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EXECUTIVE SUMMARY 
 

World Vision Angola runs a CMAM program in all communes of 8 municipalities in the Province of 

Huambo as part of a broader intervention implemented by a consortium of NGOs which takes 

place in three more provinces of the country. The program, which started as a response to the 

increased levels of malnutrition due to the drought that affected the country in 2012, focuses 

on households in remote rural areas that are currently not reached through the existing rural 

health system by community mobilisation activities and screening.  

A coverage assessment based on the SQUEAC (Semi-Quantitative Evaluation of Access and 

Coverage) methodology took place between May and June 2013 to assess WV’s ECHO funded 

CMAM project and to build the capacity of partner staff in undertaking coverage assessments. 

Main barriers identified and recommendations to improve coverage are described in the table 

below. 

Barriers Recommendations 

 Scarce integration of the program with 
national strategy 

 Improve integration and coordination of the 
program with MoH´s PTPA program 

 Program volunteers’ high opportunity-costs  
 Improve availability, involvement and long 

term commitment of commune supervisors 
and CHW 

 Wrong admission criteria 
 Reinforce training of commune supervisors 

and CHW 

 Lack of awareness about malnutrition 

 Stimulate sensitization activities 
 Lack of awareness about the program 

 RUTF stock breaks  Improve RUTF stock management  

 Lack of monitoring system of referrals SAM 
complicated cases 

 Improve data management and monitoring 
 Weak availability, reliability and use of 

monitoring data 

 

The coverage estimate found in the best performing WV´s program intervention areas (three 

selected communes from Bailundo and Longonjo municipalities) calculated as part of the 

training exercise does not represent the overall program coverage. What it shows however is 

high coverage in the areas assessed and the potential that this innovative approach to service 

delivery can achieve. The highly decentralised approach of the management of acute 

malnutrition of WV´s program seems to have a positive impact on access to care and therefore 

in the capacity of the program to meet needs.   
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1. INTRODUCTION 
 

1.1 CONTEXT 
 

The Province of Huambo it is situated in the Central Region, 450 km away south east from the 

capital, Luanda. It boarders the Province of Kwanza Sul to the northwest, Bié to the north and 

east, Benguela to the west and Huila to the south. Having an area of 34 270 km2, Huambo is 

geographically one of the smaller provinces in the country but a relatively populated one where 

approximately 55% of its total population is urbanized, living in Huambo city and Caala 

Municipality - population movements towards the native rural areas and functional deficiencies 

of the Civil Administration make difficult to accurately estimate population figures (Angola´s 

total population is currently estimated to be 18 565 2691). Administratively, Huambo Province is 

divided into 11 municipalities and sub-divided into 37 communes.  

 

The highlands and the lower zone of the Province show great differences in term of vegetation - 

even tropical forest can be found in the zones that receive significant rainfall. But traditional 

methods of agriculture, slash-and-burn techniques and overpopulation by large concentrations 

of people displaced from their homes during the war (1975–2002) have contributed to significant 

deforestation and large extensions of native forest have been cut down and replaced by 

grasslands, eucalyptus and pine trees.  

                                                           
1
 World Fact Book, July 2013 



 

 

7 

Much of the soil in Huambo Province is of poor quality, and has been impoverished in many 

areas by overuse and erosion. However, it is generally of better quality than in the adjoining 

regions to the east, north and south. In fact, Huambo is the richest agricultural province in 

Angola. The principal cereal crop is maize followed by millet/sorghum. Other crops produced in 

the province include beans, manioc and sweet potatoes. The farming cycle is dependent on the 

location of the farms, the farming activities in the lavras is rain fed, and food production is 

once a year,  whereas the nacas (low lying areas next to rivers and lakes) usually have residual 

water for the second crop. As a result of improved security, areas used for cultivation in the 

Province have significantly increased since the end of the war.  

The annual variation of temperature is small, with temperatures ranging from 17 to 28 °C during 

most of the year. Only during the winter months (from May to July), temperatures may reach as 

low as 5 to 8 °C. Usually rainfall starts in September and continues until the end of April, being 

the heaviest months of rains November and December but the analysis of rainfall data for the 

2011/12 season showed a decrease in the overall rainfall compared with the 40 year average. 

This resulted in a high level or total crop loss for the major crops grown being the situation 

described as the worst agricultural season since 1978. As a consequence of the limited 

agricultural production, the population in the affected areas are threatened by food insecurity, 

with negative coping strategies such as reduction in numbers of meals, sale of livestock and 

outward migration being observed.  

According to the Ministry of Agriculture, Rural Development and Fisheries (MINADERP), an 

estimated 366 780 households were affected by the drought and half million children affected 

by acute malnutrition in 10 provinces of the country, being Huambo one of the most affected 

together with Zaire, Kwanza Sul and Bié. Results from the rapid nutritional assessment carried 

out by the Provincial Department of Health/WV in Huambo Province (Municipality of Longonjo) 

during the second week of August 2012 identified levels of GAM in children (12-59 months) of 

ranging from 9.1% to 19.5% with levels of SAM up to 5.0%.  

The health system, especially the Primary Health Care system, is not fully operational. And as 

well as in other Provinces of the country, in Huambo there is a limited access to health services 

from the population, lack of trained human resources and of supplies, and lack of monitoring 

and supervision. Vaccination rate has been identified as to be low: 67% vaccination coverage for 

measles and 57-60%for other vaccinations according to Huambo Department of Health 

(supported by WV) as well as access to potable water and suitable sanitation facilities is limited 

in many communities: according to the data from the survey carried out by Huambo Department 

of Health supported by WV, 55% the population were sourcing drinking water from unprotected 

sources – rivers and streams. 
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1.2 CMAM PROGRAM IN HUAMBO PROVINCE 
 

The CMAM program in the Province of Huambo is part of a broader intervention that also takes 

place in the provinces of Bié, Kwanza Sul and Zaire implemented by a consortium of NGOs 

(World Vision, Africare and PIN) and coordinated by World Vision. The program, funded with 

CERF and ECHO funds, started in coordination with UNICEF as a response to the increased levels 

of malnutrition due to the drought that affected the country in 2012.    

While UNICEF is in charge of the production of training materials, the training of DPS staff and 

of giving support to the UENs and PTPAs in HC, WV Program focuses on households in remote 

rural areas that are currently not reached through the existing rural health system by 

community mobilisation activities and screening.  

The objective of the program is “to strengthen the consortium and the community resource 

network to scale up the implementation of the CMAM programme and to contribute to durable 

solutions through enhanced monitoring and raising awareness of good feeding habits for children 

below the age of 5” which is active in all the communes of 8 out of the 11 municipalities of the 

Province of Huambo: Huambo, Caala, Bailundo, Kachiungo, Longonjo, Mungu, Ukuma and 

Tchinjenje.  

Community Health Workers (locally referred as ativistas) are the base of this program with a 

much decentralised management of acute malnutrition. They are identified in the project areas 

and selected by the community. They do not receive monetary payments but material 

incentives for their active participation in the project, such as a bicycle (to increase 

productivity), a training kit and project clothing. They are recruited and trained on nutrition 

topics including MUAC screening to identify SAM and MAM in their communities through active 

case detection, as well as conducting education sessions for mothers in order to 1) promote 

good nutrition and caring practices and 2) to encourage parents to seek help at the appropriate 

nutritional support.  

In remote rural areas where villages are located out of the radius of action of MoH´s PTPA 

program, besides detection and referral of cases of acute malnutrition, CHWs also to handle 

those SAM children -without complications- admitted in the program by providing them 

treatment at community level. They mobilize mothers and make door to door visits if necessary. 

In addition, CHW also screen local children in the villages within the radius of action of HC with 

PTPA but in these cases, SAM children are referred to the municipal and communal health posts 

and centres supported by the MoH.  

The communal supervisors, also community volunteers, monitor the screening activities and 

report the numbers of children screened and referred to the municipality supervisors (8, 

program staff). They are provided with motorbikes to facilitate the supervision of the various 

CHW of the commune and to help, when needed, in the distribution of RUTF.  
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2. OBJECTIVES 
 

2.1 GENERAL OBJECTIVE 
 

To assess the coverage of World Vision´s CMAM program and to understand the barriers to 

access to health care in the areas of intervention in the Province of Huambo in children from 6 

to 59 months based on a methodology called Semi-Quantitative Evaluation of Access and 

Coverage (SQUEAC). 

 

2.2 SPECIFIC OBJECTIVES 
 

 Provide training on SQUEAC methodology to staff of WV and partners of Africare and PIN 

involved in the CMAM program in the provinces of Huambo, Bié, Kwanza Sul and Zaire.  

 

 Assess the global estimation of coverage in the target areas of the program.  

 

 Identify high and low coverage areas within the intervention area.  

 

 Identify barriers to access to treatment of severe acute malnutrition based on 

information collected from mothers/caretakers of children with severe acute 

malnutrition identified during the investigation and who are not enrolled in the program. 

 

 Assess the percentage of mothers who have been counselled on nutrition education. 

 

 Make recommendations based on the results of the evaluation to improve the access to 

treatment of severe acute malnutrition and increase the level of coverage in the program 

intervention area. 

 

 Write a report presenting the results of the evaluation and taking into account the 

differences identified. 
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3. METHODOLOGY 
 

3.1 GENERAL APPROACH 
 

The coverage assessment tool Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) 

was developed by Valid International, FANTA, Brixton Health, Concern Worldwide, ACF and 

World Vision to provide an efficient and accurate methodology to identify barriers to access to 

services and estimate the coverage of nutrition programs. This is a quick method; it gathers 

large amounts of relevant information; promotes the collection, use and analysis of data; and 

provides information of program activities and possible reforms. The need of human, financial 

and logistical resources is relatively limited. It is easily reproducible and ensures program 

monitoring at low cost. 

SQUEAC is an iterative, informal and intelligent investigation that collects a large amount of 

data from different sources (uses routine data that has more data collected in the field) using a 

wide variety of methods in an organized manner. SQUEAC is a semi-quantitative assessment 

because combines quantitative and qualitative data. 

The analysis of these data is guided by the two fundamental principles of exhaustivity (of 

information up to saturation) and triangulation: information is collected from different sources 

using different methods and crossing it until redundancy before being validated. By focusing on 

the collection and intelligent data analysis during the field phase, the investigation sheds light 

on the operation of the service, limits the collection of quantitative data and facilitates the 

interpretation of results. 

This investigation aims to assess the coverage of WV´s CMAM program in the Province of 

Huambo. 

 

3.2 SPECIFIC OBJECTIVES 
 

The tool SQUEAC thus ensures the regular monitoring of the programs at low cost as well as 

identifies areas of high or low coverage and the reasons for these situations. All of this 

information allows planning specific and concrete actions in order to improve the coverage of 

programs. 

The SQUEAC methodology consists of three main stages: 
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3.2.1 STAGE 1: Identification of high and low coverage areas and barriers to access 

This stage is based on the analysis of quantitative data and qualitative information (already 

available and collected during the investigation) to get to know the various factors influencing 

coverage. Some of which have a positive effect and some a negative effect on coverage. The 

SQUEAC approach helps to identify and understand these relevant factors and their effects. The 

evaluation of them helps to develop a trend in the coverage rate before conducting a field 

investigation in well-defined areas.  

 Analysis of quantitative program data: routine data (monthly reports) and records of 

individual monitoring (CHW register book). The analysis of routine data is used to assess 

the overall quality of service, to identify trends in admissions and performance, and to 

determine if the program meets needs. This stage also helps to identify potential 

problems related to the identification and admission of beneficiaries as well as problems 

related to their treatment. Information as MUAC at admission and defaulters can be 

exploited to assess early detection and recruitment and effective communication 

channels. That is to say that it provides information on raw performance differences 

depending on the area. 

 

 Collection and analysis of qualitative data through meetings in the community and 

health facilities with those involved directly or indirectly in the program2. This phase of 

the investigation is twofold: it serves to better inform and explain the results of the 

analysis of routine data and it also helps to understand the knowledge, opinions and 

experiences of all people/structures concerned and to identify potential barriers to 

access. 

Interview guides were used to orientate the process of obtaining information on coverage. 

These interview guides were developed based on guides already used in other SQUEAC 

investigations but were not only translated into Portuguese but also adapted to the context and 

modified/upgraded by the investigation team. 

The following methods to gather information were used: 

- Focus Group Discussions 

- Semi-structured interviews 

- Case studies 

These focus group discussions, semi-structured interviews and case studies were conducted with 

the following sources of information:  

- Communal supervisors 

                                                           
2
 We took advantage of this meetings in the community and health facilities to identify the local terminology to 

describe acute malnutrition (Hunbundu) and the key informants in the community. This preliminary research is 
essential to facilitate the active and adaptive case-finding methodology that will be used in the stages 2 and 3. 
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- Community Health Workers (CHW)/ativistas 

- Traditional healers 

- Sobas 

- Religious leaders 

- Community of men 

- Community of woman 

- Mothers/caretakers of SAM children in the program 

- Health Centre staff 

15 villages spread all around the 8 municipalities of WV´s intervention in Huambo were visited 

for the collection of qualitative information. Even the villages where WV does not currently 

work were chosen to better understand the dynamics of the management of acute malnutrition 

by the different actors involved in the Province. Four kinds of villages were identified and 

visited: 

1. Villages in WV areas: villages covered by WV´s CMAM program where CHW do screening, 

refer cases to the UEN if needed, provide SAM treatment for cases without complications, 

do follow-up visits and give nutrition education to mothers in the community.   

a. where CHW are based/resident. 

b. where CHW are mobile, that is coming on a weekly basis. 

 

2. Villages in MoH areas: villages which are close to the HC (considered to be included 

within the radius of action of the HC - approximately 3 km) and where SAM treatment is 

provided by health staff at the HC through the PTPA program. In these areas, WV CHW 

only do specific screening campaigns and refer children to the HC to get treatment. 

 

3. Villages in areas where neither WV nor MoH work, and therefore no CMAM program exists.  

The different people encountered and the different methods used allowed the investigation 

team to collect information about the barriers and boosters to coverage of the CMAM program. 

The data gathered was recorded on a daily basis using the BBQ (Barriers, Boosters and 

Questions). This tool not only permits to organize information day by day to continue with the 

research of qualitative information in an iterative and directed manner, but also ensures 

triangulation of information. To guarantee the exhaustivity of the process, the research of 

information continued until saturation - until the same information came out from different 

sources and using different methods. 

Altogether, the findings from the quantitative analysis and the conclusions from the 

investigation team´s discussions were included in the BBQ with qualitative data collected in the 

field to triangulate the set of all knowledge around barriers and boosters to coverage in Huambo 

Province. 
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 Identification of potentially high and low coverage areas and formulation of a 

hypothesis on coverage based on the evaluation of positive and negative factors. 

Depending on the barriers and boosters found, the hypothesis on “high” or “low” 

coverage are developed: the hypothesis about heterogeneity of coverage are based on 

the identification of areas of good and not so good coverage. Then, small-area surveys 

are conducted to confirm or refute these hypotheses. 

 

 

3.2.2 STAGE 2: High and low coverage areas hypothesis testing through small-area surveys 

The objective of the second stage of the investigation is to confirm through small-area surveys 

the assumptions on areas of low or high coverage as well as the barriers to access identified in 

the previous stages of analysis. The small geographical survey method was used to test the 

assumption of homogeneity/heterogeneity of coverage. 

In this case, 10 villages were selected (5 villages in the area with potentially high or satisfactory 

coverage; and 5 villages in the area with low or unsatisfactory coverage) to test the hypothesis 

of homogeneity/heterogeneity of coverage. The villages were selected according to the criteria 

identified to be the most relevant according to the information triangulated up to the moment. 

The sample of small-area surveys is not calculated in advance; contrariwise the sample of the 

survey is the number of SAM cases found.  

SAM cases are searched using the active and adaptive case-finding method (going from house 

to house based on key informants´ information to find all severely malnourished children in the 

village). The case definition used was: "all children aged 6-59 months with the following 

characteristics: MUAC <115 mm and/or presence of bilateral oedema, or who are currently in 

the CMAM program for the treatment of SAM3".  

Analysis of the results is done using LQAS (Lot Quality Assurance Sampling) to obtain a 

classification of coverage compared to the threshold value set at 70%. The decision rule was 

calculated using the following formula: 

100

d
nd   

n: number of cases found 
p: standard coverage defined for the area 

 

 

 

                                                           
3
 The PPN and/or the program´s “cartao da mae” (mother´s card) have been the sources of verification used to 

confirm that a child is currently in the program - and therefore considered as a case covered. Non-covered cases 
are SAM children that have not received RUTF for more than 2 weeks.    
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The number of cases found and the number of cases covered is examined: 

- If the number of cases covered is higher than the threshold value (d), then coverage is 

classified as satisfactory (coverage meets or exceeds the standard). 

- If the number of cases covered is lower than the threshold value (d), then coverage is 

classified as unsatisfactory (coverage does not meet neither exceeds the standard). 

Throughout the small-area survey, a questionnaire was done to mothers or other caretakers of 

all non-covered SAM cases found to know why these children are not receiving treatment. The 

questionnaire permits to identify barriers to treatment. All “non-covered” MAM or SAM children 

found along the study were referred to in order to receive the appropriate nutritional 

treatment. The questionnaires (annex 4) as well as the form (annex 3) used to gather the data 

from the active and adaptive case-finding by the teams in the field was translated into 

Portuguese.   

The information obtained through the questionnaires of the non-covered cases in the small-area 

survey was added to the BBQ to triangulate the set of all knowledge around barriers to coverage 

in Huambo Province. 

The software XMind was used to develop a Mind Map that shows in a visual and orderly manner 

the summary of all barriers and boosters to coverage identified along the first two stages of the 

investigation. 

Thanks to the Bayesian theory of probabilities, all the knowledge and information on 

coverage gathered during stages 1 and 2 is translated into a numeric value. 

 

3.2.3 STAGE 3: Estimation of global coverage 

The estimate of the overall coverage is obtained by taking the following steps: 

I. Developing the Prior Probability by using the software “Bayes Calculator” to create a 

curve that represents our belief on coverage. 

  

II. Building the Likelihood by conducting a survey in a defined area in order to know the 

total number of children that need to be in the program for treatment of severe acute 

malnutrition and the number of cases covered. A random sampling method based on the 

geographical distribution of villages is used. 

 

III. Producing the Posterior Probability (the estimate of the overall coverage). The process 

of synthesizing the Priori Probability and the Likelihood to produce the overall estimate is 

called conjugated analysis. 
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I. Developing Prior Probability 

Prior Probability is the formulation of the belief about coverage. This belief is built from the 

evaluation of factors with a positive or negative impact on coverage resulted from the analysis 

of quantitative and qualitative data collected in stages 1 and 2. Bayesian theory is used to 

translate our belief about coverage into a numeric value and to express it as a percentage. The 

following methods were used to calculate the Prior Probability: 

a. Barriers and Boosters simple: a weight of 5 was assigned to each of the barriers and 

boosters. The sum of the points corresponding to the boosters was added to the minimum 

coverage value (0%), and the sum of the points corresponding to the barriers was 

subtracted from the maximum coverage value (100%). The average of the two values was 

then calculated to obtain the mode of the probability. 

 

b. Barriers and Boosters weighted: boosters and barriers have been weighted according to 

their perceived impact on coverage. The weighting process was participatory. A weight 

from 1 to 5 (being 1 the minimum and 5 the maximum) was assigned to each 

barrier/booster. Then, as for the “barriers and boosters simple”, the sum of the points 

corresponding to the boosters was added to the minimum coverage value (0%), and the 

sum of the points corresponding to the barriers was subtracted from the maximum 

coverage value (100%). The average of the two values was then calculated to obtain the 

mode of the probability. 

The average of the two modes was calculated and resulted into the Prior Probability of this 

SQUEAC coverage assessment. 

Priori Probability was thus produced and then described as a curve using the Bayes Calculator4. 

The parameters of the shape of the curve (the distribution of the Prior Probability), α and β, 

were calculated using a degree of certainty of ± 20% and a precision of 10%  and introducing the 

mode value of Prior Probability in the formulas below. The mode corresponds to the value of 

Prior Probability expressed as a proportion.  

 

                                                           
4
 SQUEAC Coverage Estimate Calculator BayesSQUEAC versión 3.01 
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II. Building the Likelihood 

The aim of this stage was to enrich the a Prior Probability with "extra" information by 

conducting a survey in the area of intervention to obtain the more likely evidence represented 

by the total number of cases of severe acute malnutrition in area, and among them, the number 

of cases covered. 

SAM cases were searched, as in stage 2, by using the same case definition and the active and 

adaptive case-finding method. The questionnaire for non-covered SAM cases was also filled in. 

During this stage, a question5 addressed to the mothers/caretakers of all the children screened 

was introduced to assess the percentage of mothers who have been counselled on nutrition 

education. 

The desired sample size (N) -minimum number of children needed- used was the suggested 

sample size resulted from introducing the parameters α and β of the Prior Probability and the 

desired precision of 10% in the Bayes Calculator. The number of villages (n) to investigate was 

determined using the following formula: 

 
100

*
100

mois 59et  6 entre

population

*

 

MASprévalence

villagesdes

moyenne

population

N
n


























  

 n: target sample. Minimum number of children needed according the calculations 

 Mean population by village: the mean population of villages in the Province of Huambo, 

estimated in 600 due to the lack of reliable data 

 Population 6-59 months: 20.0% of children between 6-59 months according to the official 

data of the MoH used in the country 

 SAM prevalence: 2.4%, identified through the rapid nutritional assessment carried in 

August 2012 in Longonjo Municipality by the Provincial Department of Health and WV 

It should be noted that in general, with this methodology, desired sample size is already much 

smaller than that required by other methods for assessing coverage (ESZC/CSAS) where no data 

analysis is made in advance and there is any belief about the coverage prior conducting the 

survey where children are screened. 

The selection of villages was done by means of stratified random sampling using a list to ensure 

spatial representation. Due to the availability of days and to ensure the finding of the minimum 

sample size, the wide-are survey was conducted in a total of 15 villages (three more than the 

minimum of 12 resulted from the calculations). 

 

                                                           
5
 “Have you received nutrition education information from the activist in the last 5 months?” 
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III. Producing Posterior Probability 

The synthesis of the Priori Probability (the belief about coverage) and the Likelihood (results 

from the wide-area survey) allows to produce the Posterior Probability or the overall estimate 

of coverage. This estimate and the curve of the Posterior Probability are calculated using the 

Bayes calculator with a credible interval of 95%. 

Two measures, the Point Coverage and the Period Coverage can be used to express the results 

of coverage assessments of nutrition programs: 

- Point Coverage represents the level of coverage at the time that the survey was being 

conducted and only includes children with severe acute malnutrition criteria. 

- Period Coverage takes into account all children receiving treatment at the time of the 

survey, irrespective of their nutritional status (severely malnourished children and 

recovering children). 

SQUEAC methodology recommends using just one of the two measures for the calculation of 

coverage. The choice of coverage estimate must be guided by the characteristics of the 

program. 

 

3.3 ORGANISATION OF THE STUDY 
 

3.3.1 Technical support from CMN project 

The nutrition team in Huambo (plus representatives from the three other provinces) has 

received technical support the “Coverage Monitoring Network” (CMN) project. The CMN project 

is a joint initiative involving several organizations: ACF, Save the Children, International Medical 

Corps, Concern Worldwide, Helen Keller International and Valid International. The project aims 

to provide technical support and tools to CMAM programs to help them to assess their impact 

and to share and capitalize lessons learned on the factors influencing their performance.  

As part of this assessment, the support from the CMN project ran through different phases. In a 

first phase, technical support was made on remote through exchanges between the team of 

experts from CMN, José Luis Álvarez Morán (CMN Coordinator) and Beatriz Pérez Bernabé (RECO) 

with Dr. Hector Jalipa (CMAM Program Coordinator) for the planning and preparation of the 

evaluation. For technical support on the field, Beatriz Pérez Bernabé was deployed to Huambo 

to train the nutrition team in SQUEAC methodology and to carry out the coverage assessment in 

the area of intervention.  
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3.3.2 Training and investigation 

An investigation team composed by the CMN expert, World Vision´s CMAM Program coordinator, 

four representatives from PIN and Africare from the provinces of Bié, Kwanza Sul and Zaire, 

eight Municipal Supervisors of Huambo Province, one Monitoring and Evaluation Officer, and 

logistics technician was formed to conduct the investigation. Five other members where 

included in the team to participate at the field work of the second and third stage of the 

investigation (annex 1). 

The coverage assessment took place from May 30th to June 12th 2013 (chronogram annex 2). 

Although 3 days of introductory theoric sessions about the importance of assessing coverage and 

the SQUEAC methodology as well as workshops focused in the first stage of the investigation, 

were held as part as the initial orientation, the training process was concurrent with the 

investigation. In-classroom sessions for each key stage of the study were alternated with guided 

practical implementation in the field, all framed with iterative briefing and debriefing sessions.  

 

3.3.3 Limitations of the study 

Although the research has reached its aims, certain unavoidable limitations were faced: 

- Lack of reliable official demographic figures, census6, previous surveys, and detailed 

maps of the area.  The population data used for the study was that of WV; instead of a 

map, a list of villages was used to randomly select the sample of the wide-area survey 

ensuring spatial representativeness (stratified random sampling method).  

 

- Context bias. The results of the assessment may be positively biased in a certain degree 

due to the strictly required conditions of the Angolan context which needs to be noted 

when comparing with coverage assessments in other countries. These context specific 

limitations are the following: 

 

a. Throughout the several field stages of investigation, both during the qualitative 

research and the active and adaptive case-finding, previous notification of the visit to 

the village local authorities was required as well as the aim of it. Note that it is the 

practice of local population to dislocate to the lavras and nacas for a number of days 

during the time of harvest and field preparation taking along with them their children, 

therefore prior notification was essential to ensure that care givers and children are 

present at the time of the visit.  

b. The identification of the team members in the field (using program T-shirts and/or 

caps with visible WV logos) was a prerequisite at all times to be able to work with the 

community. 

                                                           
6
 Last census was carried out in 1975 
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4. RESULTS 
 

According to the methodology exposed above we present here the main results emerging from 

our investigations: 

 

4.1 STAGE 1: IDENTIFICATION OF AREAS OF LOW AND HIGH 

COVERAGE AND BARRIERS TO ACCESS 
 

The objective of this stage is to identify areas of high and low coverage and to have a first idea 

of the reasons for non-access to treatment by using program´s quantitative data and qualitative 

information collected among different stakeholders. 

The analysis of the quantitative information was carried out based on the data available for the 

first 4 months of actual operation of the program (January – April 2013). Program routine data 

was available and mainly extracted from monthly reports. Individual monitoring data was 

collected during the first days of the investigation through the gathering of CHW´s registration 

books - up to 60% of the total records were included in the database for analysis.  

 

4.1.1 Analysis of quantitative programme data – program routine data: monthly reports 

A. Admissions: total number, trends over time and capacity to meet needs 

First admissions are registered in January 2013, when the program started to be fully 

operational as a result of initial community mobilisation and screening activities –previous 

recruitment and training of municipal supervisors, commune supervisors and CHW, took place 

during the last two months of 2012– Since the beginning of operations, a total of 2 698 SAM 

children have been admitted into the program. 

A seasonal calendar for the various seasonal events (child morbidity, climatic and agricultural 

activities) and other key episodes (stock breaks) was developed by the team and confronted to 

the curve admissions of SAM to assess the capacity of the program to meet needs (Figure 1). The 

short period of actual operation of the program (4 moths) makes it difficult to analyse the 

program's ability to meet the contextual needs.  

The curve of admissions shows the usual trend at the beginning of the activities with the highest 

number of admissions in the attack phase and smoothly decreasing. The sharp decline in March 

is clearly related to the stock break of RUTF suffered during all the 4 weeks of the month  
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and even half of the next. Unfortunately, this period coincides with the hunger gap, being the 

month of March the most critical in terms of access to food. The number of admissions rapidly 

increases again in April as a result of the complete restoration of treatment activities and the 

likely increased prevalence of malnutrition.  

 

Figure 1. SAM admission trends during a four months period and seasonal calendar (Huambo 

Province, Angola, June 2013) 

The period of program activities takes place during the rainy season when Malaria prevalence is 

higher. In terms of agricultural activities, even though certain times of the year are busier than 

others, in general women go to the fields either to cultivate or harvest the crops of lavras or 

nacas.  

 

 

 

SEASONAL CALENDAR Nov-12 Dec-12 Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13

CHILDREN MORBIDITY

SEASONS

AGRICULTURAL ACTIVITIES

Nacas

HUNGER GAP

Malaria

IRA

Diarrhea

Rains

Lavras

0

200

400

600

800

1000

N
u

m
b

er
 o

f 
ca

se
s

PPN Stock breaks

SAM Admissions



 

 

21 

 

 

 

B. Admissions and admission criteria 

The analysis of the admission criteria for all the severely acute malnourished children admitted 

in the program shows that 95.73% correspond to marasmique cases identified by MUAC and a 

quite significant proportion of 4.27%, to kwashiorkor cases (figure 2).  

 

Figure 2. Distribution of SAM admissions by admission criteria from January to April 2013 

(Huambo Province, Angola, June 2013) 

Besides the presence of oedema, MUAC (<115 mm) is used as the one indicator for SAM, not 

considering WHZ as a criterion (used in the PTPA program at HC level). Although some CHW 

have been given scales, their use seems to be moreover related to the calculation of amount of 

RUFT to give to the children (according to UNICEF guidelines) and although registration books 

only show the variable “weight” to fill in each week of treatment (photo 2), CHW only use MUAC 

as independent criteria of admission and to follow the evolution of the patient on a weekly 

basis. While the strategy is being revised, this is very practical and positive to coverage in a 

child reduction mortality program where treatment is decentralized at community level.   

 

 

 

 

 

 

Photo 2. CHW´s SAM registration book (Huambo Province, Angola, June 2013) 

MUAC     
95.73%

OEDEMA
4.27%
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C. Admissions by Municipality 

Figure 3 shows the distribution of SAM admissions by Municipality from January to April 2013 

which has been compared to the population of children 6 to 59 month (Figure 4). 

 

Figure 3. Distribution of SAM admissions by Municipality from January to April 2013 (Huambo 

Province, Angola, June 2013) 

 

Figure 4. Percentage of SAM children admitted from January to April 2013 related to the 

population of children 6-59 months in the Municipality (Huambo Province, Angola, June 2013) 
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The total number of admissions for the 4 months period of study varies greatly between 

municipalities: from 459 in Bailundo to 174 in Tchinjenje. The number of children admitted in 

the most populated municipalities such as Huambo and Bailundo is the highest, but when 

compared to the population of children 6-59 months, those municipalities show the lowest 

proportion. Tchinjenje, Ukuma and Longonjo seem to have reached more number of SAM 

children. In general, the analysis shows that the proportion of admissions in all Municipalities 

with respect to the population of children 6-59 months is <5%. 

 

D. Performance indicators 

The performance indicators based on the data from the monthly statistical reports for the 4 

month period of analysis appear generally satisfactory compared to the SPHERE reference 

standard values (figure 5). It should be noted that due to the short length of the program, the 

results of the analysis were calculated using the exits data at the time the assessment was done 

which corresponds to only 21.31% of the total number of admissions. Anyhow, defaulter rate is 

low which has both a positive direct and indirect impact on coverage. 

 

Figure 5. Performance indicators of the program from January to April 2013 (Huambo 

Province, Angola, June 2013) 

The proportion of children transferred (to UEN) only refers to children who have complications 

whilst already admitted in the program but not malnourished children with complications 

identified during the screening.  

Nevertheless, the reliability of the data is questionable because variations were identified when 

the same analysis was done using the data from individual monitoring records (even if not  
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all the data was gathered and available). The collection and gathering of the data from 

community level by the CHW to the final centralization by the project coordinator goes through 

many different stages leaving too much place for error without a formal monitoring system of 

data quality.  

 

E. CHW and screening  

From the total number of 1 042 CHW trained, 884 were active at the moment of the assessment 

while 158 had left the program (15.16% of drop-outs).  

The number of children screened in the province between January and April 2013 was 120 523, 

being Bailundo the municipality with more children screened (also related to the population 6-

59 months). The number of children screened was the highest in February, the second month of 

activity of the CHW. The screening was much reduced during the weeks where there was RUFT 

stock breaks and restored afterwards.   

 

4.1.2 Analysis of quantitative program data – individual monitoring records: CHW register 

books  

F. MUAC at admission 

Although the admission criteria for SAM children is MUAC<115 mm, individual data shows that a 

very high proportion of children admitted as severely malnourished (46.03%) have a MUAC = 115 

mm. Therefore, the analysis of the distribution was done for all this children considered as SAM 

- even if the admission criteria is not correctly applied, which shows confusion and problems in 

comprehension and use of MUAC band by CHW, the error has not bad consequences in terms 

child mortality risk.  

The analysis of the data available (78.09% of all registers) shows that the majority of cases are 

admitted with a MUAC very close to the admission criteria and with a median value of MUAC of 

114 mm (figure 6). This distribution suggests a very good performance in the ability of early 

recruit marasmus cases. The number of critical cases (PB <= 90mm), 2, is extremely low which 

shows that there are very few SAM cases initiating the treatment with an advanced degree of 

severity. Most cases are reached and admitted in the program early the process of the disease 

which certainly has a positive impact on the possibilities of recovery and length of stay. 
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Figure 6. Distribution of MUAC at admission for SAM cases with PB =<115 mm (Huambo 

Province, Angola, June 2013) 

It should be noted that SAM children with complications screened and identified in the first 

place by WV´s CHW and referred to the UEN for inpatient treatment are not included in the 

analysis because the data from these children is not registered neither track to guarantee 

admission in the program. If those were included, the median MUAC at admission would 

probably be lower and the number of critical cases might increase which may imply a different 

conclusion regarding the quality of screening.  

  

G. Length of stay 

The median length of stay for all cured SAM children (based on the analysis of 93.60% registers 

for which this variable was available) is only 4 weeks, relatively short compared to the average 

duration of 6 to 8 weeks of treatment according to different studies SAM treatment. 4 weeks is 

also the most frequent duration of treatment for patients.   
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Figure 7. Distribution of number of weeks in the program for SAM cases cured (Huambo 

Province, Angola, June 2013) 

 

4.1.3 Analysis of qualitative data 

The qualitative data was collected in the different kinds of villages identified7 and using 

methods and sources of information described in the methodology. The findings were 

triangulated using the BBQ on a daily basis.  

A high level of patchiness/heterogeneity in terms of coverage with regards to the 

aforementioned zones (villages) within the whole project area -Huambo Province- was 

confirmed by the information collected during the qualitative work in the field: those areas 

where any kind of intervention was taking place (nor MoH neither WV) showed a wide (often 

complete) lack of awareness of malnutrition and of the treatment of SAM. In the other hand, 

relevant differences were found in MoH areas of intervention due to the characteristics of the 

approach of the PTPA program.  

As the diagram below, taken from the SQUEAC/SLEAC Technical Reference8, demonstrates 

clearly, that obtaining a coverage rate for a region with heterogeneous coverage becomes 

meaningless as the overall rate does not apply to any one area. 

                                                           
7
 Kind of villages visited:  

1.a Villages in WV areas where CHW are based/resident 
1.b Villages in WV areas where CHW are mobile 
2.Villages in MoH areas 
3.Villages in areas where neither WV nor MoH work 
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Figure 8. Representation of the overall coverage as the average coverage across the entire 

survey area and how it does not convey information about the spatial pattern of coverage 

(Huambo Province, Angola, June 2013) 

Therefore, it was concluded that giving a global estimate of coverage for the whole Province 

would not be informative or useful for the program. Also, the results from the study of barriers 

and boosters to coverage, as well as the identification and confirmation of high and low 

coverage areas, was decided to be limited to WV intervention areas. 

Regarding these areas, although the difference between the villages where CHW are 

based/resident and those where the CHW are mobile was considered to select the villages and 

to be able to triangulate the findings from each type of area, no main differences were found. 

Even if in a first place it looked like having the ativista moving from a different village to do the 

weekly visits would be a slight negative factor compared to those where he/she is resident in 

the village, the evidence did not show such a thing – the same barriers and boosters were found 

in both areas.  

Table 1 shows the list of the main boosters and barriers to coverage identified in WV 

intervention areas through the completion qualitative work in the field and the following 

triangulation and analysis of information.  

 

 

 

                                                                                                                                                                                                                 
8
 Myatt, Mark et al. 2012. Semi-Quantitative Evaluation of Access and Coverage (SQUEAC)/Simplified Lot Quality Assurance 

Sampling Evaluation of Access and Coverage (SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA. 
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Table 1. Boosters and barriers to coverage emerged from the qualitative research (Huambo 

Province, Angola, June 2013) 

BARRIERS 

RUTF Stock breaks 

The problem of RUTF stock breaks was identified during the 
qualitative research as one of the main barriers to coverage. 
The absence of RUTF was a concern in all the villages visited 
both for the community and program related people. Even 
when CHW keep coming to villages to visit mothers in the 
program to continue the nutrition education sessions and to 
control the evolution of the child, it is discouraging not only for 
the mothers but also for the CHW not to be able to give them 
the treatment. Stock breaks seem to be mostly related to a 
problem in supply (delays in supply and insufficient quantities 
compared to needs)  

Excessive load of work of 
CHW and supervisors 
without incentives 

Although the level of motivation of CHW and supervisors seems 
to be high and they are involved in the program, the lack of 
incentives makes that often their availability is reduced. The 
extreme consequence of this problem is the drop-out of 
ativista, which has happened in certain Municipalities and 
results in having as replacement CHW without enough 
training/experience. In other cases it just results in a decrease 
of efforts which has a great impact on coverage as most 
distant/isolated villages are not frequently visited. The lack of 
appropriate means of transport (bicycles are not able to reach 
some areas) was mention as something that could be improved 
as well as other quality working materials. The use of personal 
resources was also found.  

Occupation of mothers 

Mothers are often in the field working at the lavras or the 
nacas. Although they usually agree with the CHW on a day of 
the week and a time to meet, this is still a problem for those 
that cannot rely on others members of the family or cannot 
leave the field work.  

 

BOOSTERS 

Awareness about 
malnutrition 

The community is able to identify the signs of malnutrition and 
knows about its causes and consequences.  

Lack of stigma 

In general, there is no stigma around malnutrition which 
directly favours treatment seeking. Only in very specific cases 
auto-stigma has been reported: related to adultery and/or 
close pregnancies.     

Awareness about the 
Programme 

Not only the existence of the program is well known but also 
how it works.  
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Therapeutic itinerary 

Alternative treatment for malnutrition was rarely reported and 
in general mothers seek for treatment through the CHW. 
Sometimes, even if the child has a different illness – CHW are 
seen as reference persons in health-related issues.  

Positive opinion of the 
program and treatment 

There is a positive opinion of the program and the efficacy and 
simplicity of the treatment is recognized. The influence of 
pairs has a great impact on coverage.  

Lack of distance 

Mothers prefer to go be admitted in the community-based 
program than in the PTPA to avoid the distance to the HC. 
Receiving the visits of the CHW at village level was much 
appreciated.    

Gratuity 
The gratuity of the program was reported as a booster to 
coverage by almost all actors encountered.  

Motivation of CHW and 
supervisors 

Ativistas and commune supervisors are highly motivated and 
involved in the program. The reasons for their motivation are 
not well-enough understood but some factors as development 
of professional career was identified. Also their social status in 
the community is enhanced by being “nutrition experts” and a 
point of reference. The volunteers are very aware of the 
importance of their contribution to the community.  

Visit of defaulter´s homes 
CHW search for the mothers that have been absent to find out 
the reason and avoid possible defaulters.  

Nutrition education 

Nutrition education sessions are carried out in the community 
for all mothers, not only for the mothers of children in the 
program, as a prevention measure. These sessions are usually 
carried out even when there is stock break outs to help the 
mothers to cope with the absence of treatment by showing 
them how maximize the use of local foods and also to maintain 
them motivated. Awareness about the topics and compliance 
to the meetings was detected during the qualitative research.     

Good relation between 
mothers and activists - 
respect 

Mothers are happy and very respectful towards CHW´s work 
and their availability and amount of time spent with them. 
There is a good relationship between them as well as between 
CHW and other community members.  

Coordination with 
community actors 

There is a smooth coordination and collaboration between 
administrative authorities, Sobas, churches, HC personnel and 
WV staff, commune supervisors and CHW both for sensitization 
and operational aspects of the Program.  

Support and active 
involvement of the Sobas 

The coordination with the Sobas is a must to implement any 
activity at community level. Soba´s involvement and support to 
the program is very positive: in most cases the do an informal 
monitoring of cases and refer to HC´s PTPA program when 
needed.  
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4.1.4 High and low coverage zones  

Given the different positive and negative aspects influencing access to treatment and the major 

importance of the role of the CHW in this Program, the performance/involvement of the CHW 

appears to be a factor influencing coverage. 

So it was decided to test the following hypothesis regarding the potentially high and low 

coverage areas: 

- Coverage is probably satisfactory in areas where the general performance of the CHW is 

positive. 

- Coverage is probably unsatisfactory in areas where the general performance of the CHW 

is not so positive/negative. 

 

4.2 STAGE 2: VERIFICATION OF HIGH AND LOW COVERAGE AREAS 

HYPOTHESIS – SMALL AREA SURVEY 
 

To test the hypotheses of high and low coverage areas, ten villages (five in the area of 

potentially satisfactory coverage and five in the area of potentially unsatisfactory coverage) 

from seven communes were selected on the basis of the criteria identified: the 

performance/involvement of the CHW.  

The performance of the CHW is considered to be positive when at least three of the four 

following conditions are fulfilled: implication/availability of his/her commune supervisor; 

motivation; seniority in the Program/recently received training; communication (rather CHW or 

commune supervisor) with municipal supervisor is possible and regular.  

 Village (Commune/Municipality) 
Performance 

of CHW 

Satisfactory 
coverage area 

 
Saliumba (Chilata/Longonjo) 
Samandani (Chilata/Longonjo) 
Kanana (Catabola/Longonjo) 
 

Lunge Sede (Lunge/Bailundo) 
Benfica (Ukuma Sede/Ukuma) 
 

+ 

Unsatisfactory 
coverage area 

Epuacha (Caala Sede/Caala) 
Candao (Caala Sede/Caala) 
Katchaka (Chipipa/Huambo) 

Belo Hor. (Chipipa/Huambo) 
Mi (Mungu Sede/Mungu) 

- 

Table 2. Villages in satisfactory and unsatisfactory coverage areas according to the selected 

criteria (Huambo Province, Angola, June 2013) 

Results from the active and adaptive case-finding are presented in table 3 and the analysis of 

the results in table 4:  
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Satisfactory coverage area 

Total number of SAM cases found 14 

Covered SAM cases 11 

Non-covered SAM cases 3 

Recovering cases 11 

Unsatisfactory coverage area 

Total number of SAM cases found 15 

Covered SAM cases 5 

Non-covered SAM cases 10 

Recovering cases 2 

Table 3. Results from active and adaptive case-finding ‐ small-area survey (Huambo Province, 

Angola, June 2013) 

 

 Calculation of decision rule/results Deductions 

Satisfactory 
coverage area 

Target coverage 70% 

Number of covered cases (22) 
> decision rule (17) 
 

Period coverage > 70% 
 

Satisfactory coverage 
hypothesis CONFIRMED 

n 25 

Decision rule (d) = n * (70/100) 

d = 25 * 0.70 

d = 17.5 

d = 17 

Covered cases (SAM and recovering) 22 

Unsatisfactory 
coverage area 

Target coverage 70% 

Number of covered cases (7) < 
decision rule (11) 
 

Period coverage < 70% 
 

Unsatisfactory coverage 
hypothesis CONFIRMED 

n 17 

Decision rule (d) = n * (70/100) 

d = 17 * 0.70 

d = 11.9 

d = 11 

Covered cases (SAM and recovering) 7 

Table 4. Analysis of survey results of the small-area survey – Classification of coverage 

(Huambo Province, Angola, June 2013) 

 

The reasons of the 13 total non-covered cases found are the following:  

Satisfactory 
coverage area 

Stock breakouts 2 

Wrong admission criteria 1 

Unsatisfactory 
coverage area 

Lack of knowledge about malnutrition 5 

Lack of knowledge about the program 4 

Distance 1 

Table 5. Reasons of the non-covered cases found in the small-area survey (Huambo Province, 

Angola, June 2013) 
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The hypothesis of heterogeneity within WV´s current area of intervention was therefore 

confirmed reflecting the influence of the performance of CHW in coverage.  

The information obtained throughout this stage was added to the previous findings and 

conclusions from quantitative and qualitative data. The MindMap of figure 9 below shows 

barriers and boosters to coverage in WV´s intervention area in Huambo identified along the first 

two stages of the investigation.  

Due to the high level of patchiness of coverage found during the qualitative research it was 

concluded not to give a global estimate of coverage for the whole Province and therefore not to 

advance to stage 3 – as normally happens in assessments where high levels of patchiness are 

identified. However, in this instance it was of real interest to continue with the investigation for 

a variety of reasons: 

- For training purposes. The overall objective of the SQUEAC conducted in Huambo was not 

only the result of the investigation itself but also the training exercise for the 

participants coming from the four different provinces of the program. Participants’ skills 

needed to be built onto the whole process, especially those who would be soon 

replicating the investigation in the three other provinces (Bié, Kwanza Sul and Zaire).   

- To quantify an innovative approach. Through stages 1 and 2 of the investigation it 

became evident that the use of CHWs to screen and provide treatment was a very 

innovative and effective approach that would achieve a high level of coverage. 

In line with the above and in order to see the maximum value of coverage such an approach 

could reach, a wide-area survey was conducted in the WV´s zones identified and confirmed by 

means of stage 2 of having a satisfactory coverage rate. 

Therefore, note that it is important to interpret the final global estimation of coverage resulting 

from the conjugate analysis of stage 3 carefully. The overall estimation of coverage will only 

reflect coverage of SAM in the areas classified as having the best coverage of the whole program 

areas.  
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Figure 9. Main barriers and boosters to coverage in WV´s intervention identified along stage (Huambo Province, Angola, June 2013) 
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4.3 STAGE 3: ESTIMATION OF OVERALL COVERAGE 
 

The objective of this third stage of the investigation is to provide an estimate of the program 

coverage by applying Bayesian theory of probabilities. In this case, as the purpose of giving an 

estimate of coverage is to learn about how high coverage can be with WV´s Programme 

approach, the resulting final estimation does not reflect the overall programme coverage but 

the coverage of SAM treatment in the areas classified –from stage 2- as having the best coverage 

of the whole program areas.   

4.3.1 Developing Prior Probability 

Finally, a Priori Probability is developed: a statistical representation of the "belief" about the 

level of coverage that the investigation team was able to develop based on the findings from 

the previous stages. 

As explained in the methodology section, Prior Probability results from the average of the two 

Prior Probabilities modes obtained using the methods of "Barriers and Boosters simple" and 

"Barriers and Boosters weighted". The final result of the Prior Probability is 79.25%. 

Methodology 
Boosters 
weight 

Barriers 
weight 

Calculations Results 

Barriers and Boosters simple 80 20 ((100-20)+80)/2 80.00% 

Barriers and Boosters 
weighed9 

69 12 ((100-12)+69)/2 78.50% 

Prior Probability 79.25% 

Table 6. Calculation of Prior Probability (Huambo Province, Angola, June 2013) 

The distribution of Priori Probability was described as a curve using the Bayes calculator 

software: the mode (79.25%) and the distribution (α = 28.5, β = 7.5) of Prior Probability are 

represented by curve showed in Figure 9. The parameters of the shape (α and β) of Prior 

Probability curve were calculated through the formulas previously presented. 

 

 

 

 

 

                                                           
9
 Annex 5 shows the weight (from 1 to 5) assigned to each barrier and booster by the investigation team – “Barriers and Boosters 

weighted” method 
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Figure 10. Graphical representation of Prior Probability (Huambo Province, Angola, June 

2013) 

 

4.3.2 Building the Likelihood: wide-area survey 

In addition to the analysis of quantitative and qualitative data, a survey in WV areas identified 

by means of the small-area survey as being satisfactory in terms of coverage (using a threshold 

value of 70%) was conducted using again the active and adaptive case-finding method. The 

target sample size according to the Bayes calculator was 34 children, therefore 12 villages was 

the minimum amount of villages to visit result of applying the formula and parameters described 

in the methodology. 

In order to ensure the spatial representativeness in the selection of villages for the survey, the 

stratified random sampling method was used to select the 15 villages spread across the three 

selected communes: Lunge (Bailundo), Catabola and Chilata (Longonjo). The main results from 

field work are presented in Table 7 below: 

Type of case Number of cases 

Total number of SAM cases 45 

Number of covered SAM cases 30 

Number of non-covered SAM cases 15 

Number of recovering cases 41 

Table 7. Results from the wide-area survey (Huambo Province, Angola, June 2013) 
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Out of the 45 SAM cases found along the wide-are survey, 15 were not attending the CMAM 

program. The analysis of the questionnaires administered to the mothers/caretakers of these 

non-covered cases found provides additional insight into the barriers to access (Figure 11). 

 

Figure 11. Non-covered cases – Barriers to access to treatment (Huambo Province, Angola, 

June 2013) 

Among the 15 mothers/caretakers of the non-covered SAM cases, 6 of them were not aware 

about the condition of their child and other 4 did not know about any program in which 

malnourished children could be managed. 2 mothers reported reasons related to the admission 

criteria such as the child being screened by the ativista but not admitted or child´s age when 

screened (less than 6 months). The absence of visits of CHW to provide treatment for more than 

2 weeks was the reason stated by two mothers who said in first place that their children were in 

the program but did not have PPN at the time of the survey. The last case was a SAM child with 

complications previously treated in the UEN but never formally discharged as cured whose 

mother was aware of the high degree of severity of the disease. She did not want to go to the 

UEN again because at the time she was there with the child she was obliged to pay for 

treatment.  

From all the mothers/caretakers of children screened during the wide-area survey that were 

asked about nutrition education counselling, 59.06% reported to have received nutrition 

education from the ativista during the past 5 months.   

 

4.3.3 Estimation of overall coverage: Posteriori  

Global coverage is the Posterior which represents the combination of the Prior, enriched by the 

wide-area survey data (Likelihood).  
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As part of this investigation, the insight provided by the quantitative and qualitative data on 

program performance justifies the use of Period Coverage as the most appropriate indicator to 

reflect the overall program coverage. The early recruitment of cases and the short length of 

stay have been the program´s characteristics suggesting the use of Period Coverage as 

estimation of overall coverage.  

Therefore, the calculation of the Likelihood uses the wide-area survey data according to the 

following formula: 

Number of SAM cases in the program + Number of recovering cases 

Total number of SAM cases (covered and non-covered) + Number of recovering cases 

The numerator (71) and the denominator (86) are entered into the Bayes calculator to achieve 

the estimate of Period Coverage and based on the Prior and these wide-area survey data 

(Likelihood), Period Coverage is estimated to be at 82.1% [95% CI: 74.3% - 87.8%]10. The 

graphical representation of period coverage is presented in the following graph (Figure 12). 

 

Figure 12. Graphical representation of Period Coverage – Prior, Likelihood and Posterior 

(Huambo Province, Angola, June 2013) 

 

                                                           
10

 The p-value of the Z-test (Z = -0.22) performed by the Bayes Calculator is 0.8292 which reflects the absence of 
conflict between the Prior and the Likelihood and therefore, the reliability of the study. 
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5. DISCUSSION 
 

The results of the SQUEAC coverage assessment reflect an estimate of period coverage of 82.1% 

[95% CI: 74.3% - 87.8%] in the best performing WV´s program intervention areas (three selected 

communes from Bailundo and Longonjo municipalities) - the coverage estimate found does not 

represent the overall program coverage. What this result shows however, is extremely a high 

coverage in the areas assessed and the potential that this innovative approach to service 

delivery can achieve. The much decentralised management of acute malnutrition of WV´s 

program seems to have a positive impact on access to care and therefore in the capacity of the 

program to meet needs - if efficiency, as measured by cure rate (87.30%), and estimated 

coverage (82.1%) are linked to assess the ability of the program to meet needs, a score of 

71.67% is obtain meaning that 71.67% of total needs in the area assessed are covered.  

Many factors, as the CHWs´ visits to absent mothers´ homes to avoid defaulters or the use of 

MUAC as independent criteria of admission to the program, have been identified along the 

study as positive factors to coverage. But the fact that the CHWs are the ones moving into the 

villages on a weekly basis to provide the RUTF instead of asking the mothers to travel to health 

facilities seems to be the most important and distinctive booster to coverage. 

Program´s coordination and collaboration with local actors such as administrative authorities, 

sobas and churches is another key element of the success of the program. Also at community 

level, the coordination between CHWs and caretakers greatly contributes to avoid or minimize 

the negative impact on coverage of the responsibilities/occupation of mothers or other 

caretakers. But in a broader or strategical way, the study has revealed a certain degree of no 

coordination with PTPA program activities. MoH/WV´s areas of responsibility are not clearly 

defined which often results in duplication of efforts and, in the worst case, lack of care service 

for the population. This situation varies a lot from one municipality to other (even between 

communes) and in fact, municipal supervisors have trouble to clearly identify the villages where 

the program runs within their communes of responsibility.  

Commune supervisors do usually have a much stronger knowledge about the program´s 

organization and activities in the areas they are in charge of. But as CHW, they are volunteers, 

and although their level of motivation and implication is usually quite high, the excessive load 

of work and the lack of incentives remains a concern for them. Further investigation should be 

done to better understand the reasons of these community members to participate in the 

program and to address a common strategy to keep these valuable resources motivated, 

recognized and active (to avoid drop-outs). The impact on coverage of the performance of the 

CHW -influenced by factors such as their motivation, their seniority in the program, the training 
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received, the availability and possibility/regularity of communication with commune supervisors 

- has been confirmed along the study.  

Problems faced by the CHW with admission criteria (classifying SAM children as MAM, not 

referring children less than 6 months) have been identified through different stages of the 

investigation which reflects the need to reinforce and guarantee training – it remains essential 

to ensure that all new program volunteers recruited as replacements of drop-outs have received 

sufficient and appropriate preparation to carry out their tasks. Also the PPN stock breaks have 

been identified as a main barrier to coverage throughout the study. Although often the reason 

of these break outs is more related to the delay in the supply by the provider or to the 

insufficient quantities received -out of WV´s program control-, the efficacy of the supply chain 

once the stock is available needs to be improved.  

Although the awareness of malnutrition and of the program was initially considered to be high 

and almost complete in those areas where the program is well established and active, the 

results from the wide-area survey in the municipalities of Bailundo and Longonjo reveals that 

even in these sites with high coverage, these are the most frequently found reasons for children 

not to be in the program. Albeit the stigma does not seem to be a concern and the community 

shows in general a very positive opinion about the program in terms of efficacy of the 

treatment, gratuity and relation with ativistas, the need for keeping sensitization activities on-

going remains essential to guarantee access and improve program´s coverage. In fact, only 

59.06% of women reported to have received nutrition education sessions during the last 5 

months but it should be noted that the information they received is only based on the 

information included in the brochure incorporated to the “cartao da mae” - formal IYCF services 

are currently not implemented.  

Finally, regarding data management and monitoring, the lack of a monitoring system of 

referrals of SAM cases with complications found by the CHW has been identified as the main 

weakness affecting coverage. These children, which are not a target of the program are not 

even registered by WV´s ativistas, so even if they are referred to the UEN to receive inpatient 

treatment, they are not formally followed by the program at all. Tracking the itinerary of these 

cases would contribute to ensure that they really receive treatment from admission to cure, 

which would directly impact on coverage improvement. In the other hand, having data of the 

most severe cases found by program´s CHWs (PB at admission), would contribute to increase the 

quality of the analysis of screening performance as a routine coverage monitoring tool. 

Availability, use and reliability of data should be improved to ensure an active and integrated 

routine monitoring system.  
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6. RECOMENDATIONS 
 

In line with what the study has found, recommendations and activities to improve coverage are: 

Recommendation Activity 

Improve integration and 
coordination of the program 
with MoH´s PTPA program 

Meet with UNICEF and MoH to update CMAM´s program strategy in the 
Province to re-define areas of intervention and activities of each 
partner. Involve commune supervisors´ inputs in the discussions 

Design a global database of villages receiving different kind of CMAM 
services and use it to: 

- track on-going activities and ensure coordination  
- identify needs and plan intervention in areas not yet reached 

Improve availability, 
involvement and long term 
commitment of commune 
supervisors and CHW  

Investigate and discuss with volunteers about their motivation and 
expectations 

Explore alternative strategies of motivation context-adapted in 
coordination with other organizations that also use community 
volunteers for their activities 

Increase the integration of commune supervisor within the program -  
Assess the option of paying them as program staff 

Reinforce training of 
commune supervisors and 
CHW  

Organize refreshment in-class training sessions on screening and 
referral followed by periodic on-the-job training sessions in the field 
supervised by municipal supervisors   

Stimulate sensitization 
activities 

Reinforce CHW´s sensitization activities incorporating key members of 
the community such as traditional healers in the distribution of 
messages 

Incorporate IYCF activities 

Improve RUTF stock 
management 

Advocate at national level with UNICEF and other players who are 
responsible for purchase, importation and shipping of RUTF to ensure 
timely and sufficient supply 

Alleviate workload of CHW on distribution of PPN - Provide trailers 
(“carros”) to attach to commune supervisors’ motorbikes to support 
CHW on the transport and distribution of stock to most distant villages  

Improve data management 
and monitoring 

Introduce a column on CHW screening sheets to register SAM cases 
referred to the UEN and create a system to ensure the follow-up of 
these cases from admission to cure. Involve UEN staff and increase the 
interaction between programs´ staff 

Integrate active data analysis as a monitoring tool of the program by 
developing a strategy for periodic availability of reliable indicators 
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ANNEX 1: EVALUATION TEAM 
 

Investigation team 

 Beatriz Pérez Bernabé, CMN´s Regional Coverage Advisor HKI 

 Dr Hector Jalipa, CMAM Program Coordinator WV 

 Marie Vláscova, Project Manager PIN-Bié 

 Joel Adriao Alferes, Monitoring and Evaluation Officer WV-Huambo 

 Ana Vita Januario Aurelio, Municipal Supervisor WV-Huambo 

 Bento Daniel Caputo, Municipal Supervisor WV-Huambo 

 Berta Namuno H Alexandre, Municipal Supervisor WV-Huambo 

 Borges Bumba Bongue, Municipal Supervisor WV-HuambO 

 Geraldo Helio Chipindo, Municipal Supervisor WV-Huambo 

 Martinho Vacuvile Osorio, Municipal Supervisor WV-Huambo 

 Raul Chiwale Matateu, Municipal Supervisor WV-Huambo 

 Yudelsy Bermúdez Jorge, Municipal Supervisor WV-Huambo 

 Amilcar Kukondala, logistics techinician WV-Huambo 

 Esperança W H Sandala, Municipal Supervisor PIN-Bié 

 Pedro Nekundi Salgado, Municipal Supervisor AFRICARE-Kwanza Sul 

 Kambuena Dofonsu, Municipal Supervisor AFRICARE-Zaire 

Enumerators that have participated at certain stages of the investigation 

 Rosa Sara de Silva  

 Mateus Márcio Paiva Inglês 

 Paulo Sergio Monteiro 

 Manuel Sambule Quintas 

 Beatriz Aurora Sapalo 

 

 

 

 

 

Photo 3. Part of the team working on the field plan (Huambo Province, Angola, June 2013) 
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ANNEX 2: CHRONOGRAME 
 

Date Activities  

Tuesday 28.05 Arrival of the CMN´s RECO to Luanda 

Wednesday 29.05 Trip Luanda-Huambo 

Thursday 30.05 – 
Saturday 01.06 

SQUEAC Orientation: 
- Introduction to the coverage assessments and to the SQUEAC methodology 
- Stage 1:  

- Literature and quantitative data review - data analysis workshop 
and seasonal calendar 

- Qualitative research methods and preparation of field work: work 
and review of questionnaires and selection of villages 

Sunday 02.06 – 
Tuesday 04.06 

Qualitative data collection: interviews in the community and health structures  – 
Daily restitution of findings (BBQ) 
Collection of additional information needed for stages 2 and 3 

Wednesday 05.06 

Quantitative and qualitative information summary 
Preparation of stage 2: Study of spatial distribution of coverage and selection of 
villages 
Training on the Active and Adaptive case-finding method 

Thursday 06.06 – 
Friday 07.06 

Small-area survey 

Saturday 08.06 
 

Synthesis and analysis of stage 2 information 
Construction of the Prior 
Learning about the BayesSQUEAC calculator software and XMind software 
Sample calculation and preparation of the wide-area survey 

Sunday 09.05 – 
Wednesday 12.06 

Wide-area survey 
Final wrap-up session 

Thursday 13.06 Trip back Huambo-Luanda 

Friday 14.06 Trip Luanda-Madrid of the CMN´s RECO 
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ANNEX 3: DATA COLLECTION FORM  
 

SQUEAC: Formulario da colecta de dados     Municipio: ___________________     Comuna:   ____________ 

Aldeia: _________________________      Equipa: _______________ _____            Data: ____________________ 

Nome e apelido 

da crianca 

Idade 

(meses) 
PB 

Edema       

(+, ++, +++) 

Caso de 

MAS 

Caso de MAS no 

programa 

(coberto) 

Caso de MAS  nao 

no programa                    

(nao coberto) 

Caso em estadio 

de melhoramento 

Verificacao:                         

Plumpy Nut/Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

        ☐  Plumpy Nut ☐  Cartao da mae 

TOTAL      
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ANNEX 4: QUESTIONNAIRE FOR NON-

COVERED CASES 
 

Questionario para cuidadores de criancas com MAS, quais nao estao no programa (casos nao cobertos) 

Municipio: _________________________   Comuna: ___________________________ 
 
Aldeia: _________________________  Nome e apelido da crianca: __________________________ 
 

1. Voce acha que esta crianca tem malnutricao?  

         SIM           NAO         STOP! 

2. Voce conhece um programa de malnutricao?/Lugar a onde estao criancas com malnutricao tratados? 

   SIM  

   NAO        STOP! 

3. COMO SE CHAMA O PROGRAMA/ONDE ESTA ESSE PROGRAMA? __________________________________ 

4. PORQUE ESTA CRIANCA NAO ESTA NO PROGRAMA?  

 1. Muito distante       Qual e a distancia que voce tem que andar? ___________  Quantas horas? ________               

 2. Nao tempo/muito ocupado para atender programa        Qual atividade o ocupa?________________ 

 3. O cuidador esta doente 

 4. O cuidador nao pode viajar com mais de uma crianca. 

 5. O cuidador tem vergonha participar no programa. 

 6. Os problemas da segurancia 

 7. Nenhuma outra pessoa na familia pode cuidar dos outros filhos. 

 8. A quantidade de Plumpy Nut nao e soficiente. 

 9. A crianca foi anteriormente rejeitado         Quando? (periodo aproximado) ________________ 

 10. Filho de outra pessoa foi rejeitada 

 11. O marido proibiu 

 12. O cuidador pensou que crianca precisava ir para hospital 

 13. O cuidador nao acredida que programa pode ajudar da crianca (prefere curandeiro, etc.) 

    14. Outras razoes: _____________________________________________________________ 

5. A crianca ja esteve no programa da malnutricao? 

  NAO        STOP!   SIM          

Se sim, porque a crianca actualmente nao esta em programa? 

    Abandono, quando? ____________ Porque? _________________________________________ 

  Curado and descarregado         Quando? ______________________________________ 

  Descarregado porque sem progresso         Quando? __________________________________________ 

  Outras:________________________________________________________                                    

(Obrigado/a) 
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ANNEX 5: BARRIERS & BOOSTERS WEIGHTED 
 

 

 

Positive factors 
                                     

VALUE 
                 Negative factors 

 

Community 

Lack of distance 5 2 Occupation of mothers 

Lack of stigma 3   

Awareness about malnutrition 4   

Awareness about the program 5   

Awareness and appreciation about 
gratuity of the program 

5   

Positive opinion of the program and the 
treatment 

5   

Therapeutic itinerary - search of 
activist/HC 

4   

    

Program 

Motivation of CHW 3 5 Stock breakouts 

Visit of defaulters´ homes 5 4 
Excessive load of work of CHW and 
supervisors without incentives 

Use of PB as independent criteria for 
admission 

5 2 
Lack of referral monitoring system for 
children with complications - UEN 

Early recruitment of cases 4   

Nutrition education sessions 5   

Low number of defaulters 4   

    

Coordination/collaboration 

Coordination with community actors for 
sensitization and operation 

5   

Good relation between mothers and 
activists - respect 

3   

Support and active involvement of the 
Sobas 

5   

    

 

Points added to the minimum coverage 
value (0%) 

12 69 
Points subtracted from the maximum 
coverage value (100%) 


