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Executive summary  

Gombe Local Government started the implementation of Community Management of Acute 

Malnutrition (CMAM) in September 2009 and UNICEF providing support for the programme. Valid 

international in partnership with National Bureau of Statistic and Federal Ministry of Health conducted a 

Simplified Lot Assurance Sampling Evaluation of Access and Coverage assessment in November 2013[1], 

Gombe LGA coverage was classified   as moderate[2]. The SQUEAC coverage assessment is funded by 

Children Investment Fund Foundation (CIFF) with the aim of investigating the boosters and barriers to 

access and coverage of CMAM services. 

The investigation commenced by collating and analysing the information collected from the Outpatients 

Therapeutic Programme (OTP) cards from five health facilities[3]  running CMAM programme in Gombe 

LGA. Information was collected from relevant stakeholders using qualitative methods, this information 

was analysed and organised into barriers and boosters[5], and triangulated to test the strength of the 

data.  

From the quantitative data analysis, the performance indicators were generally below the SPHERE 

standard[6] throughout the period of 18 months (January, 2013 – June 2014. The cure rate fell below the 

standard except in Kumbiya Kumbiya OTP that has 86.4%. Defaulter rate exceeded the 15% SPHERE 

standard, with most of the defaulter exit the programme in their first or second visit to the OTP sites; 

only Kumbiya Kumbiya OTP has defaulter rate of 13.4% which is below the SPHERE minimum standard. 

Defaulter tracing study was conducted to investigate the reasons for defaulting and its resultants effects 

on the programme, 50 defaulters were traced across the OTP sites, 14 of children has passed away and 

10 children could not be traced. The beneficiaries stated that RUTF stock out was the major barrier that 

prevented them from continuing in the programme. 

Analysis on Mid-Upper Arm Circumference (MUAC)[7] on admission showed median of 100mm, 

suggesting late admission into CMAM programme and need to improve community mobilization and 

sensitization. In addition, the qualitative data confirmed that lack of community volunteers in most of 

the wards and inactive community volunteers in Town maternity. Inconsistent supply of Lack of data 

tools, Routine drugs and RUTF stock-out are barriers that have contributed poor service delivery. 

Apparently, National CMAM protocol is not totally adhered to by the health workers due to lack of 

training in terms health talks, routine drug prescription and sale of Amoxillcin at the rate of 100-150 

                                                           
[1]

 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 programme; Northern States of Nigeria-
(Sokoto, Kebbi, Zamfara, Kano, Katsina, Gombe, Jigawa, Bauchi, Adamawa, Yobe, Borno). Valid International. February 2014 
[2]

 Less than 20% 
[3]

 Nasarawo Gombe, Pantami, , Town Maternity , Kumbiya Kumbiya and Tudun  Wada HFs 
[5]

 Barriers refers to the negative factors while boosters refer to the positive factors that affect the CMAM programme and 
coverage.  
[6]

 SPHERE standards define the minimum performance of a Therapeutic Feeding Programme (TFP) in emergency setting thus: 
cure rate of >75%, death rate of <10% and defaulter rate of <15% 
[7]

 Measurement of MUAC at admission is a strong indicator of late/early detection as well as treatment seeking behavior and 
the effectiveness of community mobilization activities. 
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Naira. In addition, routine drug was last supplied to the health facilities in November 2013 which 

contributed to the Routine drugs sale at the health facilities.   

The positive factors (boosters) that have contributed to access and coverage include peer to peer 

referral, good awareness of the programme, good knowledge about malnutrition, good client and 

beneficiary relationship and good health facilities interface. However, the negative factors (barriers) 

undermine the effect of these boosters on access and coverage. The wide area survey revealed the 

coverage estimate of 27.4% (18.7 %- 38.5%), which is below minimum SPHERE standard of 75% for 

urban settings.  The p-valve of 0.8404 reveals good prior-likelihood compatibility, revealing proper 

identification of barriers and boosters to access and coverage.  

Action oriented recommendations were suggested based on positive and negative factors affecting the 

programme, in order to improve access and coverage in Gombe LGA.  

 Scaling up of OTP sites to  neighboring LGA  and to other wards in Gombe LGA for programme 

improvement  

 Improvement and effective supply chain of Routine drugs and RUTF  in all OTP sites 

 Provision of data tools to all the health facilities for proper documentation and good programme 

monitoring. 

 Provision of motivation and incentives to community volunteers in Gombe LGA 

 Creating more awareness and self- reliance on CMAM programme 

 Training and refresher training for health workers in all OTP sites  

 Recruitment of community volunteers  
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1. Introduction 

Gombe State, located in the northeastern part of Nigeria, it is located on latitude 10° 15′ N and 

longitude 11°10 E, its capital is Gombe. The State, nicknamed the Jewel of Excellence, was formed in 

October 1996 from part of the old Bauchi State by the Abacha military government and located in the 

north eastern zone, right within the expansive savannah allows the state to share common borders with 

the states of Borno and Yobe to the north and east, Taraba and Adamawa to the south, and Bauchi to 

the west. The state has an area of 20,265 km² and a population of around 2,982,599 people as of 2013 

(UNFPA). Gombe state has two distinct climates, the dry season (November–March) and the rainy 

season (April–October) with an average rainfall of 850mm. 

The National Demographic Health Survey NDHS 2008 rated Under five children (U5) with prevalence 

rate of 8.1% severely malnourished children. Gombe State in north-east Nigeria was just the right place 

to pilot the Community Management of Acute Malnutrition (CMAM) programme. The programme was 

piloted in three local government areas; Nafada, Gombe and Dukku LGAs. UNICEF provided 96% of the 

cost through capacity building and supply of Ready-to-Use, Therapeutic Food, while state and local 

governments were expected to contribute the remaining 4% for provision of structures, manpower and 

supply of essential drugs. UNICEF’s support to the programme was to last two years, thereafter; the 

state government took over the funding and expands the programme to other areas by 2011. From 

September 2009 to November 2011, a total of 13,004 severely malnourished children were admitted to 

the 15 health facilities. Out of them 4,913 were cured and discharged, but 79 came too late for any form 

of intervention to be administered, while the remaining 8,012 were still being treated. 

There are 3 Stabilization Centres (SC) in Gombe LGA which are; General Hospital Dukku, General 

Hospital Nafada and Gombe State Specialist Hospital. The CMAM geographical coverage is 27.7% with 5 

out of 23 health facilities offering CMAM services in the LGA. The recent SMART survey conducted in 

2013 puts the prevalence of SAM using MUAC at 0.7% in Gombe state.  

  

 

 

 

http://en.wikipedia.org/wiki/Nigeria
http://en.wikipedia.org/wiki/1996
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Figure 1: Map of Gombe LGA showing the wards with OTP site and those without the OTP 

Gombe LGA is one of the UNICEF supported LGAs and is bordered by Kwami LGA to the north, Yemaltu 

Deba to the North-East,  Akko LGA to the West and South. It has an estimated population of 268,000 

(2008 NPOPC) and a total of area of 58km². It is subdivided into 11 distinct administrative areas or wards 

namely; Ajiya, Bajoga, Bolari East, Bolari West, Dawaki, Herwa Gana, Jekadafari, Kunbia-Kunbia, 

Nasarawo, Pantami, and Shamaki with 5 wards having Health Facilities (HF) that serves as OTP centres 

and the remaining 6 with none  

Table 1: Shows the distribution of Health Facilities by ward and the proportion of HF having OTP services 

 S/N Wards CMAM Services HF with OTP  HF without OTP  Total 

1. Ajiya No 0 1 1 

2. Bajoga No 0 2 2 

3. Dawaki Yes 1 2 3 

4. Herwa Gana No 0 1 1 

5. Kunbia-Kunbia Yes 1 0 1 

6. Bolari East No 0 3 3 

7. Bolari West No 0 0 0 

8. Jekadafari No 0 1 1 

9. Shamaki Yes 1 6 7 

10. Pantami Yes 1 1 2 

11. Nasarawo Yes 1 1 2 

 Total 5 5 18 23 
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1.1. Objectives 
The objectives of the SQUEAC investigation were: 

• Investigate the barriers and boosters of the CMAM programme in Bichi LGA 

• Evaluate the spatial pattern of coverage. 

• Estimate the overall programme coverage of the LGA 

• Issue action oriented-recommendations in order to reform and to improve activities of the 

CMAM programme   

• Build the capacity of SMOH and LGA staff in Kano state on SQUEAC methodology  

1.2 Methodology 

SQUEAC methodology investigates critical examination of positive and negative factors affecting CMAM 

programme access and coverage through a mixed set of tools (qualitative and quantitative) combined 

with a stepped analytical approach. It is semi-quantitative in nature, utilizing quantitative data collected 

from routine programme monitoring, anecdotal programme information, small studies, small-area 

surveys and wide area surveys, as well as qualitative data collected using informal group discussions 

(IGDs), semi structured interviews and case histories with a wide variety of respondents. Bayesian 

probability theories are used to estimate the final CMAM coverage statistic2.   

1.3   Stages of SQUEAC  

 SQUEAC investigations consist of 3 main stages as shown below: 

 

Figure 2: Stages of SQUEAC 

 

Stage 1  

This stage identifies possible area of low and high coverage taking into consideration reason for 

coverage failure.  Routine data from beneficiary OTP cards was analyzed from all 5 OTP sites in Gombe 

                                                           
8 Refer to Myatt, Mark et al. 2012. Semi-Quantitative Evaluation of Access and Coverage (SQUEAC)/Simplified Lot Quality 
Assurance Sampling Evaluation of Access and Coverage (SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA for 
details. 

Stage 1: 
Routine data 
analysis and 
qualitative 

fieldwork  

Stage 2: 
Small area 
survey and 

small studies 

Stage 3:  

Wide area 
survey 

SQUEAC 
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LGA (Pantami, Nasarawo Gombe, Town Maternity, Tudun Wada and Kumbiya Kumbiya) health facilities.  

Qualitative information was obtained using in-depth interviews, semi- structured interviews and 

informal group discussions with beneficiary caregivers, community leaders, community volunteers, 

ordinary community members (during majalis3 and tea-shop gatherings), religious leaders, key 

influential people and traditional healers in 21 settlements in Gombe. LGA. 

Stage 2  

Based on quantitative and qualitative information collected, hypotheses were formulated to test 

areas of presumed high and low coverage according to the boosters and barriers identified during 

the small area survey. This stage confirms the homogeneity or heterogeneity of the programme 

coverage by purposively sampling in areas thought to hold different characteristics. It helps to verify 

our theories about the programme and determines whether the patchiness of coverage is a 

deterrent to the calculation of a final overall coverage statistic (in stage 3).  

 In this stage the processes outlines the iterative method of SQUEAC investigations and this 

important to develop the prior of the programme coverage. The steps of analysis involved in the 

small area survey data and the testing of the formulated hypothesis were as follows; 

1. Setting a standard (p) which is reasonable to set ‘p’ in line with the SPHERE minimum 

standards4 for Therapeutic Feeding Program (TFP). Using the SLEAC5 assessment that was 

done in Gombe LGA in November 2013 classified coverage as moderate, a 20% threshold6 

was used to classify coverage either low or moderate. Any coverage whose classification will 

be above 50% would be considered as high. 

2. Implement the small area survey  

3. Use of the total number of cases found (n) and the standard (p) to calculate the decision rule 

(d) using the formula     
 

 
  for 50% (p) coverage. 

4. Application of the decision rule: if the number of cases in the program (c) is greater than d 

then the coverage is classified as satisfactory, but when c is less than d then it is classified as 

unsatisfactory.  

5. Determination of the areas that have probable low and those that have probable high 

coverage. If the results do not agree with the hypothesis formulated then more information 

would need to be collected. 

  

Data collection in Gombe LGA 

                                                           
3
 Majalis; is a gathering of peers in a specific location (be it under a tree, or a shed or simply by the roadside) and at a specified 

time (depending on seasonality but mostly at the close of work) 
4
 Minimum standards for nutrition are a practical expression of the shared beliefs and commitments of humanitarian agencies 

and the common principles, rights and duties governing humanitarian action set out in the Humanitarian Charter. For CMAM 
programme, the minimum standard for coverage is 90% for camp settings, 70% for urban areas and 50% for rural areas. 
5
 Simplified Lot quality assurance sampling Evaluation of Access and Coverage 

6
 The coverage threshold used to define classes of coverage in the hypothesis was adopted from the two-standard three class 

classification used in SLEAC survey that is: < 20;  >=20 to <50;  and >=50 for low, moderate and high coverage classification 
respectively. In Gombe LGA SQUEAC stage two, results <= 20% was classified as low while that >20% was classified as high. 
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Visitation to identified villages 

The hypothesis was developed on the basis of; Business activities (urban context) and possible 

community mobilization presence in the LGA. Thus: 

 Eight villages were selected; 4 from a catchment area hosting OTP/CMAM HF and 4 from 

non-catchment. 

 2 villages within catchment area HF and 2 villages which are non- catchment CMAM HF7 

were identified. 

 Villages (2 having more business activities (more Urban); and 2 villages having less business 

activities) were chosen.  

The selected villages were assigned to and visited by the survey teams.  

Active and adaptive case finding 

Each team used an exhaustive active & adaptive case-finding method to search for SAM cases. The 

process involved: 

a) Case definition of malnutrition using local terms recognized in the community. Child who was 6-

59 months, had a MUAC <115mm with/or Oedema was identified as SAM case. 

b) Identification of key informants who were given the description of the children that are being 

searched. The key informant would then direct the SQUEAC team to the households perceived 

by the informant to have the described children;  

c) Use the caregiver of the SAM case that has been identified to lead the team to another dwelling 

that could have similar case  

d) Repeat the process until the SQUEAC team is led to the dwellings they have previously visited. A 

simple structured questionnaire was administered to the beneficiaries of non-covered cases 

identified during the process. In some cases house to house search was done in settlements 

close to the urban areas to search for SAM cases.  

Stage 3  

In stage 3 the small area survey findings were incorporated into the analysis and the team explored 

relationships between positive and negative factors affecting coverage by means of concept maps. 

Based on this comprehensive understanding of the issues at hand a prior estimate of coverage was 

determined by combining a belief histogram of minimum and maximum possible values, together with 

weighted and unweighted calculations of boosters and barriers. The Bayes SQUEAC calculator was then 

used to calculate the sample size of SAM cases for a wide area survey. SAM prevalence based on 

MUAC8, the median village population and the estimated percentage of children under 5 were used in 

the following formula to calculate the number of the villages to be visited to achieve this sample size.  

 

                                                           
7
 Catchment area is settlement that covers the range of the CMAM programme. 

8
 SMART nutrition survey done in Gombe state in 2014 
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 ⌈
    

                                                                        
⌉ 

The actual villages to be visited were selected from a complete list of villages9, stratified by Wards and 

CMAM facility. The sampling interval was calculated as: 

                  
                        

         
 

Data collection 

Fifteen villages were sampled from the master list of settlement using a random sampling interval, 

based on sample size by each wards. 47 SAM cases were sampled in 15 villages but 48 SAM were found 

including those covered and not covered by the programme. Villages selected were visited by the survey 

team using active and adaptive case finding methods to identify SAM cases with MUAC <11.5, 6-

59months of age, presence of oedema and recovering cases 

 

  

                                                           
9
 Provided by the National Bureau of Statistics, Gombe State 
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2. Results and Findings 

Stage 1: Identification of barriers, boosters and potential areas of high/low 

coverage 
Stage one started with data extraction from individual OTP cards collected, and analysis of the 

qualitative information from the community were inputted into the BBQ tool. 

2.1. Routine monitoring data and individual OTP card 

Routine programme data on admission, exit and performance indicators were analysed per facility and 

further analysis on MUAC measurement and defaulting was done. The analysis gave the investigators an 

idea of areas that are likely to have high and low coverage and insight to possible barrier that could be 

affecting the programme. The team analysed 2044 individual OTP cards from 5 health facilities in Gombe 

LGA for the period of 18 months (January 2013- June 2014). Admission criteria into the programme 

requires SAM case with MUAC of <11.5cm and/or oedema, 6-59 months of age.  

2.1.1.   Admission and Exit Data 

The data analysed includes admission trends, MUAC on admission, facilities admission discharge and 

length of stay in the programme using the information collected from individual OTP cards. 

Admission by HF 

Admission in the health facilities of Gombe LGA put into consideration the SAM cases from 5 OTP sites. 

Pantami, Nasarawo Gombe, Town Maternity, Kumibiya Kumibiya and Tudun Wada OTP sites.  The total 

SAM cases admitted into the programme over the period of 18 months were 2044 cases. Town 

maternity had 677 and Pantami had 538 of the total admission. The high rates of admissions in these 

areas were due to high population. Admission in Nasarawo Gombe and Tudun Wada was 432 and 330 

respectively, though the majority of the SAM cases visiting health facilities come from neighboring LGAs. 

 

Figure 3: Admissions by HF from routine data extraction    

67 
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Admission Trends 

The trend of admission gives an indication of patterns and changes that may have affected the 

programme. Here the programme was examined for 18 month period from January 2013 to June 2014. 

The trend of admissions was smoothed to remove noise by calculating an average and median of 3 

months; M3 and A3 respectively. The trend gives insight to when the programme is performing well or 

otherwise. 

 

 

Figure 4: Admission trend and seasonal calendar 
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The trend of admission and seasonal calendar shows that there was drastic reduction in admission May 

2013, September 2013 and another drop in January 2014. The reduction in admission can be explained 

by the RUTF stock out in this period. The peak in admission was attained immediately after RUTF stock –

out. The highest peak of admission happened between June and July 2013, after which the admission 

trend was consistently below 200 caseloads for the remaining months (August 2013- June 2014). 

MUAC at admission 

MUAC at admission gives insight to how early SAM cases are identified and good treatment seeking 

behavior. The median MUAC for Gombe LGA was 100mm which is an indication of late admission into 

CMAM programme.  This late admission into the programme suggested that SAM cases have the chance 

of staying longer in the programme, also the SAM cases might have developed medical complication 

before admission into the programme. 

 

Figure 5: MUAC on admission 

MUAC at exit  

According to the National CMAM protocol, the exit criteria for discharged are that the child should have 

MUAC measurement of 125mm for two weeks consecutive with increased weight gained.  From the 

routine data for Gombe LGA showed that 915 SAM cases were discharged with MUAC ≥ 125mm and 55 

SAM cases were discharged with 125mm exactly. However, 870 SAM cases were discharged with MUAC 

< 115mm.  This is an indication that CMAM protocol is not followed by the health worker. 

0

100

200

300

400

8
0

8
2

8
3

8
4

8
5

8
6

8
7

8
8

8
9

9
0

9
1

9
2

9
3

9
4

9
5

9
6

9
7

9
8

9
9

1
0

0
1

0
1

1
0

2
1

0
3

1
0

4
1

0
5

1
0

6
1

0
7

1
0

8
1

0
9

1
1

0
1

1
1

1
1

2
1

1
3

1
1

4
1

1
5

1
1

9
1

2
0

1
3

5
1

5
0

N
u

m
b

e
r 

o
f 

C
as

e
s 

MUAC Measurement (mm) 

MUAC  at Admission 
Median MUAC 
at Admission=100mm 



16 
 

     Figure 6: A bar chart representation of MUAC on exit 

Length of stay  

Length of stay considered the numbers of weeks the admitted SAM cases stayed in the programme 

before they are discharged from the programme. Following good adherence to compliance and early 

treatment, the length of stay in the programme should be about 4weeks. In Gombe LGA, the median 

length of stay is 5 weeks which is considered as late admission into the CMAM programme. 

 

Figure 7: Histogram representation of the LOS with the median LOS shown in red arrow 
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2.1.2. Performance indicators 

 The effectiveness of the programme to retain and cure SAM cases within expected time is revealed by 

the performance indicators.  The results showed that the programme is below the SPHERE minimum 

standards, the cure rate for the period of 18 months is 44.7% which is below the SPHERE minimum 

standard of 75%, the defaulter rate is 54.7% (minimum standard of <15%).  Death rate (0.2%) and Non-

recovery rate (0.3%) meet up the SPHERE standard. 

 

Figure 8: Pie-chart representation of performance indicators. 

Performance indicators per health facility  

The alarming rate of defaulters requires further investigation in Gombe LGA. From the routine analysis, 

defaulter outcome is high in four OTP sites (Nasarawo Gombe, Pantami, Town Maternity and 

Tunduwada), only Kumbiya kumibiya OTP site has defaulter outcome (13.4%) that falls below the 

SPHERE standard. Town maternity HF has the highest defaulters’ outcome of 72.3%, while Nasarawo, 

Gombe, Pantami and Tundun Wada have high defaulter rates of 45.3%, 44.4% and 53.9% respectively. 

The cured outcome in Kumbiya kumbiya OTP meet up with the SPHERE standard considering the fact 

that it has low admission which also suggest for further investigation in this health facility. Cure rate in 

other health facilities showed poor outcome that is below the SPHERE standard.  

Death 
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Figure 9: Graphical representation of discharged outcome by health facility 

Performance Indicator Trends 

Performance indicators trend show the outcomes of the CMAM program over the period of 18 months 

(January 2013- June 2014). Performance indicator trend show that the cure and defaulter rate was 

consistently below the SPHERE standard over the period of 18 months while death, non- recovered and 

hidden defaulter meet up with SPHERE standard consistently. Defaulter rate show an inclining pattern in 

January 2013 – August 2013, but the defaulter rate declined in September 2013 – June 2014. In addition 

defaulter rate peaked in April and August 2013 was responsible to RUTF stock- out experienced during 

this period. 

 

Figure 10: Trend of performance indicators in 2012- 2014 
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MUAC at Default 

The graph show the number of SAM cases that defaulted before reaching the discharged criteria of 

125mm, 703 of the SAM cases defaulted from the programme with MUAC reading of < 115mm, 122 

SAM cases defaulted from the programme with MUAC reading 115mm and 303 SAM defaulted the 

programme with MUAC above >115 but did not meet the discharged criteria. 

 

  

Figure 11: MUAC at Default 

Default by HF 

The default rate by health facilities show that Town maternity has the highest number of SAM cases that 

defaulted from the programme while Tundn Wada, Pantami and Nasarawo Gombe have relatively high 

defaulters. However, Kumbiya kumbiya OTP sites have very low number of defaulters which may 

suggest that there is good programme monitoring but not overlooking the low number of admissions at 

this OTP. 
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Figure 12: Defaulter by Health Facilities  

 

Number of visits prior to default 

 The number of SAM cases that defaulted from the programme in the their first week of visit to the 

fourteen week weeks of visit is about 1134 SAM cases, 63.2%  defaulted from the CMAM programme in 

their first to third weeks of visit. The rate of defaulters in their first week of visit to programme give an 

insight that there are factors that are responsible for this high defaulting in their first week. 

 

Figure 13: Number of visits at default 
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Time to travel to CMAM site 

The time to travel show the distributions of that come from various settlements based on the distance 

to the OTP sites. The information collected based on the distance from the OTP cards, majority of the 

beneficiaries (1184) use less than 30 minutes to walk to the OTP.  This suggested that beneficiaries that 

attend the programme do not have distance as barriers to assessing CMAM service. 86.9% of the 

beneficiaries are obtained from those living 1 hour or less than 1 hour. 13.1% of beneficiaries living 

more than 1 hour and greater than 2 hours from the OTP sites. 

 

Figure 14: Time of travel to OTP Site. 

 

2.1.3. Summary of quantitative data per facility and the rationale. 

Pantami OTP 

Pantami Ward was the first to start CMAM program in Gombe LGA, though it sharing border with Ankko 

LGA. The performance indicators were generally below the SPHERE standard, the high defaulter rate is 

43.9% and it suggested that majority of beneficiaries that assess the CMAM service are from Ankko LGA 

(without CMAM programme) who defaulted from the programme due to RUTF stock- out and possibly 

distance to the health facilities. The cured rate is 54.8% which is below the SPHERE standard for 

discharged cured of 75%, the poor retention in Pantami health facilities suggested that various  factors 

like poor programme monitoring,  lack of active case findings, RUTF stock-out and Routine drugs stock-

out can be responsible for the poor outcome.  

Nasarawo Gombe OTP 

Nasarawo is on the extreme of Gombe LGA bordering three other LGAs (Ankko, Deba and Yermltu LGA).   

The performance indicators show that performance of the CMAM activities in the Nasarawo Gombe is 

poor. The indicators are below the SPHERE standard expect for the death rate, defaulter rate in 
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Nasarawo Gombe is 45.4%, this suggest that poor retention in service uptake and this could be as a 

result of wrong discharged caseloads of beneficiaries that assess CMAM programme in the health 

facilities. RUTF stock out could be another reason for high defaulter whereby beneficiaries do not have 

access to enough RUTF. 

Tudun Wada OTP 

Performance indicator in this health facility is generally poor except for death rate of 0.9%.  The 

admission over the period of 18 months show that 432 SAM cases were admitted into the programme  

and 54.2% of beneficiaries defaulted from the programme before they reached the discharged criteria. 

The cured rate is 44.9%, this suggest that the programme has poor retention and it below the SPHERE 

standard of 75%. Various factors affecting the CMAM programme suggest for further investigations. 

Town maternity OTP 

The admission rate is 33.1% (677 SAM cases), 354 SAM are exit from the CMAM programme in Town 

maternity without meeting up with the discharge criteria, this suggest that greater percentage of the 

SAM cases exit the programme with the admission criteria of 115mm. High defaulter rate of 71.7% in 

this health facilities show that there is poor retention of beneficiaries and this suggest that there factors 

responsible and call for further investigation. 

 

Figure 15: Exit MUAc at Town Maternity. 

Kumbiya Kumbiya OTP 

From the Routine data the Admission rate is 3.3% (67SAM cases) and 5 SAM children were discharged 

below the admission criteria, in addition 9 SAM cases defaulted from the programme.   Considering the 

settlements selected across the catchment area of Kumibiya OTP, various factors has contributed to a 

relative good service programme in this health facility.  The performance indicators meet up with the 

SPHERE standard. Defaulter rate of 13.4% showed that admitted SAM cases defaulted throughout the 

period of 18 months, this suggest that CMAM programme in Kumbiya Kumbiya OTP site has good 

retention of the SAM caseload that visit. The cured rate of 86.6% suggested that CMAM activities have 

good programme monitoring and the SAM cases discharged relatively meet up with the discharged 

criteria. 
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 2.2. Qualitative data 

The qualitative data collection was conducted in 5 wards with CMAM services, in settlements with 

catchment area and non – catchment area of the OTP sites. The CMAM sites visited during the 

investigation were Tudun Wada, Town Maternity ,  Pantami, Nasarawo Gombe and Kumbiya Kumbiya 

OTP sites.  Various stakeholders of the programme (Community caregiver, health workers, Key 

informants, community volunteers and traditional) were interviewed through semi- structured 

interview, informal group discussion and in-depth interviews. Supervisory check was also done by 

observing activities in the CMAM programme. Information from various data sources was triangulated 

by source and methods using sampling to redundancy, and inserted in the BBQ tool.  

Pathway to treatment 

Children suffering from malnutrition can either have medical complication or not, but the choice of 

treatment can increase morbidity and mortality of the SAM cases when admitted and degree of severity 

can increase long length of stay in the CMAM programme. In some communities in Gombe LGA, some 

traditional healer testified that they treat malnourished children which confirms delayed pathway to 

health seeking behavior. In Alh. Baba Wanzan settlement, the traditional healer said malnutrition is 

caused by dirty environment and improper bathing of the child at birth leads to malnutrition.  He also 

said that he treat SAM cases by cooking concoction, herbs and by applying oil on the child head after 

shaving the hair.  During the investigation, 9 traditional healers were visited and 7 traditional healers 

were aware of the CMAM programme and also make referral to CMAM sites when the SAM cases is not 

recovery and develop medical complications. A caregiver in Nasarwo Gombe said she had visited a 

traditional healer when her daughter was having fever and diarrhea but later went to Nasarawo Gombe 

health facilities when her friend referred her to the CMAM programme. 

RUTF stock out  

Lack of RUTF supply to the beneficiaries has negatively affected the CMAM services within the 

settlements and it has increased high defaulting from the CMAM programme. Inconsistent supply of 

RUTF to beneficiaries put the SAM cases at high risk of deteriorating health status whereby it delay their 

recovery rate and increase the length of stay in the programme. In Pantami, health worker confirmed 

that RUTF stock out is an issue that has negative effect on service uptake and it is the major reason for 

high default rate because beneficiaries often feels discouraged.  Also in Tudun Wada, health worker 

confirmed that stock-out of RUTF has negative effect on the CMAM programme.  Caregivers in Panatmi, 

Kumbiya Kumbiya and Nasarawo Gombe health facilities said they had visited  OTP sites at a point and 

there was no RUTF given to them.  

Lack of data tools  

Documentation of beneficiaries’ information is important but in all the health facilities, beneficiaries 

were asked to give 20 Naira to photocopy data tools for them to capture their information. OTP and 

Ration card are not available for the programme and in such proper programme monitoring cannot be 
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done effectively.  In Nasarawo Gombe OTP, the health worker said OTP card and Ration cards were 

supplied in November 2013.  

Absence of Community Volunteers 

Absence of community volunteers in all the catchment and Non catchment area of the OTP sites has 

reduced the potential of community mobilization and sensitization in the communities.  Mobilization, 

sensitization, referral, home visit and defaulter tracing are absence in communities.  Health workers in 

Pantami, Nasarawo Gombe, Tudun Wada and Kumbiya Kumbiya OTP sites said they do not have 

community volunteers that are active in the communities. In addition, the absence of motivation and 

incentives has reduced their activities of community volunteers in Town maternity OTP sites.  

Community members in Gombe LGA said they have not seen any community volunteers doing 

community mobilization/screening for malnutrition.  

Routine drugs stock-out/ sale 

Routine drugs are to be given to severe acute malnourished children who are admitted into OTP 

programme, but in practice inconsistent supply of routine drugs is often experienced by the 

beneficiaries. In all the OTP sites in Gombe LGA (Pantami, Nasarawo Gombe, Tudun Wada, Town 

Maternity and Kumbiya Kumbiya OTP) do not have consistent supply of routine drugs. In Nasarwo 

Gombe, the health worker displayed the supply stock cards for the SQUEAC team and the last supply 

was made in June 2013. Routine drugs (amoxicillin ) was been sold to beneficiaries depending on the 

OTP sites but the price ranges from 100-150 Naira. In Tudun Wada, a caregiver said she had to buy 

amoxicillin (N100) from the health facility.  

Inadequate trained staff on CMAM protocol  

The national CMAM protocol provides guidelines on how the CMAM programme operates but some of 

the staffs working in Gombe LGA have not been trained on CMAM protocol and guideline and other 

health worker needs refresher training on the CMAM protocol. Kumbiya kumbiya OTP sites, the health 

workers said she was not trained on CMAM protocol but she learnt by doing the CMAM activities. 

Inadequate training on CMAM protocol among health workers are responsible for the wrong discharge 

of SAM cases without reaching the discharged criteria. 
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2.2.1. Boosters, Barriers and Questions (BBQ) 

The result of the qualitative data collected from the community was analysed using the BBQ tool and 

presented in the table below; 

 Barriers and boosters found during the qualitative data collection with the source and methods. 

Boosters 

1. Peer to peer referral  1A, 2A, 5A 

2. Good health and beneficiary/client relationship 1A, 2A,5A, 

3. Good Knowledge about malnutrition 1A, 6B , 4B,4A,5A 

4. Good health facilities interface  (Referral from non-OTP – OTP sites) 2A, 7B, 3E 

5. Good awareness about the programme 5A, 4A, 1A, 2A, 9B 

Barriers  

1. Delayed  pathway to health seeking behavior 1A, 6D, 7C, 10C, 2A,9B 

2. Lack of active CVs 1A, 9B, 2A,7C, 

3. Lack of data tools 6D, 2A,7A,3E 

4. Sharing of RUTF among adults 1A, 5A,9B,4A 

5. RUTF stock- out 1A,2A,9C, 4B,7C,7A 

6. Routine drugs stock-out and sale at the Health facilities 1A,2A,9B,4B,7B 

7. Lack of community mobilization and sensitization 1A,4B,4A,7B 

8. Lack of training and refresher training for the health workers  3E, 7B 

9. Lack of active case findings in the communities 1A, 2A, 3E,4B,4A 

10. Inadequate trained health workers on CMAM protocol 2A, 6D, 3D 

11. High defaulter 6D, 5A 

12. Long waiting time 2A,3E, 5C 

13. Rejection 5A, 

The analysis of the qualitative data reveals that there are 18 barriers and 5 boosters to programme 

access and coverage.         

Source   Method  

1. community leader  

2. care givers in the programme 

3. observation checklist 

4. religious leader 

5. care givers nor in the programme 

6. routine data 

7. health workers 

8. programme data 

9. majalisa 

10. traditional healers 

A.  semi structured interview 

B. Informal group discussion  

C. In-depth interview  

D. Data extraction 

E. observation 
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2.2.2 Concept Map 

Concept map links relationship between barriers and boosters and it gives better understanding of how 

the barriers and booster affect each other and their resultant effect on the programme coverage.  After 

inputting into the BBQ tools, enumerators were grouped into two teams, each teams explained how the 

barriers and boosters affect coverage. Delayed pathway to health seeking behavior, lack of active CVs, 

absence of community mobilization and sensitization were the major factors reducing the programme 

coverage while self-referral, good knowledge of the malnutrition and good health facilities interface 

were factors increasing the programme coverage.  

Observation from various OTP sites using Supervision Checklist 

Nasarawo Gombe Health Facility 

Anthropometry measurement done in this OTP was conducted by a single health worker who had been 

trained on CMAM protocol since inception of programme, whereas other health workers available on 

duty are not trained on CMAM protocol but were assisting on other activities. MUAC measurement was 

done accurately by the health workers on duty on the day of visit.   

Lack of community volunteers in the OTP sites and referral system has contributed to absence of follow 

up on defaulters and lack of community mobilization or NO outreaches in community. But in an 

interview session with the Health worker (In-charge), she said they use to have CVs before when the 

CMAM programme started but they no longer come for the CMAM activities.  

Routine drugs  

 Beneficiaries that attend this OTP sites were asked to make purchase routine drugs for 150 Naira. 

Vitamin A and Albendazole were not given to beneficiaries.  

Tudun wada Health Facility 

Health workers in Tudun Wada were trained on CMAM protocol but for over four years which suggests 

that there is need for refresher training on CMAM activities. Anthropometry measurements were done 

accurately in this facility.  

Absences of community volunteers and follow up on defaulters results to absence of community 

mobilization and outreaches.  

Beneficiaries are made to pay 120 Naira for routine drugs (Amoxicillin) in this health facility, there was 

no provision for other routine drugs like Albendazole, though Vitamin A supplement was made available 

by UNICEF. 

Pantami Health facility  

There was presence of a single community volunteer in this health facility at the time of visit, but the 

CVs has not being involved in community mobilization and active case findings recently due to lack of 
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motivation and incentives of  1000 Naira.  CMAM programme in this facility has experienced set back in 

form of shortage of trained health worker on CMAM protocol. RUTF stock- out has also contributed to 

some of the factors affecting the CMAM programme.  

Kumibiya Kumibiya health facility and Town Maternity 

Trained health workers on CMAM protocol were available at the facility; anthropometry and medical 

assessment were done accurately, though appetite test conducted was not done properly due to 

shortage of RUTF which warranted the health workers to share a single sachet of RUTF among the newly 

admitted beneficiaries and there was sale of routine drugs in this facility as well.  Although there is 

absence of community volunteers but beneficiaries that gave their phone numbers were being called 

when they default or absent.  
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3. Stage 2: Confirmation areas of high and low coverage 

3.1. Small area Survey 

At the conclusion of first stage, the area of probable high and low coverage and factors responsible for 

coverage failure identified.  Delayed pathway to treatment, lack of data tools, lack of active case 

findings, lack of community volunteers, RUTF stock –out are identified as the factors responsible for 

coverage failure in Gombe LGA. Peer to peer referral, good knowledge about malnutrition, good 

interfaces between health facilities and good awareness about the programme are boosters responsible 

for coverage success.  

Small area survey entails searching for all possible SAM cases in the communities, active and adaptive 

case findings methodology was employed to search for the SAM cases in the population. The 

distribution of coverage among the population was identified. Reasons for coverage failure were tested 

by developing hypothesis for the small area survey. Catchment area to the OTP sites is a factor that 

affected the coverage whereby difference between those in the catchment and non-catchment area.  

Also difference between settlements with high business activities and those with low business activities 

were considered as factors that could affect the spatial distribution of coverage. 

 It was Hypothesized that: 

1. Coverage will be higher in the catchment areas hosting CMAM programme and will be low in 

non-catchment area.  

                                                                  

                                                                                     

 

2. Coverage will lower in areas with low business activities (less urban context) and coverage will 

be higher in areas with more business (strong urban context) activities. 

                                                                               

                                                                                       

 

 

The SLEAC survey conducted in November 2013 classified Gombe LGA as having moderate coverage 

(20-50%); therefore a decision threshold of 50% was used in the hypothesis. 
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Results of the Small Area Survey: 

Hypothesis Village 
Total 

SAM = n 

SAM 

Covered 

(C) 

SAM not 

Covered 

(NC) 

Recovering 

(RC) 

 d  

=n/2 

Coverage   

Threshold 

= 50%  

Coverage 

Classification 

O
TP

 W
ar

d
 

Catchment  

Gabbuka 3 2 1 0 
 

2 

 

Not ok 

C = 2= d = 2 

low  
Jauro Maina 1 0 1 0 

Total 4 2 2 0 

Non-

catchment 

Ahmadu 

Hama Dalo 

2 0 2 0 
 

 

2 

 

 

Not ok 

C = 1 <d = 2 

Low Balawase 2 1 1 0 

Total 4 1 3 0 

B
u

si
n

e
ss

 a
ct

iv
it

ie
s 

High 

Herwa Gana 2 1 1 0  

 

3 

 

 

Not ok 

C = 3=d = 3 

Low  
Iyan Gombe  4 2 2 1 

Total 6 3 3 1 

Low 

Chechinya 0 0 0 0  

 

1 

 

 

Not ok 

C = 1=d = 1 

Low 
Jauro Abare 2 1 1 0 

Total 2 1 1 0 

Grand Total 16 7 9 1  
  

Table 2:  Results of small area survey 

 

Hypothesis 1: the table shows that 4 SAM cases were found in the communities in the catchment area 

of the OTP sites. 2 SAM were covered while 2 not covered and no SAM cases were found recovering. In 

the catchment areas, the coverage is classified as unsatisfactory. In the non-catchment area, 1 SAM case 

was covered in the programme out of 4 SAM cases and three were not covered by the programme. 

Therefore the coverage is classified as unsatisfactory (less than 50%).  

Hypothesis 2: Out of the 6 SAM cases found in high business area, 3 were in the programme and 3 SAM 

cases were not in the programme; 1 case was found to be recovering. This showed a low coverage (less 

than 50%) in the areas with high business activities. 

3.2. Catchment study  

From the routine data, analysis was done on beneficiaries accessing services from within and outside the 

catchment areas of the OTP Sites. The figure below showed that in 4 of the OTPs (Nasarawo Gombe, 

Pantami, Town maternity and Tunduwada), majority of their beneficiaries are from outside the 

catchment areas and this accounts for the high default rates at these health facilities. This can further 

explains the reason for the low number of defaulters in Kumbiya kumbiya OTP (as seen in figure 12 of 
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page 19). In general, this is an indication that CMAM programme should be scaled up to other LGA 

asides Gombe LGA.  

 

 

Figure 16: Distribution of beneficiaries by location.  

 

3.3. Barriers in Small Area Survey 

 The barriers discovered in the small area survey were categorized below 

Barriers to service and service delivery  

Barriers  Numbers of Respondents  

RUTF stock-out 10 

Rejection 4 

Mother too busy 3 

Divorced  2 

I thought it was necessary to be enrolled at the hospital first 2 

No knowledge about the program 4 

No reasons 5 

Wrong discharged  5 

Grand Total 35 

Table 3: barriers of the small area survey 

71.2% 

23.1% 

41.7% 

31.5% 

47.7% 
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76.9% 

58.3% 

68.5% 

52.3% 

K/kumbiya Nasarawo gombe Pantami Town Maternity Tunduwada

Beneficiaries by location (n=2039) 

% Catchment % Non-catchment
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The graphical representative of the barriers is depicted below: 

 

Figure 17: Barriers to access found in Small Area Survey 

 

3.4. Defaulter tracing results  
 The high rate of defaulters in Gombe LGA above the SPHERE minimum standard, most of the 

defaulters visit the programme in the first – second weeks. The high defaulters resulted in further 

investigation to find out reasons for not attending the programme. Defaulter cases were randomly 

selected across all the OTP sites. 10 defaulters were examined in each of the OTP sites making a total 

of 50 defaulter cases. 14 SAM cases were found to be dead during the investigation and other reasons 

for defaulting were given by the beneficiaries. 

 

Figure 18: Reasons for defaulting from the programme 
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4. Stage 3: The coverage estimate (using Bayesian Theory) 

4.1. Development of Prior  
Bayesian probability statistic uses existing information gathered from the qualitative and quantitative 

data sources. The information was analyzed to give an idea about the programme coverage in Gombe 

LGA. The informed idea about the programme coverage is known as the “Prior” which will give a fair 

estimate of the CMAM programme coverage and it a representation of our confidence in high 

programme coverage. 

Factors affecting the programme either positively or negatively were collected and categorized into 

boosters and barriers affecting the CMAM coverage.  

Procedures employed to weigh the barriers and boosters in four ways were; 

 Weighted barriers and boosters 

  Un-weighted barriers and boosters 

 Concept map and 

  Belief histogram 

Concept Map 

The prior was calculated from the concept map by counting the links connecting the barriers (negative) 

and boosters (positive) from the map.  

Findings from the concept map were: group 1 booster (7) barriers (14) and that of group 2 booster (6) 

and barriers (14). 

Group 
Barriers  Boosters Prior 

Arrows # Weight Total Arrows # Weight Total Mode 

Group 1 14 5 70 6 5 30 30% 

Group 2 14 5 70 7 5 35 32.5% 

Prior Mode (Concept Map) = Average 31.25% 

 

Group 1  

                   
(    )  (      )
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GROUP 2 

                   
(    )  (      )

 
 

 
     

 
       

             
                                     

 
 

 
(       )

 
 
     

 
 

        

 

Prior of the weighted barriers and boosters 

The BBQ considered the effect of the each of the factors and it relevant to the investigation of the 

coverage, in light of the evidence generated from the small area survey. Each factors of the BBQ was 

weighted based on its impact on the CMAM programme and how its affect the programme directly or 

indirectly. The participants were grouped into two teams and were instructed to weigh each barrier and 

booster from 1 to 5 according to the presence of the factor in the dataset (through a variety of sources) 

and its relative impact on coverage. Scores assigned by the two groups and the average scores were 

tabulated and calculated below: 
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Barriers, Boosters & Questions  

Table 4: Barriers, Boosters and Question 

S/No 

Barriers Boosters 

Weighted 
Un-

Weighted 

Weighted 
Un-

Weighted 
  GP1 GP2 Average   GP1 GP2 Average 

1 
Delayed pathway to health seeking 

behavior 
3 4     3.5 5 

High number of self-referral, peer 

to peer referral 
4 5 5 5 

2 Lack of active CVs 3 4 3.5 5 
Good health and beneficiary 

relationship 
3 3 3.5 5 

3 Lack of Data tools 3 2 2.5 5 
Good knowledge about 

malnutrition 
4 3 3.5 5 

4 Sharing of RUTF 3 3 3 5 Good health facilities interface 3 4 3.5 5 

5 RUTF Stock-out/break 5 5 5 5 
Good awareness about the 

programme 
4 2 3 5 

6 Routine drugs stock out 4 3 3.5 5      

7 
Lack of community mobilization & 

sensitization 
4 3 3.5 5           

8 RUTF sales in the community 4 3 3.5 5           

9 Lack of active case findings 4 4 4 5           

10 Inadequate trained staffs 3 3 3 5           

11 Long waiting time 2 4 3 5           

12 High defaulters 4 3 3.5 5           

13 Rejection 3 4 3.5 5      

 

TOTAL 45 45    45 65    18 17 17.5  25 
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1. Prior from the weighted barriers and boosters 

 

Prior BBQ weighed  =               
(      ) (      )

 
 

        

       

 
 
    

 
 

                                

= 36.25% 

 

2. Prior from the un-weighted barriers and boosters 

Each of the barriers and booster were given a score of 5%  

Booster = 5 x 5 = 25 

Barriers = 13 x 5 = 65 

Therefore: 

 

                       
(    )  (      )

 
 

     

 
 
  

 
 

BBQ Un- weighted =     
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Triangulation of 4 methods 

 The final prior result was calculated by triangulation of the four methods and the average of the four 

prior 

 

 

Figure 19: Triangulation of different Priors to give the Prior mode 

Therefore, the Prior was set at 30.62% which was plotted using the Bayes SQUEAC calculator and 

presented  
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Prior and sampling of the wide area survey  

 

Figure 20: Final Prior Mode plotted and suggested sample size in Bayes SQUEAC calculator 

4.2. Likelihood 
 

The likelihood refines the estimate coverage using the information from the wide area survey. Using the 

Bayes calculator; the SAM cases sample size was 47. The medium population size per village in the LGA 

of Gombe LGA is 2401 of which 18% are estimated to be children 6-59 months. The SAM prevalence was 

estimated at 0.7% according to the SLEAC survey conducted in 2013. 

SAMPLE SIZE 

1. Sample size SAM(    )                   from Bayes SQUEAC Calculator 

                                 (        ) 
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  15 villages to be visited in the wide area survey 

 

The number of villages to be visited is 15 villages 

Sampling Interval 

                 (  )  ⌊
                    

          
⌋ 

   ⌊
   

  
⌋ 

      

 

Therefore: 

Active and adaptive case finding was used to search for the 47 SAM cases, in 15 villages of 

Gombe LGA to develop the posterior for coverage of the CMAM programmme 

 

Stratified spatial systematic sampling was done to select the total of 15 villages for the wide 

area survey.  

Therefore, an active and adaptive case finding method was carried out in the 15 villages. The case 

definition was a child who: 

 Had MUAC less than 11.5 cm 

 Had bilateral pitting oedema 

 Was aged 6-59 months 

 

 

RESULTS OF WIDE AREA SURVEY 

 

The wide area survey found a total number of 49 SAM cases of which 13 cases were covered, 36 cases 

not covered. In addition 7 SAM cases were found to be recovering cases in the programme. 
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In the wide area survey, barriers affecting service uptake in Gombe LGA are Lack of RUTF stock-out, 

husband refusal, preferred traditional healer, lack of awareness about malnutrition, rejection and 

challenges faced by mothers.   

Reasons for not attending. 

  

Figure 21: Barriers to programme access and uptake 

Barriers to service and service delivery  

Barrirers  Responses 

lack of awareness of about malnutrition 5 

insecurity 1 

the child was discharged wrongly 1 

mother is sick 2 

Prefer traditional healer 2 

the child refused to consume the RUTF 1 

the child has been rejected by the programme already 6 

other parent's children have been rejected  2 

Husband refusal  3 

I don’t care about the health of the child 2 

the child was discharged due to non -recover 1 

Lack of RUTF  10 

GRAND TOTAL 36 
 

Table 5: Reasons for not attending 

0 2 4 6 8 10 12

Lack of awareness of about malnutrition

Insecurity

The child was discharged wrongly

Mother is sick

Prefer traditional healer

The child refused to consume the RUTF
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Other parent's children have been rejected

Husband refusal

I don’t care about the health of the child 

The child was discharged due to non -recover

Lack of RUTF stock-out

Wide Area Survey 
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4.3. Posterior 

Using the Bayes SQUEAC calculator to determine the binomial conjugate for posterior, it involves 

reconciling the prior and the likelihood together. The coverage estimate was 27.3% with credible 

interval of 18.7% to 38.5%, p-valve 0.8804 and z test of 0.2. The overlap between the prior, likelihood 

and the posterior indicated that there is reliable estimate. 

 

Figure 22: Final result of coverage. 
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5. Discussion 

The SQUEAC assessment investigated all 5 OTP sites in 5 wards of Gombe LGA, assessing the major 

barriers and boosters affecting the CMAM programme and offering possible solutions to improve the 

coverage. The estimated coverage from the wide area survey was 27.3% (18.6% - 38.4%), which is in 

accordance with 2013 SLEAC which categorized Gombe LGA as moderate coverage (20%- 50%). 

The coverage estimate in Gombe LGA had various factors that contributed to service uptake, access and 

coverage. Good awareness about the malnutrition, peer to peer referral, and good health facilities 

interface, good awareness about the programme, good health worker and client relationship were the 

boosters. However, the major factor that hindered coverage is the community mobilization which is a 

component of CMAM protocol. Absence of community volunteers in four OTP sites expect in Town 

maternity which has inactive community volunteer which is an indication that there is no defaulter 

tracing and community referral to the health facilities. The resultant effect of absence of community 

volunteers was illustrated during defaulter tracing investigation when random selection of 50 SAM 

cases, 14 SAM children had passed away, 10 SAM could not be traced and 17 SAM cases defaulted from 

due to RUTF stock- out. 

Major barrier to treatment access and coverage relates to provision of RUTF and routine medicines for 

the SAM children. It was observed that Amoxillcin was last supplied to the health facilities in November 

2013, the provision of Amoxillcin is done by the health worker, and the price ranges from 100- 150 Naira 

in all the OTP sites. Also lack of data tools has contributed to low access and coverage, improper 

documentation of beneficiaries and this affect indirectly the programme because information are lost.  

In addition, beneficiaries pay 30 Naira for photocopying of data tools in all the OTP sites as at the time of 

investigation, which result to beneficiaries defaulting from the programme in the first or second visit to 

the OTP sites.  

Further investigation was done concerning the beneficiaries that asses the programme from non- 

catchment areas outside of Gombe LGA, 2044 SAM cases were admitted into the programme, 1273 

beneficiaries assess the CMAM programme from non-catchment area, this result to 62.2% of 

beneficiaries.  

Routine data extraction revealed gaps in reporting and discharging of cases. Of the 1,885 discharged 

cases, 870 (46%) were discharged with MUAC less than 115mm, which means they are still in the 

category of severe acute malnutrition, thus the CMAM national protocol is not being followed. This gap 

ensued because the Health workers are yet to receive training on CMAM. Even the health workers who 

were previously trained on CMAM have been transferred to other health facilities where OTP services 

are not provided or to other LGAs. Also, inadequate programme monitoring and supervision has 

broadened this gap as some of these issues would have been identified and addressed during 

monitoring visits. 

Therefore, training of the health workers from the OTP and non-OTP facilities to acquire knowledge on 

management of malnutrition is a necessity; and effective programme monitoring/supportive supervision 
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by the State/LGA teams to ensure sustainable and practical utilization of the knowledge gained will 

improve the quality of the CMAM programme in Gombe LGA. 

Finally, the CMAM programme operates in 5 health facilities out of 23 health facilities in the LGA. The 

investigation suggested that scaling up of CMAM programme in neighboring LGA and within Gombe 

LGA, due to those in non- catchment area can improve programme coverage.  
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6. Conclusion 

In conclusion, the coverage estimate in Gombe LGA was classified as moderate by the SLEAC survey 

done in November, 2013.  The SQUEAC estimate done found the coverage of the CMAM programme 

27.3% (18.6% - 38.4%), which connote that high number of SAM cases assess the CMAM programme are 

from outside of Gombe LGA which result to defaulting. In order to improve the CMAM programme in 

Gombe LGA, boosters should be strengthened and the barriers preventing the service uptake should be 

addressed. Creation of OTP sites in other neighboring LGA will reduce the influx of beneficiaries coming 

into Gombe LGA. Provision of data tools and recruiting community volunteer in all the OTP sites will 

improve and increase service up take by the beneficiaries. 

Action oriented recommendation are as follows; 

 Scaling up of OTP sites to  neighboring LGA  and to other wards in Gombe LGA for programme 

improvement  

 Improvement and effective supply chain of Routine drugs and RUTF  in all OTP sites 

 Provision of data tools to all the health facilities for proper documentation and good programme 

monitoring. 

 Provision of motivation and incentives to community volunteers in Gombe LGA 

 Creating more awareness and self- reliance on CMAM programme 

 Training and refresher training for health workers in all OTP sites  

 Recruitment of community volunteers  
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7. Recommendations 

According to the barriers found by SQUEAC investigation, key recommendations perceived to strengthen the CMAM program were identified 

and presented for further deliberations in a meeting with SNO, director of primary health and other key officials in the state and LGA. These are 

tabulated below: 

Action Oriented Recommendations 

 SHORT TERM MEASURES 

TARGET ISSUE PROCESS OF IMPLEMENTATION RESPONSIBLE PARTY EXPECTED OUTPUT TIME LINE 

Improvement and 

effective supply chain of 

routine drugs and RUTF 

in all OTP Site 

 

Advocacy visits to solicit for financial 

support from the LGA (Monthly 

Impress) 

Community Leaders/State 

Stakeholders/Partners/State 

Committee on Food and 

Nutrition 

Timely release of funds December, 2014 

Monthly allocation of fund for 

effective supply of RUTF/Routine 

Drugs  

LGA Chairman Elimination of Routine 

Drugs/RUTF Stock out 

Monthly 

Monitoring and evaluation of timely 

delivery of drugs and RUTF from the 

main store to the OTP sites. 

SNO/LNO/State M&E Availability of 

RUTF/Routine Drugs to the 

beneficiaries 

Monthly 

Re-distribution, 

recruitment and 

refreshers training of 

Training through community 

participation and involvement of 

Community Leaders/Ward 

SPHCDA/LGA Team, and 

Partners 

125 CVs trained 

Even representative of CVs 

from all catchment area 

December, 2014 
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CVs. Development Committees 

    

Provision of data tools Advocacy visit to solicit for printing of 

data tools 

SPHCDA/LGA/Partners Availability of data tools in 

the OTP sites 

December, 2014 

    

Provision of 

Motivation/Incentives 

to CVs 

Advocacy visit to solicit for funds from 

the SPHCDA/LGA/Community 

Members 

SPHCDA/LGA/philanthropist  Availability of active CVs December, 2014 

Scaling-up of OTP sites 

to other 6 wards 

Advocacy visit to the Executive 

Governor 

SMOH/SPHCDA/LGA 

Chairman 

Scale-up of the OTP sites in 

the other wards (6 wards) 

December, 2014 

Creating more 

awareness/self-reliance 

on CMAM program 

Community Dialogues, Community 

Sensitization, Radio/TV jingles/Town 

Hall meetings, provision of 

posters/pamphlets/ Phone talk 

SPHCDA/LGA/Community 

Leaders/Partners/WDCs/ 

More awareness created 

on CMAM program with 

65% coverage 

Continues  

Training/Refreshers 

training of HWs from 

the OTP sites 

Training of OTP HWs (6 per OTP) SPHCDA/Partners Quality service delivery 1st Quarter 2015 
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Annex 1: GOMBE STATE SQUEAC  
LIST OF FIELD WORK PARTICIPANTS  
 

 
S/N NAME POSITION 

1 Grace Iliya Enumerator 

2 Samira Abdullahi Nuhu    Enumerator 

3 Salihu Domya Enumerator 

4 Mathias  Hellen Enumerator 

5 Christiana Hassan Enumerator 

6 Alope Hellen Enumerator 

7 Sadiq babaji Usman Enumerator 

8 Augustine Solomon DDPRS 

9 Umma Yahaya Enumerator 

10 Samira s.Atmeen Enumerator 

11 Mairo Abubakar NO 

12 Aishatu Ahmed DSNO 

13 Suleiman Mamman SNO 

14 MUHD Haruna Bawa LNO 

15 Umar Abdu Malsode DDPHC 

16 Awonsanya Yemi Enumerator 

17 Uko Timothy o. Enumerator  

18 Ode . O. Ode SCI/ CCO 

19 Salisu S. Jikamshi SCI/CCO 

20 Oyedeji Ayobami SCI/ CCO 
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Annex2: Seasonal calendar 

 

Seasonal Calendar 

  
Jan. Feb. Mar. Apr. May. Jun. Jul. Aug. Sep. Oct. Nov. Dec. 

Crop 

production 

Land préparations 

      

 

 

                  

Planting                         

Weeding                         

Green Harvest                         

Processing                         

Hunger 

Season 

Hunger Season 

Peak                         

Staple Food Prices 

Peak                         

Live stock Livestock Sale                         

Employment 

Farm Casual 

Labour                         

Labour Migration                        

Formal 

Employment                         

Health 

Malaria                         

Diarrhea                         

Measles                         

Whooping Cough                        
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Annex 3: Questionnaire 

Survey Questionnaire for caretakers with cases NOT in the programme  

 

State: ________________   LGA: ______________  WARD: ______________    

Village: _____________   Team No: ____________ 

Child Name: __________________________________                

 

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

FROM? ___________ 

_______________________________________________________________________________ 

1. DO YOU THINK YOUR CHILD IS MALNOURISHED? 

 YES     NO 

 

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

CENTRE? 

 YES     NO (stop) 

 

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

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

 No time / too busy   

    Specify the activity that makes them busy this season __________________________ 

 The mother is sick 

 The mother cannot carry more than one child  

 The mother feels ashamed or shy about coming 

  No other person who can take care of the other siblings 

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

 The amount of food was too little to justify coming 

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

 The children of the others have been rejected 

 My husband refused 

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

 The mother does not think the programme can help her child (prefers traditional healer, 

etc.) 

 Other reasons: ___________________________________________________ 

 

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

 YES     NO (=> stop!)  

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

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

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

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

 Other:___________________________________________ 

 

(Thank the mother/carer) 
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Annex 4: Pictures of Concept map carried out by the two teams 

 

Team 1 Concept map 
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Team 2 Concept map 
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Annex 5: Barriers to programme access and uptake-Wide area survey. 

Barriers  Responses 

lack of awareness of about malnutrition 5 

insecurity 1 

the child was discharged wrongly 1 

mother is sick 2 

Prefer traditional healer 2 

the child refused to consume the RUTF 1 

the child has been rejected by the programme already 6 

other parent's children have been rejected  2 

Husband refusal  3 

I don’t care about the health of the child 2 

the child was discharged due to non -recover 1 

Lack of RUTF stock-out 10 
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