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Executive Summary
Project description, rationale and context

Africa is home to one third of the world’s 156 million stunted 
children. Similarly, out of the 50 million children in the world 
who are wasted, 14.1 million live in Africa. Severely wasted 
children also encounter common infectious diseases, and 

they are on average 11 times more likely to die than their healthy 
counterparts. In Africa, the prevalence of babies born small for 
gestational age is the second highest in the world, at around 24%. 
There are also important issues of micronutrient deficiency diseases.

The high burden of malnutrition in Africa results in huge losses 
of human capital and economic productivity. Maternal, infant and 

young child nutrition needs to be improved drastically, with a 
focus on the critical 1000 days during pregnancy and the first 
two years of life. Results must be monitored and evaluated to 

track progress, thus the need for a robust nutrition surveillance 
system integral to programme implementation.

Baseline measurements revealed at least three essential gaps 
in nutrition surveillance, related to the relative absence of nutrition 
indicators in national health management information systems 
(HMIS), late submission of sub-national data to the national level, 
and little evidence of use of the data to influence local action, or the 
use was limited to a select few people. 

Given these challenges, and considering the commitment 
of countries to report on the nutrition indicators agreed upon 

in World Health Assembly Resolution 65.6, the World Health 
Organization (WHO) was requested to provide guidance on 
how to strengthen routine HMIS systems to track key nutrition 

indicators. 
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Global Targets 2015

                                     Target                                         Baseline 2012                                Target for 2025
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The surveillance component of Accelerating Nutrition 
Improvements in sub-Saharan Africa (ANI) was implemented in 
11 countries (Burkina Faso, Ethiopia, Mali, Mozambique, Rwanda, 
Senegal, Sierra Leone, Uganda, the United Republic of Tanzania, 
Zambia and Zimbabwe), in collaboration between the ministry 
of health (MoH), the World Health Organization (WHO) and local 
partners. ANI also had a scale-up component, implemented in three 
high-burden Scaling Up Nutrition (SUN) countries (Ethiopia, Uganda, 
and the United Republic of Tanzania). ANI was supported by Global 
Affairs Canada. Achievements in improving nutrition surveillance 
in the 11 countries over the entire project period (2012-2016) are 
presented in this report. Surveillance activities were implemented 
through country-led programmes and strategies and within existing 
systems to avoid duplication and ensure sustainability. ANI was also 
a platform for WHO’s engagement with United Nations Renewed 
Efforts Against Child Hunger (REACH) and with the SUN Secretariat.

The surveillance component of the ANI project aimed to:

• Strengthen nutrition surveillance systems in                             
11 high-burden countries;

• conduct nutrition surveys in four countries;

• provide support to countries through global and        
regional-level activities.

In addition to providing indirect benefit to 66 million women of 
reproductive age and 46 million children under 5 years of age, and 
enabling up to 25% of districts to have a functioning data collection 
system that feeds into national surveillance systems in the 11 
countries, the surveillance component of the ANI project resulted in:

• Improved baseline data in four countries;

• strengthened surveillance systems in 11 countries, leading to 
improved-decision making and ability to measure progress;

• a nutrition profile for 11 countries;

• a global monitoring framework for nutrition.

                                     Target                                         Baseline 2012                                Target for 2025
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The project was managed jointly by the Director of Nutrition for 
Health and Development (NHD) in WHO headquarters, the Director 
of the Family and Reproductive Health Cluster in the WHO Regional 
Office for Africa and WHO Country Offices in respective ANI countries. 
The project was coordinated through routine technical interaction 
at the three levels of WHO: headquarters, region, and country. The 
progress of the ANI project was assessed using a Performance 
monitoring framework (PMF), developed in the beginning of the 
project implementation period. 

Data collected through baseline and end-line surveys indicate that: 

a.  Seven out of the11 countries met the target of having at least 
50% of health workers confident in doing surveillance. 

b.  At the end of the project, four countries met the target to 
track at least three core nutrition outcome indicators. 

c.  Seven countries met the target on surveillance strengthening. 

d.  Six countries met the target demonstrating the ability of 
district systems to feed into national systems. 

e.  Nine countries met the target of having national information 
systems assessed and gaps identified. 

f.  Seven countries met the target of having nutrition and 
coverage indicators identified and integrated into national 
information systems. 

g.  Eight countries met the target of having government health 
analysts trained to collect and analyse data.  

Overall outcomes 

WHO /Christopher Black
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A number of lessons came to light based on the country 
experiences. 

1. Strong and consistent leadership from the MoH is needed.

2. Collaboration of multiple governmental and
nongovernmental actors is key to success.

3. Nutrition surveillance is an essential component for early
warning, prevention and management of all forms of
malnutrition. Strengthening nutrition surveillance in ANI districts
led to an improvement in tracking Global Nutrition Targets.

4. Existence of a national HMIS/DHIS system provided a
foundation for building a nutrition surveillance system.

5. Involving decision-makers from the district health system in
data analysis and use of information is crucial for allocation
of resources for nutrition related activities.

6. Community-level routine monitoring of nutrition data
should also be strengthened.

7. Continued mentorship and supportive supervision of health
workers are key for continued data collection and reporting,
and for data quality and use.

8. Establishing surveillance systems based on routine data
requires adequate time.

9. Gains from the current investment need to be sustained
through continued support.

Lessons learned

WHO/TDR
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Part I: Overview
Project description, rationale and context

Based on 2015 estimates, Africa is home to one third of the 
world’s 156 million stunted children.1 Similarly, out of the 50 
million children in the world who are wasted, 14.1 million 
live in Africa. When severely wasted, children encounter 

commonly also infectious diseases, and they are on average 11 times 
more likely to die than their healthy counterparts.2  

Correspondingly, in Africa the prevalence of babies born small for 
gestational age is the second highest in the world, at around 24%.3
Children born with small gestational weight are two to four times more 
likely to be stunted compared to those born with appropriate weight 
for gestational age. At the same time, the number of the overweight 
children is also growing in Africa, and has risen from 6.8 million 
children in 2000 to 10.5 million children in 2015.4   

The WHO African Region is also the one most affected one by 
micronutrient deficiency diseases in children, compared to other 
regions.

The high burden of malnutrition in Africa results in huge losses 
of human capital and economic productivity. Maternal, infant and 
young child nutrition needs to be improved drastically, with a focus 
on the critical 1000 days during pregnancy and the first two years of 
life. Interventions need to address young women prior to conception 
and early in pregnancy, and to use a multisectoral approach. Results 
must be monitored and evaluated to track progress, thus the need 
for a robust nutrition surveillance system integral to programme 
implementation.

1 UNICEF, WHO, The World Bank. Joint Child Malnutrition Estimates - UNICEF, New York; WHO, 
Geneva; the World Bank, Washington, DC; 2016.

2 McDonald CM, Olofin I, Flaxman S, Fawzi WW, Spiegelman D, Caulfield LE et al.; Nutrition 
Impact Model Study. The effect of multiple anthropometric deficits on child mortality: 
meta-analysis of individual data in 10 prospective studies from developing countries. Am J 
Clin Nutr. 2013;97(4): 896–901. doi:10.3945/ajcn.112.047639.

3 Black RE, Victora CG, Walker SP, Bhutta ZA, Christian P, de Onis M et al.; Maternal and Child 
Nutrition Study Group. Maternal and child undernutrition and overweight in low-income 
and middle-income countries. Lancet. 2013;382(9890): 427–51. doi:10.1016/S0140-
6736(13)60937-X.

4 UNICEF, WHO, The World Bank. Joint Child Malnutrition Estimates - UNICEF, New York; WHO, 
Geneva; the World Bank, Washington, DC; 2016
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Baseline measurements revealed at least three essential gaps in 
nutrition surveillance. First, it was observed that few nutrition indicators 
were being collected in the HMIS of the 11 project countries. Those 
indicators that were being collected were often not aligned with the 
indicators agreed by the World Health Assembly for tracking progress 
on the Global Nutrition Targets for 2025. For example, the ten key 
nutrition-specific interventions1 that have been identified as crucial for 
reducing undernutrition were not tracked. Second, it was recognized 
that the HMIS in many countries collected data on individual children, 
such as sex, weight, age, date of birth, immunization, vitamin A 
supplementation and deworming. These data are tallied once a month 
and submitted to districts for transmission to national level, however 
timeliness was often poor. Third, the data were frequently collected 

1 Adolescent health and preconception nutrition • Maternal dietary supplementation • 
Micronutrient supplementation or fortification • Breastfeeding and complementary feed-
ing • Dietary supplementation for children • Dietary diversification • Feeding behaviours 
and stimulation • Treatment of severe acute malnutrition • Disease prevention and man-
agement • Nutrition interventions in emergencies.  Source:  Source: www.thelancet.com 
Maternal and Child Nutrition Executive Summary of The Lancet Maternal and Child Nutri-
tion Series 2013

WHO /Bachir Chaibou

http://www.thelancet.com
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for transmission to higher levels of management without being used 
to influence local action, or the use was limited to a select few people. 

Given these challenges, and considering the commitment of 
countries to report on the nutrition indicators agreed upon in World 
Health Assembly Resolution 65.6, the World Health Organization 
(WHO) was requested to provide guidance on how to strengthen 
routine HMIS systems to track key nutrition indicators. This would also 
provide information to governments for the day-to-day management 
of nutrition programmes during the average five-to-seven year 
intervals between national surveys. 

The resulting project, Accelerating Nutrition Improvements in sub-
Saharan Africa (ANI), was implemented in 11 countries (Burkina Faso, 
Ethiopia, Mali, Mozambique, Rwanda, Senegal, Sierra Leone, Uganda, the 
United Republic of Tanzania, Zambia and Zimbabwe), in collaboration 
between the ministry of health (MoH), the World Health Organization 
(WHO) and local partners. ANI was supported by Global Affairs Canada. 
Achievements in improving nutrition surveillance in the 11 countries over 
the entire project period (2012-2016) are presented in this report. Three 
high-burden Scaling Up Nutrition (SUN) countries, Ethiopia, Uganda, 
and the United Republic of Tanzania received additional support for 
scaling up nutrition interventions; those achievements are presented in 
a separate document.

Surveillance activities were implemented through country-led 
programmes and strategies and within existing systems to avoid 
duplication and ensure sustainability. ANI was also a platform for WHO’s 
engagement with United Nations Renewed Efforts Against Child Hunger 
(REACH) and with the SUN Secretariat.

WHO /Bachir Chaibou
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Objectives

Expected deliverables

The surveillance component of the ANI project aims to:

strengthen nutrition surveillance systems in eleven high-burden 
countries; 

conduct nutrition surveys in four countries; 

provide support to countries through global and regional-level 
activities.

In addition to providing indirect benefit to 66 million women of 
reproductive age and 46 million children under 5 years of age, and 
enabling up to 25% of districts to have a functioning data collection 
system that feeds into national surveillance systems in the 11 
countries, the ANI project resulted in:

improved baseline data in four countries;

strengthened surveillance systems in 11 countries, leading to 
mproved decision-making and ability to measure progress;

a nutrition profile for eleven countries; 

a global monitoring framework for nutrition.

The progress of the ANI project was assessed using a Performance 
monitoring framework (PMF), developed in the beginning of the 
project implementation period. The PMF consists of three levels of 
outcomes (immediate, intermediate and ultimate), each with its 
indicators, as shown in Figure 1. 

ANI used a non-experimental longitudinal analysis to compare baseline 
and end-line data from the PMF. The PMF includes quantitative and 
qualitative indicators to monitor and evaluate each country’s progress on 
their individual country implementation plan (CIP) as well as the overall 
progress of the project. It was also used to assess the effectiveness of 
scaling up nutrition interventions in Ethiopia, Uganda, and the United 
Republic of Tanzania.  It was also used as a basis to compare activities and 
achievements in the 11 countries.

Performance 
monitoring framework
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Figure 1: Performance monitoring framework

IMMEDIATE 
OUTCOMES

INTERMEDIATE 
OUTCOMES

ULTIMATE 
OUTCOME OUTPUTS

Improved 
nutritional

status of women 
and children in 

Sub-Saharan 
Africa

1100

Improved nutrition 
programme monitoring, 
evaluation and targeting 

of service delivery in 
the Sub-Sharan African 

countries

1110

Increased ability of 
govermments to monitor 

changes in nutrition status 
and to target interventions to 

those most in need

1111

Baseline data 
established

1200

Women (200 000) and 
children (150 000) in 

three Sub-Saharan African 
countris receive effective 

nutrition interventions

1120

Enhanced capacity of 
govermments to plan and 

implement nutrition strategies 
in order to target intervenions 

and to modify strategies, 
where needed

1121

Nutrition surveillance 
systems strengthened:

- 25% of district systems 
harmonized and feeding 

into national systems

- Government health 
analysts trained to 

collect and analyze data

1300

Increased awareness 
and consensus among 

stakeholders at national and 
global levels of nutritional 
status, priorities and best 

strategis to effectively 
address under-nutrition

1210

Increased access to direct 
evidence-based nutrition 

interventions for women and 
children

1220

Increased quality of services 
provided by health workers 

to deliver preventions 
and treatment nutrition 

interventions to women and 
children

1310

Increased access to 
information on national and 
global progess in nutrition, 

as reported through the SUN 
movement; and on innovative 

nutrition programme 
options and good practivces 

in delivering nutrition 
interventions for health and 

nutrition practitioners

1211

Direct evidence-based 
nutrition interventions 
integrated in national 

strategy, and scaled up

1221

Number of health 
workers trained on the 

delivery of nutrition 
interventions

1311

Data and estimates 
provided to national 

and global processes, 
such as the SUN annual 

progress report
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The grant was managed jointly by the Director of Nutrition for 
Health and Development in WHO headquarters, the Director of the 
Family and Reproductive Health Cluster in the WHO Regional Office 
for Africa and WHO Country Offices in respective ANI countries. 
The project was coordinated through routine technical interaction 
at the three levels of WHO: headquarters, region, and country. 
The Regional Office for Africa is based in Brazzaville and has three 
intercountry support teams. One nutrition officer based in Harare 
provided technical support and oversight for the seven ANI countries 
in Eastern and Southern Africa and another based in Ouagadougou 
supported the four West African countries. The Regional Adviser 
for nutrition in the WHO Regional Office for Africa contributed to 
country technical support and oversaw administration of the grant.

The ANI project involved more than 25 people in WHO 
country offices, inter-country support teams, the Regional Office 
for Africa, and headquarters. Standard operating procedures were 
developed to ensure and facilitate coordination, communication, 
and complementarity of all offices concerned.

Monthly coordination teleconferences were carried out with the 
involvement of WHO staff at all levels, and routine communication 
was done as needed.

The principal challenges faced by the ANI project included the 
Ebola outbreak (Mali, Senegal and Sierra Leone), the El Niño crisis 
affecting eastern and southern Africa (Ethiopia, Mozambique, 
Uganda, the United Republic of Tanzania, Zambia and Zimbabwe), 
political instability (Burkina Faso and Mali), staff turnover (Ethiopia, 
Mali and Mozambique), administrative hurdles affecting contracts 
and financial management arrangements (Burkina Faso, Ethiopia, 
Mali and Uganda), limited country-based expertise in nutrition 
surveillance (particularly Mozambique and Zambia) and competing 
priorities for government partners in all countries. The most obvious 
consequence was the delay in completing planned activities. 

Political instability in Burkina Faso interrupted project 
implementation. Once the responsible leaders in the transition 
government were briefed on the ANI project, they took a personal 
interest that allowed accelerated implementation. Mali was affected 
by insecurity in the North, which prevented the training of health 
staff on the revised HMIS tools. The no-cost extension of the project 
grant was a critical and much-appreciated adjustment that permitted 
some recovery of lost time. 

Grant coordination           
and supervision 

Risks and their 
mitigation 
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Gender Equality Pregnant and lactating women, infants and young children, and 
adolescent girls are disproportionately affected by malnutrition. 
The design of ANI took into account the differences in vulnerability 
to malnutrition between women and men, and between girls and 
boys, and prioritized interventions to reach these vulnerable groups. 
In addition, given the importance of monitoring the nutritional 
status of populations and identifying the disparity between sexes, 
the nutrition surveillance component of ANI project considered 
the disaggregation of data by sex, by adopting sex-specific growth 
standards and by respecting gender differences in child growth. 
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• The Global Nutrition Monitoring Framework was finalized 
through the preparation of background papers, the convening 
of a country informal consultation and the endorsement by 
the World Health Assembly.

• Global nutrition databases were maintained and were used 
to develop yearly global and regional malnutrition estimates.

• The first ever Africa Nutrition Report was developed, 
highlighting progress in the region towards the achievement 
of Global Nutrition Targets, the development of policies, the 
implementation of programmes and discussion of data systems.

Technical support was provided to countries by staff of WHO 
headquarters and of the Regional Office for Africa. The regional team, 
in particular the staff based at the inter-country support hubs in Harare 
and Ouagadougou, provided oversight for the day-to-day operations 
of the project in countries and assured on-the-ground technical 
leadership in discussions with government and partners in developing 
and implementing the work plan. The needs expressed by individual 
countries were the most important determinant of the support provided 
by the global and regional teams, and the technical missions undertaken 
to provide it. Support included training, policy development, monitoring 
and evaluation, with a specific focus on planning and implementing the 
surveys in Rwanda, Sierra Leone, Zambia and Zimbabwe. 

From a global perspective, the ANI experience provided the 
opportunity for country authorities to raise awareness on, and 
build capacity for, nutrition surveillance. Governments will require 
this understanding to be able to provide regular estimates on the 
nutritional status of their populations and to report on Global 
Nutrition Targets and Sustainable Development Goals (SDGs). 
Further support may be required in order to sustain these efforts, 
thus linking ANI countries with new initiatives and exploring 
alternative partnerships became an important objective.  

In addition to large numbers of country staff trained in various 
techniques for nutrition surveillance, two main training activities 
were accomplished at the regional level.  

Part II: Global and regional outcomes

Three achievements at 
the global and regional 

levels stand out for 
mention in this report
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Fifteen participants (10 women) drawn from all ANI countries 
received a four-day orientation on nutrition policy tools. The training 
aimed to strengthen national capacity to apply evidence-informed 
guidance and recommendations, and provided the opportunity to 
discuss best practices for developing policies and strategies. Following 
the training, staff from Ethiopia, Uganda and the United Republic of 
Tanzania have used the knowledge and skills to influence the selection 
of interventions when drafting their respective national policies. 

Seventy-nine nutritionists (45 women) from Zambia and 
Zimbabwe participated in a two-day workshop to enhance 
understanding of the Global Nutrition Monitoring Framework 
(GNMF) and to build capacity in using the GNMF targets tracking 
tool. This opportunity helped countries to review indicators in 
their nutrition monitoring system with respect to the GNMF, and 
to use the tracking tool for setting national targets and monitoring 
progress towards 2025. Because of the expressed interest in nutrition 
surveillance from partners and stakeholders, similar training was 
provided for 77 participants (61 women) from the ministry of health, 
additional districts from the two ANI regions and personnel of UN 
partner agencies supporting nutrition activities.

ANI technical staff partnered with the West Africa Health 
Organization (WAHO) to organize the biennial Economic 
Commission of West African States (ECOWAS) Nutrition Forum. 
Following a presentation at the ECOWAS forum in 2015, the countries 
adopted a recommendation to integrate nutrition indicators in 
their national HMIS in order to monitor progress towards the 
Global Nutrition Targets and the SDGs. In alternate years, member 
countries meet to report (and be reviewed) on the implementation 
of the Forum’s recommendations. At the review meeting in 2016, 
Benin, Côte d’Ivoire and Guinea requested technical assistance for 
nutrition surveillance; this is considered to be a direct influence of 
the positive experience shared by ANI countries. 

As part of the Regional Nutrition Working Group of The UN 
Development Group for West and Central Africa, ANI has catalysed 
interagency support for strengthening nutrition surveillance in 
countries.  Discussions continue on how to make this functional. 

In support of global efforts by WHO headquarters to monitor 
nutrition policies, Regional staff facilitated countries’ participation in 
the second global nutrition policy review.
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Data collected through baseline and end-line surveys indicate that: 

a.  Seven out of the11 countries met the target of having at 
least 50% of health workers confident in doing surveillance 
(Burkina Faso, Mali, Mozambique, Senegal, Sierra Leone, the 
United Republic of Tanzania, and Zimbabwe). Ethiopia did not 
meet the target, but improved from 0% to 45%. Uganda and 
Zimbabwe saw a decrease (see Figure 2 ).1

FIGURE 2. Intermediate outcome 1100 indicator 1:  
Health worker confidence in doing nutrition surveillance

b.  At the end of the project, Burkina Faso, Mozambique, Sierra 
Leone, and the United Republic of Tanzania met the target to 
track at least three core nutrition outcome indicators; Ethiopia 
improved but did not meet the target. 

c.   Ethiopia, Rwanda, Senegal, Sierra Leone, Uganda, Zambia and 
Zimbabwe all met the target of a score of 3 on surveillance 
strengthening. Burkina Faso and Mali did not meet the target, 
but they improved. 

d. Burkina Faso, Rwanda, Senegal, Sierra Leone, the United 
Republic of Tanzania and Zimbabwe all met the target 
demonstrating the ability of district systems to feed into 
national systems. Ethiopia and Zambia did not meet the 
target but showed improvement.

1  These figures were extracted from the end-line report

Baseline         End-line

Overall outcomes and 
achievements
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Baseline         End-line

e.  Burkina Faso, Ethiopia, Mali, Mozambique, Senegal, Sierra 
Leone, Uganda, the United Republic of Tanzania, and 
Zimbabwe all met the target of having national information 
systems assessed and gaps identified. Zambia was the only 
country that did not meet the target, although the score 
showed improvement. 

f. Burkina Faso, Ethiopia, Mali, Mozambique, Senegal, Sierra 
Leone, and Zimbabwe all met the target of having nutrition 
and coverage indicators identified and integrated into 
national information systems. Zambia did not meet the 
target, but showed improvement. 

g. Burkina Faso, Ethiopia, Mali, Senegal, Sierra Leone, Uganda, 
the United Republic of Tanzania and Zambia all met the target 
of having government health analysts trained to collect and 
analyse data (see Figure 3).

FIGURE 3. Immediate outcome 1120 indicator 1: 
Government capacity to collect and analyse nutrition data 
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Overall, policy makers, development practitioners, and media 
demonstrated an increased awareness of the majority of country-
relevant nutrition problems in six of the eleven countries (Figure 4). 

FIGURE 4: Immediate outcome 1300 indicator two: 
Policy maker, development practitioner, and media awareness 
of the majority of country-relevant nutrition problems

Baseline         End-line

Carlos Olmo/Vagamundos.com
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Part III: Country activities and outcomes

Strengthening nutrition surveillance through routine monitoring and 
surveys was a government priority in all countries. WHO facilitated 
the review of nutrition surveillance systems to identify gaps in data at 
regional and district levels. Disparities between regions and districts 
suggested the need to have district level information to monitor 
progress and coverage of nutrition interventions. This challenge 
prompted all ANI countries to strengthen the district-level routine 
information system and use the data for planning and monitoring. 
As a result, nearly all ANI countries developed a set of indicators to 
be integrated into the national HMIS, and the ANI project improved 
access to timely nutrition data. 

ANI provided the opportunity to strengthen health worker 
skills in nutrition monitoring, provide equipment for health 
facilities, institutionalize nutrition surveillance within HMIS, and link 
surveillance activities to capacity building on essential nutrition 
actions. Alongside this, existing nutrition surveillance training 
manuals were adapted to include the key nutrition indicators and 
used to train health workers on growth monitoring and promotion, 
analysis of data generated by HMIS/DHIS2 and developing reports 
for use by programme managers. Health workers and government 
officials reported improvements in both the quantity and quality 
of nutrition data. Also, responses to the ANI perception surveys 
indicated that health workers gained an increased level of 
confidence in performing anthropometric measurements, plotting 
and interpreting growth charts and analysing nutrition data.

The HMIS/DHIS 2 platform showed an increase in the proportion 
of health facilities reporting on nutrition indicators, including the 
distribution of vitamin A and iron-folic acid supplements, timely 
initiation of breastfeeding, low birth weight, acute malnutrition, and 
stunting. More than 80% of health facilities in ANI districts now have 
the necessary equipment as well as health workers trained to collect 
and report data on various nutrition indicators. Almost all children 
who come to health facilities are screened for nutritional status 
while the mothers and caregivers of those children are counselled 
on optimal maternal, infant and young child nutrition.

The monitoring tools adapted to improve routine nutrition data 
are also in use by districts to improve quality of data logged in their 
registers and transmitted to districts. 

Health workers 

and government 

officials reported 

improvements in 

both the quantity 

and quality of 

nutrition data
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Burkina Faso

Coverage of surveillance activities
Number of districts covered 14/30     
Number of women 
age 15-49

1 756 000

Number of children under 5 878 000

 

STRENGTHENING THE NUTRITION SURVEILLANCE WITHIN THE 
NATIONAL HEALTH INFORMATION SYSTEM

SUMMARY 

Consultations with the MoH, WFP and UNICEF early in the project 
period identified the inclusion of nutrition indicators into the 
national HMIS as a priority for strengthening surveillance. WHO 
provided technical leadership to develop the relevant framework. 

The process involved revising existing HMIS tools, training 
health workers on nutrition surveillance data collection, and setting 
up the DHIS2/ENDOS-BF system. Stakeholders at national level were 
involved in revision of HMIS tools (books/ registers, tally sheets and 
monthly report summary sheets) and selecting nutrition indicators, 
and the revised tools were ratified in a consensus-building workshop.  

The HMIS, integrated within an electronic platform based on 
DHIS2, now enables the country to get monthly nutrition data.

Computer equipment and supplies were procured for the MH 
directorate responsible for surveillance: 12 laptops, five inverters, six 
external hard disks and seven printers. A training module was developed 

Nord
Sahel
Est

The following section presents a summary of the principal activities 
carried out in each of the eleven countries, and the main results. 
These data have been extracted from the ANI project end-line report, 
published as a separate document. 
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and used in the three ANI regions to train 114 health workers on nutrition 
surveillance and anthropometric measurement. Field supervision 
provided the opportunity to evaluate the experience of collecting 
nutrition data and to provide on-the-job training.

PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES 

decreased by 2.7% 

                           to reach 30.2%

in women of reproductive age

increased by 7.6%  

                           to reach 10.4%

decreased by 9.9%  

                           to reach 1.0%

decreased by 2.2% 
                           to reach 16.2%

decreased by 6.4%  

                           to reach 61.9%
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All of the ultimate outcome indicators improved with the exception 
of wasting. This was very likely due to seasonal factors, as the original 
dates for the national survey in 2015 were postponed due to political 
instability. 

INTERMEDIATE OUTCOME 1100

The first indicator, the proportion of health workers who felt 
confident doing nutrition surveillance, increased by 18% to reach 
73%. The country met the target of 50% at both baseline and end-
line. The second indicator, the proportion of interventions identified 
as a priority to scale up, increased by 2% to reach 58%, meaning 
that the country also met the target of 50% at baseline and end-
line. The third indicator, implementation of a targeting process and 
establishment of a results framework, increased from a score of 0 to 
a score of 3, meaning that a results framework was established and 
utilized but programmes were not yet aligned with this framework 
(the framework is currently in process of validation at national level). 
The country improved but did not meet the target score of 4. The 
country met the target for the first two indicators and, despite not 
meeting the target for the third indicator, improved over the course 
of the project.

IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national level 
data on Global Nutrition Targets, had the target score of 3 at baseline 
and at end-line. This means that the country collected, analysed, and 
disseminated data on six out of the seven indicators1 for the Global 
Nutrition Targets. For immediate outcome 1120, the first indicator, 
the proportion of government workers who felt confident collecting 
and analysing nutrition data, increased by 2% to reach 51%, falling 
short of the target of 70%. For the second indicator, 114 health 
workers were trained in surveillance during the ANI project.

1  There are two indicators for the target on anaemia: one for pregnant women and one for 
non-pregnant, non-lactating women, thus making a total of seven indicators for the six 
targets.
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OUTPUTS 1111 AND 1121

The indicator for output 1111, the number of core nutrition indicators 
tracked, stayed the same at 6, meeting the target at baseline and end-
line. For output 1121, the first indicator, surveillance strengthening 
activities take place, increased from a score of 0 to a score of 3. This 
means that whereas at baseline there were no such activities taking 
place, at end-line there were activities to strengthen data collection 
and analysis and dissemination. The second indicator, the ability of 
district systems to feed into national systems, increased from a score 
of 2 to the target score of 3. This means that district level data was 
fed into a national system at baseline and that these data were also 
being used to give feedback to the districts at end-line. For the third 
indicator, national information systems gap assessment, the score 
remained constant at the target of 2, meaning that an analysis of 
the gaps was completed at baseline. The fourth indicator, nutrition 
and coverage indicators identified and integrated into national 
information systems, increased from a score of 1 to the target score of 
2. This means that only the Global Nutrition Targets were integrated 
into the system at baseline but that coverage indicators were also 
integrated at end-line. The fifth indicator increased from a score 
of 0 to a score of 2, meaning that ANI trained government staff to 
collect and analyse data and the government had a plan to continue 
training, meeting the target. The country did not meet the target for 
the first indicator but improved over the course of the project and 
met the targets for the other four.

Women kneading millet to prepare 
food, Kaya, Burkina Faso.
Courtesy of creativecommons.org
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ANI Intervention woreda

ANI Intervention zone

Accelerated nutrition improvement (ANI)
Intervention area in Ethiopia

Ethiopia

Coverage of surveillance activities
Number of districts covered 10 /700
Number of women 
age 15-49

344 103

Number of children under 5 183 733

STRENGTHENING THE NATIONAL NUTRITION SURVEILLANCE 
SYSTEM THROUGH GAP ASSESSMENT AND CAPACITY 
BUILDING 

SUMMARY

A nutrition surveillance gap assessment was conducted, using a 
version of the Federal Ministry of Health (FMoH) HMIS assessment tool 
adapted for system/ software functionality and user acceptability. 
The assessment identified gaps and informed the plan for financial 
and technical support to strengthen the nutrition surveillance system 
at the national, sub-national and woreda levels. Support went first 
towards the revision of HMIS/DHIS2 tools to incorporate six nutrition 
indicators. Training and mentoring on HMIS data quality and use 
were carried out in ten project districts in the three regions selected 
for the project (Amhara, Oromia and Southern Nations Nationalities 
and Peoples Republic (SNNPR)). A total of 935 health workers (469 
women) benefited from this training. Anthropometric equipment 
(380 length/height measures and 1360 electronic mother/child 
weighing scales) to support the collection of surveillance data was 
procured and distributed among the three regions. The six indicators 
are being tracked and reported at district level on a monthly basis. 

The ANI project also supported capacity building of the ten project 
districts on how to analyse data and prepare nutrition reports to inform 
decisions and provide feedback at district and health facility levels. As a 
result, HMIS annual reports now incorporate nutrition indicators. 
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PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES
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decreased by 5.6% 
                           to reach 38.4%

in women of reproductive age

decreased by 0.1%   

                           to reach 9.9%

increased by 1.1%   

                           to reach 2.8%

had no new data

increased by 6%   

                           to reach 23.0%
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Although stunting and wasting decreased, the proportion of wasted 
children remains high at 9.9%. Anaemia in women of reproductive 
age increased. The proportion of overweight children also increased. 

INTERMEDIATE OUTCOME 1100

The percentage of health workers who felt confident doing nutrition 
surveillance was zero at baseline. Because no data were collected 
at end-line, it is not possible to judge the progress of this indicator. 
The proportion of interventions identified as a priority to scale up 
remained stable at 56% over the course of the project, meeting 
the target of 50% at both baseline and end-line. Information on 
the implementation of a targeting process and establishment of a 
results framework was not collected. 

IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national 
level data on Global Nutrition Targets, was not collected at baseline 
or end-line. For immediate outcome 1120, the proportion of 
government workers who feel confident collecting and analysing 
nutrition data was 34% at baseline, well below the target of 70%. No 
data were collected at end-line so progress cannot be assessed. For 
the second indicator, 895 health workers (453 women) were trained 
in surveillance by ANI. Again, it was hard to assess the success of 
these indicators since a lot of data was not collected.

OUTPUTS 1111 AND 1121

The indicator for output 1111, the number of core nutrition 
indicators tracked, increased from a score of 1 to a score of 2. This 
means that stunting was tracked every six months, and another five 
out of seven indicators at baseline, whereas all seven indicators were 
tracked at end-line. However, this was in key districts rather than at 
national level, and thus did not meet the target score of 3. For output 
1121, the first indicator, surveillance strengthening activities take 
place, increased from a score of 1 to the target score of 3, meaning 
there were activities to strengthen data collection taking place at 
baseline while at end-line this also included dissemination taking 
place at end-line. The second indicator, ability of district systems to 
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Courtesy of © 2014 Devon Krainer. MEDA.org

feed into national systems, increased from a score of 1 to a score of 
2, meaning that district level data were partially fed into a national 
system at baseline and completely fed into the system at end-line. 
However, the data were not used to give feedback to the districts, 
so the target score of 3 was not met. For the third indicator, national 
information systems gap assessment, the score increased from 0 
to 2 and met the target, meaning that an assessment of the gaps 
was completed over the course of the project. The fourth indicator, 
nutrition and coverage indicators identified and integrated into 
national information systems, remained stable at the target score of 
2. This means that Global Nutrition Targets and coverage indicators 
were integrated into the system throughout the project. The fifth 
indicator increased from a score of 0 to the target score of 2, meaning 
that during the ANI project government staff were trained to collect 
and analyse data and the government had a plan to continue 
training. The country met the targets for four of the five indicators, 
and improved for the fifth one.
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Mali

Coverage of surveillance activities
Number of districts covered 65/65     
Number of women 
age 15-49

6 496 799

Number of children under 5 3 248 400

STRENGTHENING THE NUTRITION SURVEILLANCE WITHIN 
THE NATIONAL HEALTH INFORMATION SYSTEM

SUMMARY

Early consultations held with the ministry of health, WFP and UNICEF 
identified the integration of nutrition indicators with the national 
HMIS system as a priority action. As a result, WHO supported the MoH 
to develop a framework for strengthening the HMIS. Stakeholders at 
national level were involved in identifying the nutrition indicators to 
be integrated and revising the existing HMIS tools (books/ registers, 
tally sheets and monthly report summary sheets). A consensus 
building workshop was held to review and ratify the revised tools. 
To support nationwide application, cascade trainings at different 
levels were organized to orient health workers on how to collect 
and enter nutrition data. In all, 120 health workers were trained 
in surveillance, and an additional 66 in survey methodology. Field 
supervisions provided an opportunity to evaluate the extent and 
quality of nutrition data captured and to provide in-the-job training.
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PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES
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decreased by 4.7% 
                           to reach 23.1%

in women of reproductive age

decreased by 2.6%   

                           to reach 11.5%

decreased by 2.0%   

                           to reach 16.0%

had no new data

decreased by 22.0%    

                           to reach 51.4%
All of the ultimate outcome indicators improved with the exception of wasting.
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INTERMEDIATE OUTCOME 1100

The first indicator, the proportion of health workers who felt 
confident doing nutrition surveillance, increased by 25% to reach 
95%. The country met the target of 50% at baseline and end-line. 
The second indicator, the proportion of interventions identified as 
a priority to scale up, increased by 10% to 58%, meeting the target 
of 50%. The third indicator, implementation of a targeting process 
and establishment of a results framework, increased from a score of 
0 to a score of 3. This fell short of the target score of 4, meaning that 
a results framework was established and utilized but programmes 
were not yet aligned to this framework (framework under revision). 
The country met the targets for two of the three indicators.

IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national level 
data on Global Nutrition Targets, met the target score of 3 at baseline 
and at end-line. This means that the country collected, analysed, and 
disseminated data on the seven indicators. For immediate outcome 
1120, the first indicator, the proportion of the government workers 
who felt confident collecting and analysing nutrition data, increased 
by 11% to reach 44% but still fell short of the 70% target. For the 
second indicator, 120 health workers (48 women) were trained in 
surveillance during the ANI project. 

OUTPUTS 1111 AND 1121

The indicator for output 1111, the number of core nutrition 
indicators tracked, scored the target value of 3 at baseline and end-
line meaning the country tracked seven indicators. For output 1121, 
the first indicator, surveillance strengthening activities take place, 
increased from a score of 1 to a score of 2. This means that at baseline 
there were activities to strengthen data collection for all indicators 
and data collection and there was analysis for acute malnutrition, 
and at end-line there were activities to strengthen data collection 
and analysis for all indicators. However, since there were no activities 
to strengthen data dissemination, the target score of 3 was not met. 
The second indicator, ability of district systems to feed into national 
systems, stayed the same at 2, falling short of the target score 
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of 3. This means that district level data were fed into the national 
system but were not used to give feedback to the districts. The third 
indicator, national information systems gap assessment, increased 
from a score of 0 to a score of 2, meaning that an analysis of the 
gaps was completed over the course of the project, and meeting 
the target. The fourth indicator, nutrition and coverage indicators 
identified and integrated into the national information systems, 
remained constant at the target score of 2, meaning that the Global 
Nutrition Targets and coverage indicators were integrated into the 
system. The fifth indicator increased from a score of 0 to a score 
of 2, meaning that during the ANI project government staff were 
trained to collect and analyse data and the government had a plan 
to continue training, meeting the target. The country did not meet 
the target for the first indicator but improved over the course of the 
project and met the target for the other four indicators.

Courtesy of WFP/Sébastien Rieussec
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Mozambique

Coverage of surveillance activities
Number of districts covered 5/128
Number of women 
age 15-49

279 526

Number of children under 5 158 605

NATIONAL PROGRAMME TO STRENGTHEN NUTRITION 
SURVEILLANCE 

SUMMARY

The work in Mozambique focused on strengthening sentinel site 
surveillance for improved quality, efficiency, collection, analysis 
and dissemination of surveillance data, and on expanding sentinel 
nutrition surveillance sites to three per province, covering at least 
50% of the 128 districts. An assessment of the nutrition surveillance 
system was carried out to inform recommendations for improving 
sentinel surveillance. Pilot implementation initiated in four provinces1  
underpinned the plan to launch the system nationwide. Meanwhile, 
38 health workers (20 women) were trained on anthropometric 
measurement as part of the ongoing growth monitoring and 
promotion and infant and young child feeding (IYCF) activities. 
In addition, 48 health workers (38 women) working in nutrition, 
maternal/child health and HMIS from ANI districts were trained on 
the use of the new register books and data collection forms, prior to 
the distribution of the revised tools. 

Concurrently with the revision of district health information 
system (DHIS2) software to include nutrition indicators, the district, 
provincial and national nutrition data flow and archiving systems 

 1  Cabo Delgado (Chiure District and Pemba City), Zambézia (Icidua Health Center in Quelimane 
City and Alto Molocue District), Inhambane (Inhambane District) and Maputo (Boane District 
and Jose Macamo Health Centre
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were established. The number of sentinel sites remained stable (10 
districts), awaiting the nationwide launching of DHIS2.  Meanwhile, 
data on nutrition indicators are collected and used to guide 
programme decisions in ANI districts.  

PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES

Baseline and end-line data were from the same source and year, 
thus no changes were observed.

INTERMEDIATE OUTCOME 1100

The proportion of health workers who felt confident doing nutrition 
surveillance was 67% at baseline, surpassing the target of 50%, 
but no data were collected at end-line so it is unclear if this was 
maintained. The proportion of interventions identified as a priority 
to scale up decreased by 3% to 27%, which did not meet the target of 
50%. Information on the implementation of a targeting process and 
establishment of a results framework was not collected at baseline 
or end-line so it is not possible to assess whether if the country 
improved or met the target.

IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national level 
data on WHA targets, was not collected at baseline or end-line so it 
not possible to ascertain whether or not the country met the target. 
For immediate outcome 1120, the proportion of the government 
workers who felt confident collecting and analysing nutrition data 
was 26% at baseline. No data were collected at end-line so again it 
is unclear if this improved or met the target of 70%. For the second 
indicator, 40 health workers were trained in surveillance at baseline 
and another 46 were trained during the ANI project.

OUTPUTS 1111 AND 1121

The score for output 1111, the number of core nutrition indicators 
tracked, was 3 at baseline, meaning that the country tracked all 
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seven indicators and met the target. No data were collected at 
end-line so it is unclear if this was maintained. For output 1121, 
surveillance strengthening activities take place, decreased from 
a score of 3 to a score of 2. This means that at baseline there were 
activities to strengthen data collection, analysis, and dissemination 
but at end-line there were only activities to strengthen data 
collection and analysis. The ability of district systems to feed into 
national systems stayed at 2, meaning that district-level data were 
fed into a national system but not used to give feedback to the 
districts. National information systems gap assessment maintained a 
score of 2, meaning that the target of an initial gap analysis was met. 
Nutrition and coverage indicators identified and integrated into 
national information systems, increased from a score of 1 to a score 
of 2. This shows that the Global Nutrition Targets were integrated 
into the system at baseline, and these plus coverage indicators were 
integrated into the system at the end, thus meeting the target. The 
last indicator decreased from a score of 2 to a score of 0, meaning that 
during the ANI project government staff were trained to collect and 
analyse data and the government had a plan to continue training 
at baseline, but was not doing either at the end of the project. The 
country did not meet the target for three of the five indicators for 
output 1121, and, even more worrisome, met the target for two of 
these at baseline but not at end-line.
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Rwanda 

Coverage of surveillance activities
Number of districts 
covered

30/30 

Number of women 
age 15-49

2 461 128

Number of children 
under 5

1 540 027

STRENGTHEN NUTRITION SURVEILLANCE SYSTEM

SUMMARY

Rwanda aimed to review nutrition data sources and strengthen the 
nutrition surveillance system, and to conduct a survey on maternal 
and child nutrition with a special focus on feeding practices for 
infants and children below the age of 2 years. 

Mapping of food security and nutrition monitoring systems 
identified two pillars of information systems: the community-based 
growth monitoring system (SISCOM) and the health-facility based 
HMIS. Based on the findings, training on nutrition surveillance was 
facilitated in collaboration with REACH, the World Food Programme 
(WFP) and the MoH for 286 health workers and nutritionists (155 
women) in charge of public health nutrition at district level. The 
training emphasized data collection, analysis, preparation of nutrition 
bulletins and their use for decision-making and programming. It also 
covered the use of the UNICEF database DevInfo1, used to disseminate 
food and nutrition surveillance information through regular district 

1 DevInfo is a database developed by UNICEF and endorsed by the United Nations 
Development Group for monitoring human development, specifically the Millenni-
um Development Goals (MDGs). 
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and central bulletins. In addition, health workers from 30 districts, 
who are part of the intersectoral teams (head of the District Health 
Management Team, agriculture, gender, local governance, and 
nutritionists), were sensitized on their role in preventing stunting 
and were trained on how to develop a periodic intersectoral 
nutrition bulletin. The national scale-up of Devlnfo was also initiated 
and continued through 2015. This training complemented the ANI 
training and was supported by UNICEF. District health management 
team data managers in 18 out of 30 districts were oriented on 
DevInfo.

The nutrition survey aimed at determining the causes of stunting 
in children under five years of age. Data collection, finalized in 
December 2014, covered anthropometry, gender, food availability 
in the marketplace, nutrition, water/sanitation/hygiene (WASH), 
and a 24-hour dietary recall. The survey was a collaborative effort 
between the ministries of Agriculture and Health, the International 
Centre for Tropical Agriculture (CIAT), UNICEF, WHO, WFP and the 
Food and Agriculture Organization (FAO). WHO provided essential 
technical and financial support, including finalizing the survey 
protocol and tools. The final report guides scaling up of the multi-
sectoral nutrition interventions in those districts with a high burden 
of stunting.

Courtesy of Pablo Migone
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PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES
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decreased by 6.3% 
                           to reach 37.9%

in women of reproductive age

decreased by 0.6%    

                           to reach 2.2%

increased by 0.1%    

                           to reach 6.3%

decreased by 2.0%    

                           to reach 19.0%

increased by 1.0%    

                           to reach 7.7%
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Stunting and wasting decreased but the proportion of overweight 
children, low birth weight, and anaemia in women of reproductive 
age all increased. Stunting and wasting are widely seen as important 
nutrition indicators that need to be addressed, while there is less 
awareness about the other three conditions. 

INTERMEDIATE OUTCOME 1100

The proportion of health workers who felt confident doing 
nutrition surveillance was not measured at baseline or end-line. 
The proportion of interventions identified as a priority to scale up 
was 53% at baseline, meeting the target of 50%, but no data were 
collected at end-line so it is unclear whether this was maintained at 
end-line. Implementation of a targeting process and establishment 
of a results framework scored 3 at baseline, meaning that a results 
framework had been established and utilized. Because programmes 
were not all aligned with this framework, the country did not meet 
the target score of 4. No data were collected at end-line so it is 
unclear whether they improved or met the target. 

IMMEDIATE OUTCOMES 1110 AND 1120

The score for immediate outcome 1110, collecting national level 
data on Global Nutrition Targets, was 3 at baseline. This means that 
the country collected, analysed, and disseminated data on all seven 
World Health Assembly targets, but since data were not collected at 
end-line it is unclear if the country still met the target. For immediate 
outcome 1120, the proportion of government workers who felt 
confident collecting and analysing nutrition data was not measured 
at baseline or end-line. With respect to the second indicator, 46 
health workers were trained in surveillance during the ANI project. 

OUTPUTS 1111 AND 1121

For output 1111, the number of core nutrition indicators tracked 
was seven out of seven at both baseline and end-line, giving a sore 
of 3 and meeting the target. For output 1121, the first indicator, 
surveillance strengthening activities take place, met the target by 
scoring 3 at baseline and end-line. This means that activities were 
in place to strengthen data collection, analysis, and dissemination. 
The second indicator, ability of district systems to feed into national 
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systems, also met the target by scoring 3 at baseline and end-line, 
meaning that district level data were fed into a national system 
and were used to give feedback to the districts. The third indicator, 
national information systems gap assessment, the scored 0 at both 
baseline and end-line, meaning that an analysis of the gaps was 
not carried out over the course of the project. The fourth indicator, 
nutrition and coverage indicators identified and integrated into 
national information systems, scored 1 at both baseline and end-line. 
This means that only Global Nutrition Targets were integrated into 
systems, and the country did not meet the target score of 2. The fifth 
indicator maintained a score of 0, meaning that ANI did not train any 
government staff to collect and analyse data and the government 
did not have a plan to do this training. They did not meet the target 
of 2. The country met the targets for only two out of five indicators, 
and there was no improvement in the other three indicators.

Cooking and nutrition training 
with UGAMA staff, Rwanda.
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Senegal

Coverage of surveillance activities
Number of districts 
covered

76 /76     

Number of women age 
15-49

5 403 485

Number of children 
under 5

2 701 743

            

STRENGTHENING NUTRITION SURVEILLANCE WITHIN THE 
NATIONAL HEALTH INFORMATION SYSTEM AND SETTING UP 
A SENTINEL SURVEILLANCE SYSTEM ON NUTRITION IN THE 
MID-TERM

SUMMARY

Initial consultations with the MoH identified the need to integrate 
nutrition indicators in existing HMIS and IDSR systems. However, at 
that time access to health data at primary health level was hampered 
by institutional problems as well as concerns with the functionality 
of the national HMIS. It was proposed, therefore, to develop a 
sentinel surveillance system for nutrition to allow the collection of 
nutrition data while the HMIS was being revised and institutional 
issues resolved.
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As a result, support was provided to strengthen various 
components of the surveillance system. Nutrition indicators were 
identified for inclusion into IDSR, IDSR tools iwere reviewed and 
health workers were trained to collect data for nutrition surveillance. 
Based on this work, nutrition data have been included in the weekly 
IDSR epidemiologic bulletin since 2015. Weekly data on acute 
malnutrition cases identified in all districts are fully available.

A consensus-building workshop was held to review, select and 
ratify nutrition indicators for inclusion in the new HMIS, and this 
provided the basis for starting data collection. It is expected that the 
tools will need to be refined after testing at district level. 

A nutrition sentinel system was set up in five sites located 
in different agro-ecological areas. This system allows the regular 
collection of nutrition data from primary health centres as well as 
from partners working at community level and from other systems 
(for example, the early warning system). This is coupled with 
household surveys every four to six months, which provide data 
on some determinants of malnutrition. The sentinel system was 
developed with the support of UNICEF, who provided technical 
expertise on data collection using smartphones. Procurement of 
required equipment (hemocue, mobile phones and laptops) was 
done with support of UN agencies and NGOs (UNICEF, IntraHealth, 
etc). A training module on sentinel nutrition surveillance was 
developed and used in the five sites, where 132 facility-based and 
community health workers were trained on nutrition surveillance 
methodology and anthropometric measurement. Field supervision 
provided the opportunity to evaluate the experience of collecting 
nutrition data and to provide on-the-job training.
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PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES
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increased by 3.9%  
                           to reach 19.4%

in women of reproductive age

decreased by 2.9%     

                           to reach 5.8%

decreased by 0.4%     

                           to reach 0.3%

The proportion of wasted children decreased, while stunting increased.

had no new data

had no new data
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INTERMEDIATE OUTCOME 1100

The first indicator, the proportion of health workers who felt 
confident doing nutrition surveillance, increased by 6% to reach 
84%. The country met the target of 50% at both baseline and end-
line. The second indicator, the proportion of interventions identified 
as a priority to scale up, increased by 14.5% to reach 62.5%, meeting 
the target of 50%. The third indicator, implementation of a targeting 
process and establishment of a results framework, increased from 
a score of 0 to a score of 3, meaning that a results framework was 
established and utilized but programmes were not yet aligned with 
this framework (framework under development within the national 
multisectoral strategic plan). The country improved but did not meet 
the target score of 4. The country met the target for the first two 
indicators and, despite not meeting the target for the third indicator, 
still improved over the course of the project.

IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national level 
data on Global Nutrition Targets, was 3 at baseline and end-line. This 
means that the country collected, analysed, and disseminated data on 
all seven indicators, meeting the target. For immediate outcome 1120, 
the first indicator, the proportion of government workers who felt 
confident collecting and analysing nutrition data increased by 5% to 
reach 48%, falling short of the target of 70%. For the second indicator, 
112 health workers were trained in surveillance at the beginning of 
the project and 132 were trained over the course of the ANI project.

OUTPUTS 1111 AND 1121

The indicator for output 1111, the number of core nutrition indicators 
tracked, was the target value of 3 at baseline, meaning they tracked 
all seven indicators and at end-line. For output 1121, the first 
indicator, surveillance strengthening activities take place, increased 
from a score of 2 to the target score of 3. This means that that there 
were activities to strengthen data collection and analysis at baseline, 
and that there were also activities to strengthen dissemination at 
end-line. The second indicator, the ability of district systems to feed 
into national systems, increased from a score of 2 to the target score 
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of 3, meaning that district level data were fed into a national system 
at baseline and this data were also being used to give feedback to 
the districts at end-line. The score for the third indicator, national 
information systems gap assessment, remained constant at the target 
value of 2, meaning that an assessment of the gaps was completed 
at baseline. The fourth indicator, nutrition and coverage indicators 
identified and integrated into national information systems, stayed 
the same at the target value of 2, meaning the Global Nutrition 
Targets and coverage indicators were integrated into the systems. 
The score for the fifth indicator also remained at 2, meaning that 
during the ANI project government staffs were trained to collect and 
analyse data and the government had a plan to continue training, 
meeting the target at baseline and at end-line. The country met the 
targets for all of the indicators.

Courtesy of WFP/ Phil Behan
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Sierra Leone

Coverage of surveillance activities
Number of districts 
covered

 13/13    

Number of women 
age 15-49

1  621  058

Number of children under 5 1 204  840

STRENGTHENING THE NUTRITION SURVEILLANCE WITHIN 
THE NATIONAL HEALTH INFORMATION SYSTEM

SUMMARY

Consultations early in the project period with the Ministry of Health 
and Sanitation (MoHS), WFP, UNICEF and other partners identified 
the integration of nutrition indicators for acute malnutrition in 
the IDSR and strengthening of nutrition within the HMIS as the 
main priorities. The MoHS, in collaboration with WHO, developed a 
relevant framework. This involved revising HMIS and IDSR tools to 
include nutrition indicators and training health workers on nutrition 
surveillance, including data collection and analysis. Stakeholders at 
national level were involved in the revision of tools and the selection 
of nutrition indicators. 

WHO worked with the MoHS to revise the mother and child 
heath cards and to train health staff on its proper use.  An inventory 
of anthropometric tools was carried out to allow other partners to 
fill gaps. New anthropometric tools were developed in the context 
of Ebola where a “no touch policy” was applied to avoid the spread 
of the epidemic. 
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PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES
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decreased by 9.1%  
                           to reach 28.8%

in women of reproductive age

decreased by 4.7%     

                           to reach 4.7%

decreased by 4.0%    

                           to reach 7.0%

decreased by 14.9%     

                           to reach 44.8%

decreased by 0.9%     

                           to reach 8.0%
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All of the ultimate outcome indicators improved, in some cases by 
substantial amounts such as the decrease of 9.1% in stunting and 
the decrease of 14.9% in anaemia. Sierra Leone was the only country 
that saw improvements in all ultimate outcome indicators.

INTERMEDIATE OUTCOME 1100

The first indicator, the proportion of health workers who felt 
confident doing nutrition surveillance, decreased by 15% down to 
63%. The country still met the target of 50% at both baseline and 
end-line. The second indicator, the proportion of interventions 
identified as a priority to scale up, increased by 2% to reach 54%, 
thus also meeting target of 50% at baseline and end-line. The third 
indicator, implementation of a targeting process and establishment 
of a results framework, maintained the target score of 3, meaning that 
a results framework was established and utilized and programmes 
were aligned with this framework. The country met the targets for 
all three of the indicators.

IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national 
level data on Global Nutrition Targets, stayed at the target score of 
3, meaning that all seven indicators were collected, analysed, and 
disseminated. For immediate outcome 1120, the first indicator, the 
proportion of the government workers who felt confident collecting 
and analysing nutrition data, decreased by 2% to reach 41%. This 
fell short of the target of 70% at baseline and end-line. For the 
second indicator, 1086 health workers (962 women) were trained in 
surveillance during the ANI project. 

OUTPUTS 1111 AND 1121

The indicator for output 1111, the number of core nutrition indicators 
tracked, remained constant at the target score of 3, meaning all 
seven indicators were tracked. For output 1121, the first indicator, 
surveillance strengthening activities take place, increased from a 
score of 1 to the target score of 3, meaning that there were activities 
to strengthen data collection taking place at baseline and that 
there were also activities to strengthen dissemination at end-line. 
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The second indicator, ability of district systems to feed into national 
systems, increased from a score of 2 to a score of 3. This means that 
district level data were fed into a national system at baseline and this 
data was also being used to give feedback to the districts at end-
line, meeting the target. The third indicator, national information 
systems gap assessment, stayed constant at the target value of 2, 
meaning that an analysis of the gaps was completed at baseline. The 
fourth indicator, nutrition and coverage indicators identified and 
integrated into national information systems, stayed the same at 2 
meaning the National Nutrition Targets and the coverage indicators 
were integrated into the system. The country met the target at 
baseline and at end-line. The fifth indicator also stayed at the target 
score of 2, meaning that during the ANI project government staff 
were trained to collect and analyse data and the government had 
a plan to continue training. The country met the targets for all five 
indicators.

Courtesy of Rachel Unkovic/IRC
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Masindi
Hoima
Kibaale

Namutumba
Luaka
Iganga

A

B

A

B

Uganda

Coverage of surveillance activities
Number of districts covered 6/111
Number of women age 
15-49

631 199

Number of children under 5 562 590

SUMMARY

Activities in Uganda focused on strengthening routine surveillance 
using HMIS and other existing and regularly available sources of 
data, on supporting periodic nutrition and health surveys, and on 
programme monitoring and evaluation.

The existing nutrition surveillance systems were reviewed and 
results were discussed by stakeholders. Nutrition indicators to be 
collected through DHIS2 were selected and defined in line with 
the global nutrition monitoring framework of the Comprehensive 
implementation plan for maternal and young child nutrition and 
the National nutrition plan. Based on the revised HMIS tools and 
customized DHIS2 that incorporated these indicators, health workers 
were trained in health facilities across all tiers, from district hospital 
to Health Centre II level (providing primary health care services). 
Training covered the revised HMIS tools and registers as well as the 
key data elements to track nutrition indicators. Training covered 100% 
of all health facilities in the six ANI districts. In addition, post-training 
mentorship and supportive supervision were carried out across all 
288 health facilities to reinforce the collection and use of high quality 
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data. During the life of the project, a total of 2284 health workers (1284 
women) were trained or mentored on HMIS or on the use of data.

In preparation for scaling up nutrition actions aimed at reducing 
stunting among the under-5 population in target districts, two 
small-scale surveys were carried out in the six focus districts: a food 
consumption survey and a knowledge, attitude and practice (KAP) 
survey on which to base promotion of appropriate care at facility 
and community levels and the development of social and behaviour 
change communication (SBCC) activities. 

The Food consumption survey was carried out to determine 
the nutrition status, dietary patterns, feeding practices and dietary 
(nutrient) adequacy in children under 2 years of age. The survey 
also collected information on the cost and seasonality of principal 
food sources for child feeding in the targeted districts. Data were 
entered into the Optifood software1  for nutrient intake analysis and 
modelling of nutrient profiling. Results were used to develop food-
based dietary recommendations and recipes that were included in 
IYCF interventions to be delivered through facility- and community-
based services. The recipes are being used nationwide to strengthen 
education and counselling services on use of local foods for 
preparing age-appropriate complementary foods.

The KAP survey, conducted concurrently with the food-based 
dietary survey, examined the barriers and facilitating factors to IYCF 
practices, identified people who can influence these practices and 
feasible and effective channels to promote them. The results of the 
KAP survey also helped to define relevant messages to influence 
changes in the key IYCF indicators of diet diversity and frequency of 
complementary feedings.

Monitoring of ANI activities was integrated into the existing 
supervision and mentoring tools for ease of implementation and 
sustainability. District teams were trained on how to supervise /mentor 
health workers and utilize data to improve outcomes.  A mini-survey 
was also carried out in two sub-counties of each of the six districts to 
assess the coverage and outputs of the ANI project. The result showed a 
positive change in KAP for the indicators shown in the table.

 1 Optifood is a linear programming software application that allows public health 
professionals to identify the nutrients people obtain from their local diets, and to formulate 
and test population-specific food-based recommendations to meet their nutritional needs.

Cooking demonstration in Ryamiyonga, 
Uganda.
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Indicator Baseline End-line

Proportion of caregivers of children under two 
years of age who know the recommended time 
to initiate breastfeeding.

55.9% 81.9%

Proportion of households with children under 
two years of age who know the recommended 
duration of exclusive breastfeeding.

65% 89.0%

Proportion of caregivers of children under two 
years of age who are aware of the recommended 
time to start giving complementary foods.

48% 65.1%

Proportion of caregivers of children under 
two years of age who are aware of the 
recommendation to continue breastfeeding up to 
two years of age.

Nil 70.3%

Proportion of children having been fed four or 
more different foods 11.9%  59%

PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES

Baseline and end-line data were from the same source and year, 
thus no changes were observed.

INTERMEDIATE OUTCOME 1100

The proportion of health workers who felt confident doing nutrition 
surveillance was 68% at baseline, meeting the target of 50%. No 
data were collected at end-line so it is unclear whether this was 
maintained. The proportion of interventions identified as a priority 
to scale up remained constant at 36%, which was under the target 
value of 50%. The third indicator, implementation of a targeting 
process and establishment of a results framework, increased from 
a score of 1 to a score of 2. This means that a results framework 
was established at baseline and was utilized at end-line. However, 
because programmes were not aligned with this framework, the 
country improved but did not meet the target score of 4. 
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IMMEDIATE OUTCOMES 1110 AND 1120

The country collected, analysed, and disseminated data on all seven 
Global Nutrition Targets, thus the score for this indicator remained 
stable at 3. For immediate outcome 1120, the first indicator, the 
proportion of government workers who felt confident collecting 
and analysing nutrition data, was 31% at baseline. This did not 
meet the target of 70%, and no data were collected at end-line so 
it is not possible to ascertain whether they improved or met the 
target. For the second indicator, 1898 health workers were trained 
in surveillance by ANI. 

OUTPUTS 1111 AND 1121

The score for output 1111, the number of core nutrition indicators 
tracked, decreased from 3 to 2. This means that all seven indicators 
were tracked nationally at baseline, but only in key districts at end-
line, and the target was no longer met. For output 1121, the first 
indicator, surveillance strengthening activities take place, increased 
from a score of 2 to a score of 3, meeting the target. This means that 
while there were activities to strengthen data collection and analysis 
at baseline, there were also dissemination activities at end-line. The 
second indicator, ability of district systems to feed into national 
systems, remained constant at 2, meaning that district level data 
were fed into a national system but were not used to give feedback 
to the districts, thus falling short of the target score of 3. The third 
indicator, national information systems gap assessment, met and 
maintained the target score of 2, meaning that an analysis of the 
gaps was completed at baseline. The fourth indicator, nutrition 
and coverage indicators identified and integrated into national 
information systems, decreased from a score of 2 to a score of 1, not 
meeting the target. This means that the Global Nutrition Targets and 
coverage indicators were integrated into the system at baseline but 
the coverage indicators were no longer integrated at end-line. The 
fifth indicator increased from a score of 0 to a score of 2, meeting 
the target. This means that during the ANI project government staff 
were trained to collect and analyse data and the government had a 
plan to continue training. The country made some improvements, 
meeting the target for two indicators at end-line that had not been 
met at baseline, but they also no longer met the target for one 
indicator at end-line. 

The proportion 

of health workers 

who felt confident 

doing nutrition 

surveillance was 

68% at baseline, 

meeting the target 

of 50%
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United Republic of Tanzania 

Coverage of surveillance activities
Number of districts covered 11/169
Number of women 
age 15-49

1 234 112

Number of children under 5 408 828

RE-ESTABLISHING AND STRENGTHENING THE NATIONAL 
NUTRITION SURVEILLANCE AND INFORMATION SYSTEM

SUMMARY 

WHO, in collaboration with WFP and REACH, conducted two 
comprehensive reviews of the nutrition surveillance and information 
system (NSIS). These reviews identified two main issues: the lack of 
anthropometric tools, and the need to integrate the system within 
the existing DHIS2. In response, the Tanzanian Food and Nutrition 
Center (TFNC) in collaboration with national stakeholders and WHO, 
developed a framework that involved providing anthropometric 
tools, reviewing existing HMIS guidelines to include nutrition 
indicators and training health workers on nutrition surveillance. 
Stakeholders were involved in reviewing existing HMIS tools (books, 
registers, tally sheets and monthly report summary sheets) and 
selecting nutrition indicators. The new HMIS nutrition data tools 
were reviewed and revised during a consensus-building workshop. 
Twenty-one participants attended, drawn from the Ministry of 
Health and Social Welfare (monitoring and evaluation, reproductive 
and child health departments), TFNC, WHO, UNICEF, Johns Hopkins 
University, Save the Children, University of Dar es Salaam, Sokoine 
University of Agriculture, the Centre for Counselling, Nutrition 
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and Health Care (COUNSENUTH) and representatives of the health 
management teams for Lindi and Shinyanga regions. Data collection 
started in ten ANI districts to pilot the surveillance procedures, 
before nationwide application. 

The ANI project supported the procurement of 413 each of 
the following anthropometric equipment: weighing scales, height/
length boards, MUAC tapes, and weight-for-height charts. Computer 
equipment and supplies were procured for HMIS officers in two 
regions and in each of the 11 districts to support surveillance: two 
laptops, 16 desktop computers, 16 printers, 16 uninterrupted power 
supply units, 18 internet modems, software and antivirus packages. 
A training module for nutrition surveillance was developed and used 
in the two ANI regions, where 410 health workers (244 women) were 
trained on nutrition surveillance and anthropometric measurement. 

Following the distribution of the equipment, a one day 
refresher training was conducted for the two regions on the use of 
anthropometric equipment and HMIS Nutrition data tools.  Overall, 
1878 health workers and nutritionists (938 women) were trained 
over the life of the project. 

Courtesy of blogs.elca.org

1878 health workers 

and nutritionists 

(938 women) were 

trained over the life 

of the project
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PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES
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decreased by 8.0%   
                           to reach 34.0%

in women of reproductive age

decreased by 0.2%      

                           to reach 5.0%

stayed the same at  7.0%   

                     

decreased by 5.0%      

                           to reach 45.0%

increased by 2.1%      

                           to reach 7.1%
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Stunting was the only ultimate outcome indicator that improved, 
decreasing by 8.0%. Overweight children increased by 2.1%, 
demonstrating presence of the double burden of malnutrition where 
both undernutrition and over-nutrition occur simultaneously.

INTERMEDIATE OUTCOME 1100

The first indicator, the proportion of health workers who felt confident 
doing nutrition surveillance, was 41% at baseline, under the target 
of 50%. No data was collected at end-line so it is unclear whether 
this improved. The second indicator, the proportion of interventions 
identified as a priority to scale up, increased by 5% to reach 36%. The 
country did not meet the target of 50% at baseline or end-line. The third 
indicator, implementation of a targeting process and establishment of a 
results framework, increased from a score of 0 to a score of 2 meaning that 
a results framework was established but not utilized and programmes 
were not aligned with the framework. The country improved but did not 
meet the target score of 4. The country did not meet the targets for any 
of these indicators.

IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national level data 
on WHA targets, was not collected at baseline. At end-line this indicator 
met the target score of 3, meaning that the country collected, analysed, 
and disseminated data on all seven Global Nutrition Target indicators. For 
immediate outcome 1120, the proportion of the government workers 
who felt confident collecting and analysing nutrition data was 13% 
at baseline. This did not meet the target of 70% and because no data 
was collected at end-line not possible to assess whether this indicator 
increased or met the target. In total, 441 health workers were trained in 
surveillance during the ANI project.
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OUTPUTS 1111 AND 1121

The indicator for output 1111, the number of core nutrition 
indicators tracked, maintained a constant score of 3. This means 
that the country tracked all seven indicators nationally, meeting the 
target at baseline and end-line. For output 1121, the first indicator, 
surveillance strengthening activities take place, decreased from a 
score of 3 to a score of 2. This means that there were activities taking 
place to strengthen data collection, analysis, and dissemination 
at baseline but there were no longer activities to strengthen data 
dissemination at end-line. The target score of 3 was not maintained. 
The second indicator, the ability of district systems to feed into 
national systems, increased from a score of 0 to the target score of 
3, meaning that district level data was fed into a national system 
and was also being used to give feedback to the districts at end-line. 
The third indicator, national information systems gap assessment, 
increased from a score of 1 to a score of 2 and met the target. This 
means that an analysis of the gaps was started at baseline and was 
completed over the course of the project. The fourth indicator, 
nutrition and coverage indicators identified and integrated into 
national information systems, increased from a score of 0 to the target 
score of 2 meaning the WHA targets and coverage indicators were 
integrated into the system at end-line. The fifth indicator increased 
from a score of 0 to a score of 2, also meeting the target. This means 
that ANI trained government staff collected and analysed data, and 
the government had a plan to continue training. The country did not 
meet the target for the first indicator, despite doing so at baseline. 
However, they met the targets for the four other indicators.
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Courtesy of CSIS.org
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Zambia 

Coverage of surveillance activities
Number of districts covered
(1-2 districts per region)

14/89  

Number of women age 
15-49

1 528 538

Number of children under 5 546 900

SUPPORT THE DEVELOPMENT AND IMPLEMENTATION OF A 
ROBUST MONITORING AND EVALUATION SYSTEM 

SUMMARY

Zambia focused on finalizing the Zambian Nutrition Information 
System (ZamNIS), on establishing baseline data for 14 high burden 
SUN districts, and on developing a national multisectoral monitoring 
and evaluation framework for food and nutrition programmes.

Technical and financial assistance was provided by the ANI 
project to establish baseline nutrition information in 14 SUN districts. 
Through a survey that covered 4126 households, the nutritional 
status of women and children was assessed. Body Mass Index 
measures showed that 9.5% of women were underweight, 12.8% 
were overweight and 4.8% were obese. The overall prevalence of 
underweight children was 17.1%. About 7.1% of children were 
wasted and 37% were stunted. Results by priority intervention 
showed that about 65.8% of pregnant women had taken iron/folate 
supplements during the current pregnancy and 95.1% reported 
having slept under a treated bednet the night prior to the survey. The 
practice of pre-lacteal feeding was not prevalent in the communities 
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studied: only 6.9% of the children were reported to have received 
pre-lacteal feeds while 59.2% were initiated to breastfeeding within 
one hour of birth.   

Investigation of diets for pregnant and lactating women 
revealed that 38.8% of pregnant women reported eating extra 
meals or food. About 59% of the households ate twice per day. Most 
of the households (95.9%) consumed cereal based foods and little 
animal source foods. The food consumption score was adequate for 
79.3% of the households in the seven days preceding the survey. 
However, 65.1% women and 54.8% children had poor diet diversity 
scores.  Consumption of iron-rich foods was poor for 96.1% of the 
households studied; at the same time, 60.5% of the children had an 
adequate consumption of iron-rich foods within the same reference 
period of 24 hours preceding the survey.  Women’s consumption 
of haem iron was lower than 50% with the exception of Chipata, 
Lundazi and Samfya districts, which reported more than 60% of 
women consuming haem iron food sources.

WHO provided technical assistance to the National Food and 
Nutrition Commission (NFNC) to develop the multisector monitoring 
and evaluation plan being used to track progress of the 1000 Most 
Critical Days Program (MCDP). Nutrition indicators to be collected 
within the HMIS were agreed and adopted, in the categories of 
anthropometry (stunting, wasting, underweight, obesity and low 
birth weight), vitamin A and iron supplementation, de-worming and 
infant feeding. Provincial and district nutritionists and information 
officers were oriented on the indicators and on the use of DHIS2 
in data analysis and presentation. In the four districts that initiated 
the measurement of height, 24 nutrition focal point persons and 
information officers were oriented on growth assessment and on 
the use of DHIS2 in data review and analysis. Four health workers 
in each of the 40 targeted health facilities (160 total, 40 women) 
were oriented in growth assessment and use of DHIS2 in reporting 
adopted indicators. Overall, a total of 234 health workers (82 women) 
were trained or oriented on growth assessment and DHIS2. Data 
collection and reporting was initiated and expansion to additional 
districts is planned in phases. Findings of data analysis from DHIS2 
are being used to inform programme decisions on a regular basis. 

The implementation of the 1st 1000 MCDP required a strong 
monitoring and evaluation system to track progress towards 

Courtesy of DFID
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milestones and targets. A relevant plan was developed under the 
technical leadership of WHO that clearly identifies and defines all 
standard indicators to be reported at national and sub-national 
levels, including baselines, targets and measurement methods for 
each indicator. 

PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES

Baseline and end-line data were from the same source and year, 
thus no changes were observed.

INTERMEDIATE OUTCOME 1100

The first indicator, the proportion of health workers who felt 
confident doing nutrition surveillance, was 37% at baseline. This did 
not meet the target of 50%, and since no data was collected at end-
line it is not possible to ascertain whether the country improved. 
The second indicator, the proportion of interventions identified as a 
priority to scale up, increased from 41% to 44%, which did not meet 
the target of 50%. The third indicator, implementation of a targeting 
process and establishment of a results framework, increased from a 
score of 0 to a score of 3. This means that a results framework was 
established and utilized but programmes were not aligned with this 
framework, thus the target score of 4 was not met. The country did 
not meet any of the targets for these indicators.

IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national 
level data on Global Nutrition Targets, remained constant at the 
target value of 3 meaning that the country collected, analysed, and 
disseminated data all seven indicators. For immediate outcome 
1120, the first indicator, the proportion of government workers who 
felt confident collecting and analysing nutrition data was 41% at 
baseline, falling short of the target of 70%. Data were not collected 
at end-line so it is not possible to ascertain whether this improved. 
For the second indicator, 224 health workers (120 women) were 
trained in surveillance during the ANI project. 
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OUTPUTS 1111 AND 1121

The indicator for output 1111, the number of core nutrition 
indicators tracked, decreased from a score of 3 to a score of 1. This 
means all seven indicators were tracked at baseline, while only two 
of three indicators were tracked at end-line, and the target was not 
met. For output 1121, the first indicator, surveillance strengthening 
activities take place, increased from a score of 0 to the target score 
of 3, meaning that there were no activities taking place at baseline 
but by end-line there were activities to strengthen data collection, 
analysis, and dissemination. The second indicator, the ability of 
district systems to feed into national systems, increased from a score 
of 0 to a score of 2, meaning that district level data was fed into the 
national system but was not used to give feedback to the districts. 
Thus the target score of 3 was not met. The third indicator, national 
information systems gap assessment, increased from a score of 0 to 
a score of 1, meaning that an assessment of the gaps was started; 
since it was not completed the country did not meet the target score 
of 3. The fourth indicator, nutrition and coverage indicators identified 
and integrated into national information systems, increased from a 
score of 0 to a score of 1. This falls short of the target score of 2, and 
means that while Global Nutrition Targets were integrated into the 
system, coverage indicators were not. The fifth indicator increased 
from a score of 0 to a score of 2, meaning that the ANI project trained 
government staff to collect and analyse data and the government 
had a plan to continue training, thus meeting the target. The country 
only met the targets for two of the five indicators but they started 
with scores of 0 for all of these indicators and improved for each one.

The country only 

met the targets 

for two of the five 

indicators but they 

started with scores 

of 0 for all of these 

indicators and 

improved for each 

one
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Zimbabwe 

Coverage of surveillance activities
Number of districts covered 
(1 district per region)

10/59

Number of women age 
15-49

332 145

Number of children under 5 225 294

STRENGTHENING NUTRITION SURVEILLANCE AND RESEARCH 
TO IMPROVE PROGRAMMING OF NUTRITION ACTIVITIES

SUMMARY

Zimbabwe ensured that nutrition was effectively integrated in the 
DHIS, that timely nutrition information was available at all levels, 
that effective programmes to address the causes of undernutrition 
were identified and incorporated into long-term strategic planning, 
that a vehicle for food fortification was identified through a food 
consumption and dietary pattern survey. The country also supported 
an ongoing micronutrient survey.  

A gap assessment of the national nutrition surveillance 
situation was conducted using a protocol developed collaboratively 
by the MoH and nutrition stakeholders.  Based on the findings, the 
national nutrition surveillance guideline was developed, which 
helped to determine the selection of indicators for inclusion in 
DHIS2. To support the availability of nutrition information for timely 
programme decisions, a training manual on surveillance and data 
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quality assurance was finalized and used to equip district teams with 
the skills to prepare semi-annual nutrition reports. WHO support to 
health worker training on growth assessment and to the development 
of nutrition surveillance guidelines with clear data quality assurance 
processes helped revamp the growth monitoring and promotion 
programme and gave direction to all partners involved in nutrition 
interventions in the country. In total, 125 national and district level 
health workers (54 women) were trained on WHO growth standards 
and on nutrition surveillance using DHIS2. 

Using the DHIS2-generated routine data, updates on the 
distribution of acute malnutrition were produced and disseminated 
weekly for appropriate response in the context of the nutrition 
emergency resulting from El Nino. A SMART survey was supported 
by WHO to quantify the magnitude of malnutrition in the same 
context. In addition, monthly nutrition reports were produced to 
inform district teams on the coverage of key nutrition interventions, 
for appropriate feedback and action. Monthly screening for acute 
malnutrition in the districts worst affected by drought was also 
being done, and the MoH refined selected nutrition indicators based 
on feedback from use of the surveillance data. 

WHO disseminated the technical guideline on Essential 
nutrition actions to help identify the best interventions to address 
undernutrition, and supported the finalization and dissemination 
of the National Nutrition strategy (2014-2018) in line with the 
Comprehensive implementation plan on maternal, infant and young 
child nutrition. The dissemination was organized as a community 
event attended by senior officials from the MoH, the Ministry of 
Agriculture and the Food and Nutrition Council as well as other 
government arms, UN partners, local NGOs and the Hauna District 
community. Key issues on addressing nutrition challenges in the 
country were articulated by the guest of honour, the Minister of 
State for Manicaland Province. WHO also supported the Food and 
Nutrition Security Advisory group in developing the Zero Hunger 
strategy for the country, and recommended that the strategy include 
realistic targets for reducing child stunting. 

In order to identify the most appropriate vehicle for 
food fortification, Zimbabwe designed and conducted a food 
consumption survey with the support of the ANI project. This was 
a cross-sectional study of the ten provinces and covered both rural 
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and urban populations, in order to collect nationally representative 
data on dietary patterns of diverse geographic and cultural groups. 
The median energy intake among children 24-59 months was 
739 kcal, indicating that not all children in that age range may be 
meeting their energy needs. With the exception of zinc for children 
6-23 months, children under 5 years of age were found to have 
inadequate intakes of almost all of the micronutrients examined. This 
was most notable for calcium and all the B vitamins, including folate 
(B9). Dietary diversity was very low, with insufficient consumption 
of animal source foods that are a good source of B vitamins and 
minerals. 

Similarly, energy and micronutrient intakes were estimated to 
be inadequate among children 5-14 years of age. Their diets were 
particularly lacking in vitamins A, C, folate, and B12 as well as calcium 
and iron, due to a diet a diet poor in animal source foods, fruits, and 
vegetables. Sodium did not appear to be a major concern, based on 
the WHO guideline on sodium intake. 

In addition, the preliminary findings of the food consumption 
survey showed that wheat flower and maize meal were the major 
staples across the provinces.  Based on this finding, the national 
food strategy included fortifying wheat flower and maize meal with 
micronutrients.  A national micronutrient survey was conducted 
in 2012, and WHO supported the MoH to finalize and develop 
the report in 2014. The report provides baseline information on 
anaemia in children and women, with disaggregation to the district 
level. At dissemination meetings with multiple stakeholders from 
government ministries, UN agencies, paediatricians and the private 
sector, WHO facilitated discussions of the findings and consensus 
on a collective response to the problems identified. The MoH, in 
collaboration with other relevant ministries is implementing a 
food-based approach to address the problem of anaemia and also 
strengthening iron folic acid supplementation to pregnant women 
through health services.
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PERFORMANCE MONITORING FRAMEWORK RESULTS

ULTIMATE OUTCOMES
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decreased by 8.0%   
                           to reach 34.0%

in women of reproductive age

decreased by 5.0%      

                           to reach 45.0%

Baseline and end-line data for wasted children, overweight chil-
dren, and low birth weight were from the same source and year so 
no changes were observed.

INTERMEDIATE OUTCOME 1100

The first indicator, the proportion of health workers who felt 
confident doing nutrition surveillance, was 48% at baseline, which 
did not meet the target of 50%. Since no data were collected at end-
line, it is not possible to ascertain whether this improved. The second 
indicator, the proportion of interventions identified as a priority to 
scale up, decreased by 12% down to 43%. The country met the target 
of 50% at baseline but was no longer meeting it at end-line. The third 
indicator, implementation of a targeting process and establishment 
of a results framework, stayed at a score of 1, meaning that a results 
framework was in the process of being established at baseline but 
was not completed over the course of the project. This did not meet 
the target score of 4. The country did not meet the targets for any of 
these indicators.
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IMMEDIATE OUTCOMES 1110 AND 1120

The indicator for immediate outcome 1110, collecting national 
level data on Global Nutrition Targets, remained constant at the 
target value of 3 from baseline to end-line. The country improved 
on collecting, analysing, and disseminating data from six Global 
Nutrition Target indicators at baseline to all seven end-line. For 
immediate outcome 1120, the first indicator, the proportion of 
government workers who felt confident collecting and analysing 
nutrition data, was 55% at baseline, which did not meet the target of 
70%. No data were collected at end-line, so it is not possible to judge 
whether this improved. For the second indicator, 60 health workers 
(40 women) were trained in surveillance during the ANI project. 

OUTPUTS 1111 AND 1121

The indicator for output 1111, the number of core nutrition 
indicators tracked, stayed the same at the target value of 3, meaning 
that all seven Global Nutrition Target indicators were tracked. For 
output 1121, the first indicator, surveillance strengthening activities 
take place, remained stable at the target value of 3 meaning that 
there were activities to strengthen data collection, analysis, and 
dissemination at baseline and at end-line. The second indicator, the 
ability of district systems to feed into national systems, also stayed at 
3, meaning that district level data was fed into a national system and 
was being used to give feedback to the districts. This met the target 
at baseline and at end-line. The third indicator, national information 
systems gap assessment, stayed at 2, meaning that an assessment of 
the gaps was completed at baseline, meeting the target. The fourth 
indicator, nutrition and coverage indicators identified and integrated 
into national information systems, stayed at 2. This means that Global 
Nutrition Targets and coverage indicators were integrated into the 
system, meeting the target at baseline and at end-line. The fifth 
indicator stayed at 0, meaning that ANI did not train government 
staff to collect and analyse data, and the government did not have 
a plan to do this training. The country met the targets for four of the 
five indicators.
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Courtesy of wefa.org.uk
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Ultimate Outcome 
indicators

Summary of Results

Burkina 
Faso Ethiopia Mali Mozambique Rwanda Senegal Sierra Leone Uganda

United 
Republic of 

Tanzania
Zambia Zimbabwe

Proportion of stunted 
children under 5 years old

30.2% 
decreased by 

2.7%

38.4% 
decreased by 

5.6%

23.1%    
decreased 

by4.7%
No new data

37.9% 
decreased by 

6.3%

19.4% 
increased by 

3.9%

28.8%    
decreased by 

9.1%

No new 
data

34.0% 
decreased by 

8.0%

No new 
data

27.0% 
decreased by 

5.0%

Proportion of wasted 
children under 5 years old

10.4% 
increased by 

7.6%

9.9%    
decreased by 

0.1%

11.5%   
increased by 

2.6%
No new data

2.2%     
decreased by 

0.6%

5.8%   
decreased by 

2.9%

4.7%      by 
4.7%

No new 
data

5.0%      
increased by 

0.2%

No new 
data

27.0% 
decreased by 

1.0%

Proportion of children 0 
to 59 months old who are 
overweight

1.0%   
decreased by 

9.9%

2.8%     
increased by 

1.1%
No new data No new data

7.7%      
increased by 

1.0%

0.3%   
decreased by 

0.4%

8.0%      
decreased by 

0.9%

No new 
data

7.1%      
increased by 

2.1%

No new 
data No new data

Incidence of low birth 
weight

16.2% 
decreased by 

2.2%
No new data

16.0% 
decreased by 

2.0%
No new data

6.3%.     
increased by 

0.1%
No new data

7.0%      
decreased by 

4.0%

No new 
data

7.0%            
stayed the 

same

No new 
data No new data

Proportion of women 15 
to 49 years old with Hb < 
12 g/dl

61.9% 
decreased by 

6.4%

23.0%   
increased by 

6.0%

51.4% 
decreased by 

22.0%
No new data

19.0%   
increased by 

2.0%
No new data

44.8% 
decreased by 

14.9%

No new 
data

45.0%    
increased by 

5.0%

No new 
data No new data

TABLE 1. Ultimate outcome indicators:  Summary of results
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Part IV: Analysis of project performance 

The ANI project responded to a real and perceived need by 
governments for improved nutrition data. Activities implemented 
were coherent with country implementation plans developed in 
partnership with the ministries of health. The external evaluation 
carried out in 2015 affirmed the relevance and importance of the 
ANI project as ensuring major contributions to revitalizing national 
health information systems and making real-time health data 
available. 

The project design was guided by a participatory approach that led 
to strong country ownership and a focus on each country’s specific 
needs. The country implementation plans needed readjustment in 
some countries based on changing and evolving requirements. At 
field level, much of the work was focused on process, and perhaps 
changes on the PMF do not reflect the improvements that are 
perceived at country level.

All countries invested in strengthening of the existing nutrition 
surveillance systems to ensure sustainability. In addition, tools, 
guidelines and training modules developed were institutionalized 
into the national system to guarantee continued use after the life of 
the project. 

Since most countries decided to strengthen their nutrition 
surveillance systems by integrating nutrition indicators within 
existing systems, nutrition indicators identified and integrated into 
those systems will continue to be regularly reported.

Sustainability will be more difficult for “short-to-medium term 
systems” such as the sentinel surveillance system developed in 
Senegal. This was conceived as a medium-term solution up to 
2019 while HMIS is being rebuilt. Efforts are ongoing to raise 
complementary funds for its continued operation from 2017 to 2019.

Under government leadership, the ANI project was implemented 
in partnership with REACH and the SUN movement. At the same 
time, WHO was fully engaged with other partners including UN joint 
platforms, national coordinating committees and regional technical 
and economic bodies to secure collaboration and buy-in from the 
respective partners.

Relevance

Project design

Sustainability

Partnership
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ANI was an extraordinary opportunity for building partnerships 
between UN agencies and other actors including NGOs under the 
leadership of the ministries of health. The ANI project has been an 
excellent opportunity to discuss at regional level about data gaps 
and accountability; many other countries have requested support 
to establish or strengthen their own surveillance systems. These 
countries include Benin, Botswana, Côte d’Ivoire, Guinea, Lesotho, 
Malawi, Mauritania, Namibia, Swaziland and Togo.

Several innovative ideas were developed in the framework of the 
ANI project: 

Mobile technology using rapidSMS application was developed to 
integrate nutrition indicators that are collected weekly. It allows 
tracking wasting admissions in health centres as well as nutrition 
items for treatment to avoid shortages.

Ebola preventive measures really challenged the way to detect 
malnutrition using a “no touch policy”. Anthropometric equipment 
was adapted so that mothers were engaged to take measurements.

A website for the use and management of data collected from 
smartphones was developed in the framework of a sentinel 
surveillance system. This technology was used during household 
surveys. Data are gathered by smartphone to save time, but because 
the system is under testing, data was also collected in paper 
questionnaires in parallel. 

Integration of indicators into the existing system and its 
infrastructure allowed the project to run on minimum cost. As 
anthropometric measurements were already collected in health 
centres, adding complementary indicators to IDSR or HMIS did not 
create a heavy burden on health workers even if this implies the 
use of complementary anthropometric tables to detect stunting or 
overweight. The use of electronic systems was an advantage and 
increased the speed of data transmission from district to regional 
and national level.

Innovation

Value for money and cost 
effectiveness
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Part V: Lessons learned and next steps

LESSONS LEARNED 

These lessons are based on the country experiences described. 
Lessons discussed at the March 2017 meeting on strengthening and 
implementing nutrition monitoring and surveillance are the object 
of a separate report. 

1. Strong and consistent leadership from the MoH is needed, 
at both the national and district levels, for the continued 
support, mentorship and monitoring of nutrition surveillance 
activities. 

2. Collaboration of multiple governmental and non-
governmental actors is key to success. Nutrition surveillance 
is gaining in importance for all stakeholders but remained 
behind other priorities. The attention paid to data gaps in the 
last Global Nutrition Review in 2016 was noted by partners 
and donors who are becoming increasingly interested in 
nutrition surveillance systems. 

3. Nutrition surveillance is an essential component for early 
warning, prevention and management of all forms of 
malnutrition. Strengthening nutrition surveillance in ANI 
districts let to an improvement in tracking the Global 
Nutrition Targets. 

4. Existence of a national HMIS/DHIS system provided a 
foundation for building the nutrition surveillance system. The 
willingness and commitment of the relevant government 
departments to integrate nutrition into the existing HMIS/
DHIS went a long way in getting the system launched.

5. Involving decision-makers from the district health system in 
data analysis and use of information is crucial for allocation 
of resources for nutrition related activities.    
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6. Community-level routine monitoring of nutrition data 
should also be strengthened. Although tools were revised to 
capture the necessary data at this level, the structure needs 
to be strengthened to enable nutrition status assessment 
and reporting.

7. Continued mentorship and supportive supervision of health 
workers are key for continued data collection and reporting, 
and for data quality and use.

8.  Establishing surveillance systems based on routine data 
requires adequate time. This project focused mainly on the 
process of integrating nutrition indicators within existing 
surveillance systems. Future projects should be designed to 
be long enough to produce more visible outcomes.

9. Although the project demonstrated improved reporting 
on the recommended indicators, gains from the current 
investment need to be sustained through continued 
support.

NEXT STEPS

• Both technical and financial support are necessary to further 
consolidate the gains made by the ANI project, and to scale 
up nutrition surveillance activities nationwide. Citing the short 
duration of WHO ANI support, the MoH of several countries 
requested additional support, and some have drafted proposals 
for a second phase.

• With an improvement in data collection in the pilot districts, 
other aspects such as data quality, report writing and use should 
also be strengthened through continued mentorship, supportive 
supervision and district review meetings.
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• Additional training and refresher training are needed, in 
particular to improve data quality and to promote and support 
the use of data collected. 

• There is a need to procure more anthropometric equipment, 
revised registers and other data collection and processing tools 
in all facilities, as these are essential to ensure the availability of 
data.

• In the framework of developing of multisectoral strategic action 
plans, many countries wish to develop multisectoral information 
platforms on nutrition that can gather data from different sectors. 

• The achievements of the ANI project need to be maintained in 
order to improve the systems in place and to eventually extend it 
to other countries that are requesting such support.  

Courtesy of creativecommons.org
A market in Makola, Ghana.
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Part VI: Financial management report

According to the final certified financial statement signed off by the 
WHO Chief Finance, the amount of US$ 30 075 is the residual balance 
of the surveillance project. With the permission of Global Affairs 
Canada, this amount was reprogrammed towards the partners and 
implementers’ meeting for early 2017 to discuss and share lessons 
learned from ANI, collect end-line data required for the Performance 
monitoring framework, and prepare the two annual and two final 
reports. 

A detailed breakdown of the project’s expenditures from beginning 
to end follows next page. 

WHO /Jess Hoffman
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Surveillance management financial report: budget implementation
all figures in Can$

 
Approved budget 

after reprogramming 
of August 2013 

Expenditures as at 
31 December 2013

Expenditures 
1 Jan - 31 Dec  2014

Expenditures  
1 Jan - 31 Dec 2015

Expenditures       
1 Jan - 30 Sep 2016 Total expenditures Balance 

Direct project activities 3 885 525  830 664  1 248 729  906 941  841 419  3 827 753  57 772 

Regional and global activities  2 882 130  723 715  786 255  825 803  592 414  2 928 187  (46 057)

Monitoring and evaluation  135 000  66 867  29 796  23 894  120 558  14 442 

Project administration  897 345  202 069  273 241  229 129  189 504  893 944  3 401 

TOTAL  7 800 000  1 756 447  2 375 093  1 991 670  1 647 232  7 770 443  29 557 

Direct project activities

  Total original Total after 
reprogramming Difference Expenditures as at 

31 December 2013
Expenditures 

1 Jan -31 Dec 2014
Expenditures 

1 Jan - 31 Dec 2015 
Expenditures  

1 Jan -30 Sep 2016 
Total 

expenditures

Balance (including 
reprogrammed 

$189,525) 

Burkina Faso 200 000      42 187  39 198  124 217  30 479  236 081  (36 081)

Ethiopia 200 000      1 168  1 622  199 120  201 910  (1 910)

Mali 200 000      27 801  67 151  95 149  13 937  204 039  (4 039)

Mozambique 200 000      1 214  59 838  42 266  97 171  200 488  (488)

Rwanda 574 000      98 482  299 606  131 213  24 300  553 600  20 400 

Senegal 200 000      70 211  98 979  22 317  16 924  208 431  (8 431)

Sierra Leone 574 000      244 027  85 894  240 075  42 383  612 379  (38 379)

Uganda 200 000      922  192 960  193 882  6 118 

United Republic of Tanzania 200 000      146 092  146 092  53 908 

Zambia 574 000      197 880  230 914  129 797  76 899  635 491  (61 491)

Zimbabwe 574 000      146 773  367 148  120 283  1 154  635 359  (61 359)

TOTAL 3 696 000 3 885 525 +189 525[1]  830 664  1 248 728  906 941  841 419  3 827 752  57 773 

Note: The financial information provided in this report is drawn from the WHO Integrated Management System. This is an informational only report and has not been certified by the Chief Finance.
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Regional and global activities    

 
Approved budget 

after reprogramming 
of August 2013 

Expenditures as at 
31 December 2013

Expenditures 
1 Jan - 31 Dec  2014

Expenditures  
1 Jan - 31 Dec 2015

Expenditures       
1 Jan - 30 Sep 2016 Balance 

Activities 477 700  108 146  109 728  158 028  164 485  (62 687)

Regional staff (3 P4) 1 812 380  432 528  450 629  473 513  427 929  27 780 

HQ Staff (1 P3) 592 050  183 040  225 898  194 262  (11 150)

  2 882 130  723 715  786 255  825 803  592 414  (46 057)

Breakdown of regional and global activities

  Total budget 2012-13 2014 2015 Expenditures as at 
31 December 2013

Expenditures 
1 Jan -31 Dec 2014

Expenditures 
1 Jan - 31 Dec 2015 

Expenditures  
1 Jan -30 Sep 2016 Balance 

Indicators’ package (report) 40 000 40 000  -    -    15 432  17 423  19 681  (12 536)

Regional report on nutritional 
status in Africa (editing, translating, 
printing, disseminating, launching) 

50 000    50 000    39 170  10 830 

Consultants for preparation of 
regional report 50 000    50 000    21 099  24 820  4 081 

Sub-regional workshops 100 000 100 000  -    57 539  72 528  (30 067)

Database maintenance (IT) 60 000 10 000  25 000  25 000  17 366  9 218  46 281  12 201  (25 067)

Technical support to countries 
(travel and per diem)

177 700 25 000  82 700  70 000  33 241  63 978  21 796  68 613  (9 928)

GRAND TOTAL 477 700 175 000  207 700  95 000  108 146  109 727  158 029  164 485  (62 687)
 
Note: The financial information provided in this report is drawn from the WHO Integrated Management System. This is an informational only report and has not been certified by the Chief Finance.
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Annex A: Country activities and sub-activities

Burkina Faso Year Main activities Status

2013 Development of a national plan to strengthen the national surveillance 
system

• Discussions on the initial ANI CIP and discussions with stakeholders at MoH 
(Nutrition direction) and UN agencies to avoid activities overlapping

• Review of the CIP with final issue of discussions

• Identification of key partners at MoH

• Finalization of a national plan to strengthen the nutrition surveillance system 

Done

2014 Launch of the national plan to strengthen the national 
surveillance system

• Validation of the national plan to strengthen the nutrition surveillance system 
jointly developed by MoH (nutrition, statistics and IT) and UN agencies (WHO, 
UNICEF, WFP)

• Signing of a memorandum of understanding for joint and coordinated 
support from the UN platform for nutrition, in the framework of the SUN 
movement 

• Action plan developed for ANI activities

• Baseline perception survey on nutrition

Done
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Burkina Faso Year Main activities Status

2015 Implementation of the national plan to strengthen the nutrition 
surveillance system

• Integration of activities to strengthen nutrition surveillance in the 2015 
actions plan of the relevant departments at the MoH

• Establishment of a technical committee monitoring the national plan to 
strengthen the nutrition surveillance 

• Identification of pilot health centres (three health facilities per district in the 
three pilot regions) 

• Identification of nutrition indicators to be integrated within the HMIS

• Setting of nutrition indicators in the DHIS2-ENDOS/BF and in RapidSMS 
systems

• Reproduction and distribution of the HMIS revised supports in pilot health 
centres

• Training of statistics officers (CISSE) and health providers at regional and 
district levels on the revised HMIS tools and on the RapidSMS

• First joint supervision to evaluate impact of previous training and identify 
main problems 

• Integration of project achievements in DHIS2-ENDOS/BF 

Support to national initiatives to promote nutrition governance 
including a monitoring and evaluation framework (jointly with SUN 
and REACH)

• Support to REACH initiative in the framework of the SUN movement to 
promote governance of nutrition: mapping of nutrition interventions 
in Burkina Faso, joint supervision, participation in the SUN gathering, 
intersectoral meetings to identify nutrition-sensitive priority interventions 
and indicators for follow-up

Done

Done
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Burkina Faso Year Main activities Status

2016 Evaluation of the national plan to strengthen the nutrition surveillance 
systems and development of a road map

• Validation and official integration of nutrition indicators within the national 
HMIS tools and indicators configured in the DHIS2/ENDOS-BF

• Joint supervision: pilot health centres in three regions were visited to assess 
nutrition data collection, use of tools integrating nutrition indicators, use 
of rapid SMS for weekly data transmission; technical issues at server level 
were identified and solved, allowing analysis of preliminary data, and a 
recommendation made to extend the pilot phase

• Evaluation of the national plan to strengthen the surveillance system 
contributed to identify strengthens and weakness of the system 

• A road map for scaling up activities at country level developed funds         
being sought

• Technical and financial support provided to the annual 2016 SMART survey

• End-line perception survey on nutrition

• A concept note for a second phase of the ANI project to continue 
strengthening the national surveillance system is under development

Done
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Ethiopia Year Main activities Status

2014 Gap assessment in nutrition surveillance system

• Prepare an assessment tool for a gap assessment 

• Conduct the assessment 

• Finalize the report and hold stakeholders’ meeting to agree on next steps 

• Harmonization of nutrition surveillance tools

• Procure and install electronic supplies required for the e-HMIS/IDSR in each 
target woreda

Done

2014 e-HMIS/IDSR strengthening

• Develop capacity-building strategy and prepare tools adapting the existing 
materials 

• Revise existing HMIS software to incorporate identified nutrition indicators 

• Revise existing HMIS guidelines and tools; consult counterparts, FMoH, WHO, 
partners 

• Build capacity by training government and health workers in each target 
region, zone and woreda on e-HMIS/IDSR data collection, reporting and the 
use of data for action (including cost for printing materials) 

Done

2016 Document and disseminate experiences and lessons learned Done
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Mali Year Main activities Status

2013 Launching of ANI activities within HMIS

• Preparation of ANI CIP activities

• Meeting with partners and stakeholders to raise awareness about the project

• Workshop to identify nutrition indicators to be integrated within HMIS and 
revise HMIS tools accordingly

Done

2014 Implementation of ANI at field level

• HMIS tools revised by integrating nutrition indicators distributed at national 
and district level 

• Staff trained in five regions (entire country with the exception of three regions 
in the north due to insecurity)

• Baseline perception survey on nutrition

Done

2015 Support to the national SMART nutrition survey

• Technical and financial support to the implementation of the 2015 National 
Nutrition Survey (SMART)

Done

2016 HMIS tools supervision and follow-up

• Review and validation of nutrition surveillance tools  

• Supervision of health agents on use of nutrition surveillance tools after 
training 

Integration of WHO Growth Standards within the Child Health Cards

• Finalization and validation of the Child Growth Cards including WHO Growth 
Standards 2006.

• End-line perception survey on nutrition

Done

Done
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Monzambique Year Main activities Status

2014 Mapping of nutrition data sources, identifying linkages, and designing 
a comprehensive nutrition surveillance system 

• Develop nutrition surveillance mapping tools

• Analyse data and present results to stakeholders; agree on nutrition indicators 
and the design of the information system 

• Provide technical support to establish electronic system at central, provincial 
and district levels 

Done

2015 Revision of the nutrition surveillance system

• Identify potential software linkages between the nutrition surveillance 
systems (HMIS and food security) and how data could be merged

• Identify linkages/complementarity with national nutrition survey baselines 
(MICS, DHS, MN, SETSAN) and define which source feeds/informs/monitors 
programme implementation and policy guidelines

• Develop training package on anthropometric measurements, data collection, 
analysis, reporting and dissemination 

• Training of staff involved in the nutritional surveillance system

• Consensus building workshop on data collection tools

• Training of staff in IYCF counselling

• Supportive supervision of nutrition surveillance

Done



87

Monzambique Year Main activities Status

2016 Capacity building for district focal persons on use of software for 
nutrition surveillance activities

• Partners' quarterly coordination meetings to monitor progress in the 
implementation of the nutrition surveillance system

• Regularly-produced nutrition information bulletins and dissemination to 
decision-makers in order to respond to nutrition problems/ gaps in the system

• Develop a scaling up plan

• Purchase 30 computers to equip 30 sentinel sites (for the remaining 41 
sentinel post funds to be mobilized from other partners)

• Mentoring and coaching activities (follow-up visit post training) to strengthen 
skills on nutrition surveillance

• Design multisectoral food and nutrition monitoring system

• Stakeholder meeting to define indicators from other sources

• Develop a data base system

Not done

Not done

Not done

Done

Done

Not done

Nutrition data collection system shared and linked from different 
sources

• Establish district, provincial and national nutrition data flow and archiving 
system

• Develop scale up plan

Not done

Done
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Rwanda Year Main activities Status

2014 Mapping of nutrition data sources, identifying linkages, and designing 
a comprehensive nutrition surveillance system

• Workshop to develop the nutrition surveillance system, agree on indicators, 
map data sources, develop protocol for data gathering and consolidation 

• Design of the national nutrition surveillance system 

• Revision of the nutrition surveillance system

• Identify linkages between the nutrition surveillance system and DevInfo

Done

Capacity building for CBNP implementers to conduct nutrition 
surveillance activities

• Orientation of staff involved in the implementation of community based 
nutrition programme  and district plan to eliminate malnutrition activities on 
their role in the nutritional surveillance system 

• Orientation meeting for local leaders on the CBNP and DPEM 

• Technical workshop to finalise draft surveillance system and tools 

• Consensus building workshop data collection tools

• Implementation of nutrition surveillance system 

Done

2015 Extension of DevInfo to all districts

• Identify linkages between nutrition surveillance system and DevInfo

• Initiate the national scale-up of Devlnfo

• Supportive supervision of nutrition surveillance

Done

2015/16 Supervision and monitoring of the surveillance programme

• Develop and finalize study design, sample size, study implementation plan 
and timeline

• Develop nutrition survey tools

• Data collection

• Data analysis, report writing and dissemination

Done

2015 Conduct a survey on maternal and under-five nutrition with special 
focus on feeding practices among infants and children under 
2 years of age

Done
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Senegal Year Main activities Status

2013 Launch of ANI activities

• Discussions and validation of the ANI CIP for Senegal

• Development of a country situation analysis on nutrition surveillance

• Development of national guidelines on nutrition surveillance 

Integrating nutrition indicators within HMIS and IDSR

• Workshop to identify nutrition indicators to be integrated within HMIS and 
to discuss relevance and methodology of a sentinel surveillance system on 
nutrition while HMIS system is under refinement 

• Identification of nutrition indicators to be integrated within the IDSR, revision 
of tools and methodology

Done

Done

2014 Support to nutrition governance

• Advocacy for revision of the 2001 Policy letter on nutrition, done jointly by all 
partners

• Follow up with districts for reporting on nutrition indicators within IDSR

• Documents to set up the strengthening of nutrition surveillance systems 
within MoH were validated (Situation analysis and guidelines) at national 
level in presence of MoH and the Government of Canada

Development of the sentinel surveillance on nutrition

• Development of a methodology to implement nutrition sentinel surveillance 

• Identification of sentinel sites and orientation of relevant regional and district 
authorities

Done

Done
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Senegal Year Main activities Status

2015 Support to nutrition governance

• The nutrition policy document approved 

Follow-up on HMIS and IDSR nutrition indicators

• Follow-up with districts on nutrition indicators within IDSR (first districts 
started reporting)

• Consultative meetings with HMIS team at MoH to integrate nutrition 
indicators in the revised system

Launch the sentinel surveillance on nutrition

• Development of sentinel surveillance tools 

• Testing and validation of tools.

• Equipment of sites 

• Training for sentinel site staff and launching of the sentinel system 

• Support and monitoring of first round of sentinel surveillance

Done

Done

Done

2016 Follow-up of the sentinel surveillance on nutrition

• Second and third rounds of sentinel surveillance, including refresher training, 
data collection and household surveys 

Follow-up on HMIS and IDSR nutrition indicators

• Nutrition data integration within IDSR and HMIS/DHIS2; data accessible and 
being used to assess programme performance and possible alerts

Done

Done
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Sierra Leone Year Main activities Status

2013 Launch of the ANI activities

• CIP developed in collaboration with the MoH, Ministry of Agriculture and 
REACH 

• Activities discussed at Nutrition Technical Committee level to enhance 
collaboration in the implementation process 

• Discussions and review of CIP to support finalization and map the way 
forward for effective implementation 

Implementation of the national micronutrient survey

• Identification of a consulting firm to provide technical support to the first 
national micronutrient survey

• Planning meetings with stakeholders to agree on the objectives and timelines 
for survey implementation

• Training on nutrition surveillance to MoH nutritionists at national and district 
level

Done

Done

2014 National micronutrient survey

• First draft report of the Sierra Leone Micronutrient Survey (SLMS) available 
after preliminary analysis

Integration of WHO Growth Standards in the Mother and Child Health 
Card

• MoH staff trained on the new WHO Growth Standards

• Baseline perception survey on nutrition

Done

Done
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Sierra Leone Year Main activities Status

2015 Support to strengthening of nutrition surveillance capacity

• Training for 59 Nutrition Officers and their assistants, both newly recruited 
(26) and (33) existing staff (33), on data analysis, interpretation and reporting

• The National trainers and participants’ manuals on GMP reviewed and 
updated

• Refresher training conducted for 72 trainers on GMP followed by cascade 
training to 767 health workers. 

• Supportive supervision to monitor quality of data collection on growth 
monitoring

• Provision of 13 USB and 2 Wi-Fi internet connectivity modems with a five-
month data subscription for nutritionists at national and district level

Support national surveys to address key nutrition data gaps

• The 2013 SLMS report finalized validated, printed and disseminated to 
stakeholders at a dissemination workshop, and made public on the website.

• A multi-sectoral National Anaemia Working group established to address the 
high prevalence of anaemia 

Strengthen consultation and information-sharing platform for 
nutrition surveillance activities

• A Nutrition Surveillance Committee established:  review and finalization of 
the 2014 Annual Nutrition Surveillance report and review of the quarterly 
nutrition surveillance reports

Done

Done

Done
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Sierra Leone Year Main activities Status

2016 Support to strengthening of nutrition surveillance capacity

• Training on GMP for 200 health workers (one staff per PHU) using the training 
manual revised in 2015 

• Supportive supervision at Peripheral Health Unit level to monitor the quality 
of data collection on growth monitoring  

• First and second quarter Nutrition surveillance reports produced and 
disseminated  

• Pocket guide finalized on use of the child health card with the WHO growth 
standards for health workers

• Inventory on the availability of functional anthropometric tools in health 
facilities across the country completed and database updated

• Refresher training organized for 49 nutrition officers from MoHS and 
Implementing partners to strengthen their capacities to report on the 
nutrition 

• End-line perception survey on nutrition

Done
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Uganda Year Main activities Status

2016 Support to strengthening of nutrition surveillance capacity

• Training on GMP for 200 health workers (one staff per PHU) using the training 
manual revised in 2015 

• Supportive supervision at Peripheral Health Unit level to monitor the quality 
of data collection on growth monitoring  

• First and second quarter Nutrition surveillance reports produced and 
disseminated  

• Pocket guide finalized on use of the child health card with the WHO growth 
standards for health workers

• Inventory on the availability of functional anthropometric tools in health 
facilities across the country completed and database updated

• Refresher training organized for 49 nutrition officers from MoHS and 
Implementing partners to strengthen their capacities to report on the 
nutrition 

• End-line perception survey on nutrition

Done
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United 
Republic of 

Tanzania
Year Main activities Status

2014/2015 Strengthen the routine surveillance using HMIS

• Support the MoH to revise nutrition indicators and tools

• Build capacity of National and District team to collect and analyse data

• Support the development and integration of community based data collection 
system into HMIS

• Financial support for one technical assistant for nutrition data management 
at MOH

• Support development of the monitoring and evaluation plan

• Develop plan to track nutrition activities at community level

Done

2015/2016 Programme monitoring and evaluation

• Collect data and monitor progress

• Hold regular technical working group meetings 

Done

2016 Document and disseminate experiences and lessons learned Done
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Zambia Year Main activities Status

2014 Support the finalization of the Zambia Nutrition Information System 
(ZamNIS) and establish 30 sentinel sites 

• Review and select core indicators for the ZamNIS through a consultative 
process 

• Gather existing nutrition surveillance tools 

• Train staff to manage ZamNIS at national, provincial and district levels 

• Develop and operationalize ZamNIS centers that link other information 
management systems Consensus building workshop on data collection tools 

Not done

2015 Identifying and linking gaps in the surveillance system at community 
level 

• Undertake gap assessment on instituting institutional sentinel site nutrition 
surveillance in 14 SUN districts 

• Consultative meeting for nutrition and HIMS indicators 

• Consultative meeting at district and province level with key stakeholders to 
build consensus for selecting and establishing sentinel sites

• Develop nutrition surveillance package for institutional sentinel site 
surveillance

• Training of health personnel in 14 targeted districts on nutrition surveillance

• Develop monitoring and evaluation framework for the first one thousand 
critical days nutrition project

Done

Provide technical and financial support to conduct surveys

• Technical assistance to NFNC to design baseline survey protocol, collect data, 
data analysis and report writing

Done
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Zimbabwe Year Main activities Status

2014 Support write-up of the national micronutrient survey report

• Data analysis and drafting of report

• Workshop to finalize report

• Finalization and dissemination of the report

Done

2014 Strengthen nutrition surveillance/information system

• Develop effective mechanism to enhance coordination/integration of the 
nutrition system into HMIS 

• Harmonize nutrition surveillance tools and design surveillance system

• Conduct stakeholders meeting on nutrition surveillance to agree on indicators 
and processes

• Develop nutrition surveillance guidelines, and distribute to build capacity on 
nutrition surveillance at national, provincial and district levels 

• Consensus building workshop on data collection tools

• Conduct training on nutrition surveillance guidelines

• Conduct support and supervision visits to Rural Health Centres for health 
personnel involved in nutrition surveillance activities 

Done

2015 Conduct food consumption survey

• Design of study protocol

• Pertest tools and conduct survey

• Data entry, cleaning and analysis

• Drafting of preliminary report

• Finalization dissemination

 Survey done 
but data 

analysis and 
dissemination 
of still under 

way
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Outputs Outcomes

Burkina Faso 1. National plan to strengthen nutrition surveillance 
(FR)

2. Identification of pilot health centres for 
strengthening the nutrition surveillance (report, FR).

3. Identification of indicators to be integrated within 
the HMIS (report, FR).

4. Configuring nutrition indicators within DHIS2/
ENDOS-BF (report, FR).

5. List of revised HMIS tools (FR) and guidelines            
for filing

6. Training on nutrition surveillance revised tools (PPT, 
FR).

7. First supervision of activities of the plan to 
strengthen the nutrition surveillance (PPT, FR)

8. Mapping of nutrition interventions and stakeholders 
(report, FR)

9. Multisectoral workshops for identification of priority 
sensitive-nutrition interventions and their indicators 
(report, FR).

10. ECOWAS nutrition forum 2015: REACH participation 
(report, FR)

11. Final evaluation of the national plan to strengthen 
the nutrition surveillance in Burkina Faso (report, FR)

12. Development of a road map with next steps (report, 
FR)

13.  End-of-project overview of the plan to strengthen 
nutrition surveillance (PPT, FR)

• HMIS tools were revised to include nutrition indicators 
(weight for height, height for age, coverage of 
deworming, vitamin A supplementation, early 
initiation of breastfeeding, outcomes of managing 
severe acute malnutrition (SAMM)). As of 2017, all 
health structures are able to provide nutrition data 
covering the above indicators. The three pilot regions 
that participated in ANI submit nutrition data on a 
monthly basis.

• The (DHIS platform has been adopted and adapted for 
the country as “Entrepôt de données du Burkina Faso” 
(DHIS2/ENDOS-BF) and is set up to collect nutrition 
data from the entire country.

• As of 2016, the annual health bulletin now reports on 
nutrition indicators.

• 114 Health workers from three regions (15 health 
districts) were trained on the use of the revised HMIS 
tools.

• A rapid SMS system has been set up that allows health 
centres to send weekly text messages to a national 
server with a copy to their respective district and 
region on cases of acute malnutrition.

Annex B: Country-by-country outputs 
and outcomes
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Outputs Outcomes

Ethiopia 1. Report on nutrition surveillance gap analysis

2. National list of nutrition indicators customized to 
HMIS/DHIS2 and survey

3. Revised data collection and aggregation tools with 
nutrition indicators

4. Training manual on DHIS2

5. Capacity building at health facilities and districts on 
nutrition surveillance 

• A nutrition surveillance gap analysis was conducted 
and the report used to inform the list of national 
indicators.

• The national nutrition indicators have been included in 
the HMIS/DHIS2.  

• HMIS/DHIS2 data collection and aggregation tools 
have been revised to reflect the nutrition indicators.

• Training and data quality manuals on DHIS2 have been 
developed based on customized DHIS2 tools.

• The skills of 925 health workers (469 women) has been 
strengthened on data analysis, interpretation and 
report writing using DHIS2 data.

• Since 2015, the HMIS reporting includes nutrition 
indicators.

Mali 1. Identification of nutrition indicators within HMIS and 
tools revised (report, FR)

2. Training of trainers on SLIS (Système local 
information sanitaire - in English: local health 
information system (community based) revised tools 
(report, FR)

3. Training of health workers on SLIS revised tools 
(several reports, FR)

4. Supervision of health workers on SLIS revised tools 
(several reports, FR)

5.  SMART survey 2015 (report, FR)

• HMIS tools have been revised and officially include 
nutrition indicators. 

• DHIS2 has been set up and is starting to provide 
nutrition data from the entire country.

• 120 Health workers countrywide have been trained on 
the use of the revised HMIS tools (with exception of 
three regions in the North due to insecurity).
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Outputs Outcomes

Mozambique 1. Report on nutrition surveillance gap analysis report

2. National list of nutrition indicators customized to 
DHIS2

3. Document on design of multisectoral nutrition 
surveillance system

4. Training manual on nutrition surveillance 

5. Scale up plan for sentinel nutrition surveillance sites

6. Capacity building at health facilities and districts on 
nutrition surveillance  

• A nutrition surveillance gap analysis was finalized and 
the report used to inform the list of national nutrition 
indicators.

• The list has been included in DHIS2, and data collection 
tools have been revised accordingly.

• A multisectoral nutrition surveillance system has 
been designed to allow integration of HMIS into the 
multisectoral platform.

• A training manual on nutrition surveillance was 
adapted to train health workers.

• A scale-up plan for establishing sentinel nutrition 
surveillance sites was developed.

• The skills of 86 health workers (58 women) were 
strengthened on growth assessment and surveillance. 

Rwanda 1. Nutrition surveillance data source and gap analysis 
report

2. National list of nutrition indicators customized into 
DHIS2

3. Nutrition surveillance training manual

4. Baseline report on food consumption and nutrition 
survey report

5. Capacity building at health facilities and districts

• A nutrition surveillance data source and gap analysis 
were conducted, and the report used to inform the list 
of national nutrition indicators.

• The national list of nutrition indicators was included in 
DHIS2.

• A nutrition surveillance training manual was 
developed, and the skills of 286 health workers (155 
women) were strengthened on data analysis and 
report writing.

• A national food consumption and nutrition survey was 
conducted, and the final report was disseminated and 
used to guide the development of national plan to 
reduce stunting.

• Quarterly nutrition bulletins have been produced 
and disseminated to decision makers, and since 2014 
annual HMIS reports reflect nutrition indicators.
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Outputs Outcomes

Senegal 1.    Context analysis on nutrition surveillance (pdf 
document, FR)

2.    Guidelines on nutrition surveillance (pdf document, FR)

3.     Implementation plan for sentinel surveillance (pdf 
document, FR)

4.     Indicators identified for sentinel surveillance (pdf 
document, FR)

5.     Nutrition indicators integrated within HMIS and IDSR 
(doc, FR)

6.    Tools developed for sentinel surveillance (Word and 
excel docs, FR)

7.     Training modules on sentinel surveillance (pdf 
document, FR)

8.     Implemented training on sentinel sites (report, FR)

9.     Sentinel surveillance rounds (reports, FR)

• IDSR tools have been revised to include information 
on reported acute malnutrition cases and deaths. The 
weekly epidemiologic bulletin is able to provide alerts 
on sudden increases of acute malnutrition.

• The HMIS includes nutrition indicators and provides 
nutrition data on a monthly and quarterly basis. 
However, supervision has shown that tools need 
refinement to capture data on stunting and 
overweight/obesity.

• A nutrition surveillance system is fully functional in 
five sentinel sites, for five agro-ecological areas with 
plans to expand to 12 more. Funds are being mobilized 
for this. The system provides data on the prevalence 
of malnutrition in children under 5 years of age and 
pregnant women, and allows the identification of the 
main determinants of malnutrition. Training on the 
sentinel surveillance methodology was carried 132 for 
facility-based and community health workers.

Sierra Leone 1.    Training on data analysis 2013, 2015, 2016 (report, ENG)

2.    GMP guidelines (pdf, ENG)

3.    GMP training of trainers (report, ENG)

4.    GMP supervision (report ENG)

• All districts are providing quarterly nutrition 
surveillance reports. These are compiled to produce 
the national nutrition surveillance report that is 
disseminated to partners.

• Trained health staff trained (1086, of whom 962 are 
women) can confidently and correctly interpret the 
growth standards Z-score tables to identify children 
with or at risk of malnutrition.

• A national database has been created to keep an 
inventory of functional and faulty anthropometric tools 
in health facilities. Based on this information, timely 
decisions can be taken to repair or replace tools as 
needed. 

• The skills of Ministry of Health and Sanitation staff 
responsible for nutrition surveillance activities at all 
levels have been strengthened.

• Updated data on micronutrient deficiencies prevalence 
are now available from the 2013 Sierra Leone 
Micronutrient Survey.  
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Outputs Outcomes

Uganda 1.    Report on nutrition surveillance gap analysis and data 
source report 

2. National list of nutrition indicators

3. Revised data collection and aggregation tools for 
DHIS2

4. Adapted nutrition surveillance training manual

5.   Capacity building at health facilities and districts 

• A nutrition surveillance gap analysis and data source 
assessment has been conducted, and the report 
was used to inform the preparation of the national 
nutrition indicators list.

• The national list of nutrition indictors has been 
included in DHIS2.

• DHIS2 data collection and aggregation tools have been 
revised to capture the nutrition indicators.

• DHIS2 data quality and mentoring training tools have 
been customized to include the nutrition indicators.

• The capacity of 2059 health workers of (1284 women) 
on the use of DHIS 2 for nutrition data has been 
strengthened.

• As of 2016, the annual HMIS report includes nutrition 
indicators. 

• Quarterly district-level nutrition bulletins have been 
produced since 2016.

United 
Republic of 
Tanzania

1. Report on nutrition surveillance gap analysis and data 
source report 

2. National list of nutrition indicators

3. Revised data collection and aggregation tools for 
DHIS2

4. Adapted nutrition surveillance training manual

5.   Capacity building at health facilities and districts 

• A nutrition surveillance gap analyses and data source 
assessment was conducted, and the report used to 
inform the list of national indicators. 

• DHIS2 reporting tools have been customized to 
incorporate the nutrition indicators.

• A nutrition surveillance training manual developed by 
WHO has been adapted for use in the country.

• The capacity of 1878 health workers (938 women) has 
been strengthened to carry out nutrition surveillance.

• Weekly IDSR reports on the revised acute malnutrition 
indicators have been available since 2016.
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Outputs Outcomes

Zambia 1. National list of nutrition indicators

2. DHIS 2 training manual

3. National document on multisectoral food and nutrition 
monitoring framework

4. Baseline nutrition survey report

5. Capacity building at health facilities and districts 

• A national list of nutrition indicators is included in 
DHIS2.

• The DHIS2 training manual was finalized and is used to 
train health workers.

• A national multisectoral food and nutrition monitoring 
framework was developed.

• A baseline nutrition survey was conducted. The final 
report was disseminated and used to inform the 
revision of the multisectoral nutrition plan on reducing 
undernutrition and the development of the national 
food and nutrition monitoring framework.

• The capacity of 234 health workers (82 women) on 
child growth assessment was strengthened.

Zimbabwe 1. National report on nutrition surveillance gap 
assessment and data source

2. National list of nutrition indicators

3. National guideline on nutrition surveillance

4. Nutrition surveillance training manual

5. National micronutrient survey report

6. Preliminary report on food consumption survey report

7. Capacity building at health facilities and districts 

• A national nutrition surveillance gap and data source 
assessment was completed and the report used to 
inform the national list of nutrition indicators. 

• National guideline of nutrition surveillance were 
developed, and a training manual was adapted based 
on the WHO training manual on nutrition surveillance.

• The capacity of 125 health workers (54 women) 
to analyse data and report using DHIS2 was 
strengthened.

• A national micronutrient survey was conducted. The 
final report was disseminated and used to develop 
the food fortification strategy and revise the national 
micronutrient guidelines.

• A food consumption survey was carried out and the 
report is under preparation.

• Weekly IDRS reports on acute malnutrition have 
been produced since 2015. These are disseminated to 
partners to improve targeting of interventions.

• Bi-annual nutrition reports are made available for use 
by programme managers.

• The annual HMIS report includes nutrition indicators.
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Country  Training topic Types of staff trained Geographic 
coverage

Numbers trained
Total

Male Female 

Burkina Faso Revised HMIS tools
Statistics officers at regional 
and district level and health 
agents

ANI districts
     

69 45 114

Ethiopia Data quality HMIS and PHEM officers ANI districts 466 469 935

Mali SMART methodology Surveyors National 51 15 66

Mali Nutrition surveillance     72  48  120

Total Mali           186

Mozambique Growth assessment Health workers ANI districts 28 58 86

Rwanda Data analysis District hospital staff ANI districts 131 155 286

Senegal   Health agents       132

Sierra Leone Data analysis, interpretation 
and reporting Nutrition officers National 29 68 97

Sierra Leone Growth monitoring and 
promotion MoHS staff National (All 

districts- ToT) 35 37 72

Sierra Leone Growth monitoring and 
promotion cascade training

MOHS staff in Peripheral 
Health Units (PHUs)

National 
(selected from 
all 14 districts)

55 821 876

Sierra Leone Nutrition surveillance MoHS nutritionists and 
partners   5 36 41

Total Sierra Leone       124 962 1086

Annex C: Staff trained by country
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Country  Training topic Types of staff trained Geographic 
coverage

Numbers trained
Total

Male Female 

Uganda Surveillance, data validation 
and functionality of DHIS2 MoH staff

 
12 10 22

National

  Indicators in DHIS2 National and district data 
specialists ANI districts 53 34 87

  Indicators in DHIS2 and data 
quality Health workers ANI districts 935 1240 2175

Total Uganda       1000 1284 2284

United Republic of 
Tanzania

Nutrition surveillance and 
anthropometry Health workers ANI districts 166 244 410

  HMIS nutrition data tools Trainers ANI districts 18 34 52

  HMIS nutrition data tools Health management team ANI districts 55 22 77

  HMIS nutrition data tools Health workers ANI districts 701 638 1339

Total United 
Republic of Tanzania       940 938 1878

Zambia Growth assessment and 
infant feeding counselling Trainers of trainers National 152 82 234

Zimbabwe Nutrition surveillance and 
growth assessment Health workers ANI districts 71 54 125

GRAND TOTAL           7346
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Annex D: Partners by country, 
in addition to implementing partner
Burkina Faso

• Nutrition directorate, MoH

• Statistics directorate, MoH

• Information Technology 
directorate, MoH

• REACH

• UNICEF

• WFP

Ethiopia

• Nutrition case unit at MoH

• Planning and health 
information department, 
MoH

• UNICEF

• Ethiopian School of Public 
Health

• Regional Health Bureau

Mali

• Nutrition division, MoH

• DNS (Direction Nationale de 
la Santé), MoH

• UNICEF

• WFP

• REACH

Mozambique

• Nutrition division, MoH

• Ministry of Agriculture, 
Office of multi-sectoral food 
and nutrition coordination 

• Food and Nutrition Technical 
Assistance (FANTA) III project

• WFP

• UNICEF

• Centers for Disease Control 
and Prevention (CDC)

• USAID

Rwanda

• Nutrition Division, MoH

• UNICEF

• WFP

• FAO

• United States Agency for 
International Development 
(USAID)

• University of Rwanda

Senegal

• Nutrition division/DSRSE/
MoH

• IPDSR (Institut Population 
Development Santé 
Reproductive), University 
Anta Diop

• UNICEF

• IntraHealth

• REACH
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Sierra Leone

• Nutrition Directorate, MoH

• UNICEF

• WFP

• FAO

• Hellen Keller International 
(HKI)

• Action Contre la Faim (ACF)

Uganda

• Nutrition division, MoH

• Resource Centre, MoH

• Provincial Heath Offices

• WFP

• UNICEF

• World Vision

• ACF International

• FANTA III

• Makerere University

United Republic of Tanzania

• Nutrition division, MoH

• HMIS department, MoH

• Tanzania Food and Nutrition 
Center

• Office of Prime Minster – 
Nutrition section

• Provincial Heath Offices

• WFP

• UNICEF

• Save the Children

Zambia

• Nutrition division, MoH

• National Food and Nutrition 
Centre

• Provincial Heath Offices

• WFP

• UNICEF

• DFID

• Concern International

Zimbabwe

• Nutrition division, MoH

• Food and Nutrition Centre

• Provincial Heath Offices

• WFP

• UNICEF

• U.K. Department for 
International Development 
(DFID)

• ZIMVAC
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