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1. Executive summary  
Action Against Hunger | ACF International (ACF), in collaboration with MoH is supporting the implementation of Community-based 

Management of Acute Malnutrition (CMAM) in Fune LGA, Yobe State since February 2011.  At the beginning, ACF started supporting in 10 

(ten) HFs. As of October 2014, ACF is supporting CMAM activities in a total of 20 (twenty) HFs across Fune LGA. Earlier, two SQUEAC 

investigations were conducted in Fune LGA, in July 20111 and May 20132 respectively. Both SQUEACs reported a coverage estimate below 

50% SPHERE standard for rural areas (Coverage was 33.0% in July 2011, and 34.9% in May 2013). Additionally, a recent SLEAC assessment3 

conducted by Valid International (VI), reported a moderate classification4 of coverage with a coarse estimate of 23.08% (15 children out of 

total of 65 SAM cases found in Fune LGA were covered by the CMAM program). On the foregoing, Fune LGA was chosen for another 

SQUEAC assessment to inform the program on the general factors (barriers and boosters) affecting access and coverage of the CMAM 

program  aimed at proffering recommendations on appropriate ways to improve the program in Fune LGA. 

This investigation covered a period of six-month (March – August 2014). The beneficiary records for treated at all the 165 CMAM HFs 

rendering CMAM services during these period was collected, extracted into a database and analyzed. Seven6 out of sixteen HFs and 14 

villages7 were visited to obtain additional qualitative information. Different stakeholders8 were   interviewed in the communities and at the 

HFs using different methods9. Findings from the qualitative and quantitative information were analyzed into barriers and boosters and 

triangulated by the various sources from which such information was collected and methods used. 

The barriers include; Non-adherence to CMAM guidelines by HWs, shortage of HWs at the HFs, poor motivation of HWs, chronic stock-out 

of routine drugs, stock-out of RUTF due to poor logistics management, CVs clamor for incentives as motivation to work, caregivers pay fees 

for the transportation of RUTF, and consumption of RUTF by healthy siblings and adults. The boosters include; good attitude of health 

workers towards care givers , passive referral of clients from non-CMAM HFs, self-referrals and peer-to-peer referrals of caregivers are 

evident in communities, large turn-out of clients to access the CMAM services, good health seeking behavior, good opinion of the CMAM 

program in communities, community ownership evidenced by community members providing vehicle/money to transport RUTF from LGA 

to the HFs, good collaboration between HWs and CVs, defaulter tracing and active case finding by some CVS, large number of CMAM HFs 

evenly distributed making the program accessible to the beneficiaries, training and incorporating literate individuals from communities to 

run CMAM HFs where there are no HWs, good community mobilization and sensitization, good awareness of the program in communities, 

and all CMAM  sites are functional despite insecurity in Fune LGA. 

Homogeneous coverage greater than 50% was envisaged in Fune LGA despite insecurity in some areas. This was tested with a small area 

survey. The result led to the acceptance of the hypothesis that coverage is homogenously higher than 50% in Fune LGA. 

The posterior gave a coverage estimate of 67.8% (60.5% - 74.3%)10 after conjugate analysis of the prior and likelihood survey. However, this 

was a period coverage estimate, chosen for the CMAM program in Fune LGA with reasons highlighted in this report. 

Recommendations: The recommendations were proffered for the purpose of improving and sustaining the successes of the CMAM 

program in Fune LGA. These include;  

                                                           
1
 ACF International, 2011. Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria. 

2
 Draft report, ACF International 2013: Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria 

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
 The SLEAC used 2 standard, 3 class classifier with 20% and 50% as the thresholds; <= 20% is low; >20% to <=50% is moderate coverage while >50% 

5
 4 HFs commenced providing CMAM services in October 2014, which does not fall under the review period. 

6
 Damagum, kayeri, Marimari, Bronokichi, Mashio, Tello, Gudukurka CMAM HFs 

7
 Gaba tasha, Gubana, Ngerbulbi, Garin jijiko, Babukda, Kwalawa, Romure, Gudugurka,  

8
 Care-givers, Health Workers (HWs), Community Volunteers (CVs), community leaders, religious leaders, majalisa, teachers, traditional healers, traditional birth-attendants (tbas), and 

women group, program staff, etc. 
9
 Semi-structured interview, in-depth interview, observations and informal group discussions 

10
 Results are expressed with a credible interval of 95%. 
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- advocacy to the Commissioner of Health and Head of Service of the Yobe State Government to increase the number of HWs, 

especially in HFs implementing CMAM program;  

- liaison with the State Nutrition Officer to conduct refresher training for HWs so as to ensure compliance to the National CMAM 

guidelines;  

- community mobilization officers to device means of sensitizing and educating the communities on how the CMAM program works;  

-  Strengthen peer-to-peer referral mechanism in communities using caregivers of recovered malnourished children as CVs for case-

finding and defaulter tracing;  

- provision of routine drugs by the LGA to ensure availability of drugs to clients;  

- LGA and YSPHCMB should sponsor an income generating cooperative venture for CVs as a sustainable way of motivating the 

community volunteers;  

- improvement in the supportive supervision of CMAM sites by the LGA and State supervisory team, and data quality checks by the 

ACF M&E Officer;   

- Fune LGA PHC Coordinator in liaison with the Nutrition Focal Person to facilitate impress and release of funds by the LGA Chairman 

for transportation of RUTF from LGA to HFs. 
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2. Introduction 
Yobe State is one of the States located in the Northeast of Nigeria. Yobe shares borders with Jigawa and Bauchi States on the West, Gombe 

on the South, Borno State on the East, and an international border on the North with Niger Republic11. The State is made up of 17 Local 

Government Areas (LGAs) with Damaturu LGA as the State capital, and Fune LGA, the largest LGA in the State.  

The area is generally a Sahel savannah zone with insignificant tree cover and patches of grass and sand. It exhibits tropical dry season 

climatic conditions, with rainfall for only 3 - 4 months from June to September. These dry seasons are windy and hot with temperature 

going up to 40˚C. The wind is dry and dusty (Harmattan) as it originates from Sahara desert where there are a limited number of large water 

bodies and thus the wind carries sand particles, giving the Harmattan its sandy nature. Some LGAs, particularly Fune, are semi deserts, with 

less vegetation than the middle belt.  

According to the 2006 census, the State has a total population of 4,348,649 million inhabitants12. The population growth of the state is 

estimated at 3.5 % with about 48 % of the population falling under the age of fifteen. Out of the estimation, about 2.9 million are 

considered to be productive adults. Eighty per cent (80%) of the population is found in the rural areas and is made up of mostly Hausa, 

Fulani and Manga (a Kanuri dialect). The pattern of human settlement is nucleated, with defined population centres13. 

 

Figure 1: Map of Nigeria (right) showing Yobe state and Yobe state map (left) showing showing Fune LGA (indicated by arrow). Maps can be downloaded at www.mapsoftheworld.com 

 

Fune LGA was created in 1976 in the old Borno State, and is now one of the oldest LGAs in Yobe State. The Local Government headquarter, 

Damagum, is situated in the west of the State capital. Fune LGA shares border with Jakusko, Nangere (North West), Potiskum and Fika 

(West), Tarmuwa, Damaturu and Gujba LGAs (South West). Fune has a total population of 355, 240 based on 2006 census. The LGA is 

divided into thirteen (13) political wards namely Alagarno, Borno Kichi, Damagum A, Damagum B, Daura A, Daura B, Jajere, Kayeri, Kollere/ 

Kafaje, Mashio, Marmari/ Gudugurka, Ngelzarma A and Ngelzarma B. About 75% of the population in Fune are farmers. The hot season is 

favourable to the farmers as their harvest does not take long to dry up and ready for the market. Sweet potatoes and vegetables are also 

common in the areas as there are some places near water chains where the main livelihood for the people is horticulture (parts of 

Bornokichi and Gudugurka). However, in Damagum, the LGA headquarter, there are many people with formal employment, mostly with the 

Government. 

                                                           
11

 Joseph Njau and Ifeanyi Maduanusi, Semi-Quantitative evaluation of Access and Coverage of CMAM Program in Damaturu LGA. June, 2014 
12

 National Population Commission 
13

 http://logbaby.com/encyclopedia/history-of-jigawa-state_10024.html#.U_Cq7sIg-P8 

http://www.mapsoftheworld.com/
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ACF has been supporting the MoH on implementation of the CMAM program in Fune LGA since February 2010 with funding from ECHO. ACF 

works in collaboration with Yobe State Primary Health Care Management Board (YSPHCMB the PHC Department in Fune LGA and with the 

Community in general to provide support to the CMAM services. The health workers (HWs, employed by the YSPHCMB) and the Community 

Volunteers (CVs) are the main service providers at the HF level to provide CMAM & IYCF services. ACF does not have any staff based at the 

HFs. Rather, ACF’s nutrition team provides technical support to State and LGA levels through trainings, on-job coaching and conduct regular 

supervision and monitoring of the program activities. Currently in Fune LGA, a total of 20 HFs are supported by ACF.  

 

 

 

Figure 2: Map of Fune showing the location of 16 CMAM HFs that were functional during the review period. 

In July 2011, a SQUEAC was conducted by ACF to assess the CMAM program presented a point coverage of 33.0% (24.4% - 42.7%)14. 

Another SQUEAC, conducted in May 2013, also by ACF showed a point coverage of 34.9% (CI= 24.4 – 46.4%)15. Both SQUEACs identified 

reasons for low coverage included: late identification and referral of SAM cases/low MUACs on admission, high default rate, low recovery 

rate, and long length of stay from admission to recovery..  Additionally, a SLEAC study recently conducted in late 2013 by VI reported a 

coarse estimate of 23.02% (15 SAM cases were covered by the CMAM program out of 65 SAM cases found in the LGA during the 

assessment). The CMAM coverage in Fune LGA was classified as moderate based on the 2 standard, 3-class classifier.  

On the foregoing, various recommendations were proffered and incorporated into the Fune CMAM program activities including periodic 

MUAC screening to identify and refer SAM cases, massive community mobilization and sensitization to reduce defaulters, increase in 

number of CMAM HFs so as to increase accessibility of CMAM HFs by caregivers etc.  This necessitated another SQUEAC to be conducted to 

assess the CMAM program in Fune LGA so as to gather additional information on the present realities. The assessment was conducted in 

September/October 2014.  

                                                           
14

 ACF International, 2011. Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria. Pg. 2 
15

 Draft report, ACF International 2013: Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria 
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3. Objectives 
The SQUEAC investigation in Fune LGA was guided by the following specific objectives; 

1. To investigate the barriers and boosters to program and coverage. 
2. To evaluate the spatial pattern of program coverage. 
3. To estimate overall program coverage. 
4. To make relevant recommendations in order to improve the CMAM program  

4. Methodology 
The SQUEAC investigation was carried out using the SQUEAC methodology which was adapted to suit realities in CMAM program in Fune 

LGA.  

The detailed explanation of the methodology used is as follows; 

Stage 1 

Quantitative data: 

Routine program data and data from beneficiary information recorded in the beneficiary cards were extracted and analyzed. Various plots 

were derived from the analyzed data. These include; admission trends; exit trends; Length of stay from admission to recovery; MUACs at 

recovery;  MUAC at admission; number of visits before default; MUAC at default; and time to travel to the CMAM site. 

The interpretation of the derived plots were used to note and investigate some factors that affect the program such as existence low 

default rate, desirable length of stay in program from admission to recovery, high admission MUAC indicating early admission into the 

program, etc.  

Qualitative data 

Barriers, boosters and questions: To augment the information obtained during the quantitative data analyses, qualitative information were 

collected from different sources, using different methods.  All the information were analyzed into barriers, boosters and questions (BBQ) to 

capture the positive and negative factors that affect the Fune CMAM program and its coverage. The information captured as described 

above was triangulated to adduce evidence.  In situation(s) where question(s) arises, further information were collected to answer the 

question(s) raised and to confirm the evidence gathered before, until no further information was forthcoming around a certain 

theme/topic. By doing so, a process referred as sampling to redundancy was achieved. 

This information was further analyzed into weighted and un-weighted barriers and boosters which were scored according to the perceived 

weight each barrier or booster had on the program coverage (either negatively or positively). The process of weighing barriers and boosters 

is discussed in detail in separate section (making the prior section). 

Concept map: the factors that affect the program which were identified were used to draw concept maps that showed the relationship(s) 

between different factors. The concept maps are presented in Section 9.3 and Annex 3.  

Stage 2 data 

Based on the information and evidence gathered in Stage 1, a small area survey was conducted to investigate the spatial pattern of 

coverage.  

Small Area Survey 
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The small area survey data was analyzed using simplified lot quality assurance technique to test a hypothesis. This was done by examining 

the number of Severe Acute Malnutrition (SAM) cases found (n) and the SAM cases covered in the program.  The threshold value (d) was 

used to determine if the coverage was classified as satisfactory or not.  Value (p) was used to denote a standard used as a measure of 

coverage16. As Fune LGA is in a rural setting, therefore, the value (p) that was used was set at 50%.  

The formula for deriving (d) is shown below: 

𝑑1 = ⌊𝑛 × 𝑝1⌋ = ⌊𝑛 ×
50

100
⌋ =

𝑛

2
 

If the number of covered cases exceeded value (d), then the coverage was classified as being satisfactory. However, if the number of 

covered cases found did not exceed value (d) then the coverage was classified as being unsatisfactory. The combination of the (n) and (d) 

was used as the sampling plan. 

The reasons for coverage failure obtained from the small area survey were plotted in Figure 13. 

Stage 3 data 

The prior: After testing the hypothesis on spatial pattern of coverage in the CMAM program, the prior of the program was estimated 
though use of the following tools17,18 

 Belief histogram 

 Weighted barriers and boosters 

 Un-weighted barriers and boosters 

 Calculation of the total positive and total negative factors illustrated in the concept map. 

The prior was established in a beta prior distribution with prior shaping parameters and plotted on Bayes calculator. The beta prior 

distribution19 expresses the findings of Stage 1 and 2 in similar ways to the likelihood survey as described below. The Bayes calculator also 

suggested a sample size at 10% precision. 

The likelihood survey yielded data that was analyzed to give program coverage. The data was organized into the parameters tabulated in 

the Table 1 below. The binomial distribution of the likelihood results are shown in Figure 19 in results section of this report. 

Parameters Values 

Current cases in the program (x)  

Current SAM cases not in the program (y)  

Recovering cases (z)  

Total current SAM cases (n)  

Period coverage20. CI 95% 𝒑𝒐𝒊𝒏𝒕 𝒄𝒐𝒗𝒆𝒓𝒂𝒈𝒆 =
(𝒙 + 𝒛)

(𝒙 + 𝒚 + 𝒛)
 

 
Table 1: Parameters analyzing likelihood survey 

                                                           
16

 SPHERE standards have recommended minimum coverage for Therapeutic programs in rural, urban, and camp settlements. These thresholds are 50%, 70% and 90% coverage for TFP 
program run in the contexts of rural, urban and camp areas respectively. 
17

 Each listed process is discussed in detail in the body of the report 
18

 The Coarse estimate of the recent SLEAC result was not considered during the prior making as it was observed that this could dilute the prior. The present realities indicated that all the 

CMAM HFs are functional presently compared to 4 HFs which were shutdown at the period coinciding with the SLEAC assessment. More so, the CMAM program indicators in Fune LGA 
have improved significantly compared to when the SLEAC was carried out.   
19

 As illustrated in the example in Figure 19 in results section of this report. 
20 

Point coverage gives overall accurate measure of this program  
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The program coverage (posterior)  
 
A conjugate analysis was used to derive the posterior by combining the prior and the likelihood to arrive at the posterior –the program 
coverage in this SQUEAC investigation. 
This meant that the prior information about coverage (i.e. the findings from the analysis of routine programs data; the intelligent collection 

of qualitative data; and the findings of small-area surveys,) using Bayesian technique21 was helpful to provide information about overall 

coverage of the program.  

The conjugate analysis combined the beta distributed prior with a binomial distributed likelihood to produce a beta distributed posterior. 
 
Met need is calculated as:  

𝑀𝑒𝑡 𝑛𝑒𝑒𝑑 = 𝐶𝑜𝑣𝑒𝑟𝑎𝑔𝑒 (𝑒𝑓𝑓𝑒𝑐𝑡𝑖𝑣𝑒𝑛𝑒𝑠𝑠) × 𝑀𝑒𝑑𝑖𝑎𝑛 𝑟𝑒𝑐𝑜𝑣𝑒𝑟𝑦 𝑟𝑎𝑡𝑒 

 

5. Description of field activities 

SQUEAC planning, training and implementation 

The team started the field activities by meeting different stakeholders both in Damaturu, the capital of Yobe State, and Fune LGA. A letter 

from ACF notifying the State Ministry of Health (SMOH) through the YSPHCMB, the intention of ACF to conduct SQUEAC assessment in Fune 

LGA was delivered. Similar letter was also delivered to the Chairman, and the Director PHC Department of Fune LGA. Once permission was 

granted for conducting the assessment, beneficiary cards for from 16 HFs providing CMAM services, were gathered to extract relevant 

information which was then transferred into a database.  

 The visits to the CMAM HFs and communities took place from September 29th to October 1st. A total of seven22 HFs were visited where 

HWs, CVs, and caregivers were interviewed. Two communities, accessing CMAM services in each of the seven HFs were identified to visit on 

the basis of distance from the HF. One near community and one distant community were selected. Different stakeholders were interviewed 

in each of these communities.   During this stage BBQ was updated daily at the end of each visit. The small area survey was conducted on 

2nd October, while the likelihood survey was conducted from 7th to 13th October. The implementation of likelihood survey in Fune LGA 

SQUEAC was delayed by various circumstances which include very challenging terrain, flooding and stuck of vehicles used for the 

implementation, total prohibition of movements in Fune imposed by the Federal Government as a result of insecurity and Eid’ el kabir 

(Sallah) holidays for 4 days. However, the team was able to complete the SQUEAC implementation in Fune SQUEAC in due time.  

6. Results and findings 

This section summarizes the results of Stage 1, 2 and 3. The various data were organized as follows: 

                                                           
21

 Bayesian methods allowed findings from work done prior to a survey to be combined with data from the survey. In this case survey data are treated as just another source of 

information and are used to update the prior information The main advantage in using the Bayesian approach in this as well as in all SQUEAC investigation are:1) Smaller survey sample 
sizes are required compared to larger population based dummy surveys2) It provides a framework for thinking about SQUEAC data that has been collated and analyzed in stage 1 and 
stage 2 
22

 Damagum, kayeri, Marimari, Bronokichi, Mashio, Tello, Gudukurka 
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6.1. Stage 1: Identifying potential areas of low and high coverage. 

Routine program data and qualitative information were analyzed to identify places with potential high or low coverage. The beneficiary 

information and routine program performance data were analyzed into charts and interpreted. This information was combined with the 

qualitative information obtained in the field. The obtained results are presented in the following sub-headings.  

6.1.1. Routine monitoring (beneficiary cards) and performance data  

The routine data, anecdotal program information and performance data were analyzed to study the effectiveness of the CMAM program, 

the outreach activities and potential areas of low and high coverage.  A summary of the performance indicators during the review period 

was compared with those reported by the two previous SQUEACs in Fune LGA and was presented in table 3 below. 

Indicator Routine data 
(Feb-July 2011)23 

Routine Data 
(Jan-May 2013)24 

Routine data 
(March-August 2014)25  

Recovered 47.7% 57.33% 87.4% 

Death 1.1% 1.55% 0.8% 

Defaulters 48.9% 34.62% 8.4% 

Non recovered 2.3% 6.59% 2.4% 

 

Table 2: Summary of Routine data from different SQUEAC assessment in Fune LGA.  

Table 3 indicates a significant improvement in CMAM program performance in Fune LGA from 2011 to 2014. This is an early indicator that 

the coverage of the CMAM program is likely to be significantly better than what were reported by the previous SQUEACs. A more detailed 

analysis of the various indicators were conducted and presented later in this report.  

  

                                                           
23

 ACF International, 2011. Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria. Pg. 7 
24

 Draft report, ACF International 2013. Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune LGA Yobe State. 
25

 Present SQUEAC 
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6.1.1.1. Program exits (discharge outcomes) 

Figure 4 shows the trend of exit plotted with the routine performance data and smoothened with spans of median and average of three 

months (M3A3).  

  

Figure 3: Exit trends for Fune LGA CMAM program-January 2013 to April 2014 

It was noticed from the graph (Figure 4) that the recovery and defaulter rates from October 2013 to February 2014 were below and above 

the recommended standards for recovery and defaults, respectively. The high default rate above the recommended SPHERE Standard from 

October 2013 to November 2013 was found to be as a result of inability of caregivers to attend the weekly CMAM services due to 

heightened insurgency attacks within Fune LGA. The insurgency attacks led to closure of five CMAM HFs in October 2013. Additionally, in 

December 2013 and January 2014, stock-out of RUTF resulting to some caregivers not being able to get the weekly ration at the HFs 

contributed in the peaking of defaulter rate. This period (October – December 2013) coincided with the SLEAC assessment26 of Fune LGA. 

Significant number of clients defaulted because the caregivers were not given adequate number of RUTF. The default rate was noticed to 

steadily decrease from February to March 2014 as the stock-out of RUTF was addressed.  

During the review period of March-August 2014, the recovery rate was found to be above the 75% SPHERE Standard, death was noticed to 

be below 5%, and defaulters were also found to below the recommended 15% standard27. The performance rate reported in CMAM 

program in Fune LGA during this period was observed to have significantly improved compared to the previous SQUEACs and SLEAC period. 

6.1.1.2. Admission trends 

The figure 5 shows the admission trend in Fune LGA with seasonal calendar of events. 

                                                           
26

 Out of 65 SAM cases found during the SLEAC in Fune LGA, only 15 were covered by the CMAM program. The closure 5 CMAM sites and stock-out of RUTF in CMAM 
HFs could be attributed to this low coverage found in Fune LGA during this period. 
27

 SPHERE standard for recovery and default rates are 75% and 15% respectively. 
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Figure 4: Trends of Admission of Fune LGA CMAM Program  

Increase in rainfall and flooding (see Annex 6: seasonal calendar of Fune LGA) resulted to slight decrease in admission from August 2013 to 

September as many caregivers could not access some HFs28. However, the trough witnessed in October 2013 coincided with the period of 

heightened insurgency attacks and tightening of movements (curfews) by security personnel, and many caregivers out of fear could not 

access HFs. Five29 out of the sixteen CMAM HFs in Fune LGA were closed in October 2013 due to the insurgency (see Section 6.1.1.1). As the 

security situation improved, the five CMAM HFs reopened, and number of admission was seen to increase in November 2013. The decrease 

in admission from November 2013 through February 2014 could be attributed to numerous reasons. It was reported that there was stock-

out of RUTF in December 2013 and January 2014 at the Fune LGA store leading to inability to supply of RUTF to the HFs; many caregivers 

were unable to get the weekly RUTF ration during this period. The stock-out of RUTF was noticed to contribute in lowering number of 

clients admitted during this period (December 2013 and January 2014) as some caregivers were discouraged from accessing the CMAM 

services while some that were able to attend could not be admitted due to lack of RUTF at the HFs. Increased female labour demand during 

the period of green harvest (December to January) and processing (February to March), limits caregivers’ access to the CMAM program due 

to the conflicting priority. Additionally, during this period more food is available at household level (December – February) for consumption 

and for sale and as such household food security and livelihood improves. Availability of food in households and cheap price of food-stuff in 

the market might contribute to the nutritional status of individual at household level, hence decreasing in new SAM admissions in CMAM 

program.  

Steady rise in admission in March through June 2014 can be attributed to house-to-house MUAC screening conducted by MoH and 

supported by ACF. Decrease in female labor demand as green harvest and processing ends and caregivers could attend CMAM services. 

Furthermore, the depletion of food supply available in households, and increase in food prices in the market due to the onset of planting 

season and peaking of hunger period contributes to rise of malnutrition during this period. 

Female labour demand in weeding of farm lands contributed in the reduced number of admissions from June to July 2014 as some 

caregivers would chose to work in the farm instead of attending the CMAM HFs. The rise in admission in August 2014 was as a result of 

another house-to-house MUAC screening (case-finding) activity carried by HFs (MoH).  

                                                           
28

 Aigada, Gudugurka, and Kayeri are usually not accessible during the peak of rainy season. 
29

 Gudugurka, Borno Kitchi, Daura, Tello and Mari mari CMAM HFs were closed down due to heightened insurgency attacks in October 2014. 
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6.1.1.3. MUAC at admission 

 

Figure 5: Admission MUAC for Fune LGA CMAM program 

The plot of MUACs at admission was illustrated in Figure 6. Analyses of MUAC at admission indicated that 109 mm was the median MUAC at 

admission of beneficiaries admitted in CMAM program from March to September 2014. The Median MUAC on admission was seen to have 

significantly improved compared to 92mm reported in the previous SQUEAC 201130, but is similar to the 110-109 mm reported SQUEAC 

201331. The CMAM program in Fune LGA has been ongoing since February 2011 (over three and half years). Therefore, most cases that were 

admitted into the CMAM program during the review period (March – August 2014) were expected to be incident and not prevalent cases. 

The plot above depicts how early SAM cases are admitted for treatment. This could also mean that that SAM cases are recruited early into 

the program and/or that caregivers seek treatment for SAM children early. 

However, from Figure 6, it was suspected that the admission criteria was not fully adhered at the HFs. Beneficiaries were noticed to have 

admitted into the program with a MUAC >= 115mm, even when such clients did not present oedema32 on admission. ‘Digit preference’ and 

‘heaping’ at 110 mm was observed. This indicated the possibility of errors in MUAC measurements during the screening. Digit preference 

was reported in the previous SQUEACs in Fune LGA. Therefore, this was noted to be investigated further using qualitative methods. 

 

                                                           
30

 ACF International, 2011. Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria. Pg. 6 
31

 Draft report, ACF International 2013: Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria 16 
32

 Oedema cases presented on admission are admitted into CMAM program even if the MUAC is >= 115mm  
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6.1.1.4. Length of stay from admission to cure, hidden defaulters, and exit MUACs 

  

Figure 6 : Length of Stay in program before recovery 

The median length of stay in CMAM program was found to be 7 weeks. This indicated that the program is performing well. A good CMAM 

program treats SAM cases within 8 weeks. However, analysis of the data showed that 144 beneficiaries stayed in the program for more than 

13 weeks. These are likely to be hidden defaulters. This usually occurs due improper recording of absentees during weekly CMAM service 

days. Analysis of hidden defaulters in each of the CMAM HF is illustrated in Figure 8. 

 

 

Figure 7: Hidden Defaulters per CMAM HF in Fune LGA CMAM Program 
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Figure 8 indicates that only 4 out of the 16 CMAM HFs were found not to have hidden defaulters during this period. This showed that the 

CMAM guideline was not being fully adhered to in most of the CMAM HFs. These defaulters were erroneously reported as recovered. 

Additionally, the exit MUAC, classified as recovered, were also analyzed in plotted in the chart in Figure 9 below. It was found that the discharge 

criteria was not being fully adhered to; a total of 1,435 children out of 1,762, were classified as recovered (i.e. 82%) exited the CMAM 

program after satisfying the discharge requirement of MUAC >= 125mm.  

 

 

Figure 8: Proportion of the MUAC measurement of children discharged as recovered. 

In addition to the non-adherence to CMAM guideline discharge criteria by HWs, errors in collation of routine monthly data were suspected. 

It was suspected that some of the defaulters and or non-recovered might have been reported in the routine program data as recovered.  

Therefore, to check for consistency, the indicator rates reported within the review period (see Section 6.1.1.1) in the routine program data 

was compared to the rates analyzed from the extracted beneficiary information within same period, as shown in Table 4 below. 

 

Indicator Indicator rates reported by 
HWs 
(March-August 2014)  

Indicator rates calculated from 
extracted client information 
 (March-August 2014) 
 

Recovered 87.4% 75.1% 

Death 0.8% 1.3% 

Defaulters 8.4% 15.8 

Non recovered 2.4% 7.8 

 

Table 3: Comparison of routine program indicator rates reported by HWs and rates calculated from extracted client information 
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The findings (Table 4) confirmed the suspected error in collation of program data in the field, as it does not accurately reflect the 

performance according to the beneficiary records. Despite the noticeable error in the recovery rate reported within the review period 

above, it was found that the recovery rate analyzed from the extracted beneficiary information was satisfactory (75.1%). 

 

6.1.1.5. Number of visits before default 

 

Figure 9: Plot of number of visits before default 

Analyses of defaulters showed that most of the defaulting occurs early33. Early defaulters are likely to be current SAM cases. Significant 

numbers of defaulters were observed to have defaulted on the second visit (i.e. after staying 1 week in the program). The median number 

of weeks before default was found to be 4 weeks as illustrated in Figure 10. It was also observed that some clients stayed beyond the 

recommended number of weeks34 before defaulting (Figure 10). This further raised suspicion of non-compliance to the national CMAM 

guideline and improper recording of weekly client information. The MUACs at the point of exit for defaulters were analyzed and plotted in 

Figure 11. Analysis showed that more than 60% of defaulters exited with MUAC <115mm. These are likely to be current SAM cases in 

communities. Only 3% of defaulters were noticed to have defaulted after they had recovered, with MUAC of 125mm and above.  

                                                           
33

 Clients who default less than 4 weeks in program are early defaulters. 
34

 The National CMAM Guideline recommended stay in the program up to 12 weeks (13 Visits). 
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Figure 10: Exit MUACs of Defaulters 

6.1.1.6. Time to travel to CMAM (OTP) site plot/distance from treatment centre  

The beneficiary information on village names and time to travel to CMAM site were noted to be either missing or erroneous (when the 

information was triangulated with that obtained from interview with local residents to check its reliability). For example, a village was 

observed to have appeared multiple times with different time to travel on OTP cards. Out of all the 2, 762 beneficiary cards analyzed, 

approximately half (1,469) had information on time to travel. The information in the beneficiary cards was compared to what was provided 

by the local residents and reconciled. The available information was analyzed to come up with the plots of time it took the beneficiaries to 

travel to CMAM sites that are illustrated below. 
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Figure 11: Time to travel to CMAM site for current cases and defaulters-All CMAM sites 

The time-to-travel from home to HFs by caregivers were found not to be documented in some client registration cards, –32% of beneficiary 

information analyzed had missing time-to-travel information. However, the data was analyzed for the clients whose time-to-travel were 

recorded. The median time-to-travel to CMAM HFs by caregivers was found to be 60 minutes, admissions and defaulters alike. Some 

beneficiaries were noted to travel for over 120 minutes to the HF despite the large number of CMAM HFs, which are almost evenly 

distributed in Fune LGA (see Figure 2). The communities where such clients come from were found to be located mostly in neighboring 

LGAs35 (see Figure 1). Most of these beneficiaries who traveled such long distances usually use motorized transport to come to the HFs.  

6.1.2. Conclusion of the routine monitoring (beneficiary cards) analysis  

After the analyses of information obtained from the beneficiary cards, some factors which might affect the CMAM program and need 

further investigation were identified. These included; 

 HWs activities and adherence to CMAM guidelines in terms of admission and discharge criteria 

 Insecurity in Fune LGA and its attendant effect on supportive supervision of HWs 

 Number of CMAM sites and accessibility of CMAM services by caregivers 

 Early admission into the program and referrals 

 Low number of defaulters. 

 Good length of stay from admission to recovery.  

Therefore, further investigation of the factors affecting program coverage was conducted using the qualitative methodology. 

                                                           
35

 These include; Gujba, Fika, Nangare, Jakusko, Tarmuwa LGAs 

Median Time-to-travel 



23 
 

6.2. Stage 1: Qualitative data-Investigation of factors affecting program and coverage. 

6.2.1. Qualitative sampling Framework  

Qualitative information was obtained from different sources. This was done with the aim of verifying the information extracted from 

beneficiary records. Seven out of 16 CMAM sites were visited (5 HFs were inaccessible by the team due to insecurity). Four caregivers were 

randomly selected and interviewed in each HFs visited. , All the CVs and HWs available in the HFs during the time of the visit were also 

interviewed.  Two communities that are accessing the HFs were chosen based on distance, a near and a distant community, and visited.  A 

total of fourteen communities were visited. 

In the community, one community leader, one religious leader, teacher, provision shop seller, patent medicine vendor, majalisa (commuity 

age-group social gathering in tea places and shades), and women group (where available) were interviewed using different methods to 

obtain information about the CMAM program. As information come to fore, such were analyzed depending on the effect it had on the 

program either as a booster or barrier. Each piece of information was considered and if it needed further verification, then a different 

source with/or different method was used to seek further evidence in a process of triangulating information by source and methods. As 

such, some questions arose, which were meant to put more clarity on the piece of information before it was finalized as a barrier or 

booster. Different methods and sources were thorough to a point where no new information could be obtained36 (see Section 4). This is 

how sampling to redundancy was achieved. 

6.2.2. Qualitative information  

The qualitative information obtained from the field are summarized and explained under thematic headings as follows. 

6.2.2.1. Community Sensitization/mobilization, awareness and perception about the CMAM program 

Community sensitization and mobilization are usually conducted by the CVs while supervised and monitored by ACF. This was gathered 

from to the responses of interviewees. Additionally, all HWs and caregivers interviewed during the SQUEAC investigation confirmed that 

there was good awareness of CMAM program in the communities. However, a number of caregivers also mentioned that they were 

referred to the program by their peers, husband, or other relatives in the community. There was also evidence of self-referral as some 

caregivers said that they came without being referred by anyone. Nevertheless, caregivers and some community members complained 

about long waiting time before accessing treatment in some HFs. 

The community members were noticed to have good opinion about the CMAM program in Fune LGA. Some community members worked in 

the HFs as volunteers to provide services to the CMAM activities where there were no HWs. They received trainings from ACF. Additionally, 

in Damgun, Borno Kichi, Gudugurka and Jajeri HFs, HWs and some community members were reported to provide vehicle to transport RUTF 

from LGA store to other HFs in order to avoid stock-out of RUTF. These showed strong evidence of community participation and ownership. 

6.2.2.2.  Health Seeking Behaviors in Communities  

Responses from the interviews conducted showed that community members seek treatment from health facilities when they fall sick. More 
so, caregivers of malnourished children reported that they attend the CMAM HFs the first time they noticed that their child were 
malnourished. This showed an improvement compared to what was reported in the previous SQUEAC in July 2011 and June 2013. In those 
reports, many caregivers were found to visit traditional healers or utilize herbs to treat malnourished cases, while some community 
members link malnutrition to witches or bad spirit ‘Iska’. An earlier Community Mobilization Assessment Report37 for Fune LGA in 2011 had 
reported bad health seeking behavior in communities within Fune LGA.  

                                                           
36

 The process of collection of the information is iterative and as such pieces of information are investigated repeatedly until no new information is forthcoming. 
37

 Ireene Makura and Maureen Gallagher: Community Mobilization Assessment Report for Damaturu and Fune LGAs, Yobe State, March – May 2011. 
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The improvement in health seeking behavior could be attributed to continuous community mobilization and sensitization by CVs with 
supervision and monitoring by ACF in Fune LGA. Furthermore, significant number of CMAM HFs distributed across Fune LGA was also 
noticed to contribute to improved accessibility of the program by caregivers.  
As the CMAM program in Fune LGA commenced since February 2011, there is presently a good awareness of the program in communities. 
The community members have good opinion about the program, this might contributed to the positive shift to the better health seeking 
behavior of caregivers of malnourished children in Fune LGA. Some caregivers, who received treatment for their SAM children, also referred 
sick children to the HFs for better treatment (see Section 6.2.2.1).  The improvement in health seeking behavior in communities could also 
be linked to early admission of SAM cases into the program. The median MUAC admission and short length of stay (LoS) reported presently 
in the CMAM program in Fune LGA (Section 6.1.1.3 and 6.1.1.4) also confirms the good health seeking behavior in communities.   

6.2.2.3.  Shortage of health workers, Health Workers’ Activities and Trainings  

It was observed during SQUAEC assessment that HWs in the CMAM HFs38 were not adequate. This was also confirmed by the PHC 

Coordinator. According to the September updated HFs list, it was found that only 64 HWs working in Fune LGA. Some of the HFs do not 

have HWs. In Mashio HF, CVs were conducting CMAM activities due to shortage of HWs.  It was also found that 7 CMAM HFs were ‘one-

man-clinic’39, and as the name implies only one individual is saddled with the responsibility of providing all the health care services to  

beneficiaries, including CMAM services. However, out of these seven ‘one-man-clinics’, three were found not to have any HWs stationed 

there. ACF trained one literate individual in Tello, Borno Kichi and Gudugurka HFs, nominated by the community and  appointed to provide 

CMAM services to the beneficiaries due to lack of HWs in the facilities. This was done to ensure that the CMAM services are available to the 

beneficiaries from such communities as well as to ensure ownership and sustainability of the program. 

Generally, HWs were observed to have polite disposition towards caregivers. It was also evident that there was a cordial relationship 

between HWs and CVs. Passive referral of beneficiaries from non-CMAM HFs were also reported by some caregivers. All the HWs 

interviewed reported that they have gone through several trainings on CMAM conducted by ACF. The last training date was given as around 

February 2014 before the SQUEAC investigations. It was also noticed by the team that health workers from non-CMAM sites come from 

their HFs to assist in providing CMAM services. HWs were also observed to be proactive in rendering CMAM services, as evident in 

Damagum and Kayeri HFs, the caregivers were given double ration of RUTF due to the imminent Sallah holidays. 

6.2.2.4. Non-Compliance to CMAM protocols  

During data extraction, it was observed that in some of the cards the MUAC on admission were greater than 115mm and no oedema was 

presented on admission (see Figure 6 and Section 6.1.1.3). Additionally, some beneficiaries were discharged with a MUAC less than 125mm, 

while some stayed in more than 12 weeks in the program (see Figure 7, 8 and 9, and Section 6.1.1.4). Appetite test for SAM children were 

not conducted in four out of seven HFs visited40. Wrong MUAC measurements by CVs and HWs were observed in some of the HFs41. In 

Tello HF, some of the MUAC measurements were not recorded in the beneficiary cards. In Gudugurka HF, MUAC measurements were 

reported in the beneficiary cards without proper measurements. This confirms the suspicion of wrong admission and discharge MUAC 

raised in Section 6.1.1.3, Section 6.1.1.4 and Section 6.1.1.5. Lack of supportive supervision of HFs was also observed which could be 

contributing to the non-adherence to the National CMAM Guidelines by the HWs. CMAM services in some of the HFs were administered by 

‘lay-people’ who were trained and coopted into the program because of shortage of HWs (See section 6.2.2.3). CVs were observed to 

actively participate in activities in all the HFs. 

According to the ACF’s nutrition team, some HWs sometimes transfer beneficiaries verbally from HFs to hospitals (SC) without keeping any 

record in the beneficiary cards.  Such transfers are sometimes reported as discharge.  In Tello HF, some caregivers discharge themselves 
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 Mashio, Tello, Mari mari, Boron kichi, Gudugurka, Shengele and Daura and Mari Mari CMAM HFs. 
39

 These include Tello, Borno Kichi and Gudugurka CMAM HFs. 
40

 Damagum, Tello, Mashio, and Mari mari CMAM HFs. 
41 

Tello, Gudugurka, and Kayeri CMAM HFs. 
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when they found the children was getting better after attending the CMAM services for a few weeks. This information was confirmed by 

both CV42 and ACF team. The CV also informed that such cases are reported as recovered, instead of defaulter. ACF’s nutrition team 

informed  that due to insurgency in some areas in Fune LGA, validation of routine program data  has not been done recently in  7 out of 16 

CMAM HFs43. As such, he could not confirm the authenticity of the monthly routine data. This confirms the suspicion raised earlier in Table 

4 and Section 6.1.1.4 on the validity of routine program information. 

 

6.2.2.5. Community Volunteers Activities and Training 

The responses of  CVs interviewed during the SQUEAC investigation using both semi-structured and in-depth interview indicated that CVs in 

the 7 visited HFs44 conduct active case finding, defaulter tracing (only within their outreach area) and community sensitization. This was 

confirmed by HWs also.  ACF’s nutrition team reported that house-to-house MUAC screening was conducted in February, April and August 

2014. Some caregivers interviewed also mentioned that they were referred by CVs. All these confirm the early admission and high median 

MUAC at admission (109 mm) shown in Figure 6.  

Interviews with the CVs indicated that most of them hardly undertake defaulter tracing especially for children coming from far distances 

because they (CVs) cannot afford transport costs to access distant places and trace defaulters. Most CVs reported that they ask caregivers 

who attend the CMAM services from distant communities to help them to reach-out to defaulting caregivers and encourage such to come 

back for the completion of the treatment. The In-Charge of Damagum HF complained that some of the CVs in Damagum HF have stopped 

working effectively because of their involvement as ‘natural leaders’ in the community WASH program. He cited that because the WASH 

program provides buckets and cups as incentives as motivation to ‘natural leaders’ and nothing was given to CMAM CVs, the CVs have 

reduced in number  

Nonetheless, CVs interviewed confirmed that they were trained by ACF more than three times since the inception of the program in 2011. 

They also reported that they attend monthly review meetings with HWs and ACF’s staff.  It was observed that CVs mostly run CMAM 

services resulting to Non-compliance to CMAM national protocols, including wrong admission/discharges, non -administering of right 

routine drugs to clients, misuse of RUTF by giving rations to healthy children & adults and wrong measuring of MUAC & weight 

measurements to clients without proper measurements (see section 6.2.2.4). Generally, all CVs interviewed during the SQUEAC 

investigation complained that they are not given any form of incentive as motivation. 

 

6.2.2.6. Stock-out of routine drugs (July 2014 to date) in most CMAM HFs 

 

Stock-out of routine drugs was witnessed in all seven HFs visited during the assessment. In Damagum HF, a caregiver interviewed 

complained of lack of routine drugs from time to time, and wished that routine drugs sould be given alongside RUTF whenever beneficiary 

access to CMAM program. Similarly, in Kayeri and Mari mari HFs it was observed that only Albendazole and Vitamin A were available; this 

was also confirmed by the HW in those HFs. A CV reported that there has been stock out of routine drugs, especially amoxicillin, while a 

caregiver reported that she was never given routine drug since she started attending the CMAM program in Mari Mari HF.  

Borno kichi HF showed similar result as the three CVs interviewed reported stock-out of routine drugs, which they said was not always 

available for the beneficiaries. Observation during visit to Tello CMAM HF showed that there were no routine drugs available for the 
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 He is a patent medicine vendor in Tello community. 
43

 The CMAM HFs that are not visited for data validation due to insurgency include; Daura, Dubbol, Shengele, Alagarno, Mashio, Borno Kichi,      and Mari mari. 
44

 Damagum, kayeri, Marimari, Bronokichi, Mashio, Tello, Gudukurka 
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beneficiaries; this was also reported by a CV and a HW45 who were interviewed there. The HW hinted that routine drugs were given to them 

once in January 2014. In Gudugurka HF the HW interviewed raised lack of constant supply of drugs as the main challenge related to CMAM 

program. The caregivers interviewed said they ‘rarely’ get drugs alongside the RUTF in Gudugurka HF. Stock-out of routine drugs was also 

reported by caregivers and HW in Mashio HF. The routine drugs were supposed to be supplied by Fune LGA authorities. In some HFs46 the 

drugs were sold directly to the caregivers. A Patent Medicine Vendor interviewed in Kolere community noted that some caregivers 

accessing the CMAM services came to buy drugs, including amoxicillin from his shop, while a Traditional Birth Attendance (TBA) interviewed 

in Lamido Dundo village reported that sometimes no drugs were given to caregivers on their first visit. 

6.2.2.7. Misuse of RUTF by CVs/ Consumption of RUTF by adults and healthy siblings 

In Mashio HF, the individual trained by ACF to run the CMAM services complained that CVs were giving RUTF to adults. Two healthy children 

who were not currently in the CMAM program were observed eating RUTF at Gudugurka HF during our visit. A CV was found to put two 

sachets of RUTF in his pocket. A   HW in Damagum HF had earlier reported that caregivers shared RUTF among healthy siblings and adults, 

however, this could not be verified from any of the caregivers. Nevertheless, a member of the Majalisa47 in Bokoloji community reported 

that his child was a beneficiary of the CMAM program, and as such he ate the RUTF that was meant for the child. Additionally, some 

community stakeholders interviewed confirmed that adults ate RUTF in the communities48. 

6.2.2.8. Insecurity around some CMAM HFs in Fune LGA 

Insecurity in some parts of the Fune LGA was reported to have contributed in lack of supportive supervision and data validation in those 

HFs49 by ACF. Presently, ACF team could not access four out of the sixteen HFs in Fune LGA due to insecurity. The supply chains of those 

areas were oftentimes affected as vehicles could not visit those HFs due to fear of attack. However, the HFs affected by the insurgency had 

continued to provide CMAM services, despite the security challenges within their communities. According to the In-Charges of those HFs, 

RUTF was being conveyed sometimes with their motorbikes especially during some periods when there is increase in attacks. 

. 

6.2.3. Data triangulation  

Information obtained during the quantitative and qualitative data gathering when SQUEAC tools50 were used on different stakeholders 

(sources) using diverse methods were triangulated. The triangulation process was done to ensure conformity of the evidence accumulated 

before adoption as a negative or positive factor that affects the program coverage.  The data that is obtained as analyzed as barriers and 

boosters and the relationship between them drawn to give a clearer “picture of the program coverage”. (See the activities that ensured in 

the investigation in Annex 1). The barriers and boosters identified, and the sources and methods used to obtain such information during the 

investigation are tabulated in in the Tables 3 and 4. 

 

 

                                                           
45

 One out of two health workers from neighboring non-CMAM HF that assists in CMAM services during OTP days 
46 Mari Mari, Gubana,Damagum, and Borno kichi CMAM sites 
47

 Age-group gathering in Tea shops or market places 
48 Gubana, Gaba Tasha, Babukda, Bokoloji 
49 Daura, Shengele, Alargono, and Dubbol CMAM sites 
50

 Tools include the simple structure, semi structured questionnaires; observation checklists; illustrations in form of pictures, words or phrases; various forms to fill out extracted data 
from routine data etc. 
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Table 4: Sources and methods used to get information in a BBQ tool. 

S/N SOURCE METHOD CODES51 

    

1 Health facility observation A 

2 Caregivers  Semi structure interview B 

3 Health workers Semi structure interview/In-depth interview B,C 

4 Community volunteer Semi structure interview/In-depth interview B,C 

5 Health worker and program staff Focused-group discussion D 

6 PHC coordinator In-depth interview C 

7 Program staff In-depth interview C 

8 Majalisa Informal group discussion E 

9 Traditional leader Semi structure interview /In-depth interview B,C 

10 Religious leader / Semi structure interview In-depth interview B,C 

11 TBA Semi structure interview /In-depth interview B,C 

12 Traditional healer Semi structure interview /In-depth interview B,C 

13 Patent medicine dealer Semi structure interview /In-depth interview B,C 

14 Provision shop seller Semi structure interview /In-depth interview B,C 

15 Community health extension worker Semi structure interview B 

16 Routine data Extraction F 

17 teacher Semi structure interview /In-depth interview B,C 

 

  

                                                           
51

 The code resonates with the method used, thus: A= Observation; B= Semi structured interview; C=In-depth interview; D= Focused-Group Discussion (FGD); E= Informal Group 
Discussion; and F= Extraction 
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Table 5: barriers, boosters & questions findings and sources of information 

 BOOSTERS SOURCES 
BARRIERS SOURCE 

1 

Good attitude of health workers 

towards care givers 

1A,2B, Non-compliance to National CMAM 

Guidelines 

 No appetite test was 
conducted 

 No verification of MUAC by 
health worker, wrong MUAC 
measurement by CVs 

 Arbitrary assigning of MUAC 
by HW and wrong admission. 
 

1A, 8F,3B,11C 

2 

Passive referral of clients 2B,3B, General stock-out of RUTF due to 

poor logistics/supply chain 

management from LGA store to the 

HFs in April 2014; and in  Mari Mari 

CMAM in September 2014. 

3B, 4B, 5D, 

2B,9C,11C,13C,

14C  

3 

Self-referrals and peer-to-peer 

referrals of caregivers. 

2B,3B,9C,10C,13

B 

Shortage of health worker in CMAM 

HFs (Mashio, Tello, Mari Mari, Boron 

kichi, Gudugurka, Shengele and 

Daura) 

1A,5D,7C,3B,4

B,10C 

4 
Large turn-out of clients to access 

the CMAM services 

1A,3B CVs are clamoring for Incentives  3B, 4B 

5 

Good health seeking behavior  2B,4B,3B,9B,10B,

11B,14B,13B,15B

,16E,17B,9C,10C,

11C,13C 

Stock out of routine drugs (July 2014 

to date) in CMAM HFs.  

Routine drugs not given to first visit. 
 

4B, 5D, 

2B,3B,1A,9C, 

10C,11C, 

13C,14C,16E 

6 

Good opinion of the CMAM 

program in communities 

2B,3B,4B,9B,10B,

11B,12B,13B,14B

,15B,16E,5D,6C,7

C,9C,10C,11C,13

C 

Poor motivation of health workers.  1A, 3B, 6C, 4B 

7 

Refresher training for Health 

workers 

3B, Insecurity areas around four CMAM 

HFs leading to lack of supportive 

supervision, and stock-out of RUTF 

sometimes 

3B, 5D, 6C, 7C 
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8 

Health workers are proactive gives 

double ratio to beneficiaries  due 

to distance community, hard to 

reach (Gudugurka) 

1A,2B, Long waiting time at some CMAM HFs 

(Kayari and Damagum) due to large 

number of beneficiaries 

1A, 2B,10C,11C 

9 

Community members provide 

vehicle/money to transport RUTF 

from LGA to HFs 

3B,5D,9C Mis-use of RUTF by CVs and 

consumption of RUTF by adult and 

healthy siblings 

1A,3B,16E,11B,

9B,13B,12B,9c, 

11C 

10 

Good collaboration between HWs 

and CVs 

3B,1A,4B Beneficiaries pay (weekly) for routine 

drugs, and sometimes for the 

transportation of RUTF (Mari mari, 

Gubana, Damagum, Borono Kichi ) 

9C,11B,11C,18

B,2B,14C 

11 

Referral/Defaulter tracing and 

Active case finding by Community 

volunteer 

4B,2B,3B,9C,10C  

12 

Large number of CMAM health 

facilities evenly distributed making 

the program accessible to the 

beneficiaries. 

Scale-up of number of CMAM sites 

from 16 to 20 in the LGA one week 

prior to SQUEAC. 

1A,5D,6C,7C,8F 

13 

Training and incorporating literate 

individuals from communities to 

run CMAM HFs where there are no 

HWs (Tello, Bornokichi and 

Gudugurka) 

4B,6C,7C,8F 

14 

All CMAM  site are functional 

despite insecurity around four 

CMAM sites 

1A,3B,5D,6C,7C 

15 

Good awareness of the program in 

communities 

2B,3B,4B,9B,10B,

11B,12B,13B,14B

,15B,5D,6C,7C,9

C,10C,13C, 

16 
Community mobilization and 

sensitization 

9B,10B,12B, 
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6.2.4. Concept map  

The relationship of different factors affecting coverage in the CMAM program in Fune LGA was illustrated in a concept map using Epigram 

software-version 1.1052. The coverage team was split into two teams that is, A and B. Each team drew a concept map illustrating the 

positive and negative relationships existing between the information obtained from the field. Concept maps drawn by the teams are 

presented in Annex 2 and 3. 

 

6.3. Stage 2: Confirmation of areas of high and low coverage. 

The quantitative and qualitative information collected in Stage 1 were critically examined to identify potential factors affecting coverage in 

CMAM program. More so, this was analyzed with the aim of identifying areas with high/low coverage in Fune LGA. The factors considered 

included; the early admission/high median admission on MUAC, desirable recovery and default rates, and large number and accessibility of 

HFs providing CMAM services in Fune LGA. Therefore, the coverage of CMAM program in Fune LGA was expected to be homogenous 

despite the security challenges.  The coverage was expected to be higher53 than what was reported by the recent SLEAC conducted in Fune.  

Hypothesis: Coverage is homogenous in CMAM program in Fune LGA; areas with security challenges will have coverage greater than 50% 

while areas without security challenges also yield coverage greater than 50%. 

To test this hypothesis, all the 4 wards regarded as insecure due to insurgency (Alagarno, Daura A, Daura B, and Ngelzerma B) were 

selected, and one community was selected from each of these wards. Alternatively, in the secure areas, 4 wards without security challenges 

(Kolere, Borno Kichi, Gudugurka, and Ngelzerma A) were chosen, and one community was selected from each of these wards.   

6.3.1. Study Type 

A Small area survey was conducted in each of the selected communities in order to test the hypothesis. 

6.3.2. Sampling Methodology 

The wards and communities were selected purposively based on security/insecurity whish was the characteristics used in setting the 

hypothesis. While active and adaptive case-finding was conducted in the communities during the small area survey. 

6.3.3. Case Definition 

Severe Acute Malnutrition (SAM case) was defined as Children (6-59) months, with MUAC <115mm and or bilateral pitting oedema.  

SAM case covered: Refers to a SAM case identified as defined above and is currently enrolled in a CMAM program or Stabilization Centre 

(SC). The status is verified when beneficiary shows the investigator their RUTF packets and/or ration Card. 

SAM case not covered: Refers to a SAM case who is not currently enrolled in any HFs providing CMAM program or the SC. The case is also 

confirmed as not in the program when the beneficiary failed to show the investigator the RUTF packets and/or ration Card. 

Recovering case: A child (6-59) months old, with MUAC >=115mm and is enrolled in a CMAM program at the time of the investigation. This 

case is verified when beneficiary shows the investigator their RUTF packets and/or ration Card. 

                                                           
52

 Epigram software was developed by Mark Myatt and is available on www.brixtonhealth.com  
53

 Coarse estimate of 23.02%  (15 SAM cases covered by CMAM program out of 65 SAM cases found during the SLEAC survey). 

http://www.brixtonhealth.com/
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6.3.4. Result of Small Area Survey 

The results of small area survey are presented in the table 7 below. 

Table 6: Simplified Lot Quality Assurance classification of small area survey results 

Characteristi
cs under 

investigation 

Wards Location  Total 
SAM 
(𝒏) 

Decision rule 

𝒅 =
𝒏 × 𝟓𝟎

𝟏𝟎𝟎
 

Covered(C) Not 
covered 

(NC) 

Recovering 
case (RC) 

Areas with 

insecurity 

Daura A 

 

Manawachi 

4 

𝑑 = ⌊4⌋ =4 2 2 0 

Daura B Ningi 1 1 0 0 

Alagarno Kacheri 3 2 1 0 

Ngelzerma B Bulawani 0 0 0 2 

Areas 

without 

insecurity 

Kolere Kolere 11 𝑑 = ⌊7.5⌋ = 7 8 3 11 

Borno Kichi Borno kichi 0 0 0 6 

Gudugurka Jaji burawa 2 2 0 8 

Ngelzarma A Lawan kalam 2 2 0 2 

 

 

 Figure 12: Reasons for not accessing the CMAM program-Small area survey 

 

Interpretation of the results 

The result of the small area survey was interpreted using the LQAS classification technique as follows: 
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 Areas with insecurity challenges 
 

The number of SAM cases found that were covered = 5.  
The decision rule calculated = 4 

Since 5 is greater than 4, the coverage in the area with security challenges was classified as greater than 50%  
 

 Areas without insecurity  
 
The number of SAM cases found that were covered = 12. The decision rule calculated = 7. 
 
Since 12 is greater than 7, the coverage in this area is therefore classified as greater than 50%. 
 

 

6.3.5. Conclusion of small area survey 
 
The Small area survey indicated a homogenous high coverage of the CMAM program in Fune LGA despite the security challenges. Therefore, 
the security situation in Fune LGA can be said not to be affecting the coverage of CMAM program.  
 

6.4. Developing the prior. 

6.4.1. Histogram of Belief. 

A belief histogram was constructed based on the belief of the coverage team on what the program coverage could be in Fune LGA. Each 
team member was requested to write what s/he believes considering all the information that had been obtained. The set of values obtained 
were used to construct a histogram of belief of the coverage team. The central tendency of the histogram on the coverage of beliefs was set 
at 60% with a minimum 50 % and maximum 90%. 
Prior 1:  Histogram of belief = 60% 

6.4.2. Un-weighted barriers and boosters 

The barriers and boosters were consolidated and scored. The score was scaled so that neither the sum of positive scores nor the sum of the 

negative scores can exceed 100%. Thus: 

 Therefore; 

𝑀𝑎𝑥𝑖𝑚𝑢𝑚 𝑠𝑐𝑜𝑟𝑒 𝑤𝑎𝑠 𝑠𝑒𝑡 = 5 

To calculate the contribution of barriers and boosters to coverage: 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑎𝑟𝑟𝑖𝑒𝑟𝑠 = 16 × 5 = 80 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑜𝑜𝑠𝑡𝑒𝑟𝑠 = 10 × 5 = 50 

 

𝑝𝑟𝑖𝑜𝑟 𝑒𝑠𝑡𝑖𝑚𝑎𝑡𝑖𝑜𝑛 =
(80 + 0) + (100 − 50)

2
= 65 
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Prior 2: Prior estimated from un-weighted barriers and boosters = 65% 

 

6.4.3. Concept map  

The team was split into Team A and B, and each team drew a concept map based on the barriers and boosters obtained in the field. 

Team A concept map had a total of 18 barriers, and 12 boosters while team B had 22 barriers and 11 boosters. Further description is given 

below: 

Prior calculated from concept map Team A: 

 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑎𝑟𝑟𝑖𝑒𝑟𝑠 = 16 × 5 = 80 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑜𝑜𝑠𝑡𝑒𝑟𝑠 = 16 × 5 = 80 

𝑝𝑟𝑖𝑜𝑟 𝑒𝑠𝑡𝑖𝑚𝑎𝑡𝑖𝑜𝑛 =
(80 + 0) + (100 − 80)

2
= 50 

Team ‘A’ prior estimation=50% 

 

Prior calculated from concept map B: 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑎𝑟𝑟𝑖𝑒𝑟𝑠 = 22 × 4 = 88 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑜𝑜𝑠𝑡𝑒𝑟𝑠 = 20 × 4 = 80 

 

𝑝𝑟𝑖𝑜𝑟 𝑒𝑠𝑡𝑖𝑚𝑎𝑡𝑖𝑜𝑛 =
(80 + 0) + (100 − 88)

2
= 46% 

 

Prior 2: Average prior calculated from concept map of Team ‘A’ and Team ‘B’ 

𝑝𝑟𝑖𝑜𝑟 from concept map =(50+46)/2= 48 

 

Prior of developed by use of concept map = 48% 

 

6.4.4. Weighted barriers and boosters. 

The team was requested to assign weights to the barriers and boosters independently, according to how the team perceived each barrier or 

booster affecting the coverage of CMAM program in Fune LGA. The highest possible weight was 5 while the lowest possible was 1. Each 

barrier or booster was scored after the team members discussed extensively to reach a consensus.  . 

The weights assigned to the barriers and boosters are shown in Table 8. 
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Table 7: Weighted barriers and boosters- Fune LGA CMAM program 

 
BOOSTERS Score BARRIERS Score 

1 

Good attitude of health workers towards 

care givers 

3 Non-compliance to National CMAM 

Guidelines 

 No appetite test was conducted 

 No verification of MUAC by 
health worker, wrong MUAC 
measurement by CVs 

 Arbitrary assigning of MUAC by 
HW and wrong admission. 
 

3 

2 

Passive referral of caregivers 2 General stock-out of RUTF due to poor 

logistics/supply chain management 

from LGA store to the CMAM HFs in 

April 2014; and in  Mari mari CMAM HF 

in September 2014. 

2 

3 

Self-referrals and peer-to-peer referrals 

of caregivers. 

5 Shortage of health worker in CMAM HFs 

(Mashio, Tello, Mari mari, Boron kichi, 

Gudugurka, Shengele and Daura) 

2 

4 
Large turn-out of clients to access the 

CMAM services 

3 CVs are clamoring for Incentives  2 

5 

Good health seeking behavior  4 Stock out routine drugs (July 2014 to 

date) in CMAM HFs.  

Routine drugs not given to first visit. 
 

3 

6 
Good opinion of the CMAM program in 

communities 

5 Poor motivation of health workers.  2 

7 

Refresher training for Health workers 2 Insecurity in areas around 4 CMAM HFs 

leading to lack of supportive 

supervision, and stock-out of RUTF 

sometimes 

2 

8 

Health workers are proactive gives 

double ratio to beneficiaries  due to 

distance community, hard to reach 

(Gudugurka) 

2 Long waiting time at some HFs (Kayari 

and Damagum) due to large number of 

beneficiaries 

1 
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9 

Community members provide 

vehicle/money to transport RUTF from 

LGA to  HFs 

2 

 

Mis-use of RUTF by CVs and 

consumption of RUTF by adult and 

healthy siblings 

2 

10 

Good collaboration between HWs and 

CVs 

2 Beneficiaries pay (weekly) for routine 

drugs, and sometimes for the 

transportation of RUTF (Mari mari, 

Gubana, Damagum, Borono Kichi ) 

1 

11 

Referral/Defaulter tracing and Active 

case finding by Community volunteer 

3  

12 

Large number of CMAM health facilities 

evenly distributed making the program 

accessible to the beneficiaries. 

Scale-up of CMAM sites from 16 to 20 in 

the LGA one week prior to SQUEAC. 

2 

13 

Training and incorporating literate 

individuals from communities to run 

CMAM HFs where there are no HWs 

(Tello, Bornokichi and Gudugurka) 

4 

14 
All CMAM  site are functional despite 

insecurity around four CMAM sites 

3 

15 
Good awareness of the program in 

communities 

5 

16 
Good community mobilization and 

sensitization evident 

4 

 Total 51 Total  20 

 

Therefore: 

𝑝𝑟𝑖𝑜𝑟 𝑒𝑠𝑡𝑖𝑚𝑎𝑡𝑖𝑜𝑛 𝑓𝑟𝑜𝑚 𝑤𝑖𝑒𝑔ℎ𝑡𝑒𝑑 𝑏𝑎𝑟𝑟𝑖𝑒𝑟𝑠 𝑎𝑛𝑑 𝑏𝑜𝑜𝑠𝑡𝑒𝑟𝑠 =
(0 + 51) + (100 − 51)

2
= 65.5 

Prior 4: Prior estimate from weighted barriers and boosters = 65.5% 
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6.4.5. Triangulation of Prior 

The Prior Mode54 was then calculated by triangulation of all the prior estimates obtained from various methods. It is illustrated by Figure 16. 

 

𝑝𝑟𝑖𝑜𝑟 𝑚𝑜𝑑𝑒 =
60 + 48 + 65 + 65.5

2
= 59.63 

 

Prior mode = 59.63%. 

 

Figure 13: Illustration of triangulation of prior 

 

 

6.4.6. Bayes Prior Plot and Shape Parameters 

The minimum and maximum coverage55 for the CMAM program in Fune LGA decided by the team was 40% and 90%, respectively.  The 
team believes that coverage of CMAM program in Fune LGA could not be lower than 40% and higher than 90%. Bayesian SQUEAC calculator 
software, version 3.01 was used to calculate the alpha prior (20.33) and beta prior (15.77) shaping parameters. This values were illustrated 
as a binomial distribution plot using the SQUEAC calculator shown in the Figure 17. The Bayes plot of the prior also suggested a sample size 
that was adopted in the likelihood survey highlighted in Figure 17. 
 

                                                           
54

 The average of the “coverages” is a credible value of the mode of the prior. It is also referred as the mode of the probability density of the coverage. 
55

 These are also referred as minimum probable value and maximum probable value for coverage. 
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Figure 14: Bayes SQUEAC binomial distribution plot for prior showing the shape parameters and the suggested sample size. 

6.5. Stage 3: Wide area survey (Likelihood Survey) 

After the prior mode was gotten using the information collected in Stage 1, 2, and 3 of the SQUEAC investigations (likelihood survey) was 
built into the Fune SQUEAC investigation to add to the existing information (analyzed in Stage 1 & 2) to provide a headline coverage of the 
program.  
 

6.5.1. Calculation of Sample Size and Number of Villages to be visited for likelihood survey 

The minimum sample size of SAM cases during the likelihood survey was calculated using Bayes SQUEAC calculator. As illustrated in Figure 
17, the minimum sample size of SAM cases was 50 at 10% precision (results are expressed at CI; 95%).  
 
The complete list of villages/settlements and population figures was obtained from the PHC Department in Fune LGA. Extreme population 
values were noticed in the distribution of population of the villages, with minimum population value of 29 and maximum value of 3,515. 
Therefore, median population was preferred to average population in calculating the number of villages to be visited. The median 
population size for all the communities/settlements was calculated to be 460 and was used to calculate the number of villages to be visited 
in the likelihood survey.    
 
The number of villages in Fune LGA need to be visited to obtain a minimum of 50 SAM children aged 6-59 months was calculated using the 
formula below 
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Nvillages =
(NSAM cases)

(N(median population size all ages)  x   percentage of under − fives in the population   x  
prevalence

100
)
 

 
 
Table 8: Parameters for sample size calculation for likelihood survey 

 Parameters Value 

1 SAM cases 50 

2 N(Median population size of all ages) 460 

3 Percentage of under-fives in the 
population56 

18% 

4 SAM prevalence57 1.2* (0.6 - 2.2%.CI; 
95%) 

 

*It was better to use a lower SAM prevalence estimate58. Therefore the prevalence was recalculated as 

Prevalence = 1.2 – (1.2-0.6)/2) = 0.9%  

Therefore the sample calculation: 

Nvillages =
50

(460 ×  0.18 x 0.9)
= ⌈67.0⌉ = 67 

 

Therefore 67 villages need to be visited so as to get a minimum of 50 SAM cases. 

6.5.2. Quantitative sampling framework  

Systematic sampling was done using sampling frame of complete list of communities/settlements stratified by political wards. This list was 
obtained from the PHC Department in Fune LGA. 

A sampling interval was obtained by dividing the total number of villages by the number of villages to be visited. Then, the first village was 
randomly selected using Microsoft Excel RAND function for random numbers ranging between 1 and the sampling interval. Finally, a total of 
67 villages were selected for wide area survey by adding the sampling interval to each preceding selection. 

6.5.3. Case Finding Method 

Active and adaptive case-finding methods were used during the wide area survey. Key-informants were recruited to help in identifying SAM 
cases in villages.  
The case definition was a child: 

 Aged (6-59) months 

 With a MUAC of less than 11.5 cm, and or 

 With bilateral pitting oedema 
 

                                                           
56

 Source: National Bureau of Statistics 
57

 National Nutrition and Health Survey (NNHS) May 2014. Severe Acute Malnutrition results of Mid Upper Arm Circumference (MUAC). 
58

 Mark Myatt et al (2012). SQUEAC/SLEAC Technical Reference  pg. 99 
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6.5.4. Qualitative data Framework 

SAM child identified during the likelihood/wide area survey and was not in the CMAM program59 was regarded as non-covered case. In such 
cases a questionnaire was administered to the caregiver to collect information on possible reasons for the SAM child not being in the 
program. The analysis of these reasons or barriers to access and uptake is illustrated in Figure 18 and Table 10. 
 

 

Figure 15: Reasons for not being in-program access and uptake-wide area survey 

 

 Table 9: barriers to program access and uptake 

Reasons Number 

Caregiver does not know child is malnourished 7 

Caregiver stopped attending because child could not eat RUTF  6 

Rejected/ not attended to at the facility because caregiver came 
late 

6 

Child relapsed after recovery  4 

Caregiver pregnant/sick and could not attend 4 

Defaulted because caregiver thinks child has recovered 3 

Far distance  3 

Caregiver visited but RUTF was not available in HF 3 

Road to the HF was flooded due to rain 2 

Lack of money to pay for transportation of RUTF in HF 2 

Caregiver prefers to take child to hospital  1 

Caregiver travelled 1 

 

6.5.5. Results of the wide are survey 

The quantitative result of the case finding of the wide area survey (Stage 3) is shown in the table below. The disaggregated results are 
shown in Table 9 below. 
 

                                                           
59

 As verified by show of RUTF or ration card by beneficiary 



40 
 

Table 10: Results of the Likelihood (wide area) survey 

 Parameter Value 

1 Total SAM cases 82 

2 SAM cases in the program 40 

3 SAM cases not in the program 42 

4 Recovering cases in the program 54 

 
The likelihood was calculated using the following standard formula for period coverage: 

𝑃𝑒𝑟𝑖𝑜𝑑 𝑐𝑜𝑣𝑒𝑟𝑎𝑔𝑒 =
𝑆𝐴𝑀 𝑐𝑎𝑠𝑒𝑠 𝑖𝑛 𝑡ℎ𝑒 𝑝𝑟𝑜𝑔𝑟𝑎𝑚 + 𝑅𝑒𝑐𝑜𝑣𝑒𝑟𝑖𝑛𝑔 𝐶𝑎𝑠𝑒𝑠

𝑇𝑜𝑡𝑎𝑙 𝑆𝐴𝑀 𝑐𝑎𝑠𝑒𝑠 + 𝑅𝑒𝑐𝑜𝑣𝑒𝑟𝑖𝑛𝑔 𝐶𝑎𝑠𝑒𝑠
 

Therefore: 

𝐿𝑖𝑘𝑒𝑙𝑖ℎ𝑜𝑜𝑑 =
94

136
x 100 = 69.12% 

 

Likelihood = 69.12% 
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6.5.6. Posterior/Coverage Estimate 

The conjugate analyses indicated a posterior 67.8% (60.5% - 74.3%) after combining the Prior and Likelihood using the SQUEAC Coverage 

Bayes Calculator version 3.01 (see Figure 19). The results of the conjugate analysis showed; 

1) The prior & likelihood are coherent, as the curves showed considerable overlap (p>0.05) and therefore there is no prior-likelihood 

conflict 

2) The posterior is much narrower than the prior which indicates that the likelihood survey had reduced uncertainty. 
  

 

Figure 16: Bayes plot showing prior, likelihood and posterior 

The period coverage of the CMAM program in Fune LGA is therefore:  

Period coverage = 67.8% (60.5% - 74.3%. CI; 95%)60 

The choice of period coverage was guided by the following reasons: 

                                                           
60

 Results are expressed with a credible interval of 95%. 
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 Early admission of SAM cases into the CMAM program which is indicated by the high median MUAC on admission (109 mm). Early 
identification of SAM cases and treatment ensures good outcome. The median LoS from admission to cure was found to be 7 weeks, 
which is an indicator that SAM cases do not stay very long in the program as they seek treatment early. 
 

 Good retention from admission to cure during the review period of March – August 2014 as evidenced from the recovery rate of 
above 75% SPHERE standard.  
 

Period coverage places strong emphasis of good retention of SAM cases from admission to cure. 
Therefore period coverage would best give the coverage of CMAM program in Fune LGA when the SQUEAC investigation was implemented. 

 

7. Discussions 

This SQUEAC assessment found a coverage estimate of 67.8% for the CMAM program in Fune LGA. The result showed significant 

improvement compared to coverage estimates reported in July 2011 and June 2013 which were 33.0%61 and 34.9%62, respectively. This 

assessment showed that the CMAM program improved significantly after the previous SQUEACs. The major reasons highlighted for the low 

coverage in the previous SQUEACs included; late identification and admission of SAM cases into the CMAM program, very high default rate 

and low recovery rate which indicated poor retention from admission to recovery, and accessibility in terms of the distance of CMAM sites 

from caregivers. These challenges were noted to have greatly reduced.  However, there are still challenges with adherence to National 

Guidelines.  

Presently, median MUAC admission has increased, defaulter rates have decreased significantly compared to the previous SQUEAC 

conducted in 2011 and 2013. On the other hand the recovery rate has also improved remarkably. The increase in early identification and 

admission of SAM cases was noted to be mostly due to house-to-house MUAC screening that was conducted in February, April and August 

2014 by MoH and supported, supervised and monitored ACF.   

The number of HFs providing CMAM services in Fune LGA has doubled since the first SQUEAC conducted in 2011, from 10 HFs up to 20 HFs 

in 2014.  In addition, the result also differ remarkably  from the coarse estimate of  SLEAC63 study conducted by  VI in 2013/2014  which 

reported a coarse estimate of 23.02% (15 SAM cases were covered by the CMAM program out of 65 SAM cases found in the LGA during the 

assessment). The marked difference in the SLEAC result was majorly due to insecurity leading to closure of five CMAM HFs, stock-out of 

RUTF leading to high number of defaulters during the period when the SLEAC was conducted in Fune LGA.  

During the likelihood survey, more than half the number of SAM cases not covered by the Fune LGA CMAM program was found to have 

come in contact with the program previously.  Some stopped attending the program because child vomited or had diarrhea after having 

RUTF, while some caregivers reported that they were rejected at the point of screening or because they came late at the HFs. Additionally, 

some of the children relapsed after recovery/discharge, while some caregivers defaulted because they thought their children was 

recovered. All these information confirmed the findings reported in Stage 1. On the other hand, some of the caregivers of SAM cases not-in-

program reported that they did not know that their child was malnourished. This is contrary to the findings in Stage 1 (see section 6.2.1, and 

section 6.2.2). However, this was mostly incident cases who have not showed any clinical signs, with MUAC a little below 115mm.  

The met need was calculated as follows: 

                                                           
61

 ACF International, 2011. Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria. Pg. 2 
62

 Draft report, ACF International 2013: Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) Fune Local Government Area (LGA) Yobe State, Nigeria 
63

 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 



43 
 

Met need = Coverage x Median recovery rate  

                                      = 67.8 x 0.75164 

                                      = 50.92% 

 

8. Recommendations 

To ensure improvement and continued success of the CMAM program in Fune LGA, the following recommendations were made.  

 Advocacy to the Commissioner of Health and Head of Service to the Yobe State Government for employment of HWs to increase the 

number of HWs in Fune LGA, especially in HFs implementing CMAM program.  

 ACF in liaison with the State Nutrition Officer to conduct refresher training for HWs to ensure compliance to the National CMAM 

Guidelines. 

 The ACF Community Mobilization Officers to device means of sensitizing and educating the communities on how the CMAM 

program works. 

 The HWs and CVs should building up on peer-to-peer referral in communities using caregivers of recovered malnourished children as 

CVs.  

 Provision of routine drugs by the LGA to ensure availability of drugs to clients. 

 The LGA and YSPHCMB to sponsor an income generating cooperative venture for CVs as a sustainable way of motivating the 

community volunteers.  

 Improvement in the supportive supervision of CMAM sites by YSPHCMB and LGA supervisory team, and data quality checks by the 

ACF M&E Officer. 

 Fune LGA PHC Coordinator in liaison with the Nutrition Focal Person to conduct advocacy visits to LGA Chairman aimed at facilitating 

impress and release of funds by the LGA Chairman for transportation of RUTF from LGA to OTP sites. 

 

 

9. Annexure 

9.1. Annex1: Schedule of implemented activities in Damaturu SQUEAC. 
 

                                                           
64

 This value was recalculated based on extracted client records. The value reported in the routine program data was 87.7%, but was confirmed to be erroneous. See Table 4 and section 

6.1.1.4. 

Date Activity/Villages visited HF  Sources of information Information collected 

19/09/2014 SQUEAC team travel from Bauchi, Bauchi state to 

Damaturu, Yobe state 

 

   

20/09/2014 Preliminary meeting with Director Primary Health 

Care, Council chairman, Nutrition Focal Person in 

Fune LGA and collation of beneficiary  admission 

cards 

   

21/09/2014 Data extraction and entry  beneficiary  cards All  beneficiary  cards from March 2013-
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22/09/2014 
23/09/2014 
24/09/2014 
25/09/2014 
26/09/2014 
27/09/2014 
28/09/2014 

 

 

 

 

 

 

 

Departure to Potiskum (Fune LGA) 

August 2014 were sorted and collated 
Name, age, address/village,  admission 
weight, admission MUAC, LOS, exit 
MAUC, RUTF at admission, defaulter, 
Transfer, discharge cured, Died, 
discharge non cured 

29/09/2014 Damagum HF, 

Near community (Gaba tasha) <6km to  HF, 

 Far community (Gubana) <10km to HF    

 

 

 

 

 

 

 

Damagum HF 2 religious leader 

2 community leader 

2 Majalisa (25 to 50 

years) 

2 patent medicine 

dealer 

2 traditional birth 

attendance 

1 traditional healer  

1 Teacher 

2 provision store dealer 

4 health workers 

4 community volunteers 

4 care-givers 

1 community health 

extension worker 

Qualitative information 

30/09/2014 Mashio HF, 

Near community (Garin jijiko) <3km to  HF, 

 Far community (Babukda) <17km to HF  

 

Kayeri HF, 

Near community (Garin jijiko) <3km to  HF , 

 Far community (Babukda) <17km to  HF 

 

Borno kichi HF, 

Near community (Garin jijiko) <3km to  HF , 

 Far community (Babukda) <17km to  HF 

 

Tello HF, 

Near community (Ngerbulbi, Kwalawa, Romure) 

<3km to  HF , 

 Far community (Babukda) <17km to  HF 

 

Mari mari HF, 

Near community (gudugurka) <3km to  HF , 

 Far community (Babukda) <17km to  HF 

 

    

   

    

    

 

Mashio, 
Kayeri,  
Borno kichi, 
Tello, and 
Marimari HFs 
 

 religious leader 

 community leader 

 Majalisa (25 to 50 

years) 

 patent medicine dealer 

 traditional birth 

attendance 

traditional healer  

Teacher 

provision store dealer 

health worker 

community volunteers 

care-givers 

 

 

 
 
 

01/10/2014    

Updating of BBQ 
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02/10/2014  

 
Manawachi 
Ningi 
Kacheri 
Bulawani 
Kolere 
Borno kichi 
Jaji burawa 
Lawan kalam 

Catchment 
area to the 
following 
CMAM sites: 
Damagum, 
Borno kichi, 
Gudu gurka, 
Kayeri, 
Ngelzarma, 
Dukbol, 
Daura, Ai 
gada, Kolore, 
Jajere, 
Shengele, 
Alangarno, 
Mashio, 
Tello, Mari 
mari, Dogon 
kuka B 
Health 
facilities 

Small area survey Active  and adaptive case findings 

08/10/2014 Drew concept map 

Weighed BBQ  

Prior setting 

Sample list of villages to be visited 

 

   

09/10/2014-

12/10/2014 
LIST OF VILLAGES IN FUNE LGA 
Dumbulwa, Jauro Manare, Ngebi 
Mallam, Suntande, Nja-Ardo, 
Katsinawa, Shan Bulama, Kule, Mashie-
Kudu, Majiyawa, Bumi-Yami, Roko-
Roko, Jamare Katsinawa,Gubana, 
Lamido Gogoma, B-Kidiu, Dogon Kuka-
B, Chideyi, Garinwajiya, Duala, Ryiya, 
Tello, Borno-Kichi, Chutiyari, Ardo 
Dawa, Gremari, Jauro Jonguda, Dilori, 
Ningi, Ai-Gada, Maikasuwa, Badirama, 
Sura, Gaba Mala Midi, Tsamiya, Yakire, 
Maltu, Ba Rimi, Idi-Barde, Kadutu, 
Maidumi, Ihunka-Banza, Jauro Gabaku, 
Kolonga, Zobali, Dumawal, Ngariho, 
Dumawal, Gudugruka, Mudo, Kwi-Awa, 
Jaji, Burawa Chuteyori, Rigrim  
  
 

All 
 
 
 

Wide area survey Active and adaptive case findings 

14/10/2014 Travel day; 

Coverage team travel from Tamil Hotel, Potiskum 

to Abuja 
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9.2. Annex2: Parameters used in prior building and sample size calculation. 
 

Parameters Values  Parameters continued Values 

Total barriers 10  Prior Mode calculated from belief histogram, weighted barriers and 
boosters, un-weighted barriers and boosters, and concept maps 

59.63% 

Total Boosters 16  Maximum probable value 90% 

Belief histogram 60%  Minimum probable value 40% 

Concept map 48%  Min –Prior(proportion) 0.4 

Un-weighted barriers and boosters 65.0%  Mode –Prior (proportion) 0.5963 

Weighted barriers and boosters65 65.5%   Posterior estimate Precision 0.1 

Not (δ) 0.0833  Median Village Population 460 

Mu(μ) 0.614  % of 6-59 Months 18% 

Alpha prior (α) 20.34  SAM Prevalence 0.966% 

Beta prior (β) 12.77  Sample Size (from Bayes Calculator) 50 

Number Of Villages  67    

 

9.3. Annex3: Concept maps-Team A and B. 
Figure 17: Concept map showing the relationship between factors affecting CMAM program and coverage-Team A 

                                                           
65

 The system of weighing barriers and boosters involved using trained SQUEAC team who gave values to each barrier and booster based on the perceived impact of each on the program. 
+or -1&+or -5 were used as minimum and maximum for boosters and barriers respectively. 
66

 See Table 9 
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Figure 18: Concept map showing the relationship between factors affecting CMAM program and coverage-Team B 
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9.4. Annex4: Active and adaptive case finding procedure
67

. 
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 Local terms of malnutrition used are from Damaturu LGA in Yobe state, Northern Nigeria.  

Check the child is aged between 6 and 59 months 

Explain the purpose of the survey to the parents and what you will do 

Measure the MUAC of the child 

Check for the Oedema sign 

 

Visit the community gathering place first and seek permission to visit the village. 

Request the village leader to provide a key informant of choice. 

Ask the key informant the case finding question ‘can you show us child who is under-five years and is ‘Tamowa, Datti, rana 

(wasting, skiny or drying-up), iska (possection by evil spirit), tsunburarre (Hausa)-‘shrinking and or dryness’ & Ciwon yunwa 

(Hausa word for hunger). Bajul (Fulani word for oedema), and tuhundi- Fulani words for different types of malnutrition. 

Kadawu (Kanuri word for wasting), Kumberi (oedema), Kinna (hunger), 

” 

Go to the first house where a potential case may be found 

 

Does the child have bilateral Oedema or is the MUAC < 115mm? 

 

Not a Current SAM case 

Is the child in OTP? 

Ask to see sachet of RUTF and 
health card 

Current SAM case 

Is the child in OTP? 

Ask to see sachet of RUTF and 
health card 

Current SAM case not in the 
program 

1. Fill out the tally sheet 
2. Apply questionnaire 
3. Refer the child to 

CMAM program site 
4. Thank the caregiver 

5. Ask case finding 
question 

Current SAM case in 
the program 

1. Fill out the tally 
sheet 

2. Thank the caregiver 

3. Ask case finding 
question 

Recovering SAM case  

1. Fill out the tally 
sheet 

2. Thank the caregiver 

3. Ask case finding 
question 

Normal child, No history 
of SAM  

1. Not included in the 
study. 

2. Thank the caregiver 

3. Ask case finding 
question 

Use additional sources or other key informants to inform and improve the search 

Always ask parents of the SAM children identified whether they know of other cases 

Continue until no new cases are indicated by any source or all leads point to previously identified cases 
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9.5. Annex5: List of participants in Damaturu SQUEAC assessment 
 

S/N NAME OF PARTICIPANTS ORGANIZATION DESIGNATION 

1 JOSEPH NGANGA ACF PROGRAM MANAGER 

2 IFEANYI MADUANUSI ACF DEPUTY PROGRAM MANAGER 

3 ABUBAKAR CHIROMA KAWU ACF PROGRAM SUPPORT ASSSISTANT 

4 ZULAI ABDULMALIK ACF COVERAGE OFFICER 

5 ADEGBOLA JANET  ADEOYE ACF COVERAGE OFFICER 

6 CHIKA OBINWA ACF COVERAGE OFFICER 

7 FRANCIS OGUM ACF COVERAGE OFFICER 

8 IDRIS ADAMU ACF DRIVER 

9 YUSUF MUSTAPHA ACF DRIVER 

13 YA,U MOHAMMED FUNE LGA REP PHC COORDINATOR 

14 AISHA SULEIMAN  ACF ENUMERATOR 

15 YARO ALHAJI MUSA ACF ENUMERATOR 

16 HAMA USMAN ACF ENUMERATOR 

17 AUWAL GARBA ACF ENUMERATOR 

18 MADUKA LOVETH ACF ENUMERATOR 

19 CELINE SUNDAY ACF ENUMERATOR 

20 FIBI ALI AUDU ACF ENUMERATOR 

21 SALAMATU IBRAHIM ACF ENUMERATOR 

22 MARYAM ZANNA MUSA ACF ENUMERATOR  

23 IBRAHIM ABBA KYARI ACF ENUMERATOR  

24 ADAMS DUBBOL ACF ENUMERATOR (DUBBOL) 

 

  Aug Sept Oct Nov Dec Jan Feb Mar Apr May Jun Jul 
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Annex 6: Seasonal Calendar of 

Fune LGA 

 

 

Agricultural activities 

Land preparation             

Planting             

Weeding             

Green Harvesting             

Processing             

Farm Labour Demand             

Off farm labour             

Seasons Rainy season             

Flooding             

Dry season             

Hunger season peak             

Food price peak             

Diseases 

Diarrhea             

Malaria             


