	Terms of Reference
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	PROJECT NAME
	Positive Deviance/Hearth (PDH) to treat Uncomplicated Moderate Wasting in Children under 60 months in Mymensingh, Bangladesh



1. PROJECT MANAGEMENT

Project Manager’s Name: Diane Baik
Stakeholders’ Names: Sunghyun Lee (WV Korea), Mezanur Rahman (WV Bangladesh) and Grana Selvi (SAPO)

2. BACKGROUND/DESCRIPTION OF CONTEXT

2.1 Acute Malnutrition
Acute malnutrition (AM), or wasting, is a life-threatening yet preventable condition caused by rapid weight loss or failure to gain weight, often due to inadequate food intake or disease. Children under five are especially vulnerable, with AM defined by weight-for-height z-score (WHZ/WLZ) <-2 SD, mid-upper-arm circumference (MUAC) <125 mm, or nutritional oedema.
Global crises—conflict, climate change, pandemics—have worsened AM. In 2022, 45 million children under five were wasted: 31.7 million with moderate acute malnutrition (MAM) and 13.3 million with severe acute malnutrition (SAM). SAM raises mortality risk 12-fold and contributes to over 1 million child deaths annually, though only 30% of affected children receive treatment. MAM coverage is likely even lower, as it’s often deprioritized. Notably, 75% of AM cases are outside humanitarian contexts, mostly in Asia (70%) and Africa (27%), highlighting the need for integrated, long-term strategies beyond emergency responses.
2.2 2023 WHO Guidelines and New Evidence
In 2023, WHO released updated guidelines for preventing and managing AM in children under five. Current systems treat SAM and MAM separately using specialized formulated foods (SFFs) such as Ready-to-Use Therapeutic Foods (RUTF) and Supplementary Foods (RUSF), but these face major challenges: stockouts, high costs, and poor MAM treatment coverage.
While WHO supports separate strategies for SAM and MAM, SFFs show only moderate improvements in anthropometric recovery and have limited effect on MUAC or prevention of deterioration to SAM. Costs remain high—e.g., RUSF at $163 per child in Sierra Leone—while non-SFF alternatives show promise. World Vision reports its Positive Deviance/Hearth (PDH) model cost as little as $2–$9 per child across Vietnam, Bangladesh, and India.
WHO guidelines acknowledge the lack of high-quality evidence on sustainable, food-based MAM approaches, issuing only a good practice statement to promote nutrient-dense, local diets. Rohloff et al. argue these approaches could be more cost-effective than SFFs in contexts like India, but further research is needed.
Only one study has examined non-SFFs for SAM, not MAM, in India. Though outcomes (e.g., recovery time and weight gain) favored RUTF, methodological limitations obscure whether home-prepared foods were used as supplements or replacements.
2.3 Child Nutrition in Bangladesh
Bangladesh is a strong context to test sustainable, non-SFF approaches given dense markets, active agriculture, and wide social behaviour change programme reach, but acute malnutrition (wasting) remains a persistent challenge.
According to Bangladesh DHS (BDHS) data from 2022, stunting and underweight prevalence have significantly reduced in the last 5-10 years. Historically, wasting fell from 16% (2011) to 8% (2017–18), but has since rebounded to 11% (2022)—underscoring vulnerability to shocks. Recent global estimates likewise place Bangladesh above 10% wasting, which is above WHO’s high threshold for wasting.[footnoteRef:2] Recent 2025 surveillance data shows acute malnutrition rates remain above 10% in Mymensingh Division such as Purbadhala Upazila which showed 15% prevalence. [2:  globalnutritionreport.org+3unicef.org+3etoolkits.dghs.gov.bd+3] 

Literature states persistent drivers and social determinants contributing to malnutrition include poor infant and young child feeding (IYCF) practices with minimum acceptable diet (MAD) among children 6–23 months at approximately 28.7% (BDHS 2022) and minimum dietary diversity at 38% (MICS, 2019), highlighting sub-optimal complementary feeding and the need for careful messaging on diverse local foods[footnoteRef:3]; low birthweight (about 14.5% of newborns), poverty/food insecurity, and WASH constraints. —pointing to the importance of nutrition-sensitive, multisectoral actions alongside targeted nutrition services.[footnoteRef:4] [3:  Data on the situation of children in Bangladesh | UNICEF Bangladesh]  [4:  Mapping the prevalence and socioeconomic predictors of low birth weight among Bangladeshi newborns: evidence from the 2019 Multiple Indicator Cluster Survey | International Health | Oxford Academic] 

Non-SFF, locally sourced, SBC-led strategies can be both relevant and scalable in Bangladesh—but should be paired with strengthened regular screening, IYCF counseling, proper referral and community-based rehabilitation programs integrated with WASH interventions, and increasing food access for hotspots with seasonal flooding or flash floods that disrupt crops and food access, such as Purbadhala Upazila in Netrakona District that have some village AM levels above 60%. Programs like PDH can help to prevent and stabilize wasting levels.
2.4 National AM Protocols and Implementation Gaps
Bangladesh’s 2017 National Guidelines for Community-based Management of Acute Malnutrition in Bangladesh recommends treating MAM using energy and nutrient dense family food for MAM management (providing at least 700-1000 kcal/child/day with 25-30% energy from fat and 10-12% energy from protein additional to home food) or at an outpatient site or community outreach sites. It also states that children with uncomplicated SAM with good appetite and no bi-pedal odema could be treated in the community if there is a provision of such. However, World Vision Bangladesh reports no specific interventions are implemented in communities and SAM children are usually referred to health centres to be treated with RUTF. Instead, MAM and SAM children without medical complications are provided with basic health and nutrition services including timed and targeted counseling, growth monitoring and promotion (GMP) and infant and young child feeding (IYCF) counselling, health committee meetings for cooking demonstrations and health and nutrition and WASH education, Integrated Management Childhood Illness (IMCI) screening, Vitamin A, deworming and age-appropriate immunization.
Thus, limited targeted support is provided to uncomplicated MAM and SAM children and children’s health need to deteriorate further to be treated at a higher center for facility-based management of SAM according to national protocols. With acute malnutrition prevalence well above WHO’s critical threshold of 15%, the Bangladesh Ministry of Health needs to explore alternatives like PDH, especially given low adherence to national protocols.
2.5 Positive Deviance/Hearth (PDH)
2.5.1 Overview:
Developed in 1990 in Asia, PDH is a non-SFF, community-based approach for underweight, MAM, and uncomplicated SAM children. It identifies “Positive Deviant” families whose nutrition practices promote better outcomes despite poverty. Caregivers attend 12-day Hearth sessions using local, nutrient-rich ingredients to prepare meals meeting calorie, protein, and micronutrient targets.
2.5.2 Suitability and Integration:
PDH is best suited for food-secure settings and close-knit communities. It may also complement food-aid programs, using these resources in menu design.
2.5.3 Effectiveness:
Evidence is mixed but promising. A 2023 meta-analysis showed greater improvements in WHZ, WAZ, and LAZ for PDH over SOC, though results weren’t statistically significant due to limited studies. However, more recent trials show PDH significantly reduced underweight and AM rates. In Burundi, PDH halved MAM prevalence in 12 days (from 17.9% to 8.3%, p<0.001). These results suggest PDH could reduce relapse and progression to SAM.
2.5.4 Cost-Effectiveness:
PDH is cost-efficient, with early implementation costs dropping dramatically at scale—from $17 to $8 per child. Integrated programs may cost up to $100 annually per child, still lower than RUSF.
3. RATIONALE, AIMS, AND OBJECTIVES

Addressing AM sustainably requires exploring alternatives to SFFs, yet no studies globally have assessed the effectiveness of nutrient-dense diets for treating uncomplicated MAM (13,50). Rohloff et al. highlight in their review of WHO’s AM guidelines that relying on SFFs is unsustainable and call for more research on local, sustainable food solutions (15).

PDH is a low-cost, community-based dietary intervention effective for underweight children in food-secure settings (38,39,41). Grey literature shows its potential in treating uncomplicated AM in Burundian children with limited relapse and low implementation costs per child in Asia and Africa (34). 

Currently, SFF treatments for AM typically use recovery from AM status alone as the discharge criterion. However, studies in Senegal and other countries show that children with both WAZ<-3 and MAM face lower recovery  (28.3% vs. 48.7%) and higher mortality risks (51,52). Given these findings, PDH should be explored as a sustainable non-SFF treatment for uncomplicated MAM, with a revised protocol incorporating both AM and a WAZ-based discharge criteria (38). 

Mymensingh, Bangladesh has AM prevalence above 15% despite food security. National AM protocols exist, but interviews with World Vision Bangladesh reveal that improved nutrient-dense diets at home, SFF, and/or food-aid for MAM treatment is not widely implemented. This suggests the Ministry of Health could adopt a more cost-effective, sustainable approach if supported by evidence. 

A multi-country study shows WHZ and MUAC should be used independently to diagnose acutely malnourished children (42) due to diagnostic discrepancies across countries (43). Accurate height and length measurements are critical for timely referrals, but CHWs often struggle with precision (43). Thus, the laser device that was validated in a recent study in Vietnam will be used to diagnose the children with wasting (WHZ/WLZ<-2.0SD). 
[bookmark: _Toc196464974]
3.1.1 Aim:
Overall aim of the research is to investigate sustainable approaches to treat children 6-59 months of age with uncomplicated moderate AM (WHZ/WLZ<-2.0SD and ≥-3.0SD or MUAC<125mm and ≥-115mm without oedema) in resource constrained settings with relative food security. 
[bookmark: _Toc196464975]
3.1.2 Objectives and Hypothesis: 
1. [bookmark: _Toc196464976]Objective 1: To evaluate the effectiveness of a non-SFF treatment intervention, Positive Deviance/Hearth (PDH), to treat (WHZ/WLZ≥-2.0SD or MUAC≥125mm (dependent on which criteria the child was admitted on), and WAZ≥-3.0SD and no oedema) uncomplicated MAM children 6-59 months of age compared to a SOC only group after a 12-week program in Purbadhala Upazila and to assess the likelihood of relapse by at 6 months (after recovery, child becomes WHZ/WLZ<-2.0SD or MUAC<125mm again).

2. Hypothesis 1: The PDH+SOC program is more effective in rehabilitating uncomplicated MAM children compared to the SOC only group.

3. Objective 2: To qualitatively assess the caregiver acceptance of the program, sustainability of the program by Ministry of Health, and scalability of PDH Programming in Bangladesh’s context.

4. [bookmark: _Toc196464977]DETAILS OF METHODS

4.1 Study Design and Study Sites. A cluster-randomized controlled superiority trial will be conducted in Purbadhala Upazila in the Mymensingh Division of Bangladesh. Purbadhala faces seasonal or flash flooding contributing to season food insecurity and is known for the poor IYCF and WASH practices in communities. MAM prevalence in the last unpublished annual census was slightly above 15% (2025). 

The units of randomization will be union and will be randomly assigned to the intervention or control group to limit contamination between groups. The intervention unions will receive the non-SFF protocol through PDH along with the SOC and the control group will receive only the SOC through the Ministry of Health. The study includes a total of 20 clusters. See Table 2 which outlines the interventions and protocols for PDH and SOC.

Table 2 – Nutritional protocol and interventions for PDH and SOC for Study 2
	Topics
	PDH
	SOC

	Program preparation and design
	· Formative research conducted using WV PDH Trainer of Facilitator manual to design 6 key contextualized messages and design 2 nutrient-dense meals (Hearth meal) consisting of locally available low-cost foods
	· Provide health and nutrition counselling to caregivers using the timed and targeting counselling manual (IYCF practices, disease prevention and basic treatment (diarrhoea, acute respiratory infection) and nutrition care during illness
· Ensure all children are given age-appropriate immunization, deworming, and Vitamin A in past 6 months


	Admission Criteria
	· WHZ/WLZ <-2SD and ≥-3SD or MUAC <125mm and ≥115mm
· No medical complications (e.g. no features of severe illness as defined by Integrated Management of Childhood Illness – no severe nausea/vomiting, no severe dehydration or pneumonia) (68)
· No Oedema on feet
· Pass Appetite Test (consumption of 30g of Hearth meal within 20 mins)
	· WHZ/WLZ <-2SD and ≥-3SD or MUAC <125mm and ≥115mm
· No medical complications (e.g. no features of severe illness as defined by Integrated Management of Childhood Illness – no severe nausea/vomiting, no severe dehydration or pneumonia) (68)
· No Oedema on feet
· Pass Appetite Test (consumption of 30g of Hearth meal within 20 mins)

	Treatment Frequency and Group Size
	· 12 Days of Hearth (8-10 caregivers-children pair per Hearth session) every month for 3 months
· Caregivers bring all low cost, nutrient-dense ingredients for Hearth meal and cook it together to practice and learn (if too poor, caregivers are allowed to bring firewood or water to be used at the session); children fed Hearth meal (consecutive 12 times), Caregivers given 6 key Hearth messages twice in 12 days (1 message per day)
	· Meet at least once a month with health workers during GMP (10 mins) and community health meetings (about 2 hours per session). Cooking demonstration is provided during community health meetings and caregivers hear comprehensive messaging.

	Source of Food Contribution
	· Caregivers bring all ingredients for Hearth meal and cook it together to practice and learn (use low cost, nutrient-dense foods identified through formative research)
	· Caregivers bring some ingredients for cooking demonstration and Ministry of Health/WV provides some


	Follow-up protocol
	· 2 weeks of Follow-up by volunteers using mobile phones (2-3 times a week to ensure behaviour change sustained at home)
· Repeat Hearth if child did not rehabilitate at 3 months
· Hearth sessions repeat once every 3 months
· Assess recovery at 3 months (Day 90)
· Assess relapse at 6 month follow-up (Day 180)
	· Caregivers are included in Savings Groups
· SOC group will be provided opportunity to join PDH program at end of study  
· Assess recovery at 3 months (Day 90)
· Assess relapse at 6 month follow-up (Day 180)

	Dosage of non-SFF
	Supplementary Nutrient Dense Hearth Meal given for 12 days each month for 3 months:
· Calorie (600–800 kcal), protein (25–27g), vitamin A (300 RAE), vitamin C (15–25mg), iron (≥8mg), and zinc (≥3mg) requirements - electronic menu calculator used
	Cooking demonstration conducted once a month:
· Utilize same menu as PDH

	Criteria for Cured/Recovered
	· WHZ/WLZ≥-2.0SD and/or MUAC≥125mm (dependent on which criteria the child was admitted on) and WAZ≥-3.0SD up to Day 90
· No Oedema on feet
· The children who did not recover after 1 round of Hearth in the first 3 months will repeat in another round of Hearth (recovery criteria of WAZ≥-2SD in addition to above)
	· WHZ/WLZ≥-2.0SD and/or MUAC≥125mm (dependent on which criteria the child was admitted on) and WAZ≥-3.0SD up to Day 90
· No Oedema on feet

	Criteria for Defaulter
	· Absent more than 2 times each month
	· Absent more than 2 times over 90 days

	Relapse 
	· Become MAM or SAM after recovery at Day 180 and 1 year
	· Become MAM or SAM after recovery at Day 180

	CHW Supervision
	· Project staff supervise Hearth volunteers monthly
	· Project staff supervise CHWs monthly

	Referral to Health Facility
	· If child does not gain minimum 400g within 30 days after second round of Hearth, child is referred to health facility for underlying medical complications
	· Child referred to health facility if child is SAM (MUAC<115mm and/or WHZ/WLZ<3.0SD or oedema present), or has medical complications or poor appetite



Data will be collected at Baseline (Day 1) and Endline (Day 90/Week 12), except relapse data will be collected at Day 180. All data at Baseline and Endline will be collected by hired enumerators with previous experience in anthropometry and data collection with a minimum high school diploma (different enumerators than Study 1). Detailed schedule of enrolment, intervention, and assessments for PDH Intervention group can be found in Figure 4. The PDH+SOC group and SOC only group will also be followed up for weight, height/length, and MUAC data at Day 12, 30, and 60 using volunteers for routine program monitoring. An interviewer administered questionnaire will be collected from caregivers at Baseline and Endline to collect information on the descriptive data, length/height, weight, and MUAC.  Hired enumerators will also collect height, weight, and MUAC data at Day 180 to identify relapse cases. To control for bias, the data will be collected from both groups by the same team of anthropometrists at the same time of day since height/length declines over the day. 

In addition, 4 enumerators from the local academic partner will conduct Focus Group Discussions with PDH caregivers participating in PDH sessions at assess acceptability of the PDH intervention and barriers and facilitators to participation in behaviour change. We will conduct 8 key informant interviews with PDH volunteers, commune and health centre staff to obtain information on, PDH approach’s sustainability and ownership (what factors shape local government and community willingness and capacity to continue PDH beyond the study period), and scalability (what systems, organizational and policy factors – e.g. health worker support, supply chain, political will – might affect the integration or expansion of PDH.

Primary outcome: Comparison of Recovery Rate of uncomplicated MAM children in PDH+SOC group vs. SOC only group at 90 Days after enrollment (Recovery defined as WHZ/WLZ ≥-2SD or MUAC ≥125mm (dependent on which criteria the child was admitted on) and WAZ≥-3.0SD of the WHO standards and absence of oedema of feet)[footnoteRef:5] [5:  WAZ is included in the rehabilitation criteria based on recent findings that children with WHZ<-2 or MUAC<125mm and WAZ<-3 are an especially vulnerable group that requires a higher intensity of nutritional support than currently recommended. It is recommended that longer or improved treatment may be necessary and the timeline and definition of recovery likely needs to be reviewed (52) ] 


Secondary outcomes (all measured pre- and post-intervention (90 Days), except relapse measured at 180 Days): 
· Defaulter,
· Average daily weight gain by 90 days, 
· Average daily MUAC gain by 90 days,
· Average length time until MAM recovery (in days)
· Relapse to MAM (at Day 180/6 month)
· Difference in Relapse comparing discharge criteria
· Comparison of MAM recovery rate for High risk vs. low risk MAM   
· Program Cost per beneficiary
· Qualitative Data Analysis: Scaling-up PDH to address MAM in Bangladesh (FGDs, KIIs)
[image: A diagram of a medical procedure

Description automatically generated]Graduation Criteria: WAZ≥-3SD AND i) WHZ/WLZ≥-2SD and/or ii) MUAC≥125mm and no oedema (depending on which criteria was used for admission)
Graduation Criteria not met
Measure Weight, MUAC, and Length/Height
*Note: Children with disabilities that make assessing weight difficult (e.g. missing a limb) will graduate if WAZ remains same or improves by 3 Months
*
Measure WAZ, WHZ/WLZ and MUAC

Figure 4. Schedule of enrolment, interventions, and assessment (PDH protocol)

[bookmark: _Hlk193074064]Sample Size. Sample size calculation was made using R Studio. Assuming a conservative intra-cluster correlation coefficient (ICC) of 0.1 based on results of another study assessing stunting in Bangladesh[footnoteRef:6], then with 10 clusters in each arm – each recruiting 20 children (having adjusted for a 30% loss-to-follow up rate), we would have 90% power to detect a 30% inter-group difference in the percentage of children recovered at 90 days comparing the PDH+SOC group vs. SOC only group and estimating the recovery from uncomplicated MAM to be 5% for the SOC only group, a conservative difference in recovery because Asia seems to have a trend of slower rehabilitation than most African countries (19,39), using a two-sided statistical test at the 5% level of significance. Therefore, with a cluster size of 20 and 20 clusters (20 villages), a total of 400 children 6-59.9 months of age will be recruited in this Bangladesh study.  [6:  https://journals.plos.org/globalpublichealth/article?id=10.1371/journal.pgph.0004890 ] 


4 total Focus Group Discussions (FGD) will be conducted with 10 caregivers per FGD and 10 PDH volunteers per FGD in 4 randomly selected villages (in the PDH arm) and 4 key informant interviews (KIIs) including Ministry of Health staff.

Sampling. A preliminary nutrition survey was conducted in the Purbadhala Upazila in February 2025. The list will be utilized to estimate the number of MAM children per cluster to ensure adequate sample size is met. All uncomplicated MAM and SAM children will be included in the study, but only MAM children will be included in the sample size. At times when there are <6 MAM children to run a Hearth session, some children who are not AM, but has a WAZ<-2 may be included in the PDH program, but not in the study. An additional preliminary nutrition survey will be conducted 2-4 weeks before the baseline assessment to identify all the MAM children to be included in the study. Simple random sampling will be used from those who meet the inclusion criteria to select the children to be admitted for the study. Randomization sequence will be generated using an online sequence generator (70) to select the clusters and assign them to the PDH+SOC or SOC only group. Due to the nature of the interventions, this is not a fully blinded study. CHWs and project staff must know if they are implementing PDH+SOC so they know how to treat the MAM children and follow-up. However, since clusters are divided at village level, it will reduce contamination between the intervention and control groups (see Figure 5 for detailed sampling diagram). 


Figure 5. Sampling flow diagram for Study 2

Trainings and Tools. An 8-day training will be provided for PDH using World Vision’s Positive Deviance/Hearth (PDH) Training of Facilitators Manual and on Child-Caregiver Clubs using the Child-Caregiver Club Training Manual and a 3-Day refresher training will be given after the first month. All CHWs and enumerators will be trained in how to collect height/length (using laser device), weight, and MUAC measurements accurately as mentioned in Study 1. 

Statistical Analysis Plan. Statistical analysis will be conducted at the individual level with appropriate adjustment for clustering within 20 clusters. Descriptive summaries of participant characteristics by arm will be tabulated. Descriptive statistics for continuous variables will include the mean, standard deviation, median, range and number of observations. Categorical variables will be presented as counts and percentages. The main analysis of the primary and secondary outcomes will be intention-to-treat given that this is a superiority trial. Additionally, per-protocol analyses will be presented for all secondary outcomes. To estimate the treatment effect, a Difference-in-Difference model will compare the mean change in WHZ/WLZ, MUAC, and WAZ. 

For the qualitative data analysis, FGDs and Key Informant Interviews will be recorded and transcribed verbatim in Bangla translated into English using MS Word, and checked by bilingual enumerators for accuracy. Transcripts will be uploaded to MAXQDA and analyzed using both deductive (predefined themes) and inductive (emerging themes) coding. A code mapping exercise will be conducted and finalized as a codebook. Frequency analysis will be used to measure how often themes appear and report as raw counts or percentages. 

Roles and Responsibilities:

· London School of Hygiene and Tropical Medicine and WVI will be the PI and lead in managing the overall research project and stakeholders, providing technical guidance and leading design workshop for the PDH MAM research. 
· WVK will be funding the project in FY25-FY27, provide project management support.
· WVB will be the field partner that obtains permission from the Ministry of Health and other in-country partners (e.g. local academic partner) to conduct the field visits and the research. WVB will oversee the day-to-day program implementation for the research. 
· Local Partner will assist in data collection at Baseline, 3 months and 6 months to avoid conflict of interest and will assist in the translation and data cleaning of the qualitative data analysis and drafting parts of manuscripts. 
 
5. ASSIGNMENT OBJECTIVE
The main objective of this research proposal is to conduct the PDH MAM research in Mymensingh Division This will serve as evidence for the National Institute of Nutrition (NIN) and Ministry of Health to consider PDH as an appropriate approach to treat and prevent moderate wasting in Bangladesh. It will also address a large evidence gap in literature in non-specially formulated foods (dietary approach) to treat and prevent moderate wasting, especially in Asia where greater than 70% of wasting is found, yet limited studies have been conducted. 
  
6. METHODOLOGY

1. Prior to attending the field visit, LSHTM/WVI will facilitate a design workshop to finalize the research design and study protocols including developing the quantitative and qualitative tools. We will work on preparing for the field visit, ensure all permission is granted by appropriate partners in-country, and finalize an agenda for data collection logistics. 
2. LSHTM/WVI will work with WVB to develop consent forms and finalize all tools to submit for IRB approval in Bangladesh to Dhaka University and LSHTM. The consent forms will all be translated and printed prior to the field visit. 
3. PDH, CCC, and anthropometry refresher trainings will be conducted for project staff so they could conduct the refresher trainings for the volunteers and commune health staff.
4. Baseline will be conducted by the local academic partner.
5. Program will begin and data collected at appropriate times.
6. Midline will be conducted by the local academic partner at 3 Month.
7. Endline will be conducted by the local academic partner at 6 Months.
8. Data analysis will be conducted by the local partner and LSHTM. 
9. LSHTM/WVI will organize a dissemination workshop with WVB, NIN, and MOH. 

7. DATA COLLECTION TIMELINE (Tentative) 

	Start Date 
	October 1, 2025 (Project Start date) 

(Data Collection: April 2026 (Baseline) and July 2026 (Midline) and if funding allows, Oct 2026 (Relapse)


	End Date
	Sept. 30, 2027



8. EXPECTED TANGIBLE DELIVERABLES

Table 1.0 – Expected Tangible Deliverables
	Deliverables
	Tasks
	Actors
	End Date

	1
	Study Protocol for the overall research 
	Develop the research proposal for the pilot of the laser height/length measuring device with detailed timeline and budget for FY24
	Diane Baik (LSHTM/WVI), WVB
	Oct. 2025

	2
	Submit IRB package for local and international approval
	Consolidate all the docs needed for the IRB package

Submit the IRB package to Dhaka University 
	Mezan/Diane
	Dec. 2025

	3
	Get Local IRB approval
	Pay for IRB when approved
	Mezan/Diane Baik
	Jan/Feb 2026 

	4
	PDH, SOC, and Anthro refresher training workshop and conducting formative research (Situational Analysis and PDI to design Hearth messages and menus)
	Facilitate refresher training workshop for Commune Health workers and volunteers
	WVB and Diane Baik (Share all findings with Diane from Formative Research)
	Jan/Feb 2026

	5
	Formative Research
	PDH – Situational Analysis and Positive Deviance Inquiry
	WVB 
	Jan – March 2026

	6
	Logistical Field Prep 
	Book hotels, mobilize community, mobilize volunteers, health centre staff and experts (WVB)
	Mezan/Diane
	Mar 2026

	7
	Enumerator Training
	Training Enumerators in Anthropometry Techniques, Caregiver Survey, KII/FGD tools 
	Local Partner (overseen by LSHTM/WVB) 
	March 29-31, 2026 (4 days)

	8
	Baseline Data Collection
	Quantitative data collection
	Local Partner with support from WVB and LSHTM
	April 2-7, 2026 (5 Days)

	9
	PDH Implementation in 10 villages

SOC Implementation in 10 villages
	PDH rollout in 10 intervention villages
Provide basic health and nutrition services to SOC villages
	WVB 
	Apr – Jul 2026

	10
	Data Analysis Output
	Data analysis led by Diane 
	Local academic partner, Diane Baik

	Apr 2026

	11
	Midline Evaluation Data Collection 
	Follow-up at Month 3  
	Local Partner, WVB, Diane Baik
	July 2026

	12
	Data Analysis Output
	Data analysis led by Diane 
	Diane Baik, Local Partner

	Jul/Aug 2026

	13
	Relapse Evaluation Data Collection (6 month)
	Follow-up at Month 6 
	Local Partner
	Oct 2026

	14
	Relapse Data Analysis Output
	Data analysis led by Diane 
	Diane Baik, Local Partner

	Nov-Jan 2026

	15
	Manuscript Draft (Quantitative)
	Delegate different sections of manuscript to various team members to write up
	Diane Baik
Local Academic Partner
WVB
	Jan-April 2026

	16
	Manuscript Draft
(Qualitative)
	Delegate different sections of manuscript to various team members to write up
	Diane Baik
Local Partner
WVB
	July 31, 2027

	17
	Dissemination Workshop
	Develop PowerPoint presentation
	Organized by WVB and Diane Baik
All
	November 2027




9. Timeline

	 Topic
 
	Tasks/Activities
 
	FY25
	FY26
	FY27
	FY28

	
	
	Jul 25-Sep 25
	Oct 26-Dec 26
	Jan 26-Mar 26
	Apr 26-Jun 26
	Jul 26-Sep 26
	Oct 26-Dec 26
	Jan 27-Mar 27
	Apr 27-Jun 27
	Jul 27-Sep 27
	Oct 27-Dec 27

	PDH MAM cRCT
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11. BUDGET

As per requirement. 

12. REQUIRED INPUTS AND RESPONSIBILITIES OF DIFFERENT STAKEHOLDERS

WVI/LSHTM will:
· Provide research design and technical leadership
· Build capacity of project staff and provide field support
· Be responsible for leading the develop of data collection tools, data management and analysis
· Serve as the coordinating body between WVB, external partners (LSHTM and local academic partner), and donor (WVK)
· Responsible for resource mobilization, other donor engagement and budget management
· Lead advocacy and dissemination activities

WV Bangladesh will:
· Get approval by all appropriate partners in-country prior to the field visit
· Invite appropriate National Ministry of Health (MOH) staff and National Institute of Nutrition staff
· Submit IRB package to Dhaka University and obtain IRB approval prior to data collection 
· Make arrangements for the field visit to Mymensingh Division and in Purbadhala AP
· Liaise between local academic partner and WVI
· Provide invitation letters so visa can be received in time for WVI staff 
· Arrange for airport pickup and drop off for WVI, WVB, local partners
· Timely coordination when inputs/meetings are required to maintain agreed schedules and quality of end deliverables
· Review and provide feedback for the Final Presentation of findings
· Write, review and provide feedback for final draft of manuscript
· Assist in data cleaning, developing M&E data collection AP, and translation of consent forms (if needed) 

WV Korea will: 
· Provide funds once WVI and WVB issues Direct Charge or PA/SA for the travel expenses
· Review and provide feedback for the Final Presentations of Final Research Findings
13. OUTCOMES FROM RESEARCH:
12.1 Global Health Impact: 
1. Generation of Robust Evidence on Non-Specially Formulated Food (non-SFF) Approaches
· Demonstrate that PDH, using locally available, non-SFF diets, is a viable alternative to traditional supplementary feeding for treating uncomplicated MAM.
· Address the global evidence gap for dietary approaches that do not rely on RUSF or other SFFs, especially critical in low-resource or non-supply chain dependent settings.
2. Thought Leadership in Asia and Beyond
· Position World Vision as a leading voice and innovator in community-based, sustainable solutions for MAM management—especially in the Asian context where local foods are available year-round 
· Open opportunities for cross-learning and replication in similar LMIC settings globally.
3. Contribution to Global Nutrition Policy Dialogue
· Add empirical data to ongoing debates around integrating treatment and prevention of MAM within existing health and community systems.
· Inform broader discussions on revising WHO and national protocols to include alternative, community-based approaches to acute malnutrition.
12.2 Strategic and Programmatic Impact for World Vision:
1. National-Level Advocacy in Bangladesh
· Inform direct advocacy efforts with the Bangladesh Ministry of Health to revise in-country protocols on MAM treatment and prevention.
· Support policy-level recommendations to integrate PDH as a nationally endorsed, scalable approach to MAM.
2. Programmatic Strengthening through Revised PDH+ Manuals
· Revisions of World Vision’s PDH+ training manuals, incorporating updated admission and graduation criteria aligned with research findings.
· Enhance operational guidance for field teams implementing PDH in nutrition-sensitive and nutrition-specific programs.
3. Global Knowledge Dissemination via Webinars
· Conduct internal and external webinars targeting practitioners, donors, and ministries of health.
· Facilitate cross-country learning and engagement with the broader nutrition and health community.
4. Evidence-Based Resource Mobilization
· Provide compelling data and success stories for funding proposals to scale PDH in other regions (e.g., Africa, South Asia).
· Increase donor confidence in investing in sustainable, community-owned solutions to acute malnutrition.
14. Study Protocol


15. Selection criteria and payment milestones.
Technical Proposal – Understanding of the Objectives/ToR-40, Relevant working experience-25, Team Composition-15, Presentation (only who get pass score) 20.
	Criteria Category
	Specific Considerations
	Weight (%)

	1. Technical Proposal Quality
	
	40%

	a. Methodological soundness
	Mixed-methods design, sampling rigor, data triangulation plan, ethical compliance, and alignment with ToR
	15%

	b. Understanding of program context and ToR
	Ability to reflect key objectives, context, and constraints in Bangladesh and program complexity
	10%

	c. Secondary data integration and learning focus
	Approach to literature review, use of program data, and learning/adaptive management strategy
	5%

	d. Work plan and timeline feasibility
	Realistic and detailed timeline, risk mitigation plan, flexibility
	10%

	2. Relevant Experience
	
	25%

	a. Inclusive market systems, WEE, nutrition
	Experience evaluating similar research/studies, or nutrition programs
	15%

	b. Experience in Bangladesh or South Asia
	Contextual knowledge, Bangla-speaking team members, past work with rural and vulnerable populations
	5%

	c. Experience with mixed-methods project reviews
	Showcasing at least 2 similar past assignments with samples
	5%

	3. Team Composition & Expertise
	
	15%

	a. Lead consultant qualifications
	Advanced degree, 7–10+ years in evaluation/research, sector experience (nutrition/anthropometric survey/food security) 
	5%

	b. Team skills mix
	Nutrition, Public Health, enumerators with gender balance, disability inclusion expertise. 
	5%

	c. Data analysis / software skills
	Proficiency in Epi Info/ENA for SMART/SPSS/Stata and mobile data collection (e.g., Kobo, ODK)
	5%

	4. Presentation (only who get pass score) 
	
	20%



Note:
1st stage: Technical proposal will be reviewed within 80 marks, firms who score 70% (56) will call for presentation summary sharing and Q&A
2nd Stage: Presentation consists for 40/50 minutes where consulting firm/consultant will share details discussion on the study process. Score 20 and pass marks 70% (14).
3rd stage: Only those bidders who achieve at least 70% in 1st Stage and 70% in 2nd Stage separately will be shortlisted for QCBS evaluation.

16. Payment for Services and Expenses
	Milestone
	% of Total value

	1.
	After submission of inception report with tools 20% of the total amount shall be made
	20%

	2.
	After submission of final baseline report accepted by WVB 15% of the total amount shall be made
	15%

	3.
	After submission of midline draft report 20% of the total amount shall be made
	20%

	4. 
	After submission of midline final report accepted by WVB 15% of the total amount shall be made
	15%

	5
	After submission of endline draft report accepted by WVB 15% of the total amount shall be made 
	15%

	6
	After submission of endline final report accepted by WVB 15% of the total amount shall be made 
	15%

	Total
	100%


Note: VAT and Tax will be deducted as per government rules and regulations. Quoted price should be including VAT/TAX and all other service prices.



17. Contact Person Details
	Name
	Mezanur Rahman

	Designation
	Lead- Health, Nutrition and WASH, World Vision Bangladesh

	Email
	MdMezanur_Rahman@wvi.org

	Mobile No:
	+88 01713490725





Selection of Villages


Assign intervention to 10 villages and control to 10 villages (20 villages total) 


Purposive Sampling, but assign intervention or control using randomization


Selection of children 6-59 mo with uncomplicated MAM to be followed up at Baseline, 3 Months, and 6 Months


Approximately 20 caregiver-child study participant pair per village (total of 400 caregivers)


Simple Random Sampling from those who meet the inclusion criteria


image1.png
GRADUATION AND REFERRAL FOR PD/HEARTH

MONTH 1 MONTH2 MONTH3

SESSION 1 i~ N~ N L L
hewm | novewst | HowevsT ! HovEvSTT !

DAY1 DAY12 DAY30 DAY 60 DAY 90

[ v

Chack
CHECKNUTRITIONAL STATUS e

‘Weigh Child Wt Gain ‘Wt Gain
¥ N

ATRSK,OR
HEATHYORATRSK"  opemaTe Severe

woxie M M
GRADUATE REPEAT HEARTH (masimum 23 rounds)
—k—
SESSION Il __L {/‘\4
i TouEvaT I
oyt oavi2 DAY30
—H= I 1 REFERTO HEALTH CENTRE
N fchia s st o aheshcnie o
WeighChid  WiGain  WiGain > fNOIH000 B bl et
s Tasesion)
ot — S 3 mnt T —

ept e 1w it i sy, 73t G chd >~ 500 13 5 5003 e, chIG it e He.





image2.emf
PDH_MAM_Study_P rotocol (Dec 15).docx


PDH_MAM_Study_Protocol (Dec 15).docx
Evaluation of Positive Deviance/Hearth (PDH) for Treating Uncomplicated Moderate Acute Malnutrition (MAM) in Bangladesh



Study Protocol







December 4, 2025

Diane Baik






Contents
ABBREVIATIONS	5
1. BACKGROUND	8
1.1 Overview of Positive Deviance/Hearth (PDH), a non-SFF approach	9
2.	RESEARCH DESIGN/METHODOLOGY	11
3.1 STUDY DESIGN	11
3.2 RATIONALE FOR CLUSTER DESIGN	11
3.3 STUDY POPULATION	11
3.4 RECRUITMENT	11
3.5 METHODOLOGY	14
3.6 DATA COLLECTION SCHEDULE	19
3.7 MEASUREMENTS	19
3.8 RANDOMIZATION	19
3.9 REFERRAL MECHANISM	19
3.10 DATA COLLECTORS	19
3.	STATISTICAL ANALYSIS	19
4.	DATA MANAGEMENT	20
5.	ETHICAL CONSIDERATIONS	20
6.	DISSEMINATION PLAN	20
7.	TIMELINE	21
8.	EXPECTED TANGIBLE DELIVERABLES	22
9.	BUDGET	25
Appendix A – Detailed Data Analysis Plan	26
Appendix B – Data Management Plan	32
Appendix C – Information Sheet and Consent Form	40
Appendix D – Ethics Course Certificate and Approvals for Research Degree Students	48
Appendix E – Scope of Work for Local Data Collection Partner	50
Appendix F – Bangladesh’s National IMCI Protocol	51
Appendix G – SAM/Medical Complication Referral Protocol	52
Appendix H – Community Invitation Letter to Participate in Study	53





[bookmark: _Toc215745457]ABBREVIATIONS

AM			Acute Malnutrition

CHWs			Community health workers

FGD			Focus Group Discussions

HAZ			Height-for-Age Z-score

IYCF			Infant and Young Child Feeding

LAZ			Length-for-Age Z-score

LSHTM			London School of Hygiene and Tropical Medicine

MAM			Moderate Acute Malnutrition

MUAC			Mid-Upper Arm Circumference

N/A			Not Applicable

PDH			Positive Deviance/Hearth

RUTF			Ready-to-Use-Therapeutic Foods

SAM			Severe Acute Malnutrition

SD			Standard Deviation

SFF			Specially Formulated Foods	

SOC			Standard of Care

UNICEF			United Nations International Children’s Emergency Fund

WASH			Water and Sanitation, Hygiene

WAZ			Weight-for-Age z-score

WHO			World Health Organization

WHZ			Weight-for-Height z-score

WLZ			Weight-for-Length z-score



KEYWORDS: Acute Malnutrition, Wasting, Uncomplicated Children, Dietary, Food Approach, Non-Specially Formulated Food, Local Nutritious Foods, Rehabilitation, Recovery, Relapse




STUDY SUMMARY

		TITLE

		Evaluation of Positive Deviance/Hearth (PDH) for Treating Uncomplicated Moderate Acute Malnutrition (MAM) in Bangladesh



		DESIGN

		Cluster randomized control trial 



		AIMS

		To evaluate the effectiveness of PDH to rehabilitate uncomplicated moderate acute malnutrition in children 6-59 months of age in Bangladesh. 



		OUTCOME MEASURE

		Primary outcome includes recovery of children aged 6-59 months of age from Moderate Acute Malnutrition without medical complications where recovery is defined as WHZ/WLZ ≥ –2 SD or MUAC ≥ 125 mm (based on admission criterion), and absence of bilateral pitting oedema.



		POP & ELIGIBILITY

		Children 6-59 months in age in Purbadhala Upazila, Mymensingh Division, Bangladesh



		TREATMENT

		Using locally available nutritious foods to rehabilitate uncomplicated moderate acute malnutrition in children 6-59 months of age 



		DURATION

		6 months of data collection and 9 months total research duration










Main Contacts

Chief Investigator

Name: Diane Baik

Address: 10742 Brent Circle, Johns Creek, GA 30097

Email: diane.baik@lshtm.ac.uk	

Phone: +1-929-225-4075

Trial Management Group

[bookmark: _Hlk7688940]Chief Investigator: Diane Baik

Statistician: Diane Baik

Trial Manager: Mezan Rahman

Trial Coordination Centre

For general queries, supply of trial documentation, and collection of data, please contact:

Trial Manager and/or Data Manager: Mezan Rahman

Address: Shanta Western Tower (Level 14), 186 Bir Uttam Mir Shawkat Sarak (Gulshan-Tenjgaon Link Road), Tejgaon Dhaka-1208			

Email: MdMezanur_Rahman@wvi.org

Tel: +88 01713490725			

Clinical Queries

Clinical queries should be directed to Mezan Rahman (in Bangla) or Diane Baik (in English) who will direct the query to the appropriate person.

Sponsor

London School of Hygiene & Tropical Medicine is the main research sponsor for this study.  For further information regarding the sponsorship conditions, please contact the Research Governance and Integrity Office:		

London School of Hygiene & Tropical Medicine

Keppel Street

London WC1E 7HT

Tel: +44 207 927 2626

Email: RGIO@lshtm.ac.uk
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Acute malnutrition (wasting) remains one of the most urgent public health challenges affecting children under five globally. Moderate acute malnutrition (MAM)[footnoteRef:1] alone affects an estimated 31.7 million children, the majority of whom live in non‑humanitarian, food‑secure settings such as South and Southeast Asia. Bangladesh continues to face persistently high rates of wasting—approximately 11% nationally—despite decades of progress in stunting and underweight reduction. In Mymensingh Division, recent screening data indicate prevalence consistently above 10%, with pockets surpassing WHO’s “critical” threshold. These trends underscore the need for new, sustainable, community‑based approaches to MAM management.

Current treatment approaches for MAM largely rely on specially formulated foods (SFFs), including ready‑to‑use supplementary foods and fortified blended foods. However, evidence shows these products improve recovery only moderately and are limited by high cost, frequent stockouts, and lack of integration within routine health and nutrition systems. As a result, MAM services in Bangladesh remain minimal, with children frequently receiving no targeted support until they deteriorate to severe acute malnutrition (SAM). The 2023 WHO guideline recognised these constraints and noted a major evidence gap: no eligible studies have evaluated non‑SFF, sustainable, food‑based approaches for treating MAM in children under five.

Positive Deviance/Hearth (PDH) offers a promising alternative. PDH is a community‑driven, low‑cost nutrition rehabilitation programme that uses locally available nutritious foods, hands‑on cooking practice, caregiver behaviour‑change support, and structured home follow‑up. Unlike product‑based approaches, PDH strengthens caregiver skills, builds local capacity, and is sustainable without external food commodities. Evidence from programme evaluations and a 2023 meta‑analysis suggests PDH can improve weight‑for‑age, weight‑for‑height, and dietary practices, but rigorous trials examining PDH for MAM treatment are lacking.

Given Bangladesh’s food‑secure environment, strong community health platforms, and high MAM burden, it is an ideal context to test PDH as a sustainable treatment model. This study aims to evaluate the effectiveness of PDH compared with Standard of Care (SOC) for treating uncomplicated MAM, contributing urgently needed evidence to national policy, global guidelines, and future scale‑up strategies.
 [1:  MAM in children under 5 years is defined as a weight-for-height (WHZ) or weight-for length z-score (WLZ) below -2 standard deviation (SD) and equal to and above or equal to -3SD on the WHO growth chart or mid-upper-arm-circumference (MUAC) less than 125mm and above or equal to 115cm and without bilateral pitting oedema that starts in the feet and can progress up the legs, face, and body (1).] 


[bookmark: _Toc215745459]1.1 Overview of Positive Deviance/Hearth (PDH), a non-SFF approach

PDH was developed in Vietnam in 1990 by Save the Children and Tufts University. It is a community-based, non-SFF approach for treating uncomplicated underweight and MAM and SAM children who pass the appetite test, while promoting caregiver behaviour change. PDH identifies “Positive Deviants” – families with low income but successful practices that enable their children to be well-nourished without external interventions. Most PDH programs admit children with WAZ<-2 and discharge at WAZ≥-2. 

A formative research, including 24-hour recall, observation walks, market surveys, and seasonal   calendars, identifies locally available, low-cost, nutrient-dense foods for PDH menus. Caregivers participate in 12-day education sessions (referred to as ‘Hearth’), contributing local ingredients (e.g. blackjack, wild green leafy plant in Zambia high in vitamins, iron, and zinc; very low in cost) or resources (e.g., firewood or drinking water). Meals meet calorie (≥600kcal), protein (≥25g), vitamin A (≥300 RAE), vitamin C (≥15mg), iron (≥8mg), and zinc (≥3mg) requirements and use an electronic menu calculator. Meals including snacks are small (250–300g), culturally acceptable, and easy to consume. Volunteers provide two weeks of follow-up visits to reinforce behavior changes. Children are discharged after 90 days (12 weeks) if they reach WAZ≥-2. Sample menus used to rehabilitate underweight children across Asia and Africa was published by World Vision. 



2. [bookmark: _Toc215663957][bookmark: _Toc215745460]AIM AND OBJECTIVES

2.1 AIM
The overall aim of this study is to evaluate the effectiveness of the Positive Deviance/Hearth (PDH) programme as a sustainable, community-based, non–specially formulated food (non-SFF) approach for treating children aged 6–59 months with uncomplicated moderate acute malnutrition (MAM) in food-secure, resource-constrained settings in Bangladesh.

2.2 SPECIFIC OBJECTIVES
1. To determine whether PDH combined with Standard of Care (SOC) achieves higher Day-90 discharge rates 
   among children with uncomplicated MAM compared to SOC alone.
   • Discharge defined as: 
     – WHZ/WLZ ≥ –2 SD or MUAC ≥ 125 mm (based on admission criterion),
     – WAZ ≥ –3 SD, and 
     – Absence of bilateral pitting oedema.

2. To assess Day-90 nutritional recovery among children with uncomplicated MAM using simplified criteria: 
   • WHZ/WLZ ≥ –2 SD or MUAC ≥ 125 mm, and 
   • No bilateral pitting oedema.

3. To evaluate secondary outcomes including:
   • Average daily weight gain and MUAC gain,
   • Defaulting rates,
   • Average daily weight gain at 90 days

   • Average daily MUAC gain at 90 days

   • Difference in Relapse comparing discharge criteria

   • Comparison of MAM recovery for high risk vs. low risk MAM (if any of the following are present)

· High Risk:  MUAC 115-119mm or WHZ between -2.8 to -3.0; with contextual or household risk factors including:

· Weight loss in past 30 days

· Child < 12 months

· Low birthweight or preterm history

· Caregiver unable to provide adequate feeding or care do to working mother and requires migration

· Food insecurity or lack of access to nutritious foods (more than 6 months of the year)

· Poor access to functioning latrine

· Maternal mental health issues

· Low Risk: MUAC >119mm or WHZ >-2.8; with contextual or household risk factors including:

· No weight loss in past 30 days

· Child ≥12 months

· Not Low birthweight or no preterm history

· Caregiver able to provide adequate feeding or care 

· Food insecurity or lack of access to nutritious foods (for 6 months or less in the year)

· Access to function latrine

· No maternal mental distress

Changes in WHZ/WLZ, WAZ, HAZ/LAZ, and MUAC,
   • Dietary diversity, feeding practices, illness symptoms, and care-seeking behaviour,
   • Household food insecurity, WASH practices, and caregiver wellbeing.
   • Rate of nutritional relapse at Day 180 (six months after enrolment), defined as a return to MAM or progression to SAM after initial recovery.

4. To examine the social norms and systemic challenges that children with MAM and their caregivers previously faced in accessing nutrition services, treatment, and community support. Through in-depth interviews and focus group discussions structured by RE-AIM and ExpandNet frameworks, the study will explore caregiver perceptions of illness and recovery, barriers to seeking care, experiences with existing health and nutrition programs, and factors that shaped adherence to recommended feeding practices. These insights will be used to assess how the PDH model influenced care-seeking behaviours, service uptake, and household decision-making, as well as to identify opportunities and constraints for scaling the intervention within Bangladesh’s current political and health system context.

Qualitative Research Question #1: How do caregivers, volunteers, and Ministry of Health staff describe the ways in which participation in PDH has changed recognition and management of MAM, caregiving practices, use of services, and perceived child health and nutrition, compared with their experiences before PDH and with routine government nutrition services?

Qualitative Research Question #2: How do stakeholders perceive the feasibility, acceptability, and fit of PDH within existing Ministry of Health systems, resources, and policies, and what opportunities and challenges do they identify for expanding and sustaining PDH at scale in the current Bangladeshi context?

The study will conduct:

   • 4 Focus Group Discussions (FGDs) with PDH caregivers and volunteers (only PDH arm)
   • 4 Key Informant Interviews (KIIs) with Ministry of Health staff.

Using small set of overarching questions about PDH’s impact and scalability structured by the RE-AIM and ExpandNet frameworks.

5. To explore the cost-effectiveness of the PDH approach compared to SOC-only, assessed as cost per child recovered at Day 90 using the Innovation for Poverty Action Cost-Effectiveness Analysis and excel costing tool.

These objectives align with global research gaps identified by WHO and respond to the national need for evidence on sustainable food-based approaches to MAM management in Bangladesh.

3. [bookmark: _Toc215745461]RESEARCH DESIGN/METHODOLOGY

[bookmark: _Toc215745462]3.1 STUDY DESIGN

This study is a cluster-randomized controlled superiority trial conducted in 20 villages in Purbadhala Upazila, Mymensingh Division, Bangladesh. Villages serve as clusters and will be randomized 1:1 to either:

(1) PDH + Standard of Care (SOC), or (2) SOC-only.

[bookmark: _Toc215745463]3.2 RATIONALE FOR CLUSTER DESIGN

Cluster randomization minimizes contamination because caregivers within the same village frequently share feeding practices, food resources, and caregiving behaviours.

[bookmark: _Toc215745464]3.3 STUDY POPULATION

Children aged 6–59 months with uncomplicated MAM, defined as:

· WHZ/WLZ < –2 SD and ≥ –3 SD OR MUAC <125 mm and ≥115 mm,

· No bilateral pitting oedema,

· No medical complications, and

· Passing an appetite test (consuming home meal within 45 minutes[footnoteRef:2]). [2:  National guidelines say, for appetite tests: Children 24 months and older must eat approximately ⅓ of a meal (≈ 80 g or 5.5 tablespoons) and children 6–23 months must eat approximately ¼ of a meal (children 6-11 months approximately ½ to 1 tablespoons ≈ 10g and children 12-23 months approximately 1-2 tablespoons ≈ 20-40g). It may be hard to estimate the amount of food eaten, but the child must eat a reasonable amount spontaneously.
] 
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A census and village-wide anthropometric screening will be conducted 2–4 weeks pre-baseline to identify eligible children. If more than 20 eligible children are identified in a village, all MAM children will be included in the study. A local partner will be recruited to collect the data at Baseline, Day 90 (3 Month) and Day 180 (6 month). The scope of work for the local partner can be found in Appendix E.

3.4.1 Inclusion/Exclusion Criteria

A detailed summary of the inclusion and exclusion criteria can be found in Table 1. Below is a description of the specific criteria used to assess each potential child participant in the study:

1. Age of child: All children included in the study must be 6-53 months of age at Baseline.

2. Measure MUAC, weight and height/length, and assess for oedema: 

1. Measure MUAC

2. Check for Oedema

3. Measure weight and height/length

4. If child meets the criteria below, child can potentially be enrolled in study:

i. WHZ/WLZ <-2SD and ≥-3SD and/or MUAC <125mm and ≥115mm

ii. No Oedema on feet

Children severely wasted (MUAC<115mm and/or WHZ or WLZ<-3.0) will be referred to the Referral Facility and given Nutritional Management, which is a therapeutic food equivalent to F100 that is recommended by the World Health Organization (WHO) for the management of SAM in recovery phase.  

3. Pass appetite test. Please see below for the procedure to conduct an appetite test.

1. Ask the caregiver to wash their hands and the child’s hands with soap.

2. Offer the nutrient-dense meal (Hearth meal) and encourage the mother/caregiver offer small amounts of the meal to the child by hand or spoon, in the same way feeding is normally done and watch to see if the child eats. This is called an “appetite test”.

3. If the child is reluctant to eat, the caregiver should move to a quiet and private area to encourage the child to take the nutrient-dense meal. This may take up to 45 minutes. Explain the test clearly so the caregiver understands the child should try to eat voluntarily, without force.

4. Allow enough time. The test should take 20-45 minutes, allowing the child to eat at their own pace. No rushing, no forcing, no pressure.

5. Observe the child. The health worker should watch for:

· Does the child show interest?

· Are they swallowing normally?

· Do they refuse repeatedly or seem unable to eat?

6. Determine whether appetite is “good enough” according to the National Protocols. Use minimum thresholds as:

· 6-11 months approximately ½ to 1 tablespoons ≈ 10g

· 12-23 months approximately 1-2 tablespoons ≈ 20-40g

· 24 months and older must eat approximately ⅓ of a meal (≈ 80 g or 5.5 tablespoons)

· (It may be hard to estimate the amount of food eaten, but the child must eat a reasonable amount spontaneously.)

7. Decide the treatment pathway

· If the child eats the minimum amount:
→ include in the study

· If the child refuses or cannot eat enough:
→ refer to inpatient care for further assessment, management of complications, and feeding support.

8. Document the result:

Record if the child has good appetite or not and whether the child was referred to inpatient care. Ensure caregivers of children referred to inpatient care have transportation to go to the inpatient care and follow-up within a two to three days to ensure the child is receiving medical attention. 

4. Check for Medical Complications: All children 6-53 months of age will be screened with the Ministry of Bangladesh IMCI protocol to ensure they do not have any medical complications (e.g. no features of severe illness as defined by Integrated Management of Childhood Illness – no severe nausea/vomiting, no severe dehydration or pneumonia) (see Annex F for National IMCI screening questions and Annex G for the referral protocol). Children with medical complications will be referred to appropriate health services and not included in the study.



5. Basic immunization, Vitamin A, and deworming given: Children should have received age-appropriate immunization and if the child is 12 months or older, the child should have received Vitamin A supplementation and deworming in the past 6 months. If the child has not received age-appropriate immunization and/or Vitamin A or deworming in the past 6 months, health workers should provide the immunization, Vitamin A and/or deworming minimum 2 weeks before the interventions begin. 

Table 1 – Summary of Study Inclusion and Exclusion Criteria and Referral Protocol

		

		Inclusion

		Exclusion

		Next Steps if Child falls in Exclusion Criteria



		Age of Child

		6-53 months of age at time of Baseline

		<6 months of age or older than 53 months of age

		Encourage caregiver to continue taking children regular Growth Monitoring and Promotion (GMP)



		Acute Malnutrition Status

		· WHZ/WLZ <-2SD and ≥-3SD 

and/or 

· MUAC <125mm and ≥115mm

and

· No Oedema on feet

		· WHZ/WLZ <-3SD or ≥-2SD 

and 

· MUAC <115mm and ≥125mm

or

Has Oedema on feet

		For SAM children, refer child to outpatient or inpatient facility (Refer to Appendix G for exact protocols to follow)



		Appetite Test

		· Passed Appetite Test

		· Failed Appetite Test

		Refer child to inpatient care (Appendix F)



		Medical Complications

		No medical complications (e.g. features of severe illness as defined by Integrated Management of Childhood Illness in Appendix F – no severe nausea/vomiting, no severe dehydration or pneumonia) 

		Yes, child has medical complications

		Refer child to health facility. Ensure caregiver has transportation to go and follow-up within 2-3 days to ensure medical treatment was given to child



		Basic immunization, Vit. A, Deworming

		Child should have age appropriate immunization, and should have received Vitamin A and deworming within the last 6 months and if not, ensure health workers provide it within 2 weeks before starting interventions

		Do not admit child if caregiver refuses to immunize child and refuses admission of Vitamin A and/or deworming prior to starting interventions

		Inform caregiver in the importance of immunization and administering Vitamin A and/or deworming to child and ask for permission to have child immunized and/or Vitamin A/deworming provided.



		Next Step

		If all above inclusion criteria are met, include child into study

		If child falls into any exclusion criteria, refer to the Next Steps column to know how to proceed

		







[bookmark: _Toc215745466]3.5 METHODOLOGY

A mass nutrition screening/census will be conducted in all 20 villages to identify the potential child participants for the study that meet the inclusion criteria 2-4 weeks prior to the Baseline assessment. In addition, formative research will be conducted including a wealth ranking, transect walk, market survey, focus group discussion, seasonal calendar, and positive deviance inquiry (PDI) including 24-hour recall will be conducted to identify the major challenges contributing to malnutrition in the community, including behaviours, cultural beliefs, and food taboos. Positive Deviant households, which are low resource (poor) households with healthy children will interviewed and observed in a 1-2 hour interview/observation session using tools from World Vision’s Positive Deviance/Hearth Training of Facilitators Manual[footnoteRef:3] to identify local solutions and design them into six key messages for the Hearth (Education) sessions. The formative research results will be used to also design the nutrient-dense rehabilitation menu that will be cooked by the participant caregivers during the Hearth sessions. The participant caregivers will contribute most of the ingredients for the rehabilitation menu as well. Hearth sessions will run for 1-2 days per day for 12 days in total. Table 2 outlines the interventions and protocols for PDH and SOC.  [3:  https://www.wvi.org/nutrition/publication/pd-hearth-training-facilitators-manual ] 


Table 2 – Nutritional protocol and interventions for PDH and SOC

		Topics

		PDH

		SOC



		Program preparation and design

		· Formative research conducted using WV PDH Trainer of Facilitator manual to design 6 key contextualized messages and design 2 nutrient-dense meals (Hearth meal) consisting of locally available low cost foods

· Ensure all children are given age appropriate immunization, deworming, and Vitamin A in past 6 months at least 2 weeks before starting Hearth sessions

		· Provide health and nutrition counselling to caregivers using the timed and targeting counseling manual (IYCF practices, disease prevention and basic treatment (diarrhea, acute respiratory infection) and nutrition care during illness (following National IMCI protocol)

· Ensure all children are given age appropriate immunization, deworming, and Vitamin A in past 6 months



		Admission Criteria

		· WHZ/WLZ <-2SD and ≥-3SD or MUAC <125mm and ≥115mm

· No medical complications (e.g. no features of severe illness as defined by Integrated Management of Childhood Illness – no severe nausea/vomiting, no severe dehydration or pneumonia) (68)

· No Oedema on feet

· Pass Appetite Test 

		· WHZ/WLZ <-2SD and ≥-3SD or MUAC <125mm and ≥115mm

· No medical complications (e.g. no features of severe illness as defined by Integrated Management of Childhood Illness – no severe nausea/vomiting, no severe dehydration or pneumonia) (68)

· No Oedema on feet

· Pass Appetite Test 



		Treatment Frequency and Group Size

		· 12 Days of Hearth (8-10 caregivers-children pair per Hearth session) (about 2 hours per session)

· Caregivers bring all low cost, nutrient-dense ingredients for Hearth meal and cook it together to practice and learn (if too poor, caregivers are allowed to bring firewood or water to be used at the session); children fed Hearth meal (consecutive 12 times), Caregivers given 6 key Hearth messages twice in 12 days (1 message per day)

		· Meet once a month with health workers during GMP (10 mins) to monitor children’s growth and identify undernutrition or growth failure, counsel mothrs about proper breastfeeding and complementary feeding and child caring practices

· Meet once a month with health workers to receive IYCF counselling (10-15 caregivers)

· Involve caregivers in general Hygiene promotion session for all households in community

· Pregnant or lactating caregivers receive one-on-one Timed and Targeted Counselling – 13 home visits for the first 1000 days (4 antenatal visits during pregnancy, 3 visits within the 1st week of life and 6 visits between 1-23.9 months of age) by community health workers and volunteers

· Caregivers receive an orientation on homestead gardening/poultry rearing to address household’s nutritional needs



		Source of Food Contribution

		· Caregivers bring most ingredients for Hearth meal and cook it together to practice and learn (use low cost, nutrient-dense foods identified through formative research)

		· Caregivers bring some ingredients for cooking demonstrations during IYCF counselling 



		Follow-up protocol

		· 2 weeks of Follow-up by volunteers using mobile phones (2-3 times a week to ensure behaviour change sustained at home)

· Repeat Hearth if child did not rehabilitate at 3 months

· Hearth sessions repeat once every 3 months

· Assess recovery at 3 months (Day 90)

· Assess relapse at 6 month follow-up (Day 180)

		· SOC group will be provided opportunity to join PDH program at end of study  

· Assess recovery at 3 months (Day 90)

· Assess relapse at 6 month follow-up (Day 180)



		Dosage of non-SFF

		Supplementary Nutrient Dense Hearth Meal given for 12 days:

· Calorie (600–800 kcal), protein (25–27g), vitamin A (300 RAE), vitamin C (15–25mg), iron (≥8mg), and zinc (≥3mg) requirements - electronic menu calculator used

		1 cooking demonstration conducted during IYCF group meeting:

· Utilize one of the PDH menus



		Criteria for Cured/Recovered

		· WHZ/WLZ≥-2.0SD and/or MUAC≥125mm (dependent on which criteria the child was admitted on) and WAZ≥-3.0SD up to Day 90

· No Oedema on feet

· The children who did not recover after 1 round of Hearth in the first 3 months will repeat in another round of Hearth (recovery criteria of WAZ≥-2SD in addition to above)

		· WHZ/WLZ≥-2.0SD and/or MUAC≥125mm (dependent on which criteria the child was admitted on) and WAZ≥-3.0SD up to Day 90

· No Oedema on feet



		Criteria for Defaulter

		· Absent more than 2 times over 90 days from Hearth session

		· Absent more than 2 times over 90 days from IYCF counselling group meeting



		Relapse 

		· Become MAM or SAM after recovery at Day 180

		· Become MAM or SAM after recovery at Day 180



		CHW Supervision

		· Project staff supervise Hearth volunteers monthly

		· Project staff supervise CHWs monthly



		Referral to Health Facility

		· Child referred to health facility if child is SAM (MUAC<115mm and/or WHZ/WLZ<3.0SD or oedema present), or has medical complications or poor appetite

· If child does not gain minimum 400g within 30 days after second round of Hearth, child is referred to health facility for underlying medical complications

		· Child referred to health facility if child is SAM (MUAC<115mm and/or WHZ/WLZ<3.0SD or oedema present), or has medical complications or poor appetite







The selected villages will be mobilized and invited to participate in the study (see community invitation letter attached in Appendix H). Villages to be included in the study were identified using secondary nutrition assessment data conducted by the Ministry of Health in February 2025:

		

		Village/Mahalla:

		Total U5 measured in 2025

		Total Number of Wasted Children

		Wasting

Prevalence (%)

		Union



		1

		Shuvokhi

		123

		53

		43.1

		Goalakhanda



		2

		Kamalpur

		86

		29

		33.7

		Goalakhanda



		3

		Gohalakhada

		98

		30

		30.6

		Goalakhanda



		4

		Alipur

		81

		23

		28.4

		Goalakhanda



		5

		Lawkhi

		122

		34

		27.9

		Goalakhanda



		6

		Jalsuka

		116

		30

		25.9

		Goalakhanda



		7

		Saldigha Roynagar

		126

		29

		23

		Goalakhanda



		8

		Kismot varenga

		101

		21

		20.8

		Goalakhanda



		9

		Ichhabpur

		231

		46

		19.9

		Goalakhanda



		10

		Mohisber

		153

		29

		19

		Goalakhanda



		11

		Daspara

		37

		23

		62.2

		Kalishaur



		12

		Dhara

		122

		61

		50

		Kalishaur



		13

		Jhaoani

		52

		24

		46.2

		Narindia



		14

		Tulabide

		46

		21

		45.7

		Narindia



		15

		Narandia

		188

		42

		22.3

		Narindia



		16

		Nornarayanpur

		136

		29

		21.3

		Narindia



		17

		BONPARA

		136

		29

		21.3

		Kalishaur



		18

		Nizampur

		123

		34

		27.64

		Goalakhanda



		19

		Hatinachanda

		155

		47

		30.32

		Goalakhanda



		20

		Bade varenga

		98

		28

		48.27

		Goalakhanda







For the study, a mass nutrition screening/census will take place in all 20 villages (Feb/March 2026) prior to the Baseline (March/April 2026) to ensure adequate MAM children are identified in each village. If additional villages are needed to meet the sample size, additional villages may be added.

A baseline assessment will be conducted once the child-caregiver participant pairs consent to being included in the study. The SOC or PDH+SOC intervention will be randomly assigned at village level and the selected villages will be far apart enough that contamination will be prevented.

[image: ]

Figure 1. Schedule of enrolment, interventions, and assessment (PDH protocol)

The PDH village child-caregiver participants pairs will begin PDH within 1 week of the baseline assessment. All PDH education sessions will begin within the first 2 weeks of April 2026, following the PDH protocol in Figure 1. SOC services will be provided by health workers and volunteers, supported by World Vision. PDH will be implemented by PDH volunteers with support from World Vision. All refresher trainings for IMCI, GMP, and anthropometry will be provided by World Vision and PDH volunteer training will be provided by World Vision Bangladesh using the PDH Volunteer Training Manual[footnoteRef:4].  [4:  https://www.wvi.org/nutrition/publication/positive-deviance-hearth-volunteer-training-manual ] 


[bookmark: _Toc215745467]3.6 DATA COLLECTION SCHEDULE

Data collection will be conducted by a third party local partner to avoid conflict of interest. The local partner under the supervision of the Chief Investigator will conduct the enumerator trainings prior to each data collection period. A standardization exercise with children will be included as part of the enumerator’s anthropometry training. The Emergency Nutrition Assessment (ENA) software will be used at the end of each day to assess the anthropometry data quality and refresher trainings will be provided to enumerators as needed before the next day’s data is collected. All quantitative and qualitative questionnaires will be field tested to ensure translation from English to Bangla was done smoothly. Enumerators will use KoboCollect to enter data into password protected phones. The Kobo tool will have warnings and prompts to ensure implausible data is flagged upon data entry and data could be rechecked immediately. Data will be uploaded to a server in Bangladesh and all data will be de-identified prior to exporting outside the country. Only the supervisory local partner and chief investigator will have access to the identifiable data. For more information on data management procedures, refer to Appendix B. 

Data will be collected at:

· Baseline (Day 1 quantitative assessment collected by local partner)

· Day 12, Day 30, Day 60 (monitoring data collected by PDH volunteers)

· Day 90 (primary outcome; quantitative and qualitative assessments collected by local partner)

· Day 180 (relapse assessment and recovery after 2nd round of Hearth collected by local partner)

[bookmark: _Toc215745468]3.7 MEASUREMENTS

Quantitative Data (Day 1, Day 90, Day 180):

· Child anthropometry: weight, MUAC, height/length using WHO techniques.

· Caregiver interviews covering feeding practices, WASH, food security, illnesses, and household factors.

Qualitative Data (Day 90):

· 4 Focus Group Discussions (PDH caregivers and volunteers),

· 4 Key Informant Interviews (Ministry of Health staff)

[bookmark: _Toc215745469]3.8 RANDOMIZATION

Each village will be assigned a number (1–20) and will be randomly assigned to PDH+SOC or SOC-only using the Emergency Nutrition Assessment (ENA) software.

[bookmark: _Toc215745470]3.9 REFERRAL MECHANISM

Any child showing medical complications during screening or follow-up will be immediately referred to the nearest health facility following the National Integrated Management of Childhood Illness (IMCI) protocols (Refer to Appendix F). Any identified SAM children will be referred to outpatient facilities and if the child has poor appetite or other medical complications, child will be referred to the in-patient facilities (as per the national CMAM guidelines) and transportation will be provided by World Vision. All referral cases and adverse events will be recorded and reported to the Data Security and Management Board (DSMB). The DSMB charter can be found in Appendix I. In addition, WV staff and health workers will follow-up with these household within 2-3 days of referral to ensure medical treatment was sought. 

[bookmark: _Toc215745471]3.10 DATA COLLECTORS

A local academic or data collection consultancy will conduct all quantitative and qualitative data collection. All enumerators will be trained by the local partner, under the supervision of the chief investigator and will work in pairs (20 enumerators in 10 pairs).

4. [bookmark: _Toc215745472]STATISTICAL ANALYSIS

Statistical analysis will be conducted at the individual level with appropriate adjustment for clustering within 20 clusters. Descriptive summaries of participant characteristics by arm will be tabulated. Descriptive statistics for continuous variables will include the mean, standard deviation, median, range and number of observations. Categorical variables will be presented as counts and percentages. The main analysis of the primary and secondary outcomes will be intention-to-treat given that this is a superiority trial. Additionally, per-protocol analyses will be presented for all secondary outcomes. To estimate the treatment effect, a Difference-in-Difference model will compare the mean change in WHZ/WLZ, MUAC, and WAZ (see Appendix A for the detailed statistical analysis plan). 

5. [bookmark: _Toc215745473]DATA MANAGEMENT

The detailed data management plan of the software and devices to be used to collect and analyze the data for the study can be found in Appendix B. 

6. [bookmark: _Toc215745474]ETHICAL CONSIDERATIONS

Ethical approval will be sought from LSHTM’s ethics committee Dhaka University of Health Economics Ethics Committee. Written consent will be sought by all caregivers prior to collecting any data including taking anthropometric measurements and conducting caregiver surveys. The consent form will include a statement about agreeing to participate in they study and that all information gathered are free to be used under the condition of keeping the identity of the child and caregiver, confidential and that they are able to withdraw from the study at any time. In addition, written consent will be sought prior to conducting Focus Group Discussions and Key Informant Interviews and the information sheet and consent forms can be found in Appendix C. See ethics training certificate in Appendix D.

7. [bookmark: _Toc215745475]DISSEMINATION PLAN

The dissemination plan ensures that findings from the PDH MAM trial are shared with all relevant scientific, governmental, and community stakeholders in Bangladesh and internationally. Key components include:

7.1 National-Level Dissemination
   • Presentation of results to the Ministry of Health and Family Welfare (MOH), including the Institute of Public Health Nutrition (IPHN).  
   • Policy briefings for district and upazila health authorities in Mymensingh Division.  
   • Sharing findings with community health worker supervisors, Health Assistants, and local partners involved in intervention delivery.

7.2 Community Dissemination
   • Village-level dissemination meetings with caregivers, PDH volunteers, and community leaders.  
   • Use of simplified Bengali-language summaries and visual materials to ensure accessibility.  
   • Feedback sessions to support future local scale-up of PDH practices.

7.3 Academic Dissemination
   • Submission of at least one manuscript to a peer‑reviewed open‑access global nutrition or public health journal.  
   • Presentation of findings at national and international conferences related to maternal–child nutrition, public health, 
     community-based management of malnutrition, and implementation science.  
   • Inclusion of results in the PhD thesis submitted to LSHTM.

7.4 Global Nutrition and Humanitarian Community
   • Sharing findings with UNICEF, WHO, the Global Nutrition Cluster, and the Complementary Feeding Collective.  
   • Uploading anonymised datasets and study tools to LSHTM’s Data Compass repository with a DOI to enable transparent and responsible data reuse.

7.5 World Vision 
   • Dissemination workshops with World Vision Bangladesh and World Vision International technical teams.  
   • Integration of findings into World Vision’s internal PDH guidance, training materials, and operational recommendations for non‑SFF MAM treatment in food-secure contexts.

All dissemination will maintain strict confidentiality. No identifiable information will appear in reports, presentations, or publications.


8. [bookmark: _Toc215745476]TIMELINE

		Phase

		Key Activities

		Timeline

		Persons Responsible



		Preparation & IRB

		Ethics submission and approval, staff mobilization, caregiver survey and KII/FGD tools development and translation, KoboTool Development

		Oct 2025 – Feb 2026

		LSHTM/WVI/WVB



		Formative Research

		PDH – Situational Analysis and Positive Deviance Inquiry

		Jan – Feb 2026

		WVB



		Enumerator Training

		Training Enumerators in Anthropometry Techniques, Caregiver Survey, KII/FGD tools 

		March 29-31, 2026 (4 days)

		Consultancy (overseen by LSHTM/WVB)



		Baseline Data Collection

		Quantitative data collection

		April 2-7, 2026 (5 Days)

		Consultancy with support from WVB and LSHTM



		PDH Implementation



SOC Implementation

		PDH rollout in 10 intervention villages

Provide basic health and nutrition services to SOC villages

		Apr – Jul 2026

		WVB



		Midline Data Collection

		Follow-up at Month 3 Quantitative Data collection & FGD/KIIs

		July 19-21 for Enumerator Training & 

Jul 22-27 for Data Collection 

(8 Days)

		Consultancy



		Relapse Follow-up

		6-month follow-up of recovered children (Quantitative Data collection)

		Oct 18-19 for Enumerator Training & 

Oct 20-22 for Data Collection

(5 Days)

		Consultancy (overseen by WVB)



		Dissemination

		Final data sharing and report dissemination

		February 2026

		LSHTM/Consultancy





9. [bookmark: _Toc215745477]EXPECTED TANGIBLE DELIVERABLES

		Deliverables

		Tasks

		Actors

		End Date



		1

		Study Protocol for the overall research 

		Develop the research proposal for the pilot of the laser height/length measuring device with detailed timeline and budget for FY24

		Diane Baik (LSHTM/WVI), WVB, Local Academic Partner



		Oct. 2025



		2

		Submit IRB package for local and international approval

		Consolidate all the docs needed for the IRB package



Submit the IRB package to Dhaka University 

		Mezan/Diane/Grana

		Nov. 2025



		3

		Get IRB approval

		Pay for IRB when approved

		Mezan/Diane Baik

		Jan. 2026 



		4

		PDH, CCC, and Anthro refresher training workshop and conducting formative research (Situational Analysis and PDI to design Hearth messages and menus)

		Facilitate refresher training workshop for Commune Health workers and volunteers

		WVB and Diane Baik (Share all findings with Diane from Formative Research)

		Jan/Feb 2026



		5

		Logistical Field Prep 

		Book hotels, mobilize community, mobilize volunteers, health centre staff and experts (WVB)

		Mezan/Diane

		Feb/Mar 2026



		6

		Baseline Evaluation Data Collection

		Conduct data collection

		Local academic partner

WVB

Diane Baik

		Mid-Mar 2026



		7

		PDH Implementation in 10 villages

		Begin conducting PDH in 10 villages (some villages may need to implement 2 Hearth sessions at one time)

		WVB

		End-Mar/Beginning of April 2026



		8

		Data Analysis Output

		Data analysis led by Diane 

		Local academic partner, Diane Baik



		Apr 2026



		9

		Midline Evaluation Data Collection 

		Follow-up at Month 3  

		Local Academic Partner, WVB, Diane Baik

		May/Jun 2026



		10

		Data Analysis Output

		Data analysis led by Diane 

		Diane Baik, Local Academic Partner



		Jun/Jul 2026



		11

		Relapse Evaluation Data Collection (6 month)

		Follow-up at Month 6 

		Local Academic Partner

		Aug 2026



		12

		Relapse Data Analysis Output

		Data analysis led by Diane 

		Diane Baik, Local Academic Partner



		Sept 2026



		13

		Manuscript Draft

		Delegate different sections of manuscript to various team members to write up

		Diane Baik

Local Academic Partner

WVB

		Dec 2026



		14

		Endline Evaluation Data Collection (12 month)

		Conduct Data Collection

		Local Academic Partner, WVB, Diane Baik

		Feb/Mar 2027



		15

		Data Analysis Output

		Data analysis led by Diane 

		Diane Baik, Local Academic Partner



		April 2027



		16

		Manuscript Draft

		Delegate different sections of manuscript to various team members to write up

		Diane Baik

Local Academic Partner

WVB

		July 31, 2027



		17

		Dissemination Workshop

		Develop PowerPoint presentation

		Organized by WVB and Diane Baik

All



		November 2027







10. [bookmark: _Toc215745478]BUDGET








[bookmark: _Appendix_A_–][bookmark: _Toc214887813][bookmark: _Toc215745479]Appendix A – Detailed Data Analysis Plan

		Study 2: Outcome

		Statistical Method Used

		Statistical Software

		Time of Data Collection



		Descriptive Analysis (Basic characteristics of caregivers and children at Baseline)

		



		Proportion of children with AM (WHZ/LHZ<-2 and/or MUAC <115mm for PDH+SOC vs. SOC group) 

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Proportion of children with Underweight (WAZ<-2)

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Proportion of children with Stunting (HAZ/LAZ <-2)

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Proportion of children with low birth weight 

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Mean household size 

		Report Counts, Mean, 95% CI, p-value

Assess baseline balance between arms using independent t-test 

		R-Studio or SPSS

		Baseline



		Proportion of ethnic minority household

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Proportion of children 6-23 months of age who are continuing breastfeeding

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Primary caregiver’s highest level of education 

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Household Income quintile (USD)

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Source of Household Income 

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Main Primary Caregiver (e.g. Mother, Grandmother, Father, etc.)

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline



		Food Insecurity Experience Scale (FIES)

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Independent t-test

		R-Studio or SPSS

		Baseline



		Proportion of children with minimum dietary diversity score

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline



		Proportion of children with minimum meal frequency

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline



		Proportion of primary caregivers in psychological distress

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline



		Proportion of children with disability

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline



		Proportion of children who received deworming in the past 6 months

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline



		Proportion of children 6-59 months consuming ultra-processed foods and/or sweetened beverages

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline 



		Proportion of children attending pre-school

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Who’s advice is most influential in deciding what to feed your children especially

when child is 6-59 months of age?

		Report Counts,

Percentages



Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline



		Proportion of moderate or severe food insecurity among primary caregivers (women)

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square 

		R-Studio or SPSS

		Baseline



		Proportion of primary caregivers empowered 

		Report Counts, Percentages, 95% CI, p-value

Assess baseline balance between arms using Chi-square

		R-Studio or SPSS

		Baseline



		Screening Coverage for AM, which will be calculated as:

Number of children identified as AM using either WHZ/WLZ or MUAC as a proportion of the number of children identified as AM using both WHZ/WLZ<-2 AND MUAC<125mm 

		Difference in Proportions

Report finding: Effect size, 95% Confidence Interval, p-value 

		R-Studio or SPSS

		Baseline and Day 90



		Seasonality

		Obtain info from KII with farmers

		

		Baseline, Day 90, Day 180



		Primary Outcome Variables (2)

		



		Recovery

		



		Proportion of children 6-59 months discharged (WHZ/WLZ≥-2.0SD or MUAC≥125mm and WAZ≥-3SD) 

		Difference in proportions 

Report finding: Effect size, 95% Confidence Interval, p-value 

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Proportion of children 6-59 months who recovered from MAM 

(WHZ/WLZ≥-2.0SD or MUAC≥125mm)

		Difference in proportions 

Report finding: Effect size, 95% Confidence Interval, p-value 

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Secondary Outcomes (4) 

		



		Rate of Weight Gain (29):

Average Daily Weight Gain and Weight gain patterns 

		Estimate difference in means adjusted for repeated measures 



Report fixed effect of treatment, random effect variance, and p-value <0.05 is stat. significant

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Rate of MUAC Gain:

Average Daily MUAC Gain and MUAC gain patterns 

		Estimate difference in means adjusted for repeated measures 



Report fixed effect of treatment, random effect variance, and p-value <0.05 is stat. significant

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Defaulter: Proportion of children lost to follow-up 

		Logistic Regression – Binary Outcome, adjust for covariates

Report finding: Effect size, 95% Confidence Interval, p-value 

		R-Studio or SPSS

		Baseline and Day 90



		Relapse: Proportion of children who had previously recovered (WHZ/WLZ≥-2.0SD and MUAC≥125mm) from AM experiences a return to a malnourished state after being discharged from treatment (WHZ/WLZ<-2.0SD or MUAC<125mm)

		Logistic Regression – Binary Outcome, adjust for covariates

Report finding: Effect size, 95% Confidence Interval, p-value

		R-Studio or SPSS

		Day 90 and 180



		Exploratory outcomes considered from other studies:

		



		Adherence to program: Proportion of children with 10 days or more attendance in 12 Hearth days and Proportion of households who attended 2 of 3 monthly GMP sessions in the past 3 months	Comment by Diane Baik: Is this alright if the comparison group isn’t really getting same frequency as PDH support?

		Proportion by group

		R-Studio or SPSS

		Day 90



		Proportion of children continued breastfeeding 

		Proportion by group

		R-Studio or SPSS

		Baseline and Day 90



		Proportion of children with Underweight levels (WAZ<-2) at Day 1 and Day 12, 30, 60, 90, 180

		Proportion by group

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Proportion of children with Stunting levels (HAZ/LAZ <-2) at Day 1 and Day 12, 30, 60, 90, 180

		Proportion by group

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Mean WHZ/LHZ/MUAC  improvements at Day 1 and Day 12, 30, 60, 90, 180

		Mean by group

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Mean WAZ improvements at Day 12, 30, 60, 90, 120

		Mean by group

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Mean HAZ/LAZ improvements at Day 1 and Day 12, 30, 60, 90, 180

		Mean by group

		R-Studio or SPSS

		Baseline vs. Day 12, 30, 60, 90, 180



		Mean MUAC improvements at Day 1 and Day 12, 30, 60, 90, 180

		Mean by group

		R-Studio or SPSS 

		Baseline vs. Day 12, 30, 60, 90, 180



		Proportion of children 6-23 months with Adequate Dietary Diversity (24 hr recall) 

		Proportion by group

		R-Studio or SPSS

		Baseline and Day 90



		Proportion of children 6-23 months with minimum meal frequency (24 hr recall) 

		Proportion by group

		R-Studio or SPSS

		Baseline and Day 90



		Proportion of children 6-23 months with minimum acceptable diet (24 hr recall) 

		Proportion by group

		R-Studio or SPSS

		Baseline and Day 90



		Proportion of children 6-23 months consuming unhealthy food and beverage (24 hr recall) 

		Proportion by group

		R-Studio or SPSS

		Baseline and Day 90



		Proportion of children with diarrhea episodes in past 2 weeks and received zinc or ORS treatment 

		Proportion by group

		R-Studio or SPSS

		Day 90



		Proportion of children with fever or acute respiratory tract infection (ARI) 

		Proportion by group

		R-Studio or SPSS

		Day 90



		Proportion of children who required hospitalization during the treatment phase 

		Proportion by group

		R-Studio or SPSS

		Day 90 and 180 (whichever is earlier)



		Proportion of children with WHZ/WLZ ≥-2 at the end of the sustenance phase (19)

		Proportion by group

		R-Studio or SPSS

		Day 180



		Food Insecurity Experience Scale (FIES) 

		Proportion by group

		R-Studio or SPSS

		Day 90



		Proportion of children who received deworming in the past 6 months at 

		Proportion by group

		R-Studio or SPSS

		Baseline (Day 1) and Day 90



		Proportion of primary caregivers in psychological distress at Day 1 and Day 90

		Proportion by group

		R-Studio or SPSS

		Baseline (Day 1) and Day 90



		Proportion of households with appropriate handwashing at Day 1 and Day 90

		Proportion by group

		R-Studio or SPSS

		Baseline (Day 1) and Day 90



		Proportion of households with acceptable treatment of drinking water at Day 1 and Day 90

		Proportion by group

		R-Studio or SPSS

		Baseline (Day 1) and Day 90



		Proportion of children 6-59m consuming ultra-processed foods and/or sweetened beverages

		Proportion by group

		R-Studio or SPSS

		Baseline (Day 1) and Day 90



		Cost-Effectiveness



		Cost of Caregiver per child recovered of PDH

		Cost-effectiveness analysis

(another paper)

		

		Day 90



		Cost of Caregiver & Program per child recovered of PDH

		Cost-effectiveness analysis (another paper)

		

		Day 90






Additional Considerations

We will explore an additional descriptive analysis matching the areas that have national MAM programming with our study to estimate relapse rates to compare with the PDH intervention group. If this is not possible, we will consider comparing relapse rates with other MAM studies in the region.
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Appendix B – Data Management Plan
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Data Management Plan for Research Students

Guidance on writing a Data Management Plan can be found at https://lshtm.sharepoint.com/sites/intranet-library-archive-and-open-research-services/SitePages/Research-Data-Management.aspx 
and http://servicedesk.lshtm.ac.uk

Advice and feedback can be obtained from: 
researchdatamanagement@lshtm.ac.uk 



1. Describe your research

Data collection tools

I will create the following items as part of the research planning process:



Study 1:

1. A phone application to collect the height/length measurements and time measurements of children 6-59 months of age. 



Study 2: 



1. A phone application and paper copy of the survey tool to collect data from caregivers of children 6-59 months of age with uncomplicated MAM covering data collection of weight, MUAC, height/length measurements of children, food security, income, 24-hour dietary recall, water and sanitation practices, health check, disability status, and treatment adherence.

2. A FGD interview guide with project staff and volunteers to assess program fidelity of the PDH and SOC interventions.



Data

Using the above, I will collect the following data:



Study 1:

1. Quantitative data will be collected for each child.  Approximately 400 children will be measured and stored as MS Excel file. KOBOCOLLECT will be used to design the phone application.



Study 2: 

1. Quantitative survey data will be collected from caregivers of children 6-59 months of age with uncomplicated MAM. Approximately 400 child-caregiver pairs will be included in the survey. Data will be collected using KOBOCOLLECT phone application and stored as an MS Excel file.

2. Audio recordings of the FGDs with caregivers and PDH volunteers will be recorded and stored in MP3 format.

3. Transcripts of the focus group discussions will be stored in MS Word format in Bangla and translated to English.



2. What hardware and software will be used in your research?

The quantitative survey will be developed using KoboCollect and collected using Android-based phones/tablets. Resulting data will be imported into Excel and Emergency Nutrition Assessment 2008 (ENA2008) software to analyze the quality of the data every day after data collection. The data quality of the enumerators for height/length-for-age and weight-for-height/length data will be compared to the international WHO reference standards to identify any enumerators that need to be retrained due to digit preferences or flags in children’s weight-for-height/length z-scores ±5.0SD, according to WHO growth standards (39). Any data that needs to be re-measured will be re-measured the following day. The data will then be imported to R-Studio will be used for further cleaning, processing and analysis.
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		Task

		Description



		Survey Data

		



		Develop survey questionnaires



		Investigate similar studies and develop a protocol for data collection, including a set of questions to collected the quantitative data height/length and weight (resource 1 & 7)



		Field test draft questionnaire





		Trial with key stakeholders and obtain feedback. Revise accordingly.



		Setup questionnaire on tablet 

		Design question form using KoboCollect and field test it on phone





		Perform survey





		Perform survey in the selected project areas and capture data using KOBOCOLLECT (resource 1 & 7). Check data quality every day after data collection using ENA2008 software (resource 12 & 13) and remeasure children as needed the next day.





		Prepare data for analysis





		Clean and anonymise using MS Excel (resource 14 & 15) and process data for analysis using R-Studio. (resource 4 & 9) Generate R-Studio code (resource 16 & 17). 



		Analyze data



		Perform analysis outlined in research protocol.



		FGD and Interview recordings

		



		Develop Interview Guide

		Investigate similar studies and develop a set of questions to guide discussion (resource 5&6)



		Field Test draft questions

		Circulate to relevant stakeholders and obtain feedback. Revise accordingly.



		Organizing and host FGDs and INTERVIEWSs

		Organise and host 6 FGDs and 4 Interviews. Record discussion.



		Process and translate FGD and Interview audio recordings from Bangla to English

		The Google Cloud  voice-to-text software will be used to create an initial transcript in Bangla, which my Bangladeshi enumerators will use MS Word to translate to English and revise the translation as needed. I will manually review using MS Word. In addition, I will anonymise and code each transcript (resource 10 & 11)





		Analyze FGD and Interview transcripts

		Perform analysis using MAXQDA.
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Interviews & FGDs: 

· Before: Review question list, test recording device to ensure setup correctly, ensure recording device is charged, bring backup device ‘just in case’, confirm participant(s) will attend interview 

· During: Use checkpoints to check relevant details are provided, ask question in different ways to confirm answers, check device is still working and recording. 

· Following: Check participant consent has been obtained, check question list has been addressed, check audio has recorded correctly. 

Surveys: 

· Before: Train volunteers on survey tools, train volunteers in anthropometric measurements and how to measure child weight, height and length, and take MUAC using Measuring Child Growth training manual which includes standardization exercise, ensure KOBOCOLLECT form includes validation to flag required information, test recording device to ensure setup correctly, ensure recording device is charged, bring backup device ‘just in case’. 

· During: Ensure KOBOCOLLECT form includes validation to flag required information, use ENA2008 software every day to check data quality of anthropometric measurements

· Following: Check participant consent has been obtained
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		Study

		Participants

		Local Ethical Approval from Dhaka University of Health Economics

		Ethical Approval LSHTM



		Study 2

		Quantitative Survey:

Written consent forms completed before data collected during Baseline (Day 1), Day 90 and 120

		December 2025/January 2026

		Planned November to December 2025





The consent forms will provide participants with information on the purpose of the research, how data will be managed and analysed, and plans for data sharing. I will discuss the process with them to collect data and provide them with the opportunity to ask questions. Participant identifiable information will be stored in the country in which it was collected. Data will be anonymised prior to analysis and sharing with others.
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A document will be written on the data collection workflow to be applied. This will provide details of the collection technique(s) applied (e.g. Computer-assisted Personal Interview), who will perform the task (if more than one person), as well as hardware and software to be used. This will be supported by collection forms that outlines questions to be raised and expected/permitted responses. This document will be written prior to the start of collection and updated/expanded over time.

Survey data will be supported by a codebook necessary to understand its content. This will provide details on the response type for each question (i.e. free text, controlled list), permitted values and their meaning (e.g. 0 = no, 1 = yes), measurements used, the meaning of abbreviations and acronyms, processing actions performed (e.g. as a result of cleaning and redaction), weighting applied. 

Interview and focus group transcriptions will be supplemented by documentation that describes issues encountered and decisions made when translating content from Bangla to English, labelling applied for redactions and other changes, the coding scheme developed and used to structure content for analysis, and non-verbal responses (e.g. tone of voice, physical behaviour).
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Data Classification 

Resources will be classified as follows under the LSHTM Data Classification and Handling Policy 

· Confidential: Interviews and FGD recordings (resource 5 & 6). The first ‘raw’ version of survey data and interview FGD transcripts will be Confidential, but derivatives may be classed as Internal if they can be sufficiently de-identified. 

· Internal: De-identified survey datasets (resource 3 & 9) and interview transcripts (resource 5 & 6), subject to the above de-identification process. If transcripts cannot be de-identified, interview summary notes will be created. 

· Public: Collection tools (Resource 1, 5, 6, 7) and document review notes are based upon public sources and can be made available accordingly. The anonymised survey data (Resource will be made available publicly. 

Storage location 

Survey data will be captured via the KOBOCOLLECT survey tool and temporarily held on Android phones deployed for use in the field. If an internet connection is available, captured information will be securely transferred to the KoboCollect server operated by World Vision. Following completion of caregiver surveys and verification of the ID numbers, the de-identified dataset will be exported and transferred to the LSHTM secure server. Audio recordings of interviews and focus group discussions will be captured on encrypted Android phones. Following completion, they will be moved to LSHTM’s secure storage facility for processing. This system uses user authentication to limit access to specific users only. Audio recordings will be encrypted for transcription and translation into English. In advance of this activity, the enumerators will be asked to sign a contract agreement, which outlines various conditions of use, e.g. they will store the data securely, will not share it with others, and will delete it once work has been completed. Following completion, transcripts will be encrypted and transferred to LSHTM for processing. These will be stored on the institution’s secure server throughout the time they are held. Anonymised survey data and document review notes will be stored in the storage area allocated to the researcher by their university. These will be shared with my supervisor and other advisors.
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Filenames will be labelled using key characteristics that will allow relevant files to be located quickly, while protecting participants from identification. For instance, collectionMethod_IDnumber_resourceType_ versionNo.fileformat. E.g. FG1_01_audio_v1.wav, FG_01_transcript_v1.1.docx. Questions and recorded responses will be labelled using an identifier (e.g. q03exp) to enable link-up between the two
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		Only anonymised data will be used - personal, sensitive, or otherwise confidential data is not needed for the research

		

		Store personal details in a separate secure location & link it via an identifier

		X

		Delete personal & confidential details at earliest opportunity (specify when below)

		X



		Use digital storage that require a username/password or other security feature

		X

		Physical security (such as locked cabinet or room)

		

		Protect portable devices using security features, e.g. biometric

		X



		Encrypt storage devices

		X

		Encrypt during transfer

		X

		Avoid cloud services located outside the relevant jurisdiction (e.g. GDPR compliant area)

		



		Take ‘Information Security Awareness training’

		X

		Ensure backups are also held securely

		X

		

		



		Notes:

		







		Identify additional steps you will take to avoid, reduce, or eliminate risks that may affect your resources.
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I will keep the following resources for 10 years: 

· Collection tools (resource 1-3, 7-9) 

· Anonymised survey data (resource 4 & 9) 

· Anonymised interview transcripts (resource 10) 

· Anonymised focus group transcripts (resource 11) 

· ENA2008 and Excel data (resource 12-15)

· R-Studio files (resource 16 & 17) 



The following resources will be deleted when no longer needed (most likely following allocation of grade) 

· Participant identifiable details captured during survey (resource 2 & 8) – deleted in compliance with GDPR

· Audio recordings of interviews (4) and focus groups (6) – deleted in compliance with GDPR 

· Document review notes (10 & 11) – notes will have been incorporated into thesis and no longer required. 

· Anonymised survey data (resource 4 & 9) – deleted in accordance with data provider agreement and GDPR. Primary copy will continue to be kept by the PI.
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The anonymised survey data, interviews transcripts and FGD transcripts will be uploaded to the university research data repository and made available for 10 years, in accordance with the institutional research data management policy. Transcripts will be verified and recordings will be deleted and interview summary notes will be uploaded to the repository.



12. [bookmark: _Toc188619976][bookmark: _Toc188910871][bookmark: _Toc188963645][bookmark: _Toc190114615][bookmark: _Toc190387504][bookmark: _Toc191072847][bookmark: _Toc192454794][bookmark: _Toc193109196][bookmark: _Toc195813020][bookmark: _Toc196464859][bookmark: _Toc196465000][bookmark: _Toc214887806][bookmark: _Toc215745497]When will the resources be made available? (choose one or more)

		During the research life

		

		At the same time as findings are published in an academic journal

		X

		A set time after research end, e.g. 12 months. Specify below

		



		Resources already available (provide details below)

		

		On completion of my thesis

		X

		Other (provide details below)

		



		Further information / Other
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		Publish a metadata record describing the resources in a repository or other catalogue

		X

		Obtain a Digital Object Identifier (DOI) or other permanent ID

		X



		Cite resources in future research papers, e.g. in the data access statement or reference list

		X

		Cite resources in project reports

		X



		Publish a description for the project website

		

		Write and publish a Data Paper

		



		Add resources to a list of your academic outputs

		X

		

		



		Other measures / Further details
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		Prepare a codebook or other documentation that provides an accurate description of content

		

		Store resources in open file formats such as CSV, Rich Text, etc. See https://ukdataservice.ac.uk/learning-hub/research-data-management/format-your-data/recommended-formats/

		x



		Write a user guide that provides a high-level overview of research

		

		Apply a standard licence that allows a broad range of uses (e.g. Creative Commons, Open Data Commons)

		



		Designate a corresponding author / data custodian who will handle data-related questions

		

		Use domain-specific standards that make it easy to import and analyse data

		



		Other / Further information
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E.g. data can be used for specific types of research only. Leave blank if not applicable.

		Requirement:

		To be addressed by:



		N/A
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Language barrier working in Bangla and requiring development of parallel sets of all documents in English and Bangla.
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I would appreciate IT support in encrypting android tablets or phones for data collection. 
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<to be read in conjunction with guidance >

V1.0; November 17, 2025 



Participant Information Sheet



Title of Project: Evaluation of the Effectiveness of Positive Deviance/Hearth (PDH) to treat Uncomplicated Moderate Acute Malnutrition in Children 6-59 months of age in Bangladesh	



Introduction

We would like to invite you to take part in a research study. Joining the study is entirely up to you.  Before you decide, you need to understand why the research is being done and what it would involve. One of our team will go through this information sheet with you, and answer any questions you may have.  Ask questions if anything you read is not clear or you would like more information. Please feel free to talk to others about the study if you wish. Take time to decide whether or not to take part.  



What is the purpose of the study? 

The London School of Hygiene and Tropical Medicine (LSHTM) are conducting research in assessing the effectiveness of a dietary intervention called, “Positive Deviance/Hearth (PDH)” to rehabilitate moderate wasted children without medical complications between 6-59 months of age in Bangladesh. 



Why have I been asked to take part?

You have been invited because you have a child between 6-59 months of age who is moderately wasted (malnourished) and we would like to assess the effectiveness of the PDH program to treat undernourished children rather than relying on product-based therapeutic foods. This research will help us understand whether it is feasible to rehabilitate undernourished children using locally available nutrient-dense foods. If successful, the local food-based approach will be much lower-cost and sustainable where you do not need external intervention to rehabilitate undernourished children at home.



Do I have to take part?

No.  It is up to you to decide to take part or now.  If you don’t want to take part, that’s ok.  Your doctor will still care for you and your decision will not affect the quality of care you receive.  



We will discuss the study together and give you a copy of this information sheet.  If you agree to take part, we will then ask you to sign a consent form.  



What will happen to me if I take part?

Your child will be included in a nutrition education program and you will learn how to use local foods to improve your child’s health by community health workers. Your child’s weight, height and arm circumference will be measured by health workers. Measurements will be recorded using pen and paper and using a mobile phone or tablet. You will be asked some additional questions about your household’s current practices and what your child ate in the last 24 months. 

What will I have to do?



You will have to bring your child to be measured (weight, height/length, and arm circumference), and you will be asked a series of questions, which you can choose to answer or not. This could possibly take about 1 hour today. You and your child will also be included in a nutrition education program for 12-days and followed up once a month for up to 3 months. After 3 months, your child will be measured again and you will be asked the same series of questions, which you can choose to answer or not.  



What are the possible risks and disadvantages? 

There are minimal risks from your participation in this study. One of the main risks is the breach of confidentiality. For example, if any of the study reports or data reveals your name or identity. However, our study team will avoid recording your name and your child’s name by de-identifying all information. Only the primary research will hold the file with your child and your name and stored in a secured facility and on a password protected computer. All research involving human participants is looked at by an independent group of people, called a Research Ethics Committee, to protect your interests. This study has been reviewed and given favourable opinion by The London School of Hygiene and Tropical Medicine Ethics Committee and Dhaka University. In addition, the child could be distressed because we are measuring his/her weight, height/length, and arm circumference, but we will try our best to keep the child happy and measure quickly. You could also feel distressed seeing your child crying and you could always ask us to stop at any time. 



What are the possible benefits? 

1. How this study can help your child:

· Better and more nutritious foods

· Faster weight gain and stronger immunity

· Close monitoring to keep your child healthy

· Lower chance of becoming malnourished again



2. How this study can help you:

· Learn to cook easy, tasty, nutritious meals with foods you already have

· Learn good hygiene and feeding habits

· Build confidence in caring for your child

· Meet other mothers and learn together



3. How this study can help your household:

· The skills you learn can help all your children

· You will be helping your community by improving programs for other families

There are no costs for you to participate in this study. 

What if something goes wrong? 

If you have a concern about any aspect of this study, you should ask to speak to the researchers who will do their best to answer your questions <contact number>. If you remain unhappy and wish to complain formally, you can do this by contacting The Research Governance and Integrity Office (RGIO) at rgio@lshtm.ac.uk or +44 (0) 20 7927 2626.



The London School of Hygiene and Tropical Medicine holds insurance policies which apply to this study. If you experience harm or injury as a result of taking part in this study, you may be eligible to claim compensation. 



Can I change my mind about taking part?

Yes.  You can withdraw from the study at any time.  You just need to tell the health worker or health centre nurse that you don’t want to be in the study anymore.  



You can withdraw from treatment but keep in contact with us to let us know your progress. Information collected may still be used. 



How will we use information about you? 



We will need to use information from your child for this research project.



This information will include your WV identification number.



People will use this information to do the research or to check your records to make sure that the research is being done properly.  



People who do not need to know who you are will not be able to see your name or contact details.  Your data will have a code number instead.



World Vision Korea is the sponsor of this research, and is responsible for looking after your information.  We will keep all information about you safe and secure by:

· Names will be de-identified from reports (a code rather than your name will be used on study records for analysis).  

· Your name and other facts that might point to you will not appear when we present this study or publish its results. 

· All data will be stored on a laptop that is password protected and will be transferred with encryption

As a university, we use personally identifiable information to conduct research to improve health, care and services.  As a publicly funded organisation, we have to ensure that it is in the public interest when we use personally identifiable information from people who have agreed to take part in research.  



International transfers



We may share data about you outside the UK for research related purposes to: 

· Analyze the data further



If this happens, we will only share the de-identified data that is needed.  This may not be possible under certain circumstances – for instance, if your child has additional medical complications, we will refer your child to the health centre and may need to reveal your identity to the appropriate health staff.  If your data is shared outside the UK, it will be with the following organisations:

· Ministry of Health Bangladesh

· World Vision



We will make sure your data is protected.  Anyone who accesses your data outside the UK must do what we tell them so that your data has a similar level of protection as it does under UK law.  We will make sure your data is safe outside the UK by doing the following:



· Deidentifying the dataset

· Bangladesh and US are the two countries that your data will be shared with and they have adequacy decision in place.  This means that we know their laws offer a similar level of protection to data protection laws in the UK

· We use specific contracts approved for use in the UK which give personal data the same level of protection it has in the UK.  For further details visit the Information Commissioner’s Office (ICO) website

· We need other organisations to have appropriate security measures to protect your data which are consistent with the data security and confidentiality obligations we have.  This includes ensuring the data is secured in a password protected server to protect unauthorised access, use, changes or sharing

· We have procedures in place to deal with any suspected personal data breach.  We will tell you and applicable regulators when there has been a breach of your personal data when we legally have to.  For further details about UK breach reporting rules visit the Information Commissioner’s Office (ICO) website

How will we use information about you after the study ends?



Once we have finished the study, we will keep some of the data so we can check the results.  We will write our reports in a way that no-one can work out that you took part in the study.  



We will keep your study data for the minimum period of time required by we will keep your study data for a maximum of 10 years.  The study data will then be fully anonymised and securely archived or destroyed.  



What are your choices about how your information is used?



· You can stop being part of the study at any time, without giving a reason, but we will keep information about you that we already have

· You have the right to ask us to remove, change or delete data we hold about you for the purposes of the study.  

· If you agree to take part in the study, you will have the option to take part in future research using your data saved from this study. The study’s anonymised data will be made publicly available on LSHTM Compass



Where can you find out more about how your information is used?

You can find out more about how we use your information

· At www.hra.nhs.uk/patientdataandresearch 

· by asking one of the research team

· by sending an email to DPO@lshtm.ac.uk 



What will happen to the results of this study? 

The study results will be published in a medical journal so that other academics and international development organizations can learn from them. Your personal information will not be included in the study report and there is no way that you can be identified from it. 



Who is organising and funding this study? 

<London School of Hygiene & Tropical Medicine is organizing the research and World Vision Korea is funding it. LSHTM is the one leading the research and will have full responsibility for the project including the collection, storage and analysis of your data, and will act as the supervisor for all data collected for the study.  This means that we are responsible for looking after your information and using it properly.



Who has reviewed this study? 

All research involving human participants is looked at by an independent group of people, called a Research Ethics Committee, to protect your interests. This study has been reviewed and given favourable opinion by The London School of Hygiene and Tropical Medicine Research Ethics Committee.  The Dhaka University of Health Economics Ethics Committee has also reviewed the study and have agreed that it is okay for us to ask people to take part.



Further information and contact details 



Thank you for taking time to read this information sheet.   If you think you will take part in the study please read and sign the consent form.



If you would like any further information, please contact the research coordinator who can answer any questions you may have about the study.



Contact details:  Mezanur Rahman, MD MdMezanur_Rahman@wvi.org; +88 01713490725


Title of Project: Evaluation of the Effectiveness of Positive Deviance/Hearth (PDH) to treat Uncomplicated Moderate Acute Malnutrition in Children 6-59 months of age in Bangladesh	



Name of PI/Researcher responsible for project: Diane Baik		

		Statement      

		Please check each box



		I confirm that I have read and understood the information sheet dated November 17, 2025 for the above named study.  I have had the opportunity to consider the information, ask questions and have these answered satisfactorily.



		



		I understand that my consent is voluntary and that I am free to withdraw this consent at any time without giving any reason and without my/the participant’s medical care or legal rights being affected.

		



		I understand that the data collected during the study may be looked at by authorised individuals from London School of Hygiene and Tropical Medicine, World Vision, Ministry of Health Bangladesh, where it is relevant to the participant’s taking part in this research.  I give permission for these individuals to have access to these records.

		



		I understand that data about my child may be shared via a public data repository or by sharing directly with other researchers for this study or future studies, and that your child will not be identifiable from this information

		



		I agree to my child taking part in the above named study.



		







		



		

		





	Printed name of participant/Representative		         Signature of participant/Representative	                          Date 

									                                                                                                                      (or thumbprint/mark if unable to sign)

		



		

		





	Printed name of person obtaining consent		         Signature of person obtaining consent	                          Date 



The participant/representative is unable to sign.  As a witness, I confirm that all the information about the trial was given and the participant/representative consented to taking part (*only required if the participant/representative is unable to read or write)



		



		

		





    Printed name of impartial witness*			          Signature of impartial witness*			        Date

[*Only required if the participant is unable to read or write.]







The FGD and KII information sheets and consent forms can be found here:
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Budget PDH MAM Research Proposal (Bangladesh) (Dec 5).xlsx

Budget


			Table 2.0 - Budget for mHealth PDH Research in Cambodia																		Notes			Comments


			Budget Items			Cost per Unit			Unit			Cost Flow via			Cost			Intervention Grp


			Academic Support


			   U of Emory Advisory Support			10,000			1			NCOE			10,000


			   Baseline			45,000			1			WVC			45,000


			Mid-term			10,000			1			WVC			10,000


			Endline (includes results dissemination workshop)			45,000			1			WVC			45,000


			Ethics Approval			400			1			WVC			400





			mHealth Services


			   PDH app contextualization			4,500			1			NCOE			4,500			SKL+mHealth


			PDH app translation			1,000			1			WVC			1,000			SKL+mHealth


			   PDH volunteer mobile phones, airtime			10,000			1			WVC			10,000			SKL+mHealth						Looking into Phone Specs





			Program Implementation


			   Project Coordinator (1) 			780			36			WVC			28,080						Salary and benefit
PC's salary 600 USD per month			1 Project Coordinator instead of Manager (based in the field)						9360


			   Development Facilitators (3)			650


Diane Baik: Diane Baik:
30% was added for benefits			108			WVC			70,200


smeng: smeng:
The budget for 3 DF will need $1500 more.						Salary and benefit
DFs' salary 500 USD per month


Diane Baik: Diane Baik:
Please double check if 500 USD per month is sufficient for a DF's salary			3 DFs instead of project coordinators						23400


			   CHW Incentives ($100 per month/ADP)			300			36			WVC			10,800			SKL/SKL+mHealth


			   WV Hong Kong Site Visit (2 visits)			3000			2			WVHK			6,000


			NCOE Project Management & Technical Support (60 days over 3 years)			400			60			NCOE			24,000									More technical support


			Baseline and Endline Technical Support/Training			400			30			NCOE			12,000


			Community mobilization (meetings, forums, establishment of local village committee?)			2000			1			WVC			2,000			SKL/SKL+mHealth


			Support activities of local village committees to ensure sustainability			800			2			WVC			1,600			ALL 3 GROUPS


			Introduction workshop for health and authority staff			800			1			WVC			800			ALL 3 GROUPS


			   Job Aid Cards Printing			30			21			WVC			630			SKL/SKL+mHealth


			Graduation days			300			8			WVC			2,400			SKL/SKL+mHealth





			Trainings


			   PDH refresher training (Year 1 and 2)(6 days)			3500			2			WVC			7,000			SKL/SKL+mHealth						Add more education/training on WASH and MNPs in Year 2


			   5+5+5 refresher training (Year 1 and 2)(5 days)			3500			2			WVC			7,000			ALL 3 GROUPS						Add more education/training on WASH and MNPs in Year 2


			Volunteer trainings for PDH (5 days) (Year 1 and 2)			1800			2			WVC			3,600			SKL/SKL+mHealth


			Volunteer trainings for 5+5+5 (Year 1 and 2)			2000			2			WVC			4,000			ALL 3 GROUPS						Add more education/training on WASH and MNPs in Year 2


			Anthro refresher training for NIPH (Year 1 and 3)(2 days)			1500			2			WVC			3,000			ALL 3 GROUPS





			Operating Costs and Supplies


			   Anthropometry tools (scales)			200			15			WVC			3,000			ALL 3 GROUPS			5 scales per ADP


			Staff training			250			8			WVC			1,998						P&C policy on staff training (2.5% of annual staff salary)


			Supplies and Materials 			37			36			WVC			1,324


			Equipment, Furniture and Vehicle			3,828			1			WVC			3,828						4 Laptops & computer software


			Travel, Meals and Accommodation			742			36			WVC			26,706						Cost for project staff to monitor activities


			Vehicle Operating Costs			360			36			WVC			12,960						Car fuel, staff's motor rental, motor insurance


			Occupancy / Office			329			36			WVC			11,861						shared cost for office utilities


			Telecommunications Services an			91			36			WVC			3,290


			Hospitality			141			9			WVC			1,265


			Printing Services			40			7			WVC			280


			Advertising and Brand Promotion			950			1			WVC			950						Staff recruitment/announcement 


			Fees and Taxes			21			36			WVC			752


			Support cost 25%												105,708									CAL cost was more than 25% in previous budget. Applied 25% to only funds flowing through WVC.


			DPC1 (DPC1 is part of direct project cost) So, support cost is not 25%. It is 20%												10,581															2%			10,580.53


			PSC												32,869															8%			32,868.69


			SCR												2,847															1%			2,846.78


			SOM												19,938															5%			19,937.87


			TSC												40,674															10%			40,674.22





			TOTAL												482,932						$   454,950.66


																					27,982





			WVI-C direct project cost												320,724.29


			Support cost (included DPC1)												106,908						80,181.07			73,766.59


			Proposal budget WVI-C												427,632.39						25,544.93


																					112,500.00


			NCOE												50,500


			WVHKG												6,000


			Total budget												484,132.39


			Budget propose												450,000.00


			Over budget												(34,132.39)








FY17-Calculation


			WORLD VISION INTERNATIONAL-CAMBODIA


			INPUTSHEET FOR SALARY AND BENEFIT


			FINANCE DEPARTMENT





			I. Salary Section


						50001/80001			Salary





			NO			Name 			Current salary
(Oct'16 to Jan'17)			Current salary + Sal Adjustment 4%
(Feb17-Sep17)


			1			Project manager			620			645


			2			Project coordinator			1,500			1,560


			3									- 0


			4									- 0


			5									- 0


			6									- 0


			7									- 0


			8									- 0


			9									- 0


			10									- 0


			Total						2,120			2,205


						50104/80104			Serverance Pay and Pension


			NO			Name 			Length of Service			Severance Pay 2%
(Dec'16)			Severance Pay 2%
(Mar, June, Sep'17)			Pension 8%
(Dec'16)			Pension 8%
(Mar, June, Sep'17)


			1			Project manager						37			39			149			155


			2			Project coordinator						90			94			360			374


			3			0						0			0			0			0


			4			0						0			0			0			0


			5			0						0			0			0			0


			6			0						0			0			0			0


			7			0						0			0			0			0


			8			0						0			0			0			0


			9			0						0			0			0			0


			10			0						0			0			0			0


			Total									127			133			509			529





						50I53/80198			13th Month salary


			NO			Name 			2nd, 3rd and 4th Quarter
(Dec, Mar, Jun and Sep17)


			1			Project manager			161


			2			Project coordinator			390


			3			0			- 0


			4			0			- 0


			5			0			- 0


			6			0			- 0


			7			0			- 0


			8			0			- 0


			9			0			- 0


			10			0			- 0


			Total						551





			II. Benefit Section


						50102/80102			Health Insurance and NSSF


			1. $15 for one staff without dependent - Monthly


			2. $20 for one staff with dependent - Monthly


			3. $2 per staff for NSSF - Monthly


			4. $55 per staff for Worker Compensation (Hospitalization and accident) In December only


									Health Allowance			NSSF			Total Health and NSSF			Hospitalization and accident			New Born
(120$)


Kalyan Visal: Kalyan Visal:
When someone plan for new born only.


			NO			Name 			Monthly			Monthly						December


			1			Project manager			20			2			22			55


			2			Project coordinator			60			6			66			165


			3			0									- 0


			4			0									- 0


			5			0									- 0


			6			0			- 0			0			- 0			- 0


			7			0						0			- 0


			8			0						0			- 0


			9			0						0			- 0


			10			0						0			- 0


			Total						80			8			88			220			- 0


						50103/80103			Life Insurance


			1. $30 per staff for Life Insurance - December only


			NO			Name 			30$ Life Insurance			Total


			1			Project manager			30			30


			2			Project coordinator			90			90


			3			0						- 0


			4			0						- 0


			5			0						- 0


			6			0						- 0


			7			0						- 0


			8			0						- 0


			9			0						- 0


			10			0						- 0


			Total									120


						50198/80198			Health Risk Assessment


			$45 per new staff only


			NO			Name 			Oct-16


			1			Project manager			45


			2			Project coordinator			135


			3			0


			4			0


			5			0


			6			0


			7			0


			8			0


			9			0


			10			0


			Total						180


						56001/86001			Occupational Health Safety


						20$ Yearly in Dec' 16


			NO			Name 			Dec'16


			1			Project manager			20


			2			Project coordinator			60


			3			0


			4			0


			5			0


			6			0


			7			0


			8			0


			9			0


			10			0


			Total						80


						50198/80198			Service Awards Gift


			1. Budget $60 per staff for 5th year anniversary


			2. Budget $80 per staff for 10th year anniversary 


			3. Budget $130 per staff for 15th anniversary and every 5 years thereafter 


			NO			Name 			Sep'17


			1			Project manager


			2			Project coordinator


			3			0


			4			0


			5			0


			6			0


			7			0


			8			0


			9			0


			10			0


			Total						- 0


						50I53/80198			Housing Allowance


			40$ Monthly- Only ADP staff who brought his/her family
to stay in the ADP target areas.


			NO			Name 			Monthly


			1			Project manager


			2			Project coordinator


			3			0


			4			0


			5			0


			6			0


			7			0


			8			0


			9			0


			10			0


			Total						- 0








CALCUL


			Table 2.0 - Budget for mHealth PDH Research in Cambodia


			Budget Items			Cost per Unit			Unit			Cost


			Academic Support


			   U of Emory Advisory Support			10,000			1			10,000


			   Baseline			50,000			1			50,000


			   Mid-term 			25,000			1			25,000


			   Endline			50,000			1			50,000


			Ethics Approval			400			1			400





			mHealth Services


			   PDH app contextualization			5,000			1			5,000


			   PDH volunteer mobile phones, airtime			10,000			1			10,000





			Program Implementation


			   Project Manager (1) for salary and benefit			1,023			24			24,558


			   Project Assistant (3)			775.035			72			55,803


			   CHW Incentives ($100 per month/ADP)			300			24			7,200


			   WV Hong Kong Site Visit (2 visits)			3000			2			6,000


			   NCOE Technical Support (15 days)			400			15			6,000


			   Job Aid Cards Printing			30			21			630





			Trainings


			   PDH refresher training			15000			1			15,000


			   CNHE refresher training			15000			1			15,000


			   Volunteer trainings for PDH and CNHE			5000			1			5,000


			   Anthro refresher training for NIPH			5000			1			5,000





			Operating Costs and Supplies


			   Anthropometry tools (scales)			200			21			4,200


			Staff training			167			8			1,332


			Supplies and Materials 			37			24			882


			Equipment, Furniture and Vehicle			4,727			1			4,727


			Travel, Meals and Accommodation			742			24			17,804


			Vehicle Operating Costs			360			24			8,640


			Occupancy / Office			329			24			7,908


			Telecommunications Services an			91			24			2,194


			Hospitality			141			9			1,265


			Printing Services			40			7			280


			Advertising and Brand Promotion			950			1			950


			Fees and Taxes			21			24			501


			Support cost


			DPC1			470.46			24			11,291


			PSC			1,461.48			24			35,076


			SCR			126.58			24			3,038


			SOM			886.52			24			21,277


			TSC			1,809			24			43,405











																		75.096315099676500%


			TOTAL									455,360





						DPC cost						341,273


						CAL need						25%


												113,758








Cperation cost (16-08-16)


			Project name:			Innovative mHealth Research Project Proposal


			Project staff: 			Project manager,  3 project coordinators


			Location:			Rolea Pha Ea district, Boribo district, Kampong Chhnang and Samrong Tong in Kampong Speu.


			Life of project			Oct 16 to Sept 18


			Acc			Description						Oct 16			Nov 16			Dec16			Jan 17			Feb 17			March 17			April 17			May 17			June 17			July 17			Aug 17			Sept 17			Oct 17			Nov 17			Dec17			Jan 18			Feb 18			March 18			April 18			May 18			June 18			July 18			Aug 18			Sept 18			Óct 18			Nov18			Dec18			"Jan19			Feb19			"Mar19			Äpril19			"May19			"June19			"July19			Áug19			"Sept19			Total


			80001			Salaries - Local Staff						2120			2120			2120			2120			2204.8			2204.8			2204.8			2204.8			2204.8			2204.8			2204.8			2204.8			2204.8			2204.8			2204.8			2204.8			2292.992			2292.992			2292.992			2292.992			2292.992			2292.992			2292.992			2292.992			2292.992			2292.992			2292.992			2292.992			2384.71168			2384.71168			2384.71168			2384.71168			2384.71168			2384.71168			2384.71168			2384.71168			81531.19744			Total PC &PA			100352.19744


			80101			Local Project Staff - Transportation/Car Allowance																																																																																																																		0			PC			28255.87


			80102			Local Project Staff - Health/M						88			88			308			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			3388						72096.32744


			80103			Local Project Staff - Life, Ac												120																																				120																																				120																														360


			80104			Local Project Staff - Pension												636									662									662									662									662									662									662									662									662									662									662									662			7918


			80105			Local Project Staff - Payroll Taxes																																																																																																																		0


			80198			Local Project Staff - Other Be						180						551.25									551.25									551.25									551.25			180						551.25									551.25									551.25									551.25			180						551.25									551.25									551.25									551.25			7155


			802			Staff Training-Tuition,books,m			80201									113.24									113.24									113.24									113.24									119.7696									119.7696									119.7696									119.7696									119.7696									119.7696									119.7696									119.7696			1411.1168


			802			Staff Training-Other related			80202									50									50									50									50									50									50									50									50									50									50									50									50			600


			81001			Supplies and Materials 						29.52			53.52


smeng: smeng:
Name card $6 per bath			29.52			29.52			29.52			79.52


smeng: smeng:
INK PRINT = 50			29.52			29.52			29.52			29.52			29.52			79.52			29.52			29.52			29.52			29.52			29.52			79.52			29.52			29.52			29.52			29.52			29.52			29.52			29.52			29.52			29.52			29.52			29.52			79.52			29.52			29.52			29.52			29.52			29.52			79.52			1336.72


			811			Equipment, Furniture and Vehic																																																																																																																		0


			81101			Computer Equipment						3828


smeng: smeng:
Prefer laptop travel for PM and 3 PA (PC health almost travel around target area).																																																																																																												3828


			81102			Computer Software																																																																																																																		0


			81103			Office Equipment																																																																																																																		0


			81104			Furniture and Appliances																																																																																																																		0


			81105			Vehicles																																																																																																																		0


			81121			Computer Equipment (Below USD1000)																																																																																																																		0


			81122			Computer Software (Below USD1000)						628


smeng: smeng:
Annual IBM Notes License Fees (New Licenses) = 77 * 7people =693, McAfee new license=$20*7 people, Ms. Office Pro 2013=$60 * 7 people																																																																																																												628


			81123			Office Equipment (Below USD1000)						270.8


smeng: smeng:
1). External hard disk: Transcend Storejet 2.5 H3B =$60.50 for 1TB
2). Flash drive $7.70 for 16GB,																																																																																																												270.8


			81124			Furniture and Appliances (Below USD1000)																																																																																																																		0


			81125			Vehicles (Below USD1000)																																																																																																																		0


			81126			Other Fixed Assets Below USD1000																																																																																																																		0


			81198			Repairs and Maintenance																																																																																																																		0


			81199			Other Equipment, Furniture and																																																																																																																		0


			820			Travel, Meals and Accommodatio																																																																																																																		0


			82001			Hotel, Lodging, Meals						525


smeng: smeng:
PM: travel 4 times per month, 4 days per one time.
PC: travel 5 days (travel across operation or Phnom Penh meeting).			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			300			300			300			300			300			300			300			300			300			300			300			300			13500


			82002			Local Transportation						82


smeng: smeng:
PM: travel 4 times per month, 4 days per one time.
PC: travel 5 days (travel across operation or Phnom Penh meeting).			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			40			40			40			40			40			40			40			40			40			40			40			40			1944


			82003			Airfare-International						0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0


			82004			Airfare-Domestic						0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0


			82005			Per Diem						310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			160			160			160			160			160			160			160			160			160			160			160			160			7560


			82080			Travel costs related to project staff Training												60									60									60									60									60									60									60									60			60			60			60			60			60			60			60			60			60			60			60			60			1200


			82099			Other Travel Expenses												40									40									40									40									40									40									40									40			40			40			40			40			40			40			40			40			40			40			40			40			800


			821			Vehicle Operating Costs																																																																																																																		0


			82100			Vehicle Operating Costs - Allocation Costs																																																																																																																		0


			82101			Vehicle Fuel						75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			2700


			82102			Vehicle Tires and Spare Parts																																																																																																																		0


			82104			Vehicle Insurance						45


smeng: smeng:
MOTOR INSURANCE			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			1620


			82105			Vehicle Rental						240


smeng: smeng:
1. Project base on PNP;
PA rental motor= (40+40)=$80*3=240/month,
2. PM travel plan 15 day/month
			


smeng: smeng:
PM: travel 4 times per month, 4 days per one time.
PC: travel 5 days (travel across operation or Phnom Penh meeting).			


smeng: smeng:
Name card $6 per bath			


smeng: smeng:
PM: travel 4 times per month, 4 days per one time.
PC: travel 5 days (travel across operation or Phnom Penh meeting).			


smeng: smeng:
Prefer laptop travel for PM and 3 PA (PC health almost travel around target area).			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			8640


			82198			Vehicle Repairs and Maintenanc																																																																																																																		0


			82199			Others Vehicle Operating Costs																																																																																																																		0


			840			Occupancy / Office																																																																																																																		0


			84001			Property Insurance																																																																																																																		0


			84002			Utilities						88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			3168


			84003			Fire, Safety and Security						72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			2592


			84004			Rent - Facilities						120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			4320


			84005			Service Fee for Outsourced/External Facility Manag																																																																																																																		0


			84006			Janitorial Services						36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			1296


			84007			Property Taxes																																																																																																																		0


			84098			Repairs and Maintenance						12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			432


			84099			Other Occupancy/Office Expense						1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			53.28


			850			Telecommunications Services an																																																																																																																		0


			85001			Telephone, fax and mobile phon						40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			1448.64


			85002			Mail, postage and courier						15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			547.2


			85003			Internet Service						35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			1294.56


			85099			Other Telecommunications Servi																																																																																																																		0


			851			Prompt Payment Discounts																																																																																																																		0


			860			Hospitality																																																																																																																		0


			86001			Hospitality												105


smeng: smeng:
Occupational Health Safety =$20 per staff						385


smeng: smeng:
staff retreat = $90*4=$360									25									25									25			105									385									105						105																																										1265


			864			Printing Services																																																																																																																		0


			86401			Printing Services												40									40									40									40									40									40									40																																																280


			865			Advertising and Brand Promotio																																																																																																																		0


			86501			Advertising and Brand Promotion/Identity						950


smeng: smeng:
recruitment staff: 350 for manager and 200 for PC															


smeng: smeng:
INK PRINT = 50			


smeng: smeng:
Annual IBM Notes License Fees (New Licenses) = 77 * 7people =693, McAfee new license=$20*7 people, Ms. Office Pro 2013=$60 * 7 people			


smeng: smeng:
1). External hard disk: Transcend Storejet 2.5 H3B =$60.50 for 1TB
2). Flash drive $7.70 for 16GB,			


smeng: smeng:
MOTOR INSURANCE																																																																																																												950


			870			Fees and Taxes																																																																																																																		0


			87001			Audit Fees																																																																																																																		0


			87002			Bank Charges						2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			72


			87003			Exchange Differential Adjustment																																																																																																																		0


			87004			Government Fees and Taxes																																																																																																																		0


			87005			Legal fees																																																																																																																		0


			87006			Membership Fees																																																																																																																		0


			87007			Software Licenses																																																																																																																		0


			87008			Contingency Fund																																																																																																																		0


			87009			Cash Delivery Agents Fees																																																																																																																		0


			87010			Write-Offs																																																																																																																		0


			87099			Other Fees and Taxes						18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			679.68


			875			Consultancy																																																																																																																		0


			87501			Consultants - External																																																																																																																		0


			87502			Consultants - Internal / WVI																																																																																																																		0


			87503			Translation Fees																																																																																																																		0


			87504			Consultancy costs related to project staff Training																																																																																																																		0


			87599			Other Consultancy																																																																																																																		0


			880			Capital Expenditures (USD5,000																																																																																																																		0


			88001			Land																																																																																																																		0


			88002			Buildings and Improvements																																																																																																																		0


			88003			Equipment and Furniture																																																																																																																		0


			88004			Vehicles																																																																																																																		0


			88005			Leased Assets																																																																																																																		0


																																																																																																																								0


						Support cost						3271.0266666667			1187.76			1963.9233333333			1179.76			1475.36			1730.19			1347.0266666667			1216.36			1852.5233333333			1208.0266666667			1355.36			1730.19			1407.0266666667			1216.36			1929.6998666667			1208.0266666667			1376.424			1890.0972			1376.424			1237.424			1919.0972			1237.424			1411.424			1731.7638666667																																							37458.6981333333


																																																																																																																								0


																																																																																																																								0


																																																																																																																								0


																																																																																																																								0


																																																																																																																								0


												9813.08			3563.28			5891.77			3539.28			4426.08			5190.57			4041.08			3649.08			5557.57			3624.08			4066.08			5190.57			4221.08			3649.08			5789.0996			3624.08			4129.272			5670.2916			4129.272			3712.272			5757.2916			3712.272			4234.272			5195.2916																																							202247.892373333








Cperation cost-previous


			Project name:			Innovative mHealth Research Project Proposal


			Project staff: 			Project manager,  3 project coordinators


			Location:			Rolea Pha Ea district, Boribo district, Kampong Chhnang and Samrong Tong in Kampong Speu.


			Life of project			Oct 16 to Sept 18


			Acc			Description						Oct 16			Nov 16			Dec16			Jan 17			Feb 17			March 17			April 17			May 17			June 17			July 17			Aug 17			Sept 17			Oct 17			Nov 17			Dec17			Jan 18			Feb 18			March 18			April 18			May 18			June 18			July 18			Aug 18			Sept 18			Total


			80001			Salaries - Local Staff						2120			2120			2120			2120			2205			2205			2205			2205			2205			2205			2205			2205			2205			2205			2205			2205			2293.2			2293.2			2293.2			2293.2			2293.2			2293.2			2293.2			2293.2			53285.6


			80101			Local Project Staff - Transportation/Car Allowance																																																																														0


			80102			Local Project Staff - Health/M						88			88			308			88			88			88			88			88			88			88			88			88			88			88			308			88			88			88			88			88			88			88			88			88			2552


			80103			Local Project Staff - Life, Ac												120																																				120																														240


			80104			Local Project Staff - Pension												636									662									662									662									662									688.48									688.48									688.48			5349.44


			80105			Local Project Staff - Payroll Taxes																																																																														0


			80198			Local Project Staff - Other Be						180						551.25									551.25									551.25									551.25									551.25									573.3									573.3									573.3			4656.15


			802			Staff Training-Tuition,books,m			80201									113.25									113.25									113.25									113.25									119.785									119.785									119.785									119.785			932.14						1332.14			0


			802			Staff Training-Other related			80202									50									50									50									50									50									50									50									50			400


			81001			Supplies and Materials 						29.52			53.52


smeng: smeng:
Name card $6 per bath			29.52			29.52			29.52			79.52


smeng: smeng:
INK PRINT = 50			29.52			29.52			29.52			29.52			29.52			79.52			29.52			29.52			29.52			29.52			29.52			79.52			29.52			29.52			29.52			29.52			29.52			29.52			882.48


			811			Equipment, Furniture and Vehic																																																																														0


			81101			Computer Equipment						3828


smeng: smeng:
Prefer laptop travel for PM and 3 PA (PC health almost travel around target area).																																																																								3828


			81102			Computer Software																																																																														0


			81103			Office Equipment																																																																														0


			81104			Furniture and Appliances																																																																														0


			81105			Vehicles																																																																														0


			81121			Computer Equipment (Below USD1000)																																																																														0


			81122			Computer Software (Below USD1000)						628


smeng: smeng:
Annual IBM Notes License Fees (New Licenses) = 77 * 7people =693, McAfee new license=$20*7 people, Ms. Office Pro 2013=$60 * 7 people																																																																								628


			81123			Office Equipment (Below USD1000)						270.8


smeng: smeng:
1). External hard disk: Transcend Storejet 2.5 H3B =$60.50 for 1TB
2). Flash drive $7.70 for 16GB,																																																																								270.8


			81124			Furniture and Appliances (Below USD1000)																																																																														0


			81125			Vehicles (Below USD1000)																																																																														0


			81126			Other Fixed Assets (Below USD1000)																																																																														0


			81198			Repairs and Maintenance																																																																														0


			81199			Other Equipment, Furniture and																																																																														0


			820			Travel, Meals and Accommodation																																																																														0


			82001			Hotel, Lodging, Meals						525


smeng: smeng:
PM: travel 4 times per month, 4 days per one time.
PC: travel 5 days (travel across operation or Phnom Penh meeting).			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			525			300			9900


			82002			Local Transportation						82


smeng: smeng:
PM: travel 4 times per month, 4 days per one time.
PC: travel 5 days (travel across operation or Phnom Penh meeting).			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			82			40			1464


			82003			Airfare-International						0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0


			82004			Airfare-Domestic						0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0			0


			82005			Per Diem						310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			310			160			5640


			82080			Travel costs related to project staff Training												60									60									60									60									60									60									60									60			480


			82099			Other Travel Expenses												40									40									40									40									40									40									40									40			320


			821			Vehicle Operating Costs																																																																														0


			82100			Vehicle Operating Costs - Allocation Costs																																																																														0


			82101			Vehicle Fuel						75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			75			1800


			82102			Vehicle Tires and Spare Parts																																																																														0


			82104			Vehicle Insurance						45


smeng: smeng:
MOTOR INSURANCE			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			45			1080


			82105			Vehicle Rental						240


smeng: smeng:
1. Project base on PNP;
PA rental motor= (40+40)=$80*3=240/month,
2. PM travel plan 15 day/month
			


smeng: smeng:
PM: travel 4 times per month, 4 days per one time.
PC: travel 5 days (travel across operation or Phnom Penh meeting).			


smeng: smeng:
Name card $6 per bath			


smeng: smeng:
PM: travel 4 times per month, 4 days per one time.
PC: travel 5 days (travel across operation or Phnom Penh meeting).			


smeng: smeng:
Prefer laptop travel for PM and 3 PA (PC health almost travel around target area).			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			240			5760


			82198			Vehicle Repairs and Maintenance																																																																														0


			82199			Others Vehicle Operating Costs																																																																														0


			840			Occupancy / Office																																																																														0


			84001			Property Insurance																																																																														0


			84002			Utilities						88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			88			2112


			84003			Fire, Safety and Security						72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			72			1728


			84004			Rent - Facilities						120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			120			2880


			84005			Service Fee for Outsourced/External Facility Manag																																																																														0


			84006			Janitorial Services						36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			36			864


			84007			Property Taxes																																																																														0


			84098			Repairs and Maintenance						12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			12			288


			84099			Other Occupancy/Office Expense						1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			1.48			35.52


			850			Telecommunications Services an																																																																														0


			85001			Telephone, fax and mobile phone						40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			40.24			965.76


			85002			Mail, postage and courier						15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			15.2			364.8


			85003			Internet Service						35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			35.96			863.04


			85099			Other Telecommunications Service																																																																														0


			851			Prompt Payment Discounts																																																																														0


			860			Hospitality																																																																														0


			86001			Hospitality												105


smeng: smeng:
Occupational Health Safety =$20 per staff						385


smeng: smeng:
staff retreat = $90*4=$360									25									25									25			105									385									105						105						1265


			864			Printing Services																																																																														0


			86401			Printing Services												40									40									40									40									40									40									40												280


			865			Advertising and Brand Promotion																																																																														0


			86501			Advertising and Brand Promotion/Identity						950


smeng: smeng:
recruitment staff: 350 for manager and 200 for PC															


smeng: smeng:
INK PRINT = 50			


smeng: smeng:
Annual IBM Notes License Fees (New Licenses) = 77 * 7people =693, McAfee new license=$20*7 people, Ms. Office Pro 2013=$60 * 7 people			


smeng: smeng:
1). External hard disk: Transcend Storejet 2.5 H3B =$60.50 for 1TB
2). Flash drive $7.70 for 16GB,			


smeng: smeng:
MOTOR INSURANCE																																																																								950


			870			Fees and Taxes																																																																														0


			87001			Audit Fees																																																																														0


			87002			Bank Charges						2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			2			48


			87003			Exchange Differential Adjustment																																																																														0


			87004			Government Fees and Taxes																																																																														0


			87005			Legal fees																																																																														0


			87006			Membership Fees																																																																														0


			87007			Software Licenses																																																																														0


			87008			Contingency Fund																																																																														0


			87009			Cash Delivery Agents Fees																																																																														0


			87010			Write-Offs																																																																														0


			87099			Other Fees and Taxes						18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			18.88			453.12


			875			Consultancy																																																																														0


			87501			Consultants - External																																																																														0


			87502			Consultants - Internal / WVI																																																																														0


			87503			Translation Fees																																																																														0


			87504			Consultancy costs related to project staff Training																																																																														0


			87599			Other Consultancy																																																																														0


			880			Capital Expenditures (USD5,000)																																																																														0


			88001			Land																																																																														0


			88002			Buildings and Improvements																																																																														0


			88003			Equipment and Furniture																																																																														0


			88004			Vehicles																																																																														0


			88005			Leased Assets																																																																														0


																																																																																				0


						Support cost						3271.0266666667			1187.76			1963.9266666667			1179.76			1475.4266666667			1730.26			1347.0933333333			1216.4266666667			1852.5933333333			1208.0933333333			1355.4266666667			1730.26			1347.0933333333			1216.4266666667			2003.105			1208.0933333333			1376.4933333333			1906.3483333333			1376.4933333333			1237.4933333333			1935.3483333333			1237.4933333333			1411.4933333333			1748.015			37521.95


																																																																																				0


																																																																																				0


																																																																																				0


																																																																																				0


																																																																																				0


												9813.08			3563.28			5891.78			3539.28			4426.28			5190.78			4041.28			3649.28			5557.78			3624.28			4066.28			5190.78			4041.28			3649.28			6009.315			3624.28			4129.48			5719.045			4129.48			3712.48			5806.045			3712.48			4234.48			5244.045			150087.8








Summary cost


			5+5+			ERROR:#REF!


			SKL			ERROR:#REF!


			M-Health			ERROR:#REF!


			Academic Support			ERROR:#REF!


			PC & PA			ERROR:#REF!


			Project start up…			ERROR:#REF!


			   Anthropometry tools (scales)			ERROR:#REF!


			Other operation			ERROR:#REF!


			Total			ERROR:#REF!						337500			ERROR:#REF!


			CAL			ERROR:#REF!						112500


			total			ERROR:#REF!








WVB and GC staff budget for bas


			WVB and GC staff budget for baseline , 3month 6 m 


			Baseline 


			Item			Cost per unit			# of units			Unit			Sub-Total			Notes


			1. Transportation


			Van Rental in Field for research team (Dhaka to Mymensingh)			85			1			days			85			- Diane, Mezan, 1 PQ


			Van Rental for Mymensingh to Purbabhola (All day)			45			9			days			405			- Diane, Mezan, Joyanta, 1 PQ





			2. Accommodations


			Dhaka (1 night)			135			1			persons			135			Diane


			Mymensingh (9 nights)			50			27			persons			1350			- Diane, Mezan,  1 PQ			3 person for 9 days 





			3. Meals


			Lunch (10 days)			10			30			3 persons for 10 days			300			- Diane, Mezan,  1 PQ			3 persons for 10 days 


			Breakfast 			Complimentary 


			 dinners (10 days)			10			30			3 persons for 10 days			300						3 persons for 10 days 








			TOTAL for Baseline 												2575


			3 Month 


			Item			Cost per unit			# of units			Unit			Sub-Total			Notes


			1. Transportation


			Van Rental in Field for research team (Dhaka to Mymensingh)			85			1			days			85			- Diane, Mezan, 1 PQ


			Van Rental for Mymensingh to Purbabhola (Up down)			45			5						225			- Diane, Mezan, Joyanta, 1 PQ





			2. Accommodations


			Dhaka (1 night)			135			1			persons			135			Diane


			Mymensingh (5 nights)			50			15			persons			750			- Diane, Mezan,  1 PQ			3 person for 5 days 





			3. Meals


			Lunch (6 days)			10			18			3 persons for 6 days			180			- Diane, Mezan,  1 PQ			3 persons for 6 days 


			Breakfast 			Complementary 


			dinners ( 6 nights)			10			18			3 persons for 6 days			180						3 persons for 6 days 








			TOTAL for 3 month												1555


												Total (Baseline and 3 month			$4,130


			6 Month 


			Item			Cost per unit			# of units			Unit			Sub-Total			Notes


			1. Transportation


			Van Rental in Field for research team (Dhaka to Mymensingh)			85			1			days			85			- Diane, Mezan, 1 PQ


			Van Rental for Mymensingh to Purbabhola( Up down)			45			3						135			- Diane, Mezan, Joyanta, 1 PQ





			2. Accommodations


			Dhaka (1 night)			135			1			persons			135			Diane


			Mymensingh (5 nights)			50			15			persons			750			- Diane, Mezan,  1 PQ			3 person for 5 days 





			3. Meals


			Lunch (3 days)			10			9			3 persons for 3 days			90			- Diane, Mezan,  1 PQ			3 persons for 6 days 


			Breakfast 			Complementary 


			dinners ( 3 nights)			10			9			3 persons for 3 days			90						3 persons for 6 days 








			TOTAL for 6 month												1285








Local Academic (Quant and Qual)





									Budget for PDH MAM Project


									Project Year 1 (baseline, 3 month)


			No						Description			WV Staff			Quantity						Unit cost			Unit						rounds of activity			Total Cost			FY26			FY27			Year 3


			1			Preparation of the tools and protocol																																				$6,600


									Reviewing study protocols and tools in Vietnamese									person						2			days						$0			$0									WVV/consultant


									Prepare for IRB submission									person						1			day						$0			$0


									Development of field guideline									person						2			days						$0			$0


																																													?


			2			Preparation for ethical clearence


									Fee for local ethics committee									Submission															$0			$0			$0						At baseline & endline


									Photocopy documents									pages						21			copies						$0			$0						$210			Children 6-48m			360


																																	$0


			 A / DATA COLLECTION BASELINE 


			3			Training for Data collection  of  baseline (2 days) includes questionnaire field testing																																				$1,424


						Interview training (90 samples per AP x 4 AP = 360 samples																																							total			360


						Training for Baseline (2 days) and Refresher Training for Endline (2 days)


						team of 16 enumerators (8 couples = 15 samples/day in 3 days (+ 1 day for travel) so total 4 days; conduct FGD in 3 villages (randomly selected) and 2 KIIs with commune health workers and zonal health centre


									Perdiem and daily rate for interviewers during training									persons						2			days			2			$0			$0			$0						Number to be completed per day			5			per/day


									Tea Break during training									persons						2			days			2			$0			$0			$0						Team member			3


									Lunch and Dinner during training									persons						2			days			2			$0


									Gifts for 10 children (in Dakrong)									subjects						1			time			2			$0


									Local/village coordinator for training									person						1			days			2			$0			$0


									Hotel for enumerator (shared room) at all Baseline (includes travel day on Sunday)									rooms						2			days			2			$0


									Hotel for consultant and WVV staff  (includes travel day on Sunday) (consultant and WV staff)									rooms						2			days			2			$0


									Baseline Car rental whole trip									car						8			days			1			$0


									Endline Car rental whole trip									car						8			days			1			$0


									NO officer Flying to APs (round trip) (Baseline and Endline)									person						1			time			2			$0


									NO officers driving to AP (round trip) (Baseline and Endline)									person						2			time			2			$0


									Phones/tabs/recoders for data collection/interview recorders									phones						1			time			1			$0												team leader 			ERROR:#REF!


																																	$0


			4			Field Data collection for children aged 6-57 months (at baseline & 3 month follow-up - quant and qual data)																																				$25,200


						Cost for hiring a consultant 												persons						4			days			2			$0												+ 5 days data collection + 1 day of travel)


						Hotels for consultant and coordinator/NO officer/GC/enumerators


									Hotel for enumerator (shared room) at all Baseline (includes travel day on Sunday)									rooms						4			days			2			$0


									Hotel for consultant and WVV staff  (includes travel day on Sunday) (consultant and WV staff)									rooms						4			days			2			$0


						Gift for participants (for data collection)												persons						1			time			2			$0


						 Daily rate for interviewers 												persons						4			days			2			$0			$0			$0						Number to be completed per day			5			per/day


						Per diem for Quant Data Collection																																							total			0


									Lunch for enumerators/consultant/WV staff									persons						5			days			2			$0


									Dinner for enumerators/consultant/WV staff									persons						4			days			2			$0			$0			$0						Number of interviewer			ERROR:#REF!			interviewers


									Welcome dinner with AP									persons						1			days			2			$0


									Tea Break									persons						5			days			2			$0												team leader 			ERROR:#REF!


																																	$0





						Transportation for Quant data collection																																							total			ERROR:#REF!


									Local transportation									motorbike						5			days			2			$0			$0			$0


									PDH mobilizer for data collection									persons						0.5			days			2			$0


																																				$0			$0


						Qualitative data collection																																							total			ERROR:#REF!


									FGD community mobilizer									persons						0.5			days			2			$0			$0			$0						No of team			3			of 3 interview


									Gift for participants (10 per FGD in 4 villages so 40 total people, + 8 KIIs includes 2 per AP, includes 1 commune and 1 zonal health centre)									persons						1			days			2			$0


									Perdiem for 4 enumerators/recorder for KIIs/FGD									persons						4			days			2			0


									Tea break/snacks									persons						1			days			2			$0												team leader 			3








			7			Field work supplies																																				$1,686


									Photocopy consent forms									set												2			$0			$0			$0


									Fieldwork supplies (rain coat, bags, umbrellas, etc.)									persons												1			$0			$0			$0





																																	$0


			8			Data entry and Management																																				$992


									Data consolidation, cleaning, and management - consultant									days						2			times			2			$0						$0


									Data Analysis for Quant Data									days						2			times			2			$0


									Data Analysis for Qual Data									days						2			times			2			$0


									Report writing									days						2			times			2			$0


																																	$0


									Sub-total																								$0			$0			$0			$36,112








			11						GRAND TOTAL																								$20,000.0			$0			$0			$36,112			$36,112.0			ERROR:#REF!


																																																ERROR:#REF!


									Summary


									Items									%			Cost baseline 			Cost Midline (3 month)			Cost Endline (12 month)


						1			Preparation of the tools and protocol analysis and report writing in Vietnamese (for SOC and PDH (Baseline, 3 Month, 12 Month) & community survey (Day 1, 12, 30, 6M and 9M)									ERROR:#DIV/0!


						2			Ethical clearence									ERROR:#DIV/0!


						3			Data collection training 									ERROR:#DIV/0!


						4			Fieldwork for intervention study (3 round of fieldwork)									ERROR:#DIV/0!			$0


						5			Fieldwork supplies									ERROR:#DIV/0!


						6			Data entry and data management for all 5 rounds									ERROR:#DIV/0!


						7			Data analysis, report writing, research coordinator


						8			Overhead charge/miscallenous									ERROR:#DIV/0!


									GRAND TOTAL									ERROR:#DIV/0!








																																				Year 1			Year 2			Year 3			ERROR:#REF!





									Total budget by project year																											$13,287.2			$0.0			ERROR:#REF!			ERROR:#REF!


																																													ERROR:#REF!


																																													ERROR:#REF!








AP Budget


						Study project


						Description			Description 			Cost Flow via			Total by budget line			Cost per Unit			Quantity												Total (USD)			FY25			FY26			FY27			TOTAL (USD)			FY26			FY27			Remarks 


						Activities			Old activities																											ERROR:#REF!			ERROR:#REF!			ERROR:#REF!


						SOC (Basic H/N Package) (for both Control and PDH group)			5+5+5						$   9,480																					ERROR:#REF!			ERROR:#REF!			ERROR:#REF!


			1			Initial Assessment/ Situtional Analysis: Involve the community to weigh, measure height/length, and MUAC screening all children under 5 years and community mobilization through sharing of results 			Involve the community to weigh screening all children under3 years and community mobilization						$   3,160																					500			0			0			$   0			$   0


												WVB			1Orientation for initial assessment 
			3			10			person			2			days			60																					$3 /day/ per volunter cost


												WVB			
 2.Perdiem for volunteers to do initial Assessment
			3			10			person			10			days			300			300																		$3 /day/ volunter as perdium


												WVB			3. Transportation for volunteers to do initial Assessment			2			10			person			10			days 			200			200																		$2 /day/ volunter as perdium


												WVB			4.Budget for anthropometric logistic 			250			10			set			1			time			2,500																					Budget for Height scale, weight scale Muac tape, $ 100/ Set


												WVB			5. Allowance for commune health staff to conduct supportive supervisor			8			2			Person			10			days			160																					$8/day as allowance


												WVB			6.Assessment finding sharing session 																					- 0																		Assessmnet finding sharing along with PDI sharing


			Include CIMCI			Training for facilitators  and how to collect Anthros (MUAC, height/length, and weight), 			BFCI trainining to MSG						$   340																					- 0			340			0			$   0			$   0


												WVB			1-Perdiem participant
			3			10			person			3			Day			90						90															$3 /day/ volunter as perdium


												WVB			2- Allowance for the trainer 
			100			1			person			1			Day			100						100


												WVB			3-Transportation for participant			2			10			person			3			Day			60						60															$2 /day/ volunter as perdium


												WVB			4- Tea break			1			10			person			3			Day			30						30															$ 1/day/ volunter for snacks and tea


												WVB			5-Per diem for WV staff to support the training			10			2			person			3			Day			60						60															$10 perdium/day/staff


			Bimonthly meeting			Conduct monthly meeting with community and cooking demonstration by Facilitators 			Monthly meeting with community on BFCI and cooking demonstration						$   5,700																					- 0			600			0			$   0			$   0.15			$   0.07


												WVB			Remuneration for facilitators 			65			10			person			6			months 			3,900			ERROR:#VALUE!																		$65 /facilitators/month as remuneration


												WVB			Coveyence for facilitators 			5			10			person			6			months 			300						300															$5/month/person conveyence 


												WVB			Stationary			10			10			set			3			time			300						300


						Conduct monthly home visit byFacilitators  for ttC 			Monthly home visits for BFCI			WVB			$   100																					- 0			100			0			$   0			$   0.00			$   0.00


												WVB			TTC register
			10			10			set			1			time			100						100															$10/set 


						Conduct monthly meeting  with Facilitators and Project Coordinator and commune health staff			Quarterly meeting with MSG on BFCI 			WVB			$   180																					- 0			180			0			$   0			$   0.00			$   0.00


												WVB			
1. Transportation
			2			10			person			6						120						120															$2 /day/ volunter as conveyence


												WVB			2. Tea break			1			10			person			6						60						60															$1 /day/ volunter as snacks


						Develop IEC Material 			IEC material																											- 0			0


						PDH			SKL						$   9,320																					ERROR:#REF!			ERROR:#REF!			ERROR:#REF!


						Refresher volunteer training for PDH and follow-up			Training on ANP to VHSG and TBA						$   640																					- 0			640			0			$   0			$   0


												WVB			Volunteer training on PDH			8			20			person 			4			days			640						640															$8 /person/day cost as perdium transportation  and logistics


			3			Train PDH team, village leaders, commune health staff and HC on positive deviant inquiry (PDI), share key hearth messages and menus and and share the PDI results with the community 			Support the community to identify positive child feeding, child care and health seeking practices in their community						$   1,700																		- 0			1,000			0			0			$   0			$   0


												WVB			Training on PDI and share hearth messages with village leaders and health staff			7			50			person			2			events 			700																					One day sharing session, 2 events. 50person each event, $7/cost /day  


												WVB			Initial Assessment and PDI sharing at union level 			1000			1			event			1			day			1,000			1,000																		Per event cost $1000


			5			Conduct Hearth sessions and home visits by PDH Volunteers			Conduct community learning and practice sessions for caregivers of malnourished children						$   6,580																					3,625			1650						$   0			$   0.15			$   0.07


												WVB			1. Allowance for volunteers
			65			20			person			2			month			2,600			2,600																		$65 /facilitators/month as remuneration


																		6			20			person			4			month			480


												WVB			2. Support material for hearth session			20			10						1			time			200			200


												WVB			3. Gift to caregivers with children graduated			4			200			Caregiver			1			time			800			200			400															$ 4 /caregiver as gift 


												WVB			4.  Tool for set up PDH center (UNICEF-certified weighing scale, height board, MUAC tapes)			250			10			Center			1			time			2,500			625			1250															Already you kept budget for 10 sets  in the initial assessment part 


			6						Support community volunteers to provide follow up support and monitoring of
children who have completed the sessions with regular bi-monthly weight
						$   400																					400			0			0			$   0			$   0.01			$   0.01			$ 10/center 


												WVB			1. Allowance for volunteers
						10			person 			6			day			- 0			- 0


						Supportive supervision allowance for District health partner						WVB			1. Allowance for DoH staff			50			4			person			1			day			200			200


															2. Transportation for DOH			50			4			Person			1			day			200			200


						Supportive supervision allowance for National health partners						WVB			1. Allowance, Transportation, Accommodation for Ministry and MoH staff (National level)			75			4			Person			3			day			900





																														Total			18,560			ERROR:#REF!			ERROR:#REF!			ERROR:#REF!			0.70





																																				Year 1			Year 2			Year 3						$   1			$   0


						DPC									ERROR:#REF!


						DPC-WVI-C									ERROR:#REF!			283568.69424


						Check CAL									ERROR:#REF!			ERROR:#REF!


						total WVI-C									ERROR:#REF!


						Total budget									ERROR:#REF!


															ERROR:#REF!


																																				ERROR:#REF!			ERROR:#REF!			ERROR:#REF!


																																																$   1


																																				ERROR:#REF!


																																				0.73








NIPH (DRAFT)





						Phase			Basic tasks Time sequential Tasks			Deliverable			Cost			Notes


						Preparation Phase			Scientific input to ensure high quality of final research product						5000


									Develop study protocol						1000


									Contextualize and Review survey tools


									Creation of community/population maps for use during data collection (GIS)			demo of data entry system


									Finalization of sampling strategy						2000


									Creation of data management & data entry system


									Local IRB proposal creation and submission with WV and EmoryU 			IRB approvals to conduct research


									Development of enumerator training materials/workshop plan			ppts, schedules, data collection field manual for supervisors to reference in field


						Baseline Phase			scientific and project oversight of baseline data collection to ensure high quality data is collected						5,000


									development of data analysis plan			finalized data analysis plan			3000


									Hiring of enumerators to collect data


									workshop set up and preparations


									Data collection logistics plan development			Data collection schedule/plan


									Training of enumerators with WV			workshop report


									Training of data entry teams


									Data collection tools (phones/tablets)						5000


									Data  collection			weekly or daily emails updating the NCOE on progress			20000			We did a slightly larger sample size data collection in Cambodia a year ago for about 15K, but that was LQAS. So 20K is decent money.


									Supervision of data entry through mobile phones


									Data entry			finalized datasets in STATA


									Data cleaning			Data cleaning & data quality report


									Analysis of Baseline data as requested and input for final baseline report						5000


									report writing			baseline report			3000


									Manuscript writing on baseline findings and local dissemination of findings			1 draft manuscript			3000


						sdfasdfasdfasdflslsdklfImplementation Phase									2000


									tracking of environmental factors that could confound results


									tracking of contamination that could impact the project


									IRB committee work


									participation in capacity building and team meetings						1000


									contextualize monitoring tools


									advocacy for the research as needed to government/IRB


						Endline Phase


									Scientific and project oversight of baseline data collection to ensure high quality data is collected						5,000


									Development of data analysis plan			finalized data analysis plan


									Review of baseline tools to improve them as needed


									Hiring of enumerators to collect data


									Data collection logistics plan development			Data collection schedule/plan


									Workshop set up and preparations			workshop report


									Training of enumerators


									Training of data entry teams


									Data  collection						28000			a little margin as it's 2-3 year later


									Supervision of data entry			finalized datasets in STATA


									Data entry			Data cleaning & data quality report


									Data cleaning


									Analysis of data as requested and input for final report						5000


									Report writing 			endline report			4000


									Development of publications with NCOE, EmoryU, and WV Cambodia on results for a journal determined by EmoryU PI						27,200			Approve protocol, tools, data analysis plan; participate in opening/closing workshop, baseline/endline data collection (1 wk each), and supporting NIPH with manuscript writing





						TOTAL									124200








Final Budget


			Table 1.0 - Summary of Final Budget for PDH MAM Research in Bangladesh (Baseline, 3 month)


						FY26			FY27			Sub-Total			NOTES


			Timeline			Oct 2025 to Sept 2026			Oct 2026 to Sept 2027


			Budget Required for Academic Partners/Technical Support


			WVB AP			18,560


			WVB and GC Data Collection Budget			4,130			1,285						Accommodation and meals for WVB and GC staff during data collection in-country


			Local Academic Partner/Consultancy			20,000			7,500


			WVI Travel budget (airfare, visa, hotel in-transit)			7,310			6,000						FY26: 2 trips for WVI (Baseline and 3 Month) and 2 trips in FY27 for 6 month follow-up and Dissemination Workshop


			LSHTM Technical Support			5,000			2,500


			Publishing						6,000						2 publications (FY27)


			Total Budget Required			55,000			23,285			78,285


			c/f from FY25			5000


			Amount needed in FY26			50,000


						50,000





			Total Commitment for PBAS to WV Bangladesh in FY26			42,690			8,785


			Table 2.0 - Summary of Final Budget for PDH MAM Research in Bangladesh  (Baseline, 3 month, 6 month/1 yr)			ERROR:#REF!


						ERROR:#REF!			FY27			Sub-Total			NOTES


			Timeline			Oct 2025 to Sept 2026			Oct 2026 to Sept 2027


			Budget Required for Academic Partners/Technical Support


			WVB AP 			18,560			0


			WVB and GC Data Collection Budget			4,130			3,350


			Local Academic Partner			20,000			15,000


			WVI Travel budget 			7,310			8,250						FY26: 2 trips for WVI (Baseline and 3 Month); FY27: 3 trips for WVI (6 Month, 1 year Follow-up, and dissemination workshop)


			LSHTM Technical Support			5,000			5,000


			Publishing						9,000						3 publications


			Total Budget Required			55,000			40,600			95,600


			Total Commitment To GC in FY26			12,310			14,500


						55,000			23,285











Budget Spent


			Table 1.0 - Summary of Final Budget for PDH MAM Research in Bangladesh


						Projected Spending for FY26-27			FY26			FY26			FY27			FY27			NOTES


			Timeline			Last Approved in 			Estimated Expenses			Actual YTD
Expense			Estimated Expenses			Actual YTD Expense


			Budget Required for Academic Partners/Technical Support


			LSHTM


			Local Academic Partner


			Travel budget for WVI, WVV, Local Academic Partner


			Provision fee


			WVV


			Total Budget Required			0.00						0.00			0.00			0.00


			Budget Committed to WVI/WVV


			WVK to WVI


			WVK to WVV


			Total Budget Committed			0.00						0.00			0.00			0.00


			Carryforward									0.00














Form draft budget





			A9			T0(/L1) *			T1(/L2)			T3(/L4)			T4(/L5) *			T5(/L6)			T6(/L7)			L1			L2			L3			Logframe Description						T7(/L8)						T8(/L9)			T9(/L10) *			T2(/L3) 8xxxx *


			Project No.			Location Code			Department Code / Cost Center (Optional)			Employee No. (Optional) / Partner Code			Funding Source			OPEN			Log Frame  Code			Outcome			Output			Activity			Enter Logframe Description			Child Well-being Outcomes (Ctrl+W)			Programming Category			Programming Category Description			(Optional)			Allocation Type
(select)			Project Expense Account (Ctrl+w)			Y1			Y2			Y3


						XX						XXXXXX									Goal: 												To assess the effectiveness of contextualized messages through SKL programs and mobile technology to improve knowledge, behavior change, and level of confidence of caregivers with underweight children aged 6-23 months in feeding, hygiene, health-seeking, and caregiving practices


						XX						XXXXXX									Outcome 1			1									Outcome: 1 Implementation of 5+5+5, SKL, and SKL +mHealth programs 


						XX						XXXXXX									Output 1.1 			1			1						Output 1: 5+5+5 group created and implemented


						XX						XXXXXX									Activity 1.1.1			1			1			1			Randomly assign children to 5+5+5 group			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.2			1			1			2			Train MSG on BFCI			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.3			1			1			3			Conduct monhtly meeting with community on BFCI and cooking demonstration by MSG			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.4			1			1			4			Conduct monthly home visit by MSG to primary caregivers with children 0-12 month on BFCI			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.5			1			1			5			Conduct quarterly meeting with MSG on BFCI			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.6			1			1			6			Train VHSGs and TBA on ANC, PNC and CIMCI			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.7			1			1			7			Conduct monthly home visit by VHSG & TBA on ANC & PNC			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.8			1			1			8			Conduct quarterly meeting with VHSG & TBA on ANC & PNC			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.9			1			1			9			Conduct bi-monthly growth monitoring promotion (GMP)			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.1.10			1			1			10			Develop IEC Material 			C1A			S06						DPC						81599


						XX						XXXXXX									Activity 1.1.11			1			1			11			Conduct special awareness events such as ‘World Breast Feeding Week’ or 'Diseases Outbreak'			C1A			S06						DPC						81507


						XX						XXXXXX									Output 1.2			1			2						Output 2: SKL group created and implemented			C1A			S06						DPC


						XX						XXXXXX									Activity 1.2.1			1			2			1			Randomly assign children to SKL group			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.2.2			1			2			2			Involve the community to weigh screening all children under3 years and community mobilization			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.2.3			1			2			3			Share results on community mobilization and select SKL team 			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.2.4			1			2			4			Train SKL team, village leaders, CCWC and HC on positive deviant inquiry (PDI)			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.2.5			1			2			5			Identify positive deviant and malnourished children and share the results with the community 			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.2.6			1			2			6			Conduct SKL learning and cooking sessions 			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.2.7			1			2			7			Conduct home visit by SKL team and feekback session			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.2.8			1			2			8			Bi-monhtly growth monitoring			C1A			S06						DPC						81507


						XX						XXXXXX									Ouput 1.3			1			3						Output 3: SKL +mHealth group created and implemented			C1A			S06						DPC


						XX						XXXXXX									Activity 1.3.1			1			3			1			Randomly assign children to SKL + mHealth group			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.2			1			3			2			Involve the community to weigh screening all children under3 years and community mobilization			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.3			1			3			3			Share results on community mobilization and select SKL team 			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.4			1			3			4			Train SKL team, village leaders, CCWC and HC on positive deviant inquiry (PDI)			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.5			1			3			5			Identify positive deviant and malnourished children and share the results with the community 			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.6			1			3			6			Develop mHealth audio messages for phone call and test			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.7			1			3			7			Conduct SKL learning and cooking sessions 			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.8			1			3			8			Conduct home visit by SKL team and feekback session			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.9			1			3			9			Develop and implement feedback mechanism with mothers and caregivers to ensure the relevant of audio messaging for phone call			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.10			1			3			10			Broadcast mHealth messages to Caregivers through phone call			C1A			S06						DPC						81507


						XX						XXXXXX									Activity 1.3.11			1			3			11			Bi-monhtly growth monitoring			C1A			S06						DPC						81507


						XX						XXXXXX									Outcome 2			2									Outcome 2: Comparison in the improvement in nutritional status of participant children from each of the the 3 groups (SKL, 5+5+5, and SKL + mHealth program)			C1A			S06						DPC																		Outcome 2			Comparison in the improvement in nutritional status of participant children from each of the the 3 groups (SKL, 5+5+5, and SKL + mHealth program)


						XX						XXXXXX									Output 2.1			2			1						Output 1: Comparison in the level of confidence of participant caregivers in child feeding, hygiene, caring, and health-seeking practices in the three different groups pre- and post-intervention			C1A			S06						DPC																		Output 2.1			Comparison in the level of confidence of participant caregivers in child feeding, hygiene, caring, and health-seeking practices in the three different groups pre- and post-intervention


						XX						XXXXXX									Activity 2.1.1			2			1			1			Develop and pilot-test confidence survey questions			C1A			S06						DPC						81507												Activity 2.1.1			Develop and pilot-test confidence survey questions


						XX						XXXXXX									Activity 2.1.2			2			1			2			Train enumerators			C1A			S06						DPC						81507												Activity 2.1.2			Train enumerators


						XX						XXXXXX									Activity 2.1.3			2			1			3			Baseline evaluation			C1A			S06						DPC						87501												Activity 2.1.3			Baseline evaluation


						XX						XXXXXX									Activity 2.1.4			2			1			4			Mid-term evaluation			C1A			S06						DPC						87501												Activity 2.1.4			Mid-term evaluation


						XX						XXXXXX									Activity 2.1.5			2			1			5			Final evaluation			C1A			S06						DPC						87501												Activity 2.1.5			Final evaluation


						XX						XXXXXX									Output 2.2			2			2						Output 2: Comparison in the level of knowledge of participant caregivers in child feeding, hygiene, caring, and health-seeking practices in the three different groups pre- and post-intervention			C1A			S06						DPC																		Output 2.2			Comparison in the level of knowledge of participant caregivers in child feeding, hygiene, caring, and health-seeking practices in the three different groups pre- and post-intervention


						XX						XXXXXX									Activity 2.2.1			2			2			1			Develop and pilot-test knowledge survey questions			C1A			S06						DPC						81507												Activity 2.2.1			Develop and pilot-test knowledge survey questions


						XX						XXXXXX									Activity 2.2.2			2			2			2			Baseline evaluation			C1A			S06						DPC						87501												Activity 2.2.2			Baseline evaluation


						XX						XXXXXX									Activity 2.2.3			2			2			3			Mid-term evaluation			C1A			S06						DPC						87501												Activity 2.2.3			Mid-term evaluation


						XX						XXXXXX									Activity 2.2.4			2			2			4			Final evaluation			C1A			S06						DPC						87501												Activity 2.2.4			Final evaluation


						XX						XXXXXX									Output 2.3			2			3						Output 3: Comparison in the behavioural changes related to child feeding, hygiene, caring, and health-seeking among caregivers participating in the three different groups pre- and post-intervention			C1A			S06						DPC																		Output 2.3			Comparison in the behavioural changes related to child feeding, hygiene, caring, and health-seeking among caregivers participating in the three different groups pre- and post-intervention


						XX						XXXXXX									Activity 2.3.1			2			3			1			Develop and pilot-test behavior survey questions			C1A			S06						DPC						81507												Activity 2.3.1			Develop and pilot-test behavior survey questions


						XX						XXXXXX									Activity 2.3.2			2			3			2			Baseline evaluation			C1A			S06						DPC						87501												Activity 2.3.2			Baseline evaluation


						XX						XXXXXX									Activity 2.3.3			2			3			3			Mid-term evaluation			C1A			S06						DPC						87501												Activity 2.3.3			Mid-term evaluation


						XX						XXXXXX									Activity 2.3.4			2			3			4			Final evaluation			C1A			S06						DPC						87501												Activity 2.3.4			Final evaluation


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX


						XX						XXXXXX








																																																			TOTAL PROJECT BUDGET








Sheet3


						Training						3days in Takeo operation


									Car rental			Health and Wash technical officer, DME and project staff			45			USD			x			2			way			x			1			day			90


									Transportation data collectors			Community (youth, VHSG)			8			USD			x			18			person			x			2			way			288


									Accommodation for partcipants			Health and Wash technical officer, 7 project staff, DME, data collectors(18 persons)			15			USD			x			28			person			x			3			night			1260


									Perdiem technical team			Health and Wash technical officer and DME			10			USD			x			3			person			x			3			day			90


									Perdiem project staff						7			USD			x			7			person			x			3			day			147


									Perdiem participants			Community (youth, VHSG)			10			USD			x			18			person			x			3			day			540


									Refreshment			Participant: 28 persons			2			USD			x			28			person			x			3			day			168


									Material			Participant: 89 persons			30			USD			x			3			day			x			1			set			90


						Field Work (data collection)						Field work 5 days																											0


									Transportation for data collectors			Community (youth, VHSG)			8			USD			x			18			person			x			5			day			720


									Data collector  fee(Youth, VHSGs)						10			USD			x			18			person			x			5			day			900


									Car rental						150			USD			x			1			car			x			5			day			750


									Accommodation WVC staff			PM, DME, tachnical team (2)			15			USD			x			4			person			x			5			day			300


									Perdiem WVC project staff			 7 project staff			7			USD			x			7			person			x			5			day			245


									Perdiem WVC staff Technical and DME			Health and Wash technical officer, and DME			10			USD			x			3			person			x			5			day			150


						External consultant


									External consultant fee						345			USD			x			20			day			x			1			time			6900
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CONSENT FORM FOR PARTICIPANT AND REPRESENTATIVE 


IN FOCUS GROUP DISCUSSION
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Title of Project: Evaluation of the Effectiveness of Positive Deviance/Hearth (PDH) to treat Uncomplicated Moderate Acute Malnutrition in Children 6-59 months of age in Bangladesh	





Name of PI/Researcher responsible for project: Diane Baik		


			Statement      


			Please check each box





			I confirm that I have read and understood the information sheet dated November 17, 2025 for the above named study.  I have had the opportunity to consider the information, ask questions and have these answered satisfactorily.





			





			I understand that my consent is voluntary and that I am free to withdraw this consent at any time without giving any reason and without my/the participant’s medical care or legal rights being affected.


			





			I understand that the data collected during the study may be looked at by authorised individuals from London School of Hygiene and Tropical Medicine, World Vision, Ministry of Health Bangladesh, where it is relevant to the participant’s taking part in this research.  I give permission for these individuals to have access to these records.


			





			I understand that data about my child may be shared via a public data repository or by sharing directly with other researchers for this study or future studies, and that your child will not be identifiable from this information


			





			I agree to my take part in the Key Informant Interview for the above named study.





			











			





			


			








	Printed name of participant/Representative		         Signature of participant/Representative	                          Date 


									                                                                                                                      (or thumbprint/mark if unable to sign)


			





			


			








	Printed name of person obtaining consent		         Signature of person obtaining consent	                          Date 





The participant/representative is unable to sign.  As a witness, I confirm that all the information about the trial was given and the participant/representative consented to taking part (*only required if the participant/representative is unable to read or write)





			





			


			








    Printed name of impartial witness*			          Signature of impartial witness*			        Date


[*Only required if the participant is unable to read or write.]


A copy of this informed consent document has been provided to the participant.


Centre Number:


Study Number:


Participant Identification Number:





[Informed Consent for Participant and Representative for incapacitated adults_21.09.2023_v3]
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Study Number:
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CONSENT FORM FOR PARTICIPANT AND REPRESENTATIVE 


IN KEY INFORMANT INTERVIEW


[image: lshtm_logo]





Title of Project: Evaluation of the Effectiveness of Positive Deviance/Hearth (PDH) to treat Uncomplicated Moderate Acute Malnutrition in Children 6-59 months of age in Bangladesh	





Name of PI/Researcher responsible for project: Diane Baik		


			Statement      


			Please check each box





			I confirm that I have read and understood the information sheet dated November 17, 2025 for the above named study.  I have had the opportunity to consider the information, ask questions and have these answered satisfactorily.





			





			I understand that my consent is voluntary and that I am free to withdraw this consent at any time without giving any reason and without my/the participant’s medical care or legal rights being affected.


			





			I understand that the data collected during the study may be looked at by authorised individuals from London School of Hygiene and Tropical Medicine, World Vision, Ministry of Health Bangladesh, where it is relevant to the participant’s taking part in this research.  I give permission for these individuals to have access to these records.


			





			I understand that data about my child may be shared via a public data repository or by sharing directly with other researchers for this study or future studies, and that your child will not be identifiable from this information


			





			I agree to my take part in the Key Informant Interview for the above named study.





			











			





			


			








	Printed name of participant/Representative		         Signature of participant/Representative	                          Date 


									                                                                                                                      (or thumbprint/mark if unable to sign)


			





			


			








	Printed name of person obtaining consent		         Signature of person obtaining consent	                          Date 





The participant/representative is unable to sign.  As a witness, I confirm that all the information about the trial was given and the participant/representative consented to taking part (*only required if the participant/representative is unable to read or write)





			





			


			








    Printed name of impartial witness*			          Signature of impartial witness*			        Date


[*Only required if the participant is unable to read or write.]


A copy of this informed consent document has been provided to the participant.


Centre Number:


Study Number:


Participant Identification Number:





[Informed Consent for Participant and Representative for incapacitated adults_21.09.2023_v3]
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Study Number:


Participant Identification Number:
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V1.0; November 17, 2025 





Participant Information Sheet for Key Informant Interview (Ministry of Health Staff)





Title of Project: Evaluation of the Effectiveness of Positive Deviance/Hearth (PDH) to treat Uncomplicated Moderate Acute Malnutrition in Children 6-59 months of age in Bangladesh	





[bookmark: _Hlk215069791]Chief Investigator:	


Diane Baik, MSc, PGDipPH, PhD Candidate, London School of Hygiene and Tropical Medicine





Funding Source: World Vision Korea





Introduction and Study Overview


Hello. My name is _______________________________________. I am working with World Vision and the London School of Hygiene and Tropical Medicine. We received ethical approval from LSHTM’s Ethics Committee and the Dhaka University of Health Economics Ethics Committee. We are conducting a research study to understand the implementation, acceptability, and perceived effectiveness of the Positive Deviance/Hearth (PDH) approach for rehabilitating children with moderate acute malnutrition (MAM) and no medical complications.


We would like to invite you to participate in a Key Informant Interview because of your expertise and your important role within the Ministry of Health. Your perspectives will help us understand current understanding of the national MAM guidelines, challenges in actual implementation of the guidelines in the communities, opportunities to improve MAM treatment in Bangladesh, and how PDH could be strengthened or scaled within Bangladesh’s community health systems.


Before you decide, we want to explain what your participation involves. Your participation is entirely voluntary. If you decide to take part, you may stop the interview or skip any questions at any time, without any consequences.


I would like to ask you questions about your experience with community-based MAM management, your views on the PDH model, and what steps are needed to try and scale-up approaches like PDH that are more sustainable and rely on local resources rather than externally manufactured products. The interview will take approximately 45–60 minutes. With your permission, the interview will be audio-recorded and securely stored.


Everything you share will remain confidential. Your name or identity will not appear in any reports, presentations, or publications.


Risks and Discomforts 


There are minimal risks from your participation in this survey. One of the main risks is the breach of confidentiality ie. if any of the study reports or data reveals your name or identity. However, our study team will avoid recording your name by de-identifying all information and storing the data in secured facilities and computers. 





Benefits 


Participation in this survey is not designed to benefit you directly.   However, with the information you and your community members provide; we hope that the findings from this study may benefit your community to improve the accuracy of measuring children’s heights and length to improve accuracy of identifying malnourished children. There are no costs for you to participate in this study. 


Compensation 


You will not be offered payment for being in this study.


  


Confidentiality 


We will keep the information you provide and any research records we create, private. Names will be de-identified from reports (a code rather than your name will be used on study records wherever possible).  All the audio recordings will be kept in a secure place where only those from the research team can access these. Your name and other facts that might point to you will not appear when we present this study or publish its results. If I ask you any question you do not want to answer, just let me know and I will go on to the next question or you can stop the interview at any time


Contact Information


If you have questions about this study, your part in it, your rights as a research participant, or if you have questions, concerns or complaints about the research you may contact the following:


Name: 	Mezanur Rahman 


	World Vision Bangladesh


Tel:	+88 01713490725


Email:	mdmezanur_rahman@wvi.org





[bookmark: _Hlk215070340]If you need more information about the ethical approval up on this study, please contact the secretary of Dhaka University of Health Economics Ethics Committee:


Name:	 


Address	: 


Tel:	


Email:	


	





A copy of this informed consent document to be offered to the participant
Study title: Evaluation of the Effectiveness of PDH to treat Uncomplicated MAM in Children 6-59 months 			Version/Date: <v1/11/19/25>
Principal Investigator: Diane Baik										REC ref: IS#1
Participant Information Sheet for KII									Page 2 of 2
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V1.0; November 17, 2025 





Participant Information Sheet for Focus Group Discussions (Caregivers/Volunteers)





Title of Project: Evaluation of the Effectiveness of Positive Deviance/Hearth (PDH) to treat Uncomplicated Moderate Acute Malnutrition in Children 6-59 months of age in Bangladesh	





Chief Investigator:	


Diane Baik, MSc, PGDipPH, PhD Candidate, London School of Hygiene and Tropical Medicine





Funding Source: World Vision Korea





Introduction and Study Overview


[bookmark: _Hlk153410083]Hello. My name is _______________________________________. I am working with World Vision and the London School of Hygiene and Tropical Medicine. This study has received ethical approval from the LSHTM Ethics Committee and the Dhaka University of Health Economics Ethics Committee.


We are conducting a research study to understand the implementation, acceptability, and experiences of the Positive Deviance/Hearth (PDH) approach—a community-based method for helping children with moderate acute malnutrition (MAM) recover using locally available foods and caregiver-led practices.


We would like to invite you to participate in a Focus Group Discussion (FGD) as a caregiver/PDH volunteer. Your experiences and opinions are very important for improving PDH programs in the future.


Before you decide, we want to explain what your participation involves. Participation is entirely voluntary. You may stop the discussion or skip any questions at any time without any consequences.


The discussion will last about 60–90 minutes. With your permission, it will be audio-recorded for accuracy and securely stored.


Because this is a group discussion, we will ask all participants to respect each other’s privacy and not share what others say outside the group. Your name or identity will not appear in any report or publication.


What we will Ask



We will ask about:


· Your experience attending PDH sessions


· What was useful or challenging


· How PDH affected feeding, nutrition, and caregiving practices


· What improvements could make PDH more helpful


· Any challenges faced by caregivers or volunteers in practicing PDH


There are no right or wrong answers. We want your honest views.


Risks and Discomforts 


There are minimal risks from your participation in this survey. One of the main risks is the breach of confidentiality ie. if any of the study reports or data reveals your name or identity. However, our study team will avoid recording your name and your child’s name by de-identifying all information and storing the data in secured facilities and computers. 





Benefits 


Participation in this survey is not designed to benefit you directly.   However, with the information you and your community members provide; we hope that the findings from this study may benefit your community to improve the accuracy of measuring children’s heights and length to improve accuracy of identifying malnourished children. There are no costs for you to participate in this study. 


Compensation 


You will not be offered payment for being in this study.


  


Confidentiality 


We will keep the information you provide any research records we create private. Names will be de-identified from reports (a code rather than your name will be used on study records wherever possible).  All the audio recordings will be kept in a secure place where only those from the research team can access these. Your name and other facts that might point to you will not appear when we present this study or publish its results. If I ask you any question you don't want to answer, just let me know and I will go on to the next question or you can stop the interview at any time


Contact Information


If you have questions about this study, your part in it, your rights as a research participant, or if you have questions, concerns or complaints about the research you may contact the following:



Name: 	Mezanur Rahman 


	World Vision Bangladesh


Tel:	+88 01713490725


Email:	mdmezanur_rahman@wvi.org





If you need more information about the ethical approval up on this study, secretary of Dhaka University of Health Economics Ethics Committee:


Name:	 


Address	: 


Tel:	


Email:	


	











A copy of this informed consent document to be offered to the participant
Study title: Evaluation of the Effectiveness of PDH to treat Uncomplicated MAM in Children 6-59 months 			Version/Date: <v1/11/19/25>
Principal Investigator: Diane Baik										REC ref: IS#1
Participant Information Sheet for FGD									Page 2 of 5
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[bookmark: _Toc214015537]Acronyms 





AM – Acute Malnutrition


BDHS – Bangladesh Demographic and Health Survey


cRCT – Cluster Randomized Controlled Trial


FGD – Focus Group Discussion


KII – Key Informant Interview


IRB – Institutional Review Board


LSHTM – London School of Hygiene and Tropical Medicine


MAM – Moderate Acute Malnutrition


MOH – Ministry of Health


MUAC – Mid-Upper Arm Circumference


PDH – Positive Deviance/Hearth


SAM – Severe Acute Malnutrition


SFF – Specially Formulated Foods


SOC – Standard of Care


WAZ – Weight-for-Age Z-score


WHZ/WLZ – Weight-for-Height or Weight-for-Length Z-score


WVB – World Vision Bangladesh


WVI – World Vision International


WVK – World Vision Korea






Location: Mymensingh, Bangladesh
Duration: 9 months 
Reports to: WV Bangladesh Study Coordinator (Mezanur Rahmun) and Project PI (Diane Baik)
Type: Short-term consultancy 


[bookmark: _Toc214015538]1. Background and Context


Acute malnutrition (AM), or wasting, remains one of the most persistent and life-threatening forms of undernutrition among children under five globally. Defined by weight-for-height z-score (WHZ/WLZ) < -2 SD, MUAC <125 mm, or nutritional oedema, it contributes to over a million child deaths annually. In 2022, an estimated 45 million children under five were wasted globally—31.7 million moderately (MAM) and 13.3 million severely (SAM)—yet only 30% of affected children receive treatment. Most AM cases (over 70%) occur outside humanitarian contexts, predominantly in Asia, underscoring the urgent need for sustainable, community-based management approaches beyond emergency specially formulated foods (SFF) distributions.


Bangladesh provides an ideal setting to evaluate sustainable dietary approaches. Despite progress in stunting and underweight reduction, wasting has increased from 8% in 2017–18 to 11% in 2022 (BDHS). In Mymensingh Division, Purbadhala Upazila reports prevalence above 15%. Contributing factors include suboptimal infant and young child feeding practices—only 28.7% of children 6–23 months receive a minimum acceptable diet—low dietary diversity, food insecurity, and WASH-related constraints. Bangladesh’s 2017 National Guidelines recommend nutrient-dense family foods for MAM treatment but lack operationalization, leaving most uncomplicated MAM children untreated until deterioration.


World Vision’s Positive Deviance/Hearth (PDH) model is a non-Specially Formulated Food (non-SFF) dietary intervention that identifies caregivers whose children thrive despite poverty. These 'positive deviant' families model locally feasible feeding and caregiving behaviors to other households through 12-day Hearth sessions. Each session uses local ingredients to prepare nutrient-rich meals that meet calorie, protein, and micronutrient targets. PDH has been proven effective in improving child nutritional outcomes in Asia and Africa, at costs as low as USD $2–$9 per child.


In line with WHO’s 2023 guidelines[footnoteRef:1] emphasizing sustainable, local-diet solutions, this study will evaluate the PDH model as a community-based non-SFF approach for treating uncomplicated MAM. The evidence generated will inform the Bangladesh Ministry of Health on scalable alternatives to SFF-based approaches for uncomplicated MAM treatment and prevention of wasting. [1:  https://www.who.int/publications/i/item/9789240082830 ] 



[bookmark: _Toc214015539]2. Purpose and Objectives


This Terms of Reference (ToR) outlines the responsibilities of a data collection consultancy firm to conduct high-quality quantitative and qualitative data collection for the cluster randomized controlled trial (cRCT) evaluating the Positive Deviance/Hearth (PDH) approach for treating uncomplicated MAM in Mymensingh, Bangladesh.


The objectives of the research are:


1. To evaluate the effectiveness of PDH (non-SFF) in rehabilitating children with uncomplicated MAM compared to Standard of Care (SOC) over 12 weeks.


2. To assess relapse at 6 months post-recovery.


3. To evaluate caregiver acceptance, program sustainability, and scalability within the Ministry of Health system.


[bookmark: _Toc214015540]3. Study Design and Methodology


A cluster-randomized controlled superiority trial will be implemented in Purbadhala Upazila, Mymensingh Division. Twenty clusters (villages/unions) will be randomized equally into intervention (PDH+SOC) and control (SOC only) arms.


Sample size: Assuming an intra-cluster correlation coefficient (ICC) of 0.1, 20 clusters (10 per arm) each recruiting 20 children (total 400) will provide 90% power to detect a 30% inter-group difference in MAM recovery rates at 90 days (α=0.05).


Inclusion Criteria: WHZ/WLZ < -2SD and ≥ -3SD or MUAC <125mm and ≥115mm, no oedema, no medical complications, and passing appetite test. 


Exclusion criteria: severe illness, bilateral pitting oedema, poor appetite, or non-consent.


Primary outcome: Recovery rate at Day 90 (WHZ/WLZ ≥ -2SD or MUAC ≥125mm and WAZ ≥ -3SD, without oedema). 


Secondary outcomes (Quantitative Data): Defaulter rates, average weight/MUAC gain, time to recovery, relapse rates, minimum child dietary diversity, minimum child meal frequency, behaviour change in the six key behaviours promoted during PDH sessions, minimum acceptable diet, and cost per beneficiary. 


Secondary outcomes (Qualitative Data): Caregiver acceptance, program sustainability, and scalability within the Ministry of Health system at midline.


Data Collection Schedule:
• Baseline (Day 1) (March 29-April 7, 2026)
• Midline (Day 90) (July 19-27, 2026)
• Relapse follow-up (Day 180) (October 18-22, 2026)


Data collectors will use standardized anthropometry (height/length, MUAC, weight) and structured caregiver interviews using mobile phones or tablets. Qualitative components include 4 Focus Group Discussions (FGDs) (for PDH caregivers, PDH volunteers) and 4 Key Informant Interviews (KIIs) (4 Ministry of health staff) only during Midline.


All enumerators should receive intensive training in WHO anthropometry standards, the caregiver survey tool (for the qualitative data enumerators in qualitative data collection techniques and the semi-structured questionnaires), and ethical data collection procedures led by the consultancy firm and overseen by LSHTM and World Vision.


[bookmark: _Toc214015541]4. Roles and Responsibilities


The data collection firm will recruit, train, and supervise enumerators and ensure high-quality data collection, entry, and cleaning. All instruments will be developed by LSHTM and WV and field tested during the enumerator training with the data collection firm to make appropriate changes prior to fieldwork.


[bookmark: _Toc214015542]4.1 Quantitative Data Collection


· Lead caregiver surveys at baseline, midline (3 month), and endline (6 month)


· Recruit, train, and supervise 20 quantitative field data collectors 


· Oversee child (U5) anthropometric measurements, ensuring accuracy and reliability


· Manage data entry and cleaning using digital data collection tools (e.g., KoboCollect, ODK, ENA)


· Conduct routine data quality checks (using ENA software) and submit both raw and cleaned/translated datasets to WVI within agreed timelines


· Using R-Studio, analyze and report on the descriptive data and submit R-file (Larger analysis will be done by LSHTM)


[bookmark: _Toc214015543]4.2 Qualitative Data Collection (only at Midline)


· Recruit, train, and supervise 2 qualitative field data collectors with previous qualitative data collection experience


· Conduct 4 KII and 4 FGDs with caregivers, volunteers, and MOH staff (may only need for 3 days of data collection)


· Support finalization and contextualization of qualitative tools (interview guides after field testing)


· Ensure high-quality transcription, translation, and thematic coding of qualitative data


· Summarize qualitative findings for integration with quantitative analyses


[bookmark: _Toc214015544]4.3 Ethical and Administrative Compliance


· Ensure informed consent, confidentiality, and data protection for all study participants according to study protocols


· Maintain secure data storage and sharing practices in line with LSHTM and WVI’s research ethics standards, according to study protocols


[bookmark: _Toc214015545]4.4 Collaboration and Reporting


· Participate in regular coordination meetings with LSHTM and WV Bangladesh’s research team


· Provide progress updates and troubleshooting support throughout data collection phases


· Contribute to data interpretation workshops and draft sections of study reports and manuscripts


[bookmark: _Toc214015546]5. Deliverables


			Deliverable


			Description


			Due Date





			Inception Report


			Detailed methodology, training plan, sampling and logistics plan (LSHTM/WV will provide sampling plan and itinerary for the data collection, training curriculum and tools will be provided by LSHTM and WVB ahead of time and phones will be used for data collection)


			Within 5 days of contract signing





			Finalized tools (caregiver survey, FGD and KII tools)


			Review, field test during enumerator training, and finalize tools developed by LSHTM and WV


			March 1-April 1, 2026





			Enumerator Training  


(4 Days)


			Conduct enumerator training under supervision of LSHTM and WV Summary of training, pre-testing results (training curriculum and tools will be provided by LSHTM and WVB ahead of time and phones will be used for data collection)


			March 29-April 1, 2026





			Baseline Dataset (400 participants)


			Clean and verified dataset with documentation (Caregiver survey only)


			Baseline Data Collection (in Field): March 29-April 1 for Enumerator Training & April 2-7 for Data Collection


Dataset/Descriptive Statistics Report Due: May 15, 2026





			[bookmark: _Hlk214013660]Midline Dataset (400 participants) and Qualitative Data Report


			Clean and verified dataset with documentation (Caregiver survey) and Fully translated verbatim and report on common themes identified with documentation on how the qualitative data was collected (KII/FGD data)


			Midline Data Collection (in Field): July 19-21 for Enumerator Training & Jul 22-27 for Data Collection





Dataset/Qualitative Data Report Due: August 31, 2026





			Relapse Follow-up Dataset (only include children rehabilitated at 3m follow-up ~200 or less children; exact sample will be determined after Midline Results)


			6-month follow-up data cleaned and verified dataset with documentation


			Relapse Data Collection (in Field): Oct 18-19 for Enumerator Training & Oct 20-22, 2026 for Data Collection 


Dataset Due: Nov. 30, 2026





			Final Report


			Summary of data collection process, challenges, and QA actions


			December 15, 2026








[bookmark: _Toc214015547]6. Detailed List of Indicators to be Collected and Data Analysis Plan


			Study 2:


Outcome


			


Statistical Method Used


			


Statistical Software


			


Time of Data Collection





			Descriptive Analysis (Basic characteristics of caregivers and children at Baseline)


			





			Proportion of children with AM (WHZ/LHZ<-2 and/or MUAC <115mm for PDH+SOC vs. SOC group) 


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Proportion of children with Underweight (WAZ<-2)


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Proportion of children with Stunting (HAZ/LAZ <-2)


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Proportion of children with low birth weight 


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Mean household size 


			Report Counts, Mean, 95% CI, p-value


Assess baseline balance between arms using independent t-test 


			R-Studio or SPSS


			Baseline





			Proportion of ethnic minority household


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Proportion of children 6-23 months of age who are continuing breastfeeding


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Primary caregiver’s highest level of education 


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Household Income quintile (USD)


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Source of Household Income 


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Main Primary Caregiver (e.g. Mother, Grandmother, Father, etc.)


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square


			R-Studio or SPSS


			Baseline





			Household Food Insecurity Access Scale score (HFIAS)


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Independent t-test


			R-Studio or SPSS


			Baseline





			Proportion of children with minimum dietary diversity score


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square


			R-Studio or SPSS


			Baseline





			Proportion of children with minimum meal frequency


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square


			R-Studio or SPSS


			Baseline





			Proportion of primary caregivers in psychological distress


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square


			R-Studio or SPSS


			Baseline





			Proportion of children with disability


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square


			R-Studio or SPSS


			Baseline





			Proportion of children who received deworming in the past 6 months


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square


			R-Studio or SPSS


			Baseline





			Proportion of children attending pre-school


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Seasonality


			Report Counts, Percentages, 95% CI, p-value


Assess baseline balance between arms using Chi-square 


			R-Studio or SPSS


			Baseline





			Screening Coverage for AM, which will be calculated as:


Number of children identified as AM using either WHZ/WLZ or MUAC as a proportion of the number of children identified as AM using both WHZ/WLZ<-2 AND MUAC<125mm 


			Difference in Proportions

Report finding: Effect size, 95% Confidence Interval, p-value 


			R-Studio or SPSS


			Baseline and Day 90





			Primary Outcome Variables (2)


			





			Recovery


			





			Proportion of children 6-59 months discharged (WHZ/WLZ≥-2.0SD or MUAC≥125mm and WAZ≥-3SD) 


			Difference in proportions 

Report finding: Effect size, 95% Confidence Interval, p-value 


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Proportion of children 6-59 months who recovered from MAM 


(WHZ/WLZ≥-2.0SD or MUAC≥125mm)


			Difference in proportions 

Report finding: Effect size, 95% Confidence Interval, p-value 


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Secondary Outcomes (4) 


			





			Rate of Weight Gain (29):


Average Daily Weight Gain and Weight gain patterns 


			Estimate difference in means adjusted for repeated measures 





Report fixed effect of treatment, random effect variance, and p-value <0.05 is stat. significant


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Rate of MUAC Gain:


Average Daily MUAC Gain and MUAC gain patterns 


			Estimate difference in means adjusted for repeated measures 





Report fixed effect of treatment, random effect variance, and p-value <0.05 is stat. significant


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Defaulter: Proportion of children lost to follow-up 


			Logistic Regression – Binary Outcome, adjust for covariates

Report finding: Effect size, 95% Confidence Interval, p-value 


			R-Studio or SPSS


			Baseline and Day 90





			Relapse: Proportion of children who had previously recovered (WHZ/WLZ≥-2.0SD and MUAC≥125mm) from AM experiences a return to a malnourished state after being discharged from treatment (WHZ/WLZ<-2.0SD or MUAC<125mm)


			Logistic Regression – Binary Outcome, adjust for covariates

Report finding: Effect size, 95% Confidence Interval, p-value


			R-Studio or SPSS


			Day 180





			Exploratory outcomes considered from other studies:


			





			Adherence to program: Proportion of children with 10 days or more attendance in 12 Hearth days and Proportion of households who attended 4 or more NC meetings in the past 3 months


			Proportion by group


			R-Studio or SPSS


			Day 90





			Proportion of children continued breastfeeding 


			Proportion by group


			R-Studio or SPSS


			Baseline and Day 90





			Proportion of children with Underweight levels (WAZ<-2) at Day 1 and Day 12, 30, 60, 90, 180


			Proportion by group


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Proportion of children with Stunting levels (HAZ/LAZ <-2) at Day 1 and Day 12, 30, 60, 90, 180


			Proportion by group


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Mean WHZ/LHZ/MUAC  improvements at Day 1 and Day 12, 30, 60, 90, 180


			Mean by group


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Mean WAZ improvements at Day 12, 30, 60, 90, 180


			Mean by group


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Mean HAZ/LAZ improvements at Day 1 and Day 12, 30, 60, 90, 180


			Mean by group


			R-Studio or SPSS


			Baseline vs. Day 12, 30, 60, 90, 180





			Mean MUAC improvements at Day 1 and Day 12, 30, 60, 90, 180


			Mean by group


			R-Studio or SPSS 


			Baseline vs. Day 12, 30, 60, 90, 180





			Proportion of children 6-23 months with Adequate Dietary Diversity (24 hr recall) 


			Proportion by group


			R-Studio or SPSS


			Baseline and Day 90





			Proportion of children 6-23 months with minimum meal frequency (24 hr recall) 


			Proportion by group


			R-Studio or SPSS


			Baseline and Day 90





			Proportion of children 6-23 months with minimum acceptable diet (24 hr recall) 


			Proportion by group


			R-Studio or SPSS


			Baseline and Day 90





			Proportion of children 6-23 months consuming unhealthy food and beverage (24 hr recall) 


			Proportion by group


			R-Studio or SPSS


			Baseline and Day 90





			Proportion of children with diarrhea episodes in past 2 weeks and received zinc or ORS treatment 


			Proportion by group


			R-Studio or SPSS


			Day 90





			Proportion of children with fever or acute respiratory tract infection (ARI) 


			Proportion by group


			R-Studio or SPSS


			Day 90





			Proportion of children who required hospitalization during the treatment phase 


			Proportion by group


			R-Studio or SPSS


			Day 90 and 180 (whichever is earlier)





			Proportion of children with WHZ/WLZ ≥-2 at the end of the sustenance phase


			Proportion by group


			R-Studio or SPSS


			Day 180





			Household Food Insecurity Access Scale (HFIAS) 


			Proportion by group


			R-Studio or SPSS


			Day 90





			Seasonality


			Proportion by group


			R-Studio or SPSS


			Day 90





			Proportion of children who received deworming in the past 6 months at 


			Proportion by group


			R-Studio or SPSS


			Baseline (Day 1) and Day 90





			Proportion of primary caregivers in psychological distress at Day 1 and Day 90


			Proportion by group


			R-Studio or SPSS


			Baseline (Day 1) and Day 90





			Proportion of households with appropriate handwashing at Day 1 and Day 90


			Proportion by group


			R-Studio or SPSS


			Baseline (Day 1) and Day 90





			Proportion of households with acceptable treatment of drinking water at Day 1 and Day 90


			Proportion by group


			R-Studio or SPSS


			Baseline (Day 1) and Day 90








[bookmark: _Toc214015548]7. Timeline and Itinerary


The consultancy is expected to follow the below timeline aligned with the PDH MAM study implementation schedule:


			Phase


			Key Activities


			Timeline


			Persons Responsible





			Preparation & IRB


			Ethics submission and approval, staff mobilization, caregiver survey and KII/FGD tools development and translation, KoboTool Development


			Oct 2025 – Feb 2026


			LSHTM/WVI/WVB





			Formative Research


			PDH – Situational Analysis and Positive Deviance Inquiry


			Jan – Feb 2026


			WVB





			Enumerator Training


			Training Enumerators in Anthropometry Techniques, Caregiver Survey, KII/FGD tools 


			March 29-31, 2026 (4 days)


			Consultancy (overseen by LSHTM/WVB)





			Baseline Data Collection


			Quantitative data collection


			April 2-7, 2026 (5 Days)


			Consultancy with support from WVB and LSHTM





			PDH Implementation





SOC Implementation


			PDH rollout in 10 intervention villages


Provide basic health and nutrition services to SOC villages


			Apr – Jul 2026


			WVB





			Midline Data Collection


			Follow-up at Month 3 Quantitative Data collection & FGD/KIIs


			July 19-21 for Enumerator Training & 


Jul 22-27 for Data Collection 


(8 Days)


			Consultancy





			Relapse Follow-up


			6-month follow-up of recovered children (Quantitative Data collection)


			Oct 18-19 for Enumerator Training & 


Oct 20-22 for Data Collection


(5 Days)


			Consultancy (overseen by WVB)





			Dissemination


			Final data sharing and report dissemination


			February 2026


			LSHTM/Consultancy








[bookmark: _Toc214015549]7.1 Detailed Itinerary for Baseline Data Collection


			Baseline


			Day


			Activity





			Sunday, March 29


			Day 1


			8:00AM - Travel to Purbabhola
9:30AM - Day 1 Training of enumerators





			Monday, March 30


			Day 2


			8:00AM - Travel to Purbabhola
9:30AM - Day 2 Training of enumerators





			Tuesday, March 31


			Day 3


			8:00AM - Travel to Purbabhola
9:30AM - Day 3 Training of enumerators





			Wednesday, April 1


			Day 4


			8:00AM - Travel to Purbabhola
9:30AM - Day 4 Training of enumerators





			Thurs, April 2


			Day 5


			9:00AM to 4:00PM - Day 1 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Friday, April 3


			


			Break





			Saturday, April 4


			Day 6


			9:00AM to 4:00PM - Day 2 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Sunday, April 5


			Day 7


			9:00AM to 4:00PM - Day 3 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Monday, April 6


			Day 8


			9:00AM to 4:00PM - Day 4 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Tuesday, April 7


			Day 9


			9:00AM to 4:00PM - Day 5 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)











[bookmark: _Toc214015550]7.2 Detailed Itinerary for 3-Month Follow-up Data Collection


			Baseline


			Day


			Activity





			Sunday, July 19


			Day 1


			8:00AM - Travel to Purbabhola
9:30AM - Day 1 Training of enumerators





			Monday, July 20


			Day 2


			8:00AM - Travel to Purbabhola
9:30AM - Day 2 Training of enumerators





			Tuesday, July 21


			Day 3


			8:00AM - Travel to Purbabhola
9:30AM - Day 3 Training of enumerators





			Wednesday, July 22


			Day 4


			9:00AM to 4:00PM - Day 1 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Thurs, July 23


			Day 5


			9:00AM to 4:00PM - Day 2 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Friday, July 24


			


			Break





			Saturday, July 25


			Day 6


			9:00AM to 4:00PM - Day 3 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Sunday, July 26


			Day 7


			9:00AM to 4:00PM - Day 4 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Monday, July 27


			Day 8


			9:00AM to 4:00PM - Day 5 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)











[bookmark: _Toc214015551]7.3 Detailed Itinerary of 6-Month Follow-up Data Collection 


(6-Month Follow-up sample size will be based on results from Midline so number of days needed for data collection is subject to change below)


			Baseline


			Day


			Activity





			Sunday, Oct. 18


			Day 1


			8:00AM - Travel to Purbabhola
9:30AM - Day 1 Training of enumerators





			Monday, Oct. 19


			Day 2


			8:00AM - Travel to Purbabhola
9:30AM - Day 2 Training of enumerators





			Tuesday, Oct. 20


			Day 3


			9:00AM to 4:00PM - Day 1 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Wednesday, Oct. 21


			Day 4


			9:00AM to 4:00PM - Day 2 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)





			Thurs, Oct. 22


			Day 5


			9:00AM to 4:00PM - Day 3 of Data collection begins (8 caregivers per day by enumerator pairs with 20 enumerators)








[bookmark: _Toc214015552]8. Required Qualifications and Team Composition


The firm must demonstrate experience conducting large-scale nutrition or health surveys using WHO methodologies and must be experienced in using Emergency Nutrition Assessment (ENA) software. The proposed team should include a Field Supervisor/Coordinator(s), 20 Enumerators/Anthropometrists, 1 Data Manager, and 2 Qualitative Researchers (Qualitative Researchers only needed for Midline).


[bookmark: _Toc214015553]9. Budget and Payment


Payments will be made in three installments as per WVB policy: 30% after inception report approval, 40% after submission of clean midline dataset, and 30% upon submission and approval of final report. Applicable taxes will be deducted according to government regulations.	Comment by Diane Baik: Revise according to WVB policy/protocols


[bookmark: _Toc214015554]10. Confidentiality and Data Ownership


All data collected are the property of World Vision International. The firm shall not disclose or share any information without prior written approval. Raw and cleaned datasets, transcripts, and field notes must be submitted to WVI upon completion.


[bookmark: _Toc214015555]11. Contact


Principal Investigator:
Diane Baik
London School of Hygiene and Tropical Medicine
Email: diane.baik@lshtm.ac.uk 

In-Country Lead Contact:


Mezanur Rahman 


Research and Nutrition Team, World Vision Bangladesh


Email: MdMezanur_Rahman@wvi.org 
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Dear Parents, Primary Caregivers, Village Health Workers, and Community Leaders,


Warm greetings! We respectfully invite your support and participation in an important research study designed to improve how we care for children who are moderately undernourished without medical complications in your communities.


This study is being conducted by the London School of Hygiene and Tropical Medicine, in partnership with World Vision, and local health authorities. The research will take place in selected villages in Purpadhala Upazila and focuses on evaluating the Positive Deviance/Hearth (PDH) approach as a community-based method for rehabilitating children aged 6–59 months with Moderate Acute Malnutrition (MAM) without medical complications and reducing relapse.


Why This Study Matters


· Many children experience MAM, which can affect growth, development, and overall health.


· The PDH approach uses local solutions and caregiver-led practices to improve feeding, care, hygiene, and health behaviors.


· By understanding how well PDH works in real-world settings, we hope to strengthen nutrition programs in Bangladesh and other countries.


· You and your child’s participation can help improve the lives of many children—both now and in the future.


What Participation Involves


Families with children aged 6–59 months who meet the criteria for uncomplicated MAM will be invited to join the study.


If you choose to participate:


1. Screening and Enrollment


· Trained staff will assess your child’s nutritional status.


· Caregivers will be asked to provide informed consent before any child is enrolled.


2. Hearth Sessions and Home Practice


· Caregivers will take part in a series of Positive Deviance/Hearth group cooking and learning sessions.


· You will learn practical skills to prepare nutrient-rich meals using locally available foods and improve feeding and hygiene practices at home.


3. Follow-up Visits


· Study staff will visit your home several times to support you and monitor your child’s growth and health.


· Your child will be measured carefully and safely by trained staff.


4. Voluntary Participation


· All activities are voluntary.


· You may withdraw at any time without affecting any services you receive.


· You do not have to pay to be part of the study.


All information collected will be kept strictly confidential.


How You Can Support


Your participation is essential for improving children’s nutrition and strengthening community-based solutions.


Questions or Contact Information


If you have any questions or would like to speak with our research team, please contact:


Mezanur Rahman (Bangla-speaking)
Lead – Health, Nutrition, and WASH Program, World Vision Bangladesh
mdmezanur_rahman@wvi.org  | +88 01713490725


Diane Baik (English-speaking)
PhD Candidate, London School of Hygiene and Tropical Medicine
diane.baik@lshtm.ac.uk | +1 929 225 4075


Thank you very much for your time, support, and commitment to improving child health in your community. We look forward to working closely with you in a respectful and collaborative way.


Sincerely,
The PDH MAM Study Team
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[bookmark: _Toc215005112]1. Background and Purpose 


This Charter outlines the roles, responsibilities, composition, operational procedures, and decision-making processes of the Joint Hybrid Data Monitoring Committee (HYRBID COMMITTEE)/Data Safety Monitoring Board (DSMB) and Trial Steering Committee (TSC) for the PDH MAM Research Trial, a cluster-randomized controlled study evaluating the effectiveness of a non-SFF, community-based Positive Deviance/Hearth (PDH) approach for rehabilitating children with moderate acute malnutrition (MAM) and preventing relapse in Bangladesh. Because the study is  low risk, the DSMB and TSC will be combined into a hybrid DSMB/TSC.


The primary purpose of the DSMB/TSC is to protect child participants, safeguard trial integrity, and ensure that emerging findings do not compromise ethical conduct or safety. The DSMB/TSC will independently review monthly summary reports, but since the study is only 6 months long, it may not be long enough to see interim effects of the intervention; making it difficult to make recommendations on whether the study should continue, be modified or stopped. However, unblinded monthly summary reports will be shared with the committee (while remaining blinded for the chief investigator) for any recommendations to be made. 





[bookmark: _Toc215005113]2. Objectives of the DSMB/TSC


The HYRBID COMMITTEE will:


1. Ensure participant safety by reviewing adverse events (AEs)[footnoteRef:1], serious adverse events (SAEs)[footnoteRef:2], withdrawals, deaths, other safety-relevant indicators, and ensuring the incidences are recorded and the referral mechanism used.  [1:  Examples of AE include: Fever, diarrhea, cough, rash, poor appetite, any new symptoms or worsening of an existing one]  [2:  Examples of SAE include: Death, life threatening condition, hospitalization, persistent or significant disability, congenital anomaly/birth defect, any important medical event requiring intervention to prevent the outcomes above] 



2. Evaluate trial conduct including recruitment, retention, protocol adherence, data quality, and balance across arms.


3. Monitor routine safety data – review monthly summary report of AEs and SAEs throughout the study and reach out to the Chief Investigator (CI) for more extensive data if unusual events trigger further investigation


4. Assess benefit–risk balance as new data accrue from monthly summary reports.


5. Make recommendations to CI and Sponsor on trial continuation, modification, or early stopping.


6. Ensure confidentiality of monthly unblinded summary data.





[bookmark: _Toc215005114]3. Trial Overview (for DSMB/TSC reference)


· Title: Evaluation of the Effectiveness of a dietary non-Specially Formulated Food Program, Positive Deviance/Hearth to Rehabilitate and Prevent Relapse of uncomplicated MAM Children in Bangladesh


· Design: Cluster randomized controlled trial


· Population: Children 6–59 months with uncomplicated MAM


· Intervention: PD/Hearth with local foods (non-SFF), behavior change, follow-up


· Primary Outcomes:


· Nutritional recovery


· Relapse rate over follow-up period


· Secondary Outcomes:


· Rate of weight gain 


· Rate of MUAC gain


· Proportion of children lost to follow-up (Default Rate)


· Relapse rate


· Program feasibility (facilitators and barriers)


· Program scalability


· Duration of Intervention: 6 Months





[bookmark: _Toc215005115]4. DSMB/TSC Membership and Roles


[bookmark: _Toc215005116]4.1 Composition


The DSMB/TSC will include 3 independent members, selected to ensure multidisciplinary expertise:


1. Co-Chair/Public Health Nutrition Expert – Senior clinician or public health expert with Clinical Trial advisory experience (Philip James, ENN)


2. Co-Chair/Statistician – Independent statistician experienced in CRTs with some DSMB experience (Kate Nelson, LSHTM)


3. Public Health Nutrition Expert – Experience in CMAM/PDH (Carolyn MacDonald, PhD)


[bookmark: _Toc215005117]4.2 Independence


· DSMB/TSC members must not be involved in trial implementation, analysis, or coordination.


· Members must declare no conflicts of interest.


[bookmark: _Toc215005118]4.3 Responsibilities


Members will:


· Review the monthly summary report of adverse events.


· Attend scheduled and emergency meetings.


· Maintain confidentiality.


· Provide written recommendations following meetings.





[bookmark: _Toc215005119]5. Meetings and Frequency


[bookmark: _Toc215005120]5.1 Meeting Schedule


The HYRBID COMMITTEE will meet (3 times):


1. November 26, 2025: Initial meeting (review DSMB charter and assign roles)


2. February 2026: Before trial start and recruitment started for study participants (to review study protocol and data analysis and security plan)


3. August 2026: After 3-month data collected


4. Ad hoc meetings may occur if triggered by safety concerns or unexpected harm signals.


[bookmark: _Toc215005121]5.2 Meeting Format


· Virtual (Zoom/Teams) for accessibility.


· Meetings will be open sessions (blinded) where the DSMB members and trial team (Chief investigator/ trial manager/data manager) both attend


· Purpose of the meeting is to review trial recruitment (inclusion and exclusion criteria), monthly summary reports of any adverse events, and general safety of participants.


· What is discussed:


· Operational Updates:


· Recruitment progress of participants in study


· Retention, and withdrawals


· Data completeness


· Protocol deviations


· Monitoring findings


· Blinded safety data


· Summary reports of AE and SAEs without identifying which arm they belong to (will be unblinded for the DSMB/TSC


· Closed sessions can also be held where only DSMB/TSC members participate and no one from the trial team is allowed (Unblinded Session)


· Purpose is to allow the HYRBID COMMITTEE to independently judge whether recommendations to adjust the study protocol without compromising blinding or introducing operational bias


· What is Discussed:


· Unblinded safety data (e.g., AE/SAEs by intervention vs. control)


· Intervention performance


· Benefit–risk assessment


· Deliberation and final recommendations


[bookmark: _Toc215005122]6. Data Access and Reporting


[bookmark: _Toc215005123]6.1 Open Reports


Provided to both DSMB/TSC and trial team:


· Recruitment and retention


· Loss to follow-up


· Protocol deviations (referral criteria)


· AE/SAE summaries 


[bookmark: _Toc215005125]6.3 Preparation of Reports


· Prepared by chief investigator will prepare reports after each meeting to be signed off by the DSMB/TSC members.


[bookmark: _Toc215005126]6.4 Confidentiality


· All members sign confidentiality and conflict-of-interest declarations.


· All deliberations in closed sessions remain confidential.





[bookmark: _Toc215005127]7. Decision-Making and Recommendations


At each meeting, the DSMB/TSC may recommend:


1. Continue without modification


2. Continue with modifications


· Revised recruitment targets


· Protocol adjustments


· Improved safety monitoring


3. Pause recruitment


4. Request additional data


5. Emergency safety actions (if needed)





[bookmark: _Toc215005128]8. Communication Pathways


Primary recipients of DSMB/TSC recommendations:


· Chief Investigator (CI)


· Sponsor (WVI or LSHTM)


Process


· The CI will submit the monthly summary reports of AE/SAE to the DSMB/TSC 


· If the DSMB/TSC see any changes are needed, the Co-Chairs will request for a meeting with the CI and submit a written recommendation letter of the changes needed within 1–2 weeks of each meeting.


· The CI is responsible for implementing changes.


· DSMB/TSC recommendations and actions are documented in the Trial Master File.





[bookmark: _Toc215005129]9. Documentation


The following will be filed:


· Meeting agenda and attendance


· Open and closed session minutes


· DSMB/TSC reports (open and closed)


· Recommendation letters


· Signed confidentiality agreements


· Conflict-of-interest declarations





[bookmark: _Toc215005130]10. Duration of Responsibilities


The DSMB/TSC role ends once:


· Final participant follow-up is completed at 3 month follow-up,


· Major safety findings are addressed, and


· Primary results have been verified for accuracy.


[bookmark: _Toc215005131]11. Amendments to the Charter


Any changes to this Charter must be:


· Proposed by the CI or DSMB/TSC Co-Chairs


· Discussed during a DSMB/TSC meeting


· Approved unanimously by DSMB/TSC members


· Documented with a revised version number and date
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