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Executive summary 
 

The results of the Simplified Lot Quality Assurance Sampling Evaluation of Access and Coverage (SLEAC) survey classified CMAM 

program coverage in Sokoto State as low i.e. below 20%
2
. Out of 180 Severely Acutely Malnourished (SAM) children found in the 

surveyed Local Government Area (LGA) of Goronyo in Sokoto State, there was only one SAM child being treated by the Community-

based Management of Acute Malnutrition (CMAM) program
3
. Goronyo is one of the LGAs within Sokoto State which had the lowest 

coverage and was chosen for the SQUEAC investigation. 

Four Outpatient Therapeutic Program (OTP) sites at the health facilities of Fadharawa, Goronyo, Rimawa and Takakume including 

the communities which form their catchment areas were visited. Quantitative and qualitative data from the program were gathered 

and analyzed to investigate the positive and negative factors affecting the CMAM program. Qualitative data collection was 

undertaken through different interview methods (informal group discussions, semi-structured interviews and in depth interviews). 

The sources of the information included caregivers, community members, community leaders, health workers and State & LGA 

health officers. An investigative approach that anchored on iteration and triangulation was used to gather supporting evidence that 

either confirmed or rejected the different findings. 

The program’s performance indicators for 2012 revealed that SPHERE standards were consistently not being met. The recovery rate 

was lower than the SPHERE recommended standards
4
 at 70% while defaulting rate was higher at 24%. Performance monitoring data 

for 2013, which was also analyzed separately indicated that performance of the program was within the minimum SPHERE 

standards based on available data for a few months within the period. However, this does not take into account the interruption of 

CMAM activities between June and December 2013 when there was a period of RUTF stock-out in Goronyo LGA’s Health Facilities 

(HFs).  

The pattern of admission trends in 2012 correlated positively with the seasonal calendar of events. Between June and December 

2013, lack of admissions data due to the program disruption did not allow for a similar analysis to be made. The median mid-upper 

arm circumference (MUAC) on admission for the year 2013 and 2014 (from January to March) were 104 mm and 102 mm 

respectively indicating weak or absence of active case-finding and/or late treatment-seeking behavior.  

The SQUEAC investigation identified the following factors affecting coverage:  

Positive Factors (Boosters): self and peer referral, good opinion of the program as a result of previous Medecin Sans Frontiere (MSF) 

health activities, motivated LGA staff and community development committee, good interface between OTP and  stabilization 

centre (SC).  

Negative Factors (Barriers): absence of CMAM community volunteers and no active case finding, interruption in OTP services due to 

RUTF stock out, non-compliance with CMAM national guidelines, lack of supply chain structure for RUTF transport from the state to 

OTP sites, lack of knowledge about malnutrition among the population, shortage of trained health workers in CMAM, lack of 

awareness of CMAM program and many others listed in the sections below.  

The findings of the SQUEAC investigation are consistent with that of the SLEAC survey and both confirm and explain the low 

coverage in Goronyo LGA with a coverage estimate of 14.3% (9.1-22%; CI; 95%). 

To reform the program the following actions are recommended: 

• Improve community mobilization 

• Train all health workers in the health facility of Goronyo LGA on the national CMAM protocol  

• Establish and implement an effective system for the delivery of inputs (RUTF) from the state level to the OTP site in the LGA   

• Ensure supply of systematic drugs to OTP site routine activities for care of SAM cases   

• Scale up the CMAM program to the other wards (to have at least one OTP site per ward)  

• Integrate SQUEAC tools in the monitoring system  

 

 

                                                 
2
 The SLEAC used three-class classifier with 20% and 50% as the thresholds 

3
 Chrissy B., Bina S., Safari B., Ernest G., Lio F. & Moussa S.; Simplified Lot Quality Assurance Sampling Evaluation of Access and Coverage (SLEAC) Survey of 

Community-based Management of Acute Malnutrition program; Northern States of Nigeria-(Sokoto, Kebbi, Zamfara, Kano, Katsina, Gombe, Jigawa, Bauchi, 

Adamawa, Yobe, Borno). Valid International. February 2014. 
4
 SPHERE standards define the minimum performance of a Therapeutic Feeding Program (TFP) in emergency setting. Thus recovery rate of >75%, death rate of 

<10% and defaulter rate of <15% 
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1.Introduction 
 

The SLEAC survey conducted in 11 states of the North of Nigeria showed that the coverage of the CMAM program in the state of 

Sokoto is significantly below 20% with an estimated coverage of 5%. All LGAs located in the State of Sokoto
5
 were classified as 

having low coverage. In Goronyo LGA, 79 villages were surveyed and a total of 180 SAM cases were found of whom only one case 

was covered by the CMAM program. In the SLEAC survey the Goronyo LGA data gives a weighted estimate of coverage of 0% (95% 

CI: 0% to – 0.85%), the lowest coverage estimate across all the LGAs surveyed. It is for this reason that this LGA was selected for an 

in-depth investigation using SQUEAC in order to explain the reasons behind the low coverage. 

 

Goronyo LGA consists of 11 wards and has 39 health facilities (HFs). The CMAM program is operating in five HFs  located in 5 

different wards and they are supposed to serve the entire population of the LGA. 

The management of malnutrition in Goronyo LGA started in 2009. This program was supported by MSF-H until February 2013. Since 

the beginning of March 2013, the program has been run by the LGA’s Primary Health Care Department with support from UNICEF in 

the form of RUTF supply. Table 1 shows the wards of Goronyo with their respective HFs with and without CMAM program. 

 

Table 1: Health facilities of Goronyo LGA 

 Wards With CMAM? HF with OTP centre 
HF without OTP 

centre 
Total 

1. Goronyo yes 1 3 4 

2. Rimawa yes 1 3 4 

3. Shinaka no 0 5 5 

4. Takakume yes 1 2 3 

5. Sabon Gari Dole no 0 7 7 

6. Boyekai yes 1 1 2 

7. Kagara no 0 3 3 

8. Giyawa no 0 1 1 

9. Birjingo no 0 4 4 

10. Kojiyo no 0 3 3 

11. Kwakwazo yes 1 2 3 

 Total 5 5 34 39 

 

 

The Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) methodology was the method used to investigate in-depth 

barriers and boosters and provide evidence-based recommendations in order to improve the program.  

 

                                                 
5
 Sokoto State has 7 LGAs. Tangaza, South Sokoto, Illale, Gude, Goronyo, Saborn, Birnin, and Garda 
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2.Objectives 
 

The objectives of the SQUEAC investigation were: • To investigate in depth the barriers and boosters of the CMAM program. • To evaluate the spatial pattern of coverage. • To estimate overall program coverage. • To issue recommendations in order to reform and to improve activities of the CMAM program; and, • To train staff of MOH (Federal, State and LGA), NPHCDA, the ACF and SCI SQUEAC core teams in SQUEAC methodology. 

 

3.Methodology 
 

SQUEAC methodology was used to investigate the barriers and boosters to assess the program coverage. SQUEAC is a low resource 

method which can be used on a regular basis to monitor program performance, identify barriers to service access and uptake, and 

evaluate coverage. It is an investigation rather than a survey and uses a mix of quantitative (routine program data, and small and 

wide area surveys) and qualitative data (anecdotal information from various relevant respondents). The method achieves rapidity 

and low cost by collecting and analyzing diverse data intelligently before conducting area surveys. This is different to the traditional 

large scale, more mechanistic and focused data collection techniques employed by nutrition and other coverage survey methods. 

 

The SQUEAC investigation was conducted from March 28
th

 to April 17
th

 2014 (see Annex 1). Key theoretical training on SQUEAC 

methodology for ACF and SCI SQUEAC teams was carried out in Abuja from the 24
th

 to 26
th

 March by ACF/CMN. In Sokoto state, an 

introduction to SQUEAC tools was done to the staff of the Federal, State MoH, LGA and NPHCDA on the 29
th

 of March.  

The SQUEAC investigation was led by Valid International with the support from by ACF, SCI, FMOH/SMoH, NPHCDA and LGA staff 

(see Annex 2). The investigation was composed of three stages: 

 

Stage 1: Identification of factors that influence coverage (barriers and boosters) and identification of potential areas of high or low 

coverage 

 

During stage one, quantitative and qualitative data were collected and analyzed. One of five teams carried out the data entry of all 

the OTP cards up to the month of May 2013 and a few months of 2014 (from January to March)
6
. The admission trends over the 

year, performance indicators (2012 and 2013), mid-upper arm circumference (MUAC) on admission, length of stay (LOS), number of 

visits before defaulting and MUAC at default were analyzed.  

 

The collection of qualitative data was conducted in four CMAM sites: Fadharawa, Goronyo, Takakume and Kwakwazo. Due to 

administrative reasons
7
, the OTP of Boyekai was not visited but their routine data was included in the analysis of quantitative data 

and their villages in the wide area survey. Qualitative data collection was done using informal group discussions, semi-structured 

and in-depth interviews and observation on different stakeholders of CMAM program. 

The barriers, boosters and questions (BBQ) and mind mapping tool (XMind software
8
) were used to summarize the findings of the 

qualitative and quantitative data together. The concept map was used to show interaction between different barriers and boosters. 

 

Stage 2: Confirmation of high or low coverage areas and reasons for low coverage 

A small area survey was conducted in three wards to test two hypotheses. These hypotheses
9
 were: 

 

1. Wards with CMAM activities have better coverage than wards without CMAM activities.  

                                                 
6
 Note: No pre-existing database of performance data was available for the year 2014. 

7
 The authorization to go to the field had not been delivered by the LGA Authority in time to visit the OTP site 

8
 Mind mapping software tool available freely at http://www.xmind.net/ 

9
 Note that the coverage threshold used to define classes of coverage in hypothesis was adopted from the two-standard three class classification used in SLEAC 

survey that is: < 20;  >=20 to <50;  and >=50 for low, moderate and high coverage classification respectively. 
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2. Within the same ward, villages near the OTP site have better coverage than villages far from OTP sites. 

 

The first hypothesis was tested by conducting small area surveys in Boyekai ward (with CMAM) and Sabongari Dole ward (without 

CMAM). The second hypothesis was tested in Rimawa ward selecting the nearest villages to and the most remote villages from the 

OTP site. 

 

Stage 3: Coverage estimation using Bayesian analysis
10

 

a. Prior estimate of coverage: the estimation of the prior was done by triangulation of the barriers and boosters through the BBQ
11

 

tool, concept map and by building a belief histogram of the perceived distribution of the prior estimate. 

 

b. Likelihood survey: A likelihood survey was conducted in 43 villages selected by systematic spatial sampling.  

 

c. Posterior estimate of coverage: In order to come up with a final coverage estimate or the posterior, the prior and the likelihood 

values were reconciled using the Bayes SQUEAC calculator to perform a beta binomial conjugate analysis. 

 

 

4.Results and Findings 
 

 

4.1. Stage 1 : Identification of barriers and boosters and of potential areas of high or low 

coverage 

 

4.1.1. Routine monitoring data and individual OTP cards 
 

The data related to performance indicators and admissions for 2012 and 2013 were available and were provided by the SMOH while 

individual data from OTP cards were manually extracted and entered by one team of investigators. Analysis of routine and 

performance indicators data (i.e. recovered, defaulter, non-recovered and death) was also done. It should be noted that there were 

a lot of missing data from the individual records in 5 OTP sites. These included information on the origin of the patient, the time it 

takes to travel to the OTP site, referral source, amount of RUTF given, the status of the discharge, home visit, absence etc.  

 

Discharge Outcomes 

The data for year 2012 had the recovery  rate, defaulter rate, death rate and non-recovery rate of 70%, 24%, 4% and 2% 

respectively. The program’s cure rate was below minimum SPHERE standards of 75% while the defaulter rate was higher than the 

maximum of 15% when compared to the SPHERE standards. On a month-by-month basis (see Figure 1 & 2), the recovery rate was 

pre-dominantly below standard in 2012 except for the months of March and June 2012. In the same period the defaulter rate was 

consistently higher than 15%. 

 

For 2013, the missing admission data from June to December does not allow for analysis of performance indicator trends over the 

year
12

. However, for the few months when admissions were recorded, performance indicators were meeting SPHERE standard (81% 

cure rate, 12% defaulter rate, 6% death rate and 1% for non-recovery rate). 

                                                 
10

 The recommended approach to an in-depth SQUEAC after a wide-area survey such as SLEAC is to focus on stage 1 and stage 2 without needing to conduct 

stage 3. This recommendation is even more poignant for the case of Goronyo LGA CMAM program because the SLEAC survey conducted a couple of months 

earlier had enough sample size (n = 180) to estimate an overall coverage estimate with acceptable precision. The key reason for continuing on to stage 3 was for 

training purposes. 
11

 Barriers, Boosters and Questions 
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The analysis of data from OTP cards from January 2014 to March 2014 was carried out to investigate what was happening more 

recently at the CMAM site level. It was noted that out of the total of 56 OTP card with discharge information analyzed, the 

proportions of recovered, defaulted, dead and non-recovered children were 23.2%, 67.9%, 1.7% and 7.2% respectively. 

 

Figure 1: Discharge outcomes of 2012 and 2013 

 

 
 

 

Analysis of admissions data over time 

The graph below presents the total admissions for 2012 and 2013 for 5 OTP sites. The admission curve corresponds to the events in 

2012 which influence the admission trends.  Increased admissions are observed during the month of June, July and August which 

corresponds to the lean season when admissions are expected to increase according to the seasonal calendars developed for 

Goronyo.  

However for 2013, there is an overall decrease of admission and since June no admission was recorded.  It is explained by the fact 

there was RUTF stock out from June to December 2013. Due to the missing data during these months, no analysis was done on 

routine data for this period.  

 

 

 

 

 

 

 

 

                                                                                                                                                                                                       
12

 On the other hand, lack of records or missing data can be interpreted as indicative of administrative issues / problems with the program that may have an 

impact on program performance and consequently program coverage 
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Figure 2: Trend in admission in 2012 and 2013 versus seasonal activities 

 
 

 

MUAC on Admission 

The median MUAC on admission for SAM cases provides information on whether children are admitted to CMAM services in their 

early or late stages of malnutrition. 

During the year 2013, the median MUAC on admission was 104 mm and for the year 2014 the median of MUAC on admission for the 

165 cases was 102mm indicating that children were admitted into the program in the late stages of malnutrition. 
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Figure 5: Number of visits at the time of defaulting 
 

 
 

 

 

Figure 6: Proportions of MUAC at time of defaulting-2013 & 2014 

 
 

 

4.1.2. Qualitative data 
 

Below are the SLEAC survey barriers for the Goronyo LGA, which formed a basis for a more in-depth investigation during the 

SQUEAC exercise. 
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Figure 7: Goronyo barriers from the SLEAC survey
14

 

 
 

 

In order to understand and to investigate the different barriers and boosters of the program, four wards with CMAM sites were 

visited during the SQUEAC investigation to gather qualitative data (Fadharawa, Goronyo, Takakume and Rimawa). Different 

stakeholders of the CMAM program (community caregivers, Community Volunteers (CVs), health workers, key informants, 

traditional healers, Traditional Birth Attendants (TBAs) etc. (see also, BBQ) were interviewed through different methods (informal 

group discussion, in-depth interview, semi-structured interview and observation). Information was triangulated by sources and 

method until no new information was forthcoming (in a principle referred to as sampling to redundancy) and inserted in the BBQ 

tool. (see below).  

 

 Awareness and perception of malnutrition 

Lack of knowledge about malnutrition was the leading cause found in the SLEAC survey for LGA Goronyo. The majority of caregivers 

of SAM cases in the SLEAC survey did not recognize that their child was severely malnourished. As generally shown by other 

coverage surveys done in other parts of the world, this happens to be one of the major barriers for CMAM programs..  

 

In this SQUEAC investigation, interviews with caregivers showed that SAM, referred to as "tamowa" in local dialect is associated with 

diarrhea and yellow fever, and in some villages, with a child who is breastfed after his mother became pregnant again; in other 

villages (Fadharawa) severe malnutrition, was associated with evil spirits and for other it was “caused by God".  Malnutrition was 

often not associated directly with a nutritional problem (lack of food in quantity and quality) and some caregivers reported that 

RUTF was not an appropriate drug to treat their malnourished children. However, in some communities, caregivers made an 

association between malnutrition called "Ramowa” and a nutritional problem. The terminology "Ramowa" according to the 

caregivers refers to cases of moderate malnutrition (not very thin cases) and only those cases can be cured by RUTF. According to 

them, the severe cases should be treated differently (not with RUTF). 

 

Lack of knowledge about the malnutrition was also confirmed in interviews with traditional healers who, even though they 

associated SAM cases with diarrhoea, affirmed that they were able to cure SAM cases with traditional leaves. In cases of 

Kwashiorkor, one traditional healer said that  cases of oedema were not common and in another ward (of Rimawa), a traditional 

healer said that the oedema was as a result of iron deficiency anaemia. 

 

Pathways to treatment 

Investigation on the pathway to treatment revealed that a lot of caregivers will go to the traditional healers first before going to the 

hospital. In the village of Fadharawa, (which has a HF offering CMAM services), majority of caregivers except one said that they used 

                                                 
14

 Details of these barriers are in annex 6 
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to go first to the hospital for care. Therefore, it might be the case that in the villages with a CMAM HF, caregivers have more 

understanding of malnutrition and know where to seek the treatment as opposed to the caregivers who may be living far away from 

the health facilities.   

 

In the interviews with the traditional healers, they asserted that they treat cases of malnutrition (that is "tamowa") by giving them 

traditional boiled leaves (in village Alwali in Takakume). This shows that traditional healers as well as other community members are 

not involved sufficiently in the CMAM activities especially in the referral of SAM cases to health facility.  This information confirmed 

the lack of knowledge about malnutrition and its causes.  

 

Knowledge of the program 

In the SQUEAC investigation the CMAM program is known by caregivers but it is associated with the health activities carried out in 

the past by the INGO MSF-H which has had a nutritional component of outpatient care of  treating malnourished children with 

RUTF
15

. At the time of the SQUEAC assessment the members of community especially caregivers and community leaders did  not 

know the existence of the current CMAM program at the Health facility; they thought that after the completion of MSF activities 

since March 2013, activities of management of malnutrition were finished. In the village of Alwali located in the Goronyo ward, 

when the community leaders of villages were shown the MUAC tape, they associated it with the old MSF-H activities while in the 

Village of Darbabia located in a ward without a Health center (Kojio ward), the community didn't recognized the MUAC tape, or 

were not able to associate it with the activities of CMAM program or activities of health centre. This situation showed that 

knowledge of the program is a challenge in some villages, particularly those located in a ward without the Health Centre with CMAM 

services. 

 

The SLEAC coverage survey was conducted in the villages sampled from all of the wards in the Goronyo LGA.  As there were more 

wards without CMAM program, the important number of caregivers did not know about the current CMAM program.  

 

Nevertheless, it should be noted there was a good opinion of the program among the caregivers whose children were treated when 

MSF-H operated the outpatient program for treating malnutrition and also, those treated by the current CMAM program. They were 

appreciative of the health workers and felt that the program was helping their children to regain health.   

 

 

Volunteer activity 

Community mobilization is the main component of CMAM program and the activity of Community Volunteers (CVs) is important to 

ensure good program coverage. The former MSF-H program supporting malnutrition had no CVs to perform activities of community 

mobilization (active case finding, sensitization, follow up of absence, home visit etc) as recommended for the implementation of the 

CMAM program. At the time MSF program was operational, there were paid staff (known as community tracers) assigned to trace 

defaulters.  During the SQUEAC investigation though it was noticeable that the community tracers were proximate to the health 

facilities and were available when requested for interviews, they had been generally inactive since the end of activities by MSF-H in 

Goronyo. Practically, there were no CVs in all the health facilities who can perform activities such in community mobilization, active 

case finding and follow-up of SAM cases in treatment.  This can explain the high proportion of defaulters in the program and also 

explains the low coverage of the program. 

 

Lack of awareness on how program works 

In the SLEAC survey, lack of awareness on how the program works was identified as a barrier to coverage and some caregivers 

mentioned that they did not bring their child to the CMAM program because children of other caregivers were rejected.  During the 

SQUEAC investigation as mentioned above, the community mobilization was non-existent. This component is crucial, as it is through 

                                                 
15

 MSF-H operated a therapeutic feeding program based on specific MSF guideline on treatment of malnutrition. The modality of the guideline differed from the 

CMAM guideline in use in Nigeria. 
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the volunteers and their mobilization activities that the community becomes acquainted with the program and how it functions.   As 

such, with no community sensitization there is a lack of awareness about the program modalities and how it functions, consequently 

contributing to low coverage in Goronyo. 

 

Perception of RUTF by the community  

The majority of mothers and community leaders called RUTF "madara", which meant milk. When the SQUEAC teams showed the 

community an RUTF package, they said that children grew well, it gave them strength and helped children to gain weight. RUTF was 

perceived more like a food rather than a medicine for treatment of SAM cases. This was confirmed also in the interviews in the 

village Alwali of Goronyo ward and the village of Kagara (Kagara wards) by community leaders and some members of the 

community. Some of them said that RUTF taste was “very sweet” and they liked it. This situation might lead the SQUEAC 

investigators to think that RUTF was often shared in the community. This perception of RUTF as a food and not as a medicine may 

have led to sharing of RUTF among siblings. In some cases the community leaders said that selling RUTF allowed them or caregivers 

to have money for transport. 

 

Quality of service 

• Organization / service management 

In different health centres with CMAM services one day per week is scheduled for the activities of CMAM. The days for CMAM 

activities are Monday for Boyekai OTP, Tuesday for Fadharawa (in Kwakwazo wards), Wednesday for Goronyo OTP and Thursday for 

the CMAM health facilities of Takakume and Rimawa. 

 

CMAM activities in these HFs were ensured by a few health workers. During the MSF-H support to health activities, they had 

recruited their own health workers and during the duration of that project, whose duty was to  provide care at the different HFs. At 

the time the project was handed over to the LGA authority in March 2013, the contracts of the health workers came to an end.  By 

the end of the project MSF trained two additional MoH health workers per HFs to ensure continuity in management of SAM cases. 

It’s also important to mention that OTP of Boyekai was not supported by MSF-H; the CMAM activities in Boyekai Health centre had 

started in January 2014 when MSF project was already finished.  

 

During the SQUEAC investigation it was these trained health workers who provided the CMAM services and as such, it was difficult 

to provide CMAM care when those agents were absent. 

 

As an example, during the SQUEAC team visit to the Takakume health centre on the day of CMAM activities, the health worker who 

was on duty at the health facility said that he sent away caregivers of children in the CMAM  program  who came on that day 

because the ‘health worker responsible of the CMAM services’ was absent. 

 

Additionally, some gaps were identified during the visit of all of the CMAM sites that may have an impact on the quality of service 

but also may affect coverage directly or indirectly: 

a. Lack of supervision for health worker while performing CMAM activities 

b. Lack of national guidelines for CMAM in the health facility 

c. No reference for the amount of RUTF given to SAM cases who are in the program (In Takakume, the health officer said that 

they give amount RUTF according the appearance (corpulence) of the child, there is no reference to the protocol guidelines) 

d. The inappropriate filling of OTP cards; many important information was omitted on the majority of OTP cards such as, 

referral source, number of RUTF given to the patient, origin of the patient, time taken by patient to travel to site. For 

instance,  analysis of the OTP cards showed that only 325 OTP cards had a MUAC on admission out of 1001 admitted cases 

in data of 2013. The analysis of the 2014 data showed that 165 cases have a MUAC on admission out a total of 206. Only 62 

and 40 cases had a MUAC on discharge recorded for 2013 and 2014 data analysis respectively. 

e. Program did not have home visits to follow up absentees. 

f. There was no proper system of tracking defaulters 

g. The definition of specific cases did not conform to the Nigerian national CMAM protocol (e.g. definition of defaulter) 
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• Skills of OTP staff 

During the investigation, the SQUEAC teams had no opportunity to observe the process of admission of SAM cases into the CMAM 

program because the teams used to arrive at the Health centre when health workers had already completed admission and 

consultations. This was due to the long distance between where the teams were based and the OTP sites. However, looking at the 

low quality of data keeping in the OTP cards, it was apparent that the health workers skills in monitoring of SAM cases was weak and 

this would form a basis of strengthening their  skills in this aspect of CMAM management. 

 

• Supplies 

 

RUTF stock out 

The interruption in the supply of RUTF is a barrier which was raised by health workers and it is also the main barrier among service 

delivery issues found during the SLEAC survey. During 2013, stock out of RUTF occurred between the months of June and December 

2013. During this time, no admission was registered and the program was therefore, not operational. According to the information 

given by the LGA staff, the RUTF is supplied by UNICEF who also, deliver the RUTF  to the state nutrition office. SMoH is responsible 

for transportation of the RUTF from the state to the LGA and then to the HFs. It seems that the challenge of supply chain is between 

the State nutrition office and the LGA nutrition office and this may be attributed as the main cause of RUTF stock out from June to 

December 2013. Interview with the SNO had indicated that the SNO office could not enlist Goronyo for supply of the RUTF until the 

health workers who operate the CMAM heath facilities were trained on the national CMAM guidelines used in Nigeria. 

 

Hence the low coverage (1 covered cases out of 180 total SAM cases) found during the SLEAC coverage survey can be explained by 

the fact that the SLEAC survey was carried out in November 2013 in Goronyo, at a time when  the CMAM centers were not 

operational due to the stock out of RUTF.   

 

Routine drug stock out 

 

Since the end of the support of the MSF project in March 2013, there was a stock-out of drugs until April 2014 and health workers 

were thus obliged to make the prescription of drugs to caregivers in order for them to purchase it. This can also be a barrier for 

caregivers attending the program because most of them may not have had the means to buy these drugs. 
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4.1.3. Boosters, Barriers and Questions (BBQ) 
 

The BBQ tool was used to summarize qualitative data found during the investigation. It shows the different barriers and boosters 

found during the interviews and shows also how this information was triangulated by sources and method (see column of source 

and method). 

 

Table 2: Sources and methods used in the BBQ 

Source Code Method Code 

Carers of children in the programme 1 Semi structured interview A 

Community volunteers 2 Observation B 

Religious leader 3 Routine data Extraction C 

Community leader 4 Informal group discussion D 

Health worker 5 In depth interview E 

Health facility visit 6   

Routine data analysis 7   

Community leader/ opinion of leaders 8   

Seasonal calendar analysis  9   

Former MSF tracer of absentees 10   

Carer of the child in the programme 11   

Majalisa (Community group gathering in tea-

shops or under shades) 

12   

Religious leaders 13   

Traditional healer 14   

SLEAC survey findings 15   

Small area survey  16   

Program staff 17   
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Boosters  Sources & Method Barriers Sources & Method 

Self referral and  grandmother referral  1A, 5A 

Non-compliance with the national CMAM 

guideline 

Definition of defaulter( after 5 weeks) 

Discharge criteria ( using Weight for Height)  

Active case finding 

5A, 7C 

Good health seeking behavior 
1A, 8D, 5A, 2D, 4D, 

12D, 13D 
Low community senzitization and mobilization 2A, 4A, 12D, 13D 

Good awareness of the program in community as 

result of previous MSF activity  

8D, 1A, 4A, 11A, 

12D, 13D 
Distance limits accessibility to  OTP site 8A, 5A, 16 

Motivated LGA staff and community development 

committee transport of RUTF supply  to the OTP 

sites 

5A, 2D, 5A Seasonal flooding limits access  8D, 5A 

Good opinion of the programme  
2D, 1A,  5A, 8D, 4A, 

11A, 13D 
Absence of  CMAM community volunteers  8D, 5A, 2D, 10A, 4A 

Good interface between OTP and SC ( Goronyo) 1A, 5A, 14E 
Stock-out of routine drugs since July 2013 to 

April 2014 
5A, 8D, 4A, 1A, 11A 

Caregivers given good reception by health workers 1A, 6B 
Stock-out of RUTF from July to December 2013( 

6 months) 
7c, 5A, 11A 

  
Lack of supply chain structure for RUTF from 

state to OTP 
2D, 5E, 5A 

  
Failure to attend SC by referred cases due to 

distance and transportation 
5A 

  
Lack of follow up of absenteeism and tracing of 

defaulters 
5A, 5E 

  No active case finding 
8D, 1A, 5A, 2D, 10D, 

11A 

  Stock out of data tools at OTP sites 5A, 5E 

  

Community volunteers of other health activities 

do not have MUAC and do not know how to use 

MUAC 

2D, 10A, 11A 

  
Poor community knowledge about the 

programme  

5A, 10A, 4A, 8D, 

11A 

  Consumption of RTUF by adults 2A, 4A, 8D, 13D 

  Sale of RUTF by carers to fund transportation 4A, 8D 



 

 

 

 

 

 

 

 

 

 

 

 

4.1.4. Concept
After completing the

which they presented

 

Figure 8: Concept 

 

 

 

 

 

 

 

 

 

 

Concept Map 

the BBQ phase, the SQUEAC investigators

presented how different barriers and boosters

 map of team 1 

20 

Long waiting time at

Lack of knowledge about

Break  in continuity 

months 

Shortage of trained 

CMAM services 

Pathways of care( go

healer, or chemist, etc)

Husband restricts caregiver

services  
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Lack of awareness of

investigators were divided into two teams.

boosters interact with each other and

at OTP site (Goronyo OTP site) 1A, 5A,

about malnutrition 
16, 12D,

14E, 15

 of the CMAM services for 6 5A, 11A,

 health workers rendering 

go first to the traditional 

etc) 
1A,

caregiver to attend CMAM 1A, 11A,

away from Health facility ( 

of the CMAM program  

teams. Each team did its own concept 

and how they affect the program (See

 

5A, 6B, 16, 15 

12D, 4A, 1A, 

15 

11A, 7C, 10A 
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1A, 4A, 14E 

11A, 5A, 4D, 

14E, 16 

5A, 16 
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 map in 

(See Annex 5). 



 

Figure 9: Concept 
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4.2. Stage 2: Confirmation areas of high and low coverage 

 

 

4.2.1. Small area survey 
 

According to the information found during the stage 1, two hypotheses regarding the coverage in 

Goronyo LGA were made. 

 

1
st

 hypothesis: In the ward without CMAM program (with no OTP), the coverage will be lower than in 

the ward in which there are CMAM services. In the ward with CMAM services the 

coverage will be higher than 20% (this was the coverage classification standard used in 

the SLEAC survey). 

 

To confirm this hypothesis two wards were tested: the ward of Sabon Ngari Ndole with no CMAM 

program and the ward of Boyekai with CMAM program. For Sabon Ngari Dole two villages were 

randomly selected namely Sabon Ngari Ndole and Kamitau. For Boyekai, two villages were also 

randomly selected namely Kawara and Boyekai. 

 

2
nd

 hypothesis: In one ward, the villages which are close to the health centre with CMAM services will 

have a high coverage (of more than 20%) than the remote villages which are situated at 

more than 1 hour
16

 walk. 

 

The ward of Rimawa was chosen and two villages close to the health centre and two remote villages 

from the health centre with OTP services (more than 1 hour of walking) were chosen. 

 

 

 

Table 3:  Results of the small area survey 

Coverage Wards Location  
Total 

SAM 
Covered(C) 

No covered 

(NC) 

Recovering 

case (RC) 

Coverage 

C=C/tot SAM 

1st Hypothesis  

No CMAM 

program Sabon ngari 

ndole 

Sabon Ngari 

Ndole 

17 0 17 0 

5.5% 

Kamitau  1 1 0 0 

With 

CMAM 

program 

Boyekai 

Kawara 4 0 4 0 

8.3% 

Boyekai 8 1 7 1 

                                                 
16

 In interview with community of mother, more than one hour was perceived as far in the Goronyo 
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2nd Hypothesis  

Close to 

OTP Rimawa 

Gidan Wuta 1 0 1 0 

25% 

Kuri 7 2 5 0 

Far from 

OTP Rimawa 

Kaikazaka 5 0 5 0 

0% 

Mahalaba 5 0 5 0 

 

 

By applying the LQAS classification technique the results are as follows: 

 

Hypothesis one: 

 

• Wards of Sabon Ngari Ndole  (No CMAM program) 

 

The number of SAM cases found that were covered was 1. This is less than the decision rule 

calculated above of 3.  

 

Since 1 is not greater than 3, the coverage in the surveyed area is classified as being below 20%.  

 

• Wards of Boyekai  ( with CMAM program) 

 

The number of SAM cases found that were covered was 1. 

 

Since 1 is not greater than 2, the coverage in the surveyed area is classified as being below 20%. 

 

The results of our test seem to reject the hypothesis that there is a different in coverage between 

wards that have CMAM site and those without CMAM site. The testing suggests that coverage is 

equally low in wards with or without CMAM services. 

 

Hypothesis two: 

 

• Villages close to CMAM site 

 

The number of cases covered was 2. Since 2 is greater than 1, the coverage in the surveyed area is 

classified as being above 20%. 

 

• Villages remote to CMAM site 

 

The number of cases covered was 0. Since 0 is not greater than 2, the coverage in the surveyed 

area is classified as being below 20%.  

 

Hypothesis 2 has been confirmed as in the villages close to the health centre with CMAM services 

the coverage was 25% which is higher than the threshold we have assumed which was 20%.  
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Conclusion of small area survey 

 

Hypothesis one:  

 

Coverage of both villages located in the ward with CMAM services (Boyekai) and in ward without CMAM 

services (Sabon Ngari Dole) were lower than the threshold which was set at 20%.  One of the reason 

which can explain this result is that Health Facility of Boyekai ward began CMAM services only in 

January 2014 which means that it has been operational only for four months from January until now 

April 2014 and the health workers were trained since February 2013. Given the fact that the Health 

Facility of Boyekai had been operating just for three months without supervision and follow up of 

activities it suggests that CMAM services were not effective in terms of impact and the coverage in the 

ward was not different to the ward without CMAM services. 

 

 

Hypothesis two 

 

Coverage of villages near to the CMAM site was higher (> 20%) compared to the remote villages, 

located far away from the CMAM site (> 1 hour).  

This hypothesis was confirmed and showed that the distance affects the coverage, and in the villages of 

the same ward within various distance from the CMAM site the distribution of the coverage is 

heterogeneous. 

 

4.2.1. Barriers of the small area survey 
 

Barriers raised by mothers during this small area survey presented in the table 4 below are not different 

from those found by SLEAC coverage survey and further confirms the qualitative information collected 

during phase one.  

Two cases of defaulters were found in this phase and the reason of defaulting for these two cases was 

the lack of time or the mother was too busy. 

 

Table 4: Barriers of the small area survey  

Reason of not attending the program   

Lack of awareness of the program 14 

Doesn't know that her child is malnourished 8 

Too far away from the OTP site 3 

Doesn't know how the program works ( Discharged before, defaulted before) 2 

No time  2 

Sent back home because there was no  OTP services 2 

Went recently to the Health center but was not admitted 2 

Father was absent/ father has traveled 2 

Rejection 2 
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Husband  didn’t allow 1 

Mother sick 1 

Mother ashamed 1 

Do not think the program can help her child ( prefers traditional healer etc) 1 

RUTF stock out 1 

Child sick 1 

 

 

 

 

4.3. Stage 3: The coverage estimate (application of Bayesian Theory) 

 

4.3.1. Development of Prior 

 

The Prior was built by triangulation of four methods, namely: The histogram of beliefs, BBQ weighted, 

and unweighted BBQ  and concepts maps developed by the SQUEAC teams. 

 

1. Histogram of Beliefs 
 

The Prior was built from the beliefs of the team on the coverage of the program. A histogram of beliefs 

was constructed with teams discussing and reaching consensus on what could be the most likely 

coverage, identifying the minimum and maximum. 

The central tendency of the histogram on the coverage of beliefs was set at 15% with a minimum 3 % 

and maximum 40%. 

 

Prior 1:  Histogram of belief = 15% 

 

2. Prior from the BBQ weighted 

 

The team worked with the BBQ (Barriers, Boosters and Questions) in order to group barriers and 

boosters.  The teams reviewed the barriers and boosters to reassess how each of the constructed 

barrier or booster was relevant to the investigation of coverage. The important reason was to reanalyze 

some barriers and boosters that bore similar meaning by relooking at the evidence that had been 

additionally  generated in the small area survey.  

 

The participants were divided into two groups and were assigned instructions on how to weigh the 

barriers and boosters. The concept of weighing would establish the strength of the impact of each 

barriers or booster on the program coverage. 

For each of the barrier or booster a score of 1 would be given to the barrier or booster with least impact 

while a score of 5 would be given to the barrier or booster with maximum impact. The score between 1 

and 5 would be given depending on relative weight as specified between the minimum and maximum 

score. The scores assigned by teams 1 and 2 and the average scores are tabulated below for each of the 

barrier and booster. 
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Table 5: BBQ scored for the building of the prior 

 Boosters 

Sources 

& 

Method 

T1 T2 score Barriers 
Sources 

Method 
T1 T2 score 

1 Self and peer referral 

1A, 2D, 

4A, 5A, 

8D, 12D, 

13D 

5 4 4.5 
Absence of CMAM 

community volunteers 

11A, 8D, 5A, 

1D, 10A, 4A 
5 5 5 

2 

Good opinion of the 

program as result previous 

MSF activity 

1A, 2D, 

4A, 5A, 

8D, 11A, 

12D, 13D 

5 5 5 

Break in OTP services due 

to RUTF stock out for 6 

months (Jul – Dec, 2013) 

7C, 5A, 11A, 

10A 
4 4 4 

3 

Motivated LGA staff and 

community development 

committee, transporting 

RUTF from state to OTP site 

2D, 5A, 

5E, 17D 
4 5 4.5 

Absence of community 

sensitization and 

mobilization 

4A, 8D, 12D, 

13D, 14E, 16, 

5A, 10A, 11A 

5 4 4.5 

4 

Good interface between 

OTP and SC ( Rimawa and 

Goronyo) 

1A, 5A, 

14E 
2 4 3 

Sale of RUTF by carers 4A, 8D 1 2 1.5 

5      
Consumption of RUTF by 

adult 

2A, 4A, 8D, 

13D 
2 1 1.5 

6      

Lack of follow up on 

absentees, defaulter 

tracing and home visit 

5A, 5E 2 4 3 

7      No active case finding 
1A, 2D, 5A, 

8D, 10A, 11A 
5 5 5 

8      
No compliance with 

CMAM national guidelines 

5A, 7A 4 4 4 

9      Distance 
5A, 8D, 16 3 3 3 

10      Seasonal flooding 
5A, 5E 1 1 1 

11      

Stock out of routine drugs 

from July 2013 to April 

2014 

1A, 4A, 5A, 

8D,11A 
4 3 3.5 

12      

Lack of supply  chain 

structure for RUTF 

transportation from state 

to OTP sites 

2D, 5A, 5E, 

17D 
4 5 4.5 

13      Stock out of data tools 5A, 5E 2 1 1.5 

14      Long waiting time at OTP 1A, 5A, 6B 2 3 2.5 
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15      
Lack of knowledge about 

malnutrition 

1A, 4A, 12D, 

14A, 15, 16 
4 5 4.5 

16      
Shortage of trained health 

workers in CMAM 
5A, 6B 4 3 3.5 

17      

Wrong pathway of health 

seeking (first visit a 

chemist traditional healer 

etc.) 

1A, 4A, 14E 3 3 3 

18      Husband refusal 

1A, 4D, 5A, 

11A, 14E, 1G, 

5A, 16 

4 2 3 

19      
SAM client sent away from 

HF ( TakaKume) 
5A, 16 3 1 2 

20      

Lack of awareness of 

CMAM program currently 

treating SAM cases 

16, 15 5 5 5 

   16 18 17%   67 64 65.5% 

 

 

 

 

Prior 2: ( PRIOR with the BBQ weighted) = 
��%�(	���%�	
.
%)


= 25% 

 

 

3. PRIOR with the BBQ unweighted 

 

Each barrier and booster were given a score of 5%  

- Boosters = 4 X 5%= 20% 

- Barriers = 20 X 5%= 100% 

 

Prior 3: (Prior with the BBQ unweighted)  = 
��(�������)


= 10% 

 

4. Prior with Concept map 

 

To calculate the Prior from the concept maps, we asked the two teams of investigators to count the 

connecting links and separate the positive and negative (boosters and barriers) arrows from the maps. 

Findings from the concepts were: the concept map team 1, positive (15) negative (28) and that of team 

2, (14) positive and (22) negative. 

 

For each barriers and boosters we gave a score of one. 

� Team 1 

Boosters= 15 X 5%= 75% 

Barriers = 28 X 5% = 140% 

� Team 2 

Boosters = 14 X 5%= 70% 



 

Barriers = 22 X 5% = 110% 

 

 

For team 1 Prior CM1=
�
�(�������



The prior of the concept map was the

 

 

� Prior 4 by concept map= (17.5%

 

 

The final PRIOR is the result of triangulation

 

PRIOR final

 

 

Figure 10: Triangulation of the Prior

 

 

The degree of uncertainty of the Prior

teams believed that the coverage could

 

Using Bayesian Coverage Calculator,

 

4.3.2. Likelihood 
 

The likelihood is used to refine the prior

which SAM cases have to be found in

method. 

The necessary SAM cases sample size

at 28 (See Figure 13 below). 

Referring to the medium population

SAM in population 6 – 59 months, we

28 

���)
= 17.5% and for team 2 Prior CM2�

�����������



the average of the priors of the two teams 

(17.5% + 30%)/2= 23% 

triangulation of 4 methods and the average of the 4

final= 
�
%�
%��%���%

�
� 	18% 

Prior 

Prior was decided with the team in reference to the

could be as low as 0% and no higher than 45%. 

Calculator, the prior was set at 18% with alpha- 5.2 and beta

prior estimate of coverage using data from a wide

in the area sampled through the active and adaptive

size for the wide area survey using the Bayes calculator

population size per village in the LGA of Goronyo which was

we estimated to find 0.6 or 1 SAM cases in one vi

���)
= 30% 

4 PRIOR 

 

the findings. The 

beta- 21.7  

wide area survey in 

adaptive case finding 

lculator was calculated 

was 283, to the rate of 

village. 



29 

 

To find 28 cases it was necessary to sample approximately 43 villages (parameters used were: 283 

medium village populations size, the rate of SAM in  Sokoto was 1.3% (UNICEF, SMART2013), the 

population  of 6-59months old to be around 18% ). 

 

                                                                                  NSAM cases 

Nvillages = ------------------------------------------------------------------------------------ 

                                              Nmedian village population size all ages   x   0.18   x   prevalence/100 

 

                                    28 

           Nvillages =   -------------------------- = 42.28 

                                       283× 0.18 x 0.013 

 

 

Since there was no reliable map for LGA Goronyo, systematic stratified spatial sampling of villages was 

done. A total of 43 villages were selected for the wide area survey.  

 

A survey  using the active adaptive case finding  method was carried out in these 43 villages.  

 

The case definition was: 

- MUAC less than 11.5 cm 

- Bilateral oedema 

- Aged 6-59 months 

- Or /and in the programme 

 

Figure 11: Prior and sampling of the wide area survey 

 
 

 

The results of the active case finding of the wide are survey (stage 3) are shown in the table 6. 

Out of 85 SAM cases found, 12 SAM were in the CMAM program. 
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The likelihood was then calculated using the following standard formula for point coverage: 

 

SAM cases in program 

Point Coverage =    ------------------------------------------ 

                                                       Total SAM cases found 

 

Point coverage =  13.6% 

 

Point coverage was chosen over period coverage because no active case finding activities were carried 

out for the CMAM services of Goronyo LGA and additionally the median on admission was below 

105mm showing a late seeking behaviour which is usually associated with a long length of stay. Point 

coverage was also used during the SLEAC survey.   

Point coverage is defined as the proportion of current cases found who are in the program.  

 

Table 6: Wide area survey results 

 Ward Village Population 
Tot  

SAM 
Covered Uncovered Recovering 

1 Birjingo Ganza 270 2 0 2 0 

2 Boyekai Dawakawa 825 1 0 1 0 

3 Boyekai 
Mai  Rumma  Maira 
kuma) 6,221 2 2 0 1 

4 Giyawa Hayi 1,225 4 0 4 0 

5 Giyawa Ubandawaki 1,016 1 0 1 0 

6 Goronyo  Gare 194 5 1 4 0 

7 Goronyo  Sabon   Gari  A 3,110 3 1 2 0 

8 Kagara  Balla 2,531 3 0 3 0 

9 Kagara  Illela 2,302 1 0 1 0 

10 Kagara  Zango Zalliki 288 0 0 0 0 

11 Kojiyo  Gamihai 706 0 0 0 0 

12 Kojiyo  Yardole 2,641 5 0 5 1 

13 Kojiyo  Tagamawa 45 0 0 0 0 

14 Kwakwazo  Fadarawa 3,055 5 5 0 0 

15 Kwakwazo  Gidan  Jibbo 289 3 1 2 0 

16 Kwakwazo  Kwairatawa 299 0 0 0 0 

17 Kwakwazo  Rungumawa  A 359 2 0 2 0 

18 Rimawa  Biyarda 496 7 0 7 0 
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19 Rimawa  Duba  Sarkin  Fawa 653 2 0 2 0 

20 
Rimawa  

Gidan  

Bagajo/Maijakka 
129 

0 0 0 0 

21 Rimawa  Gyayyu   Baraya 386 1 0 1 1 

22 Rimawa  Katsira 375 4 0 4 0 

23 Rimawa  
Mashekari Ardo 
Madarare 200 0 0 0 0 

24 Rimawa  Mashekarin Tahu 35 3 1 2 0 

25 Rimawa  Runbukawa  B 437 2 0 2 0 

26 Rimawa  Zango  Sabara 356 1 0 1 0 

27 S. Garin Dole  Dantasako 3,500 4 0 4 0 

28 S. Garin Dole  Kunaw  B 480 8 1 7 0 

29 S. Garin Dole  Masekarin Tumfa 160 0 0 0 0 

30 S. Garin Dole  Masekarin Dogon Kade 65 0 0 0 0 

31 S. Garin Dole  Masekarin nwala 75 0 0 0 0 

32 S. Garin Dole  Mashekarai Tuluku 15 0 0 0 0 

33 S. Garin Dole  Rahingo 55 2 0 2 0 

34 S. Garin Dole  Danfako 975 0 0 0 0 

35 S. Garin Dole  Shiya  Marata 3,835 5 0 5 0 

36 S. Garin Dole  Bejeji 1,000 3 0 3 0 

37 Shinaka  Baura 2,270 1 0 1 0 

38 Shinaka  Gidantoro 758 5 0 5 0 

39 Shinaka  Kututturu 371 1 0 1 0 

40 Shinaka  Ruga  Mashekarin 276 0 0 0 0 

41 Shinaka  Yarchediya 1,206 0 0 0 0 

42 Takakume  Chelazar 450 0 0 0 0 

43 Takakume  Gidan  Fako 403 2 0 2 0 

    Total  88 12 76 3 
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Barriers to access and service uptake 
 

A questionnaire (See Annex 4) was administered to caregivers of children who were not covered by the 

program. The barriers found during the wide area survey are presented in the figure 14 and table 17. 

 

 

Figure 10: Barriers to access and service uptake 

 

 
 

 

 

 

 

Table 7: Barriers to service and uptake for the program 

  GORONYO 

1. Lack of knowledge about malnutrition 18 

Do not think her/his child is malnourished 16 

 Didn't know the child malnourished/thought it's size 2 

2. No knowledge of treatment program 32 

Doesn't know a treatment program for malnutrition 21 

No knowledge of current program 11 

3. Service delivery problems 4 

Screening and referral issues 2 

When brought child to HF received only tablets/injection/ORS  1 

The nurse didn't admit child / wasn't given any treatment at HF  1 

4. Lack of awareness on how program works 7 

Fear of rejection 2 

Other people's children have been rejected 2 
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Misconceptions about the program 5 

Believes that at first child needs to be hospitalized 1 

Doesn't know how the program work  3 

Program cannot help the child / Prefers traditional medicine 1 

5. Challenges / constraints faced by mother 10 

Husband refused  4 

There is no one else who can take care of the other siblings  1 

No time / too busy 3 

The mother feels ashamed or shy about coming 2 

6. Access issues 5 

Too far  2 

No money to pay for treatment / transport 3 

 

 

4.3.3. Posterior 
In order to come up with a final coverage estimate or the posterior, the prior and the likelihood values 

are reconciled using the BayesSQUEAC calculator to perform a beta binomial conjugate Bayesian 

analysis. The value of the Posterior represents the global estimation of coverage for the intervention 

area. For the LGA Goronyo, the final output is a coverage estimate of 14.3 % with a credibility interval of 

9.1% to 22%.  

 

Figure 12:  Final result of the coverage 
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5.Discussion 
 

The total coverage of CMAM program in the LGA Goronyo was estimated at 14.3 %. According to the 

SPHERE standard for coverage it should be at 50% for rural area, however coverage in LGA Goronyo was 

much lower.  Although the coverage was low, there was a slight increase compared to the results of 

SLEAC survey. This increase can be attributed currently to the availability of RUTF in CMAM sites while 

during SLEAC survey which was implemented in November 2013, there was RUTF stock out of from June 

to December 2013. 

The RUTF delivery system from the state level at the CMAM sites remains a major challenge for the 

program according to the testimony of the staff, the current supply relies on intermittent contributions 

of health workers and the community members. It is important to think about sustainable transport 

mechanism for the RUTF to avoid a total cessation of activities at the CMAM site level as was observed 

in the year 2013. However, we cannot forget that the low coverage was also due to the fact that there 

are 6 wards without CMAM activities and only 5 with CMAM activities at the health facility level.  

Therefore an overall low coverage of the program in the LGA Goronyo. 

The barriers which were identified during the SLEAC exercise were confirmed by the barriers collected 

during the stage two and three of the SQUEAC investigation. 

The qualitative data collected showed insufficient community mobilization which is the main barrier to 

the coverage. The Goronyo CMAM program did not have volunteers to perform community 

mobilization activities and this explains, in large, barriers identified as the lack of knowledge about 

malnutrition, lack of knowledge about the current program and also insufficient knowledge about how 

the current program works. 

At the health facility level, the quality of care is one factor that can affect the coverage of the program. 

Some negative factors  include the unwelcoming reception of patients , long waiting time, mothers, 

caregivers or others patient, being  sent back home without being given a reason or patients being sent 

away because it was not an OTP day. For some mothers the long waiting time combined with long 

distance to reach the health facility might explain high defaulter rate.    

Some negative factors which affect coverage indirectly include the competence of OTP staff and their 

insufficient training or lack of it in CMAM protocol. Among deficiencies noted were: no respect of 

discharge criteria or inadequate quantity of RUTF given to SAM cases.    

There were also some boosters to the coverage noted, however only very few overall. The entire 

community had a very good opinion of CMAM program as the result of MSF activities and they felt that 

it was curing their children and bringing them back to health.  

 

 

6.Recommendations 
 

According to the barriers found by SQUEAC investigation, some recommendations have been 

formulated which can be applied: 

1.Train all health workers in the health facility of  LGA Goronyo on national CMAM protocol 

 

It is important to integrate the CMAM program into routine activities of Health facility. All staff working 

in the Health facility and not only the staff responsible directly for the CMAM services should be trained 

in the CMAM protocol;  

Additionally it would be necessary to: 

 

- Provide all of  the necessary materials for the implementation of CMAM activities 

(MUAC, OTP register and card activities, protocol of CMAM) 

-  Ensure regular supervision for Health workers  
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2. Establish component of community mobilization 

 

Community mobilization is the cornerstone of coverage and good coverage lead to the program's 

effectiveness. The implementation of the component of community mobilization should be done 

through the following actions: 

 

- The recruitment and training  of Community Volunteers, at least one CV per village 

o Provision   of  MUAC tape and materials for active cases finding ( notebook, pencil, etc) 

and meetings  

o Supervision on regular bases of their activities 

 

- Raising awareness in the community by using all possible channels (Posters, Radio, theater, meetings 

with community leaders and mothers etc). Awareness should be focused on: 

o  Knowledge about malnutrition (early signs of malnutrition, etiologies, consequences, 

prevention) 

o Sensitization about the program: explain to community and the mothers how the 

program  works, admission criteria, the importance of the early admission, etc 

o The perception of RUTF: the community must understand that RUTF is a drug for 

malnourished children and not a food for everyone 

 

- Establish tracing system of defaulters and absent cases and carry out home visit  

- Organize meetings between CVs at least once a month in order to discuss their activities and how to 

improve them 

 

3.Establish an effective system for the delivery of inputs (RUTF) from the state level to the 

CMAM site in the LGA and also supply of systematic drugs to CMAM site routine activities for 

care of SAM cases. 

 

The break in RUTF stock from June to December 2013 was caused by the lack of transportation of RUTF 

from the state level to the CMAM site. To resolve this issue, it is important to gather together all 

stakeholders and partners involved in the activities of CMAM in the LGA of Goronyo in order to find a 

sustainable mechanism for transporting RUTF from state to CMAM sites and also for the supply of the 

systematic drugs to the CMAM site in a more sustainable way. 

 

4.Scaling up CMAM program in other wards , to have at least one CMAM site by ward 

 

The 5 operational OTP sites of Goronyo LGA are not sufficient to cover the other wards as shown by the 

low coverage of the Goronyo LGA. It would be important to extend CMAM services in other wards to 

improve the coverage  and to have at least one OTP site by ward. 

To reduce distance for some caregivers from remote villages to reach the CMAM site, potentially mobile 

treatment could be established  or for some caregivers  health staff could consider giving a two-weeks 

ration, so that they come less often. 

 

5.Integrating SQUEAC methodology in the monitoring system of the CMAM program of 

Goronyo 

 

After the implementation of these recommendations, it would be desirable to perform SQUEAC 

investigation on regular bases to assess the coverage and the effectiveness of the program. 

For this to happen, it’s important also to establish a reliable system of routine data collection which 

would enable routine monitoring of the data at frequent intervals.  
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Annex 1: Itinerary of the mission 

Day Date Activity 

Thursday 27 March Workshop to SLEAC findings and determination of areas for SQUEAC 

study 

Friday 28 March Travel to Sokoto 

Saturday 29 March Training on SQUEAC methodology for government staff  

Monday 31 March Planning for SQUEAC investigation including mapping 

Routine data entry 

Tuesday 1 April Visit Fadarawa OTP 

Routine data entry 

Wednesday 2 April Visit Goronyo OTP and communities 

Routine data entry 

Thursday 3 April Visit of Rimawa and Takakume OTP and communities 

Completion of routine data entry and analysis 

Mind mapping tool exploration 

Friday 4 April Visit to remaining communities by some teams 

Concept mapping begins 

Entry of information into mind mapping tool 

Saturday 5 April Completion of the concept map 

Entry of information into mind mapping tool 

Sunday 6 April  

Monday 7 April BBQ information entry and training of enumerators, Standardization test 

Tuesday 8 April Stage 2 

Wednesday 9 April Stage 2 

Thursday 10 April Building of Prior 

Friday 11 April Stage 3 

Saturday 12 April Stage 3 

Sunday 13 April  

Monday 14 April Stage 3 

Tuesday 15 April Posterior 

Wednesday 16 April Debriefing of State officers on SQUEAC findings and their inputs to 

recommendations 
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Thursday 17 April ACF team travelled back to Abuja to prepare for next SQUEAC 

 

 

 

Annex 2:  List of participants 

 

S/N NAME OF PARTICIPANTS ORGANIZATION DESIGNATION 

1 JOSEPH NGANGA ACF PROGRAM MGN 

2 IFEANYE MADUANUSI ACF D.P.M 

3 ABUBAKAR KAWU ACF P.S.A 

4 ZULAI ABDULMALIK ACF C.C.O 

5 JANET ADEGBOLA FRANCIS OGUM ACF C.C.O 

6 CHIKA OBINWA ACF C.C.O 

7 FRANCIS OGUM ACF C.C.O 

8 IDRIS ADAMU ACF DRIVER 

9 YUSUF MUSTAPHA ACF DRIVER 

10 ADAMU YERIMA SCI PROGRAM CODINATOR 

11 ODE ODE SCI   C.C.O 

12 OYEDE AYOBEMI SCI C.C.O 

13 SALISU SHARIF SCI C.C.O 

14 YUSUF ABLE SCI DRIVER 

15 DOMINIC ABI SCI DRIVER 

16 SALISU IBRAHIM SCI F.A 
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17 SAFARI BALEGAMIRE VALID CONSULTANT 

18 BERNADETTE FEENEY VALID CONSULTANT 

19 CHRISSY BANDA VALID CONSULTANT 

20 ABBA LADAN SSPHCDA REP. S.N.O 

21 IBRAHIM ADA G PHC D.D PHC 

22 AWAISU AHMAD LGA L.N.O 

23 THOMPSO KC FMOH NUT OFFICER 

24 ROSELINE GABRIEL FMOH NUT OFFICER 

25 OGESHI AKALOW FMOH ACSO 

26 CHINWE EZEIFE FMOH NUT OFFICER 

27 DR CHRIS I FMOH ACD NUT 

28 MOYEKWE OMOLUWABI G.O FMOH NUT OFFICER 

29 DOMINIC ELUE FMOH NUT OFFICER 

30 HASSAN  MUHAMMAD ACF ENUMERATOR 

31 ESTHER ANTHONY ACF ENUMERATOR 

32 DADA AHMAD MANGA ACF ENUMERATOR 

33 ANNA GARBA ACF ENUMERATOR 

34 NI’IMA UMAR ACF ENUMERATOR 

35 HASSAN MUHAMMAD GORONYO ACF ENUMERATOR 
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Annex 3: Seasonal calendar 
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Annex 4: Survey Questionnaire for caretakers with cases NOT in the program  

 

State: ________________ LGA: ______________WARD/PHC: ______________    

Village: _____________ Team No: ____________ 

Child Name: __________________________________             

 

  1a. DO YOU THINK YOUR CHILD IS SICK?  IF YES, WHAT IS HE/SHE SUFFERING FROM? ___________ 

  __________________________________________________________________________________ 

 

1. DO YOU THINK YOUR CHILD IS MALNOURISHED? 

 YES  NO 

 

2. DO YOU KNOW IF THERE IS A TREATMENT FOR MALNOURISHED CHILDREN AT THE HEALTH CENTRE? 

 YES  NO (stop) 

 

3. WHY DID YOU NOT TAKE YOUR CHILD TO THE HEALTH CENTRE? 

 Too far (How long to walk? ……..hours)               

 No time / too busy 

    Specify the activity that makes them busy this season __________________________ 

 The mother is sick 

 The mother cannot carry more than one child  

 The mother feels ashamed or shy about coming 

  No other person who can take care of the other siblings 

  Service delivery issues (specify ………………………………………………….) 

 The amount of food was too little to justify coming 

 The child has been rejected. When? (This week, last month etc)________________ 

 The children of the others have been rejected 

 My husband refused 

 The mother thought it was necessary to be enrolled at the hospital first 

 The mother does not think the program can help her child (prefers traditional healer, etc.) 

 Other reasons: ___________________________________________________ 

 

4. WAS YOUR CHILD PREVIOUSLY TREATED FOR MALNUTRITION AT THE HC (OTP/SC)? 

 YES  NO (=> stop!)  

If yes, why is he/she not treated now? 

 Defaulted, When?.................Why?.................. 

 Discharged cured (when? ............) 

 Discharged non-cured (when? .............) 

 Other:___________________________________________ 

 

(Thank the mother/carer) 
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Annex 5: Pictures of Concept map carried out by the two teams 

 

Team 1 concept map 

 
 

Team 2 concept map 
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Annex 6 : SLEAC results, barriers to access and service uptake of Goronyo LGA 

 

 
 

 

goronyo

1. Lack of knowledge about malnutrition 113

Do no think her/his child is malnourished 113

2. No knowledge of treatment program for malnutrition 47

3. Service delivery problems 18

3.1. Out of stock 13

Plumpy out of stock 13

3.2. Inapropriate treatment 1

The amount of RUTF was too little to justify the journey 1

3.3. Inaccurate / inappropriate advice 2

visited clinic recently but told child not malnourished 2

3.4. Screening and referral issues 2

When brought child to HF received only tablets/injection/ORS 2

4. Lack of awareness on how program works 14

4.1. Fear of rejection 11

Other people's children have been rejected 11

4.2. Misconceptions about the program 3

Believes that at first child needs to be hospitalised 1

They didn't told mother to go back to Health Center to continue treatment 1

Program cannot help the child / Prefers traditional medicine 1

5. Challenges / constraints faced by mother 13

5.1. Medical 5

Mother is sick 5

5.2. Cultural / Social position / Commitments 8

Husband refused 1

No time / too busy 4

The mother cannot carry more than one child 1

The mother feels ashamed or shy about coming 2

6. Acces issues 4

Too far 4

7. Others 2

The child doesn't eat RUTF 2


