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Executive Summary 

 
Nepal is a land locked country with approximately 30 million  inhabitants and 75 districts. 
Saptari District is located in the eastern part of Nepal with total population of 639,284 with 
85,876 being children under 5 years. There are 13 OTP running through government health 
system with the support of ACF since June/July 2012. The objectives of SQUEAC were to 
evaluate the CMAM program in Saptari District and build capacity in SQUEAC methodology so 
that the tool can be adopted and used to improve nutrition programs.  

Findings from the assessment indicated a period coverage estimate of 40.9% (27.8%-
55.4%).This estimate lies below the Sphere standard of 50% in rural program areas. The table 
below indicates a summary of the barriers to be overcome and recommendations in order to 
enhance program coverage in Saptari district. 

 

Barrier Recommendations 

Poor community mobilization of CMAM programs  Community mobilization activities 
should be strengthened through 
VDC orientation, refresher 
trainings for FCHVs, follow up 
visits, radio messages, street 
drama 

 Strengthen counselling on follow 
up visit, IYCF and use of RUTF 

 Regular Supplies  of the same 
brand of RUTF and routine 
medicines  

 Strengthen integration of CMAM 

program with regular program 

like CB-IMCI, Vit-A, EPI, RH and 

GMP 

 Strengthen capacity of FCHVs, 
OTP focal points and monitors by 
providing supportive supervision 
and on-site coaching to ensure 
adherence to national CMAM 
protocol 

 Establishment of more OTPs and 
SC 

 
 

Distance to OTP 

Low coordination between CMAM actors 

Inadequate on the job training: Volunteers/OTP 
staffs 

Limited number of staffs trained 

Poor follow up of protocol OTP/Monitor 

Lack of explanation to the mothers about the 
treatment, RUTF dosage 

Lack of incentive for volunteers 

Shortage of Amoxicillin 

Misunderstanding of RUTF use 

Rejection in the OTP 

Travel costs  

Poor health education 

Seasonal workload 

Community/political pressure 

Incorrect recording in the registers 

Inactive volunteers/low motivation 

Missing CMAM job Aids (e.g. MUAC, referral slip) 

Migration 

Taste of RUTF 



SAPTARI DISTRICT SQUEAC INVESTIGATION 

5 
 

CONTENTS 
Executive Summary ....................................................................................................................................... 4 

ACRONYMS ................................................................................................................................................... 6 

1. INTRODUCTION ......................................................................................................................................... 7 

2. INVESTIGATION PROCESS ....................................................................................................................... 10 

3. STAGE TWO ............................................................................................................................................. 20 

4. STAGE THREE: WIDE AREA SURVEY ........................................................................................................ 23 

5. RECOMMENDATIONS .............................................................................................................................. 27 

Annex 1: Schedule of Activities ................................................................................................................... 30 

Annex 2:  List of participants ....................................................................................................................... 32 

Annex 3: Active Adaptive Case Finding ....................................................................................................... 33 

Annex 4: Saptari Admissions ....................................................................................................................... 34 

 

LIST OF TABLES 

Table 1: Community barriers leading to non-attendance, dissatisfaction with CMAM services and 

defaulting .................................................................................................................................................... 18 

Table 2: Weighted Boosters and Barriers ................................................................................................... 23 

Table 3: Active Case Finding Results ........................................................................................................... 25 

Table 4: Reasons for SAM cases NOT in the program, Saptari District ....................................................... 26 

 

LIST OF FIGURES 

Figure 1:  Saptari CMAM program structure ................................................................................................ 7 

Figure 2: Map of Saptari district with OTP sites marked (stars) ................................................................... 8 

Figure 3: MUAC versus W/H Z-Score admissions........................................................................................ 11 

Figure 4:  Saptari District Defaulters ........................................................................................................... 12 

Figure 5: Number of Defaulters per OTP site .............................................................................................. 13 

Figure 6: Admissions June 2012 – January 2013 ......................................................................................... 14 

Figure 7: Seasonal calendar ........................................................................................................................ 14 

Figure 8: Length of stay for discharged cured cases ................................................................................... 15 

Figure 9: Distance to the OTP for admitted cases ...................................................................................... 16 

Figure 10: Concept Map used to analyze qualitative data ......................................................................... 20 

Figure 11: Prior Distribution ....................................................................................................................... 24 

Figure 12: Posterior Coverage Estimate ..................................................................................................... 26 

 

 



SAPTARI DISTRICT SQUEAC INVESTIGATION 

6 
 

ACRONYMS 
ACF  Action Against Hunger 
CB-IMCI Community Based Management of Childhood Illness 
CMAM  Community Management of Acute Malnutrition 
CHD  Child Health Division 
CMN  Coverage Monitoring Network 
DPHO  District Public Health Office 
EPI  Expanded Program on Immunization 
FCHV  Female Community Health Volunteer 
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TBA  Traditional birth attendant 
THP  Traditional health practitioner 
RUTF    Ready to Use Therapeutic Food 

 UNICEF United Nations Children’s Fund 

VDC  Village Development Committee 

 Vit A  Vitamin A Program 

WHO  World Health Organization 

 

 

  



SAPTARI DISTRICT SQUEAC INVESTIGATION 

7 
 

1. INTRODUCTION 
 

Nepal is a land locked country with a population of around 30 million. There are 5 development 
regions and 75 districts in Nepal. Smallest administrative unit is Village Development 
Committee (VDC) and under each VDC there are 9 wards with their own well defined 
geographic boundaries. Health and nutrition program of the district is led by District Public 
Health Office (DPHO) under Ministry of Health and Population (MOHP). Saptari District is 
located in the eastern part of Nepal bordered by Sunsari and Morang in east, Siraha in West, 
Udaypur in north and Bihar State of India in south. The district has total population of 639,284 
with 85,876 being children under 5 years. There is one hospital, 4 primary health care centre 
(PHCC), 9 health post (HP) and 101 sub-health post (SHP) in Saptari district.  

Figure 1:  Saptari CMAM program structure 

The CMAM program in Saptari district started in 
June/July 2012 through government health 
system with the support of ACF and has been 
running for last 9 months. The district has 13 
OTPs integrated with government health system. 
12 OTPs cover all of the rural areas in Saptari 
district and one OTP in Dumari was initially meant 
to cover the municipality. However, as it is based 
in the rural ward on the outskirts of the Rajbiraj 
town, it only covers one ward (no.10) and other 
rural VDCs. All of the Female Community Health 
Volunteers (FCHV) in the rural areas have been 
trained so far. The training for the 48 FCHVs 
based in town is planned in the coming weeks; 

additionally an opening of a suitable place for municipal OTP is being discussed with the DPHO.   
CMAM program at the OTP level is run by 13 monitors with support of OTP staff including 
CMAM Focal points and FCHVs at the community level.  ACF has planned to enhance the 
capacity of DPHO and gradually handover the program by March 2015. Despite the fact that the 
CMAM program has been running in the area for 9 months already, no coverage assessment  
has been done before in the district.  
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Figure 2: Map of Saptari district with OTP sites marked (stars) 

 

 

The need for baseline coverage in the area as well as the development of capacity amongst 
stakeholders formed the basis for the assessment in the area. The objectives of including 
several nutrition stakeholders from Nepal during the exercise were to create awareness for 
coverage monitoring as well as to teach  the methodology used for carrying out coverage 
evaluations and to build capacity in order to improve nutrition programs. As such, to evaluate 
coverage and access of the OTP program in Saptari District, a team of 20 members drawn from 
various humanitarian organizations and Nepali MOHP led by CMN used the SQUEAC 
methodology with the following specific objectives: 

• To develop capacity of various stakeholders on undertaking program coverage 
assessments using SQUEAC methodology 

• To determine baseline coverage for OTP in Saptari district 
• To identify boosters and barriers to OTP coverage in Saptari district 
• To develop feasible recommendations to improve the coverage and outcome of OTP  
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Assessment methodology  

The SQUEAC was undertaken from 25th February to 19th March 2013. The SQUEAC 
methodology was used (with 3 stages) applying the three principles of the methodology namely 
iteration, triangulation and sampling to redundancy. 

Stage 1: Identification of potential areas of high and low coverage using routine program data; 
in this stage, triangulation of data was done by various sources and methods as highlighted 
below  

 Sources of data:  quantitative routine program data and qualitative information 
obtained from care takers, facility in-charges, CMAM focal persons, FCHVs, key 
community figures, program staff and community members.  

 Methods: informal group discussions, in depth interviews, key informant interviews, 
simple structured interviews, observation and the semi-structured interviews.  

Stage 2: Hypotheses generated and tested using small study and small surveys.  

Stage 3: Wide area survey conducted to estimate overall coverage 

The trainees were taken through these stages through active participation in every stage and 
learning was taking place by action. 
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2. INVESTIGATION PROCESS 
 

2.1 STAGE ONE 

The main objective of this stage was to identify potential differences in coverage within Saptari 
district (high versus low coverage areas) and reasons for coverage success/failure using routine 
program data and qualitative data. Various routine program data obtained from program 
registers was analyzed. These included trends in admission, MUAC on admission, length of stay, 
recovery, defaulting and many other aspects. 
 

2.1.1 Quantitative data 

Routine program data from all 13 facilities offering OTP services was available since the start of 
the program in June 2012 until January 2013 (at the end of the evaluation database until end 
February 2013 was provided). The data was satisfactory and records included very detailed 
information about each case admitted to the CMAM program.   

Program performance is measured by the program outcome data according to Sphere 
standards. Majority of the admitted cases were exited as cured with most defaulters 
experienced during the very initial phase (around 40% defaulters in the first 2 months). After 
August 2012 the program achieved and has maintained remarkable discharge outcomes. 

Figure 2: Saptari district programme exit trends July 2012 – Jan 2013 
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Program admissions  

Figure 3: MUAC versus W/H Z-Score admissions 

 
 

 

Approximately half of all admissions were using the criteria of W/H Z-score.  Around 40% of 

children admitted with W/H were at least 24 months old or older (versus 18% with MUAC).  

There were no children admitted with oedema during the entire length of program. It might be 

important to investigate in the community whether there are children with oedema who are 

not recognized as being malnourished.  

Data on MUAC on admission (for children admitted with MUAC criteria) was plotted for all 
recorded admissions from July 2012 (the first month was not included) to January 2013 as 
shown in the figure below. 

Figure 3: MUAC on Admission July 2012 –January 2013 
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The graphical presentation above shows early admission trends (114-110 mm) with only about 
20% of all admission with MUAC lower than 110mm. The median MUAC on admission is 
111mm. This is an indicator that the program admits cases at early stages of malnutrition.   

Defaulters 

While analyzing the database we were also able to see the provenance of defaulters and to 
analyze whether distance had any impact on the defaulting.   

The yellow and red areas (area of VDC) are where there was the highest number of defaulters.  

 

Figure 4:  Saptari District Defaulters 
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There are a few VDCs with a high number of defaulters, which are within the very far borders of 
the Saptari district (and far away from the OTP sites as well). The teams were able to get to 
some of those areas and it was confirmed that distance in those places was a significant factor 
preventing caretakers from going to the OTP site and in most of the far away villages they did 
not know about the CMAM program, which contributed to low admissions. However, we did 
not find any defaulters there.  On the other hand there were a significant number of defaulters 
clustered around the Topa OTP site. Most of the defaulters were not coming from far away 
areas from the OTP site and some were also close to other OTP sites. Therefore distance does 
not seem to be the problem in those cases. We were able to trace 2 defaulters in the Topa OTP 
catchment area. One child was very sick and was referred to Rajbiraj hospital, however at the 
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time the mother has chosen to go to India to cure the child. In the second case the mother did 
not go back because of the seasonal workload. The 2 defaulters were not followed up by the 
OTP staff or FCHV. 

Below are plotted the defaulters per OTP site.  We can see that Topa OTP catchment area has 

the highest number of defaulters.  

Figure 5: Number of Defaulters per OTP site 

 

 

Plotting of admissions data (Figure 5) revealed high admissions in June and July 2012 when the 
program started and again in August and September when the FCHVs were trained. Since then 
admissions have gradually declined potentially reflecting that initial program admissions 
included prevalent and incident cases whereas later on mostly new cases only were 
admitted. This trend also points to following of the seasonal calendar, with high admissions in 
the period of June to August, when food is scarcer and diarrhoea more common due to the 
rainy season and lower admissions from October, followed by the period of harvest, festivals 
and weddings during which food availability improves.  
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Figure 6: Admissions June 2012 – January 2013 

 

 

Figure 7: Seasonal calendar   

Admissions trend (M3A3): Raw data smoothed using moving medians of span of 3, followed by 
moving averages of span of 3, indicating trend 

As the program had been operational for only 9 months when the SQUEAC investigation took 
place, however, it was too early to judge the full extent to which the program responds to need 
according to the seasonal changes. It should also be noted that decreased admissions during 
the harvest season does not necessarily indicate a reduction in malnutrition rate, but may 
instead point to increased opportunity costs and people having less time to travel to the 
program. This should be addressed by strategies to facilitate attendance and encourage 
caretakers to come during this period.  

Additional important information about the programme was provided with length of stay in the 

program.  
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Figure 8: Length of stay for discharged cured cases 

 
 
The median length of stay for cases admitted with MUAC  in the programme was 7 weeks, 

which is a length often considered as close to maximum (8 weeks) length of stay in the CMAM 

program. 

 As we can see from the data above, more than half of the children stayed in the programme 

for longer than 7 weeks with quite a substantial number (around 20%) staying for longer than 

12 weeks. There might be a few reasons contributing to the longer length of stay. One of them 

is the shortage of Amoxicillin at the district level and therefore potential increased length of 

stay in the program because the underlying infections not being treated hence the children 

take longer to recover.  Additionally, evidence from the community suggests that at least a few 

children were discharged cured after 4-5 weeks even though in register they remained in the 

programme between 3-4 months (in Sitapur OTP1).  Also, we have observed that the date of 

admission and discharge is sometimes written in Nepali and sometimes in English, this is often 

confusing as staff has difficulties translating Nepali dates into English. This might also cause 

wrong data for admission and discharge being entered in the ACF Nepal database.  
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Figure 9: Distance to the OTP2 for admitted3 cases 

 

 
 

 

 
The provenance of admissions was also included in information for admitted cases. With all the 

entries it was possible to construct a visual map representing areas were admitted cases came 

from. A large bulk of admissions comes from very close by, from the closest wards (between 0 – 

3 km) around the OTP centre.  

                                                           
2
 Map prepared using R code, a similar map was prepared by the participants in the workshop, however the 

colours chosen are not easily readable. The map is presented in the Annex.  
3
 The Rajbiraj city area should not be entirely coloured, but only the ward no.10, however because of the division 

into VDCs and not wards, it was not possible. 
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Comments regarding the database 

We have found the database extremely detailed and with a lot of useful information, which 

allowed the analysis of multiple indicators.  The registers have also been examined by the team 

and some information was compared with the compiled database provided by ACF Nepal. 

While doing checks in the community some inconsistencies were found and among them for ex. 

length of stay – different in the register and different according to the beneficiaries. RUTF 

consumption – high number reported in the register versus much lower number reported by a 

few beneficiaries. The inconsistencies regarding RUTF might be connected with the 

misappropriation of RUTF, a few monitors said that especially at the beginning RUTF was not 

well stored and sometimes disappeared. Also in the community on one occasion we have found 

a child who was not in the program and eating RUTF and another child who was not 

malnourished and the family was given 5 packages by the Health Post staff without any further 

explanation.  During our interview in the Nutrition Rehabilitation Home (NRH) we have also 

talked to a mother who was given a few packets of RUTF without any explanation on how to 

use it.  

 

 The database is sometimes hard to follow and even ACF Nepal Saptari program staff have 

difficulties with analysing it. For example, for each admission there are approximately 25 

categories, classifying the child according to age, sex, provenance, admission, discharge, home 

visit etc. For the sustainability of programme and the follow up by the health ministry staff in 

the future this database should be simplified to include only most pertinent information which 

would be routinely analyzed.  

 

2.1.2 Qualitative data 

Qualitative data was collected through different methods and triangulated with different 
sources. The commonly used methods were informal group discussions, semi structured 
interviews and simple structured interviews with key informants in the community. 
 
Data was further organized using the BBQ (Boosters, Barriers and Questions) approach which 
uses three panes to record the information as follows: (1) Boosters, (2) Barriers and (3) issues 
that need more investigation listed as questions.  
 
The table below includes description of some of the most pertinent barriers found in the 
community while gathering the qualitative data.  
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Table 1: Community barriers leading to non-attendance, dissatisfaction with CMAM services and 
defaulting  

Barrier Description 

Inadequate community 
mobilization 

There was a mixed knowledge about the CMAM program in the 
community. In most far away villages and many close by the 
community did not know at all about the program. Even though 
communities knew their FCHVs, often they were not informing 
them about the CMAM program or/and referring malnourished 
children.  
 

Lack of explanation about 
the treatment 

Beneficiary mothers often did not understand the treatment for 
their children; they were not sure about how often to come back 
for the RUTF supply or how to give it to their children. 
Sometimes they were given different amounts of RUTF without 
knowing how many to give to their children. If a child would 
relapse, some mothers thought they couldn’t go back to get the 
treatment again.  

Distance to OTP site This barrier came strongly in some far away villages (over 15km 
from OTP).  

Opportunity cost Reasons for not attending program and defaulting include; 
competing activities like seasonal and household workload, and 
additionally travel cost.  
 

Other barriers  Migration of the husbands came up, however not as a significant 
reason preventing mothers from going to the OTP site. Also a 
few children were rejected, but again this was not a strong 
factor. Changing RUTF taste and dissatisfaction about this fact 
was also mentioned, especially for the beneficiaries for whom 
the product has changed 2 or 3 times during the course of their 
children’s treatment.  

 

On the positive note, malnutrition was recognized as a health problem by majority in the 

community and there was very little recourse towards traditional medicine or traditional health 

practitioners.  Beneficiary mothers appreciated very much the treatment as they could see their 

children’s improvement.  Service quality was overall very satisfactory and there was no 

discrimination towards any group including Muslim communities or Dalit castes.  

Interview with the monitors  

As 13 monitors are the key staff responsible for implementing CMAM program at the OTP level 
the teams took the opportunity to interview them and ask some in-depth questions.  
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The main findings from the interviews were as follows:  
 

• Training on counselling skills requested 
• Lack of support from OTP staff and rejection of SAM children by Nutrition Focal Points 

(NFPs) when monitors not around  
• Pressure from the community to be admitted in the programme and receive RUTF 
• No incentives for FCHVs, most cases self-referred 
• Monitors expected to follow up all children according to protocol, no support from 

FCHVs ; potential issues of security for home visits (doesn’t know community, difficult 
access, getting dark on their way back) and often not enough time to perform them 

• Unclear agreement of task division (between the monitors and NFP) 
• Good relationship with CMAM supervisor & ACF program manager 
• Loss of RUTF in some OTPs (not adequately stored) 
 
Interview at the NRH  
 
ACF Nepal plans to open an OTP in the Rajbiraj municipality to serve the population in the 
town. So far only one OTP in Dumari, serves the population from the town, however as its 
based on the outskirts of the town (rural ward no.10) only population from ward no.104 and 
other rural sourrounding VDCs use the services.  
 
Severely malnourished children from the town would be addmitted in the hospital or directly 
referred to Nutrition Rehabilitation Home (NRH) depending on the severity of complications. At 
the hospital there is no pediatric ward or stabilization centre (SC).  In the NRH there are 13 beds 
in total and often this is not enough for the children in need.  Once cured at NRH, children are 
not referred to OTPs but are discharged directly home after beeing in NRH for any time 
between 15 days minimun and 30 days maximum. There is no functional system to follow up 
the children with complications who are referred to the hospital from the OTPs.  
 
The manager and the president of NRH are aware of the OTP program, however they do not 
support it fully and feel that there has been not sufficient communication between them, DPHO 
and ACF about the CMAM program and possible colaboration. According to them RUTF is not a 
good solution to the problem of malnutrition in the area. They do not refer the mothers to OTP 
program.   
 
Concept Map 
Boosters and barriers were interlinked with coverage which helped us to understand the 

strength of boosters and barriers for coverage and prioritise the action points to improve the 

coverage of program. 

 

                                                           
4
 Since the program started only two children from Rajbiraj town, from wards other then no.10, have been 

admitted to the OTP in Dumari.  
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Figure 10: Concept Map used to analyze qualitative data 

 

3. STAGE TWO 
 

In this stage, qualitative data gathered above was analyzed, validated and then used to develop 
formal hypothesis. This was tested using quantitative techniques.  Additionally, one in-depth 
question was developed to understand better potential factors affecting the coverage.  

 

3.1 Hypothesis formation 

 
Hypothesis 1 
More care givers of young children living in villages close (i.e. within 3km) to CMAM service 
delivery point are aware of the CMAM program (i.e. know the program exists; know that it 
treats malnourished children). Fewer care givers of young children living in villages far away to 
CMAM service delivery point (more than 10km) are aware of the CMAM program. The EPI5 and 
EPI 3 sampling method were used to select five households from each of the selected villages. 
 
To test this hypothesis 4 OTPs were randomly selected by lottery and 4 villages were selected 
depending on their distance to OTP sites (2 far away and 2 close by).  The summary data was 
analyzed using the simplified LQAS testing procedure with overall good awareness defined as 
more than 50% of care givers of young children being aware of the program. 
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Coverage standard     50% 
Decision rule        5 
Total number interviewed   10 
 

Close by villages (<3km)  
Negoda; Nejhbari 

Far away villages (>10km) 
Mandal Tol, Belhi 

Cases aware of the program     5  Cases aware of the program   4 

Cases not aware of the program  5 Cases not aware of the program 6 

Not more than 5 respondents were aware of 
the program in the near villages and 
therefore no confirmation of this part of 
hypothesis. 

In the far away villages more than 50% (6 out 
of 10) were not aware of the program and 
therefore this part of hypothesis was 
confirmed.  

 
Given the above results, it was concluded that in far away villages distance is a factor affecting 
program awareness. However, in close by villages the knowledge is not necessarily better than 
in far away villages and therefore we can’t conclude that knowledge about the program is 
superior close by to the CMAM site.   
 
Hypothesis 2  
Data on admissions and qualitative information indicated a possible relationship between 
distance and the number of admissions.  We wanted to test this hypothesis to see whether 
distance indeed affected the coverage and if in close by villages the coverage of SAM cases 
would be higher than in the far away villages. To test this hypothesis another 4 OTPs were 
randomly selected by lottery and 4 villages were selected depending on their distance to OTP 
sites (2 far away and 2 close by).   
 

Close by villages (<3km)  
Kuman Tol, Dograha 

Far away villages (>10km) 
Louhniya, Dhanti  

SAM cases in  the program                   2  SAM cases in  the program     0 

SAM cases not in the program  3 SAM cases not in the program 3 

Total cases found                                    5 Total cases found                                   3  

 
Coverage standard 50% 

 

 
Decision rule - close by villages 2 

 
Decision rule - far away villages  1   

Out of 5 children more than 2 need to be 
covered by the  program for confirmation.   
 

Out of 3 children, more than 1 needs to be 
uncovered (out of the program) for 
confirmation.  

As 2 is not > 2; this part of hypothesis was not 
confirmed. Therefore close by villages do not 
necessarily have higher coverage.  

As 3 is > 1; this part of hypothesis was 
confirmed.  
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Given the above results, it was concluded that in the far away villages distance is a factor 
affecting program coverage. However, in close by villages the coverage is not necessarily better 
than in far away villages and therefore we can’t conclude that coverage is higher close by to the 
CMAM site.   
 
In depth question  
The qualitative information suggested that the training received by the FCHVs might have not 
been adequate and therefore there was some confusion about the referral criteria for SAM 
cases. We have chosen purposefully 4 OTP sites and among them two with more SAM referrals 
from FCHVs and admitted by MUAC < 115mm (OTP Sitapur and Hanumannagar) and two sites 
with more SAM referrals from FCHVs but admitted by W/H Z-score. A total of 8 FCHVs was 
interviewed.  
 
Overall, among the 8 FCHVs there were no substantial differences in the understanding of 
referral criteria and they have all received the same kind of training which lasted 2 days.  They 
were all referring children with ‘red’ MUAC but also often ‘yellow’ MUAC and children who 
seemed thin or not looking well.  
 
Below are the most pertinent findings: 

 their knowledge of MUAC and oedema was good, however in practice they did not 
know how to accurately measure MUAC or detect oedema (oedema is very rarely seen 
in Saptari and therefore even though necessary to explain correct detection this is not 
as important as correct MUAC measurements)   

 confusion about MUAC and whether only children with ‘red’ (<115mm) or/and with 
‘yellow’ (≤115 and >125mm) MUAC should be referred 

 confusion about the admission criteria at the OTP sites 

 old MUAC tapes, with the wrong cut off points (110mm), sometimes being used   

 even though some of them have referral slips , they do not use them or have reported 
not having them  

 insufficient support from the OTP staff, not knowing the monitors  

 no communication from OTP staff about their referrals, if rejections – no explanations 
given  

 
It has been concluded that FCHVs need a refresher training to further develop their skills and 
increase their understanding of referral criteria. Additionally, there should be more interaction 
between the OTP staff and FCHVs to communicate about the referrals, rejections and to 
support them/appreciate their work.  Some incentives such as umbrellas, bicycles or other 
small items would also be very much appreciated.  
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4. STAGE THREE: WIDE AREA SURVEY 
 

4.1 Developing prior 

The prior was developed from a mode of two priors (using triangulation by method) namely; 

1. Weighted Boosters and Barriers- Boosters and Barriers were valued according to the weight 
they contribute to coverage. Each group provided weight with score ranging between 0 and 4; 
to each barriers and boosters on the basis of their importance for coverage. Average of those 
weights was calculated which are shown in the table below. Thereafter, the boosters were 
added to the minimum coverage (0%) while the barriers were deducted from the maximum 
coverage (100%), and then the mean value of the two calculated. 

Table 2: Weighted Boosters and Barriers 

Booster Value Barrier 

Knowledge & acceptance of  CMAM 
program (some villages) 

3.4 3.6 Poor community mobilization of 
CMAM programs 

Knowledge of malnutrition & its causes 
(staff & community) 

3.2 3.2 Distance to OTP 

Good quality of CMAM service 3.2 3.2 Low coordination between CMAM 
actors 

Integration of CMAM with health 
services 

3.2 2.8 Inadequate on the job training: 
Volunteers/OTP staffs 

Free services 3 2.4 Limited number of people trained 

No discrimination 3 2.4 Poor follow up of protocol 
OTP/Monitor 

Regular supplies of RUTF 2.9 2.3 Lack of explanation to the mothers 
about the treatment, RUTF dosage 

Well trained Monitors 2.8 2.3 Lack of incentive for volunteers 

Well trained OTP staff 2.6 2 Shortage of Amoxicillin 

Well trained FCHVs 2.4 1.9 Misunderstanding of RUTF use 

Services close to  communities 2 1.75 Rejection in the OTP 

Volunteers motivated (Monitors, OTP 
staffs) 

2 1.55 Travel costs 

    1.4 Poor health education 

    1.4 Seasonal workload 

    1.2 Community/political pressure 

    1 Incorrect recording in the registers 

    1 Inactive volunteers/low motivation 

    0.8 Missing CMAM job Aids (eg MUAC, 
referral slip) 

    0.8 Migration 

    0.6 Taste of RUTF 
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Total 33.7 38.2   

Booster values ADDED to minimum 
coverage (0%) 

33.7 61.8 Barrier values SUBTRACTED from 
maximum coverage (100%) 

MEAN 47.8  

 
 

2. Un-weighted Boosters and Barriers- Mere counting of the boosters and barriers then getting 
the mean of booster values added to minimum coverage and barrier values subtracted from 
the maximum coverage. 
 
 

    (12+0.0%) + (100% - 21) 
         __________________              =   45.5% 
                                                     2 
 

The above two prior modes found by two different methods (weighted and un-weighted 
boosters and barriers) were not very different from each other, thus the mean of the two was 
obtained and used as the final prior mode. 
           

                                                     47.75 + 45.5 
                                                    -------------------- =            46.6% 
                                                                  2 

Before using a Bayesian Coverage Estimate Calculator to represent our prior  a histogram prior 
was developed ( by hand)  and the team believed that the coverage could not be below <20% as 
depicted by findings or higher than 70% since there were substantial barriers to coverage.  
Using Bayesian Coverage Calculator, the prior was set at 46.6% with alpha- 16.0 and beta- 19.0 
corresponding to our histogram prior with uncertainty of ± about 25% as shown below.  

Figure 11: Prior Distribution 
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4.2: Methodology for wide area survey 

Sampling  

Since there was no reliable map for Saptari District, systematic stratified spatial sampling of 
wards was done (1036 wards in total).  A total of 34 wards were selected for the wide area 
survey. Out of 34 wards selected, 33 were visited and sampled as one ward was not accessible. 
To match the strength of the prior, the teams were aiming to find approximately 30 children. 

Point versus Period Coverage 

The group discussed whether point or period coverage should be used. Even though case 
finding is not sufficient and the length of stay was often too long (for half of the admitted cases 
longer than 7 weeks), still the majority of cases were admitted early and potentially longer in 
the program (or maybe only in the register) because of inconsistencies in the recordings. Also, 
as this is a fairly new program we felt that it should be recognized that a lot of efforts are being 
made to improve it and it has a good potential for the future.  

Active case finding  

Table 3: Active Case Finding Results5 

Date SAM cases Recovering SAM 
cases in program In program Out program 

12.03 0 3 2 

13.03 0 3 1 

14.03 0 1 0 

15.03 0 1 0 

Total 0 8 3 

 

There was no reliable information about the SAM prevalence in Saptari district at the time of 
the investigation. The available information about prevalence of 2.2% (DHS) was for 16 districts 
including Saptari from year 2011.  Even with conservative estimates we were not able to find a 
sample size of 30 as planned for initially. However, with the sample size of 11 we were still able 
to provide reliable results with adequate precision in the range of 15%.  

From the Bayesian Coverage Estimate Calculator, posterior coverage was established to be 
40.9% (27.8% - 55.4%) as shown below; this estimate is below the Sphere standard of 50% in 
rural program areas.  

                                                           
5
 For detailed results please see  Annex 3 
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This result should be taken with caution as even though there is an overlap between prior and 
likelihood, the prior belief was much stronger than the likelihood and therefore the prior has 
shifted the posterior more strongly towards a higher value of 40.9%.  

This can sometimes happen if inexperienced investigators overestimate the boosters and 
underestimate the barriers. If the exercise was repeated most likely the prior would have been 
much lower (and therefore posterior as well), to reflect more accurately the strength of 
information gathered during the first stage of SQUEAC.  

Figure 12: Posterior Coverage Estimate 

 

Further investigation on the reasons why the malnourished children were not enrolled in the 
program was done during active case finding and the results are as follows; 

Table 4: Reasons for SAM cases NOT in the program, Saptari District 

REASONS SAM cases NOT in the program 

Not know about CMAM program                    7 

Defaulted, child with diarrhea as potential result of RUTF              1 

We can see very clearly from the results of the questionnaires that lack of awareness about the 

program was the main cause for the caretakers not to take their children to the program. 
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 5. RECOMMENDATIONS 
The recommendations are presented in two tables below. First table includes the rationale and evidence as gathered during the 

investigation and second includes actions to be taken.    

RECCOMMENDATION RATIONALE EVIDENCE 

Strengthen community 
sensitization on CMAM 
program  

Inadequate community sensitization on CMAM 
program, its target group and services 
availabilities results in poor coverage of CMAM 
program 

-Lack of awareness of CMAM program in the 
community (especially farther away communities) 
-Very few home visits for follow up, little follow up 
for defaulters 
-Irregular screening  

Establishment of 
additional OTP  

Some OTPs have large catchment areas and are 
not accessible for far away population due to 
distance which results in poor coverage of 
program 

-Some villages are more than 15 km from OTP sites 
-No OTP in municipality town and very few children 
admitted in Dumari OTP from municipality 

Strengthen counselling 
for follow up visit and 
use of RUTF 

Inadequate counselling for follow up visit and 
use of RUTF causes high defaulter which can 
cause poor coverage  

-Most of the care takers did not understand the 
schedule for follow up visits 
- Some care takers stopped coming for follow up 
visit as they perceived that diarrhoea was caused by 
RUTF 
- Inadequate foods given to SAM children by their 
caretakers which might increases the duration of 
treatment 

Regular and consistent 
supply of RUTF and 
routine medicines 

Unavailability of routine medicines and 
inconsistent supply of the same brand of  RUTF 
(variation in taste) causes defaulter which 
results in poor coverage 

-Amoxicillin is not given to all SAM children due to 
scarcity and irregular supply 
-Some children defaulted due to unavailability of 
RUTF or different taste of RUTF from different 
sources/company  

Strengthen inter-
program integration 

Poor integration of CMAM program with other 
regular programs like CB-IMCI, Vit-A, EPI, GMP 

-Lack of integration of CMAM with CB-IMCI, Vit A, 
EPI, GMP and RH 
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(CB-IMCI, Vit A, EPI, RH, 
GMP) 

 

and RH reduces opportunity for case finding 
and awareness raising which results in poor 
coverage  

-Care takers know about Vitamin A, Polio, 
immunization program but do not know about 
CMAM 
 

Regular coordination 
and communication 
among stakeholders 

Misunderstanding and poor communication 
about the responsibilities and the roles of 
various stakeholders (monitors, OTP staff, 
FCHVs) causes rejection, lack of screening, and 
leads to defaulting which results in poor 
acceptance and coverage of program. 
Insufficient coordination with Nutrition 
Rehabilitation Home and the hospital causes 
ineffective referrals and lack of follow up. 

 
- Little or no communication between  
FCHVs/Monitors/OTP staff 
- Insufficient communication between 
ACF/NRH/DPHO 
 
 

Capacity Development 
 

Inadequate supportive supervision and onsite 
coaching results in poor adherence to CMAM 
protocol, irregular case finding and referral by 
volunteers which results in poor coverage 

-Only two staff from each OTP are trained   
-FCHVs are not screening regularly  
-Incorrect MUAC measurement by FCHVs 
-FCHVs in the municipality are not trained  
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RECOMMENDATIONS ACTIONS TO BE TAKEN  WHO 

Community mobilization Community mobilization activities should be strengthened through visits to the community 

by the OTP staff and FCHVs, refresher trainings for FCHVs, home visits from the OTP staff 

(monitors) and FCHVs, radio messages, street drama  

DPHO, ACF 

Capacity Development  All OTP staff and FCHVs should be trained on CMAM (or receive refresher training) and 

regular supportive supervision and onsite coaching should be provided to ensure 

adherence to national protocol and better quality services.   

DPHO, ACF 

Strengthen 

Coordination  

There should be regular coordination and discussion on CMAM related issues among 

FCHVs, monitors, OTP staff, NRH and district health officials to improve the quality of 

program.  

DPHO, ACF  

Consistent (one brand) 

RUTF supply and 

Amoxicillin 

Regular and consistent supply of the same brand of RUTF and other routine medicines 

(especially amoxicillin) should be ensured. As RUTF supply is sometimes from as much as 3 

different sources, the change in taste has been problematic in some cases.  

ACF, CHD  

DPHO 

Establish  OTP Centre , 

Rajbiraj 

Establishment of OTP centre for the municipality. Opening of the OTP centre at the Sub-
Health post level if OTP very far away from some villages (more than 15km away)  

DPHO,  ACF 

Municipality  

Finalization of CMAM 

Protocols  

CMAM protocols were not finalized at the time of investigation. Their finalization will 
facilitate the correct treatment. 

CHD’UNICEF 

SQUEAC and SMART Another full SQUEAC should be done within a year from this SQUEAC. Some SQUEAC 

elements (small studies, small survey) should be regularly used to assess the needs and 

improvements of the program.  If resources available (not a priority action), SMART 

nutrition survey should be done to establish the prevalence of malnutrition in Saptari 

(including Rajbiraj city). 

ACF,DPHO 
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Annex 1: Schedule of Activities  

Date  Place Activity 

25.02 Kathmandu CMN workshop, Introduction to the new coverage 
methodologies – SQUEAC, SLEAC, S3M 

26.02 Rajbiraj Flight to Rajbiraj, Short introduction and planning  

27.02 Rajbiraj Introduction to the  SQUEAC methodology 

28.02  
OTP Dumari  Ward 10  
Rajbiraj Municipality 
OTP Hanumannagar,  Madhawapur 6  
OTP Sitapur, Bhurki 6 
OTP Sakhada, Chinamasta 1  
OTP Topa, Topa 1 & Komadhepura 6 
(6-7km away) 

Qualitative and quantitative data gathering  
1,2,6,3B,  
2B 
4B,6B,3B, 4A 
4B, 3B, 2B, 4A, 6B 
1A&B 
1B,2B, 4A, 6B 

1.03 OPT Kalyanpur, Ranjitpur,Kojpur (5km) 
Majwan (2-3km) 
OTP Kanchanpur ,  Fatepur -8 (15km) 
OTP Bodhe Barsain, Belhi -6 (20km) 
OTP Pato , Deuri 1 
OTP Kadarbona, Paschimpipra 2, 
Panda Kattha Chock 

2B, 6B, 1B, 4A,5B, E,  
5B 
2B,3B, 4A, 6B, E 
6B,4A, E 
1A, 2B, 3B, 5B, 6B, E 
1A, 3B, 6B, 7B, E 

2.03 Rajbiraj  Summary of the findings, BBQ, Analysis of 
quantitative data  

3.03 OTP Sitapur, Hariharpur 7 
OTP Kadarbona, Malahaniya 6 
OTP Topa, Rampura -8, Sakarpura 7,2 
Mansapur 9,8 
OTP Pathargada , Arhaha Kusha 
Rajbiraj, NRH  

1A, 2B, 5B, 6B, E 
1B, 2B, 4A, 6B, 1D E 
1B,  2B, 4A, 1D E 
1B, 2B, 4A, 5B, 6B, E 
 
Interview with President and Manager of the NRH,  
also with mothers of children in NRH 

4.03 Rajbiraj Interviews with monitors in the ACF office (individual 
and group), with ACF staff 
Working with the quantitative data  

5.03 OTP Bathnaha , Pakari 
OTP Pathargadha, Katayia 
Rajbiraj 

1B, 5B 
5B, 4B 
Working with the quantitative data  

6.03 Rajbiraj (strike in Nepal) Summarizing information, SQUEAC methodology, BBQ 

7.03 Rajbiraj (strike in Nepal) SQUEAC methodology (active adaptive case finding) , 
group exercises to form Hypothesis   

8.03 VDC Lalapatti, VDC Joginya , VDC 
Launiya, VDC Madhuwapur  
OTP Sitapur, OTP Hanumannagar 

Hypothesis one testing 
 
In depth Question  



SAPTARI DISTRICT SQUEAC INVESTIGATION 

31 
 

9.03 VDC Nagada, VDC Khojpur, VDC 
Sishwabeli, VDC Belhi 
OTP Patharghada, Bathnaha 

Hypothesis two testing 
 
In depth Question  

10.03 Day off  

11.03 Rajbiraj  Building the prior, Wide are survey sample design 

12.03 – 
15.03 

See table 3 for locations  Wide are survey  (Active and adaptive case finding 
and simple interviews with mothers of SAM children 
not in the program) 
Recommendations (1/2  day 15.03) 

16.03 Rajbiraj  Preparations for the workshop  

17.03 Rajbiraj  Preparations for the workshop/day off  

18.03 Rajbiraj/Kathmandu  Travel from Rajbiraj to Kathmandu 

19.03 Kathmandu Final workshop, presentation of the results  

20.03  Travel back  to home destinations 

 

 

Legend for method and source used during qualitative data gathering  

METHOD SOURCE 

Informal Group  A Beneficiaries 1 

Semi-structured Interview B Female Community Health Workers 2 

Simple Interview  C OTP Staff 3 

Case Study  D Community 4 

Observation  E Key community  figures 5 

  Monitors 6 

  Health Facility Staff (not OTP) 7 
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Annex 2:  List of participants  

 NAME ORGANIZATION 

 Deepak ADHIKARI Child Head Division-Nepal 

 Lovely AMIN CMN Concern World Wide 

 Wafa ALSAEDI MdM 

 Gulshan ARA KHANOM ACF BD 

 Basia BENDA Valid International (the trainer) 

 Rita BHATIA Valid International 

 Sujay BHATTACHARYA UNICEF-Nepal 

 Chakra Bahadur BISTA DPHO-Achham  

 Esther BUSQUET IMC 

 Shiva Shankar CHAUBE MIRA 

 Sanjay DAS CMN Save the Children 

 Rachel EVANS Save the Children UK 

 Toya Raj GIRI ACF NP 

 Bhoj Raj JOSHI DPHO-Saptari 

 Tika LUTEL DPHO 

 Jose Luis ALVAREZ MORAN ACF 

 Diane MOYER ACF NP 

 Alexandra RUTISHAUSER PERERA IMC 

 Aradhana SHARMA DPHO-Saptari 

 Mahesh SHRESTHA HKI Nepal 

 Sophie WOODHEAD ACF 

     Ram Deo YADAV                                                     DPHO-Saptari 
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    Annex 3: Active Adaptive Case Finding  

Date Ward SAM cases Recovering SAM cases 
in program In program Out program 

12.03.13 Kobarsain 7 0 0 0 

Lallapati 1 0 0 0 

Kalayanpur 8 0 0 0 

Sarswar 7 0 0 2 

Basbalpur 2 0 1 0 

Purba pipra 6 0 1 0 

Dharampur 2 0 0 0 

Phorsaitha 2 0 1 0 

Bakudhuwa 8 0 0 0 

13.03.13 Goithi 8 0 0 1 

 Madhkwapur 4 0 0 0 

Malhanama 8 0 0 0 

Banarjhula 9 0 1 0 

Brahampur 4 0 0 0 

Benula 7 0 0 0 

Terhautra 5 0 1 0 

Melekpur 4 0 1 0 

Nahraj 1 0 0 0 

Khadagkpur 1 0 0 0 

14.03.13 Porthaha 6 0 0 0 

Rampura Malahaniya 7 0 0 0 

Barnajhiya 3 0 1 0 

Odraha 4 0 0 0 

Farseut 6 0 0 0 

Barahi Birpur 8 0 0 0 

Jhutahi 9 0 0 0 

Khoksar Parabaha 1 0 0 0 

Lojahara 2 0 0 0 

15.03.13 Tarahi 1 0 0 0 

  Simraha Siguyien 2 0 0 0 

  Sarswar 3 0 1 0 

  Manraja 4 0 0 0 

  Haripur 5 0 0 0 

Total    0 8 3 
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Annex 4: Saptari Admissions 
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