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Abstract

Acute malnutrition affects millions of children each year, yet global coverage of life-saving treatment through
the community-based management of acute malnutrition (CMAM) is estimated to be below 15%. We investi-
gated the potential role of stigma as a barrier to accessing CMAM. We surveyed caregivers bringing children to
rural health facilities in Marsabit County, Kenya, divided into three strata based on the mid-upper arm circum-
ference of the child: normal status (n = 327), moderate acute malnutrition (MAM, n = 241) and severe acute
malnutrition (SAM, n = 143). We used multilevel mixed effects logistic regression to estimate the odds of
reporting shame as a barrier to accessing health care.We found that the most common barriers to accessing child
health care were those known to be universally problematic: women’s time and labour constraints. These
constituted the top five most frequently reported barriers regardless of child acute malnutrition status. In
contrast, the odds of reporting shame as a barrier were 3.64 (confidence interval: 1.66–8.03, P < 0.05) times higher
in caregivers of MAM and SAM children relative to those of normal children. We conclude that stigma is an
under-recognized barrier to accessing CMAM and may constrain programme coverage. In light of the large gap
in coverage of CMAM, there is an urgent need to understand the sources of acute malnutrition-associated stigma
and adopt effective means of de-stigmatization.
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Introduction

Acute malnutrition affects approximately 11% of
children under the age of 5 each year or approxi-
mately 52 million individuals (Black et al. 2013). The
condition occurs as a result of infection, disease
and/or restricted dietary intake and is associated with
increased risk of morbidity and mortality. Cases of
acute malnutrition may be classified as moderate
(MAM) or severe (SAM) and are determined by the
use of mid-upper arm circumference (MUAC),
weight-for-height z-scores (WHZ) or the presence of

bilateral pitting oedema.1 Community-based manage-
ment of acute malnutrition (CMAM), a treatment
protocol that began in 2001 and was adopted globally
by 2006, is viewed as a highly efficacious approach to
treating acute malnutrition (Bhutta et al. 2005; Black
et al. 2013). However, of the total number of children
eligible for CMAM each year globally, less than 15%

1MAM is defined as a WHZ <−2 and ≥−3 or a MUAC <125 and

≥115 mm. SAM is the more severe condition, defined by a WHZ

<−3, MUAC <115 mm or the presence of bilateral pitting

oedema.
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are estimated to receive treatment (Guerrero &
Rogers 2013a). The discrepancy in coverage is
thought largely to reflect poor access to existing pro-
grammes rather than the absence of treatment
options at country level (Brown et al. 2009; Guerrero
& Rogers 2013b).

Studies of barriers to CMAM include one review of
SAM treatment programmes across six African coun-
tries (the Democratic Republic of the Congo, Ethio-
pia, Malawi, Niger and North and South Sudan),
which identified fear of rejection, not recognizing the
child’s condition as malnutrition, lack of confidence in
the programme, relapse and distance to the site of
programme as the most common factors (Guerrero
et al. 2010). A recent evaluation of SAM treatment
access across 21 countries found the primary barriers
to be a lack of knowledge of malnutrition, lack of
knowledge about CMAM, high opportunity costs and
distance to site – all of which are consistent with pre-
existing knowledge about access barriers for other
child health services (Guerrero & Rogers 2013b).

An association between stigma and acute malnutri-
tion has been reported in two earlier contexts: in a
study from Pakistan from the early 1990s, mothers of
children with severe wasting reported hiding their
children due to shame and fear of judgment associ-
ated with the condition, which was thought to be
caused by ‘malevolent’ influences from the spirit
world (Mull 1991). In Tanzania at around the same
time, stigma associated with poverty was nearly inex-
tricable from that linked to child malnutrition and
was perpetuated by a discriminatory health care
system (Howard & Millard 1997). Apart from these
early studies, the role of stigma as a potential barrier
to accessing care has not been studied. Field observa-
tions by the first author during Peace Corps service in

Niger, West Africa, in 2008 and 2009 suggested that
the shame of having an acutely malnourished child
discouraged some caregivers from seeking timely
treatment, even when caregivers were aware of
CMAM services and such services were available.

Conceptualizing stigma and its consequences
for health

Contemporary conceptualizations of stigma consider
the dynamic social, economic and political contexts
and processes that produce and intensify discrimina-
tion, expanding on Erving Goffman’s pivotal early
work defining stigma as the ‘deeply discrediting’ asso-
ciation between an attribute and a stereotype (Parker
& Aggleton 2003; Goffman 2009). Discrimination
may be individual, in which a person takes overt dis-
criminatory action against another; structural, in
which social or institutional norms perpetuate
inequalities; and/or self-imposed, in which members
of stigmatized groups experience ‘situationally based
fear that one will be judged on the basis of [negative]
stereotypes’ (Steele 1997; Link & Phelan 2001; Major
& O’Brien 2005). Self-imposed stigma has also been
referred to as ‘stereotype threat’ (Steele 1997), ‘iden-
tity threat’ (Major & O’Brien 2005) and ‘stigma con-
sciousness’ (Pinel 1999).

Stigma is well documented for many health condi-
tions, with mental illness being the focus of work prior
to the 1990s and human immunodeficiency virus/
acquired immunodeficiency syndrome (HIV/AIDS)
stigma dominating the research through the present
day (Rüsch et al. 2005; Mahajan et al. 2008). In 2006,
the National Institute of Health (NIH) Fogarty Inter-
national Center’s Stigma and Global Health Research
Program requested further research about the burden

Key messages

• Access to community-based management of acute malnutrition (CMAM) may be constrained by stigma
associated with acute malnutrition, in addition to the many universal barriers to child health care such as time
and workload constraints of caregivers.

• In order to achieve maximum coverage of potentially life-saving CMAM programmes, thoughtful consideration
of barriers unique to CMAM must be made among researchers and programmers alike.

• Efforts to integrate de-stigmatization activities into existing health service platforms would benefit from a
qualitative understanding of the source of stigma associated with acute malnutrition.
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of stigma, its causes and the development of effective
interventions to curb it (Keusch et al. 2006). Recent
work has documented stigma in connection to tuber-
culosis, epilepsy, obesity and obstetric fistula (Baskind
& Birbeck 2005; Mak et al. 2006; Coreil et al. 2010;
Khisa & Nyamongo 2012). Although the stereotypes
associated with different health conditions vary, many
of the consequences of having a stigmatized health
condition are foreseeable in regard to decision mak-
ing about prevention, care and treatment. Common
consequences for health and care include anxiety,
stress, non-disclosure about one’s health status,
care avoidance and potential permanent disability or
even death (Keusch et al. 2006; Nyblade et al. 2009;
Hatzenbuehler & Link 2014).

The relationship between stigma and acute malnu-
trition has not been systematically investigated since
CMAM became a prominent intervention in child
nutrition and health services. We proposed to bridge
this gap by collecting empirical evidence on the pres-
ence of acute malnutrition-associated stigma in the
context of a rural health facility-based survey that
identified access barriers for multiple childhood con-
ditions in Kenya. We hypothesized that caregivers of
children with acute malnutrition experience feelings
of shame, embarrassment or discomfort around
accessing CMAM, in addition to the universal chal-
lenges known to limit access to child health services.
We also hypothesized that stigma is a contributing
factor in the poor coverage of CMAM programmes.

Materials and methods

Study setting

Marsabit County, Kenya, covers approximately 26 000
square miles and is divided into six administrative
divisions. It is a geographically remote and arid region
in North Kenya, home to approximately 290 000
people and subject to drought and food insecurity.
Nomadic pastoralism is the dominant livelihood and is
practiced by the dominant ethnic groups in the region:
the Borana, the Gabra, the Rendille, and the Burji.
The Borana and Gabra share a common language, the
Borana language, which is widely spoken across the
region. Political and ethnic tension, primarily between

the Borana and Gabra groups, dates back for decades,
originating in disputes over land and livestock owner-
ship and water use. Violent clashes over grazing land
and civil disputes in the town of Moyale, on the border
of Marsabit County and Ethiopia, were ongoing
throughout 2013 and during the time of this study
(Kenya Humanitarian Response 2013).

Rates of wasting (>12%) and stunting (>27%)
among children under the age of 5 in Marsabit
County are among the highest in the country
(Wambua 2013).

Selection of study areas

This study was conducted in three administrative dis-
tricts of Marsabit County. Districts were selected if
Concern Worldwide, an international non-profit
humanitarian organization based in Dublin, Ireland,
supported their child health and nutrition program-
ming and if they had active CMAM participants in
June of 2013.

Selection of health facilities

Eighteen health facilities were randomly selected for
participation in this study as sites for data collection,
six from each study district. We randomly selected
three from above and below the 50th percentile of
CMAM admissions2 according to June 2013 records
for each district. We used this stratification approach
to ensure even representation of population densities
and to include facilities with a range of potential
accessibility issues.

Selection of study participants

Eligible participants were adult women (≥18 years)
who accompanied a child aged 6–59 months at a study
facility between August and September 2013 and gave
informed consent to participate in the study. Women
accompanying children <6 months were not included,

2CMAM admission rates are recorded by clinic staff on a weekly

basis and uploaded monthly by district health management

teams to Kenya’s open-access Health Information System

(Kenya Ministry of Health 2013).
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as CMAM protocol for children of this age was not
established at the time of the study.

From the pool of eligible women, study participants
were systematically and purposively selected into one
of three study subgroups based on their child’s
MUAC. Women whose children had SAM (MUAC
<115 mm or oedema) were eligible for the SAM
group. Those whose children had MAM (MUAC
<125 mm, ≥115 mm) were eligible for the MAM
group and those with children with a normal MUAC
(MUAC ≥125 mm) were eligible for the Normal
group. Group selection was based on MUAC and
oedema only and did not discriminate between other
indicators of child health or nutrition status or the
purpose of the clinic visit (e.g. women in any of the
three groups could have been present for a well child
visit or treatment for illness).

Target sample size

The minimum target sample size for this study was
144 individuals per group or 432 individuals in total.
This target was calculated to detect a 20% difference
in the frequency of a single access barrier between
any two subgroups with 80% power, alpha 0.05 and
95% confidence. The sample size was adjusted to
account for correlation among individuals from a
single facility on a single day using a design effect
factor of 0.05. We did not have prior data with which
to estimate the design effect; our chosen value of 0.05
value reflects our assumption that participants at the
same facility were only 5% more likely to have cor-
relating values than participants selected at random.

Sampling strategy

We designed our sampling strategy knowing that it
might exceed the target sample size. Due to uncer-
tainty around CMAM admissions during the study
time period, we needed to design a strategy that
would reach the target sample size but not over-
sample the early weeks of the study.We also expected
admissions at some facilities to be lower than in
others, in which case low-admissions facilities would
need a longer period of time to reach their target
sample size.To attain sampling breadth across time as

well as ensure that the target sample would be
reached at each clinic, we chose to operate the study
for a pre-specified period of time (5 weeks) regardless
of whether the overall target sample size had already
been reached.

Four women were recruited per group (SAM,
MAM, Normal) per facility per day for four ‘study
days’ spread across 6 weeks (August–September
2013). Study days were pre-selected by health facility
staff to coincide with CMAM activities. On each of
the four study days at each study facility, every second
eligible woman was systematically selected for the
MAM and the Normal groups, beginning with the first
eligible woman for each group and continuing with
every other woman until four women in each group
had been selected. This approach was used to limit
oversampling of participants early in the day and to
reduce the burden on enumerators. As a result of the
limited number of women eligible for the SAM group,
every eligible woman for that group was selected on
each study day.

Data collection procedures

Enumerators were community health workers
working under the supervision of one designated
study nurse at each study clinic. Enumerators and
study nurses were selected based on the their prior
experience with data collection, a positive work
record, their designation as the primary individuals
working at the health facilities selected for the study
and written and spoken proficiency in English and
Borana. The survey took approximately 40 min and
was administered at study facilities after participants
had completed their clinic visits.

The survey consisted of 40 closed or open-ended
questions, presented in the English or Borana lan-
guages, as preferred by the mother.All questions were
originally written in English, translated to Borana by
a professional translator and then back translated to
English during enumerator training before the survey
was finalized.The survey was pilot tested by enumera-
tors among patients and families at the Marsabit
County Hospital, allowing for corrections and
adjustments to question wording and order prior to
finalization.
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Child MUAC, weight and height were obtained
from the child’s health card using the measurements
recorded by the study nurse during their clinic visit
that day. MUAC was assessed using a standard
MUAC tape on the left arm. Length of children less
than 87 cm long was measured using a baby mat.
Height of children greater than 87 cm was measured
using a wooden or plastic stadiometer. Child age was
recorded from the child’s health card (n = 595, 84%)
or estimated by the 116 mothers (16%) whose child
did not have a health card. Mothers reported their
own age and marital status (married monogamous,
married polygamous, single, separated, divorced,
widowed), their formal education level (none,
primary, secondary, higher), ethnicity, the residential
status of their household (resident, refugee, visitor),
the number of people living in their household and
the number under the age of 5 years and the
primary source of income in their household. Food
security was assessed using a condensed version of
the Household Food Insecurity Access Scale
(Swindale & Bilinsky 2006) that queried whether
any of the following five events occurred within the
previous 4 weeks: inability to eat healthy and nutri-
tious foods, worry about running out of food, not
having any food to eat in the household, going
to sleep at night hungry due to lack of food and
going a day and night without eating anything
due to lack of food. We asked participants about
the presence or absence of 17 locally relevant house-
hold items to assess non-agricultural assets (lantern,
cart, hoe or axe, clock or watch, radio, television,
car battery, electricity, generator, tape player, bicycle,
cell phone, tin roof, latrine, running water and
mosquito net) in addition to recording the number
and type of livestock owned by the household.
Participants reported their primary reason for being
at the clinic on that day, whether their child was ill,
and any symptoms they noticed in their child. They
also answered questions about care-seeking behav-
ior including choice of provider and typical time to
care.

Barriers to care were assessed through open-
ended questions. Participants were asked to freely
list any barriers, challenges or obstacles that they
had faced, either in the past or on the day of the

study, in accessing health care for a child. They were
then asked to pick what they considered the three
most important issues, which were recorded by
enumerators. A pre-specified list of responses was
available to enumerators to aid in data collection,
but this list was not made available or indicated to
participants. It included a pre-coded response for
shame using the Borana term fokifade amale

cherfad; this phrasing also means shyness or embar-
rassment and was the preferred term for identifying
the concept of stigma. Responses that were not
pre-specified were written separately and coded by
JRB later.

All participants were also asked directly about
the concepts of stigma, regardless of whether they
had freely listed shame as a barrier to accessing
care. Consensus among survey staff was that using
the terms ‘stigma’ or ‘shame’ in direct questions
could alienate or insult participants and should be
changed to ‘discomfort’. Thus all participants were
asked about their level of comfort with their
purpose at the clinic that day. This question was
worded to elicit emotional discomfort rather than
physical discomfort; enumerators were given addi-
tional prompts such as ‘worried’ and ‘unhappy’ to
assist if the question was not received as intended.
The Borana term used for discomfort was dansa

indagau.
To get a sense of social norms and perceptions of

acute malnutrition, we also asked whether partici-
pants would expect women whose children were
wasted to feel uncomfortable coming to the clinic and
reasons why this might be the case. Answers were
pre-coded; unique responses were noted by enumera-
tors and coded post hoc by JRB later.

Ethical approval

The Cornell University Institutional Review Board
for Human Participants granted ethical approval
for this study (protocol #1306003948). In Kenya,
approval was granted by the Nairobi Nutrition Infor-
mation Working Group and the Marsabit County
Ministry of Health. All participants gave verbal
informed consent and were free to exit the survey at
any point.
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Analytic methods

Data were assembled and analysed using STATA 12
(StataCorp 2013). Descriptive statistics (means,
medians, frequencies) were calculated for the car-
egiver, child and household characteristics as appro-
priate, and for responses regarding perceptions of
acute malnutrition. We used Fisher’s exact tests to
identify differences in frequencies across the three
study groups. We created a continuous count index of
household food insecurity, ranging from zero (no
measures of food insecurity indicated) to five (all five
measures of food insecurity indicated). We also
created a continuous count index of household assets.
Of the 17 asset variables measured, eight were
reported by at least 10% of the sample.We used these
eight variables to create a scale ranging from zero
(none of the assets indicated) to eight (all eight assets
indicated) to assess household wealth.Access barriers
were categorized using an adapted version of a frame-
work proposed by Barton (Streatfield et al. 2008;
Barton 2010).

We used multilevel mixed effects logistic regression
to estimate the odds of reporting a barrier given the
acute malnutrition status of the child using the
responses to our open-ended questions about access
barriers. The 10 most commonly reported barriers
were used as binary outcome variables in 10 separate
models, each adjusted for the same set of covariates.
We chose 11 covariates that we expected to be poten-
tially confounding because of their association with
exposure (acute malnutrition) and outcome (shame),
as well as covariates that we expected to be significant
predictors of at least one of the 10 outcome barriers.
Covariates comprised child age (months) and sex
(male = 0, female = 1), maternal age (years), marital
status (single, separated, divorced or widowed = 0,
married = 1), education (0 = no formal education,
1 = any formal education), household distance from
the clinic (minutes), household size, food insecurity (0
to 5), physical household assets (0 to 8), district, and
facility caseload (low = 0,high = 1).Health facility was
treated as a random effect.We used a dummy variable
to test for the association between barriers and study
group. The threshold for statistical significance for all
variables was P < 0.05.

Results

Descriptive statistics

Of the 711 total participants, 327 (n = 46%) had a
child without acute malnutrition and comprised the
Normal group, 241 (n = 34%) had a child with MAM
and comprised the MAM group and 143 (n = 20%)
had a child with SAM and comprised the SAM group.
Oedema qualified four of the participants for the
SAM group. Participants were evenly distributed
across the 18 study health facilities.

Descriptive statistics of the study participants are
presented by group in Table 1. Most participants were
married Borana residents aged 22–31 with no formal
education, living in households with 4–7 individuals,
including 1–2 children under the age of 5.

Table 2 presents descriptive data on the children of
study participants. The sample was 45% female
(n = 315) with a median age of 21 months and a
median MUAC of 124 mm.

When asked to free-list barriers experienced per-
sonally, participants listed 30 different barriers to
accessing child health and nutrition services; the fre-
quency of each barrier is depicted in Fig. 1. Figure 1
also categorizes each barrier into one of five types.
Temporal and geographic barriers were heavily cited:
they comprised four of the top five most frequently
reported responses to the question about personal
barriers and accounted for 49% (n = 958) of all
responses. Social and cultural barriers, although
reported less frequently than temporal barriers, were
the second most common type of response accounting
for 23% (n = 443) of all responses. Barriers related to
personal experience, knowledge or beliefs were
reported 271 times accounting for 14% of the total,
while infrastructural and financial barriers consti-
tuted the remainder.

Freely listed responses mentioning shame were
reported as barriers 57 times, frequently enough to be
the ninth most common barrier cited overall, but still
only comprising 3% of all responses. When we strati-
fied barrier results by study group, the frequency of
shame was highest within the SAM group (n = 21,
15%), followed by the MAM group (n = 24, 10%). It
was not one of the top 10 most frequently reported
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barriers within the Normal group (n = 12, 4%). The
frequency of the 10 most commonly listed barriers in
each study group is depicted in Fig. 2.

When asked directly, 41% (n = 58) of women in the
SAM group responded that they were uncomfortable
with their purpose attending the clinic on that day; the
frequency of this response was lower in the MAM
group (n = 71, 30%) and lowest in the Normal group
(n = 61, 19%) (P < 0.001) (Table 3). Three quarters of
the total sample (n = 526) reported that they would
expect women with acutely malnourished children to
experience more discomfort attending a clinic with
their child when compared with other women. This
expectation was distributed evenly across the study
subgroups (P = 0.65).

Participants offered a number of reasons why dis-
comfort or shame might occur (or be expected to
occur) among women attending a clinic with acutely

malnourished children. Having a child with moderate
or severe acute malnutrition was perceived to indi-
cate negative characteristics about the child’s mother
and household. Approximately 60% of respondents
mentioned that having an acutely malnourished child
would invite the perception that the mother did not
take proper care of her child, either in terms of food
or other basic provisions (Table 3).

Multivariate regression results

Shame as a barrier, freely listed

Our first mixed effects regression model estimated
the odds of reporting shame given the acute malnu-
trition status of the child in the SAM and MAM
groups (consolidated), adjusting for child age and sex,
maternal age, marital status, education, household

Table 1. Characteristics of participants in a survey of access barriers to rural health clinics in Marsabit County, Kenya (n = 711)*

Normal group (n = 327) MAM group (n = 241) SAM group (n = 143)

Women’s age (years) 27, 23–31 26, 22–31 26, 22–30
Household status (resident) 310 (95) 221 (92) 125 (88)
Household size 6, 4–7 6, 4–7 6, 4–7
Number of children under the age of 5 2, 1–2 2, 1–2 2, 1–2
Food insecurity index† 1, 0–3 2, 0–4 2, 0–4
Household assets index‡ 3, 2–5 3, 1–4 3, 1–4
Marital status

Married, monogamous 274 (84) 180 (75) 111 (78)
Married, polygamous 20 (6) 16 (7) 7 (5)
Divorced or separated 20 (6) 24 (10) 20 (14)
Widowed 9 (3) 10 (4) 2 (1)

Women’s education
None 253 (77) 180 (75) 110 (77)
Any primary 40 (12) 41 (17) 19 (13)

Any secondary or above 19 (6) 8 (3) 6 (4)
Ethnicity

Borana 187 (58) 136 (56) 73 (51)
Garreh 42 (13) 33 (14) 18 (13)
Rendille 29 (9) 26 (11) 23 (16)
Gabra 16 (5) 19 (7) 14 (10)

Primary source of household income
Sale of milk 53 (16) 43 (18) 27 (19)
Sale of firewood 34 (10) 41 (17) 32 (22)
Sale of miraa§ 53 (16) 38 (16) 14 (10)
Sale of livestock 47 (14) 31 (13) 8 (6)
Small business 35 (11) 23 (10) 12 (8)

MAM, moderate acute malnutrition; SAM, severe acute malnutrition. *Values are n (%) or median, interquartile range as appropriate. †The
number of indicators of household food insecurity reported (0–5). ‡The number of physical household assets reported (0–8). §Miraa (also known
as khat or qat) is a plant chewed for its properties as a stimulant.
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Table 2. Characteristics of children of the participants in a survey of access barriers to rural health facilities in Marsabit County, Kenya (n = 711)*

Normal group (n = 327) MAM group (n = 241) SAM group (n = 143)

Child age (months) 25, 14–36 20, 12–29 15, 11–24
Child MUAC (mm) 135, 129–141 122, 120–124 113, 111–114
Child sex (female) 143 (45) 103 (43) 68 (49)
Primary reasons why child was brought to the health facility

Treatment for illness 141 (43) 54 (23) 23 (16)
Supplementary feeding 23 (7) 95 (40) 7 (5)
Therapeutic feeding 2 (1) 29 (12) 73 (51)
Referral from health worker 58 (18) 25 (11) 18 (13)
Growth monitoring 61 (19) 26 (11) 13 (9)
Other 40 (12) 10 (4) 9 (6)

Child seem unwell to mother? 192 (59) 121 (50) 71 (50)
If child seemed unwell, symptoms observed by mother (multiple answers allowed)

Fever 117 (61) 82 (68) 39 (55)
Acute respiratory illness 116 (60) 84 (70) 31 (44)
Diarrhea or vomiting 80 (42) 62 (51) 45 (63)
Lack of appetite 54 (28) 41 (34) 29 (41)
Crying 27 (14) 29 (24) 23 (32)
Injury 22 (11) 12 (10) 1 (1)
Thin 18 (9) 25 (21) 28 (39)

MAM, moderate acute malnutrition; MUAC, mid-upper arm circumference; SAM, severe acute malnutrition. *Values are n (%) or median,
interquartile range as appropriate.
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Fig. 1. Barriers to accessing health services
for children in Marsabit County, Kenya.
The 30 unique responses are named on the
Y-axis; the number of times that each
response was given is shown to the right
of the bars. Responses were categorized
according to an adapted framework for
access by Barton (2010).The total number of
responses in each category is depicted in the
pie chart.
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size, distance from the clinic, food security status,
household assets, district, and clinic caseload. Of the
top 10 most frequently reported barriers in this study,
shame was the only barrier that varied by study
group. Women with acutely malnourished children
had a 3.64 times higher odds of reporting shame rela-
tive to the Normal group [confidence interval (CI):
1.65–8.03, P < 0.05] (Fig. 3).

When separated by study group strata, the odds of
reporting shame as a barrier were highest in the SAM

group [odds ratio (OR): 6.54, CI: 2.46–17.41,
P < 0.001) followed by the MAM group (OR: 2.87, CI:
1.23–6.69 P < 0.05) (Fig. 4).

Discussion

This study systematically investigated whether
stigma associated with acute malnutrition constrains
access to CMAM. By asking participants with and
without acutely malnourished children about their

Normal group (n=327) 
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Fig. 2. The frequency of the most com-
monly reported barriers to accessing child
health in Marsabit County, Kenya, by study
group.
The 10 most frequent barriers for each study
group (SAM, MAM and Normal) are tabu-
lated in order of decreasing frequency from
left to right.The barrier of interest, shame, is
depicted in red.

Table 3. The frequency of discomfort regarding the reason for their clinic visit, as reported by participants in a survey of access barriers to health
services in rural facilities in Marsabit County, Kenya (n = 711)*

Normal group
(n = 327)

MAM group
(n = 241)

SAM group
(n = 143)

P-value*

Felt uncomfortable about their purpose at the clinic today (n = 190, 27%)
61 (19%) 71 (30%) 58 (41) <0.001

Thought women whose children have acute malnutrition would be more uncomfortable coming to the clinic than other women (n = 526,
74%)

237 (73) 180 (76) 109 (76) 0.65
Reasons they would feel more uncomfortable (n = 526, multiple answers allowed)
Mother’s ability to care for her child is questioned 150 (64) 105 (59) 73 (66) 0.40
Household’s ability to feed the child is questioned 139 (60) 114 (69) 64 (58) 0.54
Mother’s ability to provide necessities for her child is questioned 120 (52) 114 (64) 63 (57) 0.04
Child is perceived to have a serious health condition 69 (30) 60 (33) 33 (30) 0.66
Household is perceived to be poor 56 (24) 36 (20) 28 (25) 0.52

MAM, moderate acute malnutrition; SAM, severe acute malnutrition. *Values are n (%). Significance refers to Fisher’s exact tests comparing the
distribution of positive responses across study groups.
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experiences in accessing care, we were able to identify
those barriers that are universal across child health
conditions and those that are unique to a single con-
dition or service. Our findings support the two
hypotheses posed earlier, that acute malnutrition is a
stigmatized condition and that stigma is one factor
limiting utilization of CMAM.

We used three approaches to triangulate the asso-
ciation between stigma and acute malnutrition: we
asked open-ended questions about participants’ past
and current experience accessing a clinic, direct ques-
tions about their own comfort level on the day of the
survey and direct questions about general expecta-
tions and perceptions surrounding the condition.
Each approach yielded consistent findings: many
access barriers were universal, regardless of the
child’s nutritional status or reason for being at the
clinic.

Most frequently among women whose children had
acute malnutrition shame was reported as a barrier,
and the majority of participants perceived acute
malnutrition as a condition that would elicit emo-
tional discomfort when seeking care. Our findings
support the hypothesis that caregivers of children
with acute malnutrition experience stigmatization, as
revealed in the feelings of shame, embarrassment
and discomfort reported in the process of accessing
treatment.

Sources of stigma among stigmatized
health conditions

The existing literature on health-related stigma yields
insight into sources of negative stereotyping that may
be relevant to understanding the stigmatization of
acute malnutrition.

Shame associated with child malnutrition in
Tanzania was inseparable from that of hunger and
food insecurity; this was largely a result of structural
discrimination perpetuated by decades of political
and economic policies that prevented households
from escaping poverty (Howard & Millard 1997).
Similarly, poverty and its constraints were believed
to fuel HIV/AIDS stigma in Zambia (Bond 2006).
Recent qualitative work from Zimbabwe showed
something different: HIV/AIDS-related stigma
was distinct from poverty-related stigma among
both HIV-affected and HIV-unaffected children
(Campbell et al. 2011). In Pakistan, the belief that
child wasting was caused by spirits punishing the
mother’s immoral behaviour was found as the pre-
dominant source of stigma (Mull 1991). Punitive

Cost of treatment

Travel time

Severity unknown

Clinic lacks supplies

No time-childcare

Clinic too far

Waiting time

No help at home

No time-work

Felt ashamed

.41

3.64

1 3 6 9 12

95% Confidence interval
Women with children with acute malnutrition
(MAM or SAM groups)

Adjusted odds ratios (Reference: Normal group)

Fig. 3. The odds of reporting one of the 10 most common health
service barriers in Marsabit County, Kenya (moderate and severe
groups consolidated and compared with the normal group).
Odds ratios of significant findings (P < 0.05) are noted on the figure and
were estimated using a multilevel mixed effects logistic regression
model that adjusted for child age and sex, maternal age, marital status,
education, household size, distance from the clinic, food security status
and wealth, district and facility caseload. Health facility was treated as a
random effect.

Cost of treatment

Travel time

Severity unknown

Clinic lacks supplies

No time-childcare

Clinic too far

Waiting time

No help at home

No time-work

Felt ashamed

.52

.34
.43

6.54

2.87

1 3 6 9 12 15 18

95% Confidence interval
Women in the MAM group
Women in the SAM group

Adjusted odds ratios (Reference: Normal group)

Fig. 4. The odds of reporting one of the 10 most common barriers in
a survey of access to health services at rural health facilities in Marsabit
County, Kenya (moderate and severe groups stratified and compared
with the normal group).
Odds ratios of significant findings (P < 0.05) are noted on the figure.
Estimates were produced by our multilevel mixed effects logistic regres-
sion model, which adjusted for child age and sex, maternal age, marital
status, education, household size, distance from the clinic, food security
status and wealth, district and facility caseload. Health facility was
treated as a random effect.
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witchcraft has been documented as a perceived
cause of poor health, namely epilepsy, and its conse-
quential stigmatization in Kenya and across sub-
Saharan Africa (Baskind & Birbeck 2005; Sharkawy
et al. 2006). A more recent ethnographic study from
southern Malawi found that among the Yao people,
child malnutrition can be seen as an indication of
inadequate parental care, such as poor food provi-
sioning or failure to abide by rules governing sexual
abstinence (Flax 2013).

Wasting is highly visible and was tightly associated
with HIV/AIDS during the early years of the HIV/
AIDS epidemic prior to the availability of antiret-
roviral therapies and continues to prompt the label-
ling of individuals as infected with the virus (Duffy
2005). A recent study of HIV/AIDS-related stigma in
Swaziland, Namibia, Kenya, Nigeria, Burkina Faso
and Senegal found Kenyan narratives about HIV/
AIDS to be among the most polarized and moralistic
(Winskell et al. 2011). This is consistent with recent
findings from Kenya showing that HIV/AIDS-related
stigma contributes to women’s refusal of HIV testing
(Turan et al. 2010).

The above examples are useful for generating
hypotheses about the sources of stigma associated
with acute malnutrition that we found in our study.
One hypothesis is that acute malnutrition-associated
stigma is driven by the stigma of poverty and food
insecurity, as shown in Tanzania and Zambia
(Howard & Millard 1997; Bond 2006). Alternately, it
may be that household food security and acute mal-
nutrition are independent predictors of stigma, as
shown by the recent findings in Zimbabwe that HIV/
AIDS stigma is distinct from poverty stigma
(Campbell et al. 2011). A third hypothesis is that
‘stigma by association’, or stigma associated with
HIV/AIDS infection, occurs among caregivers of
visibly wasted children; this phenomenon has been
documented for tuberculosis (Coreil et al. 2010). A
final hypothesis, as seen among mothers of wasted
children in Pakistan, some communities that stigma-
tize epilepsy, and the recent ethnography from
Malawi, involves the presence of a belief system that
views the condition as a form of supernatural or
spiritual punishment (Mull 1991; Baskind & Birbeck
2005; Flax 2013).

De-stigmatization efforts

Most stigma reduction interventions are primarily
informed by sociocognitive conceptualizations of
stigma and are thus limited to advocacy-based strat-
egies to increase empathy and tolerance among the
general public (e.g. via media or political campaigns,
health worker training) or to reduce fear among high-
risk groups (i.e. via support groups) (Parker &
Aggleton 2003; Mahajan et al. 2008; Carr et al. 2010).
Although contemporary conceptualizations of stigma
recognize the broader structural and cultural pro-
cesses that perpetuate stigma, such dynamics have not
been targeted by most interventions (Mahajan et al.
2008). A recent review of structural stigma is likely to
generate interest in creating effective multilevel
de-stigmatization strategies (Hatzenbuehler & Link
2014).The high incidence and severe consequences of
untreated SAM add urgency to the need for greater
attention to acute malnutrition-related stigma.

Limitations

This study likely underestimated stigma as a barrier
for several reasons. First, shame, stigma or discomfort
may be difficult topics for a person to discuss or
admit, which may have prevented some participants
from listing it or responding positively when asked
directly. Second, health workers are known to be
sources of discrimination or judgment in many set-
tings, which may have informed participants’ choice
of responses in this study (Reis et al. 2005; Nyblade
et al. 2009). We emphasized the necessity of sensitive
and respectful data collection during enumerator
training to minimize this limitation, but our efforts
may not have been adequate to put participants at
ease or to offset caution learned from past negative
experiences. Third, women for whom stigma was an
especially strong barrier would be underrepresented
in this facility-based study because they are unlikely
to seek care. The facility-based aspect of this study
means that it is not representative of the community
at-large and is only generalizable to women who
accessed care. Fourth, our age threshold criteria (>18
years) excluded the perspectives and experience of
young mothers. Fifth, our tool for measuring stigma
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did not attempt to separate the constructs of shame
and guilt, two distinct psychological concepts that our
research did not fully distinguish (Tangney & Dearing
2002).

Finally, by using MUAC to categorize our MAM
and SAM groups, we applied a relatively stringent
definition for acute malnutrition. There are known
discrepancies between the use of MUAC and WHZ as
indicators, with MUAC being more predictive of mor-
tality risk and less sensitive to weight or body mass
index (Briend et al. 2011). The potential effect of
classification differences on this study’s results is
unknown.

Logistic and budgetary constraints led to several of
the study limitations noted earlier, namely the deci-
sion to hire health care workers for data collection
rather than professional enumerators and the restric-
tion to a facility-based study. Regarding the former,
we found the expense and coordination of housing
and transporting professional enumerators at the 18
rural health facilities in this study to be prohibitive.
Similarly, the logistics of conducting a wide-scale
community-based study were beyond our capacity.
Future research that is able to overcome these limi-
tations would be in a strong position to clarify the
relationship between acute malnutrition and stigma.

Conclusion

Access to CMAM is constrained by stigma associated
with acute malnutrition, in addition to the many uni-
versal barriers to child health care such as time and
workload constraints of caregivers. Shame and dis-
comfort at health clinics were reported more fre-
quently among mothers of children with MAM or
SAM compared with those with children of normal
status, and a majority of all participants perceived
acute malnutrition as an indication of poor maternal
or household provisioning.

While efforts to improve access to CMAM neces-
sarily focus on addressing the most common or press-
ing barriers, the extent and strength of stigmatization
is potentially a much larger issue than we were able to
discern and should not be overlooked. Yet if the
experience of decades of HIV/AIDS research is
indicative, we might expect efforts to address the stig-

matization of acute malnutrition to have low priority
(Mahajan et al. 2008). In order to achieve maximum
coverage of potentially life-saving CMAM pro-
grammes, thoughtful consideration of barriers unique
to CMAM must be made among researchers and pro-
grammers alike (Guerrero & Rogers 2013b). Given
the groundwork laid for conceptualizing stigma and
its consequences for health outcomes (Earnshaw &
Chaudoir 2009), the existing precedents for effective
de-stigmatization programmes (Carr et al. 2010) and
the capacity of child health and nutrition programmes
to influence caregiver behaviour and improve cover-
age (Ruel & Alderman 2013; Guerrero & Rogers
2014), many of the key requirements exist for success-
fully integrating de-stigmatizing interventions into
existing platforms. Such efforts could be strengthened
by community-level qualitative and ethnographic
research to identify the sources of stigma associated
with acute malnutrition, along with formative work
to determine which approaches and targets for
de-stigmatization efforts may be most appropriate
and effective.
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