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PART: OVERVIEW

1.1INTRODUCTION

Sierra Leone has a population of 5,743,000 pedplational Population Census 20p4The life
expectancy at birth is 39 years for males and 42 years for females. The low litdagqyein Sierra
Leone is associated with heavy disease burden and high child and maternal morbidity and mortality.
The factorscontributing to thisare limited access to safe drinking wataradequate sanitation, poor
feeding and hygienic practicesid access to quality health servicaad overcrowded housinglhese

issues can be attributed tpervasive poverty, weak institutional structures for programme and
policy desigrandhigh leves$ of illiteracy especially among females

Agriculture is the main soce of food and essential nutrients and an important livelihood source for
many poor peoplelt plays acrucialrole in ensuring food security, poverty reduction aimdproving

the nutrition situation of vulnerable populationsAbout 70% of the populatioim Sierra Leonés in

rural areasandengag in small holder agricultural pduction.Despite its potential ta@wontribute in
alleviaing malnutrition, many poor rural people are trapped in a situation of lgwoductive
agriculture, poor health, and povertt This is partly because improved nutritiaa not usuallyan
explicit goal of agricult@ production systems and many agricultural policies may have even
contributed to declining nutrition and diet diversity for the poor

To a large extentutrition has always had a more health focus and has not adequately considered
agriculture as a key vehicle to improve nutritiofihe multi-facetted nature of the causes of
malnutrition makesit clear thatalleviating poor nutritioncannot be solved merely frora sinde
sectorbut requiresstronglinkageswith all relevant sectors

1.2NUTRITIOMSITUATION

Malnutrition still remains an important contributor to infant modsty and mortality in the country.

It is also a major impediment to the manpower and economicettgyment of the countryWhile

there has been some reduction in malnutrition rates in Sierra Leone since 2005, it remains a serious
problem in most parts of the countrfFigure 1) According to the national SMARSTirvey conducted

in 2010, 34.1% of childreunder the age of five years are stunted, 6.9% are wasted and 18.7% are
underweight. The prevalence of overweight in children over five years was 8% in 2008 (BHS).
absolute numbers, over 300,000 children in Sierra Leone are chronically malnourishatieand
situation is worsening ithe eastern andsouthern regions. Stunting and wasting appear to have high
prevalence in the same districts. The bulk of wasted children are in Port Loko, Kenema, Bo and
Western Urbandistricts while the largest numbers oftsited children are in Bo, Kenema, and
Western Urban areas.

Malaria remains the most common cause of iliness and death in the country. Over 24% of children
under the age of five years had malaria in the two weeks preceding the 2008 household survey (DHS

! Statistics Sierra Leone. 2004. National Population and Housing census survey
2UNICEF. 2010. The Mtibnal Situation in Sierra Leone, Nutrition Survey using SMART Methods



2008°). Anaemia is also highly prevalent at 76% and 46 % in children-finelgtears and women of

child bearing age, respectively (DHS 2008). The high levels of anaemia could be due to the high rates
of malaria and other parasitic infections, poor dietamyake of ironrich foods, or a combination of

these reasons.

Figure 1: Trends of malnutrition rates from 1990-2010 (Annual Statistic Digest 1990°, MICS 2005°,
DHS 2008, SMART 2010)
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Infant and young child feeding (I'YCF) practices indicate 38% of infints in Sierra Leone are
exclusively breastfedMICS 2010 Only 3% ofchildren 69 months are given timely introduction of
complementary foods and amongst childre®28 months(DHS 2008)only 19%are fed with the
minimum acceptableeomplementarydiet (MICS 2010 These inappropriate feeding practices are
important contributors to child morbidity, which exacerbates the already heavy burden of disease.
Access to safe water and adequate sanitation are criticallyekpecially in rural areas

Pregnant womenwho attended at least fourantenatal care services in their most recent pregnancy
were 75% in 201MICS)). However, only50% subsequently delivered in a health facilityliCS
2010. Insufficient numbers of health facilities are equipped and staffed te@table standards to
provide emergency obstetric care. The referral system in many districts is not functional, often
leading to dangerous delays in the provision of comprehensive emergency obstetric care.

1.3SITUATIOFFOOLSECURITY

% Sierra Leone (SSL) and ICF Macro. 2009. Sierra Leone Demographic and Health Survey 2008. Calverton. Maryland, USA:
Statistics Sierra Leone and ICF Macro

#1990: WHO Global Database Child Growth and Malnutrition

® Statistics Sierra Leone and UNIGESfra Leone. 2007. Sierra Leone Multiple indicator Cluster Survey 2005. Final report.
Freetown, Sierra Leone: Statistics Sierra Leone and UNICEF Sierra Leone



Food insecurityri Sierra Leone increases sharply in the lean season, when 45% of the population do
not have sufficient access to food (CFSVA 90The situation varies across the country with some
districts being more food insecure than others (Figure 2). The CFSYiérfadicatesthat diets in

Sierra Leone are mostly cerdadsed with vegetables and fats/oils, but low intake of meats and
fruits. Food secure households consume pulses on average 4.86 itimesall periodwhile food
insecure households do not consumalses.Generally, lhere is very little consumption of animal
source foodsalthoughfishing households consunthe highest amount of meat despitdeir high

levels of poverty. Both adults and childrenglyears) average 1.9 meals per day and only 22% of
children 1-5 years have 3 meals per day.

Figure 2: Food Insecurity, based on the food consumption score (CFSVA 2011)

Bomball
28.68%

Prevalence (%)

chiefdom [ <25 B 55 - 70 Food Insecurity by District
I:I District [ l2s-40 EE-7 based on the Food Consumption Score (FCS)
Percentage of households within poor and
D Province 40-55 borderline food consumption

Food security status differs by livelihood and income. Most households are dependent on markets
for the majority of their food, but accese markets is limited and where they do exist food prices
are unstable. This makes households especially the poor particularly vulnerable to household food

® WFP2011. WFP. Comprehsive food security and vulnerability analysis (CFSVA)
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insecurity. Rural households purchase 65% of their food from markets while urban households
purchasenearly all food from markets (91%).

1.40PPORTUNITIE&SCALINGP

When it comes to implementing nutrition actions, Sierra Leone has several reestdlatsuccesses.
Some programs already being scalgdl inclucge Vitamin A supplementationdeworming aml
distribution ofInsecticide Treated Nets (ITN). Sierra Leone has achieved high coverage divender
Vitamin A Supplementation and deorming at 91% and 85% respectively (SMART 2010). However,
F OGAGAGASA & LIS O irftidalvindol &f opBotuDityzdetReer? opncdptiors andbtwo
years of age) need strengtheninlys shown in Figura, this stunting increases dramatically up to 23
months of age after which time it becomes irreversible.

Figure 3: Nutrition status of children by age (DHS 2008)

Figure 11.7 MNutritional Status of Children by Age
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Current opportunities to accelerate the reduction of malnutrition in Sierra Leone include:
1 Strengthening focus on children and women from conception to two years of age to prevent
the irreversible effects of stunting
1 Improving the effectiveness and in@®ng the coverage of nutrition interventions through
better integration of health and agricultuseased approaches e.g. Promotion of nutritious
foods through the Smallhold€2ommercialisation Programmehe right to food approach
family planningandother health initiatives
1 Improving the livelihoods of poor households by linking farmers to markets in order to link
income generation and good nutrition
9 Strengthening the social protection package to increase coverage and targeting: School
feeding, supplerantary feeding and livelihoods support
Strengthening integrated nutrition and food security surveillance
Srengthening governance, coordination, advocacy and capacity to seape nutrition
interventionsthrough global initiatives such &EACHand Scalingp Nutrition (SUN)

=a =4

7 REACH is a country led approach to scale -up proven and effective interventions addressing child under nutrition through the

partnership hip of UN agencies, civil society, donors, private sector unde r the leadership of national governments
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1.5POLICCONTEXT

The government recognises thansuringmaternal and childhood healtis crucial for a healthy

society and is committed to reducing the high rates of maternal and child morbidity and mortality.

The government hast&ky’ a i SLJa G KNRdJzAK GKS Wt NBaARSydQa ! 3s
Basic Package of Essential Health Servicegh@&nimportant step has been the introduction of the

Free Health Care Initiative in April 2010 for all pregnant women, lactating mogémershildren of

less than five yearsf age This initiative has considerably improved accesikdalth care, with the

hope that this will result ithe steady improement of maternal and child healihdicators in Sierra

Leone.

The Ministry of Health ahSanitation (MOHS$asput several policies in place, including the National
Health Policy(2009, the ReproductiveNew born and Child Health Policy2011), the Food and
Nutrition SecurityPolicy(2012 and various other policies which provide clear dii@ts for the
health sector. The Ministry of Agriculture, Forestry and Food Security (MAFFS) has developed the
Small Holder Commercialisation investment Programme (SCP) under the Comprehiinsiae
Agriculture Development Programme (CAADP) initiative.S®P has six components that include: (i)
SCP production intensification, diversification, value addition and marketingn@)l scale irrigation
development(iii) Market access expansion through feeder road rehabilita(igySmallholder access

to rural financial services (Btrengthening Social protection, food security, productive social safety
nets and(vi) SCP planning, coordination, monitoring and evaluation. Compofieand (v) have a
direct impact on nutrition while the other components haae indirect impact on nutrition.

The development of the National Food and Nutriti®ecurityPolicy was a crucial step in addressing
the nutrition problems of Sierra Leone. The Policy was revised in 2009 to reflect the complex nature
of the causes of malrrition and the needor multi-sectoralcollaborationby different stakeholders

and sectors in governmend address themThevision of the National Food and Nutritiddecurity

Policy ispA healthy andvell-nourishedpopulation with communities and faiés well informed and
empowered to take appropriate action dheir food and nutrition situatiog.

The overall goal of the policy is to contribute to the improved health, social and economiseiveyl

for all the people in Sierra Leone, especially womeildren and other nutritionally vulnerable
groups. The general objective is to improve the nutritional status of the population especially infants
and young children, pregnant and lactating women in Sierra Leone. The policy has eight specific
objectives The strategies to achieve these objectiaesoutlined in theNationalFood and Nutrition
SecurityPolicy document.

Thesespecific objectives are:

1. To advocate to policy makers, policy advisors and programme designers at national and district
levels @ nutrition issues and its relationship to national development

2. To actively promote and facilitate adequate household food security (quantity, quality and
safety) to satisfy daily dietary needs of the population

3. To promote adoption of appropriate feedipyactices of households

To strengthen preventive measures against nutrition related diseases

»

8 Scaling Up Nutrition is a movement of all countries who se populations experience under -nutrition and for all stakeholders committed to

providing support

12



5. To promote provision of curative services to individuals who are either malnourished or present
a condition requiring diet therapy

6. To institute nutritional surgillance system for monitoring the food and nutrition situation in the

country

To promote operational research and periodic surveys into food and nutrition issues

To coordinate activities of relevant agencies involved in food and nutrition issues

© N

1.6 TARGETANDORGANISATIODFTHEPLAN

This Food and NutritioBecurityPolicy implementation plan has been developed as a supplement to
the Sierra Leone National Food and Nutriti@ecurity Policy. The primary objective of the
implementation plan will be torinslate the goals, objectives and strategies articulated in the policy
into implementable priority projects and activities. Implementation of this plan will involve
appropriate departments in the relevant ministries, institutions of higher learning, redea
institutions, the private sector, communithased organisations, negovernmental organisations,
development partners, international agencies, individuals, families and communities.

The implementation plan is for a period of five years from 20026. It has the overall targeto
reduce malnutrition rates among infants and young children in Sierra Leone by 30% b{T2a0[k5
1). However, stuntingates are expected to be reducdm 34.1% to 28.5%y 2016becauseof its
irreversiblenature.

Table 1: Nutrition Indicator Targets of the implementation plan

Indicator Current status Target, 2016
Stunting 34.1% 28.9%
Underweight 18.7% 13.1%

Wasing 6.9% 4.8%

Overweight 8% (DHS) 5.6%

Child mortality | 140/1000 live births| 98/1000 live births

Thisdoaument is divided intdour parts.

Part 1: Presents anoverview that provides summarised backgrounfithe food and nutrition
situation of Sierra Leon@ndthe policy context within which this document was developkdlso
containsfive year targets fokeynutritional indicators.

Part 2: Discusses food and nutrition interventions as per national priorities. It lays out the current
situation of each intervention, planned targets for outcome and coverage indicatvegegiesfor
scaling up each of éhinterventionsand roles and responsibilities of each actliralso discusses
cross cutting issues that have an impact on each of the seven interventions.

Part 3: Presents theinstitutional arrangements and coordination mechanisnegjuired for the
efficient and effectivémplementation of the plartaking intoconsideation its multi-sectoralnature.
It alsopresentsmonitoring and evaluation mechanisms, and financing details

Part 4: Contains annexes with frameworks how to operatiorlise the eight(8) national policy
specific objectives integrating the implementation and sagieintervention strategiesEachspecific
objective indicateskey strategies,outputs, indicators timeframe (Short term, medium term, long
term) of implementation and resportslities. Short term activities will span the first year of
implementation, medium and long term periods will spaime following 2-3 and 45 years
respectively.

13



PART2: STRATEGIQTERVENTIONS

This section discusses strategic interventions as well assceotting issues relevant for the
successful implementation of the interventions.

2.1PRIORITFOODANDNUTRITIOMNTERVENTIONS

The main causes of malnutrition in Sierra Leone were identifisthg the conceptual framework
(UNICEF 199®r analysing mailutrition (Figure 4)The analysis was important in identifying priority
food and nutrition security interventions to be scaled up to accelerate the reduction of malnutrition
levels in Sierra Leone.

Figure 4: Conceptual framework for analysing the causes of malnutrition

Conceptual framework for analysing the causes of malnutrition
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Tackling the challenge @halnutrition requires an integrated approach associated witle three
underlying causes of (i) insufficient access to food, (ii) inadequate maternal and child care practices
and (ii) poor water sanitation and inadequate health servicEs.address the underlying causes of
malnutrition in Sierra Leone, interventiomgere identified under seven priority areas (Tahje

Table 1: Priority food and nutrition security interventions

Priority areas Interventions

1. Improve breastfeeding and
complementary feeding

Early initiation of breastfeeding
Exclusive breastfeeding
Complementary feeding

2. Increase micronutrient intake Vitamin A supplementation and fortification
Iron folate supplementaon and fortification
Zinc in ORS for diarrhoea treatment

lodine fortification

Micronutrient Powders

Consumptiorof micronutrient richfoods

=4 =4 =4 -8 -8 A -8 -8 -
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3. Improve diarrhoea and parasite
control

Household water treatment

Hand washing with soap and water
Foodsafety aml hygiene

Insecticide Treated Nets (ITHistribution
Intermittent Preventive Treatment for pregnar
women (malaria)
Deworming

=A =4 =4 -4 =

4. Treat acute malnutrition Treatment of <5 childrewith SAM

Treatment of < 5 childrewith MAM

5. Improve Household food secuyit Household Food production
Consumption of diversified foods
Food processing and value addition
School feeding

School gardens

Kitchen gardens

Food/Cash for workCash transfer
Blanket feeding for <2s

Blanket feeding for lactating and pregnant women|
Supplenentary feeding formalnourishedLactating
&Pregnant womenall pregnant teenage girls and
mothers with multiple births

B R I I e e N I

6. Improve maternal nutrition Family Planning

Nutrition education

7. Improve nutritional status of
PLHIV/AIDS/TBVCs& reduce
prevalenceof NCDs

Nutrition for PLHIV/AIDS/TB & OVCs
NCDs prevente measures

=a =4 |=a =

The implementation details of the seven interventions are outlinethéaction plan irPart 4 annex

1, following the logic ofthe National Food and Nutrition Security Pol&lyategc objectives Gross
reference is made between thienplementationstrategiesof each interventiorand theaction plan

For examplein improving breastfeeding and complementary feeding, one of the implementation
strategies is;Develop policy/strategy docuemt on IYCF and review existing guidelines which is
detailed in Objective 3.1 in the action plan (Part 4, Annexe 1).

PRIORITKREAL: IMPROVEBBREASTFEEDIRGDCOMPLEMENTAREEDING

This is composed of (i) Early initiation of breastfeeding (i) Exdudiveastfeeding (iii)
Complementary feeding interventions that make up théant and Young Child feeding programme
(IYCF) of the ®HS These interventions are associated with the problem of inadequate maternal
and child care practices.

(i) Early initiaion of breastfeeding, Exclusive breastfeeding and Complementary feeding
a.Indicators

Early initiation of breastfeeding

Description Actual | Target
2012 | 2016
Indicator Timely initiation of breastfeeding within one hour of birth 45% 60%
Coverage Health Rcilities(District and EmONC)ompliant with Baby TBD 100%
Friendly Hospital InitiativéBFHI)
Target group | Pregnant women

Exclusive breastfeeding

| Description | Actual | Target |
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2012 2016

Indicator Infants G5 months exclusively breastfed 32% 60%

Covenge Pregnant and lactating women reached with EBF promotior] >50% | 80%

Target group | Pregnant and lactating womehusbands, grandmothers

Complementary feeding

Description Actual | Target
2012 | 2016
Indicator Children 623 months old with minimum acceptabtliet 19% 40%
Timely initiation of semi/sold foods at 6 months 51% 60%
Coverage Estimated number of pregnant and lactating women receivinl >50% | 80%
Complementary feedingromotion messages

Target group | Pregnant and lactating women, husbands, caretakgrandmothers

b. Current situation

A child should be introduced to the breast within one hour after birth, hudrey cultural beliefs
related to early and exclusive breastfeedihgve presened major challengesto improving the
nutrition outcomes ofthe children in Sierra Leoné&lmost one third (36%) of nelorns are fed on
other liquid (predominantly water) before breastilk, with some districts recording very high levels
of this practice(SLDHSBS 2009, DHS 20BB)st of these liquids fed to the ew-borns are not of
good hygienic qualitfFigure 5)

Figure 5: New-borns receiving other milk before breast milk

A high proportion of children are fed on other liquid before breast milk at
birth; water constitutes the main liquid

Newborns receiving other liquid feed before

breast milk at birth by district- 2002 Predominant liquid fed is plain water
100
ao
&0
40
20 12
5 5
2 1
0 I || | — —
& &S S
LN N AN R B R R (?é‘ # &ﬂl‘: ﬁ b'??
0 1020 30 40 50 &0 7D 80 20 ¥ ‘@" &
F ,@ig

Sarcac ACAIGDS i, MECS G0 DHIG, Gl

Trends in theitmely initiation of breastfeedingFigure 6 show an improvement fron33.1% in 2005
to 47% in 2008 (DHS, 2008)llowed ly a steady decreade 45% in2010 (MICSA higlrer coverage
can be achieved by encouraging more women to deliver their babies in health faditieently
509%6MICS2010. In 2009, 58% of the women do natcess health camdue to lack ofmoney to pay
for treatment,44% due to longlistancesto the health facility and2% due to lack dfansportfees
(SLDHSBS 200%9hile the Free Health Caieitiative introduced by thegovernmentin 2010 is
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expected tocover hospital feesfor pregnant, lactating womemnd childrenless thanfive years

more efforts are needed in establishing new health facilities and poverty alleviati@cohtinued

active role of TBAm home deliverieg29%MICS 2010js alsoa barrier to achieving high levels of

deliveries in heh faciliesl & A0 Aa |y AyO02YS 3ISYSNradAy3a | OhA
incentives for any referraldOn this basis, th@016target for early initiation of breastfeedinbas

been set a$0%.

Education on early initiation of breastfeeding is ideted as part ofexclusive breastfeeding
campaignsand is promoted during antenatal and outreachservicesby the health systems At
community level, it is implemented by Mother support groups (MSGSs).

Figure 6: Trends in initiation of breastfeeding and exclusive breastfeeding

A steady decline in early initiation of breastfeeding from 2008 while
exclusive breastfeeding is improving
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Exclusive breastfeeding&BFhas improved from 2% in 200M(C$ to 32% in 200 (MICS. Even at
early ages, majority of children receive liquids or foods other than breast Mitist of the liquids

and complementary foodare not prepared, stored or handled undergper hygieneconditionsand

this may result in diarrhoeaOther barriers to exclusive breastfeeding are the heavy workload on
women and inadequate support from their husbands and other members of the family.
Breastfeedig begins to rapidly decline at ages-12 months. Promotion of exclusive breastfeeding
is undertakenthrough mass campaignghe health system, media campaigrand MSGs It is
envisaged thaEBF will increase 0% by2016 which is araverage okixpercent increase per year

as it is a behaviour change which may occur over the long term.

Complementary feeding shoutthly start aftera child is5 months of agdut most mothers initiate it
earlier. Inadequacy of complementary feeding is mainly driven byuescy and the quality of the
food fed to the child Appropriate complementary feeding frequenégvice per day for @8 months
old children)has improved, from 41% in 2005 (MICS) to 53% in 2008 (Bld®&gver betweenthe
agesof 6-8 and 911months, thefrequency does not increase from awto three times a day as
recommendedfirom 9 months of ag€Figure7). Promotion of adequate complementary feeding is
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done by health workersthrough the health system and1SGsat the community level mass
campaignsand media campaigns during the breastfeeding wedkere are currently minimal
linkages with the agriculture sectoEating habits are very complex and change is likely to be
achieved over the long term afeeding habits are developed over time. Tése factors were
considered in setting theargets for 2016

Figure 7: Appropriate complementary feeding by district and frequency

Appropriate complementary feeding practice varies by
district and drops between 6-8 and 9-11 months of age

Children &-Z3 months fed according to 3 Frequency does not increase from twice to three
recommended feeding practices by district times a day as recommended at 3 months of age
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c¢. Implementation strategies

To promote early initiation of breastfeedingxclusive breastfeedingnd complementary feeding

practicesthe following strategies will be adopted:

1 Develop policy/strategy document onG¥and reviewexistingguidelines Qbjective 3.}

1 Develop and adapthie codeon marketing of breast milk substitutes to thelocal country
situation. The code will provide nainal legal frameworkon the use and marketing of milk
substitutes without compromising good practides earlyinitiation and exclusive breastfeeding
(Objectived.?)

1 Promote and strengthen the implementation of Baby Friendly hospital initiative ang Bab
Friendly Community Initiative by accrediting hospitals for their readiness to implement the
recommended ten steps as per the WHO guidelire®motion of baby friendly farmsnd
construction of birth waiting homes in communities with PHUs for emergehsyetric care
(Objective 33)

1 Promotion of nutrition education component of IYG@HRd develoment of stategies br reaching
hard to reachgroupssuch ageenage mothers. Develop new IEC/BCC materialsieasgminate
through mass mediat the community lgel the messages will be disseminated through mother
support groups, faith based organisais, CHWSsVillage Health CommitteesvHC}) TBAs,
Farmer Field School&Rk$ decision makers at the household level etc. Routine IYCF education
during antenatabhnd postnatal careEPI and outreach wallsocontinue (Objective?2.1,3.4)

1 Promoteappropriate complementary feedingracticesfor children six months to 2 years and
optimum feeding practices for children®2yearsby promotingawarenesspperational research
on complementary foods andproper feeding habits support production of fortified
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complementary foods, development oécipes Kitchen gardensiood demonstrations through
the MSGsand introduction of micronutrient powdergObjectives 2.1, 2.2, 2.2.6, 33, 36, 4.6

1 Reviewand updatethe IYCFuniversity course contents for nutrition, food security and home
economics disciplineand also incorporate appropriate information on IYCF thspre-senice
curricula/training for social workers and cominity health volunteers(Objective 34)

d. Scale-up strategies

Channel Priority actions
Health Facilities 1 Group counselling through antenatalpostnatal, EPI,
outreach
1 Individual counsellinguringclinicalvisits
1 Routine growth monitoring
1 Food denonstrations
Mother support groups 1  Group and individual counselling
1 Food demonstrations
CHWs 1 Individual counselling during growth monitoring
SociaWworkers 1 Group and individual counselling
TBAs 9 Individual counselling
Agricultural extension workers §  PromotelYCF practicas farmers atFFSand FBOs
1 Conduct food demonstrations in FFS
1 Support production and processing lotalnutritious

complementary foods

1 Support stablishment of clinicdlemonstrationgardens
1 Support M5Gto establish demonstratioand kitchen
gardens
Agricultural Business Centres §  Source of seeds, tools and other equipment for product
of nutritious crops
1 Provide walue addition and processirsgrvices
Mass media 1 RadidTV messages, radio discussigriillboard messages
newspape, sms
Mass campaign 1 Breastfeeding week, Bternal and Child Health week
Njala University Nutrition 1 Disseminate recipes andresearch information to the
extension workers community
SLARI Nutrition instructors
Birth waiting homes I Provide waiting faciligs for pregnant women living fa

from PHUs
Community theatres, Village  Disseminag IYCF information
Health Committees, Paramour
ChiefsChurchesmosques
NGOs Disseminate IYCF information

Community mobilisation

= =

(i) Roles and Responsibilities improving exclusive breastfeeding ancomplementary
feeding

Ministry/Partners Role and responsibility
MOHS i Finalise policy/strategy document on IYCF
I Adapt and adopt the code on marketing of breast milk substitutes

monitor its implementation

Adapt guidelies on standards for BFHI

Train Health workers on BFHI

Coordinate the development of IYCF promotion materials and dissemin:
Provide technical support to the private sector in food fortificati

= = = =
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Consumer watch
protection agency
Ministry of Trade
(Standards Bureau)

Universities/SLARI

MEST
MAFFS

Ministry of Information
Ministry of Social Welfare
Gende and Children
Affairs

Ministry of Justice

Ministry of Lands and
environment

Ministry of local
authorities

UNICEF, FAO, WFP, WHC
NGOs

=a =4
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standards

Map and manage the construction of Birth Waitiigmes

Monitor the implementation of the code on marketing of breast m
Substitutes

Develop standards for compliance with the code

Review nutrition and food sectyi curricula for higher learning institution
to include IYCF

Undertake operational research on complementary feeding and implen
recommendations

Support curricula development and approve content farimary schools,
secondary schools artdrtiary institutions

Contribute in the development of food based I'YCF promotion materials
Disseminat IYCF promotion materials through agricultural channels
Disseminat IYCF promotion materials

Mobilise the community to manage birth waiting homes

Review labour law for maternity leave and establish communi
mechanisms for women care practice

Reinforce the code

Provde land for construction of Birth Waiting homes in urban areas
Provide land for construction of Birth Waiting homes in rural areas
Technical support and advocacy, resource mobilisation
Advocacygcapacity development and technical support

Community mobilisation
Dissemination of messages

PRIORITKREA2: INCREASHEICRONUTRIENNTAKE

The prevalence of micronutrient deficiencies in Sierra Leone remains especially high among women

of childbeaing age and children under five yea&erra Leone hasonsequentlymade effortsover
the past few yearso address the high prevalence of miematrient deficienciesThe interventions
under this priority area are associated with badlproblem emanatingfrom insufficientintake of
micronutrient rich foods and poor health conditions that can lead to deficiencies.

Specificiiterventions to increase micronutrient intakee:

=A =4 4 4 =9

Vitamin A supplementation and fortification
Iron folate supplementatiomnd fortification
Zinc in ORS for diambka treatment

lodine fortification

Micronutrient Powders

9 Gonsumption of micronutrient rich fooddore details in Priority area)s

(i) Vitamin A Supplementation and Fortification

a. Indicators

| Description

| Actual | Taget |
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2012 2016

Indicator Children < 5 years with Vitamin A deficiency | TBD 20%
472

Coverage < 5s receiving Vitamin A supplementation 91% 98%

Children 859 months receiving Vitamin A 38% 80%

supplementation (routine)
6-35 months old consuming foods rich miifs | 65% 80%
and vegetables
Postpartum Vitamin A supplementation 40% 80%

Target group | children 659 months oldPostPartum women

b. Situation analysis

Althoughthe countryproduces adequate quantities @llm oil, Vitamin A deficiency affects about
47% of the underfive population (UNICEF/MI 2004), largely dueytungerchildren consuming
diets lacking in vitamin Ach foods.In Sierra Leone foods rich in Vitamin A are not usually consumed
adequately until the child is nearly two years olthe consumption of Vitamin Aich foodsby
childrenbelowfive yearsof age increases steadily fro8%% at 68 monthsto 93%by the age oR4-

35 months(DHS 2008, SMART 2010

Vitamin A spplementation(VAShas been scaled up to 91% nationally (SMA&I0D from 26% in
2008 (DH2008. However there is need to improveASthrough routine health care delivery, and
through consumption of Vitamin A rich foods for longer term sustainabiljtamin A
supplementation is dlivered viabi-annual mass campaigns targej children €569 months old
combined with polio immunization and deworming. Vitamin A supplementation has also been
integrated intothe routine health services and a national guideline developed and disseminated.
Promotion of Vitamin Asupplementationis conducted through mass media, Health systems and
community based structures.

A high dose of Vitamin A is givevithin six weeks postpartum to mbers through the Health
System.Only 40% (EDHSBS)f women are receiving ASand hence the need to scaleup. The
proportion is equal to women who deliver in health facilities (SLDHSBS 20@9% should be a
campaign to encouragmore womento deliver in health facilities.

A fodd fortification Alliance has been formed gpearheadadvocacy fomicronutrient fortification.

The standardsor oil fortification with vitamin Ahave been developed and gazetted as mandatory.
Vitamin A deficiencys expected to reduce to 20% by 2016. This is based on the fact that VAS has
been introduced andcaled up in the em& country.A micronutrient survey will be conducted in
2013 to establish abaseline on serum retinol levels. The scaling up of food diversification
consumptionand fortification is also expected to further boost the decline of Vitamin A deficiency.

c. Implementation strategies

1 Sustainmass administration of Vitamin A (childrel/58 months)and promote VAS angost-

partum VAS routineadministration Integrate VAS for childrerunder five intothe Expanded

Programme orimmunisation EP) and post partum VAS into the Tetanus Toxoid card. Intensify

delivery of integrated antenatal, post natal and family packadgekjgctive 4.)

Developand disseminatéEC/BCC materials to promot&$(Objective 43)

Fortify widely used foods such asoking oilwith Vitamin Aby providing nutritional technical

assistanceand incentivedo the private sector Promote research on bidortification through

the agriculture sectar(Objective 2.2, 2.6, 4)

1 Promote the production and consumption of Vitamin A rich fodelmmotefood diversification
throughrecipe developmentnutrition education and information campaigf®bjective 2.1

=a =4
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d. Scale-up strategies

Channel Priority actions
Health Facilities SupplyVitamin A supplements
Disseminate VAS promotion messages
Schools Pramotion of school gardens in schools and nutrition education
CHWs Monitor compliance of VAS for <5s through the health card

Monitor postpartum VAS within 6 weeks
Disseminate messages to promote VAS and diet diversity
Mother support groups  Disseminate mgsages to promote VAS and diet diversity

Mass media Radio/TV messages
Mass campaign MCH and Breastfeeding week
Private sector Fortify food with Vitamin A
Import food fortified with Vitamin A
Standards Officers Regulate fortified food imports througlaboratory analysis

Agricultural  extension Promote production and consumption of diversified fopéscluding
workers bio fortification

Participate in disseminate nutrition education messages
NGOs Messages to promote VAS and dietary diversity

(i) Iron Folate Supplementation and fortification

a. Indicator

Description Actual | Target
2012 2016
Indicator Children 659 months with anaemia 76% 51%
Women 1549 years with anaemia 45% 36%
Coverage Children 635 months old wo consune iron rich foods 59% 80%
Women who took iron folate supplement during pregnancy fo| 44% 60%
90 daysor more
Target group | Pregnant womenyWWomen 1549 years

b. Current situation

Specifically, 76% of childrer5® months and 46% of women of reproductive age-49%years)are
anaemic (DHS 2008\naemia in pregnant women leads to low birth weight infafsthe control

and prevention of anaemia, a minimum package of iron folatewdeming pills and Fansidar
(sulfadoxine and pyrimethaminé3 given to all pregnant women whvisit antenatal clinics during
pregnancy. The package for children under five years includes deworming and ITN distribution.
Supplementation of iron to pregnant women i®livered through the health systenalthough
compliance remains a major challengso regular iron supplementation isurrently targeting
children under the age of five years old. Foods rich in iron are not consumed by children until nearly
two yearsof age Efforts in food fortification are as described for Vitamin A.

Iron deficiency inchildren under five years is projected to be reduced to 58%2016 from the
current 76%,mainly due to the introduction of Micronutrient Powders (MNPs), fortification and
expected increased intake of micronutrient rich diets. On the other hand, irocidelly in women

of reproductive age is expected to be reduced to 3692016from the current 486 with increased
efforts to promote production and consumption of micronutrient rich foods.

c¢. Implementation strategies
1 Continue outine and promote complianceof iron folate supplementatiorior pregnant women

through the Health systemObjective 4.2
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1 Developand disseminatéEC/BCC messages through community radios and other media outlets
to improveiron folate complianceand antenatal visits(Objective 43)

1 Promote fortification of widely consumed foods e.g. wheat flour with irby providing apport
to local wheat flour industries and importers/traders to align to mandatory fortification
standards for flon based on WHO recommendationBromoe research onbio-fortification.
(Objective 2.2, 2.6, 4)

1 Promote food diversification through nutrition education and information campa{@igective
2.0

d. Scale-up strategies

Channel Priority actions
Health Facilities 1 Supplylron Folatesupplements
1 Disseminatemessages to promotéron Folatesupplementation and
compliancethrough antenatal visits and outreach services

1 Disseminate messages on consumption of micronutrient rich fooc
Schools 1 Establish shool gardens and nutrition education
Mother support § Sensitise and mobilise pregnant and lactating women to att
groups, CHWs and clinics
TBAs 1 Disseminate messages to promote iron folate supplementati

complianceand diet diversity

Mass media 1 Radio/TV messages
Private sector 1 Fortify food with iron folate
Agicultural 1 Promote and support production and consumption of diversifie
extension workers foods

9 Disseminate appropriate recipes

9 Disseminate nutrition education messages
NGOs 9 Disseminate rassagesto promote compliance foriron folate

supplementation
9 Disseminate messages to promote consumption of diversified foo

(iii) Zinc Supplementation

a. Indicators

Description Actual | Target
2012 | 2016
Indicator Prevalence of stunting among children <5 years | 34% 23.9%
Coverage Children <5 receiving zinc@RT for diarrhoea 6.1% 80%
treatment
Target group | Children under <5 years

b. Current situation

Zinc deficiency has been linked to high prevalence of stunting among children less than five years of
age. Currently, nanc supplementation is taking plac&inc in Oral Rehydration Therapy for
diarrhoea treatment in children under five years is atsmt fully implemented. The use ofr@l
Rehydration Therapy has steadily increased from 60% in 2006 to 73% ih0ZMICS and this
presentsan opportunityto scaké up the use of zinc in ORT.

c. Implementation strategy

1 Promote inc in ORT for the treatment of diarrhoea through procurement of ORS withalre
used for all diarrhoea treatment for unddives.(Objective 47)
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1 Promotion of zinc rich foods, developntesf IEC material@bjective 2.)
1 Zinc fortification for staple@Objective 4.4

d. Scale-up strategies

Channel Priority actions

Health Facilities 9 Procurement and distribution of Zinc in ORT to
Health Facilities

91 Treating all <5 diarrhoea cases wiinc in ORT

1 Promote consumption of Zinéch foods

il

Mass media Radio/TV messages on use of ORT with Zinc
CHWSs/Blue flac 1 Promote the use of ORT with zinc faliarrhoea
volunteers treatment

Agricultural 1 Disseminate messages to promatensumption ofzinc
extension workers rich foods

Private sector 1 Fortify staples with zinc

(iv) lodine Fortification

a. Indicators

Description Actual | Target
2012 2016
Indicator School aged children witlow urinary iodine (less thar| 34% 20%
100 pg/l)
Coverage Householdsonsuming adequately iodised salts 63% 80%
Target group | Households

b. Current situation

According to a national nutrition survey (2003), the proportion of school aged children with low
urinary levels of iodine were 34%odised salt consumption has gradiyaincreased from 45% in
2005 t063% in 2A0 (MICS. This has been achieved through quality control of imported $ak.
Bureau of Standards has created legislat{@d11) on the importation of iodized salt into the
country and a monitoring system is filace.However, the consumption of iodised salt has lagged
behind in the Northern andVesternregionsand a marked improvement in the Southern region
(Figure 8) The North and Southern regionsnine local salts that are used for household
consumption,without beingiodised The salts are however used widely in the community because
they arecheaper than imported sadt Support to local producers to iodise locally minedssalinot
adequate. Community education on the need to consume iodised sdéligered via mass media
and through community groups.

With increased efforts to promote consumption of iodised salt and iodisation of lovatlgd salts,
it is projected that the proportion of school aged children with low urinary levels of ioditie
reduce b at least 20% by 2016.

Figure 8: Consumption of iodised salt by region
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Although iodized salt consumption has gradually increased
nation-wide, it has lagged behind in the North and West

The West has registered a drop in iodized salt
lodized salt consumption has consumption, while the Morth still lags behind
gradually increased other regions
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c. Implementation strategies

1 Promote consumption of iodised salt and ensure that all imported or locally producedfaalt
human and animal consumptiaare fortified with adequate lgels of iodine. Qbjective4.6)

d. Scale-up strategies
Channel Priority actions

Health Facilities i Disseminate messages on conguion of iodised saltduring
antenatal and outreach services

Mass media 9 DisseminatdRadio/TV messages
Private sector 1 Import iodised salt

1 lodise locally mined salt
Sandardsofficers 1 Ensure that all imported and locally available salteiodised
NGOs 1 Disseminate mesages orconsumption ofiodised salt promotion
Schools 1 Promotk consumption ofodised salt

(v) Micronutrient Powders

Micronutrient powders(MNP)are singledose packets containing multiple vitamins and minerals in
powder form that can be sprinkled onto any sesolid food immediately before eating.
Micronutrient powders with 15 nutrient components that includen@iand iron supplements for
children 623 months will be introduced initially on a pilot bagisa few districts and later to be
scaled up to other districtsthe MNP will improve the quality of complementary food for children 6
23 months. The MNPs are @ected to impact positively on all micronutrienigterventions
indicatorsdiscussed earlier.

a. Implementation strategies

Review IYCF strategy to include home fortificatiobjective 3.)

Conduct operational research to introdutiee use ofMNPin complementary bods This should
includepalatability and acceptability tests for MNP for childre@2®% months of age before scale

=a =

25



up. Train Health workers and CHWs on MNP utilization for complementary fed@bgective
4.5)
1 Promote the use of MNP®eveloplEC/BCC materialnd disseminate the messagdsraugh
the media, NGOs, and the community. NGOs will also undertake community sensitization and
mobilization to raise awareness on availabjlitgportance and use of MNRObjective 45)

b. Scale-up strategies

Channel Priority actions

Health Facilities 1 Supplyof MNPs

1 DisseminateMNP promotion nessages
Mother support groupsCHWs  § Disseminate MNPrpmotion messages
Mass media 1 Radio/TV messages
Mass campaign 1 MCH and Breastfeeding week
NGOs 1 DisseminateMINPpromotion messages

(vi) Roles and Responsibilities in increasing micronutrient intake

Ministry/Partners Roles and Responsibility

MOHS 1 Review guidelines and policies to reflect 6 months \i#iduce a 6
month health packagand scaleup the wse of the new health card

1 Integrate PVAS into theeTanusToxoid card

1 Develop training packages and traliealth Workers on relevant
technical guidelines

1 Supply micronutrients to all health facilities

1 Conduct national masg<5s)and routine Vitamin A spplementation

(<5s &postpartumwomen)
9 Develop and disseminate |IEC materials on micronutri
supplementation and fortification
9 support local industries and importers to align to the mandatory fc
fortification standards
1 Advocate for the formalizationof an active national fortification
alliance
Conduct operational research to introduce and sageMNPs
Provide technicaland capacity buildingsupport on micronutrient
promotion and disesmination
Procure supplies.g.Vitamin A, fortificants
De\elop promotional materials andisseninate
Advocae for policy and guideline review
Provideguidelines andechnical assistance to the private sector for t|
fortification of locally available foods
1 Enforcemandatory regulatios for fortified food imports and support
local industries and importers to align to the mandatory fo
fortification standards
1 Develop information guide fotocal traders onthe importation and
marketing of iodised salts
1 Ensure quality assurance and control for compliareg. iodine
content of salt
1 Map all salt boilers in the country and provide technical support for
iodisation to local salt boilers/producers
MAFES 1 Provide supporto small scale farmeris the production ofvarieties of
local nutritiousfoods
1 Disseminatepromotion materials on the consumption of micronutriel
rich foods

NU
NGOs

= =
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1 Establishment of schoaind kitchengardens

1 Provide technical support in food fortificatiand biofortification
MESTTraining 1 Review curriculafor primary, secondary and ettiary levels to
institutions incorporate emerging issues/developments on micronutrients

1 Train pre-service traineeson emerging issues/developments ¢
micronutrients
Support implementation of school gardens
ProvideTechnical support
Procurement of supies- Vitamin A. Iron foliate, fortificants
Fortify locally produced foods (including complemagtfoods)
Conduct social marketing and branding for locally fortified foods
Conduct research on consumption of fortified produetsd feaility
of fortifying various local foods
NGOs Provide Technical support

Procure supplies

Promotion of micronutrient dietary intake

UN Agencies

Private companies
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PRIORITKREA3: IMPROVBDIARRHOEANDPARASITEONTROL

Most of the interventions under this priority area address theolgem of poor hygiene and
sanitation as well asinadequate health services. However, some of the interventions are also
associated with inadequate maternal and child care practices such aswasiing with soap and
water anduse oflITNs. The interventians are:

Household water treatment

Hand washing with soap and water

Insecticide Treated Nets (ITRNjstribution

Intermittent Preventive Treatment for pregnant women (malaria)
Deworming

Food safety and hygiene

= =4 =4 -8 -8 -9

(i) Household water treatment

a. Indicators

Description Actual | Target
2012 2016
Indicator Diarrhoea for under fives 11% 7%
Coverage HH using adequate water treatment methods 2% 80%
Household access to improved water source 54% 74%
Target group| Households

b. Current Situation

National se of an improved water sourder household utilisatiorhas graduallyncreasedover the

last six years from 47% in 2005 (MICS)5#6 in 200 (MICS. The proportion of households
accessg an improved water sources 76% in urban areas and 48@orural aeas(MICS 2010)Only

2% (4.9% urban and 1.3% rural) ofubeholds using unimproved drinking water sourees using
appropriate water treatment methods (MIC®10. In the rural areas, the use of bfiters, solar
water treatment and shock treatment ofiewly constructed wells using chlorine is alseing
promoted. Community education and sensitisation is also going on through the Community Led
Total Sanitation (CLTS) prograifhe Ministry of Energy and Water Resources (MEWR) has
developed a National WASidlicy.
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Figure 9: Access to improved water source and household water treatment

Access to improved water has only improved in urban areas.
Households do not treat water appropriately

Uss of an improved drinking water sourcs has gradusally But rurasl poputstions still lack accass to safe water -

Improved over the last & years Aimost no uss of HH water treatment methods (MIC 2 2010)
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c. Implementation strategies

1 Restoreand institute management systems ftlie wider water supply schemes$ravity Fed
scheme, spring boxes & degnont stations(Objective 4.10)

1 Theprivate sectorand NGOsvill train water point technicians on operation and maintenance of
water facilities at community levels arsipply watertreatment commodities where hand dug
wells are functional(Objective 4.0)

1 Promote household water treatmerdéind safe storageptions Develop appropriate IEBCC
materials on household water treatment and safe storage for different literacy groups, using

multiple channels(Objective 4.0)
1 Set up water quality monitoring arglurveillance syster{Objective 4.10)

d. Scale-up strategy

Channel Priority actions

Health Facilities 1 Disseminate messageso promote household
water treatmentand safe storage

Water Services division 1 Restorethe wider water supply schemes

Sierra Lene Water Company 1 Water treatmentand supply

District laboratories 1 Water qualitymonitoringand surveillance

Local councils 1 Community mobilization and water tarif
collection

Mass media i Disseminate Radio/TV messages

Community water point § Operake and maintain water facilities nationwide

technicians

Community emerging leaders  §  Train other community members on CLTS

Mother Support groupsand ¢ Disseminate messages on household wa

CHWs treatment and safe storageto pregnant and
lactating women

NGOs i Diseminate messages on household wal

treatmentand safe storage
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Private sector 1 Procure and supply water facilitypnaintenance
spare parts

(i) Handwashing with soap and wateand sanitation

a. Indicators

Description Actual2012 | Target2016
Indicator Prevalence of diarrhoea among children <4 11% 7.15%
Coverage Evidence of hand washing with soap 13% 50%

Access to improved sanitation facility 40% 66%

Safe disposal of baby faeces 54% 80%
Target group HouseholdsSchool Children

b. Current situation

Hand washing shoulthke placefollowing key risk activities that include contact with faeces and
contact with food.In 2010,only 13% of households had a designated place for heashing with

soap and wate(MICS 2010)Promotion of hand washing wittbap and water in the community is
delivered through the CLTS programme and School Sanitation and Hygiene Education (SSHE)
programmethat targets school going children. In schools the hand washing promotion education is
delivered by teachegschool clubs ad mass campaign (global hand washing d&y) end of 2010,

170 schools had the SSHE componersevendistricts. This wouldneed to be scaled up to cover all
districts in the country.

Figure 10Accesdo improved sanitation

Access to improved sanitation has increased, but large
disparities exist — open defecation still common in rural areas

BAccess to improved sanitation facility has However, no improvement for those without any
increased between 2003 and 2040 BCLCEES
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According to MICS 20180% of the population in Sierra Leone live in households using improved
sanitation facilities. The situation is worse in rural areas (Figure 10).The situation is expected to
improve to 66%, which is also the MDG target. Also of sanitation importanke &afe disposal of
OKAfRQa FFS0OSa o6& (KS OKAfR dzaAy3a | (d2AtS4G 2N
situation is 54% and this needs to be scaled up to 80% by P®d6ommunity will be targeted

through theQLTSapproachwhile schod children will be targeted through the SSHE approach.
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c. Implementation strategies

1 Promote community approach to total sanitatioDevelop and disseminate appropriate IEC
materials on hand washing for different literacy groupsomote hygiene sanitdion and hand
washing through mass campaigns & social mobilizatiop ontracting radio stations, TV,
newspapers telecommunication companiesind community theatresTrain emerging CLTS
natural leaders in OutsideefecationFree (ODF) communitie®bjective 4.11)

1 Advocate to the private sectao produce affordable soap to promote hand washimgth soap
(Objective 4.1)

1 Develop environmental health and sanitation policy and update the public healtiObiik¢tive
4.1])

d. Scale-up strategy

Channel Priority actions

Sanitation  division ol 1 Review and improve VIP latrine designs at PHUs and schoo

MOHS

Health Facilities 1 Develop and disseminate messages to promioéad washing
with soap and wateand improved sanitation

Mother support groups & § Promde safe disposal of baby stoohnd handwashing with

CHWs soap and water to pregnant and lactating women

Mass media 1 Disseminate Radio/TV messages

Schools 1 PromoteShoolSanitation andHealth Education

Private sector 1 Supply &ordable soap

NGOs Disseminate messages onhand washing with soap anc

sanitation marketing
(i) Insecticide Treated Netdistribution

a. Indicators

Description Actual | Target
2012 | 2016
Indicator Malaria prevalence among children under five years | 25% 13%
Coverage % of pregnabhwomen utilising ITNs 28% 80%
Children under five years sleeping under a bed net | 30% 80%
Target group | Pregnant women and children under five years

b. Current situation

Malaria prevalence among children under five years is &ISEBHSBS 200@nd thisneeds to be
significantly reduced. Free Insecticide Treated Nets (ITNs) are distributed during mass campaigns at
national scale during the maternal and child health week and routinely through PHUs. The
beneficiaries are pregnant women and mothevigh children under five years. The distribution of

nets has almost reached scale aBdo of children under fivand 28% of pregnant womewere
sleeping under an ITh 2010 (MICS)This number needs to becaled up to 80% to reduce malaria
prevalence.

c¢. Implementation strategies

1 Continue nass(annual)and routine distributiorof ITNstargeting pregnant women and children
less thanfive years. The government will procure adequate ITNs for use by all targetegs.
The private sector will also be encouragedtocure and sell ITNgDbjective 49)
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1 Develop and disseminatleC materials oreculturally acceptablewvays of usinglTNS These
materials will be used t®ensitisethe local councils and communities on malaria prevention
among children and pregnant womehrobugh NGOs, CHWSs, Health system, radio discussions
and jingles. NGOs and CHWs will follgsvand train the community on properahgingup and

utilization of ITNs(Objective 49)

d. Scale up strategies

Channel Priority actions

Health Facilities 1 Dissemhate messages to promotaoperuse of ITNs

1 Distribute ITNs
Mother support 1 Promote use of ITNs to pregnant and lactating women
groups & CHWs 1 Train the communityn proper utilization of ITNSs.g. hangingup
Mass campaigns 1 Disseminate messages to proteaise of ITNs

91 Distribute ITNs
Mass media 1 Disseminate Radidl'V, newspapemessages
Private sector 1 Supply and promote use of ITNs
NGO#CBOs 1 Disseminate messages to promote use of ITNs

1 Conduct hangingip campaigns for proper utilisation of ITNs
Local cancils 1 Advocate for the use of ITNs by pregnant women and <5s

(iv) Intermittent Treatment of Pregnant Women (IPTP)

a. Indicators

Description Actual | Target
2012 2016
Indicator Prevalence odnaemiaamong pregnant women 62% 32%
Coverage Women following correct IPTp during pregnancy 41% 90%
Target group | Pregnant women

b. Current situation

The Intermittent Preventive Treatmerdf malariaduring pregnancyIPTp)requires that pregnant
women take at least two doses of amtialarialtabletsto protea them from malaria. This is done
during antenatal care and outreach services. This intervention will need to be scaled up 48%nly
of women are following the correct IPTp during pregnancy.

c. Implementation strategies

1 Promoteand intensifylPTpuse Continue routine IPTp during antatial visits and mprove its
accessibility and utilization by pregnant wombyg establising community level distribution
points managed by CHW3rain CHWSs on distribution of drugs and monitor IRdmpliance
amongst pregant women(Objective 49)

1 Develop and disseminaté=C materials on malaria preventiand controlat community level.
Community theatres will be promoted to stimulate discussibgscommunity groups on what
causes malaria and how it could be preventeddiRaliscussions on IPTp for pregnant women
will be conducted and jingles aired on use of IPTp by Pregnant wdq@bjective 49)

d. Scale-up strategy

Channel Priority actions
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Health FacilitiesPHUs  { Develop and disseminate messages to promote use @f IPT
1 Supply antimalariaiabletsfor IPTp
CHWs 1 Disseminate message on use ofdBy pregnanwomen
1 Monitor the use of IPd for pregnantwomen
Community theatres 1 Disseminate messages on use ofdPT
Mass media 1 Disseminate Radio/TV messages
NGO&CBOs 1 Dissennate messagesn use of IPp to pregnant women
(v) Deworming
a. Indicators
Description Actual Target
2012 2016
Indicator Children < 5 infected witho TransmittedHelminths 54% 20%
Children 1259 months dewormed two times a year 85.8% 95%
Children 1259 months dewormed two timegyear (routine) | 18% 60%
Pregnant women who take intestinal parasite drugs 36% 60%
Coverage Primary schoohdgechildren taking intestinal parasite drugs if TBD 80%
school(5-11)
Target group| Pregnant womenchildren 659 months old primary school going children

b. Current situation

Deworming for children 159 months is dliveredon a nationalscale via biannual mass campaigns
together with \AS Routine deworming of children 329 months takes place througime health
systems includingputreach servicesThe <5s infected witlSoil Transmitted HelminthsSTH are
expected to reduce from 54%HKI/UNICEF 20110 20% in 2016 because deworming is currently
fully scaled up with high coveragdational schosbasal deworming campaigns targeting primary
school and out of schoolchildren alsotake place routinely.Currently mass administration of
albendazole is taking place in 90% of the sch@iéldl June 2010 repordnd this should be scaled up

to 100%. Dewormingfaschool children takes place every 6 months and it is delivered by teachers
and government health staff. Schools are selected in districts with high prevalence of soll
transmitted worms. On the other hand, deworming for pregnant women édivdred during
antenatal visitsat the PHUs and during outreach services. Only 388HBS 20090f pregnant
women are dewormed.

c. Implementation strategies

1 Continue nass deworming of children 1%9 monthsthrough mass campaigrand routine bk
annual dewormingDeworming will also be included in théhildHealth Card and monitored by
CHWs during growth monitorin¢Objective 48)

1 Continue and scale up routiredministrationof albendazole irfor children inprimary schools
and out of schooland cascaded training of tehers on deworming Campaign for school
enrolment of all eligible children to increase coveré@éjective 48)

1 Continue with outine administration of albendazole for pregnant womguringantenatal visits
at the PHUs. The communjtincluding the local athorities will be sensitized on the need for
pregnant women to attend antenatal clinics to boost the number of women being dewormed.
(Objective 48)

1 Develop and disseminate appropriate IEC/BCC materials to promote deworming. The messages
will be disseminged through the mass media (radio, television), community theat{@bjective
48)

d. Scale-up strategies
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Channel Priority actions

Health Faciliies § Routine administration of deworming tablefsr pregnant women
andchildren 1259 months

Supply of dewrming tablets to schools

Disseminate messages to promote dewormiafjchildren 1259

monthsold, Pregnant women and school children

Mother support § Disseminate messagdo promote deworming to pregnant an
groups & CHWs lactating women

Monitor child dewoming through the child health card

Mass administration of deworming tablets to children -32

months during the breastfeeding week and MCH week

Mass media 1 Disseminate Radio/TV messages

NGOs Disseminate messages poomote deworming

Sclools Administration of deworming tablets in schools

|l
|l

=a =

Masscampaign

= =

(vi) Food safety and hygiene

a. Indicators

Description Actual Target
2012 2016
Indicator Prevalence ofliarrhoeaamong children under five 11% 7%
% of population tested and confirmed to be affed by food | N/A Reduce
borne diseases by 25%
Coverage Vendors registered, trained and certified N/A 80%
% of food processors anéendors observingpod safety and | N/A 60%
hygiene practices
Target group | Street Vendors, School childrgRood processor$ood transporters, market women
households

b. Current situation

Poor food safety andhygiene is one of the major sources of infections and diseases within
households in poor communities. This together with unclean haad$ utensils used to feed
children is one of the causes of diarrhoea and typhoid prevalent among children. Food safety
sensitisation has taken place on a low sdalemarket women, butchers and housewives on the
general safe and hygienic management of food includitg preparation and storage FAO is
undertaking a studyn street food vendindo assessccess, safety and qualitfhe outcome will
provide relevant baseline information for promoting food safety and hygidites intervention
needs to be scaled up significantly.

c. Implementation strategy

1 Strengthenthe institutional frameworkand implement national food standards and laws
including code and guidelines on food hygiene for locally produced and imported foods

(Objective4.12)
1 Ensure compliance on hygiene and nutntgiandards of food prepared in the school feeding
programme and other institutional feeding setups

1 Promote safety and quality of food sold by food companies and venddhetpublic andensure
it complies withbest practices on food safety and hygie(@bjective 4.2)

1 Develop training ranualson food safety and hygiene for trainirfj Street vendors, restaurant
and hotel owners and staff opreparation, packaging, transporting and storage of food for
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public useand for (ii)School children using a dhifriendly food hygiene manual incorporated in
the schookurriculum (Objective 4.12

1 Develop and disseminate IEC/BCC materials targétiod producers, food processorfod
handlers street vendors, school children and general mass education on fafetysand hygiene

(Objective 4.2)

d. Scale-up strategies

Channel Priority actions

Health facilities, agricultura Disseminate messages to promaigod safety and hygiene tc

extension workers, socie well defined targets in the community

workers Ensue compliance on hygiene and nutrition standards
food prepared in the school feeding programme and ott
institutional feeding setups

Schools Promotion of food safety and hygiene

Mass media Disseminate Radiol' newspapemessages

NGOs Disseminge messages to promot®od safety and hygiene
Private sector Ensure food for public use is safe to eat
VHCs/CBOs/Town criers Disseminate messages to promote food safety and hygiene

(vii) Roles and responsibilities in improving diarrhea and parasitetrol

Ministry/Partner Roles and Responsibilities

MEWR WASH
I Restore water supply schemesnd Train water point technicians it
operation and maintenance of water facilities at community levels
I Create community awarenessn operations and maintenance of wex
facilities nation wide
Develop a TOT manual for use by laboratory and water technicians
Raise awareness oneed for safe drinking water andood household
water treatmentoptions
MOHS WASH
1 Developand disseminateappropriate IEC materiaf®or househdd water
treatment and handwashing with soap and water for different literac
levels
Cost and eviewsanitation options
Put in placeEnvironmental idalth and sanitation policy anduBlic Health
bill
Parasite control
1 Supply drugs and commodities fomalaia and worm control and
preventionn deworming tablets antimalarial drugs, ITNs
1 Administrationof dewormingand antimalariatablets
1 Integrate <5 deworming into th€hildHealth card
1 Review, @velop and disseminatenaterialsto promote deworming ITN
useand IPTp
1 Ensure compliance and safe drug use
Food safety and hygiene
1 Develop and implement appropriate food safety and quality assura
policies and standards
1 Develop guidelines antraining manuals for people working in the foc

f
f

f
f
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industryand school chilren

MIC I Raise awareness on good household water treatment techniques, ¢
hygienepractices and hanevashing with soap and water
MEST WASH

1 Promotion ofSchool Sanitation and Hygiene Education
Parasite control
1 Administration of deworming tablets irckools
1 Disseminate messages to promote deworming
Food safety and Hygiene
Train school children on good food safety and hygiene practices
Set up infrastructure at district council to support CLTS
Support distribution of water treatment commodities
Supprt construction and rehabilitation of water supply systems
Develop and enforce blaws to ensure the safety and hygiene of foo
consumed by the public
NGOs WASH
1 Provide technical support in construction and rehabilitation of wa
schemes
Developmat of capacity of the locauthoritiesin water management
Develop governancecapacity to manage water resources at tl
community level
91 Provide technical support in theeslelopment and dissemindbn of water
treatment and handwvashing messages
Parasitecontrol
1 Procure deworming tablets
1 Develop and disseminate deworming promotional materials
1  Support distributionof commoditiesand sensitization
Ministry of Trade and Food safety
Industry 1 Ensure the adoption of laws and standards set and compliagicthédo
private sector
I Set standards, disseminate, train and ensure compliance
MAFFSMMR Food safety
9 Develop and implement appropriate food safety and quality assura
policies and standards
9 Develop guidelines and training manuals for ABCs undertaking
processing and value addition
WASH

MLG

= =4 =4 -4 -4

f
f

1 Promote hand washingith soap
Research Institutions § Develop water treatment and purification methods training manual
and Higher use by teachers and community members
institutions of 1 Translate CLTS Aadand other existing training manuals in other loc
learning languages -

1 Research on water treatment and purification methods

1 Develop training manuals for use by teachers and community member
Private sector 1 Training and maintenance of water supply sources atah@munity level

and supply of spare parend affordable soap and sanitation options
1 Adoption and compliance with standards and guidelines on food se
and hygiene
1 Issueand selllTNsat an affordable cosand sensitise the buyers on the
use
Provsion of suppliesdeworming tablets
Technical support

UN

=a =4

PRIORITKREA: TREATMENOFACUTEBMALNUTRIITON
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Treatment of acute malnutrition includes two interventio(i$ Treatment of childrer6-59 months
with SAM (ii) Treatment of childrer®-59 monthswith MAM. They form a major component of the
MOHSCommunity Management of Acute Malnutrition (CMAM) Programme

Q) Treatment of Severe and Moderate acute malnutrition

a. Indicators

Description Actual2012 | Target
2016
Indicator SAM prevalence among childréb9 months 1% 0.2%
GAM prevalence among childrer68 months 6.9% 4.8%
Coverage CMAM coverage 12% 50%
Target group SAM and MAM Children

b. Current situation

The CMAMprogrammeis the integration of three modes of care and treatméot childrenunder

five years, Inpatient Therapeutic feeding Programme (ITP), Outpatient Therapeutic feeding
Programme (OTP) and supplementary Feeding Program (SFP) and consists of four basic principles:
access and high coverage, timekn multisectoral integration ad capacity building. It is within this
continuum of care where active screening, referral, partnership and strong communication
mechanisms are needed to provide all children with comprehensive prevention and treatment of
acute malnutrition. It is therefar necessary to ensure that CMAM interventions are readily available

and accessible to all children, especially those anmbag/ulnerablepopulations across the country.

CMAM is part of the Basic package of essential Health seticksthe Free Health &e initiative

Severely acute malnourished (SAM) children with complications are treated in hospitals/stabilisation
centres, while SAM children without complications are enrolled in outpatient therapeutic
programmes in PHUs. Children with Moderate A&cfalnutrition (MAM) are referred to the
Supplementary Feeding Programme (SFP) where they receive take home rations. AcQhrdge

survey conducted by UNICEF in 2011 established coverage of only 12%. This means that many
malnourished children are not ealled into the programme. Screenimg children is done by CHWSs

and those who are malnourished are referred to PHUs for further screening and treatment. It is
important that the coverage is improved to ensure that all malnourished children receive treatme

Early detection and treatment of children with MAM will contribute significantly in reducing the
prevalence of SAMNnd GAM The SAM prevalence is therefore projected to be reduced to 0.2% by
2016. Similarly effective treatment and management of arén with SAM will contribute to a
reduction in under five mortality.

c. Implementation plan

1 Promote quality caredr children with acute malnutritionConduct dditional training on the
new WHO Child Growth Standards and key messagegsMAM includingtools for PHU with
feeding programsadmission and discharge criteria and monitoring tools for PHUs with OTP
staff. Review CMAM full guideline® develop full guidelines and a user friendly version
(Objective 5.1

1 Continue he supply of therapeutic/supplenentary foods and other supplies for the
management othildren 659 months withSAM and MAMStrengthen and implementystems
to reduce supply chain breakages and leakages to ensure that the supplies reach the intended
beneficiaries.Expand SFP to ensuthat the full CMAM package is implemented at each
Peripheral Health Unit (PHU) with QT®bjective 5.1
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91 Develop and utilise effective community sensitisation and mobilisation systems to ensure full
participation of all children and their parents/carers time systems.Strergthen community
mobilisation, tain NGOs, CHWs and Mother Support groups on community mobilization
techniques. CHWs and Mother Suppgroups will also be retrained on use of MUARher
groups that are in contact with the community suak agriculture extension workers, social
welfare officers, TBAs, SLARItrition instructors will also be trained and be involved in
awareness creatiorgetection and referral Supervision and training of Mother Support groups
will be done on a continuaubasis (Objective 5.2

1 Develop and disseminate BCC messaaterials to address the attitudes of key household
members on SAM/MAM prevention and manageme(@bjective 5.2

d. Scale up strategies

Channel
Health facility

Mother support

groups & CHWs
NGOs
MAFFS

SLARI Nutrition

instructors
Social Welfare

Priority actions

Provide herapeutic/supplementary foods and other supplies
Treat children with acute malnutrition

Disseminate messagés address negative attitudes on SAM/MAM
Conduct food demonstrationfor PLW

Provide meals for mothers taking children tal8lisationCenters
Sensitisation and mobilisation for screening
Screeningreferraland counselling

Disseminate messages aoldress negative attitudes on SAM/MAM
Support mothersvith malnourished childrerio establishlivelihoods
projectskitchengardens

Detection andeferral of malnourished children

Detection and referrabf malnourished children

Awareness creation

Detection and referral of malnourished children

Awareness creation

=4 =4 =4 -4 -4 -4 -4 -8 -9

=A =4 -8 -4 A

(i) Roles and responsibilities in treatment of acute malnutrition

Ministry/Partner

Role and responsibilities

MOHS

UNICERWFP,
WHO

NGO/CSO

MAFFS/Social
Welfare,NU

= = =A =4 -8 -4 -8 -4
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Treatment of acute malnourished children

Train all Healthworkers on CMAM

Train NGOs on community mobilizatiand CMAM

Train other sectortaff on community detection and referral
Technical support

support procurement of therapeutisupplementaryfood for OTP and
SAncludingDrugs

Srengthen supply chain management

Capacity building of personnel

Manage and supeise active screeningnd referralof malnourished
children

Distribution of supplementary food

Community sensitization and mobilisation
Supportcommunitydetection, referralof malnourished childreand
awareness creation

Suppot mothers toundertakelivelihoodsprojectsor assist them to
establish kitchengardensas a source of diversified foods

PRIORITKREA: IMPROVEHOUSEHOLBOODSECURITY
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The interventions discussed under the priority asga aimed aimproving houskold food security
by increasng availability and access goodquality and sufficient food at all times. In addition, some
interventions also provide safety nets to the vulnerable grodje interventionsre:

9 Local Household Food Production

1 Consumpibn of diversified diets

1 Value addition and food processing

i Cash for work and food for workash transfer

1 Food distribution

(i) Local household food production

a. Indicators

Description Actual2012 Target2016
Indicator Food consumption score 45% 20%
Food diversity score N/A N/A
Coverage Farmers receiving training and accessing ing 45%estimate | 80%
Mother support groups receiving training and N/A 80%
accessing inputs
Target group Farnming HouseholdsMother Support groups

b. Current situation

Most interventionsin agriculture have over the yeafscused mainly on increased production and
not on how proper agricultural practices can increase nutritional valtiee emphasis of the SCP has
been toincreas the production of rice and cassasa the staple and substitute respectively in order

to achieve food sel$ufficiency.Rice production has increased significantly since 2000 but yield
improvement is constrained bynavailability of labour, access to technology and other agricultural
servies such as storage (CFSVA 2011). Improved production is primarily due to increase in the area
cultivatedwhile yields remain low (1q1.5 tons/hectare)Overall, 55% of farming households leave
part of their cleared land uncultivated, mostly due to lackingfuts and labour in the community.
Also, 65% of households that cultivate rice do not produce enough to feed their family, only 5.5%
rely on their own production for the full year.

There has beem steady increase in crop production over the past eigbars due to production

intensification. It is projected that crop production will increase by 10%/year for area angeb%
year for yield (Tabl@).

Table 2: Projected food Crop Production

Qop Actual2011 (Mt) | Projected2016 (Mt)

Rice Paddy 1,183,649 2,116,234
Cassava 3,753,147 6,722,633
Sweet potato 238,150 426,652
Ground nut 94,446 169,561

Source: Planning Evaluation Monitoring and Statistics Division 2011

Studieshave shown limited impact of rice production on the nutritiortalkke and status of small
holders and their families. However, several potential entry points that can improve the nutritional
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effect of the production component of the smallholder value chain have been identified
(WUR/NU/SLARIO1T).

1 Production can impree nutrition by increasing food availability for own consumption, a source
of income through sale of excess produce.

1 Promotion of fast maturing varieties creates room for crop diversification (especially vegetable
production) and should continue to be epuraged among farmers.

1 Improving the nutrient content of rice by using fertiliser. For example,isgithveshown that a
short term and rapid approach for improving zinc concentrations in cereals is the application of
Zinc fertilizers or Ihc-enriched NPK fertilizers (Cakmak 2068

1 Research to identify nutrient content of rice varieties to find opportunities for chweeding
and production of nutritious rice. For instance a variety high in protein could be loredswith
a variety that is welhdapted to the ecology in which it is used.

1 Research on how processes such as the timing of harvesting can help to improve nutrient quality
of rice. For example, a study that compared parboiled andpenboiled rice samples harvested
at different times showedHhat parboiling rice at the hafd and soft” dough stages showed
significantly higher amounts of starch, magnesium and B vitamins as compared-parmmled
rice. Betacarotene remained higher in parboiled soft dough samples as compared to parboiled
hard dbugh sample$Rodriguez at Hurtada 2008).

Other opportunities of improving the nutrition content of staples are the establishment) afie
orange fleshed sweet potato. There is limited use of this crop currently in Sierra Leone but there is
need to promote its production ahconsumption(ii) Promoting consumption and production of rich
protein foods such as benféesame seedhat can be used icomplementaryfeeding Due to its

use in the industrial production of supplementary foods, the crop is scarce and expensigaséttr
production will increase supply and reduce costs.

Half of the householdi Sierra Leondave home gardens where they produce pot vegetables for
household consumption and/or sale for incoméegetable production is mainly carried out by
women. In eme districts,such as Koinadugwomen grow exotic vegetables mainly as a livelihood
option. According to anFAOIFAD study (2011), women are involved in all aspects of farming
systems but face particular challenges related to time resource allocatigstingxdemands on
$2YSyYyQa U kiredn fradNdBrguiiy aiher opportunities and can affect productivity. Women
often have to go through men to access land, negotiate prices and deals, or technology/inputs.
While women participate in all household agticwal activities, they often have little control over
income, particularly for highalue crops. Many women have to find additional income generating
FOGABAGASE Ay 2NRSNJ G2 3ISYSNIGS WwWT¥rad OFrakKQ gAdll
purchase food), particularly in the lean seas@&stablishment of vegetable gardens is one of the
options identified.

Several opportunities on how production of vegetables cantribute to improved nutrition have
been identified WUR/NU/SLARIO11) Theyinclude:

1 Timely access to required inputs like seeds, fertilizer and pesticides

®REACH, WUR, SLARI, Njala University. 2011. ImprovirtipNttiough Agriculture: Challenges and Opportunities

WrE1YEY L ANy O® G9YNAROKYSYy(d 2F OSNBFE 3INFAYyaA sAd:K T AyOY |
1-17

" Hard dough: Harvested 123 days from seeding

12 50ft dough: Harvesteti10 days from seeding

12 Rodriguez FM and Hurtada WA (20@@)p dzii NA G A 2 v | v dzt f Parkbile@Dehutiet! Ride 20ryaS&ival Y R b 2 y
[0 G a2FG 52dAK {GFr3Savég 1 y3gsta 2F bdziNAGA2Y FyR aSilo2f,
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1 Secured land access could contribute to increased production, since especially women can only
rent land foroneyear. As a result of this sheterm land access farmers aretwilling to make
large investments in their land and yearund cropping is discouraged.

1 Improved access to (affordable) labour would allow farmers to cultivate more land. One
opportunity to achieve this could be by making farming more attractive toytheh

9 Scaling up school gardening programme. Via this programme children have access to more
diversified food at school and are sensitized to eating and preparing various vegefBhies
addition will shape their future food choices rather than degigry on only rice.

9 Facilitatingaccesgo credit to cater for emergency, pay for medical bills, buy food at times of
scarcity, pay for labour in case of illness and buy farm inputs in time for planting season

9 Conducting food preparation demonstrations.Currently, women involved in vegetable
production lack knowledge on nutritional value and (proper) preparation of newly introduced
crops (e.g. carrots, lettuce). For local crops (e.g. okra, cassava leaves) knowledge is lacking on
how to ensure nutritionalalueis contained during preparation

The SCP is further promoting increased production of staples and vegetables through dry season
farming. The government is supporting the clearing of the Inland Valley Swamps (IVS) and
establishment of irrigation infigtructure. These have a further potential of bridg food stability
especiallyduring the lean season

Livestock is a major source of animal protaimd micronutrientsin the household diet. However,
very small quanties of fish and meatare commonly sed as a condiment in Sierra Leone. Milk
consumption is also not significant in most household gliEtshing households consume highest
amount of meat despite high levels of poverty (CFSVA 20blpromote livelihood activities of the
vulnerable and poopeople, he SCPis establishinglivestocKfisheries Agro Business Centrde
promote production ofpoultry, fisheries, small stock and cattl€lrough the SCP, the government
plans to establish fiv&dBCsdn five districts.This is expected to increase thigestockpopulation by

10% per year (Tabl® and should result ifncreasel availability and consumption of livestock and
livestock productsOther than a source of protein, livestock are also a source of livelihood and can
contribute significantly to pverty reduction among the rural poor.

Table 3: Projected livestock production

Livestock Baseline2011 | 2016 &rget

Cattle 568,700 856,462
Sheep 750,200 1,129,801
Goast 883,300 1,330,250
Chicken 10,406,000 15,671,436
Ducls 882,768 1,329,448
Pigs 52,100 78,462

Source: Planning Evaluation Monitoring and Statistics Division 2011

In rural communities where access to income is limited, small scale beekeeping can contribute
significantly to livelihood security. Beekeeping can be donevdiyien and other vulnerable groups.
FAO have initiated a pilot project Koinadugudistrict and this can be scaled up to other districts.
Through the SCP, beekeeping will be supported by establishingdesmengABCsNGOs can also be
encouraged to suppoithe establishment of apiculture projects.
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Agricultural extension services are delivered by government extension workers from MAFFS and
NGO extension workers through the Farmer Field schools and directly to farming households.
Farmers are encouraged form Farmer Based Organisations (FBOs) to boost food production. So
far, there are 346 FBOs. The MOHS through the IYCF programme has established Mother support
groups to promote improvement of IYCF practices. The Mother support groups are expected to grow
nutritious foods and undertake food demonstrations for pregnant and lactating women to enhance
the nutrition status of women and children. However, they normally have limited access to
production inputs and extension support.

(i) Consumption of diversified igts

Promotion of foodproduction alone will not be adequate to producéhe intended nutritional
impacts, especiallyeduction of thehigh stunting level®f children under five year634% SMAR
survey 2010), othe high micronutrient deficienciesuch ashigh anemia levels in women and
children under five years (45% and 76% respectii@yS 2008). A nutrition education component
will therefore be critical to ensure change of feeding habits to enhance the consumption of highly
nutritious foodsand knowledgeof good food preparation mbods that maintain the nutritional
content of food. MAFFS will work in close collaboration with MO&fdl other line ministriego
develop nutrition education materialto be disseminated through multiple channels including the
FFS and FBO®IAFFS will alssupport food preparation demonstration in FR8SGs, agricultural
shows, mass media etc

o

Implementation strategies

1 Promote production andonsumption of diversified foods aratioption ofappropriate feeding
practicesespecially for vulnerable group®evelop an extension training module on production,
processing and utilisation of locally produced nutritious foods to be incorporated into the FFS
curriculum Expand the number of ABCs from 192 to 650 (SCP component &jilitate the
acquisition of productive packages (fertilisers, vegetables seeds, improved rice seeds,
agrochemicals etc.) by FBOs and Mothigpport groups(Obijective 2.1, 2.8

1 Link nutrition education into agriculture through the FFS. MAFFS to worklabawtion with
the MOHS and other sectors to develop appropriate nutrition education messages and
materials.(Objective 2.1

1 Promote access to credit/savings and loan facilities to small scale farmers especially targeting
women through component 3 of th8CP. NGOs and Faith Based Organisations (churches and
mosques)o complement theefforts of governmenby establisling microcredit Aillage savings
and loan schemegObjective 2.3

9 Establish nutrition friendly school gardemns primary school$o promote demand for diversified
nutritious foods This will also introduce the young generation to farming as a livelihood option.
(Objective 2.3

9 Integrate nutrition in the education curriculum and roll out ithe university (agriculture
extension) in the curriclum of basic education at primamgnd all secondary schools in the
country.(Objective 2.4

1 Promote esearch on nutritious foodand appropriate technologieand disseminate results
throughthe agriculture extension servic&LARI and Njala Universitylwihdertake the profiling
and analysis of locally available fooalsd use the food composition tables to determirleeir
nutritional value Research and promotion of agricultural technologies, innovations to improve
nutrition will also be enhanced. For erale, technologiesuch as bidortification to improve
nutrient content of staple foods, labour saving devices to reduce labour demands on women,
development of recipes for preparation of nutritious foods for healthy diets and for use by
vulnerable groupsdry season gardenirgjc. (Objective 2.2
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9 Advocatefor womento access landor farming credit and productin resources for improved
livelihoods support as stated in the gender policy. This will empower women in the homes and
communities to get their fia share of goods and serviceBromotion of cheap and efficient
energy for reducing women worklog@bjective 2.2

d. Scaling up strategy

Channel Priority actions
SLARI/Njala University Developrecipesfor preparation of nutritious food
Government  extension Provide agricultural advice and nutrition education to farmers
services FFS, FBOs andoiier Support Groups
Promote establishment ofKitchen gardes and small livestock
activities to increase consumption of animal products

Mother support graips Establish demonstration gardens
Conduct food demonstrations for pregnant and lactating women
ABC#rivate sector Provide seedsfertilisersand other productbn elements to boost

food production
Establish village and community banks for farmers
NGOs Provide agricultural advice and nutrition education to farmers
FFS, FBOs andoiter Support Groups
Support vulnerable groups to establish microcredit, village sa'

and loan
Social workers & Civil Mobilise Mother support groupgHIV/AIDSTBaffected households
Society to join FBOs

Advocate for gender equity in land resource allocation andess
to productive elements
Provide production inputs to farmers

Schools Establish school gardens
Conduct mitrition education in primary and secondary scheol
NARS (SLARI, Mtd.) Disseminate research information to end users and ens

application into household food and nutrition security practices

(ii) Value addition and food processing

a. Indicators

Description Actual2012 | Target2016
Indicator Postharvestlossscore 40% 25%

Value added products seen in the market | 5%(source 40%
Coverage %small holder farmersupported to 9% source 50%

enhance value chain of agricultural produc
Target group Farmers/FBQsspecially women

b. Current situation

Farmers have limited access to agricultural services and installations, resulting-tmapeesst losses
estimated at 40% (for rice)This figure is expected to reduce to 25% by 2016 because the
postharvest and value addition equipment and faigstare currently being provided by the SCP in
addition to what other organisations are doingearly half of households in Kailahun and Bombali
have access to drying flao(national avg. 30%) while 35% of households in Kambia and 23% in
Kailahun have ree millsin villages, compared to less than 9% national average for rural households
(CFSVA 2011Most households store agricultural products indoors with only 19% of households
having access to a storage facility in the village. Women in particular gaoportionate burden
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from lack of labowsaving technologies to reduce the burden of twe@nsuming manual post
harvest handling and processing (eegssava grating, rice milling).

Valueaddition and yield improvements amonstrained byunavailabilityof labour, poor access to
technology and other agricultural infrastructyreuch as storage. Low levels of educatipoverty,

and limited financial literacy inhibit women from engaging in marketing activities, including access to
credit. Women often haveo go through men to access land, negotiate prices and deals, or
technology/inputs.Currently, the estimated value added products in the markets is 5% derived from
the fact that the national average for pekarvest and value added products is less théf. @ is
estimated that this figure will increase to 40% by 20a6 itconstitutesa changeof attitude and
perceptions This is one way of ensuring food stability. However, it is good to note that value
additioncan lead tancreasein cost of the food ad make itunavailableo most poor people.

According to he REACH operational reseaih the rice value chains thentry points to improve
nutritional status is to improve drying and storage (in terms of facilities and knowledge) and to
increase acces® milling machines. Howey, the main nutritional entry points in rice processing
relate to fortification of rice during parboiling process. Fortification of rice with micronutrients such
as iron and zinc during the parboiling process can significanggove the nutritional quality of rice.
Further research is however required to determine the amount of iron or zinc that can be used to
fortify rice, its bioavailability to the consumer after the rice has been cooked, and the feasibility of
carrying out rce fortification in Sierra Leone.

In the vegetable value chain on the other harttle research identifiedthat processing and
packagingcan have impact on nutrition throughcreasing income, increasing food availahility
improving sheHife and improvel nutritional value of the productdood processing is taking place
on a lowscale mainly for home consumption and using local preservation meti8umzifically the
opportunities are:

1 Process tomatoes into tomato paste or for drying of vegetables.latter is already occurring at

small scale for home consumption, but can be scaled up. Both these processing methods do not
enhance the nutritional value of vegetables, but increase difelfand can result in a higher
pricefor the farmers

1 Use of poper and more hygienic processing equipment could increase quality andlishedf
the end products and will reduce contamination. Proper local drying equipment is already being
used by some womerto interventions aimed at increased drying of vegetabi#s pvoper and
hygienic equipment targeting women have potential for scaling up.

1 Farmer groupscansell vegetables in bulk to a processor or factehere they achieve aigher
price. This opportunityis valid if access to processing equipment for farmsraot achievable.
Currently hovever, the factories in existence are only those that process mango fruits. The
private sector will therefore need to be encouraged to set up such factories.

1 Provision of cool rooms allosfarmers to cool their vegetablastil the marketis availableand
it also allows farmers to keep vegetables for processing instead of immediate sale.

Marketing of value fresh and value added products are constrained by poor infrastructure and lack
of transport facilities to get the vegdbées to the market. écessto closer market will also help
farmers to cut down on spoilag&Vhen farmers do not have to transport their vegetables all the
way to Freetown, the distance and time for transport will both decrease resulting in lower costs and
less spoilage.
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While agricultural interventions increase household incgnteey do not necessarily lead to

improved nutritional wellbeing (see Haddad, 26©0World Bank, 2007). Partly, this is because
AYUGSNBSYyGA2ya | AYSR I ime seidnNaRpliciilyAajs@targetrehHaricikgfdodR S NA Q
and nutrition securityNutrition education will therefore be an important component to ensure that

income earned is utilised for nutritional benefit.

The Women in Agriculture and Nutrition (WIAN) Unit oARMFS, works in partnership with Njala
University, SLARI and MOHS to promote the food utilisation component of the B&Bnit works

with women farmers in FBOs and ABCs. The Unit promotes food recipes developed by SLARI using
locally produced foods and gports food processing and nutrition educatiofraining of women

groups on food processing into variety of products using local recipes will enhance household food
diversification as well as enable women to engage in income generating activities usiegdhbal

recipes.

Some of the projects initiatedy WIANare the establishment atioringa 0 NS Sa (2 dzLJ AFG G
livelihoods.Moringa is a very good source of miaratrients. The government is equipping ABCs to
support farmers to process and markéeir farm produce. So far92 ABCs have been established.

With all these efforts in place, food insecurity is expected to reduce from the current 45% thy25%
2016 during the hunger gap. Thiwill be the result ofcontinued intensification of production,
processingmarketing and nutrition education activities currently supported by the SCP.

c. Implementation strategies

1 Promote postharvest handlingpreservation, value addition, safedyd storage of foods at farm
and household level Conduct researghadapt and disseminate technologies to reduce post
harvest loses Develop capacities of households on indigenous technical knowledge on safe
handling, preservation, value addition and storage of food prodi&sjective 2.%

9 Train agriculture extensiostaff on good practices in pobarvest loss reductigndesign and
developsimple technologiesof processing food at the household level for dissemination to the
FBOs and FFS. The NGOs will support farmers to adapt the techndlObjestive 2.5, 2.6

9 Support farmers to procesmdadd valie to their farm produce Equip ABCsupport farmers in
food processing, value addition aatsomarketing facilities such as stalls, cool rooms and others
as appropriate(Objective 2.6

1 Promote marketing of value aéd products: The NGOs, ABCs and the private sector will
continue to support farmers to improve packaging, branding and advertising and create
marketing outlets for value added products. Market facilities (stalls, cool rooms, feeder roads)
will also be estblished. The WFP purchase for progress programme (P4P) wilhel[sdo
identify market outlets for value added produci{©bjective 2.%

d. Scaling up strategies

Channel Priority actions

Government extension Provide systematic advice to minimize postharvest loses and
improvedprocessingo FFS, FBOs and MSGs
Facilitate farmers access to drying floors, storage and value add
facilities

ABCs/Private sector Providevalue additionservices and link farmers to markets

“Haddad, L (2010). From HarvestPluskoMIZ3 S 4G 5 NA @SyY al 26 (G2 wSlfAa GKS 9fd %)
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NGOs Train farmers on packagy, processing of value added products a
postharvestloss preventiortechnologies
Link farmers to markets
Purchase for progress

(iii) Cash for work and food for work
a. Indicators

Description Actual | Target
2012 2016
Indicator Household expenditur on food 63% 50%
Food consumption score 45% 20%
Coverage Proportion of HH receiving cash for work 3% 6%
Proportion of HH receiving food for work 20% 40%
Target group | Vulnerable Households

b. Current situation

Food for work and cash for work imentions are used as socialsafety net to meet the dietary
requirements of vulnerable populations. For example, nearly -tiwads of households have
borrowed money at least once to buy food in the past year and 33% used largest loan to buy food
(CFSVA M1) Cash and food for work are provided to vulnerable youth in exchange for the
construction andrehabilitation of infrastructure e.g. feeder roads, markets and construction of
ABCs, establishment of tree crops and rehabilitation of Inland Valley Swiv§)s This intervention

is carried out through NACSA

Poverty levels are expected to reduce due to current programmes such as the SCP and the Free
Health Carelnitiative that provides freeaccesdo healthcare to all pregnant and lactating women

and chidren underthe age offive years. The Household expenditure on food is expected to reduce

as the target group gets food for work. Also, the government will stabilise the costs of staple foods
by releasing stockisom the strategic reservet be establisked bythe government

b. Implementation strategy

91 Develop a clear definition and strategy of identifying vulnerable gramipse communityto be
supported through cash and food for work, working in close collaboration with MOHS and other
line ministries Qhjective 2.7

1 Provide cash and food for work opportunities through labour intensive activities such as
construction of additionaABCS, rehabilitagn of IVS construction of feeder road&omponent 5

of the SCP&tc. (Objective 2.7

1 Develop a cash transfemplementation strategy targeting pregnant and lactating women

(Objective 2.y

d. Scaling strategies

Channel Priority actions

Contractors Ensure required infrastructure
specifications are achieved

NGOs Distributefood for work

Ward councillors Distribute cash for work

CSOs Identification of beneficiaries

Monitor interventions
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(iv) Fooddistribution

a. Indicators

Description Actual | Target
2012 2016
Indicator Incidence of low birth weight 11% 5%
Prevalence of underweight among childred years 40.9% | 13.1%
Coverage Malnourished pregnant and lactating womeall N/A 80%

pregnant teenagersvomen with multiple births
pregnant women on PMTCT

PLWs in districts with stunting rates >40&gdving 0% 80%
blanket feeding
Under 2s in disicts with stunting rates >40% ree#ig 0% 80%
blanket feeding
Primary schoolshildren in theschool feeding program | 33% 50%

Target group | PLWs& <2s in high districts with high stunting ratesalnourished PLWs
Pregnant teenagers, women with multighérths, Pregnant women on PMTCT,
school going girls

b. Current situation

Blanket feeding for pregnant and lactating womemd children &3 monthsis currently going on in
some districtsbut on a limited scale The WFP Supplementary Feeding Programmargets
malnourished pregnant and lactating womeincluding all pregnant teenagers and women with
multiple births and pregnant women on PMTCPregnant women who benefit fromfood
distribution are expected to also comply with the antenatalre scheduleTtey are emolled into the
programmeduring the second trimesteand continue until the child isix months oldand so the
programme is considered as a food security interventiime programme is implemented by NGOs
through PHUs.

School feeding programe is supported by WFP in 12 districts targeting primary schodtfeimost
vulnerable chiefdoms as well as slum and deprived communities in the Western Urban area. All
schools falling under these geographical areas are covered by the school feedingnpragrlt is
implemented through NG®in collaboration with MEST. Catholic Relief Services (CRS) is also
providing school feeding in four Chiefdoms in Koinadugy.2011,1,223 primary schoolsvere
benefiting from the school feeding programme. A take homton is offered to the girl child as an
incentive to remain in school. The school feeding programme is also a strategy of incrbasing
schoolenrolment of the girl childvhich in the long rumncrease educationlevels ofwomen while at

the same time rducing teenage pregnancy and the risk of underweight infants.

c. Implementation strategy

1 Scaleup blanket feeding for(i) all children &3 months (ii)Pregnant and lactating women
especiallyin districts with stuntingates over 40%Objective 28)

1 Scée up targeted feeding of malnourished PLVed teenagerswomen with multiple births
women on PMTC&nd maintain them in the programm@bjective 2.3

1 Develop a school feeding policy and strategy asalesup school feeding programme to coegr
least50%o0f the primary schools through support from government and developmgartners.

(Objective 28)

d. Scaling up strategy
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Channel
Health Facilities

NGOs
Schools
MAFES

CSOs/VDCs
Comnunity
Teachers
association

Priority actions

Issue supplementary food to <2s, PLW

Establish clinic gardens amnduct fooddemonstations during antenatal
visitsetc.

Supplyrations for school feedingnd blanket feeding

School feedingdr primary school pupils

Provide seeds and advider establishment ofschool, clinic and kitchen
gardensand promote smallivestock activitiedo increase consumption o
animal products

Support Health workers in conducting food demonstration

Monitor food distribution at the community level

Manage food preparation

Make inkind contibutions

Mother  Support Provide counselling support toalnourished PLWs

Groups

(v) Roles and responsibilities in improving household food security

Ministry/Partners

Roles and Responsibilities

MAFFES

MOHS

MLG (local councils)

MTI (Standard
Bureau)

f
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Develop and promote nutrition sensitive adoiod systems inthe districts
most affectedby chronic malnutrition

Develop FFS nutrition manual

Extension deliveryo disseminate researcand productioninformation to end
users

Develop guidelines and conduct food demonstrations

Facilitateaccesdo production inputs, value addition, marketing and nutritic
education

Facilitate establishment of FBOs and ABCs

Provide guidelines and standard®rfconstruction of market irrigation
infrastructure, IVS rehabilitation and ABCs construction through casthi/foo
work

Provide guidelines and technical support for the establishment of scl
gardens clinic gardens, kitchen gardens and proroot of small livestock
activities

Link social transfefcash/food for work)to production activities targeting
vulnerabldpoor populations

Provide technical input;n FFS manual production,

Provide sipport in development ofnutrition messages, nutrition educatiol
and food demonstrations

Mobilise the mother support groups and other vulnerable groups to ben
from livelihood and social protection interventions

Provide supportfor construction and rehabilitation of birttvaiting homes
through cash/food for work

Develop and implement norms and protocol for blanket feeding

Ensure compliance on hygiene and nudritstandards of food prepared i
the school feeding programmend other institutional feeding setups

Provide land for demonstration gardens

Identify schools to benefit from school feeding

Support in the identification of vulnerabfroups

Support in value addition, processing, packagihggricultural produce
Provide giality assurancen food safetyand fortification standards
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MEST

Bank$Micro-finance
institutions

MIC

National Agricultural
Research Suppor
(SLARNUetc))

NACSA

National Youth
Commission

SLRA
MSWGCA
FAO, UNICEF, WFP

NGOs

Private sector

=a —a

= =& —a -8

= = = —a -8
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Support the establishment afchool gardes

Develop/review nutrition eduation curriculum and roll it out irprimary,
secondary schools and tertiary institutions

Overall management of school feeding Programene development of a
policy on school feeding

Provide cedit faciliies for small cale farmers and other vulnerable groups

Facilitate flowof information on agricultural and livestock products and labc
markets to small holder farmers

Identify and classify local food recipesd catalogue indigenous knowled¢
systems and nutritional content of lodalproducedfoods

Development of key technologies for value addition

Conduct operational researché@sconsultation with programmes
Disseminate research findings to theneficiaies

Overall management of cash for work Programme to support yc
empowerment

Mobilise youths for cash and food for work

Provide echnical backstoppingo ensure feeder roads constructed throucg
cash/food for wok comply with the policy

Develop social protection policy

Lobby for women to access more land and other production inputs
Technical backstopping amesource mobilization

Provide support in production, value addition, pessing and marketing ¢
agricultural products

Establishsavings and loan schemes

Distribute food for work, targeted and blanket feeding as well as scl
feeding

Disseminate nutrition education

Support capacity building activities at the communityelev

Support supply of production inputs

Support value addition and marketing of farm produce

Support in establishment of agitmased industries

Provide technical backstopping in specialized areas

PRIORITKREA: IMPROVEMATERNANUTRITION

This section is composed of two interventions (i) Family planning (ii) Nutrition Education. Since
nutrition education is a cross cutting issue and has been mentioned in all interventions, the section

will only concentrate on family planning measures.

(i) Family Planning
a. Indicators

Description Actual | Target
2012 2016
Indicators Average ge at first pregnancy among women-20 (years) 19 20
Median number of months since preceding birth 36.2 36.5
Coverage % of women who use modern contracemimethods 18% 25%
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% of Yong boys and girl40-24 yearsreceiving family TBD 80%
planninginformation/counselling messages

Target group | Women of reproductive age, girlMen

b. Current situation

Family Planning education services are supported biFRANWHOand NGOs. Through the family
planning serices, women are given a choite plan their family and this boosts thetapability to
take care otthemselves andheir children. The programme targets womeh15-49 years old and
also men. Strategies @plied include advocacy toeach young people in and out of schools on
prevention of teenage preghancy, community advocacy to delay girl circum¢rélégfor girls 189
years oldMICS 2010and early marriagend pregnancyand encouraging the educatiasf the girl
child.

In recognition of the need to bring sexual reproductive health education to young people in schools
and literacy and noffiormal education centres, there has been the integration of Population and
Family Life Education (POP/FLE) in slsh@ut of school and tertiary institutions. POP/FLE has been
integrated into nine subjects in the schools and three subjects forfaonal education. Aleast

5,000 teachers/facilitators, 100 district supervisors have been trained using the lifeagkifisach
behaviour change and demand for services. The integrated teaching syllabi have been produced for
both in and out of school reaching 40 schools and 50 literacy and-oomal education centres.

c. Implementation strategies

1 Continue pocurement and distribution of Reproductive Healfframily Panning (RH/FP)
commoditiesin all hospitals and PHUs. Create adolescent friendly health facilities. Establish
outreach servicesommunity distribution points for family planning services for easy
communityacces and train CHWs to manage the community distribution poi@téent mother
support groups on family planning issues to provide information and counselling services along
with breast feeding messages. Emphasise family planning counselling and servingsAdN/@
and PNC. Integrate poegartum family planning counselling and services including lactational
Amenorrhoea method (LAM) with the immunisation services to address missed opportunity
through training of service providerfbijective 4.4)

1 Review,print and disseminate IEC matesain RH/FPSensitisdocal authorities (gate keepers)
at chiefdom levehbout the role offamily planningon maternal and childhealth and education
of the girl childfor delayed marriagend first pregnancySimilar messagesill be disseminated
to men and women, boys and girls and bike rid@#&atlas) and drivers The local authorities will
be supported to institute bylaws against early marriagel girl child abuse in schools and at
home. (Objective 4.4)

91 Incorporate FamilyPlanning Education into all schooReer education clubs will be created in
secondary schools for the promotion @fdolescent sexual reproductive healthessages.

(Objective 4.1)

d. Scaling up strategy

Channel Priority actions
Health Facilities 1 Provice uninterrupted family planning counselling, commoditi
distribution and services including LAM
Community  Health § Provide Family Planninginformation, education and counselling
Worker services
1 Distribute IEC materials
1 Manage communitputreach servicesqints
Mother Support  Provide Family Planning information, education and counsel
group services
1 Distribute IEC materials
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Mass media

NGOsCSOs

Schools

=a =4

TV, Radio and newspaper messagateractive programs using rol
models

Family planning educaticeind sericesat community level
Advocate for girl child educationdelay early marriage and
pregnancy, andother cultural practices that inhibit girl chili
education

Family life education and counseling in schools

Provideadditional incentivego retain girls in schook.g.take home
rationsfor girls

(i) Roles and responsibilities in promoting family planning

Ministry/Partner

Roles and responsibilities

MOHS

MEST

MSWGCA

MDR/DECSEC

NGO

Ministry of Justice

= =4 —a -8
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Provide policy direction for integration of FP with immunisati
services and outreach services

Provision of family planning commodities and creation of commui
distribution points

Creation of adolescent friendly Health Facilities

Providing family planningounsellingsupport

Development of IEC/BCC materials

Ensure inclusion odidolescent seual and reproductive healtin the
curricula of schooland include aleast one question on RH/FP in tt
annual exam

Support creation of an enabling environment to discuss RH/FP is
in schools

Supportcounsellingsupportand peer education

Advocate ad provide incentives tgromote andretain girls in school
Advocate for the enforcement of bylaws on early marriage, gen
violence and teenage pregnancy

Promote girl child education

Institute bylaws and ensure compliance

Supportthe development of IEC/BCC materials

Sensitization and training

Provision of family planning commoditierd services

Ensure that the Act on early marriage is enforced and penalties
for non-compliance

PRIORITKREA7: IMPROVENUTRITIOSSTATU®FPLHIV/TB/OVCSANDREDUCBREVALENCE

OFNCDS

(i) Nutrition for PLHIV/TB/OVCs

a. Indicators

Description

Actual 2012 Target 2016

Indicators

Prevalence of malnourishdeLHIV

4494° 20%

OVCs 8.8 years food insecure

50% (WFP est.)| 25%

>WFP PLHIV/TB and OVCs nutritional surveillance status analysis 2012 1f\Wesds statistics)
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Prevalence of malnutrition among TB patien| 40%° 80%
Coverage MalnourishedPLHIV, TB, OVCs receiving | 9.8% (PLHIV) | 65%
nutrition support 10% (TB) 40%
<5%(0OVCs) 50%
PLHIV childref-2 yearsreceiving nutrition TBD 80%
support
Target group | MalnourishedPLHIV, TB patients, OVCs, Entire Population

b. Current situation

Good nutrition helps the body process the many medications taken by people witAlBBAand TB

while malnutrition suppresses the immune system increasing the likelihood of acquirieasdis

Once a person acquires HIV or TB, the disease increases their energy requirements, and the infected
LIS NE 2 ¥ Q dabdord andl Asé Butrién® compromised. Malnutrition in people with HIV or TB

can contribute to diseasprogression andncreasethe risk of deathMortality rates in pregnant
women are three times higher with HIV/TB-icdection than in HIV alone, regardless of CD4+ count.
According to the 2010 Annual Report of the National Gdhtrol Programme, 10%976) of the
peoplescreened andoundto be HIVpositiveare also infected with Tuberculosis {tdected)

Pregnant nother-To-Child TransmissiofATCT) of HIV can occur in three stages: during pregnancy,

labour and delivery, and during prolonged breastfeeding. Without any intervestio prevent

PMTCT, the baby has a 30% chance of contracting the virus. Howébeanti-retroviral therapy,

this risk can be dramatically reduced. Safer breastfeeding practices can also contribute to a reduced

risk of HIV transmission through breastikniparticularly in areas where avoidance of breastfeeding

Ad O2YyaARSNBR Y2NB RIyaSNRBdza F2N) 0KS AyFlydQa
circumstances such as HIV therefore create more challenges in determining the safest feeding
options for nfants and young children.

c. Implementation strategies

1 Provide spplementary feeding td°LHIMvith poor nutritional status TB patients on treatment
and OVC#Objective?.8).

1 Assess the nutritional status of PLHIV/TB and other vulnerable childreneircdbntry to
understand the severity of the problertObjective 3.7

1 Review and updagt the national nutrition guidelines fomutrition support to PLHIV/TB and train
health care providerdObijective 3.7

1 Promote IYCF practices for HIV/TB infected childrehOVCdntegrate theHIV component into
the child health card to enhance data collection on infected children and monitor their nutrition
status. Providenutrition education and counselling to target groufigough the PMTCT sites
and Mother support gsups and using the WHO recommended guidelindsough the BFHI
mothers will be informed on the benefits of infant and young child nutrition for HIV/TB/OVCs.
(Objective 3.5

1 Incorporate nutritional counselling and support for HIV/TB/OVC into the curmouli all
training institutions (Objective 3.7

1 Organise and dvocde for livelihood support toHIV/TBinfected and affected householdsg.
vocationalskills training, provision of tools and equipment, access to microcredit, CFW/FFW
(Objective2.73.7)

c. Scaleup strategies

® MoHS TB programme assessment (2009)
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Channel Priority actions

Health Facilities Nutrition counselling to PLHIV/TB
Disseminate messages to promote good practices in nutri
support and care for PLHIV/TB

Care and support groups Sensitise and counsel PLHIV/TB/OVCs progpiate nutrition

Agriculture extension Disseminate materials on nutritional care and support for HIV/TB

Schools Disseminate materials on nutritional care and support for HIV/TE
school children

Mass media TV, Radio and newspaper messages to

Sendise and counsel PLHIV/TB/OVCs on appropriate nutrition

NGOs Disseminate messages to promote good practices in nutri
support and care for PLHIV/TB
Distribute supplementary feeding for malnourished PLHIV/TB
Mobilise and advocate for livelihoods suppéor PLHIV/TB and OV(
Faith Based Organisation Disseminate messages to promote good practices in nutri
support and care for PLHIV/TB

(i) Prevention measures foNon-Communicable Diseases
a. Indicators

Description Actual 2012 | Target 2016

Indicators Prevalence obverweight andbbesityin women 17.9% 6%
Prevalence of NCidiabetes, hypertension, TBD TBD
coronary heart disease)

Coverage Populationreachedwith healthy lifestyles message|{ TBD 80%

Target group | Entire Population

b. Current situation

Sierra Leone is experiencing a marked upsurge of chronicommunicable diseases with dietary
implications such as hypertension, diabetes, gout and communicable diseases such as Tuberculosis
(TB). As such there is increase in the admission of samésdn hospitals. The high prevalence of
malnutrition and existence of the double burden of disease, changing lifestyle of a growing middle
class, poor dietary practices calls for the continuous monitoring of the food and nutrition situation
countrywide trough a systematic food and nutrition surveilland®.comprehensive, ogoing,

regular, and coordinated food and nutrition surveillance systeithin the long termassist irhealth

and development planning, programme management, timely warning and defigmervention
programmes

c¢. Implementation strategies

i Establish community and facility surveillance system for NCDs through the STEPS survey.
(Objective 4.14

1 Develop and disseminate (nationwide) IEC materials on NCDs to promote a healthy lifestyle for
prevention of NCDs.Objective 2.1, 4.14

9 Integrate the management of common NCDs into the primary health care and the conymunit
Develop appropriate dietary guidelines targeting people living with NCDs, followed by
orientation and training on the use dfietary guidelines on NCDs by Health workers and other

service providers @bjective 4.1%

d. Scale up strategies
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Channel Priority actions
Health Facilities  Counselling for NCDs

Agriculture Promote healthy lifestyle to prevent NCDs
extension
Mass media TV, Radio and newspaper messatges
Promote healthy lifestyle to prevent NCDs
NGOs
Promote healthy lifestyles
Faith Based
Organisations Promote healthy lifestyles

(ii) Roles and responsibilities in improving the nutritional status of PLHM3/OVCs and
prevention of NCDs

Ministry/Partner Roles and Responsibility

MOHS 9 Provide nutritional support in hospitals and PHUs to infants exposed to HI)
infected infants and young children
Integrate PMTCT into the child healthrd
Review the 2008 guideline and adapt appropriate dietary guidelines for PLWHI
Conduct annual assessment of nutritional status of PLHIV/TB and OVCs
Developmentand disseminatef IEC/BCC materiads nutritional care andgupport
for PLHIV/TB/OVGsd NCDs
Promote research on nutrition interventions related to HIV/TB and OVC
1 Organise PLHIV/TBouseholdsto aaessto access more sustainableselihoods
from other sectors
I Integrate management of common NCDs into the Primary Health Cardhan
Community
9 Develop appropriate dietary guidelines on NCDs
I Conduct the STEPS survey and establish community and facility surveillance :
for adults 2564 years old
MAFFSMMR 1 Support the dissemination of key messages nutrition needs for PLHIV/TB ar
preventive measures for NCBsough FFS

= = =] =

==

I Support PLHIV/TB to accesyiculturalproduction inputs and credit facilities
NGOs I Facilitate the provisn of nutrition support

9 Nutrition education and dissemination of IEC materials
NETHIPS 1 Monitor the type of support provided to beneficiaries

1 Dissemination of IEC/BCC materials

1 Providecounsellingsupport
Research 1 Provide technical backstopm in the review and development of guidelines a
Institutions manuals

9 Promote research on nutrition interventions related to HIV/TB and OVC

2.2CROSSUTTINGSSUES

2.2.1 GENDERONCERNSNUTRITION

Poor nutrition early in life reducesdming potential, ircreases reproductive and maternal health
risks and lowers productivitysimilar to other developing countries, the main problem that women
face in Sierra Leone is poor access to land, information, technology, low participation in decision
making forumsand high poverty levelsThis is precipitated by a number of reasons that include;
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social,religious and cultural barriers, poor organization of women, disproportionate labour and low
literacy levels.These lead to women disempowermeand they get caught im vicious circle of
poverty and under nutrition

To address thee problems, a number of strategies will be applied. They indlugeoll out of the
three gender acts bMSWGCAN order to highlight and minimize the soetoltural and economic
threats to the wellbeing of women, mass sensitization amdbilization of women to ensure that
they are better organized to receiveupport (livelihoods, inputs, trainingtc.). Advocacy at the
community level targeting the Paramount Chiedgher local authoritiesl.ocal councils and secret
societieswill be conductedo address cultural barriers and promote thil ghild schoolenrolment
Finally, deliberate efforts tavill be made toactivelytarget men andincrease theimparticipation in
food and nutrition securty interventions for them to better provide support to the women.

(Objective 1.3

2.2.2 COMMUNICATION

In Sierra Leonemany high level policy makerand national programme designedo not have
adequate knowledge on the relevance of Nutrition to natiodevelopment. This is despite the fact
that nutrition related interventions are articulated imational policy documentss well as other
sectoral policy documentsDue to limited knowledge of the relevance of nutrition, they neither
demand for nutritionrelated data for decision making nor consider nutrition outcomes in national
programme designA national food and nutrition security forum was conducted in Sierra Leone in
2011 but more needs to be done to increase the knowledge leéMethe beneficiary leel, the
messages are not well integrated and targeted and are not reaching the ¢akgeiupsin ways that
could impact positively on their live§he lack of a harmonized policy that explicitly guides each
sector on their roles and responsibilities wahclear accountability framework has been one of the
shortfalls.

To address these gaps, stakeholders will develop a gommunicationAdvocacy strategy targeting
policy makersand programme designers ardisseminate the policy implementation plan to all
relevant sectors at the national and district lev&h investment case for nutrition advocacy will be
developedand used tcadvocde for increased investment in nutritioto support nationwidescale

up of nutrition interventions (Refer to Objective 1 fadetailed activities)(Objective 1.1)

Similarly, at the intervention level, nutrition education is a crosscutting issue with mkaygrs

across all sectors. There will be a need to harmonise messages and leverage dn &l OA S& Q
comparative advantagm successfully accomplish the nutrition education compon@&his requires

a common nutrition communication strategy to build consensus on joint messages and delivery
mechanisms angoint development of nutrition messages. The materials developed willnthHee

used by all the stakeholdersén addition, advocacy efforts will be undertakéor integration of

nutrition communication intothe curricula ofpre-servicetraining of public health and extension

workers Measures to strengthen community participationplanning, implementation, monitoring

and evaluation of communication activities will also be put in plgGdhjective 1.2

2.2.3CAPACITWEVELOPMENT

Thehuman capacity in most sectors in governmenturrentlyinadequate Most of the government
ministries are trying to request for additional staff to implement food and nutrition security
interventions. For example, the MoHS and MAFFS are in the procesdldihd up their staff
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capacity especially nutritionists. In 2011, the number of staff inrkiystries is as stated iable4
below. To scale ugfood and nutrition security interventions contained in this plaadditional
capacity willbe neededespecially at the district leveHowever, the actual numbers and skills sets
cannot be determined ntil a capacity assessment is conducted to detern@ristinggapsincluding
gaps inpre and inservice trainingieedsin the main sectors concerned in food and nutrition security
interventions Some of the measureto develop capacitywill be the recruitment of additional
nutritionists, Maternal & Child Health Aides at the heatthnters agricultural extension workeend
Social development workers at the chiefdom level. Staff on the post will also regceitre-job
training andministries wouldalsoneed to work in collaboration with training institutions to revise
and updatetheir curriculato reflect current design and implementation realiti@he areas that will
require curricula review have already been identified under each interveni@iniectivel.3)

Table 4: Current staff capacity 2011

Sector Facilities/Channels First Line Human resources
CHC 201 Community Health Centers: 229
CHP 233 Community Health Nurse: 196
Health MCHP 620 MCH Aide: 1876
Hospitals 147 Midwife: 81
Tertiary 8 Nutritionists: 13
Agricultural Business District Agricultural Officers: 13
Centres: 192 Subject Matter Specialists: 78
Agriculture Extension training centres] District Extension Coordinators: 26
2 (Kenema and Tonkolili) | Block Extension Supereis: 65
Field/block Extension workers: 52(

2.2.40OPERATIONARESEARCH

Operational research is currently taking place onloav scalein Sierra Leonewith limited
collaborationamong relevant sectorandinadequatedissemination of research findingss a result,
advocacy, policy and programme decision making are not well informed and backed by empirical
evidence. This in turn has led ¢onstraints in thadentification of relevantresearchareasand the
utilisation of research recommendations to stgthen the impact of programme3here is need to
conduct timely and appropriate operational research taking into consideration the gaps identified in
food and nutrition security interventions.

To improve the situation, efforts will be made to integrateeogtional research o the food and
nutrition intervention programmesand advocate for more resources foelevantresearch. More
collaboration between programmes and universities (internships, scholarships and consultancy) will
be enhanced and partnerghs with international research institutions will also be useful in
developing capacities where needd@bjective 7.1)

2.2.5DISASTERREPAREDNESS
Food and nutrition disaster preparednegkatform is currently atits early stages of development.
The coutry hasno contingency plaand early detection of emergencies dadsoa constraint and thus

55



the need to strengthen the food and nutritiozarly warning andgurveillance system. To strengthen
disaster preparedness, the following should be put in pl&igective 6.2:

Coordination mechanism: An emergency nutritiomplatform will be establishedto plan and respond
to disasters. The cluster will work closely with other emergemeparedness mechanisn

Development of a nutrition contingency plan: The prority of the contingencyplan will be to prevent

death from starvation and diseases, reduce malnutrition by supporting and protecting breastfeeding,
especially exclusive breastfeeding, Infant and Young Child Feeding (IYCF), therapeutic feeding and
supplementary feeding, providing essential mienutrients and feeding orphans. It will also focus on

the need to improve thenutritional status of women. The contingency plan will provide a common
framework to guide the actiaof all partners.

Establishment of strategic grain reserves: The MAFFS aims to reduce rural poverty and household
food insecurity on a sustainable basis. Through its mandate to improve food security, MAFFS is
proposing to establish a Strategic Grain Reserve in Sierra Leone. The purposeesietive will be

to hold physical stockpile of rice, or its cash equivalent, to serve as a buffer against food
emergencies arising from production shocks and rapid food price inflation. In addition the reserve
will also serve to provide commodity loansrezognised organisations.

PART 3: INSTITUTIONAL ARRANGEMENTS, IMPLEMENTATION AND FINANCIN(

3.1NUTRITIONARBURVEILLANQEONITORNGANDEVALUATION

3.1.1NUTRITIOSURVEILLANCE

The high prevalence of malnutrition and existence of the double burden efslkisthe changing
lifestyle of a growing middle class, poor dietary practices calls for the continuous monitoring of the
food and nutrition situation countrywide through a systematic food and nutrition surveilldoce

the purpose of detecting changes tirend or distribution in order to initiate corrective measures.
This will assist in long term health and development planning, programme management, timely
warning and design of intervention programm@&$e National integrated nutrition surveillance will
also be used to track progress on the output and income indicators on a monthly/quarterly basis.
The results can then be used for the evaluation at the outcome and impact levels.

The MOH&®ollects information on nutritional statusweight for height, Vitanmi A supplementation

and MUAGnN a monthly basisThe information is compiled at the district level andsited into the
national health management information system (HMIH)e current gaps are that the data are
incomplete, data analysis and dissemipatare inadequate and the information is not available on a
timely manner.Nutritional surveillanceherefore needs to be strengthened by harmonizing tools
and methodologies for assessing the state of food security and nutrition among concerned ;sectors
develop capacity to collect, analyse, report and disseminate information for deaisakingand
action. In addition, key indicators for nutrition surveillance shouldidentified. An effective
reporting mechanism with modern communication systems, efficimonitoring and supervision
should be established. Some of this capacity can be developed throughegob training.

(Objective 61)
3.1.2EARLYWARNINGSYSTEMS
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In Sierra Leone one of the main causes of food and nutrition insecurity is the seasioniddéyfood
production cycle. With most livelihoods based on agriculture, the state of food insecurity varies
according to the agricultural production cycle. August is the peak of the lean season. According to
the CFSVA (2011), hunger in urban areas as&e in January, following a period of overspending in
December. Most households in urban areas depend on commercial trade or wage employment.
With trade generally being slow in January and wages paid at the end of the month, the scope for
purchasing foodlecreases. During the months of Juhdy the percentage of households unable to
access sufficient food increases dramatically. Hence the large number of people identified as being
food insecure in Sierra Leone. In subsequent months food insecurity dnapglys to below 4% in

rural areas (CFSVA 2011). This scenario is likely to cause food insecurity and malnutrition.

MAFFS in collaboration with CILSS/FEWSNET has established-disgiplinary working group
coordinated by the Planning Evaluation Monitayi and Statistics Division (PEMSD). The multi
RAZAOALE AYINE g2NJAy3a ANRdzL) Aa O2YLINARASR 2F NBf S
need to expand the membership to include the MOWMB.nitial food and nutrition security system
consisting 6 nine modules has been developed. Data for the modules will be individually collected,
with various institutions/organisations and sectors/agencies being responsible for the various
modules within their mandateThe modules will be part of a common datask, and the data will

be regularly analysed with the intention ebtablishingthe food and nutrition situation. The EWS
modules are: (i) National Cropping Calendar (ii) Crop Forecast (iii) Crop Protection (phytosanitary)
(iv) Climatology (Agromet) (v) Sarization (vi) crop Yield (vii) Hydrology (viii) Markgbrmation

(iX) Nutrition SurveillancéObjective 6.]

3.1.3MONITORING

Currently, monitoring of interventions is done in each sector through established monitoring and
reporting systems. All stmrs will be encouraged to integrate nutrition indicators into their
monitoring and reporting systems.

At the national level joint supervision between the UN and the MOHS is done on a quarterly basis.
However, it is not regular due to staff shortage hé tnational nutrition programme. At the district
level, the nutritionists are responsible for supervising nutrition interventions in all PRipsrvision

will be strengthenedat the district levethrough a number of modalitie@bjective 6.3

1 Strengtherthe district technical committees e.g. the DHMT, DAC

1 Advocate for the Civil Society Groups and Local Council Authorities to monitor intervention
implementation in their respective districts.

1 Quarterlyjoint monitoring schedule between the UN and goveemh

1 Provide logistical support for Communitased organisations to monitor and supervise
interventions at the community level

3.1.4EVALUATION

Evaluation of food and nutrition interventions is mainly carried out through national surveys that are
conduced periodically in Sierra Leone. These include the DHS, MICS, CFSVA, SMART. Government
ministries, UN agencies and NGOs also commission independent evaluations for specific
programmes and projects. While information on most impact indicators is availabldysis of

existing statistics shows that a series of impact indicators are not up to date and thus assessment of
the current status may not be accurate. Similarly, baseline statistiesnot available for some
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indicators necessitating the use of proxydicators. Coverage for a series of interventions whose
impact indicators suggest a major problem for example Exclusive Breastfeeding and Complementary
Feeding is also not known.

Most sectors do not have nutrition sensitive indicators and this poses Henbe in analysing
progress and attribution to national nutritional impacts. Some evaluations also take place at sector
level and are not shared out.

Advocacy to ensure more ttp-date assessment of indicators or inclusion of such data in the main
national surveys e.g. the DHS, MICS, CFSVA, SMART will therefore be important. Some indicators will
also need to be added systematically for routine annual monitoring of high priority and potentially
fast impact interventions. Among them:

Care givers and food @parers (women) washing hands with soap at critical times

Household food group consumption

Diet diversity scores

% postharvest loss

Vendors registered, trained and certified by Standard Bureau

Vendors observing key practices

=A =4 =4 =4 =4 4

Some indicators will also nddo be added sporadically for interventions that need expensive and
complex analytical processes and cannot be conducted on a regular basis. They include:

1 % of children < 5 years with VAD
1 % of children < 5 with zinc deficiency
1 % of school age children \Wiurinary iodine levels below 100 ug/dl

Considerig the multisectorality of the plan, there will be a need to have a more coordinatedi
robust M&E system. An integrated M&E framework for nutrition and food security bell
developed. A nutrition and f@d security database will be established andisformation sharing
platform setup for information sharingThe necessary capacities in M&E including communication
equipment, reporting formats and development of the capacity of all relevant staff will be
undertaken. (Objective 6.3, 8.0

Table 5: Nutrition indicators by intervention and source

Intervention Outcome indicator Source of Ministry = Department Regularity
information  Responsi Section
o] [}

Early initiation of | Timely initiation of MICS 2010 | MOFDEP| Statistics 3years
breastfeeding breastfeeding within one Sierra Leone

hour of birth
Exclusive Infants G5 months MICS2010 | MOFDEP| Statistics 3 years
breastfeeding exclusively breastfed Sierra Leone
Complementary | Children 623 months old | MICS 2010 | MOFDEP| Statistics 3years
feeding with minimum acceptable Sierra Leone

diet
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Timely initiation of semi DHS 2008 | MOHS Planning & 5 years
solid foods at 6 months Information
Vitamin A Children <5 years with Micronutrie | MOHS Planning & -
supplementation | Vitamin A deficiency nt Survey Information
Iron folate Children 659 months with | DHS 2008 | MOHS Planning & 5 years
supplementation | anemia Information
Women 1549 years with | DHS 2008 | MOHS Planning & 5 years
anemia Information
lodine Schoolaged children with | National MOHS Planning & -
fortification low urinary levels of ioding Nutrition Information
(less than100 pg/l Survey 2003
Zinc Prevalence of stunting SMART 201 MOHS Planning & -
among children &9 Information
months old
Deworming Children <5rifected with HKI/UNICEF| MOHS Planning & -
STH Information
Household water | Prevalence of diarrhea in | DHS 2008 | MOHS Planning & 5 years
treatment children <5 Information
Hand washing Prevalence of diarrhea in | DHS 2008 | MOHS Planning & -
with soap & water| children <5 Information
ITN Malaria prevalence amond SLDHSBS | MOHS Planning & -
children < 5 years 2009 Information
IPTp Prevalence of anemia DHS 2008 | MOHS Planning & 5 years
among pregnant women Information
Food Safety and | Prevalence of diarrhea DHS 2008 | MOHS Planning & 5years
hygiene among children <5 Information
Therapeutic SAM prevalence among | SMART MOHS Nutrition -
feeding children 659 months old | survey 2010
Food distribution | Incidence of low birth DHS 2008 | MOHS Planning & 5 years
weight Information
Prevalence ofinderweight | SMART 2010 MOHS Planning & -
among <2s Information
Cash and food for| Population living under MDG report | MOFDEP| Planning Annual
work poverty line
Household expenditure ol CFSVA MAFFS | PEMSD -
food
Food consumption score | CFSVA MAFFS | PEMSD -
Household food | Food consumption score | CFSVA MAFFS | PEMSD -
production
Diet Diversity score DDS survey | MAFFS | PEMSD -
Value addition Postharvest loss score NSADP 2009 MAFFS | PEMSD -
Value added products seg| N/A MAFFS | PEM® -
in markets
Family planning | Age at first pregnancy DHS 2008 | MOHS Planning & 5 years
and education Information
Interval in months DHS 2008 | MOHS Planning & 5 years
between last two births Information
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Improve Prevalence of HMIS MOHS Planning & Routine
nutritional status | malnourished PLHIV and Information
of PLHIV/AIDS/TH TB patients
OVCs 8.8 years food - - - -
insecure
Reduce incidence| Prevalence obbesity and | SMART MOHS | Planning & -
of NCDs over-weight among 2010 Information
women
Prevalence of NOs HMIS MOHS Planning & Routine
(Diabetes, Hypertension, Information
Coronary heart disease)

This plan provides all the relevant parameters for monitoring and evaluation which can be viewed in
the annexes. They include:

1 Timeframe: Each intervention indi¢as the time period by which it should be completed. It
is important to appreciate though that some interventions are continuous and have no end
date

1 Input: An estimated financial resources required to implement each intervention is stated

1 Outputs: Currentand target coverage is defined for each intervention that involves a service
delivery. All other interventions can be measured based on the existence at the end of the
timeframe e.g. policy or guidelines developed

1 Impact: Current and target outcome inditcas are defined for each action area. The plan
also sets the overall goal indicators.

3.2COORDINATIOMECHANISM

Addressing the mukiaceted nature of the causes of malnutrition will be best done througiel:
coordinated multi-sectoral approach. Thisection provides an overview of how the Food and
Nutrition SecurityPolicy Implementation Plan will be implemented and coordinated at the national,
district and community levels to accomplish the intended goal and objectives of the-saattr
Action Pla. The aim of the arrangement is to support nutrition stakeholders at all levels in the
country tominimise duplication, address unnecessary wastage of resources, ensure fair distribution
of available resources and maximise the benefits accrued to thefiogamy population.

One of the major reasons for thehallengesf past efforts in tackling the malnutrition problems in
the country has been the lack of an institutionalized mechanisnydeern andcoordinate the
implementation of the interventions.Ths has often resulted in duplication of services and
programmes, inequitable distribution of resources leading to limited impact of interventions.
Nutrition interventions have been implemented mostly as vertical projects with limited human
capacity technical competency anthadequatenumbers in the implementation landscape.

The Sierra Leone Food and NutritiSecurityPolicyImplementationPlan recognizes the need to
establish and strengthen theoordination structure atational institutionallevel by establishng
three newcoordination structurego enhance planning, implementation oversight, monitoring, and
supervision. The ains to optimise the benefits to key target groups witthe limited available
resourcesThe following coordination mechanismsebeing proposed:

1. National level Coordination mechanisms
1 The Presidential Task Forme Agriculturg(ln existence
1 National Food and Nutrition Security Steering Commitiee be established
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9 National Food and Nutrition Security Technical Coordinatianr@ittee (To be establishéd
1 Sector based technical coordination mecharsgm existencé

2. Sub national level Coordination mechanisms
1 District Food and Nutrition Security Coordination committ€e be established
9 District sector coordination committeefn(existence
1 Chiefdom/Ward/Villageoordinationcommittees(In existencesome are dormant

3.2.1 NATIONAL LEVEL COOR®IION MECHANISMS

ThePresidential Task Force on Agriculture (PTAG) is theop-most policy making body governing the
SCP.It is chairedby the President andts members include all Ministers involved in the
implementation of the SCHhe taskforce mets once every quartein line with its existing TOR|s
proposed thatthe PTAGalso provides the overall strategic vision to promote doand nutrition
security through an intesectoral approachThe following additional roles have therefore been
proposed for PTAg.

Roles of PTAG

1 To provide strategic direction to theood and Nutrition security implementation plaand take
key policy deisions; this will include policy issues which cut across a number of areas of
D2OSNYYSyliQa ¢2N] = aLIlyyAy3ad YdzZ G§ALX S D2BSNYyYSy

1 To reviewthe Food and Nutrition Security implementation plan omuarterly basis, holding
responsible persons to agant

 To commission work as required to unblock barriers to the successful implementation of the
programme or to otherwise improve the effectiveness of #@od and Nutrition security policy
implementation plarin achieving its objectives

1 To ensure that stitient resources are mobilised to enable ttell scaleup of all the
interventions

TheNational Food and Nutrition Security Steering Committee will be established ithe office of the
+ A0S t NEPh rRSlivaie a coordination of the muksecor food and nutrition security
interventions at the strategic levelThe committee will be chaired by th¥ice PresidentThe
members will comprise of Ministers dIOHS, MAFFS, MSWGCA, MEST, MWR, MLG, MEWR
and MOFEDand representatives fronNaCSA, UNgnd Donor agencies The office will establish a
secretariatunder the leadership of a senior technical speciatishanage itoordinationfunctions.
The steering committee will meet on a quarterly basis.

Specifically theommitteewill undertake thefollowing functions:

1 Provide strategic direction to nutrition programming, and coordinatat planning,
implementationand reviewwith the relevant stakeholders.
Endorse nutritioarelated policies and sector plans
Provide monitoring oversight and fatalie national nutrition response nationwide.
Mobilize resources and support for nutrition response.
Lobby and advocate for the developmentrefevantnutrition structures and adequate
resource allocation.
1 Facilitate cross Sector collaboration

=A =4 =4 =4

Figure 11: Linkages between the National coordination mechanisms
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Proposed National Food and Nutrition Security Coordination
Mechanism

Presidential
Reports

Mational Food
= oMV To]g M MAFFS, MEST, MMR, MTI,
SE{:U[i[‘yr M5WGCA MLG, MOFED,
MEWR., Reps:NACSA,
Donor & UM agencies

Steering
committee

. Chair/Co-Chair: Technical
REWEINGVVINE Heads, MOHS/MAFFS
and Mutrition Members: MEST, MTI, MMR,
security e e et
Technical Donors, UN NGOs, CS0s,
Committes Private S=ctor

The National Food and Nutrition Security Technical Committee will be the operational ortechnical

arm of the steering committee. It will meet onquarterly basis. This is a MulBector Technical
GCommittee and its membership will be comprised of key technical experts from the relevant
government ministriesResearch InstitutiondJN Agencies, Development Partners, Private Sector,
ResearchAcademiaNGOsand the Civil SocietfDiagram 11) The Comntiiee will be alternatively
chaired and cechaired by the MOHE&hief Medical Officednd MAFF$Director Generaland will
meet on a quarterly basis amdport to the Steering Committee

The Technical Committee will undertake the following resportisili

Ensure sector plans are aligned with policy

Promote and support joint sector planning

Harmonize strategies for execution of interventions

Provide regular update to the Committee on ongoing field activities

Undertake technical review and propose upelaif policy

Develop and update national database for nutrition

Oversee M&E and supervision of activities

Coordinate actions with the district level, providing technical support, guidelines,
supervision and feedback

E R I I I

The nationalsector based technical codination mechanismd.e. Nutrition technical coordination
committee, WASH committee, the Health Development Partners committee and the Agriculture
Advisory Group will continue with their functions and they will play a supportive role to the Food
and Nutriion security coordination committeee

3.2.2. DISTRICT LEVEL COORIION MECHANISMS

Provisions of social services in Sierra Leone have been decentralized to the District Councils. The
Courtils in collaboration with theéichnical Ministriesind the commurties design, plan, implement,
monitor and supervise development activities the district level One of the mandates of the
District Council is the overall coordination of all development activities in the district. Each District
Council is steadily wonkg towards the development o& single integrated development plan
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Through the mainstreaming of the right to food at all levels, the capacity of local councils to plan and
integrate food and nutrition security into the district development plans will imanced.The
district councils will establish ®istrict Food and Nutrition Security Coordination Committee
composed of representatives afepartmentsin the relevantsectoss, civil society organizations,
NGOs,private sector, andther relevant institutims at the district levelThe Committeewill be
chaired by theChief Administratoand will meetonce every quarteand will linkand report tothe
National Food and Nutrition Security Technical Committee

Specifically the roles of the Committee will befaifows:

9 Ensure that foodnd nutritionsecurity considerations are fully integrated in the district
development plans
Assist the various sectors to generate resources for their interventions
Ensure that every stakeholder generates the requisite data fatanformed coordination
and decision making
1 Support assessments, reviews, monitoring and supervision of food security and nutrition
securityinterventions
Ensure that district and sector plans are implemented as planned
Coordinate actionat the commuirity levels providing technical support, guidelines,
supervision and feedback

1
1

= =4

District sectoral coordination committees

Some government ministriggave wellestablished technicaloordinationmechanismst the district
level. Thee are the District HealttManagement Team (DHMT) and the District Agriculture
Committees (DAC) respectively. They meet every month to plan, monitoprogress of
implementationand address challenges encounter&the sectoralcommittees alsanterpret and
executepolicies to allstakeholdersso thatthey canalign their interventions accordingly. Members

of these sector committeecomprise of key departments, NGOs, relevant civil society groups and
private sector entitiegproviding services within the mandate of the Secfbine setor coordination
committees will be strengthened for the smooth implementation of this pkad to provide
technicalsupport to the District Food and Nutrition Security coordination committee

Figure 11: District Food and Nutrition Security Coordination Structure
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DISTRICT FOOD AND NUTRITION SECURITY COORDIMATION
COMMITTEEES
MNationalFNS Technical Committes

Chair: CA
L Members: Health, Agriculture,
. District FNS socialwelfare, Education sector
, / committes heads, NGOs
Diistrict Health -
Management Team IR Chair: Faramount Chief/ Ward

Dist. Agric. Comm.
Educ. sector Comm.
Social welfare
COIMIT.

Chiefdom —Ef““;“” Courcilors. Chiss
embers: Councilors, Chiefs,

Ward FN3 Representatives of extension
Cmm- Workers, MCHAides, Teachers,

C50s, NGOs, Faith Based Org. etc

Village Chair: Town Chief
Development Members: Community leaders,
Committee Representatives of Agric.

extension Workers, MCHAIdes,
Teachers, C50s, NGOs, Faith
Based Org. etc.

3.2.3 COMMUNITY LEVEL COORMBTION

Theparticipation of thecommunityis critical in the implementation of this action plaftrough the

right to food initiative, tle community will be sensitised to enhance their participatiorclaimng

their rightsand holdngthe duty bearers to account on the implementation of the pla@emmunity

level coordination committees are composed of the Ward Committees, Chiefdom Development
Committees and the Village Development Committees. While some of theseitizes function

well in some districts, they are dormant athers. The functional committees will be used as entry
points to coordinate food and nutrition interventions at the community level and enhance
information flow to and from the district. The figtions of the different governance systems are as
indicated in Tabl®.

Table 6: Governance structures at the community level

Unit Leadership Governance body Responsibility
Ward Ward Councillor Ward Committee A Poltical representation of the
(Democratic structure) (5 men, 5 women) community

A Articulate and prioritise community
needs for planning

Chiefdom| Paramount Chief Chiefdom Development | A Traditional leadership
(Traditional structure) | Committee A Resource allocation
A Custodian of cultural and traditional
norms
Village Town Chief Village/Area/Health A Manage community development
Development Committee interventions

For each of these coordination mechanisms, TORs will be developed, defining membership, roles
and responsibilities and reporting lines. To anbe coordination, a mechanism to enhance
communicationand information sharingwill also bedefined It will also be important that the

64



coordination committees are provided with the necessary technical support to enable them function

effectively.(Objective 8)

3.3FINANCINGRAMEWORK

The proposed budget estimates for the implementation of the Sierra Leone National Food and
Nutrition SecurityAction plan cover all activities under each objective of the plan. The total cost of
the budget for the five (5) yars (2012; 2016)is USD 60552051 Financing the proposed budget for

the implementation of the national action plan will be a joint effort between the Government of
Sierra Leone, Development Partners, Civil Society Organizations and the private seateverthe
government will make every effort to make very meaningful contributions towards meeting the
budget.

3.3.1THEGOVERNMENJFSIERRAEONE

The central and local governments of Sierra Leone, in collaboration with other agencies and
development pamers will finance the national food and nutritiogecurity action plan through
focused resource reallocation within existing budgets as well as mainstreaming nutrition in various
sector programmes to increase nutrition visibility and resource availabililys means higher
prioritization of food security and nutrition in national programmegspecifically in sectors such as
MOHS, MAFFS, MSWGCA, MEST, MOFD@&H, aid local governmentfThe government has
established an integrated financial management systemd is compiling all allocated budgets to
have a full picture of the situatiorror effective resource mobilization, there will be strong advocacy
campaigns to demonstrate to the various sectors and development partners thestfestiveness

of improvedinvestment innutrition comparedto the adverse effects of failing to do so.

There will be need to coordinate existing and available resources for food and nutrition security
within the national budget, private sector, and from development partners toimie on impact.

As much as possihléne government will promote and support community ownership in addressing
food and nutrition problems. In this way community contributions will gradually increase towards
food and nutrition security interventions. This turn will engender sustainability of actions through
community efforts.

3.3.2DEVELOPMENPARTNERS

The Government recognizes the fact that current domestic budgets alone will not be able to
independently finance the national food and nutritisecurityaction plansadequatelyto meet the
desired level of investment required to sustainahthievethe identified nutritiontargets.While the
Government will seek to entirely fund the action plans from purely domestic sources, it will continue
to depend onexternal resources in the short and medium term, as government progressively
reduces its reliance on donors for increasing inwesit in nutrition. Opportunities for initial
resource mobilization will be through the G A 2 Yy Q& donsd p&thdisATiBeBovérnment will
further take advantage of existing and new global and regional initiatives including CAADRe and
Scale Up NutritioiSUN)among others.

For many years the support for nutrition programmeasfragmented withminimal impacton the
nutrition outcomes especially for children and women. In order to address this anomaly, there will
be strong advocacy for basket funding for nutrition and food security programmes from the nutrition
and food security developmentpartners in order to maximizdood and nutrition security
investment. This will facilitate a more holistic approach to nutrition programming and
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implementation, to avoid the tendency to implement only those activities that would have received
funding, even when they have limited scoged potential impact.

Some development partners provide direct support to the civil society Organizations, NGOs and to
some districts outside the Government budget. Although Government will not discourage this
initiative, Government would like to be wahformed of the support provided and the types of
activities in the action plan being funded so as to have a fairly accurate assessmeneEge and
existing gaps.

3.3.3PUBLIEPRIVATISECTORARTNERSHIP

Govermment will seek strategic publiprivate ctor partnership (PPP) especially with interventions
that have potential for highest cost effectiveness in sustainably addressing malnutrition in the
country. Emphasis will be on the value chain, and labour saving technolig@ss, food
fortification). The government will play a role in promoting investments in nutrition sensitive
enterprises by strategies such as tax exemption and advocacy for increased private sector
investment programs. In addition, the government will develop capacities of thatprsector to

invest in nutrition sensitive enterprises e.g. food fortification.

3.3.4FINANCIAMANAGEMENT

Budgeting accountability ACT of 2005 is the system promoted by the government to ensure
transparency and accountability. TheQWDERs currentlyworking on an updated version of the
system ACT to be ingmented soon MoFDERwill mobilize and provide resources and ensure that
the budget allocation placepriority on nutrition interventions to contribute to the attainment of

the MDGs

3.3.5PROCURENN ANDSUPPLIES

The national procurement act and secretariat is the office coordinating all national procurement.
Every institution is supposed to followdlprocurement plan designed by the national procurement
secretariat Every year, progement plans & supposed to be designed and procurement related
activitiesidentifying various timelines and procurement nedédstored into the plan and costedll

line ministries that are imementing nutrition relatedactivitiesare expected to preare, cost and
submit the procurement plans, to the national procurement secretariat for verification and
compliance before activities are carried otdowever, the government does naurrently have
adequatecapacity to compile all the procurement plansll ministries ad MDAs should ensure that
trained procurement staff are reaited to handle this function
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Table 7: Summary of five-Year costed Implementation Matrix

Policy Objective 2012 2013 2014 2015 2016 | Total (USD)
Objective 1: Advocacy

Advocacy costs 280,000 90,000 70,000 55,000 65,000 560,000
Sub Total 280,000 90,000 70,000 55,000 65,000 560,000
Objective 2: Food Security

Food production & Nutrition education 301,000 684,000 905,000 340,000 201,000 2,431,000
Processing and value addition 27,433,000 31,657,000 | 31,667,000 5,000 5,000 90,767,000
Food and cash for work 5,380,000 6,003,000 6,733,000 7,515,000 | 8,351,000 33,982,000
Food distribution 10,862,000 28,705,000 | 30,641,000 | 32,616,000 | 34,586,000 | 137,410,000
Sub Total 43,976,000 67,049,000 69,946,000/ 40,476,000] 43,143,000, 264,590,000
Objective 3: Feeding practices

Infant and young child feeding 840,000 2,762,000 2,877,000 977,000 900,000 8,356,000
Feeding practices, PLHIVV/TB/OVCs 116,000 455,000 295,000 286,000 294,000 1,446,000
Sub Total 956,000 3,217,000 3,172,000 1,263,000/ 1,194,000 9,802,000
Objective 4: Preventive measures

Micronutrients & deworming 2,735,000 3,374,000 3,045,000 3,217,000 | 3,194,000 15,565,000
Malaria control (ITN, IpTp) 1,079,000 1,068,000 | 16,033,000 | 1,033,000 | 1,078,000 | 20,291,000
Water Sanitation and Hygiene 37,279,000 37,579,000 | 37,429,000 | 37,429,000 | 37,429,000 | 187,145,000
Food safety and hygiene 220,000 200,000 170,000 150,000 120,000 860,000

NCD control




235,000

99,000

113,000

123,000

121,000

691,000

Family planning and adolescent reproductive health

Objective 5: Therapeutic measures

656,000

6,721,000

801,000

2,769,000

788,000

11,735,000

CMAM

Objective 6: Nutrition surveillance

3,920,000

6,707,000

7,549,000

8,408,000

8,076,000

34,660,000

Early warning and surveillance

227,000

694,000

598,362

365,000

276,000

2,160,362

Contingency planning

250,000

100,000

55,000

30,000

25,000

460,000

Monitoring and evaluation

Objective 7: Operational research

25,000

197,000

204,000

110,000

191,000

727,000

Operational research coordination and advocacy
costs

Objective 8: Coordination

70,000

85,000

85,000

85,000

85,000

410,000

Staffing and operational costs

81,140

52,900

60,700

61,000

71,090

326,830

Information sharing platform

Total including 10% Contingency 10%

40,000

135,000

105,000

105,000

105,000

490,000

605520511
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