baby to the breast as soon as possible after delivery. A mother may try to use different breastfeeding positions.
· If the problem with attachment persists during the first two weeks, mothers should be supported to express breastmilk and feed by cup. Feeding bottles should be avoided.
· A mother can use a 20 mls syringe to stretch out the nipple before a breastfeed. The adaptor end of the syringe is cut off then the plunger is put back in (the reverse of its usual position). The smooth end of the barrel is placed on the nipple then the plunger is pulled out to suction the nipple out. This can be done just before a breastfeed.




  Step 1					Step 2				Step 3

Figure 9: Stretching out the Nipple using a Syringe. Source: WHO- Infant and young child feeding Model Chapter for textbooks for medical students and allied health professionals

Full Breasts 
This occurs when the breastmilk comes in after delivery. The breasts feel hot, heavy and hard or lumpy. The milk is able to flow well and the mother doesn’t develop a fever. Full breasts can be managed by breastfeeding on demand and ensuring proper attachment. After breastfeeding, the fullness decreases42.



Breast Engorgement 
· Engorged breasts are painful, swollen, edematous and may look shiny and red and usually affects both breasts.  The nipples are stretched, tight and flat and the milk may not flow. Sometimes the mother may develop a fever within 24 hours. [image: ]Figure 11: Breast Engorgement. Source: UNICEF IYCF Training Aid

· This may be caused by delay in starting to breastfeed after delivery, infrequent milk removal, when breastfeeding is not done on demand and poor attachment.
· Breast engorgement can be managed through removal of the breastmilk. Mothers should breastfeed as often as the baby wants to when attachment is possible. If the baby is unable to attach, the mother can express the breastmilk until the breasts are softer to allow the baby to attach and breastfeed.
· Warm compresses applied to the breast or taking warm showers before expressing helps the milk to flow. Cold compresses can be applied after expressing or breastfeeding to relieve the oedema42.

Mastitis
Mastitis may occur as a result of breast engorgement or an unmanaged blocked duct (which happens when milk is not removed from a section of the breast leading to milk stasis resulting in non-infective inflammation). There is a tender lump in the breast with redness of the skin.  The woman may develop fever and feels sick. Infective mastitis may occur when the breast is infected by bacteria which may require treatment with antibiotics42. [image: ]Figure 12: Mastitis.  Source: UNICEF IYCF Training Aid

Other causes could be due to poor drainage of the breast, infrequent and short feeds, ineffective suckling, pressure on the breast from fingers during expression or tight clothing and trauma on part of the breast.  Management involves;

· Improving the drainage of the breast through frequent feeding and leaving no long gaps between feeds  
· Identifying the cause and correcting
· Using analgesics and antibiotics 
· Using warm compresses and starting to breastfed the baby using the unaffected breast while varying the position of the baby42.


Sore or Fissured Nipples
The mother feels severe pain when breastfeeding and a fissure may be visible across the nipple tip or around the base. Sore and fissured nipples are as a result of poor attachment. This leads the baby to pull the nipple in and out as he suckles and rubs the skin off the nipple42.[image: ]
Figure 13: Sore or Fissured Nipples. Source: UNICEF IYCF Training Aid


The management involves; 
· Supporting the mother to improve positioning and attachment during breastfeeding 
· The mother can be advised to rub a little expressed milk on the nipple and areola with her finger which promotes healing. 
· The mother should be advised not to wash the breast very often using soap or rubbing off with a towel as it strips the breast of its natural oils making soreness likely to occur.

Candida Infection
A shiny red pigmentation on the nipple and areola with itchiness and soreness indicates a candida infection. In between feeds, the mother may describe sharp pain deep into the breast, which is not relieved by breastfeeding, good attachment and continues after a feed. The baby will have white patches in the cheeks and tongue and a rash on his bottom. Management involves;
· Treating both the infant and the mother with nystatin (antifungal medication)
· It is important to treat breast thrush and oral thrush in the infant promptly especially for women who are living with HIV. 


[image: ]

Figure 14: Candida Infection
Source: UNICEF IYCF Training Aid
[bookmark: _Toc126527109][bookmark: _Toc126671692][bookmark: _Toc126672218][bookmark: _Toc126672364][bookmark: _Toc130727317]4.8.2 Common breastfeeding problems
Some women may experience problems that may interfere with their ability to breastfeed as recommended. However with guidance and support, they can breastfeed successfully.
 
Not Enough Milk
This is a common feeling among mothers and is one of the reasons for stopping to breastfeed. Usually, when a mother perceives that they don’t have enough breastmilk, the baby is getting all the milk that they require. However, sometimes the baby may not be getting enough breastmilk, this is likely due to ineffective suckling and not because the mother lacks adequate milk. See Table 10 below for full lists of reasons42. 

Some of the reasons why a mother may feel they don’t have enough milk include: 
· A crying baby who seems not to be satisfied
· Babies wanting to feed often and for longer during each feed
· Breasts that feel soft 
· Unable to express breastmilk 
Reliable signs that show a baby is not receiving enough breastmilk 
· Poor weight gain- If a baby does not gain 500g in a month he/she is not getting enough breastmilk.
· Low urine output -An exclusively breastfed baby under 6 months who is receiving adequate breastmilk passes dilute urine 6-8 times a day (no strong smell or colour)
· A baby not receiving adequate breastmilk passes urine less than 6 times a day (sometimes less than 4 times). The urine may also be concentrated with a strong smell and dark orange in colour42.

Table 10: Reasons why a baby may not get enough breastmilk
	BREASTFEEDING FACTORS
	MOTHER: PSYCHOLOGICAL FACTORS
	MOTHER: PHYSICAL CONDITION
	BABY'S CONDITION

	■ Delayed start to breastfeeding
	■ Lack of confidence
	■ Contraceptive pill, diuretics
	■ Illness

	■ Feeding at fixed times
	■ Depression
	■ Pregnancy
	■ Abnormality

	■ Infrequent feeds
	■ Worry, stress
	■ Severe malnutrition
	

	■ No night feeds
	■ Dislike of breastfeeding
	■ Alcohol
	

	■ Short feeds
	■ Rejection of baby
	■ Smoking
	

	■ Poor attachment
	■ Tiredness
	■ Retained piece of placenta
	

	■ Bottles, pacifiers
	
	■ Pituitary failure (rare)
	

	■ Other foods or fluids (water, teas)
	
	■ Poor breast development (very rare)
	

	

	THESE ARE COMMON
	THESE ARE NOT COMMON





Crying Baby
Babies cry for several reasons which include;
· Illness, pain or sedated
· Hunger due to growth spurt- The baby seems to be hungry as there is rapid growth and may be breastfeeding more often. It occurs at ages of 2 weeks, 6 weeks and 3 months. The breastmilk supply increases as the baby feeds more often for a few days which helps to resolve the problem. 
· The baby may be sensitive to substances from the food the mother consumes which may be passed through breastmilk
· Colic
· High need babies- Some babies cry more than others and may need to be held more
Management entails
· Identifying the cause and treating it
· Comfort the baby with colic pains or the high needs babies by holding closely, rock the baby and apply gentle pressure on the abdomen
· The mother can try a change in her diet, such as stopping drinking milk or coffee for a week, to see if there is an improvement42.
Refusal to Breastfeed
Refusal to breastfeed is a source of distress to the mother and may cause frustration. It may be manifested by;
· A baby turning away from the breast
· A baby may attach to the breast and refuse to suckle or may suckle weakly
· A baby may start to breastfeed but pull away from the breast crying
· Breastfeeding on one breast and not the other 
Causes as to why a baby may refuse to breastfeed are summarized in table 11
Table 11: Causes of Refusal to Breastfeed
	Causes as to why a baby may refuse to breastfeed
	Reasons

	Illness, pain or sedation
	· Infection 
· Brain damage 
· Pain from bruise (vacuum, forceps)
· Blocked nose 
· Sore mouth (thrush, teething)

	Difficulty with breastfeeding technique
	· Use of bottles and pacifiers whilst breastfeeding 
· Not getting much milk (e.g., poor attachment) 
· Pressure on back of head while positioning 
· Mother shaking breast 
· Restricting length of feeds 
· Difficulty coordinating suckle 

	Changes which may upset baby (especially aged 3-12 months)
	· Separation from mother (e.g., if mother returns to work 
· New baby carer or too many carers
· Change in the family routine 
· Mother ill  
· Mother has breast problem e.g., mastitis 
· Mother menstruating 
· Change in smell of mother

	Apparent refusal
	· New-born- rooting 
· Age 4- 8 months- distraction 
· Above one year- self weaning



Management entails identifying the cause of the problem and addressing it if possible. Some actions include;
· Provide skilled counselling and support to the mother
· Build the mothers confidence
· Refer for treatment in case of illness
· Reduce time away from the baby
· Avoid drastic changes that may be upsetting to the baby
· Improve/ change the breastfeeding technique
· Avoid the use of bottles, teats and pacifiers42. 
· Close follow up at household level

[bookmark: _Toc126527110][bookmark: _Toc126671693][bookmark: _Toc126672219][bookmark: _Toc126672365][bookmark: _Toc130727318]4.9 Children 6-23 months
At 6 months, breastmilk is no longer sufficient to meet an infant’s energy and nutrition requirements. WHO and UNICEF recommend the timely introduction of nutritionally adequate, safe and age-appropriate complementary feeds at six months alongside continued breastfeeding for two years or beyond34,43. At this age, children should gradually start getting accustomed to consuming family foods44
[bookmark: _Toc126527111][bookmark: _Toc126671694][bookmark: _Toc126672220][bookmark: _Toc126672366][bookmark: _Toc130727319]4.9.1 Complementary Feeding     
Breastmilk continues to be an important part of the child's diet as it provides more than half of a child’s energy needs between the ages of 6 and 12 months, and one third of energy needs between 12 and 24 months. It’s also a critical source of energy and nutrients during illness, and reduces mortality among malnourished children. The age between 6 to 23 months is a vulnerable period for infants and young children who may be exposed to the risk of malnutrition due to the potential for inappropriate feeding practices. The guiding principles for complementary feeding are Frequency, Amount, Texture, Variety, Active/ Responsive Feeding and Hygiene (FATVAH)43. Table 12 provides age-appropriate feeding guidance in detail.

F- Feed the child frequently during the day.
A- Provide adequate meals for the child. Start with small amounts of food at 6 months and increase gradually as the child gets older
T- Gradually adjust the consistency (texture) of the food based on the infant’s abilities. 
V- Gradually increase the dietary diversity (variety) of the food as the child grows older. A diet is diverse when it contains 4 or more food groups (annex 2) including continued breastfeeding. 
 A - Practice active and responsive feeding through encouraging children to eat. Avoid force feeding. Talk, sing and play with the child while maintaining eye contact. Feed the younger ones and support the older ones to feed themselves.
H-Provide meals that are hygienically prepared and stored and practice good hygiene43–45 

Children 24-59 Months	
· Children 24-59 months have increased nutrient and energy requirements for proper growth and development. 
· The FATVAH guiding principle applied in complementary feeding can also be applied to this age group. 
· Children at this age are able to pick, chew and swallow foods comfortably and therefore the consistency of the food should be adjusted based on the ability of the child.  Combine different textures and food combinations. 
· Practice active and responsive feeding through supporting and encouraging children to feed themselves, avoid force feeding, continue talking, singing and playing with the child and maintaining eye contact.
· Avoid feeding unhealthy snacks and sugary foods such as sweets, cakes and sodas.

[bookmark: _Hlk122129042]Table 12: Summary of Texture, Frequency and Amounts of Foods to Offer per Meal for Breastfed Children 6-59 Months
	Age
	Texture 
	Frequency
	Amount of food per meal

	At 6 months
	Start with thick porridge or well mashed foods. 
	Breastfeeding and 2 meals per day 
	2 tablespoons at each meal. Increase to 3 tablespoons in the 3rd to 4th week

	7-8 months
	Mashed/pureed family food. By 8 months the baby can begin eating finger foods.
	Breastfeeding and 3 meals per day 
	Increase amount gradually to half (½) cup (250ml cup). Use a separate plate/ bowl

	9-11 month
	Finely chopped or mashed foodsand foods that baby can pick up
	Breastfeeding, 3 meals and 1 snack  per day

	3/4 of a 250 ml cup/bowl

	12-23 months
	Cut food into small, soft pieces so that your child can pick, chew and swallow comfortably.
	Feed your baby 5 times (3meals and 2 snacks) and breastfeeding
	 1 full cup  (250ml) 

	24-59
months
	Cut food into small, soft pieces so that your child can pick, chew and swallow comfortably
	Feed your baby 5 times (3 meals and 2 snacks)  and breastfeed
	  1½ -2 cups of 250 ml cup
Use a separate plate 


 
Non-Breastfed Child 6-23 months
If a child aged 6-23 months is not breastfed, then additional meals and animal milk are recommended. As with breastfed children aged 6-23 months, the consistency and variety of foods should be increased gradually as the child grows older according to the infant’s abilities and requirements. Children should gradually get accustomed to consuming family foods.
The non-breastfed child should receive;
· 1-2 extra meals per day
· Animal source foods such as meat, poultry and eggs as often as possible or daily. 
· 1-2 cups (200-400 ml) of full-fat animal milk per day that has been boiled for children who regularly consume adequate amounts of other animal-source foods. Otherwise the amount of milk needed is 1½ to 2½ cups (300–500 ml) per day40.
· Pulses and legumes should be consumed daily if milk and other animal source foods are not adequate.
· Essential fatty acids (animal-source foods, fish, avocado, vegetable oil, nut pastes) 
· Adequate iron (animal-source foods, fortified foods or supplements)
· Avoid feeding unhealthy snacks and sugary foods such as sweets, cakes and sodas46. 
· In settings with high risk of micro nutrient deficiencies, fortified foods or micronutrient supplements need to be provided, such as multiple micro nutrient powders40. Table 13 provides age-appropriate feeding guidance in detail 

Table 13: Summary of Texture, Frequency and Amounts of Foods to Offer per Meal for Non Breastfed Children 6-59 Month
	Age
	Texture 
	Frequency
	Amount of food per meal

	At 6 moths
	Start with thick porridge or well mashed foods. 
	2 meals per day and 2 cups of milk 
	2 table spoon each feed increase to 3 table spoons in the 3rd to 4th week

	7-8 months
	Mashed/pureed family foods, by 8 months the baby can begin  eating finger food.
	3 meals per day, one snack, 2 cups of milk and 1 extra meal
	Increase amount gradually to half (½) cup (250ml). Use a separate plate bowl

	9-11 month
	Finely chopped or mashed food and foods that baby can pick up
	3 meals, 1  snack,,, 2 cups of milk and 2 extra meals
	3/4 of a 250 ml cup/bowl

	12-23 months
	Cut food into small, soft pieces so that your child can pick, chew and swallow comfortably.
	3 meals and 2 snacks,  2 cups of milk and 2 extra meals
	 1 full cup  (250ml) 

	24-59
months
	Cut food into small, soft pieces so that your child can pick, chew and swallow comfortably
	3 meals and 2 snacks.  2 cups of milk and 2 extra meals
	 1½ -2 cups of 250 ml cup
Use a separate plate 


[bookmark: _Toc126527112][bookmark: _Toc126671695][bookmark: _Toc126672221][bookmark: _Toc126672367][bookmark: _Toc130727320]4.10 Micronutrient supplementation for Children 6-59 months
Micronutrient deficiencies can lead to severe and life-threatening conditions despite being required in very small amounts in the body. Their functions include promoting normal growth and development through enabling the production of enzymes, hormones and other substances by the body. Micronutrient supplementation involves the provision of a single micro nutrients (iodine, iron, folic acid, vitamin A, vitamin B12, vitamin D, zinc) or multiple micronutrients in the form of capsules, tablets, drops, or syrup47. 
[bookmark: _Toc126527113][bookmark: _Toc126671696][bookmark: _Toc126672222][bookmark: _Toc126672368][bookmark: _Toc130727321]4.10.1 Micronutrient Powders
Global evidence shows that point-of-use fortification of foods using multiple micronutrient powders (MNPs) is an effective strategy to increase vitamin and mineral intake of infants and young children 6-23 months, thus reducing anemia and iron deficiencies23,48. They contain a blend of micronutrients, vitamins and minerals23 (See table 14). WHO recommends point-of-use fortification of foods using MNPs, especially in populations where anemia is a public health problem.  Point-of-use fortification entails adding multiple micronutrient powders which are rich in vitamins and minerals to energy-containing foods.

Table 14: Recommended Micronutrient Powder Formulation
[image: ]















Source: Somali National Micronutrient Deficiency Control Strategy 2014-2016

Key Considerations for Using MNPs 
· Wash hands with soap and water before preparing food and feeding the child.
· MNPs should not be added to hot foods as the iron will change the colour and taste of food
· MNPs should not be added to any liquids as they do not mix but instead float on top
· MNPs can be added to any meal but only a maximum of one sachet should be added per day
· Serve the child's food in a separate plate and mix with one sachet of MNP
· Feed the child within 30 minutes after mixing MNPs in food
· Do not reuse or reheat food where MNPs had been added 
· All children (6-23 months) should be provided with MNPs except those in therapeutic or supplementary feeding programme and receiving Ready to Use Therapeutic Foods, Ready to Use Supplementary Foods, Fortified Blended Foods, Corn Soya Blend as these products contain similar or higher quantities of the micronutrients49. 
· Mothers should be issued with 15 sachets per month at the health facility and counseled on their use23.
[image: ]

Figure15: How to Add MNPs to Complementary Foods
Source: Somali National Micronutrient Deficiency Control Strategy 2014-2016

A behaviour change strategy should also be implemented hand in hand with the point-of-use fortification with micro-nutrient powder programmes in order to promote increased awareness of the product, correct usage and hygienic preparation including the guiding principles of complementary feeding (see section on complementary feeding) and feeding to the child. In addition, health workers should be capacity build on nutrition counselling including demonstrations on the use of the multiple micro-nutrient powders23,48.

Table 15: Multiple micronutrient powders supplementation among infants and young children aged 6–23 months

	Age
	Dosage and Frequency
	Usage

	0-6 months
	Not Recommended
	N/A

	6 to 23 months
	90 sachets/doses over a 6-month period (average of 3-4 per week and 15 per month)
	One sachet on alternating days


Source: Somalia: Programmatic Guidance Note on Home Fortification with Micronutrient Powders for children 6 up to 23 Months

[bookmark: _Toc126527114][bookmark: _Toc126671697][bookmark: _Toc126672223][bookmark: _Toc126672369]4.10.2 Vitamin A Supplementation  	
Infants and children aged 6-59 months have increased vitamin A requirements to promote rapid growth and to fight infections. Vitamin A deficiency attributed to inadequate intake of vitamin A at this age puts the child at a greater risk of disease and early death from childhood infections such as measles or diarrhoeal diseases and when severe, may cause visual impairment.  Where vitamin A deficiency is a public health problem, high-dose vitamin A supplementation is recommended among infants and children 6–59 months of age to reduce the risk of all-cause mortality and incidence of diarrhoea. To increase Vitamin A intake, supplementation should be coupled with other strategies for example increased dietary diversity with vitamin A rich foods and commercial food fortification50. 
(For protocol for Vitamin A Supplementation, refer to annex 12 page 130).

Table 16: Vitamin A supplementation schedule for infants and children 6–59 months of age.

	Vitamin A Supplementation

	Age
	Dosage
	Frequency

	0 to 5 months
	Not recommended

	6 to 11 months
	100,000 IU (3 drops from red capsule or 1 blue capsule
	Once

	12 to 59 months
	200,00 IU (1 red capsule or 2 blue capsules
	Every 4-6 months


Source: Somalia Protocol for Maternal and Child Health Units

The Somalia Micronutrient Deficiency Control Strategy 2014-2016 recommends that infants and children 6-59 months should receive vitamin A supplementation biannually during health contacts such as immunization or integrated with other public health campaigns or programs and child health days23.

[bookmark: _Toc126527115][bookmark: _Toc126671698][bookmark: _Toc126672224][bookmark: _Toc126672370][bookmark: _Toc130727322]4.11 Deworming 	
The treatment of intestinal parasites remains neglected despite affecting vulnerable populations in low resource settings. WHO recommends large-scale distribution of deworming medicines among all young children (12-59 months of age) to decrease and prevents the intensity (severity) of soil-transmitted helminth infection and improves the health and nutrient uptake of children51. 

Increased access to deworming can be achieved through providing the treatment during contact with the health system such as immunizations and also through other public health programs such as child health campaigns. Other public health interventions that should be implemented in tandem with deworming include encouraging and promoting of health and hygiene by promoting healthy behavior such as hand washing, use of footwear and proper disposal of feaces 51. (For deworming protocol, refer to annex 12 page 135).

Table 17: Deworming Recommendation to Prevent and Treat Infections
	Age
	Drug
	Dosage
	Frequency

	Infants <12 months
	Not Recommended

	12-23 months
	1/2 tablet of Albendazole 400mg
	200mg
	Single Dose

	24-59 months
	1 tablet Albendazole 400mg
	400mg
	Single Dose


[bookmark: _Toc126527116]Source: Somalia Protocol for Maternal and Child Health Units
[bookmark: _Toc126671699][bookmark: _Toc126672225][bookmark: _Toc126672371][bookmark: _Toc130727323]4.12 Infant Feeding in Difficult Circumstances
Special attention and practical support should be provided to families and children in difficult circumstances such as in the context of HIV, low-birth-weight or premature infant to allow them to exercise the most appropriate feeding option available. Breastfeeding remains the preferred mode of infant feeding in almost all difficult situations44. 
[bookmark: _Toc126527117][bookmark: _Toc126671700][bookmark: _Toc126672226][bookmark: _Toc126672372][bookmark: _Toc130727324]4.12.1 Infant Feeding in the Context of HIV
WHO/ UNICEF recommends that mothers living with HIV should breastfeed for at least 12 months and may continue breastfeeding for up to 24 months or longer (similar to the general population) while being fully supported for ART adherence52. 

Women who know they are HIV Positive 
· Somalia recommendation on mothers with a known HIV positive status, whose infants are HIV uninfected or whose HIV status is unknown, is that they should initiate breastfeeding within the first hour of life, exclusively breastfeed for 6 months, timely introduce adequate, safe and age-appropriate complementary feeds at 6 months and continue breastfeeding for 12 months. After 12 months, breastfeeding should stop only when a nutritionally adequate and safe diet without breastmilk can be provided. Otherwise may continue up to 24 months or beyond53. 
· All efforts should be made to ensure mother and baby are receiving ART and ARV prophylaxis. However, even if this is not possible the recommendation is still to breastfeed. 
· A mother may need to consider expressing and heat-treating breast milk for low birth weight, and sick infants who are unable to breastfeed or when mothers are too ill or are temporarily unable to breastfeed or due to a breast health problem and during a temporary shortage of ARV drugs. 
· Health workers and breast-feeding women should be aware that the key to avoiding HIV transmission is the mother’s adherence to ART.
· At every routine visit, breastfeeding women living with HIV need counselling on infant feeding.
· Lifelong ART and ARV prophylaxis should be provided for the mother and infant respectively. Prophylaxis should be continued for one week after breastfeeding has fully ceased52.

Women who do not know their Unknown with unknown HIV status and those uninfected 
· Mothers with unknown HIV status should be offered HIV testing services or those who are HIV uninfected should be counseled about HIV prevention
· Mothers who are known to be HIV uninfected or whose HIV status is unknown should be counseled to initiate breastfeeding within the first hour of life, exclusively breastfeed for 6 months, timely introduce adequate, safe and age-appropriate complementary feeds at 6 months and continue breastfeeding for 24 months or beyond52. 

Key actions by health workers are as follows; 
· Counsel and support mothers living with HIV on the recommended infant and young child feeding practices to improve the HIV-free survival of HIV-exposed infants 
· [bookmark: _Toc126527118][bookmark: _Toc126671701][bookmark: _Toc126672227][bookmark: _Toc126672373]Deliver counselling messages carefully to avoid undermining recommended breastfeeding practices among the general population52.



[bookmark: _Toc130727325]4.12.2 Pre term and Low Birth weight Babies
Preterm babies are those born alive before 37 weeks of pregnancy are completed. Sub-categories of preterm births classified according to  gestational age are; extremely preterm (less than 28 weeks); very preterm (28 to 32 weeks) and moderate to late preterm (32 to 37 weeks)54. Sub categories of low birth weight are; A low birth weight baby (birth weight < 2.5 kg), very low birth weight (birth weight <1.5 kg), extremely low birth weight (birth weight <1kg)55,56.[image: IMG_256]Figure 16: Kangaroo Mother Care
Source: Advancing Nutrition IYCF Image Bank


Kangaroo Mother Care (KMC) is the early, continuous and prolonged skin-to-skin contact between the mother and the baby. It is particularly important for preterm and low-birth-weight infants34,57.It is the main mode of care started as soon as the baby is medically stable as it increases the chances of survival for the infant, provides thermal protection and promotes initiation and establishment of breastfeeding 34. 

During KMC, the infant is placed in skin-to-skin contact, firmly attached to the mother’s chest, often between the breasts, the mother is in a comfortable supported or semi reclined position.  

KMC can be initiated at the health facility and continued at home with mothers requiring adequate support and follow up 57 and can be provided by other caregivers34. Mothers’ breastmilk should always be prioritized as the source of nutrition requirements for the Preterm and Low Birth weight infants due to the biological uniqueness of the preterm milk, which adjusts itself to the baby’s gestational age and requirements57,58. Stable preterm and LBW infants can start breastfeeding immediately. 

However, if the suckling reflex is not yet established and the mother has not begun producing breastmilk in plenty, early initiation of breastfeeding may be challenging. In this case, mothers should be encouraged and supported to practice frequent expression of breastmilk to stimulate milk production and secretion for preterm  and LBW infants who are not yet able to suckle and to maintain lactation34,57,58. The approximate amount of breastmilk needed per feed per weight and age in days can be found at :
https://apps.who.int/iris/bitstream/handle/10665/42587/9241590351.pdf?sequence=1&isAllowed=y57. 

Pre-term and LBW infants who cannot access the mother’s breastmilk may need supplementation. They should be fed with breastmilk substitutes  as a temporary measure until the infant is capable of breastfeeding and/or the mother is available and able to breastfeed34  All efforts must be made to reduce the associated risks of BMS use. 

Key actions include;
· Counsel mothers on the recommended infant and young child feeding practices to ensure proper growth and survival of their infants
· Support and teach mothers to express breastmilk and feed their infants using a cup
· Offer practical support during KMC and breastfeeding   
[bookmark: _Toc126527119][bookmark: _Toc126671702][bookmark: _Toc126672228][bookmark: _Toc126672374][bookmark: _Toc130727326]4.12.3 Feeding babies with congenital conditions
Some of the congenital conditions that can make it difficult for a baby to attach to the breast or to suckle effectively include cleft lip/ palate, tongued- tie, muscle weakness and congenital heart or kidney problems42. 

Cleft lip and/or palate 
· The anatomical gap in these infants may make attachment and suckling difficult. 
· The baby may suckle effectively if only the lip is affected and the breast covers the cleft
· If there is enough palate for the tongue to press the nipple against, the babies can breastfeed more effectively. 
· To help a baby breastfeed and make swallowing easier, the mothers can adopt a position where the baby is held in an upright sitting position at the breast while the legs are on either side of the mothers.
· The mother can also express breastmilk and feed the baby by cup.
· Refer the baby for surgery to correct the anatomical gap which may take place in one or more stages 
· The mother will need to be provided with psychosocial support by the family and community to persevere with breastfeeding until the child undergoes surgery.

Tongue tie
· Attachment during breastfeeding may be difficult as the strip of tissue underneath the tongue (frenulum) is too short and holds the tongue down.
· Effective suckling is difficult and the baby may have inadequate milk intake.
· The mother should express breastmilk and feed the baby by cup.
· Refer the baby  to have the frenulum cut which is a safe, simple and effective method of correcting the problem

Muscular weakness 
· Muscle weakness in babies with Down syndrome or cerebral palsy makes it difficult for the baby to attach to the breast and suckle.
· The dancer hand position (the mother supports the chin and head of the baby to keep the mouth close to the breast) may be used to help the baby attach to the breast. Mothers should be shown how to perform this. 
· The mother may also need to express breastmilk and feed by cup or nasogastric tube
· Support, counselling and confidence building should be provided to the mother to ensure bonding with the baby and to encourage the mother to persist with breastfeeding42
· The family may also require support in providing additional support to their child with a disability; they should be linked with a disability focused organization wherever possible.
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Figure 17: Dancer Hand Position
Source: WHO- 2009 Infant and young child feeding Model Chapter for textbooks for medical students and allied health professionals

Congenital heart or kidney problems
· A baby with congenital heart and kidney problems fails to grow, even though there is no apparent difficulty with breastfeeding or breastmilk supply
· The conditions may not be apparent and may require careful and specialized examinations of the baby 
· A baby who has growth failure despite good feeding practices should be referred for further assessment42. 
[bookmark: _Toc126527120][bookmark: _Toc126671703][bookmark: _Toc126672229][bookmark: _Toc126672375][bookmark: _Toc130727327]4.12.4 Infant Feeding in the Context of COVID-19
The protective effect of breast milk is particularly strong against infectious diseases throughout infancy and childhood. In settings with high cases of diarrhea and respiratory infections among infants, the risk of COVID-19 transmission through breastfeeding is outweighed by risks associated with replacement feeding. Therefore, in the context of COVID-19, standard infant feeding guidelines should be practiced as outlined while observing respiratory hygiene during feeding.

· For infants born to mothers with suspected, probable, or confirmed COVID-19, initiation of breastfeeding should be done within one hour with exclusive breastfeeding for six months with timely introduction of adequate, safe and appropriate complementary foods at  6 months with continued breastfeeding up to 2 years or beyond. Mothers who are unable to initiate breastfeeding within one hour after delivery should be supported to do so as soon as they are able to.
· Skin to skin contact, KMC and rooming in should be practiced by all mothers and infants throughout the day and night, whether they or their infants have suspected, probable, or confirmed COVID-19, especially immediately after birth during establishment of breastfeeding .  Mothers should not be separated from their newborns, unless medically indicated. 
· Respiratory hygiene, during breastfeeding, skin-to-skin contact or Kangaroo Mother Care (KMC), should be practiced by all mothers with probable, confirmed or suspected COVID -19.
· Should the infant or child get ill with suspected, probable, or confirmed COVID-19 or any other illness, Mothers should be counselled/ advised to continue breastfeeding. During illness, infants need to breastfeed more as the infant will benefit more from the superior nutrition from breastmilk including the immunological benefits
· After an illness, more frequent meals than usual should be provided to the child and encourage the child to eat more to replenish the energy and nourishment lost due to the illness. 
· All pregnant women and mothers with infants and children should be provided with breastfeeding counselling, practical breastfeeding support and basic psychosocial support, whether they or their children have suspected, probable or confirmed COVID-19.
· Mothers who are unable to breastfeed their infants due to severe COVID-19 illness or other illness should be encouraged and supported to express breast milk and feed it safely to the child using a cup. Bottle feeding is not recommended. 
· Appropriate breast milk substitutes, based on cultural context, acceptability and availability should be provided if the mother is too unwell to breastfeed or express breast milk. However, no promotion or donations of breast milk substitutes, feeding bottles and teats, pacifiers or dummies or should be done in health facilities. 

Regardless of the mode of feeding, all caregivers should observe the following respiratory hygiene practices

· Always wash hands with soap and water before and after contact with the infant. 
· Use soap and water to clean surfaces that the mother/caregiver has been in contact with 
· Use a face mask when caring for the infant especially if the mother has respiratory problems
· The mother and the infant should maintain physical distancing with other people and avoid touching eyes, nose and mouth59
[bookmark: _Toc126527121][bookmark: _Toc126671704][bookmark: _Toc126672230][bookmark: _Toc126672376][bookmark: _Toc130727328]4.12.5 Feeding during Cholera
Cholera is an extremely serious disease that causes severe acute watery diarrhoea with severe dehydration. It is caused by consuming or drinking food or water that is contaminated with the bacterium Vibrio cholerae60. In Somalia, cholera is endemic with recurrent outbreaks reported since 201761. 

Key actions for feeding during cholera are as follows
· Breastfeeding should continue for mothers with cholera as long as the mothers are conscious.  Breastfeeding does not make cholera worse but instead, breastmilk contains properties that protect breastfeeding infants/children from getting cholera. Further, the provision of safe food and water is assured due to the anti-infective properties of breastmilk. A mother with severe dehydration requires rehydration to avoid a decrease in the breastmilk volume attributed to the diarrhoea. 
· Infants below 6 months who are exclusively breastfed and have no signs of dehydration, should continue breastfeeding frequently and for as long as possible during each feed. If necessary, expressed breastmilk can be fed using a clean cup. Zinc tablets should be provided to reduce the length and severity of the diarrhoea and to promote growth and appetite.
· Infants below 6 months, who are exclusive breastfeeding and have moderate signs of dehydration, should continue breastfeeding frequently and for as long as possible during each feed. If necessary, expressed breastmilk can be fed using a clean cup. ORS and zinc tablets should be provided to reduce the length and severity of the diarrhoea and to promote growth and appetite.
· Non-breastfed infants below 6 months and on replacement feeding with no signs of dehydration should be fed after every 3 hours. Zinc tablets should be provided to reduce the length and severity of the diarrhoea and to promote growth and appetite.
· Children above 6 months should continue breastfeeding frequently and for as long as possible during each feed. If necessary, expressed breastmilk can be fed using a clean cup. Appropriate, adequate and nutrient dense complementary foods should be fed as small meals during the day. The child should be encouraged to eat while feeding slowly and patiently. Mothers should avoid force feeding the child.

[bookmark: _Toc126527122][bookmark: _Toc126671705][bookmark: _Toc126672231][bookmark: _Toc126672377]4.12.6 Infant Feeding during and after illness62,63 

A sick child loses a lot of fluids due to increased body temperature and sweating and energy due to decreased appetite
· Sick children need to feed more often so as to replace lost energy and increased fluid intake to prevent dehydration
· Breast feeding infants need to breastfeed more often as breastmilk provides nutrients required for recovery from infections.
· During an illness, children need to be provided with small frequent meals
· It is important to encourage the baby to eat a variety of food. Offering a child their favourite food also helps.
· After an illness, children need to be offered more food than usual for at least 2 weeks to replenish the energy and nourishment lost due to the illness.
[bookmark: _Toc126527123][bookmark: _Toc126671706][bookmark: _Toc126672232][bookmark: _Toc126672378][bookmark: _Toc130727329][bookmark: _Toc126527124]4.13 Nurturing Care
Nurturing care is the set of conditions that provide for children’s health, nutrition, security and safety, responsive caregiving and opportunities for early learning. Nurturing children means keeping them safe, healthy and well nourished, paying attention and responding to their needs and interests, encouraging them to explore their environment and interact with caregivers and others.
Nurturing care starts before birth, when mothers and other caregivers can start talking and singing to the foetus. Early bonding is facilitated by skin-to-skin contact, breastfeeding and the presence of a companion to support the mother. Soon after birth, babies respond to faces, gentle touch and holding, as well as the soothing sound of baby talk.  Starting from the first months, quality time with the baby – including smiling, touching, talking, storytelling, listening to music, sharing and reading books, and engaging in play – builds neural connections that strengthen the child’s brain64.  
To promote responsive caregiving and provide opportunities for early learning interventions, health workers should64:
· Observe how the caregiver comforts, responds and shows love to the child, and guides their exploration. Use that information to praise the caregiver, build their confidence, get them to talk more to their child, and identify enjoyable activities that the caregiver and child can do together at home – using household objects and homemade toys, as well as talking, singing, and sharing books. 
· Support mothers and caregivers to strengthen the quality of parent-child interactions using a set of developmental and age-appropriate recommendations on play and communication. 
· Educate mothers and caregivers to increase the amount of time spent with their children. 

Responsive Feeding
Responsive feeding means the mother or caregiver is responsive to the child’s feeding cues or signals, using encouragement and praise. Children need food, health and care to grow and develop. Even when food and health care are limited, good caregiving can help make best use of these limited resources. Children should be assisted to eat, and caregivers taught to be sensitive to their cues or signals. At about 6 months, the infant is developmentally ready for complementary foods and will show the following signs;
· Staying in a sitting position and holding their head steady 
· Coordinating their eyes, hands and mouth, so that they can look at the food, pick it up and put it in their mouth by themselves
· Swallowing food – babies who are not ready will push their food back out, so they get more food around their face than they do in their mouths. 
Children need to learn how to eat, to try new food tastes and textures; learn to chew, move food around the mouth and swallow food. The child needs to learn how to get food effectively into the mouth, how to use a spoon and how to drink from a cup. 

Responsive feeding techniques;
· Respond positively to the child, with smiles, eye contact and encouraging words 
· Feed the child slowly and patiently, with good humour 
· Try different food combinations, tastes and textures, to encourage eating 
· Wait when the child stops eating and then offer again 
· Give finger foods that the child can feed themself 
· Minimize distractions if the child loses interest easily 
· Stay with the child through the meal and be attentive

Health workers should teach mothers and caregivers to talk to children during feeding, with eye-to-eye contact as feeding times are periods of learning and love. Children may eat better if feeding times are happy. The child should be fed when alert and happy. If the child is sleepy or over-hungry and upset, they may not eat well. Regular mealtimes and a focus on eating without distractions may also help a child learn to eat.
 


[bookmark: _Toc126671707][bookmark: _Toc126672233][bookmark: _Toc126672379][bookmark: _Toc130727330]Chapter 5: Growth Monitoring and Promotion 
The age between 0-59 months is a critical period for the growth and development of the child with long term consequences for mental and physical health. Infants and young children should undergo growth monitoring and promotion every month, so as to monitor the nutrition status of the child. This can be done at the health facility level by health workers or at the community level by community health workers. Once growth monitoring has been done, all the measurements need to be interpreted correctly to determine the nutrition status of the child, so as to provide the relevant interventions. Health education and targeted nutrition counselling can be incorporated during the growth monitoring sessions and provided to the mother or caregiver and when necessary, referrals can be done to relevant additional services65. 
[bookmark: _Toc126527126][bookmark: _Toc126671708][bookmark: _Toc126672234][bookmark: _Toc126672380][bookmark: _Toc130727331]5.1 Taking Weight 
Before taking the weight of the child, explain to the mother the procedure and reasons for taking weight such as, assessing the growth and nutrition status of the child and to determine if the child is responding to changes that have been made in their feeding. If the child is less than 2 years old or is unable to stand, tared weighing needs to be done or the child's weight can be determined by subtracting the weight of the mother from the combined weight of both the mother and child65.

Before taking weight, it is important to note the following; 
· Place the weighing scale on a hard, firm and even surface
· Take the weight of the child with little or no clothing including wet nappies/ diapers
· If it is too cold or the child is too unsettled, the weight can be taken while the child is clothed but it should be recorded in the growth card that the child was clothed
· Remove as much of the clothing as possible.

If the child is two years or older and is able to stand and remain still, the child can be weighed alone

· For digital scales, turn it on and ensure the reading 0.0 appears. For the other scales, set the scale to 0.00
· Ask the child to stand on the scale and remain still
· Record the reading to the nearest 0.1 kg
 
How to use a tared weighing scale
· For digital scales, turn it on and ensure the reading 0.0 appears
· Ask the mother to remove her shoes, stand on the scale and remain still
· The weight of the mother appears on the scale 
· Re-set (tare) the weighing scale to zero
· While the mother remains on the scale, give her the child to hold 
· The weight of the child will appear on the scale
· Record the child's weight to the nearest 0.1 kg
(For Weight for Age Growth Monitoring Charts, refer to annex 12 page 158 and 159).
[bookmark: _Toc126671709][bookmark: _Toc126672235][bookmark: _Toc126672381][bookmark: _Toc130727332][bookmark: _Toc126527127]5.2 Taking Height 
For children below 2 years or less than 87 cm, length is measured (recumbent length) while the child is lying down.  For children above 2 years or more than 87 cm and are able to stand, height is measured while the child is standing upright65,66. Standing height is 0.7 cm less than recumbent length. Therefore, if length measurements are taken instead of height and vice versa, it is necessary to adjust the measurements accordingly so as to obtain the correct measurement. For children less than 2 years who will not lie down for measurement, standing height is measured and 0.7 cm is added to the reading to convert to length. Children older 2 years old and unable to stand, recumbent length is measured while the child is lying down and 0.7 cm is subtracted from the measurement to convert to height.

When measuring length, place the board on a flat stable surface and when measuring height, place the board against a straight vertical surface. 
 
Taking length65
· Explain to the mother the procedure for taking the measurement.
· Place the measuring board on a firm flat surface or the ground
· Ask the mother to place the baby on the middle of the length board herself
· The assistant positions and holds the head of the baby to firmly touch the fixed head board while compressing the hair. The eyes of the child should be looking straight up.
· The measurer positions the legs of the child and straightens them. The shoulders  of the baby should touch the board, and the spine should not be arched. 
· While still holding the child's legs, the measurer slides the movable foot plate and pushes firmly against the bottom of the child feet.
·  To read the length measurement, the foot-plate must be perpendicular to the axis of the head and vertical. 
· The length is read and recorded to the nearest 0.1cms. 
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Figure 18: Length Board
Source: WHO Growth Monitoring Standards

[bookmark: _Toc126527128][image: ]
Figure 19: Length Board
Source: WHO Growth Monitoring Standards

 Taking Height65
· The height board is placed upright on a flat ground
· The child stands upright with their back on the measuring board with feet slightly apart. The back of the head, shoulders, buttocks, knees, and heels, should touch the vertical board and held in position by the assistant. If necessary, push gently on the tummy to help the child stand to full height. 
· While holding the head of the child in position, the measurer uses the other hand to pull down the movable headboard to rest firmly on the top of the child’s head and compress the hair
· Read the measurement and record the child’s height to the nearest 0.1 cm
(For Length/ Height for Age Growth Monitoring Charts, refer to annex 12 page 160 and 161).
(For Weight for Length/Height Growth Monitoring Charts, refer to annex 12 page 162 and 163).
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Figure 20: Taking Length
Source: WHO Child Growth standards
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Figure 21: Taking Height
Source: WHO Child Growth standards



[bookmark: _Toc126527132][bookmark: _Toc126671710][bookmark: _Toc126672236][bookmark: _Toc126672382][bookmark: _Toc130727333]5.3 Mid Upper Arm Circumference and Bilateral Pitting Oedema
The Somalia Nutrition Strategy 2020-2025 aims to scale up community and facility-based screening and referral for cases of acute malnutrition through mass screening in order to increase provision of care and treatment for acute malnutrition20. This is done using MUAC screening and checking for bilateral pitting oedema. 

How to take MUAC measurements
· Measure the less active arm 
· Ask the mother to remove clothing covering the child's arm
· Bend the arm at the elbow to make a right angle
· Estimate the mid-point of the upper arm (between the elbow and shoulder blades) and mark it with a pen.
· Straighten the arm of the child and ensure its dangling.
· Wrap the tape around the marked mid-point. 
· The numbers on the tape should be the right side up. Ensure the tape has proper tension and is neither too tight to compress the skin nor too loose to leave gaps between the tape and the skin.
· Read the measurement to the nearest 0.1 cms and immediately record66. 

Children with a MUAC measurement of <115mms should be referred to outpatient therapeutic programs for treatment while those with a MUAC between 115-125mm should be referred to the Supplementary Feeding Program sites for admission into the treatment programs66.

Table 18: MUAC Cut Off Points for Malnutrition among under fives
	Color coding
	Measurement 
	Oedema
	Indicator
	Intervention

	RED
	<11.5cm
	Present
	Severe Acute Malnutrition
	Refer to SC

	
	<11.5cm
	 Absent
	Severe Acute Malnutrition
	Refer to OTP

	YELLOW
	11.5 - < 12.5 cm
	Absent
	Moderate Acute Malnutrition
	Refer to SFP

	GREEN
	≥ 12.5 cm
	Absent
	No acute Malnutrition
	Continue monitoring at community and facility level


Source: Somali Guideline for Integrated Management of Acute Malnutrition

How to check for oedema66, 
· Hold the feet of the child in your hands
· Apply gentle thumb pressure to the tops of both feet for three seconds. 
· If an indentation is left in both feet after the thumbs are lifted, the child has oedema. 
· Bilateral pitting oedema is a sign of severe malnutrition and needs immediate referral 
· Children with bilateral pitting oedema have a high risk of mortality.
· Oedema is classified according to grades depending on where it manifests itself on the body as per table 19

Table 19: Oedema Classification

	Grades of Oedema
	Definition

	Grade +
	Mild: Both feet/ ankles

	Grade ++
	Moderate: Both feet plus lower legs, hands or lower arms

	Grade +++
	Severe: Generalized oedema including both feet, legs, hands, arms and face


Source: Somali Guidelines for Integrated Management of Acute Malnutrition. 
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Figure 22: Bilateral Pitting Oedema
Source: Somali Guidelines for Integrated Management of Acute Malnutrition. 
[bookmark: _Toc126527133][bookmark: _Toc126671711][bookmark: _Toc126672237][bookmark: _Toc126672383][bookmark: _Toc130727334]5.4 Mother and Family MUAC	
WHO recommends involving trained community health workers, parents and caregivers in taking MUAC of children (6-59 months of age) and checking for bilateral pitting oedema as a way of early identification of severe acute malnutrition. Mother and Family MUAC can be implemented in areas with; low program/ community screening coverage, high burden of malnutrition /wasting with an additional high risk of illness and death and where early screening has the potential to improve the outcomes for children. Training and regular assessment (including refresher training) of caregivers abilities to conduct family MUAC should be conducted67. 
 
5.5 Nutrition Screening Children 0-6 Months
Nutrition screening for infants 0-6 months can be difficult and imprecise. The use of MUAC is not recommended in this age group. In this regard, the use of weight-for-age is the recommended parameter to assess nutritional status. Children can be categorized as having acute malnutrition when;
· The weight for height or weight-for-age Z Score is <-2 SD
· There is failure to gain weight and infant is not growing according to the WHO growth recommendations 
· Infant is too weak to suckle effectively 
· The infant appears clinically malnourished (presence of bilateral pitting oedema, infection)
Children who meet the above criteria should be admitted to malnutrition treatment programs66 
[bookmark: _Toc126527134][bookmark: _Toc126671712][bookmark: _Toc126672238][bookmark: _Toc126672384][bookmark: _Toc130727335]Chapter 6: Infant Young Child Feeding in Emergencies (IYCF-E)
[bookmark: _Toc126527135][bookmark: _Toc126671713][bookmark: _Toc126672239][bookmark: _Toc126672385][bookmark: _Toc130727336]6.1 Overview of IYCF-E
IYCF-E concerns the protection and support of safe and appropriate feeding for infants and young children in all types of emergencies, with the goal of safeguarding their survival, health and growth.
The protection, promotion and support of adequate Infant and Young Child Feeding (IYCF) practices are essential in emergencies due to the amplification of non- recommended IYCF practices and escalated rates of child mortality and malnutrition. An important starting point for an effective IYCF response is the presence of a strong program prior to the emergency. Infant and Young Child Feeding in Emergencies (IYCF-E) is crucial to reduce the risk of infant mortality in emergencies. The IYCF-E immediate focus is to do no harm and save the most lives in the shortest time. Immediate efforts and resources must concentrate on large scale public health communications to reach the majority with the most relevant IYCF messages, plus monitoring and data collection across each stage.  IYCF-E aims to protect the nutrition, health and development of infants and young children by pre-serving good breastfeeding practices as much as possible and providing special attention to complementary feeding for young children and support to pregnant & lactating mothers. 

During emergencies ensure optimal IYCF practices by;
i. Paying attention to IYCF right at the onset of an emergency (in needs assessment, policy and coordination, in the first responses)
ii. Considering the specific needs of infants, young children, pregnant & lactating mothers and caregivers across all sectors, enabling access to basic services (e.g. shelter, security, food assistance, Wash, health)
iii. Providing frontline feeding assistance to mothers/caregivers with young children
iv. Ensuring that humanitarian assistance does not undermine safe IYCF practices with inappropriate interventions

Key IYCF-E actions 
1. Develop national IYCF-E policies and legislation  
2. Integrate IYCF-E into training curriculums and budgets 
3. Strengthen IYCF-E advocacy, communication and coordination 
4. Encourage all agencies to implement IYCF-E  policy 
5. Include IYCF-E in initial rapid assessment procedures  
6. Build capacity of all technical and non-technical staff in IYCF-E 
7. Ensure simple measures across sectors that prioritize infants, young children and their caregivers 
8. Implement, monitor and enforce the International Code of Marketing of Breastmilk Substitutes 
9. Ensure mothers have a safe and comfortable place to breastfeed during an emergency
[bookmark: _Toc126527136][bookmark: _Toc126671714][bookmark: _Toc126672240][bookmark: _Toc126672386][bookmark: _Toc130727337]6.2 Standard Operating procedures for IYCF-E
IYCF-E SOP is intended to implement actions and recommendations stated in the Operational Guidance on Infant Feeding in Emergencies (OG-IFE). The purpose is to provide recommendations on actions that need to be taken during each of the 6 steps in an emergency preparedness and response to ensure timely, suitable and effective protection, promotion and support for safe and appropriate feeding for infants and young children68. 
[bookmark: _Toc126527137][bookmark: _Toc126671715][bookmark: _Toc126672241][bookmark: _Toc126672387][bookmark: _Toc130727338]6.2.1 Preparedness and Response
This refers to the steps taken for well-being before, during and after an emergency or natural disaster. The aim is to analyze any potential threats and their humanitarian impacts to facilitate the design of a coordinated plan of action guided by relevant policies and guidelines. It also ensures timely and smooth implementation of response actions. Strengthening regular infant, young child and adolescent nutrition programming is the first preparedness action for IYCF- E response as it strengthens IYCF capacity for prompt and skilled service delivery. 

The aim of Emergency response is to optimize the speed and volume of critical assistance delivered immediately after the onset of a humanitarian emergency. Response actions purpose to protect the nutrition and health of infants, young children, adolescents, pregnant and lactating women (PLWs). The actions enhance practices that protect, promote, and support optimal infant and young child nutrition practices by regulating the use of BMS. It also targets to increase support for social and psychological health problems such as family separation, destruction of livelihoods, lack of privacy in the camps, aid dependency as this may lead to anxiety, severe mental disorders, depression, post-traumatic stress disorder thus affecting MIYCAN practices.

The following table summarizes the preparedness and response actions to be implemented by emergency response personnel who are directly leading the IYCF-E response. However, some can be done with the support of decision makers within as well as outside the organization (for example resource mobilization and endorsement of policy.












Table 20:   Summary of preparedness and response actions
	Steps
	Preparedness Actions
	Response Actions

	Step 1: Endorse or develop policies
	· Ensure IFE is adequately reflected in relevant national policies, guidelines and procedures.
· Ensure there is adequate policy provision for IFE regarding IDPs and refugees.
· Develop national/sub-national preparedness plans on IFE.
· Draft context-specific joint statements on IFE to enable rapid release.
· Develop legally enforceable national regulations on the Code. Monitor and report Code violations.
· Enact legislation and adopt policies in line with the WHO Guidance on Ending the
· Inappropriate Promotion of Foods for Infants and Young Children.
· Develop national legally binding policies regarding private sector engagement in emergency response by UN, civil society and government policy-makers to enable constructive collaboration and avoid undue influence and conflicts of interest.
· Update policies, guidelines and procedures based on lessons learned from previous emergencies.
	· Assess national policies, implementation plans, preparedness/ contingency plans on IYCF-E
· Support the sector coordination lead in adaptation and timely signing off of inter-agency joint statement.
· Start identification of resources such as emergency fund
· In an emergency, where existing policy guidance is absent, outdated or does not adequately address the context, rapid policy guidance updates or ‘stop-gap’ guidance development may be necessary, led by the IFE coordination authority and in consultation with WHO, other relevant UN agencies and national/regional/global technical groups (see 3.1; 3.3). IFE OG
· Immediately assess the needs, prioritize and critically analyze the situation to inform context specific IYCF-E response actions (Annex xxx Example of a simple rapid assessment)
· Monitor the impact of interventions, humanitarian action and inaction

	Step 2: Train staff
	· Identify and sensitize key personnel involved in planning and delivering emergency response regarding IFE.
· Forecast capacity needs based on emergency scenarios.
· Identify national capacity development needs on IYCF. 
· Integrate context-specific training content into existing curricula and delivery mechanisms.
· Orientate and train relevant staff on IYCF support. Include key components of IFE and the Code in pre-service training of health professionals.
· Map existing capacities for key areas, e.g. skilled breastfeeding support and translators, and develop key contact lists of existing national expertise.
· Prepare orientation material for use in early emergency response.
· Update training content based on lessons learned from emergency response.
	· Access/develop IYCF-E capacity roster and determine available staff.
· Ensure IYCF-E focal point is included in the deployed response team.
· Determine staff/community needs and competencies required/capacity of response team/ potential caregivers.
· Prioritize training content to address identified needs, cultural expectations and personal experiences of mothers and staff; capacity gaps; the target audience; and time available.
· Identify and use existing national expertise and networks, such as on breastfeeding counselling and support.
· Train/sensitize government staff and nutrition cluster partners ensure optimal support for adequate IYCF practices and quality assessments of feeding practices. 
· Create awareness of the community on appropriate IYCF practices. 
· Sensitize response teams on nurturing care/child stimulation.

	Step 3: Coordinate operations

	· Identify government leadership and coordination authority on IFE and support capacity development to strengthen this responsibility as necessary.
· Where government capacity is constrained, identify options for coordinated IFE response and leadership.
· Develop terms of reference for IFE coordination in a response.
· Raise public and professional awareness regarding recommended IYCF practices and benefits.
· Develop an IFE communication strategy and plan for rapid implementation in an emergency. Prepare easily adapted media briefs.
· Engage development agencies and donors in preparedness planning that includes adaptation of existing programmes to meet emergency needs, negotiating funder flexibility to meet new needs and priming sources of surge funding to accommodate increased demands.
· Allocate funding to support monitoring, evaluation, learning and accountability
· Establish links with other sector focal points and coordination mechanisms, especially food
security, health and WASH.

	· Identify existing in-country coordination mechanisms at different levels.
· Establish/Activate IYCF-E TWG to provide specific direction on IYCF-E response actions to all government and humanitarian responders.
· Create Google alerts to remain updated on IYCF-E related issues during the emergency
· Brief all organization involved in response and media on do’s and don’ts of IYCF-E in communication.
· Support the cluster/sector in raising awareness to ensure breastfeeding is promoted, protected and supported.
· Give special consideration in basic needs (education, food security and nutrition, shelter, water and sanitation).
· Ensure there is capacity to coordinate IFE within coordination mechanisms in an emergency response.
· Activate response plans including financial resources and deployment of human resources with clear roles and responsibilities.
· Link with other sector focal points as appropriate to address identified needs of the affected populations 
· Issue an interagency joint statement to highlight relevant guidance, provide context specific rapid guidance and harmonized communication
· Build partnership and collaboration among relevant actors
· Facilitate community mobilization and support

	Step 4: Assess and monitor

	· Develop a profile on IYCF practices and maternal, adolescent and child nutrition to inform early decision-making in an emergency.
·  Ensure disaggregated data and recent reports are readily accessible.
· Calculate the prevalence of non-breastfed infants less than six months old and at one year and
two years old from existing data.
· Prepare key questions to include in early needs assessment.
· Identify existing and/or potential national/sub-national capacity to undertake IYCF assessment and surveys.
· Support government to develop policies and procedures to monitor for and act on Code
violations. Monitor and report Code violations to relevant authorities. 
· Identify what existing monitoring and evaluation tools and systems can be applied in an emergency context and agree any necessary adaptations.
	· Gather and organize pre-crisis situation background data.
· Collect information from observations and key informants
if applicable

	Step 5: Protect, promote and support optimal infant and young child feeding with integrated
multi-sector interventions

	· Actively promote and support recommended IYCF practices in the population.
· Integrate the Ten Steps to Successful Breastfeeding of the WHO/UNICEF Baby-friendly Hospital Initiative into maternity services.
· Develop preparedness plans for interventions on breastfeeding support, complementary feeding, artificial feeding and identification and management of particularly vulnerable children.
· Identify key sector focal points in ministries and agencies to engage on programming.
· Profile complementary foods and feeding practices, including existing nutrient gaps and culturally-sensitive response options, and mechanisms for scale-up and response in an emergency context.
· Identify supply chain for an appropriate BMS (if needed) and complementary foods.
· Work to ensure that local/commercially produced complementary foods meet minimum standards.
· Examine national legislation related to food and drugs, particularly importation.
· Anticipate likely need for and mechanisms to provide micronutrient supplementation to PLW and children.
· Develop plans for response and for transition post-emergency regarding IYCF interventions
· Identify existing or potential public health issues of nutrition concern and plan accordingly.

	· Review context-specific IYCF-E policies.
· Support in establishing a BMS management and
Code violations monitoring system
· Assess the nutrition status and wellbeing of pregnant and lactating women (PLW) and adolescent pregnant girls
· Liaise with other sectors to provide adequate care and support including supplies to address the special needs of pregnant and lactating women (PLW) and adolescent pregnant girls
0-6 months
· Identify support required for breastfeeding.
· Support early initiation of exclusive breastfeeding in all newborn infants
· Conduct nutrition assessment for infants aged 0-6 months and offer skilled breastfeeding counseling/support to  the breastfeeding mothers 

6-23 months
· Provide guidance on appropriate, adequate and safe complementary feeding needs and interventions
· Provide age-appropriate nutrient-rich food for children aged 6-23 months
· Provide a conducive/supportive environment/material necessary for complementary feeding
· Advocate for other essential child health services as necessary 

Multisector integration

· Determine the effect of the current existing emergency on mental and psychosocial support and its effect on MIYCAN
· Conduct assessment, monitoring and evaluation on mental and psychosocial status
· Conduct psychosocial first aid (PFA) (can be included during an MIYCAN full assessment)
· Work with HIV prevention and treatment services to support access and adherence to ART
· Integrate ECD into IYCF support at facility and community levels and explore opportunities to incorporate IYCF elements into ECD 
· Collaborate with the disability focal point on identified issues regarding feeding and care of disabled children and children whose caregivers are disabled 
· Where fresh animal milk is used by a population, collaborate with animal welfare to facilitate access to safe animal milk supplies and with WASH/FSL providers regarding hygienic milk product processing and storage. Ensure initiatives act to protect recommended IYCF practices.
· Ensure mother/child friendly spaces meet minimum WASH standards and agree on common WASH and IYCF messaging. Advocate with WASH providers to target families with children under two years with adequate WASH support to meet minimum WASH/FSL standards for food preparation. Enable access to WASH services by families of infants who are artificially fed.
· Integrate child protection in IYCF services with clear procedures, referral pathways and staff codes of conduct. Integrate IYCF messages in child protection communication and collaborate to help identify nutritionally vulnerable children.
·  In IYCF programmes, identify women who are traumatized for referral to protection services. Embed IYCF support/referral systems within services provided to women/girls exposed to violence.
· Accompany cash transfer programmes that include mothers in targeting with context- specific IYCF and maternal nutrition messaging for social behaviour change.
· Work with shelter providers to ensure minimum shelter and settlement standards are met for families with children under two years, adolescent pregnant girls and PLW that includes adequate living conditions to support safe food preparation, feeding practices and care.
· Work with camp coordination and camp management providers to protect and assist families with children under two years, adolescent girls and PLW, such as enabling access to key services and adequate living conditions for families with children under two years, adolescent girls and PLW; and providing disaggregated population data.
· Ensure livelihood programmes are child friendly; e.g. providing day care arrangements and feeding breaks. Include IYCF questions in post-distribution monitoring, providing a safe space where people can discuss and do sitting that support Social, Mental, and health as well as Nutrition for the Families to adapt to the changing context, consider complementary foods in crop selection of agriculture programmes.

	Step 6: Minimize the risks of artificial feeding
	· Develop plans for prevention and management of donations of BMS, other milk products and feeding equipment in an emergency.
· Communicate government position on not seeking or accepting donations to key actors, including country embassies, donors, development partners and civil society groups, among others.
· Use scenarios to forecast potential artificial feeding needs in an emergency-affected
population and develop preparedness plans accordingly.
·  Establish systems for management of artificial feeding, including coordination authority (or at least terms of reference), BMS supply chain and monitoring mechanisms.

	· Do not donate or accept donations of BMS, other milk products or feeding equipment (feeding bottles, teats, breast pumps in emergencies) in emergencies. 
· Do not accept donations of complementary foods in an emergency
· Communication on a clear position on donation should be done  in early emergency response.
· Guide response teams, mothers and caregivers on appropriate use of BMS as per the code of marketing of breastmilk substitutes
· Strictly control the quantities of BMS stocked
· Monitor compliance/ violation of the Breast milk Substitutes.
· Identify and inform potential donors and distributors regarding the risks associated with donated supplies in emergencies. 
· Need to report donations or offers of BMS, complementary foods and feeding equipment to MoH and MIYCAN TWG. 


Source: Global OG-IFE, Source: Standard operating procedure (SoP) for emergency response teams, 2020




[bookmark: _Toc126527138][bookmark: _Toc126671716][bookmark: _Toc126672242][bookmark: _Toc126672388][bookmark: _Toc130727339]6.5 Re-lactation
Re-lactation is the resumption of production of breastmilk in a woman who has stopped breastfeeding, recently or in the past so as to breastfeed her own infant or another one40,69,70. Women whose production of breastmilk has diminished or those who have breastfed in the past can be supported to re-lactate.  Re-lactation can be done by the infant’s mother or by a healthy wet nurse. A mother may wish to re-lactate due to reasons such as69; 
· Where breastfeeding was not successfully established after delivery.
· After separation of the mother and infant due to medical reasons 
· A wet nurse who wishes to feed another infant who is not their own due to maternal mortality24.
· Desire to provide an infant with safe feeds during uncertain times, such as emergencies from natural disasters or disease outbreaks. 

Factors related to both the infant and the mother may affect relactation. Factors related to the infant include70,71;
· The infant’s age- It is easier for a mother to relactate when the infant is young (<2 months) than for an older infant because older infants are less willing to suckle. However, relactation is possible at any age.
· The infant’s willingness to suckle.
· The infant’s breastfeeding gap - period of time since the infant stopped breastfeeding. It is easier with a baby who stopped breastfeeding recently than one who stopped a long time ago.
· The infants feeding experiences during the gap- Infants who have been bottle fed may develop a preference for artificial teats over the breasts.
· Reasons related to the infant that led to stopped breastfeeding- This may be related to anatomical problems such as cleft palate and tongue tie or the infant’s behaviour such as breastfeeding refusal. These factors need to be identified and appropriate management carried out for relactation to be effective.

Factors related to the infant’s mother or wet nurse include70,71;
· The mother’s motivation- A mother is likely to relactate successfully when she is motivated. Some reasons for motivation include enhancing the relationship between the mother and child and because its beneficial to the child's health and nutrition. Health workers need to counsel, support and encourage mothers wishing to relactate
· The conditions of the breasts- Inverted or fissured nipples and scars from surgery may make it difficult for the infant to attach to the breast and suckle. Mothers need to be supported to position and attach their infants in such instances.
· Lactation gap- period of time since she stopped breastfeeding. Mothers who have a shorter interval since they stopped lactating are more likely to relactate successfully. 
· Mothers previous lactation experience- Mothers who have no previous breastfeeding experience or those who have never been pregnant before are less likely to relactate than those who have previously breastfed. A woman who has not breastfed for years can still relactate, even if she is postmenopausal.
· Support from family, health workers and community 
· Ability of the mother to bond with the child
· Health and nutrition status of the mother 

Key Actions to support relactation70;
· Before relactation starts, the health workers need to find out reasons why breastfeeding was interrupted and relactation considered. This will help in providing appropriate management for effective relactation
· Health workers should provide information, counselling and practical support while building the mothers confidence for successful relactation. The counselling should focus on the benefits of breastfeeding, the process of relactation and how to overcome difficulties
· The health workers should also provide information to other family members to ensure they understand and provide the required support at home. Linking mothers with other mothers who have successfully relactated could also be helpful.
· The health worker needs to support the mother to ensure adequate stimulation of the breast and nipples through the infants suckling, expressing breastmilk or skin to skin contact.
· If the infant is willing to breastfeed, they should be put to the breast as often as possible, both day and night and they should suckle on both breasts. Mothers should also avoid bottle feeding as this reduces nipple stimulation and may cause nipple confusion. cup feeding is recommended
· Proper position and attachment should be practiced by the mothers to prevent nipple trauma and ensure effective removal of breastmilk
· If the infant is unwilling to breastfeed, the mother should ensure that the infant is not ill and does not have an anatomical problem than needs specialized help
· The mothers should be encouraged to continue with skin to skin contact and offer the breast as often as possible

Relactation Techniques
Supplemental Suckling Technique

· The supplemental suckling technique can be used to encourage the infant to suckle. Supplementation feeding technique entails the use of feeding using a cup and a tube that is attached to the breast with the milk coming out of the pipe at the nipple. The pipe is dipped into the cup with the expressed breastmilk or BMS and as the pipe is attached to the breast, the baby suckles at both the pipe and the breast. As the pipe is difficult to clean, it should be thoroughly rinsed with hot water and soap after feeding. Water should be drawn into the pipe using a straw or by sucking. The tube needs to be replaced regularly. 
· Stimulation of the breast through breast milk expression should continue
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Figure 23: Supplemental Suckling Technique
Source: WHO 1998- Relactation- A review of experiences and recommendations for practice

Drop and Drip Technique
This technique entails dripping milk from a dropper or a cup while an infant is suckling as a way of enticing a reluctant infant to start suckling at the breast and also promotes breast and nipple stimulation. The technique is less effective when the infant is well attached to the breast as the milk does not go into the infant’s mouth. The mother should ensure a gentle constant flow to avoid frustrating the infant and allow the baby to suckle at the breast for as long as possible.
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Figure 24: Drop and Drip Technique
 Source: WHO 1998- Relactation- A review of experiences and recommendations for practice

[bookmark: _Toc126527141][bookmark: _Toc126671717][bookmark: _Toc126672243][bookmark: _Toc126672389][bookmark: _Toc130727340]6.6 Gender and Gender Based Violence (GBV) Risk Mitigation
GBV exists in all context worldwide. Nutrition, gender inequality and gender-based violence are often interrelated. Evidence shows that higher levels of both acute and chronic malnutrition for women and girls is directly related to gender-inequitable access to nutritious foods, quality health care, and water, sanitation and hygiene (WASH) services. Gender-inequitable access to food and services is a form a GBV that can in turn, contribute to other forms of GBV. Women, girls and other at-risk groups face a heightened risk of GBV in humanitarian settings, where food and other basic needs are in short supply. For example: 

· Families may try to ensure the nutritional needs of their daughters are met by arranging child marriages.
· Underfed women and girls may be at heightened risk of exchanging sex for food.
· Disagreements about how to manage limited household food supplies or assign food rations may contribute to intimate partner violence and other forms of domestic violence.
Therefore, all humanitarian actors, regardless of mandate or sector, have a responsibility to mitigate GBV risk in their work, in keeping with the Centrality of Protection and principle of Do No Harm.

[image: ]
Figure 25: Examples of areas to include GBV risk mitigations measures in the Humanitarian Programme Cycle 
Source: Inter-agency Standing Committee (IASC) Guidelines for Integrating Gender-based Violence Interventions in Humanitarian Action (the “GBV Guidelines”)

6.7 Public communication, social mobilization and advocacy
[bookmark: _Toc126527143][bookmark: _Toc126671718][bookmark: _Toc126672244][bookmark: _Toc126672390]Communication and social mobilization about the importance of breastfeeding, the risks of formula feeding and the places where breastfeeding women can find support, is crucial in emergencies. Equally, context-specific information is needed on where infant caregivers requiring BMS can quickly access support.

6.8 Coordination and partnership
Collaborate closely with the relevant government entities and consider developing Programme Cooperation Agreements with local organizations for implementing specific tasks described in this document (e.g., the needs assessments, distribution of BMS and support for families receiving BMS).
UNICEF has a coordinating role as the Nutrition Cluster Lead Agency. Strengthen a dedicated IYCF Working Group as a part of the cluster or the sector coordination. Coordination with other sectors, such as food security, health, WASH and social protection is also important

Key actions include;
· Map/remap partners supporting MIYCAN interventions  
· Review the existing Terms of reference (TORs) for coordination to include IYCF-E while determining and clarifying coordination responsibilities and roles in preparedness and in early response and recovery phase. 
· Ensure participation of MOH in other coordination meetings to ensure articulation of key preparedness actions at all levels
· Ensure IYCF- E agenda is included in national and sub-national coordination forums 
· Conduct/participate in coordination meetings based on prevailing needs at national and sub national level and follow up on key IYCF–E action points

6.9 Monitoring, evaluation and knowledge management
The following issues are important to keep in mind when a monitoring and evaluation system of IYCF interventions in emergencies is established, specifically in settings with relatively high numbers of non- breastfed and other formula-dependent children. The individual or organization responsible for each of the actions listed below needs to be clearly defined. Depending on the situation, the responsibility can be with the national authorities, the Nutrition Sector Coordinator, the Nutrition Cluster (and therefore with UNICEF as the Cluster Lead Agency), a designated partner or UNICEF as the implementer of specific actions. These actions are: 
1. Monitor feeding practices and situations in which the needs of non-breastfed and other formula-dependent infants are not being regularly met (e.g., via community-based assessments).
2. Monitor any unintended consequences, such as increased use of BMS in the affected population.
3. Continued monitoring for donations of BMS.
4. Document information about the recipients of BMS in as much detail as possible (including age and gender of child, type and amounts of BMS provided, reason for BMS provision, morbidity).
5. Where possible, track distribution and use of BMS by individual recipients.
6. For infants receiving BMS, a tracking system needs to be set up to ensure they receive the required supplies until they have reached the agreed age of discharge.
7. If possible, establish or strengthen systems for follow-up of all infants and young children under 2 years of age, specifically aimed at identifying breastfeeding challenges as well as increased morbidity in non-breastfed and other formula- dependent infants.
8. To the extent possible, monitor and document the experience in each humanitarian setting for further learning and updating of guidance where relevant. This can include monitoring of prescriptions to ensure proper criteria are followed, post distribution monitoring, monitoring of the use of the provided BMS by families outside the target group and sales of the product in the market, etc.
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[bookmark: _Toc130727342]7.1 Overview of BMS
Implementation of the International Code of Marketing of Breastmilk Substitutes and subsequent relevant WHA resolutions (the Code) through enactment and enforcement of robust national legal measures is essential to ensuring that parents and other caregivers are protected from inappropriate and misleading information. Implementation also ensures that health care workers, their professional associations, and health facilities do not promote BMS or accept support from BMS manufacturers or distributors72. 

The International Code of Marketing of Breastmilk Substitutes and relevant WHA resolutions are collectively referred to as ‘the Code’. The Code is a set of recommendations to regulate the marketing of breastmilk substitutes, feeding bottles and teats, and aims to stop the aggressive and inappropriate marketing of breastmilk substitutes, including prohibiting all forms of promotion. The Code itself does not mention emergency situations, but subsequent WHA resolutions 47.5 in 1994 have dealt with its application in this context.

For national Code legislation or regulations to be effective, responsible government agencies must be empowered to monitor compliance with national legal measures, identify Code violations, and take corrective action when violations are identified, through administrative, legal or other sanctions. Therefore, legal measures must include clear provisions which enable and empower authorized agencies to take the corrective action needed.

The Code remains as relevant and important as when it was adopted in 1981, if not more so. The Code is an essential part of creating an overall environment that enables mothers to make the best possible decisions about infant feeding, based on impartial information and free of commercial influences, and to be fully supported in doing so. Protecting the health of children and their mothers from continued misleading marketing practices should be seen as a public health priority and human rights obligation as envisioned in the bill for the protection of infant and young child feeding by Somalia Government 
[bookmark: _Toc126527146][bookmark: _Toc126671721][bookmark: _Toc126672247][bookmark: _Toc126672393][bookmark: _Toc130727343]7.2 BMS Policy Guidance recommendations
1. Legislators and policy-makers should recognize their obligations, both under international human rights law and international agreements, to promote and protect breastfeeding, and to eliminate inappropriate marketing practices.
2. Somalia must strengthen their legal and regulatory frameworks to:
· Eliminate all forms of promotion of BMS, feeding bottles, teats  and pacifiers to the general public and in health care facilities;
· Ban all gifts to health care workers and other forms of inappropriate engagement between manufacturers and distributors of BMS and health care workers and systems
· Enable authorized government entities to impose sanctions when violations have been identified and validated
· Explicitly include milk products intended and marketed as suitable for feeding young children up to at least 36 months of age in the scope of their national legislation; and
· Enforce a ban on promotion of complementary foods for infants under 6 months of age.
3. Legislation must be supported by allocation of adequate budgets and human resources to enable full implementation in relevant sectors.
4. Somalia should establish robust and sustainable monitoring and enforcement mechanisms to implement national laws and regulations. Such mechanisms must involve all relevant government agencies, be adequately funded, and allow for public engagement and scrutiny, including through the periodic release of implementation reports.
5. Somalia should apply deterrent sanctions in the case of violations of national Code legislation.
6. Health workers should be educated on their responsibilities under the Code and national legislation to avoid conflicts of interest and fully protect, promote and support breastfeeding.
[bookmark: _Toc126527147][bookmark: _Toc126671722][bookmark: _Toc126672248][bookmark: _Toc126672394][bookmark: _Toc130727344]7.3 The International Code of Marketing of Breastmilk Substitutes 
The main points of the Code are: 
· No advertising of breastmilk substitutes, feeding bottles, teats, pacifiers, cups with spouts and similar receptables to the public and health care facilities
· No free samples to mothers
· No promotions in shops 
· No gifts to mothers 
· No free or low-cost supplies in health facilities 
· No promotion in health care facilities 
· No gifts or personal samples to health workers; health workers should not pass samples on to mothers 
· No pictures of infants, or other words or pictures idealizing artificial feeding on labels 
· Information on artificial feeding should explain benefits and superiority of breastfeeding, costs and dangers of artificial feeding 
· Information to health workers should be restricted to scientific and factual information 

The following 5 guidelines should be adhered to at all times:  
1. Soliciting or accepting donations of BMS and milk/milk products, feeding bottles, teats, pacifiers, cups with spouts and similar receptables to the public and health care facilities
2. No free samples to mother must be avoided 
3. Any donations of BMS, milk products, bottles and teats that have not been prevented should be collected by a designated agency and stored until the agency and government develop a plan for safe use or disposal 
4. BMS, milk products, bottles and teats should never be part of a general or blanket distribution (OG IFE-6.25)
5. There should be no promotion of BMS including displays of products, or items with milk company logos and BMS supplies should not be used as a sales inducement 
6. Infant formula should only be targeted to infants requiring it, as determined from assessment by a qualified health or nutrition worker trained in breastfeeding and infant feeding issues 
Promotion of breastfeeding by health workers (Chapter V draft bill for the protection of infant and young child feeding)
1. Heads of health care facilities and national and local health authorities shall take measures to encourage and protect breastfeeding and to promote this Bill, and shall give information and advice to health workers regarding their responsibilities and particularly ensure that health workers are familiar with all of the information specified in Chapter V 
2. Health workers shall encourage, support and protect breastfeeding. They are expected to know the provisions of this Bill, particularly the information specified in Chapter V 
3. Health workers shall work to eliminate practices that directly retard the initiation and continuation of breastfeeding, such as pre-lacteal feeds.
4. A health worker engaged in maternal and child health shall:
a) Take appropriate measures to encourage and protect breastfeeding and promote the principles of this Bill, and should give appropriate information and advices to health workers in regards to their responsibilities, including information in chapter V
5. A health worker engaged in maternal and child health shall not:
a) accept any gift, contribution or benefit, financial or otherwise, of whatever value from a manufacturer or distributor or any person on his or her behalf; 
b) accept or give samples of designated products to any person; or
c)  Demonstrate the use of infant formula except to individual mothers or members of their families in very special cases of need, and in such cases, shall give a clear explanation of the risks of the use of infant formula as well as the other information required by this Bill.
[bookmark: _Toc126527148][bookmark: _Toc126671723][bookmark: _Toc126672249][bookmark: _Toc126672395][bookmark: _Toc130727345]7.4 Assessing the Need 
Infants and young children under the age of 2 years who, after an in-depth individual assessment, are confirmed as children who cannot be breastfed, or are partially breastfed for a short or long period of time, as per one of the categories below, are eligible for BMS:
· Infants and young children who were orphaned or whose mother has been absent for a long period of time either before the humanitarian situation or in the course of the humanitarian situation and for whom re-lactation or receiving donor human milk is not feasible
· Infants and young children whose mother is present and who were not breastfed before the time the humanitarian situation or in the course of the humanitarian situation, regardless of the reason, and for whom re-lactation or receiving donor human milk is not feasible
· Situations where the mother and/or infant has a medical condition for which breastfeeding is not possible, and for whom re-lactation or receiving donor human milk is not feasible
· Infants under 6 months of age who are mixed fed (breastfeeding plus BMS) and whose mother is being supported to transition to exclusive breastfeeding
[bookmark: _Toc126527149][bookmark: _Toc126671724][bookmark: _Toc126672250][bookmark: _Toc126672396][bookmark: _Toc130727346]7.5 BMS assessment
Before providing BMS to an infant, an in-depth individual IYCF assessment needs to be done (See Annex 4 on individual assessment needs). Infants and young children under the age of 2 years who, after an in-depth individual assessment are confirmed as children who cannot breastfeed, or are partially breastfed for a short or long period of time, as per one of the categories below, are eligible for BMS
1. Infants and young children who were orphaned or whose mother has bee absent for a long period of time either before the humanitarian situation or in the course of the humanitarian situation and for whom wet-nursing and relactation is not feasible
2. Infants and young children whose mother is present and who were not breastfed before the time the humanitarian situation or in the course of the humanitarian situation, regardless of the reason, and for whom wet-nursing and relactation is not feasible
3. Situations where the mother and/or infant has a medical condition for which breastfeeding is not possible and for whom wet-nursing and relactation is not feasible
4. Infants under 6 months of age who are mixed fed (breastfeeding and BMS) and whose mother is being supported to transition to exclusive breastfeeding

When resources are limited, the most vulnerable groups should be prioritized: for example, younger age groups (e.g., 0–6 months of age, 0–12 months of age) or infants attending health clinics. Given the risks and costs of supplying and managing BMS, it is preferable that children over 6 months of age, especially children over 1 year of age, use alternative, appropriate milks.

In circumstances where individual-level assessment, support and follow-up are not possible, such as where population access is compromised, consult with the MIYCAN TWG for advice on adapted assessment and targeting criteria and programming options. In such contexts, cash transfer may be required if access is compromised. Where unrestricted cash transfer programmes are implemented and BMS is available, BMS should not be excluded as an option for purchase by households. In such instances, cash transfer programmes should be paired with strong messaging on the value of breastfeeding, on recommended IYCF practices, and provide information on where all infants and mothers can access IYCF support73.
[bookmark: _Toc126527150][bookmark: _Toc126671725][bookmark: _Toc126672251][bookmark: _Toc126672397][bookmark: _Toc130727347]7.6 BMS Procurement Process
The decision to procure, use or distribute BMS in a humanitarian emergency must be made by informed, technical personnel in consultation with the MOH, UNICEF, MIYCAN TWG involved in the response, and governed by strict criteria. When resources are limited, infants under 6 months of age should be prioritized for support. If there is a need to procure BMS in humanitarian contexts, UNICEF can act as the provider of first resort and procure BMS whether or not the cluster has been activated. The procurement needs to be done in accordance with global and UNICEF guidelines. (UNICEF programming guidance) Where direct procurement of BMS is necessary, purchase necessary supplies. Considerations regarding local versus international procurement include: Codex Alimentarius and Code compliance of available product, stocks available in-country, cost, importation legislation, appropriate language of labels and instruction, and safeguarding against creating new markets for products. 6.18-6.23 OG-IFE, 2017
[bookmark: _Toc126527151][bookmark: _Toc126671726][bookmark: _Toc126672252][bookmark: _Toc126672398][bookmark: _Toc130727348]7.7 Storage and Transportation of BMS
BMS needs to be stored in line with the manufacturer’s guidelines. It is best to store RUIF and PIF out of direct sunlight, in a secure and supervised area. Room temperature is preferable, but the product can resist temperatures up to 40°C as well as below 0°C. BMS is a high value product and often subject to theft for use or resale. Security measures should be implemented to prevent theft. BMS should be discretely stored out of sight to avoid being interpreted as a promotion for artificial feeding
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In accordance with internationally accepted standards and guidelines, Federal government of Somalia and the IYCF coordination team will not accept donations of infant formula, other powdered or liquid milk and milk products, bottles and teats, and breast pumps. In situations, where BMS donations required during emergencies, there should be compliance with the OG-IFE Section 6.1–6.6. With support from the in-country IFE coordination authority, the country office needs to devise a plan in response to donations, storage and destruction of donated BMS. See section 13 of draft bill for the protection of infant and young child feeding 
[bookmark: _Toc126527153][bookmark: _Toc126671728][bookmark: _Toc126672254][bookmark: _Toc126672400][bookmark: _Toc130727350]7.9 BMS distribution
Prior to procuring BMS, the distribution system needs to be agreed upon with the government and implementing partners, ensuring that partners have the capacity and are distributing infant formula in line with the OG-IFE, including or ensuring all the necessary support is provided. The distribution system will depend on factors such as caregiver access to the distribution point, the distance between families and the distribution point, security concerns and the level of follow-up of individual families that is possible. BMS should be targeted, following an assessment of need as described above in Section 4, and should never be blanket. All efforts need to be made to prevent the promotion of BMS to mothers who are breastfeeding, or could be breastfeeding, and their family members.

Distributing small amounts of BMS each time the caregiver visits the distribution point reduces the chances of promoting BMS to breastfeeding mothers, mothers who could breastfeed, and their families. To reduce the risk of recipients reselling the BMS, caregivers may be requested to return empty containers or the foil lid of a tin. The distribution of BMS to individual children needs to be monitored and documented in a detailed manner. The specific monitoring parameters should be discussed as part of the overall plan for the use of BMS in the humanitarian response.

Any organization which should start distributing BMS, the below guidelines should be observed:

Box 3: Distribution of breast milk substitutes
	Distribution of breast milk substitutes
· In the event that the MOH decides to initiate a program using breastmilk substitutes, the below guidelines must be adhered to at all times:
· Interventions to support artificial feeding should budget for the purchase of BMS supplies along with other essential needs to support artificial feeding, such as fuel, cooking equipment, safe water and sanitation, staff training, and skilled personnel.
· An agency should only supply another agency with BMS if both are working as part of the nutrition and health emergency response and the provisions of the Operational Guidance and Code are met (see below) Infant formula should only be targeted to infants requiring it, as determined from assessment by a qualified health worker at a clinic trained in breastfeeding and infant feeding issues and based on established medically acceptable criteria (Annex 1).
· Use of infant formula by an individual caregiver will be linked to education, one-­‐to-­‐one demonstrations and practical training about safe preparation and to follow-­‐up at the distribution site and at home by skilled health workers. Follow-­‐up should include regular monitoring of infant weight at the clinic at the time of prescription (no less than twice a month).
· Distribution will be carried out in a discrete manner through a clinic setting. There will be no promotional materials on artificial feeding distributed or displayed
· The use of bottles and teats will be actively discouraged due to the high risk of contamination and difficulty with cleaning. Bottles and teats will not be distributed with infant formula. Use of cups (without spouts) will be actively promoted and accompanied by demonstration.
· Labels of procured infant formula should be in an appropriate language and should adhere to the specific labelling requirements of the International Code.
· Provision of single tins (samples) of BMS to mothers should not occur, unless that tin is part of an assured continuous supply of formula 


Source: Guidelines for Handling and Management of Breastmilk Substitute and Milk Products in Puntland and Central South Somalia, May 2017
[bookmark: _Toc126527154][bookmark: _Toc126671729][bookmark: _Toc126672255][bookmark: _Toc126672401][bookmark: _Toc130727351]7.10 BMS Prescription and approval Process
Breastmilk substitutes or infant formula should only be provided discretely to infants 0-6 months of age who require it and on a case,-by-case basis after an in-depth assessment by a trained health worker and in accordance with the IFE Core Group Operational Guidance the International Code of Marketing of Breastmilk Substitutes and subsequent WHA resolutions and the SPHERE Standards Handbook. Interventions to support non-breastfed infants should always include a component to protect breastfed infants for example, through budgeting for activities which promote breastfeeding and support breastfeeding mothers. BMS requirement may be temporary in the case of re-lactation or if the mother and infant are temporarily separated or longer term in the case of an absent mother

	Note: 
· BMS should be provided for as long as the targeted infants require it. Providing just few tins is forbidden by The Code and the Operational Guidance for Infant and Young Child Feeding in Emergencies.
· Always review the WHO Acceptable Medical Reasons for use of Breastmilk Substitutes to understand the appropriate medical reasons for prescribing BMS on a case-by-case basis.74


[bookmark: _Toc126527155][bookmark: _Toc126671730][bookmark: _Toc126672256][bookmark: _Toc126672402][bookmark: _Toc130727352]7.11 Indications for BMS Prescription
Temporary BMS indications include 
· During re-lactation
· Transition from mixed feeding to exclusive breastfeeding
· Short-term separation of infant and mother
· Short-term waiting period until wet nurse is available 

Long-term BMS indications include 
· Infant not breastfed pre-crisis
· Mother not wishing or unable to re-lactate
· Infant established on replacement feeding in the context of HIV
· Orphaned infant
· Infant whose mother is absent long-term
· Specific infant or maternal medical conditions 
· Very ill mother
· Infant rejected by mother
· A survivor of Gender Based Violence not wishing to breastfeed.

Only once all of the following have been completed BMS prescription be created

Required Steps
· An individual-level full assessment by a trained health worker
· In-depth IYCF-E counselling has taken place
· All options have been considered including Re-lactation
· Referral to the Stabilization Center in-charge is made
· Non-Breastfed Child Care Action Plan is developed and implemented
· A home visit to determine household capacity and resources for a BMS prescription.
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After the full assessment has been completed and all options have been exhausted then a referral must be created and sent to the Trained Health Worker using the BMS Referral Form (See Annex 5 an example of a BMS Prescription Referral Form)
[bookmark: _Toc126527157][bookmark: _Toc126671732][bookmark: _Toc126672258][bookmark: _Toc126672404][bookmark: _Toc130727354]7.13 Home Visit Assessment
Within the Non-Breastfed Child Care Action Plan (See Annex 6 an example of home visit assessment form) there is a home visit assessment section this must be completed by the Health Worker at the SC in charge before a BMS prescription can be considered.

This home visit assessment includes the following:
· A checklist for counselling on BMS where discussion topics are outlined and explained
· Demonstrations on preparation of BMS feeding in the home
· Identification of additional resources needed
· Observation on appropriate preparation of BMS feeds

Additional Resources Required
It must be ensured that all artificial feeding resources are either available in the home or are provided by the SC in charge.  A list of required additional resources for appropriate BMS Preparation is included in (See Annex 7 BMS Resource Kit.).
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A BMS Prescription Form that has been authorized by the health worker must be completed and included in the patient file.  (See Annex 8 for an example of a BMS Prescription Card.)
Once the BMS Prescription has been completed, final approval will be sent to the lead government persons for their review and approve, then return it to the Health Worker who will then procure the BMS.
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In line with the guidance on artificial feeding support, families receiving artificial feeding support should be provided with education on the use of infant formula in order to minimize risk. IYCF focal points must have received training on providing one to one BMS messaging and education before prescribing BMS. 

Tools are available that can support one to one BMS educational sessions.
· (See Annex 9 for an example of a generic BMS label and educational tool) that can be used when providing messaging and education when BMS is prescribed.  
· The following counselling cards may be useful: 
· IYCF counselling cards: Infant and Young Child Feeding Counselling Cards for Community Workers, UNICEF.
· IYCF counselling cards in the context of COVID-19: https://www.unicef.org/eap/feeding-young-children-during-covid-19-pandemic

	Note: 
· Therapeutic milks (F75, F100) are not appropriate BMS in non-malnourished infants; this should be particularly emphasized with introduction of therapeutic milk to avoid confusion with infant formula
· Powdered infant formula (PIF) is not sterile and requires reconstitution with water that has been heated to at least 70 degrees Celsius.  As a guide, for 1 litre, boiled and left standing for no more than 30 minutes.


[bookmark: _Toc126527160][bookmark: _Toc126671735][bookmark: _Toc126672261][bookmark: _Toc126672407][bookmark: _Toc130727357]7.16 BMS Prescription Follow-up Procedures
[bookmark: _Toc126527161][bookmark: _Toc126671736][bookmark: _Toc126672262][bookmark: _Toc126672408]Follow up should take place once a week in the SC when the new tin of BMS is distributed by the trained health worker. This should include an assessment that is included into the Full Assessment file.  All follow-up must be monitored once a month or if a weekly assessment highlights issues or concerns an in-home visit should take place.  (See Annex 6 for an example of a Home Visit Follow-up Form).
[bookmark: _Toc130727358]7.17 Length of Provision
Procurement should be managed so that infant formula supply is always adequate and continued for as long as the targeted infants need it, that is, until breastfeeding is reestablished or until at least 6 months of age, after which infants should be supported to transition to complementary feeding with other suitable source of milk and / or animal source food. Infants develop at different rates and are particularly vulnerable during the transition period when complementary feeding begins.  Consider a buffer stock of 2-4 weeks of BMS while infants transition from exclusive breastfeeding to complementary feeding with continued breastfeeding on an individual basis; however the focus should be on strong complementary feeding counselling and support at this stage.
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[bookmark: _Toc130727359]7.18 Avoiding Wrong Admissions
While it is important to take great care to avoid wrong admissions, care must also be taken to avoid stigma for those mothers or families who are prescribed BMS. It is very important to ensure the appropriate BMS targeting through a full assessment and the creation of a Care Action Plan. The following are actions that should be taken to reduce the risk of wrong admissions; https://resourcecentre.savethechildren.net/toolkits/iycf-e-toolkit/#chapter-3
· Locate the BMS program in an alternative site or at least a separate area in the IYCF space
· Ensure there are no visible references to the BMS program e.g., posters, leaflets, BMS supplies in view of the public
· IYCF workers should only discuss the BMS program away from beneficiaries 
· Ensure that the targeting criteria is clear to the IYCF staff and written down in order that staff can show this to those who may be requesting the BMS but do not meet the targeting criteria. 
· Conduct thorough intake interviews with the beneficiaries to establish a relation of confidence between the counselors and the beneficiary (e.g., Ask questions such as “Who fed the child this morning?” “Who bathed the child yesterday?”)
· Conduct a home visit to the family, in order to verify if the home situation is consistent with the details given in the interview; questions could also be diplomatically asked to the neighbors
· Link up with protection agencies, who might have lists of orphaned children for each site
· Observe the behavior of the infant when on a woman’s lap. If he turns his head towards the breast, rubs it, wants to take it; this might be an indicator he is still breastfeeding. If you suspect that the caregiver is the mother, you can tactfully ask if you can examine the breast to see if milk comes out
· If there is suspicion that the child could be breastfed, the risks of artificial feeding as opposed to breastfeeding must be thoroughly explained

	Any action to cross check the actual impossibility of the child to receive breastmilk must be done with diplomacy and tact.  This will ensure that there is no loss of confidence of the mother or caregiver and will not put additional stresses on the mother or caregiver




[bookmark: _Toc126527163]7.19 Breastmilk Substitute Monitoring and Reporting 

Somalia code monitoring tool outlines the WHY, WHAT, WHO, WHEN, WHERE, and HOW of BMS monitoring as follows;
1. Monitoring and periodic assessment of the breastmilk substitutes will be conducted between a period of 3 – 6 months. This can be followed by a yearly exercise. Some countries maximize resources by combining monitoring with other annual events like World Breastfeeding Week or assessment. It is useful to know that once such a practice becomes entrenched, companies become vigilant and clean up their acts during certain periods when they know they are being watched. It is therefore important to set up a system of continuous monitoring – a mechanism through which anyone can be a watchdog or whistle blower and where complaints can be lodged and followed up at any point in time
2. Urban areas: Monitoring more cities is possible but that depends on the size of the country, the number of monitors and the available resources. In each urban area, monitors should visit at least:
a) Hospitals with a maternity service (private and governments). Also check their “baby-friendly” status. BFHI accredited hospitals are not supposed to tolerate commercial promotion. 
b) Private clinics (combination of obstetrics, gynecology, and paediatric). Include some outpatient clinics in hospitals. 
c) Different shops ranging in size from supermarket to groceries, and from gift shops in or near hospitals to private pharmacies.
3. Rural areas: Monitors should visit the same kind of places specified under (a) but adjust the numbers according to the local situation. In some countries, doctors’ offices act as point-of-sale. In others, midwives and traditional birth attendants have been recruited as marketing personnel. If and when monitors do “rub shoulders” with a company rep, it will be useful to ask him or her about their daily rounds. Delivery van drivers are another source of information.

How to monitor
There is no single best way to collect information. Generally, monitors are required to conduct casual interviews, investigate, observe, confirm, and record information.

The forms in this Kit are made to report promotional practices in health facilities, in the media and in shops. Of course, mothers with babies up to 6 months can be interviewed anywhere. Interviewing mothers with young babies would ensure that the information obtained is not too outdated.

To monitor the media, 
a) Watch TV, listen to the radio, and look out for billboards and banners. 
b) Attend public events aimed at mothers. 
c) Check newspapers, magazines, and direct mailings. 
d) Be sure to examine professional periodicals as well as popular ones. 
e) Surf the internet to check out company websites, online shopping websites (e.g., Amazon), parenting blogs and blog posts by popular influencer bloggers (usually mothers) who are sponsored by companies. 
f) Look at social media platforms such as Facebook, Instagram, Twitter, and YouTube for product promotion. Sign-up for company bulletins or e-newsletters and updates via social media and phone apps.
 
To monitor health facilities, 
a) Ask about routines, 
b) Speak with patients, 
c) Observe what is going on, and 
d) Use other methods they are comfortable with to find out the answers to the questions on the forms in this Kit.


































[bookmark: _Toc130727360][bookmark: _Toc126671743][bookmark: _Toc126672269][bookmark: _Toc126672415][bookmark: _Toc126527172]Chapter 8: Counselling
The word ‘counselling’ is often used interchangeably with ‘information’ and ‘education’. However, counselling should do more than inform and educate. Counselling is a process and interaction between counsellors and pregnant women or mothers. Counselling is a form of interpersonal communication that helps to influence individuals to adopt and maintain positive practices. People-centred counselling means that the counselling responds to the individual mothers’ and families’ needs preferences and values.

8.1 Maternal Nutrition Counselling
Counselling for maternal nutrition is an interactive process between a service provider and a woman and her family during which information is exchanged and support is provided so that the woman and her family can make decisions and take action to improve her nutrition.
Maternal nutrition counselling helps women and their families make decisions and take action to improve nutrition. However, many women do not receive quality nutrition counselling, even though it is a recommended component of health care.
 
The various aspects for maternal nutrition counselling are in chapter 2 on Maternal Nutrition - See table 1 on key content for maternal nutrition counselling.
All women should have access to counselling services. However, it is important to identify nutritionally-at-risk women who require more intensive support, as well as the contexts in which the woman’s family members or other community members should also be targeted for counselling. Depending on the context, these women may require more frequent individual counselling support, including home visits, and/or referral for appropriate care. The women to be prioritized for more intensive counselling support include;
· Women with any form of malnutrition (e.g., short stature, underweight, overweight, obesity and anaemia)
· All pregnant or breastfeeding adolescent girls (<20 years of age)
· Women who are pregnant or breastfeeding for the first time
· Other at-risk groups such as women with disabilities, chronic diseases (e.g., HIV and tuberculosis), mental health problems, and those affected by the harmful use of drugs or alcohol. 
 
8.2 Skilled Breastfeeding Counselling
Skilled breastfeeding counselling is one of the key interventions to improve breastfeeding rates.  Breastfeeding counselling aims to empower women to breastfeed, while respecting their personal situations and wishes. It is, therefore, never to be forced upon any woman. Sensitive and effective counselling can assist mothers to overcome challenges through emphasizing that breastfeeding provides protection and comfort as well as food.
 
Recommendation for skilled breastfeeding counselling 
Breastfeeding counselling should;
· Be provided to all pregnant women and mothers with young children
· Be provided in both the antenatal and postnatal period, and up to 24 months or longer
· Be provided at least six times, and additionally as needed
· Be provided through face-to-face counselling
· Be provided as a continuum of care, by appropriately trained health-care professionals and community-based lay and peer breastfeeding counsellors
· Anticipate and address important challenges and contexts for breastfeeding, in addition to establishing skills, competencies and confidence among mothers, (returning to work or school; mothers who are obese, adolescent girls, first-time mothers or carrying multiple pregnancies; mothers with mental health difficulties; mothers of infants with special needs, e.g. low birth weight or disability; mothers who delivers by caesarean section; breastfeeding in public spaces; and breastfeeding in humanitarian emergencies).
[bookmark: _Toc130727361]8.3 Target audiences for counselling
Primary target audiences 
· Women planning to conceive
Preconception counselling should target women who are planning a pregnancy and at a high likelihood of becoming pregnant for the first time, such as premarital or newlywed couples. However, 35 per cent of pregnancies in Africa are unplanned while non-pregnant women are less likely to be in regular contact with health services. These women can be reached through mass communication efforts.
· Pregnant adolescents and women
· Postpartum adolescents and women (between birth and at least six months after delivery). 
Family members should be targeted as they influence decisions about women’s diets, use of essential nutrition services and practices. This includes where women do not have full autonomy to take these decisions and/or need the encouragement and support of other family members such as their husbands and partners, mothers, mothers-in-law and household heads.  
[bookmark: _Toc130727362]8.4 Counselling modalities
Individual Counselling
Individual counselling allows health workers to focus on the specific problems and needs of a woman. It is the most effective form of counselling. It is usually delivered face to-face at a health facility, in the community or at the client’s home. It is prioritized to women at nutritional risk (e.g., women with underweight or obesity); women who are pregnant for the first time; women attending their first preconception, antenatal or postnatal care contact; and other women deemed in need by the health worker or community health worker. However, it can be time-consuming and, challenging to provide the physical space and privacy needed. Although remote approaches (i.e., the use of telephone helplines, mobile phones and internet) can help in contexts where face-to-face counselling capacity or access is limited or absent, WHO recommends that individual face-to-face counselling can be complemented but not replaced by telephone counselling and/or other technologies1,75.
[bookmark: _Toc130727363]Group counselling
It is facilitated by a health worker, a community health worker or lay person (e.g., mother support group member) at the facility or community level. It is most effective when group members have similar issues, problems and sociocultural backgrounds. It allows interaction with multiple clients simultaneously as the participants can benefit from sharing their experiences with one another and building socially supportive relationships.  However, it does not cater to the specific needs of individuals (including women at nutritional risk), or provide an environment in which all adolescent girls and women feel comfortable sharing their problems – especially where there are perceived differences between group members, such as age, ethnicity, caste or sociocultural background. It can be provided to those at lower risk of nutrition challenges1,75. 

[bookmark: _Toc130727364] 8.5 Timing, frequency and duration of counselling
Women should be encouraged to seek preconception care so that problems and needs are identified early and there is sufficient time to improve nutritional status before becoming pregnant. Counselling should begin at least three months before a woman is planning a pregnancy and as early as possible in pregnancy, because the earlier counselling begins, the longer the period to adopt positive practices and for these practices to translate into a meaningful improvement in maternal nutritional status. 
Counselling during pregnancy or soon after birth includes encouraging mothers and their families to start a nurturing, caring and responsive relationship with their infant. Feeding decisions at this time may be shaped by experiences, contexts and various influences around them, as well as having short- and long-term consequences. Postnatal breastfeeding counselling further supports mothers and their families in enabling them to build closeness, with skin-to-skin contact and responsive feeding. 
The minimum of six breastfeeding counselling contacts are; before birth (antenatal period); during and immediately after birth (perinatal period up to the first 2–3 days after birth); at 1–2 weeks after birth (neonatal period); in the first 3–4 months (early infancy); at 6 months (at the start of complementary feeding); and after 6 months (late infancy and early childhood), with additional contacts as necessary (for instance, when planning to return to school or work, or any time that concerns or challenges related to breastfeeding arise) or when opportunities for breastfeeding counselling occur (such as during child immunization visits, home visits).

Table 21: Timing, frequency and duration of counselling
	
	Timing
	Content

	Pre conception
	· At least three months before planning a pregnancy
	Healthy diets, IFA supplementation

	Pregnancy
	· As early as possible in pregnancy 
· Antenatal care contacts up to the start of the third trimester
	Dietary intake, physical activity, adherence to supplementation regimens, hygiene

	
	· Contacts towards the end of pregnancy
	Breastfeeding counselling in preparation for the birth

	Lactation
	· Postnatal care contacts in the first six weeks postpartum 
	Healthy dietary intake, adherence to dietary supplements to replenish nutrient stores following pregnancy, meet nutrient requirements during breastfeeding, and attain and maintain a healthy weight

	
	· At least six months following the birth
· Linked with nutrition and health services for infants and young children (e.g., immunization contacts, monthly growth monitoring and promotion, sick child visits and other community based nutrition platforms)
	


 
Counselling contacts should be used to follow-up on agreed actions during earlier contacts, as well as to discuss new challenges and actions. In addition, they should be used to identify and refer women to health and nutrition services to address underlying conditions (e.g. underweight, disease and mental health problems). Referrals may also be made to other services needed to address barriers to the adoption of positive nutrition practices (e.g., social protection programs for very low-income households).
 
Barriers to maternal nutrition counselling and breastfeeding counselling include;
· Inadequate integration of maternal nutrition counselling and breastfeeding counselling into primary health care 
· Sub optimal access to health and community services by women
· Insufficient knowledge, competencies, motivation or time among health workers and community health workers to provide quality counselling 
· Counselling approaches, materials and messages are not adapted to the local setting – including the economic context, social norms and sociocultural practices that influence maternal nutrition practices. 
· Lack of clear counselling targets 
· Lack of monitoring to measure progress and hold managers, health workers and community health workers to account.
 
[bookmark: _Toc130727365]8.6 Counselling in humanitarian contexts
In humanitarian contexts, adolescent girls and women are vulnerable to undernutrition because access to nutritious and affordable foods, safe water, sanitary facilities, and functioning health, education and social protection services are often disrupted. Therefore, it is important to include, deliver and prioritize maternal nutrition counselling services in emergencies, from the onset of emergency response actions. Appropriate and timely support to infant and young child feeding saves lives; protects child nutrition, health and development; and benefits mothers. Breastfeeding counselling is a vital intervention in emergency response and needs to be protected. As a minimum, staff in contact with mothers and children aged under 2 years are trained to be sensitive to psychosocial issues, on nutrition screening and on referral pathways to more specialist support. In addition, positive feedback and emotional support are especially needed to support the mothers’ confidence and self-efficacy in breastfeeding. More specialist capacity to counsel mothers with heightened needs, such as stressed or traumatized mothers, malnourished infants and mothers, low-birth-weight infants, and infants with disability and feeding difficulties, may be needed. In emergencies where movement restrictions interrupt routine services, consider other options such as telephone and online counselling and advice.
Dos and Don’ts of counselling include;
· Anticipate and address important challenges that may affect a woman’s capacity to adopt positive practices, including her age, experience, and sociocultural and economic context. The goal of the counselling contact is to support mothers in achieving their individualized goals for breastfeeding. The anticipatory nature of breastfeeding counselling helps to reduce potential risks, problems or complications, for optimal breastfeeding.
· Focus on small doable actions that a woman can take
· Focus on small doable actions that a woman’s family members can take
· Focus on concrete actions that other individuals (e.g., husbands/ partners, grandmothers, etc.) can take to support the woman’s actions.
· Do not try to change too many practices at once
 
[bookmark: _Toc130727366]8.7 Peer to peer support groups
[bookmark: _Toc130727367][bookmark: _Toc126527173]8.7.1 Mother to mother support group (MtMSG) 
[bookmark: _Toc130724819][bookmark: _Toc130725020][bookmark: _Toc130725951][bookmark: _Toc130727368]A mother-to-mother support group is a meeting where pregnant women and mothers with young children, as well as other people with similar interests, come together in a safe place to exchange ideas, share experiences, give and receive information, and at the same time, offer and receive support in breastfeeding, complementary feeding and women’s health. Mother-to-mother support group activities can take place within an existing women’s support group.
[bookmark: _Toc126527174]
MtMSGs for breastfeeding means experienced breastfeeding women 
· [bookmark: _Toc126527175]Help other women breastfeed their babies.
· [bookmark: _Toc126527176]Model optimal breastfeeding practices
· [bookmark: _Toc126527177]Share information and experiences 
· [bookmark: _Toc126527178]Offer support to other women in an atmosphere of trust and respect
[bookmark: _Toc126527179]
Formation of MtMSGs
A support group is formed when people come together with a common interest or life experience. It may be informal or formal, but includes the following:
· Safe environment
· Sense of respect
· Sharing information
· Availability of practical help
· Sharing responsibility
· Acceptance	
· Learning together and from each other
· Emotional connection

[bookmark: _Toc126527180]Characteristics of MtMSGs
· [bookmark: _Toc126527181]8-15 people per group
· Audience: pregnant & lactating women, caretakers or parents of children under 5 yrs
· Should hold regular meetings 
· Grandmothers, mother-in laws, partners/ spouses invited to attend sessions quarterly

Implementation of MtMSGs
· Those involved in support groups should receive training in breastfeeding and young child feeding as well as training in counseling skills and the dynamics of support groups.
· [bookmark: _Toc126527182]Each district should have a lead mother who needs to be trained on 12 IYCF key messages.
· [bookmark: _Toc126527183]The training is supposed to be done by the counselors
· [bookmark: _Toc126527184]Every lead mother is responsible for a group of 8 - 15 members.
· [bookmark: _Toc126527185]Each group will have one session per week and is aimed to complete the key message in 12 weeks within 3 months and make follow up
· [bookmark: _Toc126527186]The IYCF CNVs supports the lead mothers at community level 
· [bookmark: _Toc126527187]The IYCF CNVs helps all IYCF staff at facility and community level.  

Possible groups for mobilization of mothers to join the MTMSGs include;
· Women’s groups
· Religious groups
· Married adolescent groups
· Breastfeeding groups
· Groups for preventing mother-to-child transmission (PMTCT) of HIV
· Groups for people living with HIV/AIDS (PLHA)

Where, when, and how do interactions between mother happen
Mother-to-mother support takes place one-on-one or in groups, informally or formally, anytime, anywhere: in the marketplace, at the bus stop, gatherings, in a community hall, at maternity clinics wherever pregnant or breastfeeding mothers are found.  Mother-to-mother support occurs in a variety of settings including, but not limited to the following;
· Chance contacts with mothers in the community 
· Groups of pregnant women and breastfeeding mothers 
· Telephone counseling, hospital, and home visits 
Interactive presentations at service club meetings, schools, universities, etc.

Sustainability of mother-to mother support group activities.
Some of the challenges to sustainability are the shortage and turn-over of volunteers as well as financial constraints. Turn-over is often the result of family responsibilities and a lack of recognition and acceptance of the volunteers by health care providers. These challenges can be addressed by; 
· Focusing on one or two activities, matching tasks to available time and providing incentives. Examples of incentives for volunteers include stipends, food, free medical services, a graduation ceremony and training certificate, and special clothing and other articles to distinguish the volunteers.  
· Initiating income-generating activities, such as the sale of tee-shirts, posters, and educational materials.
· Approaching various donors for training and program grants and for in-kind contribution of goods (such as NFIs & equipment) and services.
· Networking and collaboration with government agencies and NGOs are essential links that can facilitate two-way referrals, shared training, and technical assistance opportunities.
· Establishing a solid and consistent support structure, with committed individuals to support growth

[image: ]
Figure 26: Structure of MtMSG
Source:  Harmonized MtMSGs for orientation and guidance for field-based nutrition staff – UNICEFM MoH and Partners 2022
[bookmark: _Toc126527189][bookmark: _Toc126527190][image: ]
Figure 27: MtMSG Structure
Source:  Harmonized Mother to Mother Support Groups (MtMSGs) for orientation and guidance for field-based nutrition staff
Prepared by: UNICEF, MoH and partners implementing IYCF in 2018 and updated 2022
[bookmark: _Toc126527191][bookmark: _Toc126671745][bookmark: _Toc126672271][bookmark: _Toc126672417]
[bookmark: _Toc130727369]8.7.2. Care Groups (CG)
The CG approach is a community-based strategy for promoting behavior change. CG is a group of 10–15 community-based volunteers that regularly meet together with project staff for training and supportive supervision. CGs create a multiplying effect and equitably reach every beneficiary household through neighbor to neighbor peer support using interpersonal behavior change activities. Behavior change is enhanced through peer support, resulting in the creation of new community norms. Care Group Volunteers (CGVs) provide greater peer support to one another, develop stronger commitments to health activities and find more creative solutions to challenges by working as a group compared to individual volunteers expected to work independently. CGs provides the structure for a community health information system that reports on new pregnancies, births and deaths detected during home visits76. 

Care group Implementation 
The Implementation of the care group entails consideration of the following sessions;
i. Care group criteria which is critical to the effectiveness of the CG approach. 
ii. Use of formative research to strengthen care groups
iii. Organizing the beneficiary population into Neighbor Group (NG) and CGs through a census, community list or community gathering
iv. Defining essential responsibilities for Care Group Volunteers (CGVs), Promoters, Supervisors and Maternal and Child Health and Nutrition (MCHN) Coordinators
v. Volunteers’ motivation and incentives
vi. Behaviour change and care groups: What happens in a care group meeting, neighbor group and home visit
vii. Home Visit: the audience, timing and content
viii. The meeting schedules
ix. Supportive supervision: checklist and supervisory work plans
x. Quality improvement and verification checklist (QIVCS) and giving feedback 
xi. Calculation scores and using data from the quality improvement and verification checklist (QIVC)
xii. Care group monitoring information system: Introduction to registers 
xiii. Care group monitoring information system: promoter, supervisor and coordinator reports 
xiv. Planning for sustainability 
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Figure 28: Care Group Structure
Source: A training Manual for Program Design and Implementation- 2014
[bookmark: _Toc130727370][bookmark: _Toc126527192][bookmark: _Toc126671746][bookmark: _Toc126672272][bookmark: _Toc126672418]8.7.3 Father to Father Support Group (FTFSG)
Men play an important role in maternal infant and young child nutrition. Father to father support groups comprise of partners of pregnant women and male caregivers of children under 2 years. The groups hold regular meetings to learn about and discuss the importance MIYCN practices during the first 1,000 days—from pregnancy until the child turns 2—and the critical role men play in caring for a child77. The group size may vary from 3 to 12 and is facilitated by an experienced and trained facilitator who listens and guides the discussion. The facilitator and the participants decide the length and frequency of the meetings71. 

[bookmark: _Toc126527193]8.8 MIYCAN Training
[bookmark: _Toc126693495]MIYCAN training is intended to equip health workers and community health care workers with the knowledge, skills and competencies to provide quality nutrition services for women of reproductive age, adolescent girls, infants and young children at the facility and community level. Supervisors and managers are also encouraged to attend the training, so that they become familiar with the training content and skills and thus better able to offer continuous quality support supervision, on job training and mentorship to the health workers and community health workers.
[bookmark: _Toc126527194]
Supportive supervision, mentorship and on job training
All newly trained health workers should receive at least one supervisory visit within 6 weeks to 2 months following training. This initial follow-up supervision will provide the opportunity to determine whether the newly-trained health workers are using their knowledge and skills to counsel mothers/caregivers and facilitate group work, feeling confident about what they are doing and whether they are experiencing particular difficulties. This will also provide an opportunity for the supervisor to observe the health worker working with mothers/caregivers, compare their performance to standards that are outlined in a supervision checklist, and provide constructive feedback on both the strong points and any difficulties experienced. Supervisors/mentors will then be able to judge the effectiveness of the initial training and provide on-the spot refresher training/on-job training as needed.

[bookmark: _Toc126527195]Post-training follow-up will allow a facilitator/supervisor/mentor to determine the need for reinforcement of specific participant’s knowledge, skills and competencies through additional or refresher training, ongoing supportive supervision, mentorship, on-job training, continuous nutrition education at the health facility or community level.

To assess and support the ability of training participants appropriately apply the knowledge and counselling skills gained in trainings to the post-training work in the health facility and community, the training facilitators, those trained on supportive supervision and monitoring or trained program managers should observe and evaluate participants at their workplace as soon as is appropriate following the completion of training and within at least three months after training.

Objectives of supportive supervision, mentorship and on job training
Supportive Supervision, on the job training, and mentorship is used to: 
· Monitor and promote quality standardized services
· Assess performance in relation to quantity (i.e., reach- coverage, volume, service utilization)
· See the use of knowledge and skills used to counsel mothers/caregivers with accurate information and facilitate group work 
· Ability to use the recording and reporting tools
· Identify difficulties in knowledge & skills learned and support to resolve the issue(s).
· Sharing of best practices, experiences and lessons learnt 

Timing for Supportive Supervision, mentorship and on job training
Ideally, supportive supervision/mentorship is part of routine monitoring activities and the initial visit will fit into a schedule of ongoing supportive supervision to promote integration.  If a system of ongoing supportive supervision or mentorship is not yet in place, all newly trained on MIYCAN should receive a minimum of 2-3 visits and then participate in regular meetings for sharing experiences, mutual support and on-going or refresher training. Supportive supervision is conducted by the facilitator, supervisor, or project manager who has been trained in supportive supervision and mentorship78.

Where to hold supportive supervision, mentorship and on job training
Ideally, facilitators/supervisors should provide on-the-job support or mentorship and assist with problem solving in work situations that include78:
· A counselling interaction with a mother/father/caregiver and child in a community or home setting 
· During group education (action-oriented groups)
· During support group facilitation. 
[bookmark: _Toc130727371]Chapter 9: Roles and Responsibilities of Different Stakeholders 
Successful implementation of MIYCAN operational and programmatic guideline will depend on the concerted efforts of relevant stakeholders at different levels. 

Table 22:  Roles and Responsibilities of Different Stakeholders
	Stakeholders
	Roles and Responsibilities

	Ministry of Health and Human Services-National level
	· Lead the national annual planning and budgeting of the MIYCAN activities 
· Provide technical assistance to the different districts as needed.
· Act as the principal implementer and coordinator of all the interventions aimed at achieving the goal and objectives of MIYCAN guidelines and ensure that other health and other related policies and strategies are in harmony with these guidelines and the MIYCAN action plan
· Liaise with and coordinate the MIYCAN activities of the line ministries assigned responsibility in this document 
· Engage, advocate with partners and other sectors for the uptake and implementation of the MIYCAN Guidelines
· Ensure MIYCAN is part of the essential health services packages 
· Cost for MIYCAN interventions and mobilize for human resource, material, and financial resources to spearhead implementation and coordination of these guidelines and strengthen the capability of other federal member states to implement
· Ensure inclusion of budget lines for nutrition specific interventions in the national budget 
· Disseminate policies, guidelines, strategies, regulations, and standards related to MIYCAN. Ensure alignment and coherence of other health sector policies and guidelines with the MIYCAN guidelines e.g. reproductive health, HIV/AIDS, IMCI, ICCM etc. 
· Disseminate and monitor the Regulations on Marketing of Breast milk Substitutes, maternity protection legislation, food fortification 
· Develop promotional and educational materials to support implementation of these policy guidelines, including counselling tools, job aides, and related materials
· Strengthen MIYCAN service delivery at all health service points. Map stakeholders in other relevant sectors and identify platforms for delivery of appropriate MIYCAN interventions
· Facilitate competency-based training of health professionals who work with women and caregivers on MIYCAN. Building capacity includes pre-service and in-service and supportive supervision of health service providers to implement integrated MIYCAN counselling. 
· Develop standard tools/checklist for supportive supervision that includes counselling and service delivery
· Review and/or revise MIYCAN indicators in HMIS in addition to strengthening the HMIS data reporting and utilization. Routinely monitor the data to examine progress and to take timely corrective actions in collaboration with the districts when needed to ensure progress to achieve results is on track 
· Lobby for financing of nutrition supplies through the national budget and manage nutrition supplies
· Plan and coordinate with other departments/units within the MoH (MNCH, Community Health, DHI, Pharmacy) and with district local regional member states for integrated health and nutrition service delivery 
· Review the routine data from HMIS and DHIS2 and work with the districts to address the challenges and monitor the progress towards achieving the planned targets
· Advocate for inclusion of MIYCAN in the job description of primary health care service providers Guidelines on Maternal, Infant, Young Child and Adolescent Nutrition
· Support supervision, coaching, and mentorship at all levels of MIYCAN service delivery.
· Contribute to relevant national research and assessments to ensure the inclusion of relevant MIYCAN indicators and considerations 
· Strengthen gender sensitivity of existing health and nutrition policies and strategies by adopting the following key actions:
· Review the existing maternal, adolescent and child health and nutrition policies, guidelines and training manuals for gender responsiveness.
· Build capacity of the nutritional focal points to track and better use gender data at national, departmental, district and institutional levels. 
· Strengthen the integration of gender and disability into the M&E systems and tools for better tracking of gender and disability-related outcomes by designing and developing disability and gender equality outcomes, results, and indicators for nutrition.

	District Local Governments and Regional Member States
	· Provide leadership and governance structures required to facilitate the implementation of these guidelines. 
· Disseminate policies, guidelines, strategies, regulations, and standards related to MIYCAN
· Train district level workers on MIYCAN. Support orientation of health workers and other relevant officers on issues related to MIYCAN as well as the training of health facility and community-based health workers
· Conduct support supervision, coaching, and mentorship at all levels of MIYCAN service delivery using standard checklists to monitor progress. 
· Support planning for integrated health and nutrition service delivery by health service providers (fixed sites and outreach) 
· Develop annual district health plans that incorporate nutrition interventions with funding details. Ensure the plans prioritize supportive supervision, procurement and logistics for supplies, and capacity building of service providers. 
· Mobilize technical and financial support from development partners for MIYCAN implementation in the districts 
· Strengthen the health facility and a community-based monitoring/ feedback system for MIYCAN practices and the quality of care given to women, adolescents, and children
· Sensitize communities with the knowledge about the available MIYCAN services.
· Strengthen reporting and data use for MIYCAN indicators and feedback discussions of the HMIS results. Routinely monitor to examine the progress and to take timely corrective actions when needed
· Carry out intensive social mobilization of all stakeholders in the district on MIYCAN
· Designing and employing assessment tools to assess gaps in the functioning and coordination of DHBs and other bodies to include gender and disability indicators
· Provide technical support to the district level health workers
· Ensure timely request of relevant MIYCAN supplies 
· Ensure timely submission of relevant MIYCAN reports to the national level 
· Review the monthly data from routine monitoring systems, identify gaps and take timely actions
· Actively participate in national level strategic, technical, and planning meetings for MIYCAN 
· Monitor and ensure compliance with the Regulations on the Marketing of Foods for Infants and Young Children 
· Report to relevant national authorities all alleged violations to the Regulations on the Marketing of Foods for Infants and Young Children

	Sub-district Level
	· Participate in training local health workers 
· Provide technical support as needed in MIYCAN 
· Advocate to local chiefs for the support of relevant MIYCAN recommendations 
· Consolidate relevant sub-district nutrition action plans that include MIYCAN from the communities within the sub-district
· Carry out community mobilization 
· Contribute to the development of the annual district nutrition action plans.
· Monitor and ensure compliance with the Regulations on the Marketing of Foods for Infants and Young Children 
· Report to relevant national authorities all alleged violations to the Regulations on the Marketing of Foods for Infants and Young Children

	Health Facility Level
	· Provide quality MIYCAN and nutrition counselling to pregnant women, caregivers, and their children under two years of age and adolescents 
· Conduct MIYCAN health educations
· Ensure the provision of relevant and appropriate micronutrient supplementation for pregnant women, women of reproductive age, adolescent girls and children under 5 years
· Conduct regular nutrition assessments
· Conduct growth monitoring and promotion 
· Carry out timely reporting through the Health Management Information System 
· Promote recommended MIYCAN practices to all pregnant women, women of reproductive age, and adolescents in schools and schools related activities 
· Manage the stocks of MIYCAN supplies and timely request for its replenishment 
· Comply and monitor and ensure compliance with the Regulations on the Marketing of Foods for Infants and Young Children 
·  Report all alleged violations on the Regulations on the Marketing of Foods for Infants and Young Children to the sub-district 
· Plan for and deliver MIYCAN services to infants, young children, adolescents, and women of reproductive age including pregnant and lactating women in health facilities and outreach sites
· Provide counselling support to caregivers on MIYCAN. Support mothers with breastfeeding difficulties and counsel caregivers on appropriate maternal and child nutrition practices 
· Build capacity of community health resource persons to implement MIYCAN activities in the community
· Coordinate with District Health Team, communities, other relevant sectors, and development partners for timely service delivery with optimal coverage ensuring continuity of care in normal times and emergencies 
· Collect quality data and report in a timely manner through routine health information systems (HMIS/DHIS2) 
·  With district mentors, provide support supervision for community health workers (e.g. VHTs) for implementation of MIYCAN activities.
· Continued implementation of integrated behaviour change communication on optimal maternal, adolescent and infant and young child feeding and care practices, health seeking behaviour, hygiene and sanitation practices. 
· Design communication strategies for greater engagement of men and to promote joint decision making at household levels for improved maternal and child health seeking and child care.

	Community Level (Health Workers and Community Volunteers)
	· Mobilize communities
· Promote recommended MIYCAN practices 
· Conduct MIYCAN education activities 
· Ensure that pregnant women, women of reproductive age, adolescents and children access relevant MIYCAN services 
· Support relevant MIYCAN screenings at the community level 
· Carry out GMP activities at the community level 
· Identify and refer all cases of malnutrition
· Support vitamin A and deworming administration 
· Collect relevant MIYCAN data
· Comply and monitor and ensure compliance with the Regulations on the Marketing of Foods for Infants and Young Children 
· Report all alleged violations on the Regulations on the Marketing of Foods for Infants and Young Children to the sub-district

	Non-Governmental, Community Based and Religious Organizations (NGOs and CBOs)
	· In collaboration with the relevant central and local government officials mainstream MIYCAN into their agendas 
· Advocate for the child’s rights to food and nutrition
· Provide technical and financial support to national, districts, sub-counties, and communities to implement MIYCAN guidelines and action plan 
· Where possible provide direct support to mothers, families, communities or congregations.

	United Nations Agencies, Other Bilateral and Development Partners
	· Enhance advocacy for MIYCAN 
· Contribute to the mobilization of resources 
· Provide funds for implementation of this guideline
· Provide technical support on staff training, development of appropriate tools, manuals, and job-aides in an integrated manner 
· Support the Ministry of Health at national and district levels to implement their roles and responsibilities 
· Provide technical assistance and timely dissemination of latest guidance around MIYCAN.

	Communities and Families
	· Raise their demand and utilization of integrated nutrition services available at the community level and in health facilities 
· Engage and mobilize members to form and participate in mother support groups 
· Engage men in protecting, promoting, and supporting MIYCAN, in addition to actively participating in decision making on IYCF in the family 
· Involve community leaders in the sensitization and mobilization of their members in activities relevant for optimal MIYCAN 
· Organize social support networks for affected families and take steps to minimize stigmatization and discrimination 
· Mothers and primary caregivers participate and take responsibility to learn and practice what is required in safely preparing foods and feeding infants and young children
· Mothers and primary caregivers pay more attention to the recommended hygiene practices.
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Table 23: Linkages with Other Sectors
	Line Ministries
	Roles and responsibilities

	Ministry of Education and Sports and Culture
	· Ensure that primary, secondary, and tertiary institutions, and ECD centres incorporate age-appropriate nutrition education and physical activity for children and adolescents into their curricula 
· Orient education managers at all levels on optimal MIYCAN 
· Promote and scale up school-based feeding programmes 
· Promote school health and nutrition interventions like school clubs, school gardens and edutainment. 
· With support from MoH conduct orientation for teachers on MIYCAN in primary, secondary, and tertiary institutions. 
· In collaboration with MoH, to establish healthy food environments in schools with appropriate strategies and policies for the monitoring of school canteens and school vendors
·  Conduct regular school food environment audits to ensure healthy food environments in schools and surrounding areas. 
· In collaboration with MoH implement integrated school health and nutrition programmes to address micronutrient deficiencies and helminth infections
·  Develop guidelines that outline strategies to promote gender equality in school nutritional plans and policies. 
· Increase the fund allocation for school feeding programmes and school gardens to improve knowledge, understanding, and appreciation of the environment and food production system among students. 
· Increase fund allocation to improve the availability of sex specific sanitation facilities and Menstrual Hygiene Management (MHM) facilities in schools and communities, including sanitary napkins and safe and hygienic disposal mechanisms.
· Conduct routine nutrition assessment of adolescents in collaboration with the MOH

	Ministry of labour 
	· Advocate for the ratification and enactment of the International Labour Organization (ILO) Convention 183
· Develop, disseminate, and monitor implementation of maternity protection guidelines based on the Employment Act of parliament  
· Advocate with employers to support mothers to practice optimal IYCF 
· Link children, orphans and vulnerable children including children with disabilities, with nutrition care and support, and advocate for the role of nutrition in caring for vulnerable children.
· Develop guidelines that outline strategies to promote gender equality in nutritional plans and policies effectively. 
· Utilize the existing Functional Adult Literacy (FAL) classes as a delivery channel for creating nutrition awareness, especially for men and establish if there is no any
· Disseminate policies and Acts on child labour

	Ministry of Agriculture, Animal Industry and Fisheries
	· Empower its extension workers to support families and communities to produce and consume locally available nutrient rich foods and to rear animals of improved nutritional quality 
· Strengthen agriculture interventions focused on homestead food production to increase year-round availability of, and access to, nutrient-rich foods at the household level. For example, fruits and vegetables, nutrient-dense cereals, pulses and animal source foods
·  Technologies for post-harvest food processing, handling, storage, preservation, and preparation to help ensure that food is both nutritious and diverse 
· Training to improve nutrition-sensitive agriculture knowledge and practice among farmers 
· Training to improve nutrition-sensitive livestock and fishery development knowledge and practice among farmers through behaviour change communication. 
·  Educate engage and empower children, adolescents, parents, families and communities through nutrition education to improve diet quality 
· Review policies and guidelines to ensure the strategies reflect gender equality. 
·  Encourage use of farming machinery, promote women in mechanized farming, support women farmers for the procurement of livestock (e.g. cows, sheep, goats), build capacity of women in animal care to improve livestock productivity (vaccination, deworming, and support access to markets

	Ministry of Water and Environment
	· Ensure access to clean and safe water in communities, health facilities and in different contexts i.e. urban, rural, pastoralists
·  Promote the use of household water treatment practices 
· Promote improved access to, availability and use of free and safe drinking water in schools.
·  Sensitize communities on safe and hygienic preparation and handling of food 
·  Promote hand washing with soap and water 
· Promote construction of and utilization of community latrines
· Promote safe and clean waste management for poultry, small ruminants and household waste.
·  Promote education on effective water treatment methods
·  Strengthen strategies within existing WASH programmes to address gender power relations; train women to repair boreholes and hand pumps and conduct water quality testing


	Ministry of Trade
	· Support fortification programmes for context specific foods to address nutrient intake gaps
· Support development of national guidelines on production and use of fortified complementary food for children 6-23 months and reduction of sugar, salt, saturated and trans-fatty acids in processed foods which contribute to excess energy intake in children, adolescent and at household level
· Ensure compliance with the international code of marketing of breastmilk substitutes
· Advocate for consumer-friendly front of package labelling financial incentives and disincentives and targeted food subsidies to facilitate nutritious food choices and limit the consumption of unhealthy foods
· Control marketing of unhealthy foods for infants and young children





[bookmark: _Toc126527198][bookmark: _Toc126671749][bookmark: _Toc126672275][bookmark: _Toc126672421][bookmark: _Toc130727373]Chapter 11: Monitoring, Reporting and Evaluation
Monitoring, reporting and evaluation of the implementation of MIYCAN guideline will be done at all levels. A minimum set of indicators is proposed to help assess the effectiveness and reach of the MIYCAN activities outlined in this guidance. Monitoring of the MIYCAN activities and results will be done through routine collection, collation, analysis, interpretation and dissemination of data using standardized tools and procedures. The frequency of monitoring the activities will be done on monthly, quarterly, bi-annual and annually as outlined in this guidance. MIYCAN data will be disaggregated by gender and MOH will reinforce timely collection, processing and utilization of data at all levels. MIYCAN data from various sources will be analyzed for use in decision making at all levels of the health system. 
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Table 24 below shows the indicators to be monitored

Table 24: MIYCAN Indicators to be monitored 
	Category
	Indicator
	Frequency
	Source

	Maternal Nutrition1
 
	· Underweight: Proportion of non-pregnant women aged 15–49 years with low BMI <18.5 kg/m2
	5 Years
	SDHS

	
	· Overweight: Proportion (%) of non-pregnant women aged 18–49 years with a BMI ≥25 kg/ m2
	5 Years
	SDHS

	
	· Obesity: Proportion (%) of non-pregnant women aged 18–49 years with a BMI ≥30 kg/m2
	5 Years
	SDHS

	
	· Anaemia (non-pregnant women): Prevalence (%) of haemoglobin <12 g/dL in non-pregnant women
	5 Years
	SDHS

	
	· Anaemia (pregnant women): Prevalence (%) of haemoglobin <11 g/dL in pregnant women
	5 Years
	SDHS

	
	· Low birth weight: Prevalence (%) of infants born with LBW (<2.5 kg)
	5 years  
Monthly

	SDHS
DHIS data systems

	
	· IFA or MMS supplementation: % of pregnant women who received IFA or MMS during ANC and postnatal care
	5 years  
Monthly 

	SDHS
DHIS data systems

	
	· IFA or MMS supplementation: % of pregnant women who received IFA or MMS for 90+ days during ANC and postnatal care
	5 years  

	SDHS


	
	· Minimum dietary diversity for women (MDD-W):  Proportion of women aged 15–49 years who have consumed foods
from at least five out of 10 defined food groups the previous day or night
	3-5 Years
	SDHS
Micronutrient Survey

	
	· Nutrition counselling during pregnancy: Proportion (%) of women aged 15–49 years who attended ANC for the most recent live birth in the five years preceding that received counselling about what foods to eat during pregnancy
	5 Years
	SDHS

	
	· Nutrition counselling at ANC and postnatal care: Proportion (%) of women who were provided counselling on different topics (diet, hygiene, rest, exercise, breastfeeding, etc.) at ANC and postnatal care
	5 Years
	SDHS

	
	Large-scale food fortification:
· % of population consuming at least one cereal fortified with IFA*
· % of households with adequately iodized salt
	5 Years
	SDHS

	
	· Antenatal care (at least eight contacts): % of women aged 15–49 years attended by any provider eight times during pregnancy (ANC8)
	5 years  
Monthly
	SDHS
DHIS data systems

	
	· Screening of maternal risks:  % of women referred for various risk factors (short stature, overweight, etc.) for specialized care
	Monthly
	DHIS data systems

	
	Anaemia screening and treatment:
· % of women who received a haemoglobin test in their pregnancy
· % of women who were checked for clinical signs of anaemia in their pregnancy
· % of pregnant women diagnosed with anaemia who were treated
	Monthly
3 years
	DHIS data systems
Micronutrient Survey

	
	Anthropometric assessment:
• % of pregnant women who were weighed at each ANC visit
• % of pregnant women who were measured in height at first ANC visit
	Monthly
	DHIS data systems

	
	Receipt of food or cash assistance during pregnancy: 
· % of women aged 15–49 years who gave birth in the preceding five years that received food or cash assistance while pregnant for their most recent birth
	5 Years
Monthly
	SDHS
DHIS data systems

	
	Frontline capacities/training and stock availability:
· % of ANC providers and frontline workers trained on maternal nutrition services (maternal nutrition assessment, maternal nutrition counselling, micronutrient supplementation, etc.)
· % of health facilities with no IFA or MMS stock-outs lasting more than. [2 weeks in the past 1 months] (defined nationally)
· % of facilities with available anthropometric measurement instruments (weighing scale, height scale, MUAC tapes)
· % of facilities with available job aids, counselling cards, and other materials needed for maternal nutrition
·  % of facilities practicing delayed cord clamping at delivery
	Annually/Quarterly





	Program reports

	Adolescent
	· Prevalence of anaemia in adolescent girls 15-19 years
	Annually
5 years
	DHIS
SDHS

	Infant and Young child-0-6 Months79 

	· Percentage of children born in the last 24 months who were ever
breastfed.
	Monthly, quarterly, bi-annual, annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	
	· Percentage of children born in the last 24 months who were put to the
breast within one hour of birth
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	
	· Percentage of children born in the last 24 months who were fed exclusively with breast milk for the first two days after birth
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	
	· Percentage of infants 0–5 months of age who were fed exclusively with
breast milk during the previous day.
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	
	· Percentage of infants 0–5 months of age who were fed formula and/or
animal milk in addition to breast milk during the previous day.
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	Infant and Young child 6-23 Months
(Indicators for
assessing infant
and young child
feeding practices, WHO, 2021)
	· Percentage of children 12–23 months of age who were fed breast milk during the previous day.
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	
	· Percentage of infants 6–8 months of age who consumed solid, semi-solid or soft foods during the previous day
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	
	· Percentage of children 6–23 months of age who consumed foods and beverages from at least five out of eight defined food groups during the previous day
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	
	· Percentage of children 6–23 months of age who consumed foods and beverages the minimum number of times based on age
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS, MIYCAN KAP

SDHS

	
	· Percentage of children 6–23 months of age who consumed solid, semi-solid or soft foods (but also including milk feeds for non-breastfed children) the minimum number of times
or more during the previous day
	Annual

5 years
	MIYCAN KAP

SDHS

	
	· Percentage of non-breastfed children 6–23 months of age who consumed at least two milk feeds during the previous day
	Annual

5 years
	MIYCAN KAP

SDHS

	
	· Percentage of children 6–23 months of age who consumed a minimum acceptable diet during the previous day
	annual,

5 years
	MIYCAN KAP

SDHS

	
	· Percentage of children 6–23 months of age who consumed egg and/or flesh food during the previous day
	Monthly, quarterly, bi-annual , annual, 
5 years
	DHIS

SDHS

	
	· Percentage of children 6–23 months of age who consumed a sweet beverage during the previous day
	annual, 

5 years
	DHIS

SDHS

	
	· Percentage of children 6–23 months of age who consumed selected sentinel unhealthy foods during the previous day
	5 years
	SDHS

	Other-IYCF-0-23 Months
	· Percentage of children 6–23 months of age who did not consume any vegetables or fruits during the previous day
	5 years
	SDHS

	
	· Percentage of children 0–23 months of age who were fed from a bottle with a nipple during the previous day
	5 years
	SDHS
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[bookmark: _Toc128340390][bookmark: _Toc128342450][bookmark: _Toc130727377]Annex 1: Food Groups for Women as per FAO dietary diversity guidance
This is targeted for pregnant and lactating women to improve dietary diversity and increased micronutrient adequacy 

	Food groups

	Examples

	Grain, grain products and other
starchy foods

	Whole grains: rice, maize, millet, sorghum,
Starchy roots: white fleshed sweet potato, unripe bananas, arrowroots, cassava, yam among others
Products: wheat flour, maize flour, spaghetti, Weetabix, cornflakes, porridge flours among others

	Legumes /Pulses 

	Dried beans any variety, dried peas, cow peas, green grams, lentils among others

	Nuts and seeds
	Macadamia, peanuts/ ground nuts, cashew nuts, 
Baobab seeds, Simsim, pumpkin seeds, chia seeds, poppy seeds

	Flesh foods
	Red meat variety, white meat varieties, insects, canned meats

	Eggs 

	Any type available and consumed by community

	Dairy and dairy products
	Fresh milk, processed milk, fermented milk, yoghurt, cheese

	Green leafy vegetables
	Any green vegetables available and consumed in the region


	Other vitamin A rich fruits and
Vegetables
	Fruits: mangoes, pawpaw, purple skin passion fruit, peaches, loquats, yellow or orange fleshed sweet potatoes
Vegetables: carrots, pumpkin

	Other fruits 
	Ripe bananas, guavas white and red fleshed, tree tomatoes, water melon red color, oranges, pineapples, apples among others

	Other vegetables 

	Tomatoes, Coriander, Capsicum, onions, cabbage,
cucumber, green peas, green beans, green maize
among others available in the market



[bookmark: _Toc128340391][bookmark: _Toc128342451][bookmark: _Toc130727378]Annex 2: Ten Steps to Successful Breastfeeding
This provides guidance to all health facilities offering maternity and newborn services.

Critical management procedures:
1a. Comply fully with the International Code of Marketing of Breast-milk Substitutes and relevant World Health Assembly resolutions.
1b. Have a written infant feeding policy that is routinely communicated to staff and parents.
1c.  Establish ongoing monitoring and data-management systems.
2. Ensure that staffs have sufficient knowledge, competence and skills to support breastfeeding.

Key clinical practices:
3. Discuss the importance and management of breastfeeding with pregnant women and their families.
4. Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate breastfeeding as soon as possible after birth.
5. Support mothers to initiate and maintain breastfeeding and manage common difficulties.
6. Do not provide breastfed newborns any food or fluids other than breast milk, unless medically indicated.
7. Enable mothers and their infants to remain together and to practise rooming-in 24 hours a day.
8. Support mothers to recognize and respond to their infants’ cues for feeding.
9. Counsel mothers on the use and risks of feeding bottles, teats and pacifiers.
10. Coordinate discharge so that parents and their infants have timely access to ongoing support and care
[bookmark: _Toc128340392][bookmark: _Toc128342452][bookmark: _Toc130727379]Annex 3:  Breastfeeding Observation Job Aid
This provides guidance to check if breastfeeding is going on well or not. 

	Breastfeeding Observation Job Aid

	Mothers Name
	Date

	Baby's Name
	Baby's Age

	Signs that breastfeeding is going on well
	Signs of possible difficulty

	 
	 

	Mother
	Mother

	Mother looks healthy
	Mother looks ill or depressed

	Mother looks relaxed and comfortable
	Mother looks tense and uncomfortable

	Signs of bonding between mother and baby
	No mother/ baby eye contact

	 
	 

	Baby
	Baby

	Baby looks healthy
	Baby looks sleepy or ill

	Baby looks calm and relaxed
	Baby is restless or crying

	Baby reaches for or roots to breast if hungry
	Baby does not reach or root

	 
	 

	Breasts
	Breasts

	Breasts look healthy
	Breasts look red, swollen or sore

	No pain or discomfort
	Breasts or nipple painful

	Breast well supported with finger
	Breast held with fingers on areola away from nipple

	 
	 

	Baby's Position
	Baby's Position

	Baby's head and body in line
	Baby's neck and head twisted to feed 

	Baby held close to the mother’s body
	Baby not held close

	Baby's whole body supported
	Baby supported by head and neck only

	Baby approaches breast, neck to nipple 
	Baby approaches breast, lower lip/chin to nipple

	 
	 

	Baby's attachment
	Baby's attachment

	More areola seen above baby's top lip
	More areola seen below bottom lip

	Baby's mouth wide open
	Baby's moth not wide open

	Lower lip turned outwards
	Lip pointing forward or turned in

	Baby's chin touching breast
	Baby's chin not touching breast 

	 
	 

	Suckling
	Suckling

	Slow, deep sucks with pauses
	Rapid shallow sucks

	Cheeks round when suckling
	Cheeks pulled in when suckling

	Baby releases breast when finished
	Mother takes baby off breast

	Mother notices signs of oxytocin reflex
	No signs of oxytocin reflex noticed



[bookmark: _Toc128340393][bookmark: _Toc128342453][bookmark: _Toc130727380]Annex 4:  WHO Classification of Food Groups for Children
Guidance on dietary diversity for complementary feeding for children aged 6-23 months.

	
	Food group classification for children by WHO
	Food sources

	1
	Grains and grain products and all other starchy foods
	Cassava, millet, sorghum, maize, rice, wheat, potatoes

	2
	Pulses/legumes 
	Dried beans, lentils, dried peas, nuts and seeds

	3
	Dairy and dairy products
	milk, yogurt, cheese

	4
	Flesh foods 
	Camel, beef, goat, fish, poultry, liver or other organs

	5
	Eggs
	Chicken eggs

	6
	Vitamin A rich fruits and vegetables
	Pawpaw, watermelon, carrots, pumpkins, orange fleshed sweet potatoes

	7
	Other fruits and vegetables
	Pineapple, oranges, cabbage, bananas


[bookmark: _Toc128340394][bookmark: _Toc128342454][bookmark: _Toc130727381]Annex 5: BMS Prescription Referral Form
Guidance on a prescription after a full assessment has been completed and all options have been exhausted then a referral must be created and sent to the Trained Health Worker using this BMS Referral Form           
	Referral Information                        
Referral Date: _____/_____/______                          Referral Follow-up Completed:     Yes       /      No

	
Referring  health facility/Agency: ________________________________                               
Referred by (name): ______________________________
Job Title/Designation: _____________________________
Location: ________________________________________
Contact Information/Phone Number: _________________
	
Referral to Service/ Facility: ______________________________
Location: _____________________________________________ 
Contact Information/ Phone Number: ______________________


	
When to Attend: Immediately/ Date:  ________________________________
Referral Transportation Plan:  Self/ Referring Agency Supported Transport. 


	Person of Concern Details

	Child Name: ______________     
Sex:  ☐ Male         ☐ Female
Child Age in Months:________
	Mother/Caregiver Name:
___________________________________
Contact Details/Telephone Number: ___________________________________        

	Mother/Caregiver location/address:       
_____________________________________________________
_____________________________________________________
_____________________________________________________                              

	IYCFE/OTP/SC or Health Facility Identification Number#:___________________________

	Is the Full Assessment form Included with this referral form?      Yes   /   No
Always ensure that the Full Assessment is sent along with this form to the SC in charge and follow-up in completed between the referring and receiving agencies and that a transportation is in place for the referral.

	REFERRAL CRITERIA

	Temporary BMS indication:
During relactation
Transition from mixed feeding to exclusive breastfeeding
Short-term separation of infant and mother
Short-term waiting period until wet nurse or donor human milk is available 

	Longer-term BMS indication:
Infant not breastfed pre-crisis
Mother not wishing or unable to relactate
Infant established on replacement feeding in the context of HIV
Orphaned infant
Infant whose mother is absent long-term
Specific infant or maternal medical conditions[footnoteRef:1] [1: 
] 

Very ill mother
Infant rejected by mother
A survivor of Gender Based Violence not wishing to breastfeed.


	



Part One: To be completed at referring site and sent to the referral agency (SC in charge) as well as kept in referring agency records for follow-up

---------------------------------------------------------------------------------------------Cut here -------------------------------------------------------------------------------------------------
Part Two: To be completed at referring site and given to caretaker (as record of next steps and to show the referral facility)

Child’s Name________________________        Caregiver Name:________________________________   
Referring Agency:______________________    Referring Agency Contact Details: __________________  

Name of Referral Facility: _______________________________ Location: _________________________
Contact Details: _________________________________________________
When to Attend: Immediately/ Date:  ________________________________
Referral Transportation Plan:  Self / Referring Agency Supported Transport. 

Reason for Referral:	
· Temporary BMS indication:
· During re-lactation
· Transition from mixed feeding to exclusive breastfeeding
· Short-term separation of infant and mother
· Short-term waiting period until wet nurse or donor human milk is available 
· Longer-term BMS indication:
· Infant not breastfed pre-crisis
· Mother not wishing or unable to re-lactate
· Infant established on replacement feeding in the context of HIV
· Orphaned infant
· Infant whose mother is absent long-term
· Specific infant or maternal medical conditions[footnoteRef:2] [2: 
] 

· Very ill mother
· Infant rejected by mother
· A survivor of Gender Based Violence not wishing to breastfeed.


Recommendations for Follow-up: --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
[bookmark: _Toc128340395][bookmark: _Toc128342455][bookmark: _Toc130727382]Annex 6. Example of a simple rapid assessment
Mother/Caregiver name: ____________________
Ask: 
• How old is the baby? _________ Months
• How is the baby being fed?
Please list all liquids and foods the baby received since yesterday.
• Note if baby is breastfed � yes � no
• If not:
a. Has the baby ever been breastfed? � yes � no
b. Is the baby able to suckle the breast? � yes � no
• If yes:
c. Have you had any difficulties with breastfeeding?
� yes ___________ � no ____________ (indicate)
Look:
• Does the baby look very thin? � yes � no
• Is the baby lethargic, perhaps ill? � yes � no
Reasons to refer for full assessment: 
� Not breastfed
� Breastfed but feeding is not age-appropriate (e.g., under 6 months
and not exclusively breastfed; over 6 months and given no
complementary foods)
� Baby unable to suckle the breast
� Mother has difficulties with breastfeeding
� Mother requests breastmilk substitutes
� Baby visibly thin, lethargic or ill; mother visibly thin or ill.
� Baby lethargic, perhaps ill
[bookmark: _Toc128340396][bookmark: _Toc128342456][bookmark: _Toc130727383]Annex 7: Care Action Plan for Mother/Caregiver and Baby Receiving Skilled Support and BMS
Care Action Plan for Mother/Caregiver And Baby Receiving Skilled Support And BMS 
(Note: This form is to be completed after a Full Assessment. This care plan may be used for temporary BMS use as well as full BMS use)

Name of designated IYCF-E counselor/HCW ________________________
Location: ________________________________________________
IYCF-E Registration Number: ________________________________
Child’s name ____________________________________________	
Child’s Sex   M/F 
Child’s DoB __________  Age/months ___________
Mother/ Caregiver’s name ____________________ 
Relationship to child__________________________
Address_____________________________________
Telephone: ___________________________________
Date of initial full assessment of mother-baby pair:___________
Main findings of assessment:

Recommendations for feeding: 
· Continuing Supportive Care
· Basic Aid 
· Further Help Baby refusing the breast
· Further Help Restorative care for the mother (needs emotional / extra support)
· Further Help Wet nursing
· Further Help Relactation
· Further Help Breast conditions 
·  Further Help Supported artificial feeding 
· Further Help Complementary Feeding

Referral / Specialized Support: 
Medical treatment/Therapeutic feeding 
Other – specify ____________

IYCF-E Reg. No. ___________________ Child’s name:  ___________________Date of birth_______
Mother/Caregiver’s name: ______________________Relationship to child________________
FOLLOW UP / MONITORING FOR EACH CONTACT:
Choose frequency of follow up according to each child/carer’s situation, start more frequently and then aim for weekly contacts.  Add new card if necessary, e.g if continuing support to an artificially fed infant. For a fully artificially fed child this form MUST be used until BMS support is completed, until relactation or wet nursing is fully established or until the child graduates from the BMS prescription programme (at 6 months of age).
	Date
	
	
	
	
	
	

	Health & Weight of child (kg) (if part of programme)
	
	
	
	
	
	

	Date / time / place of next contact
	
	
	
	
	
	

	Notes  and Agreed Actions for next visit (1 or 2
	
	




	
	
	
	

	Progress from last visit
	
	



	
	
	
	





Checklist for counselling on BMS (ensure that information from the Full Assessment of Mother-Baby Pair is used to inform the discussions below and to highlight any additional issues):
	Item to discuss (initially and to ensure on subsequent visits if needed)
	Check
(date)

	What BMS will be given, when and where to receive it.
	

	What extra resources they will need to prepare BMS and how they will obtain these (Always ensure a plan is in place for ALL resources required for artificial feeding use)
	

	How much and how often to feed BMS
	

	How to keep feeding utensils clean and safe
	

	How to prepare and store the feeds
	

	The advantages of cup feeding and how to cup feed
	

	Warning of the potential hazards of using BMS. 
	

	Demonstrate
	

	Care worker should demonstrate appropriate preparation of a BMS feed in the home
	

	Check that
	

	The caregiver has been observed making a feed
	

	The caregiver has been observed cup feeding 
	



Checklist for follow up visits (write findings in visit notes)
	Check and discuss

	Infant health status, weight, and MUAC

	Observe feed preparation: Check hygiene and it is as safe as possible 

	Observe a feed: Check feeding is appropriate including cup feeding

	Find out any difficulties the caregiver may be facing and discuss practical solutions and/or refer for appropriate support

	Check for warning signs of misuse of infant BMS (e.g. over concentration, over-dilution, formula being shared, etc)


[bookmark: _Toc128340397][bookmark: _Toc128342457][bookmark: _Toc130727384]Annex 8: BMS Resource Kit

How to use a BMS Resource Kit
The items in the BMS Resource Kit are essential when supporting caregivers to make infant formula using powder at home.  Powdered infant formula needs to be made using a specified amount of formula and boiled water no less than 70 degrees centigrade and then cooled rapidly before feeding to the infant. 

Cup feeding is safer in an emergency. Feeding bottles should not be used. 

Things to avoid

Breastfeeding saves lives, especially in emergencies and therefore any activities that may undermine breastfeeding such as providing a BMS Resource Kit must be undertaken sensitively and in a way that minimizes this risk e.g. discretely. Providing breastfeeding mothers with something of equivalent or greater value to support breastfeeding should be seriously considered (see below). 

Care should be taken when cup feeding – this can take time to learn but is very successful. Using the spoon to feed the baby can also be successful but is slower and the spoon should NOT be used to force open the baby’s mouth and may hurt the baby. Cup feeding following the guidelines is recommended. 

Consider purchasing at the same time
Provision of powdered infant formula (PIF) should be carefully considered. PIF should be provided with the scoop from the manufacturer. 

In order to ensure that breastfeeding is not undermined in emergencies by providing PIF to support caregivers of infants that have no possibility to be breastfed, then breastfeeding mothers should receive something of greater or equal value. The nature of this will depend on programming and what is valued by mothers in that context but may be vouchers, food, clothes.

BMS Resource Kit Items

	Item Description  
	Unit
	QTY

	General Equipment & Supplies
	
	



	High quality thermos flask (Optional – depending on the situation)
	Pce
	2

	Large cup (or jar with wide opening) for infant formula 
	Pce
	1

	Measuring scoop for water (Note: This can be a steel cup or glass with a line etched on it to indicate the exact amount of water to be mixed with one scoop of formula powder, as indicated by the manufacturer.)
	Pce
	1

	Paper napkins (approximately 2 per feed x 8 feeds a day =16 + 5 extra a day to clean preparation area = 21 a day)
	Pce
	21 paper napkins a day

	Water Purification Treatment (Aquatab) if necessary
	Tablet
	N/A

	Shallow bowl (to contain safe cold water for cooling the feed) 
	Pce
	1

	Small pot/kettle (for boiling water)
	Pce
	1

	
	
	

	Small spoon
	Pce
	1

	Small cup/medicine cup for cup feeding infant
	Pce
	1

	Small basin (for washing equipment) 
	Pce
	1

	Soap (for washing hands and equipment) – when runs out it should be replaced. 
	Pce 
	2

	Solid plastic box with lid (for storage.  Preferably with a smooth flat lid which can be used as a washable preparation surface. If it does not have a smooth flat lid then plastic sheeting will be needed as a preparation surface)
	Pce
	1

	Jerry can (20L)
	Pce
	1

	Water (approx. 3 litres per day if using PIF) 
	Pce
	N/A

	Fuel (wood, charcoal, electricity) for boiling water
	Pce
	N/A

	Guidelines for caregivers on using infant formula (BMS)  (in Annex Nigeria MICYN-E Guidance)
	Pce
	1



[bookmark: _Toc128340398][bookmark: _Toc128342458][bookmark: _Toc130727385]Annex 9: BMS Prescription Card

Prescription Card for infant milk formula[footnoteRef:3] [3: 
] 

                           
Date: _____/_____/______      
                                 
	POC INFORMATION

	Child Name: ____________     ___________     
                                First Name        Last Name
Sex:  ☐ Male         ☐ Female
	
Mother Name: ____________         ______________  
                              First Name                               Last Name
Address:   __________________________         
	
DOB:  _____/_____/______           Tel. No. _______________________        
                      DD     MM     YYYY                  Programme #:________________
                                                     

	REFERRAL CRITERIA

	☐ Social – No need for breast examination: For permanent infant condition no breast examination is needed (Only prescription).   
	  ☐ Medical – Breast examination (For temporary infant conditions and mother conditions).

	PRESCRIPTION CRITERIA

	NON-MEDICAL – NO breast EXAMINATION
	MEDICAL – (To Be Filled by Health Provider, Midwife or Pediatrician )

	☐ Child is orphaned - wet-nursing is not possible.
☐ Child is temporarily or permanently separated from mother.
☐ Mother has stopped breastfeeding and re-lactation is:
              ☐ ongoing or  ☐ failed.
☐ Infant rejected by mother
☐ Infant refuse breast milk	

	Infant conditions (permanent – special formula needed):
☐ Galactosemia ☐ Maple syrup urine disease 
☐ Phenylketonuria
☐a syndrome or an inborn error in metabolism
Infant conditions (Temporary):
☐ low birth weight (1.5 < gm)
☐ pre-term infant (< 32 weeks of gestational age)
☐ Newborn at risk of hypoglycemia
Mother conditions - with Breast Feeding (Temporary):
☐ Breast abscess   ☐ Hepatitis B   ☐ Hepatitis C
☐ Mastitis                ☐ TB                   ☐ Substance use         ☐Engorged breast, flat/inverted nipples
Mother conditions- No Breast Feeding (Temporary):
☐ Severe illness
☐ Medication contra indication[footnoteRef:4] [4: 
] 

☐ Herpes simplex virus type 1 (HSV-1)

	Prescription (to Pharmacy)

	Date of Prescription: _____/_____/______
                                           DD     MM     YYYY                
Child Name : ____________     ___________        DOB:  _____/_____/______          Sex:  ☐ Male    UNHCR #:________________      
                                   First Name        Last Name                                                     DD     MM     YYYY                          ☐ Female   
Qty in Ml/ Day: _____            Number of Days: _____             Total Qty (tin): _______                   
 
Date of follow up: _____/_____/______                                  
                                  DD      MM   YYYY

IYCF counselor name: __________________________                                               Staff Name:  ____________________(pediatrician/midwife)
                      Signature: __________________                                                               Signature: __________________


	SC Manager or LGA Nutrition Manager Approval

	                                                                                                                                           Official Stamp
Date: _________________________________________________
Name: ________________________________________________
Organisation:_________________________________________
Job Title: _____________________________________________
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Example of a Generic Label for Powdered Infant Formula
The details will need to be changed according to the size of the powdered infant formula tin and the manufacturer’s details. The label MUST be in the local language.
INFANT FORMULA
Suitable from birth

IMPORTANT NOTICE – WARNING!
A mother’s breastmilk is always the best food for her infant.  
Only use this milk if there is a medical reason to do so or if it is not possible for the baby to have breastmilk.
 
The milk in this tin is similar to all the brands of infant formula on sale.  It is made from dried cow’s milk and is suitable for babies from birth.  When mixed with clean boiled drinking water it will provide all the food a baby needs until about six months of age. There is no need to add other foods unless this is advised by a health worker.  However, like all artificial formulas it does not contain the living antibodies which are in mother’s milk.  It will not protect your baby against infections (such as diarrhoea, coughs or colds).

Consult an independent* health worker before you stop breastfeeding or before you give any infant formula to your baby.  This product  should be used only after following the advice or a health agent who should also give you instructions on the proper methods to use this product.  Once you start using this milk it might not be easy to start breastfeeding again.  (*People working for baby food and feeding bottle companies should not give you advice on how to feed your baby).)

This product must not be used after date printed at the bottom of the tin/pack.  Keep in a cool, dry place with the lid (or seal) tightly closed.  (Production date, batch no, etc.) 
[Address of factory manufacturing and packing this product, in 6 point type, no logo]    
500gggg

         
	                                        
[bookmark: _Toc128340400][bookmark: _Toc128342460][bookmark: _Toc129636321][bookmark: _Toc129637294][bookmark: _Toc130724839][bookmark: _Toc130725970][bookmark: _Toc130727387]IMPORTANT WARNING

USE THIS MILK ONLY IF YOU CAN SAY YES TO ALL THESE QUESTIONS:

ü Is there a medical reason why you should not breastfeed?

ü Can you understand all the instructions on this tin?

ü Do you have everything you need to make this milk up properly?  For example, it will be very difficult if you do not have a water supply to your home.

ü Will you be able to get enough powder to last your baby until she/he is about six months old?  You will need about forty 500 gram tins for six months.

· UNBOILED WATER AND UNCLEAN CUPS CAN MAKE YOUR BABY ILL.                 
DO NOT KEEP LEFTOVER MILK – Drink it yourself or give it to an older child.  It will become unclean and unsafe for your baby if you try to keep it for another feed.

·   If you use TOO MUCH powder your baby could become dehydrated and sick.  If you do not use ENOUGH your baby will not get enough food. 

NUTRITIONAL INFORMATION

INGREDIENTS: dried cow’s milk, lactose, vegetable oil, whey, calcium citrate, potassium citrate, sodium chloride, calcium carbonate, potassium carbonate, vitamin C, L-arginine, calcium chloride, magnesium carbonate, ferrous lactate, vitamin E, niacin, zinc sulphate, pantothenate, copper sulphate, vitamin A, vitamin B6, vitamin B1, follacin, potassium iodide, vitamin K1, biotin (vitamin H), vitamin D3, vitamin B12.

Analysis per 100 ml prepared feed [details to be added by manufacturers]
Energy
Protein
Carbohydrate
Fat
Fibre
Sodium

	BMS needs 
The table shows approximately how much prepared formula (commercial or home-prepared) an infant needs at different ages in the first six months, based on a requirement of 150ml/kg/d.             

	Amount of prepared formula an infant needs per day

	Age of infant in months
	Weight in Kilos*
	Amount of formula per day
	Number of feeds per day
	Size of each feed in mls**

	0-1
1-2
2-3
3-4
4-5
5-6
	3
4
5
5
6
6
	450ml
600ml
750ml
750ml
900ml
900ml
	8
7
6
6
6
6
	60ml
90ml
120ml
120ml
150ml
150ml


* Always use the actual weight of the infant to calculate feed amounts, even if the infant’s weight is very different to what you expect for their age
**Amounts rounded for ease of measurements, and therefore approximate. Differences between columns amounts to plus or minus 30ml per day variation

	Approximate amounts of milk needed to make formula per month*

	Age of infant in months
	Prepared formula ml/day
	Commercial	formula
powder needed**

	0-1
	450ml
	2 kg

	1-2
	600ml
	3 kg

	3-5
	750ml
	      3.5 kg

	5-6
	900ml
	4 kg


*In addition, specified amounts of water are needed according to manufacturer’s instructions.
**Amounts are rounded for ease of measurement, and are therefore approximate


HOW TO FEED A BABY WITH A CUP
· Hold your baby sitting or half sitting on your lap.
· Keep a small cup of milk near the baby’s lips. Tilt the cup until the milk touches his lips. The cup should rest gently on the baby’s lower lip and the edges of the cup should rest on the outer edge of the upper lip of the baby.    
· This will alert the baby, who will open his mouth and eyes. A baby born too small will begin to lick the milk with his tongue. A baby born at term or older will suck up the milk, but a little milk will fall from his lips.          
· Do not pour the milk into the baby's mouth. Continue to hold the cup near the lip of the baby, allowing him/her to drink.
· When the baby has had enough, he/she closes his mouth and refuses to take more. A baby who has not drunk enough during a meal may take more the next, or you can increase the frequency of meals.
· Measure the consumption of the baby per day rather than per meal







[bookmark: _Toc128340401][bookmark: _Toc128342461][bookmark: _Toc130727388]Annex 11: Powdered infant formula preparation instructions
Follow these carefully
[image: ]

				1. Wash your hands with soap and water


[image: ]
2. Boil safe water until it reaches a rolling boil. Allow it to boil for 2 Minutes



[image: ]
3. Pour boiling water over mixing cup, smaller feeding cup and mixing spoon. Do not use a feeding bottle.



[image: ]
4. Pour the correct amount of boiled water into the cup. This water should not be less than 70°C so do not leave it for more than 30 minutes after boiling


[image: ]

5. Fill the small scoop with powder. Add to the water. Mix thoroughly.


[image: ]
6. Cool the feed quickly by placing the cup into a shallow bowl of safe cold water. Ensure the water level is below the rim of the cup. When the cup feels just warm, dry the outside of the cup

[image: ]


7. Check the temperature of the feed before giving it to the child


[image: ]

8. Hold your baby close to you and give as much milk as he/she wants. Do not pour milk quickly into his/her mouth – let him/her sip slowly


[bookmark: _Toc128945294][bookmark: _Toc130727389]Annex 12: MIYCAN Policies, Documentation, Reporting and Supportive Supervision Tools
Protocol for micronutrient support
Vitamin A
Key message for mothers/caregivers: Vitamin A protects immunity, reduces the risk of children dying from common childhood diseases and prevents blindness.
Higher doses of Vitamin A supplementation than recommended can result in toxicity
	P R E V E N T I O N

	A.TO PREVENT VITAMIN A DEFICIENCY
HIGH DOSE OF VITAMIN A SUPPLEMENTATION DURING PREGNANCY SHOULD BE AVOIDED BECAUSE IT CAN CAUSE MISCARRAIGE AND BIRTH DEFECTS.

	 Age Group
	Dose
	Duration

	Infants 6 to 11 months
	100,000 IU
3 drops from red capsule or 1 blue capsule
	single dose every 4-6 months

	Children 12 to 59 months

	200,000 IU
1 red capsule or 2 blue capsules
	single dose every 4-6 months

	T R E A T M E N T

	 B. FOR TREATMENT OF CHILDREN  WITH PROLONGED OR SEVERE DIARRHOEA, ARI, CHICKEN POX, SEVERE MALNUTRITION AND OTHER SEVERE INFECTIONS. 
DO NOT GIVE IF: IF OEDEMA IS PRESENT OR IF CHILD RECEIVED VITAMIN A WITHIN LAST 4-6 MONTHS.

	Infants < 6 months of age (if not breastfed)
	50,000 IU 
1 white capsule
	single dose

	Infants 6 to 11 months
	100,000 IU 
3 drops from red capsule or 1 blue capsule
	single dose

	Children 12 months or older

	200,000 IU 
1 red capsule or 2 blue capsules
	single dose

	C. FOR TREATMENT OF MEASLES.

	Infants < 6 months

	50,000 IU 
1 white capsule
	1 dose immediately (Day 1)
1 dose next day (Day 2)
1 dose after 2 weeks, if eye signs are present (Day 15)

	Infants 6 to 11 months

	100,000 IU 
3 drops from red capsule or 1  blue capsule
	1 dose immediately (Day 1)
1 dose next day (Day 2)
1 dose after 2 weeks, if eye signs are present (Day 15)

	Children 12 months and older

	200,000 IU 
1 red capsule or 2 blue capsules
	1 dose immediately (Day 1)
1 dose next day (Day 2)
1 dose after 2 weeks, if eye signs are present (Day 15)


Habraaca
TAAGEERIDA NAFAQOOYINKA YAR YAR
FITAMIN A
	KAHORTAGA

	A.KAHORTAGA IN AY QOFKA KUYARAATO FITAMIN A-GA
QIYAASTA BADAN EE FITAMIN A-GA XILIYADA UURKA WAA IN LAGAFOGAADAA SABABTOO AH WAXAY KEENI KARTAA ILMAHA OO SOODHACA AMA NUQSAAN KUDHASHAAN

	 DA’DA
	QIYAASTA
	MUDADA

	Dhalaanka jira
 6 ilaa 11 bilood
	100,000 IU
3 dhibcood kaabsool-ka cas ama 1 xabo kaapsool-ka buluuga ah
	[bookmark: OLE_LINK1][bookmark: OLE_LINK2]hal qiyaas 4-6 dii bil kasta

	caruurta jirta 
12 ilaa 59 bilood

	200,000 IU
1 kaapsool-ka cas ama 2 kaapsool oo buluug ah.
	hal qiyaas 4-6 dii bil kasta

	DAAWEYNTA

	 B. DAAWEYNTA CARUURTA  EE QABA SHUBANKA DABADHEERAADAY AMA DARAN, XANUUNKA NEEFMAREENKA, FURUQA, NAFAQO XUMI AAD U DARAN IYO CAABUQYO DARAN. 
HASIININ: HADDII UU BARAR JIRO AMA CANUGA HADDII UU SOOQAATAY FITAMIN A 4-6 DII BILOOD EE UGU DAMBEYSAY.

	Dhalaanka jira
kayar < 6 bilood (waa haddii aan naaska lanuujin)
	50,000 IU 
1 kaabsool-ka cadaanka ah
	hal qiyaas

	Dhalaanka jira
 6 ilaa 11 bilood
	100,000 IU
3 dhibcood kaabsool-ka cas ama 1 xabo kaabsool-ka buluuga ah
	hal qiyaas

	caruurta jirta 
12 ilaa 59 bilood
	200,000 IU
1 kaabsool-ka cas ama 2 kaapsool oo buluug ah.
	hal qiyaas

	C. KUDAAWEYNTA JADEECADA

	Dhalaanka jira
 < 6 bilood 
	50,000 IU 
1 kaabsool-ka cadaanka ah
	[bookmark: OLE_LINK3][bookmark: OLE_LINK4]1 qiyaas marka hore (maalinta 1aad)
1 qiyaas maalinka xiga (maalinta 2 aad)
1 qiyaas 2 isbuuc kadib, waa haddii calaamadaha xanuunka indhaha uu jiro (maalinta 15 aad)

	Dhalaanka jira
 6 ilaa 11 bilood

	100,000 IU
3 dhibcood kaabsool-ka cas ma 1 xabo kaapsool-ka buluuga ah
	1 qiyaas marka hore (maalinta 1aad)
1 qiyaas maalinka xiga (maalinta 2 aad)
1 qiyaas 2 isbuuc kadib, waa haddii calaamadaha xanuunka indhaha uu jiro (maalinta 15 aad)

	caruurta jirta 
12 ilaa 59 bilood

	200,000 IU
1 kaabsool-ka cas ama 2 kaapsool-ka buluuga ah.
	1 qiyaas marka hore (maalinta 1aad)
1 qiyaas maalinka xiga (maalinta 2 aad)
1 qiyaas 2 isbuuc kadib, waa haddii calaamadaha xanuunka indhaha uu jiro (maalinta 15 aad)


Fariin muhiim u ah hooyooyinka/xanaaneeyaha: Fitamin A wuxuu dhisaa difaaca jirka, wuxuu yareeyaa halista dhimasho ee caruurta qaba xanuunada ay caruurta u dhintaan iyo kahortagida indha la’aanta.
In laqaato qiyaas Fitamin A inkabadan intii lagutaliyey waxay keeni kartaa sumowbid
Protocol for Micronutrient Support
Multiple Micronutrient Tablets
Key message for women: These tablets contain a number of vitamins and minerals that will make you and your baby strong and healthy.
	P R E V E N T 

	A. TO PREVENT MICRONUTRIENT DEFICIENCIES	

	Age Group
	Dose
	Duration

	Pregnant Women

	1 tablet daily
.
	For duration of pregnancy

	Lactating Women
	1 tablet daily
	Until infant is 6 months old

	Adolescents and other women of child-bearing age

	1 tablet daily
	No limit

	Advise women to take the multiple micronutrient tablet with a meal to avoid any side-effects of nausea  



KANIINIYAASHA NAFAQADA YAR YAR KAKOOBAN
	KAHORTAG

	A. KAHORTAGIDA NAFAQOOYINKA YAR YAR IN UU YARAADO	

	 DA’DA
	QIYAASTA
	MUDADA

	Haweenka Uurka leh

	1 kaniini maalintii
.
	inta lagu guda jiro uurka

	Haweenka nuujinaya
	1 kaniini maalintii
	ilaa dhalaankeeda uu ka gaarayo 6 bilood

	dhalinyarada iyo haweenka kujira da’da dhalida
	1 kaniini maalintii
	xad malahan

	kulatali haweenka in kaniiniyaasha nafaqada yar yar kakooban ay kulaqaataan cunto si ay ogafogaadaan waxyeeladiisa sida lalabada.


Fariimo muhiim u ah haweenka: kaniiniyadaan waxay kakooban yihiin tiro Fitamiino iyo macaadiin ah kaasoo kadhigeysa adiga iyo canugaaga mid xoog leh cafimaadna qaba.

ZINC
Key messages: Emphasize the need to ensure handwashing with soap or ash after visiting the toilet and before preparing or eating food. 
	T R E A T M E N T 

	A. TO TREAT DIARRHEA	
Zinc supplementation and ORS are not advised for children with severe acute malnutrition

	Age Group
	Dose
	Duration

	Infants < 6 months
	½ tablet (10mg)  per day
	10 to 14 days

	Children > 6 months and beyond
	1 tablet (20mg) per day
	10 to 14 days

	Advise the mother on how to prepare and give the zinc. Also provide at least 2 sachets of ORS to take during diarrheal illness. 
Refer to IMAM guidelines for how to manage cases of diarrhea in children who are severely malnourished



Habraaca
TAAGEERIDA NAFAQOOYINKA YAR YAR
ZINC 
	DAAWEYNTA

	A. DAAWEYNTA SHUBANKA
Zinc iyo ORS lagumatalinayo in lasiiyo caruurta qaba nafaqo yarida aadka u daran.

	 DA’DA
	QIYAASTA
	MUDADA

	Dhalaanka <6 bilood
	½ haaf kaniini (10mg) maalintii
	10 ilaa 14 maalmood

	Caruurta > 6 bilood iyo kasiisareeya
	1 kaniini (20mg) maalintii
	10 ilaa 14 maalmood

	talo kasiiyo hooyada sida loodiyaariyo loonabixiyo Zinc. Sidoo kale sii uguyaraan 2 xidhmo oo ORS ah oo laqaadanayo xiliga xanuunka shubanka uu jiro.
Refer to IMAM guidelines for how to manage cases of diarrhea in children who are severely malnourished
ka eeg “Habraac Hagida IMAM” sida loolatacaalo shubanka ee qaba caruurta nafaqo yaridoodu daran tahay.


Fariimo muhiim ah: Dhiira gali baahida looqabo in laxaqiijiyo gacmaha in lagudhaqo saabuun ama dambas kadib isticmaalka musqusha iyo kahor diyaarinta ama cunida cuntada. 

DEWORMING
Key messages: To avoid re-infection, emphasize the need to ensure handwashing with soap or ash after visiting the toilet and before preparing or eating food. 
	   PREVENTION & TREATMENT

	A. TO PREVENT or TREAT INFESTATIONS


	Age Group
	Dose
	Duration

	Infants < 12 months
	Do not give any deworming drugs!
	N/A

	Children 12-23 months
	½ tablet of Albendazole (400 mg) 
	single dose

	Children 24 months & older
	1 tablet of Albendazole (400 mg) 
	single dose

	Pregnant Women (from the 2nd trimester ONLY)
	1 tablet of Albendazole (400 mg) 

	single dose




-GOORYAAN DILID-
	KAHORTAG & DAAWEYN

	A. KAHORTAGA IYO DAAWEYNTA JEERMISKA


	 DA’DA
	QIYAASTA
	MUDADA

	Dhalaanka <12 bilood
	Hasiin daawooyinka gooryaanka
	Malahan

	Caruurta 12-23 bilood 
	½ half kaniini oo Albendazole (400 mg) ah
	Hal qiyaas

	Caruurta 24 bilood & kasiiweyn
	1 kaniini oo Albendazole (400 mg) ah
	Hal qiyaas

	Haweenka Uurka leh (lagabilaabo teeramka 2 aad oo KALIYA)
	1 kaniini oo Albendazole (400 mg) ah 

	Hal qiyaas 


Fariimo Muhiim ah: si loogahortago in uu jeermiska soolaabto, dhiira gali baahida looqabo in laxaqiijiyo gacmaha in lagudhaqo saabuun ama dambas kadib isticmaalka musqusha iyo kahor diyaarinta ama cunida cuntada. 
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Infant and Young Child feeding Registration 
This tool will be used in the health facility at child welfare clinic and during outreaches. 
[image: ]
Pregnant and Lactating women
This tool will be used in the health facility at ANC service delivery point and during outreaches. 
[image: ]
IYCF Community Worker Tool 1: IYCF Assessment
	
	Name of Mother/
Father/Caregiver
	Name of Child
	Age of child
(completed months)
	Number of
older
children

	
	
	
	
	

	Observation of
mother/
caregiver
	

	Child Illness
	Child ill
	Child not ill
	Child recovering

	Growth Curve
Increasing
	Yes
	No
	Levelling off/Static

	Tell me about
Breastfeeding
	Yes
	No
	When did BF stop?
	Frequency: times/day
	Difficulties: How is breastfeeding going?

	
	
	
	
	
	

	Complementary foods
	Is your child getting anything else to eat?
	What
	Frequency: times/day
	Amount: How much (Ref. 250 ml)
	Texture: How thick/consistent

	
	Grains and grain products and all other starchy foods
	
	
	
	

	
	Pulses/legumes 
	
	
	
	

	
	Dairy and dairy products
	
	
	
	

	
	Flesh foods 
	
	
	
	

	
	Eggs
	
	
	
	

	
	Vitamin A rich fruits and vegetables
	
	
	
	

	
	Other fruits and vegetables
	
	
	
	

	Liquids
	Is your child getting anything else to drink?
	What
	Frequency: times/day
	Amount: How much (Ref. 250 ml)
	Bottle use? Yes/No

	
	Other milks
	
	
	
	

	
	Other liquids
	
	
	
	

	Other challenges?
	

	Mother/caregiver assists child
	Who assists the child when eating?
	

	
	Feeds baby
using a clean
cup and spoon
	Washes hands with clean, safe water and
soap before preparing food, before eating, and
before feeding young children
	Washes child’s hands with
clean, safe water and soap
before he or she eats




[bookmark: _Toc128818395][bookmark: _Toc128945295][bookmark: _Toc129636324][bookmark: _Toc129637297][bookmark: _Toc130727390][image: ]





Supportive Supervision/Mentorship Tool 1: Observation Checklist for IYCF Counselling
Name of Community Worker: __________________Position: ____________________________
Community/Location: __________________ Name of Supervisor/Mentor: _________________
Date of visit: __________________
	Did the Community Worker
	1=Satisfactory
0=Not satisfactory
	Comments

	1. Communication Skills

	Use Listening and Learning skills:
· Use helpful non-verbal communication
· Asks open questions
· Use responses and gestures which show interest 
· Reflects back what the mother says
· Show empathy shows that she understands how the client feels
· Avoids words which sound judging
Use Building Confidence and Giving Support skills:
· Accept what mother/father/caregiver thinks and feels
· Recognize and praise what a mother and baby are doing right. 
· Give practical help
· Give little, relevant information
· Use simple language
· Make one or two suggestions, not commands
	
	

	SCORE: Communication Skills
	
	

	2. Infant Age

	· Obtain correct infant age
	
	

	SCORE: Infant Age
	
	

	3. 3-Step Counselling Process Step I. Assess

	Breastfeeding (with mother):
· Assess the current breastfeeding status
· Check for breastfeeding difficulties
· Observe a breastfeed (if necessary)
Complementary feeding at appropriate age:
· Assess AFATVRH
· Assess ‘other fluid’ and ‘other food’ intake
· Assess use of bottle feeding
Complete Assessment before going on to Analyze
	
	

	SCORE: Assessment Skills
	
	

	4. 3-Step Counselling Process Step II. Analyze

	Identify and prioritize any difficulties stated by
mother/caregiver or deviation from age-appropriate
recommended practices
	
	

	SCORE: Analysis Skills
	
	

	5. 3-Step Counselling Process Step III. Act
	
	

	Praise the mother/father/caregiver for positive
practices
· Discuss limited and relevant information
· Encourage mother/caregiver to try new practice; Agree upon action
	
	

	SCORE: Act Skills
	
	

	Did the Community Worker
	1=Satisfactory
0=Not satisfactory
	Comments

	6. Appropriate Use of Materials & Content according to age and situation of child

	Appropriate use of materials (CC)
	
	

	Breastfeeding: Explain to and support a mother to:
· Practice recommended breastfeeding practices
· Position and attach at breast
·  Help mother determine effective suckling
	
	

	Counsel a pregnant woman about breastfeeding
· Explain how to initiate and establish breastfeeding
· Sensitize and encourage the pregnant woman of
· unknown HIV status to be tested for HIV
	
	

	Help a mother initiate breastfeeding within the first
hour:
· Skin-to-skin contact immediately after birth
· Help mother with positioning and attachment
	
	

	Other skills: Explain how to
· Express breast milk by hand
· Identify, prevent, determine causes and overcome difficulties
	
	

	Complementary Feeding: Help implement
complementary feeding (CF), following the
characteristics of CF for age group:
· Show how to add micronutrient supplements for home fortification (country specific)
	
	

	Women’s Nutrition -- Help a mother achieve
adequate nutrition during pregnancy and lactation:
· Implement other supporting interventions: malaria; other parasites: deworming, footwear, faeces disposal; rest/decreased workload
	
	

	Infant Feeding in the Context of HIV
Help an HIV-infected woman:
· Breastfeed exclusively and optimally (according to
· national protocol)
· Refer for additional help, as appropriate
	
	

	SCORE: Appropriate Use of Materials &
Content
	
	

	TOTAL SCORE: Individual Counselling
	_________________ (of 6 Possible points)
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[bookmark: _Toc128945296][bookmark: _Toc129636325]WHO Growth Monitoring tools for boys and girls
Weight for Age Growth chart for girls
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Weight for Age Growth chart for boys
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Height/Length for Age Growth chart for girls
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Height/Length for Age Growth chart for boys[image: ]

Weight for length/height Growth chart for girls
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Weight for length/height Growth chart for boys
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STEP ONE Cut along this ine with blade
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TABLE 1. RECOMMENDED NUTRIENT INTAKE (RNI) OF
EACH MICRONUTRIENT PER DOSE FOR CHILDREN 6-59

MONTHS OLD
Micronutrients Children (6-59 months)
Vitamin A yg RE 400
Vitamin D pg 5
Vitamin E mg 5
Vitamin C mg 30
Thiamine (vitamin B1) mg 0.5
Riboflavin (vitamin B2) mg 0.5
Niacin (vitamin B3) mg 6
Vitamin B6 (pyridoxine) mg 0.5
Vitamin B12 (cobalamine) pg 09
Folate pg® 150.0
Iron mg 10.0
Zinc mg 41
Copper mg 0.56
Selenium pg 170

Todine pg 90.0 Side 5478
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IYCF Community Worker Tool 5: Monthly Activity Log: IYCF Support to Pregnant Women and Mothers-Children
(0 up to 24 months)

District (facility, supervision area or other identifying information: adapt as appropriate):
Name of Community Worker:

Month:
Date of Activity Individual Counselling Individual Counselling TYCF Support Action-oriented Referral
Pregnant Woman Child 0 up to 24 months Group Group (# of referrals)
(# of women, mark with a /) (# of caregiver-child pairs) (# of groups (# of groups
facilitated) conducted)
First visit Repeat visit First visit Repeat visit

(record # of women (record # of women

counselled, not # of counselled, not # of

counselling sessions) counselling sessions)

Total for the
month:

NOTE below any issues to be discussed with Supervisor:
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‘Supportive Supervision Tool 3: Observation C!

hecklist for IYCF Support Group

Facilitation
Community Place:
Date Time: Theme:®

Name of IYCF Group Faclltator(s):

Name of Supervisor/Ment

Did

o Satsiacory

Comments

+ Participans sit i circle

« Faciltaon) introduce hemselves 0 the group

« Faciliaor(s) clearly explain the day’s theme

+ Facilitator(s) ak questons tht generate parciipation

« Faciliaor(s) motivate the quiet women/men o
participate

1. SCORE: Skilled Management of Process

The Faciliaton(s) apply sillsfor Listening and Learning,
Buiting Confidence and Giving Support

2. SCORE: Using Listening and Learning, Building
Confidence and Giving Support skils

The Faciliaorts) adequately manage content,inludi
corecting any misinformation.

3. RE: Manage Content

"+ The Facltators) cnconcage mothers fahers
carcgivers o share ther own expericnces

« Faciltaor guide discusson and correct any
misinformation, s necessary

4. SCORE: Skilld Faciltation of Discussion

= The Facitators) thank the women men foratending
the IVCF support group and invies them 0 attend the
et IYCF support group (pace, dat and theme)

« The Faciiators)ask Pacipanis o tlk 10 4 pregnant
‘woman or breasfeeding mother bfore he next
meeting, share what they have eamed, and eport back

SCORE: Motivate Continucd Participation

“The Facilitator(s) check Support Group attendance form

6. SCORE: Complete/Submit Atiendance Form

TOTAL SCORE: IYCF Support Group
Facilitation

(of 6
possible
points)
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Supportive Supervision Tool 6: Spatial/Geographic Coverage: Communities with CW trained in IYCF

District:
Month:
Supervision Arca Community | Number of pregnant | Number of CWs per | Number of CWs | Number of active | Communities with at
women and children | community (target active per CWs trained in LIYCF-trained
<24 months* number) required) | community IYCF

Supervision Area A_| Community |

Community 2

Community 3

Supervision Area B_| Community 4

Community 3

Community 6

Community 7

Supervision Area C_| Community 8

Community 9

* See Planning Guide, APPENDIX 3: Data for Programme Planning This column with the number of people who live in each community, if this
information is known, can be helpful to plan the numbers of CWs required according to the size of the community, and also to work out how many
pregnant women and children less than 2 years old would be expected in each community and calculate the target numbers of mothers who should be
reached with counseling.

Indicators:

% of CWs trained in IYCF Counselling = # of 1Y CF-trained active CWs / total number of active CWs

% of communities with at least | trained TYCF CW = # communities with at least | IYCF-trained active CW / total number of communities
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Supportive Supervision Tool 7: Training Register

At District level: create a Register that Tracks the CWs Trained in IYCF by Supervision Area
Track:
« target # of CWs trained in IYCF required in District (by Supervision Area)
o #active and trained CWs achieved
% of target # of active and trained CWs achieved

For Monthly Reporting (by Supervision Area
+ target # of CWs trained in IYCF required in Supervision Area
« #of CWs active during reporting period:
« #ofactive CWs trained in IYCF
« % of active CWs trained in IYCF;
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Supportive Supervision Tool 8: Training Report

Supervision Area

Date:

Name of Trainers:
Date of Training:

Location of Training

Name of CWs trained

CW contact details

Village/community where the

CW 1

CW2

CW3

w4

CWs
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Supportive Supervision Tool 9: Monthly/(Quarterly/Period) Summary of IYCF Routine Programme
Monitoring Data

Supervision Area:
Supervisor Name;
Reporting Month:

Table for aggregating data from CW monthly (quarterly/period) activity logs
Instructions: record summary data for each CW for the reporting period (monthly/quarterly/other). Information in the row for CW1
should summarize: the number of pregnant women the CW counselled for the first time; the number of pregnant women the CW
counselled on a repeat visit; the same information for counselling mother-child under 24 month pairs; the number of IYCF Support
Group sessions the CW facilitated during the reporting period; the number of Action-oriented Group conducted; and whether the CW
received a supervision visit and was observed providing individual counselling (yes/no) or facilitating an IYCF Support Group
(yes/no) or an Action-oriented Group (yes/no)

CW Activity Supportive Supervision/Mentoring
Tndividual Individual IYCF | Action- | Supervision: | Supervision: | Supervision:
Counselling Counselling Support | oriented | Individual |IYCF Support/Action-oriented
Pregnant woman Child 0 up to 24 Group Counselling | Group Group
‘months Session: (YIN) (YIN) (YIN)
First visit* | Repcat | Firstvisit® | Repeat
visit® visit*
CW 1
CW2
W3
W4
TOTALs

*Record total number of counselling se:

jons under each category: first visit during reporting period, repeat visit during reporting period
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Implementation of activites (how much did we do?)
Training Needs in Supervision Area

‘Note: Indicator numbers in red talics relate to the indicator examples given on pages 25-26. All
of these data points could be included in an SMS system if this were applicable in the county.

+ Target # of CWs trained in IYCF required in Supervision Arca
« #0f CWs active during reporting period:
o #ofaciive CWs trained in [YCF:

9% of active CWs trained in IYCF: (indicator # 1)

“Target # of IYCF Support Groups required in Supervision Area:
#IYCF Support Groups exer formed:
9% of IYCF Support Groups active:

(indicator #5)
#of IYCF Support Group faciltators iained

Individual Counselling Session:
# of trget mathers (pregnant women and carey
the year
» #expeted to be counseled during the reportng period (.. if the reporting period is 3
quarte, the annual trget would be divided by 4)
o #ofnewly regisered mothers individually counselled (st visit during reporting period):
(Indicator #2)
Disaguregatc:
# pregnant women counscled
# mothers/children <24 months counseled
o # of previously registered mothers counseled during reporting period (next visit(s))
(Indicator #3)

ers of children <2) in Supervision Area for

IYCE Support Groups.
« #TYCF Support Group sessions planned:

= #1YCF Support Group sessions conducted:

« % of planned IVCF Support Group sessions conducted (Indicator # 4)

Action-oriented Groups
« # Action-oriented Group sessions planncds

« 4 Action-oriented Group sessions conducted:

of planned Action-oriented Groups conducied: (Indicator #6)

Supersision

« % IVCF CWs supervised (Indicator #7)
Disagregate:
« # observed during individual counselling
« ¥ observed during IYCF Support Group faciltation
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How well did we d

‘Spatial/Geographic Coverage of Programme

« 4 of communities in Supervision Area
« #of communities in Supervision Area with at east 1 trained IYCF Counsellor
s programme communities with at least 1 trained IYCF Counsellor (Indicator #6)

Target population coverage with interventions:

« % of target mothers (in Supervision Atea) receiving individual counseling a least once.
during reporting period. (indicator #9)

“This number is the agregate of individual counselling for Pregnant Women, first and repeat
visits, and Children 0 up to 24 months, firstand repea vists
Disaggregated resuls:
preanant women counselled a leat once during reporting period
% mothers/caregivers of children <24 months counselled at least ance during.
reporting period

* % target mothers/caregivers (pregnant women and mothers-children under 24 manth of age)
EVER counselled: his number could be tracked on a Monitoring Chart ke the o used in EPIbut
adapid for counsellng o ead: pregnant women, # it first ime viit mothers-children 0 up 0.6
months, 6 up to 24 months, recording # with first ime vist only. The tarzet number for 100%
coverage would be set by i summing the numbers of pregnant women and mothers-children
0p 106 (0-5) months and 6 up o 24 (6-23) months from census data, o i) by calculating
the proportons of pregnant women and children 0-5 and 6-23 monihs from updated
population data. If natonal proportions of the different age-groups of children under 2 arc
not available, children under 6 months may be estimated as 10% of the total children under 5
‘years and children 6-23 months as 30%.

“The cumulative otal would provide an estimate of the % of target mothers caregivers
reached atleast | time (ina year) with IYCF counselling. However, his is a very low
standard; a frst-time counsellng visit when a child i § monihs of age means that the
programme has pretty much missed the opportunity o impact that child’s fecding practices

As the programme matures, and if the data on firstand repeat visits is well-collected n the
W registers (CW Tool 4) it should also be possible o analyze the proportion of mothers
who received 2, 3. 4 etc visis in a year. The target would then b the tota pregnant women
‘and mothers of children under 2, x4 visis in the year, divided by the reporting period (¢.¢
by 12 f monthly, by 4 if quartrly).

Insituations where there are 00 few CW trained in IYCF counselling, perhaps mothers-
children would be proritzed and followed more intensively during the pregnancy and fist
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year oflife, unil there are suficient trained CW 1o follow all mothers-children up t0 24
‘months. IYCF counseling should be provided at minimum at these 6 crucial poinis:

1. Pregnant women: counselling on feeding at least once

2 Delivery (immediately after the woman brings the baby home from the hospical if
institutional delivery, o support 0 establsh breastfecding within 1 hout if home.
delivery)

5. Early post-natal care: at least 1 visit within the first week to ensure breastfecding is well-
established and to solv any problems

4. 23 months, 0 encourage EBF unil 6 months and solve any problems.

5. 56 months, o ensure a successful ransition to CF

. Once later during the first year, to encourage continued BF up to 2 years and to ensure.
CF i proceeding well.

6 0f CWs who counselled a least xx% of the target number of mothers (during teporting
period and cumulative for the year). (Indicator # 10)

Atarget hreshold of achicvement for the percentage of target mothers counselled needs fo be
Set—for example starting with 50% i the frst. year and increasing a the programme
matues.

« % target mothers/caregivers who attended at least 1 IYCF Support Group mecting.
Data for this indicator would have to come from survey data, unless a programme decides (o
tally attendance of pregnant women and mothers of children under 2 at support groups.
(Indicator # 11)

Quality
o % CWs observed during individual counselling who used minimum (4/6) skills:
(indicator # 12)
% CWs observed during IYCF Support Group faciltation who used minimum (4/6 skills):
(Indicator # 14)
% afCWs who managed at least 4 discussion points in breastfecding, complementary
feeding and women's nutition (Indicator # 15)

« %of CWs who used 4 of 5 skills for OTTA in action-oriented group faclitation
(Indicator # 16)




image66.png
Example 2: Monitoring Chart for tracking % of target mothers/caregivers counselled

or Supervisory Are:
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Appendix §: Action Plan Template for Supportive Supervision/M

oring.

nd Monitorin

 ICF Programme

Activity

Sup
Mentor

Communi
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When
(Frequency)

Where

Required
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