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1. Executive summary  
 

Geidam is one of the LGAs in Yobe State where CMAM services are being integrated into the Primary Health Care. The implementation 

of CMAM services in Geidam commenced in December 2010 in five HFs1.  Each of these HFs provide CMAM services once per week 

on a rotational basis. In 2014, a SLEAC assessment report2 by Valid International (VI) indicated a moderate classification3 of coverage 

of CMAM program in Yobe State. However, the result for Geidam LGA showed a low coverage (7 children out of total of 86 SAM cases 

found in Geidam LGA were covered by the CMAM program). This informed the decision for a SQUEAC assessment of Geidam LGA in 

order to unveil the detailed barriers and boosters affecting access and coverage of the CMAM program in Geidam LGA.  

The routine monitoring data over a one-year period (October 2013 – October 2014), and the information extracted from client OTP 

cards over a six-month period (May to October 2014) were analyzed. In the course of the SQUEAC investigation, it was discovered that 

only two CMAM HFs4 were functional (three CMAM HFs were closed down) due to insecurity.  Thus, field visits to the two functional 

CMAM HFs and eight communities5 in secure areas of the LGA were conducted to gather qualitative information about the program. 

Several stakeholders6 were interviewed during the field visits at the communities and CMAM HFs using different methods7. Key 

findings from the qualitative and quantitative information collected were analyzed into barriers and boosters and triangulated by the 

various sources from which those information were collected. The triangulation process also takes into account the methods used to 

obtain such information. 

The identified barriers to access to CMAM services include: closure of three out of the existing five CMAM HFs in the LGA, insecurity 

in half of the LGA, non-adherence to National CMAM guidelines by HWs, lack of motivation of CVs leading to poor active case finding 

and follow-up by CVs, stock-out of routine drugs, stock-out of data tools, lack of refresher training for HWs since inception of the 

program, lack of supportive supervision, amongst others. 

The identified boosters include: good attitude of HWs towards caregivers, good health seeking behavior in communities, large turnout 

of clients accessing health facilities offering CMAM services, good awareness of CMAM program evident in communities, good opinion 

of the CMAM program in communities, passive referral from non CMAM sites by HWs, peer-to-peer referral, self-referral and referrals 

by other community members.  

The conducting team suspected that it would have found heterogeneous distributions of coverage due to two major factors; non-

uniform active case-finding activities by CVs, and insecurity. Small area survey results concluded that CVs case finding activities affect 

spatial pattern of coverage in Geidam. However, insecurity could not be fully investigated due to inaccessibility of the insecure areas.   

A headline coverage estimate was not arrived at as the conducting team was unable to implement the wide area survey due to 

insecurity in half of the LGA. The risk associated with conducting the WAS (wide area survey) and the inherent bias the results of a 

hypothetical WAS in only the secured areas (half the LGA) could contain, as well as the resources that would have been required to 

perform such  survey under safer conditions required, were major reasons why the likelihood survey was not conducted. Without 

                                                           
1 Gumsa, Kellori, Geidam MCH, Kusur, and Fulchimeram HFs. 
2 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 
3 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% 
4 Kellori and Geidam MCH 
5 Gallaba, Mallam Bukarti, Lawan Borti, Bale, Mattakusku, Maana, Damakarwa, and Awakurari communities 
6 Care-givers, Health Workers (HWs), Community Volunteers (CVs), community leaders, religious leaders, majalisa, teachers, traditional healers, traditional birth-attendants 
(tbas), teacher, PHC Coordinator, Nutrition Focal Person, etc. 
7 Semi-structured interview, in-depth interview, observations and informal group discussions 
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this final survey, a quantitative estimate of coverage could not be reached, and a final coverage estimate for Geidam LGA is not 

available.  

Nevertheless, the methodology offers relevant qualitative insights into the coverage of CMAM in the region, plus a consolidated 

analysis of performance indicators and other measurements that cast some light on the quality of service delivery in Geidam LGA. 

Recommendations: Refresher training and reorientation of  HWs on CMAM guideline; timely provision of adequate routine drugs and 

data tools; strengthening of RUTF supply chain; supportive supervision of CMAM HFs; as well as recruitment, training and motivating 

community volunteers were recommended to improve access and coverage of the Geidam LGA CMAM program. 

2. Introduction 
Yobe State is located in the North-Eastern part of Nigeria and 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 Republic8. The 2006 national census reported 

that the State had 4,348,649 million inhabitants9. The annual population growth is estimated at 3.5%. Eighty per cent of the population 

are rural dwellers and is made up of mostly Hausa, Fulani and Manga (a Kanuri dialect)10. 

 

 

Figure 1: a.  Map of Nigeria indicating Yobe State, and  

   b. Map of Yobe State showing Geidam LGA 

                                                           
8 Joseph Njau and Ifeanyi Maduanusi, Semi-Quantitative evaluation of Access and Coverage of CMAM Program in Damaturu LGA. June, 2014 
9 National Population Commission 
10 http://logbaby.com/encyclopedia/history-of-jigawa-state_10024.html#.U_Cq7sIg-P8 
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 Geidam is one of the Local Government Areas in Yobe State, Nigeria. The administrative headquarter is Geidam town in the northwest 
of the LGA. It has an area of 4,357 km² and a population of 157,295, according to the 2006 census. Implementation of CMAM in the 
PHC service delivery in Geidam LGA commenced in December 2010. Five HFs11 were selected where CMAM services are provided to 
beneficiaries once, weekly; with each of the five HFs exclusively opening on a weekday. The result of a recent SLEAC assessment by 
Valid International in Geidam LGA showed a low coverage –only 7 children out of total of 86 SAM cases found in the LGA were covered 
by the CMAM program. This necessitated the decision to carryout SQUEAC investigation in Geidam LGA so as to gather detailed 
information on barriers and boosters affecting access and coverage of the CMAM program. 

3. Objectives 
The following objectives guided the Geidam LGA SQUEAC investigation; 

1. To identify the barriers and boosters to the program and coverage in Geidam LGA. 
2. To determine the spatial pattern of coverage in Geidam LGA. 
3. To reach an overall coverage estimate of the program in Geidam LGA. 
4. To issue relevant recommendations so as to improve the CMAM program in Geidam LGA. 

4. Methodology 
The assessment of the Geidam CMAM program adapted the SQUEAC methodology to suit the uniqueness of the LGA and realities 

during the implementation period. The methodology used is described in detail as follows: 

Stage 1 

Quantitative data: 

The quantitative (routine program data and data extracted from beneficiary OTP cards) were analyzed into various plots. The plots 

include: trends of admission; trends of exit; MUACs at admission; length of stay from admission to recovery; distribution of exit MUACs 

at recovery; number of visits before default; distribution of MUACs at point of default; and time to travel to site. 

The intelligent 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 

Different stakeholders were interviewed in each of the communities visited. These include: at least a community leader, religious 

leader, teacher, provision shop seller, patent medicine vendor, majalisa12. Varying methods were used to obtain information about 

the CMAM program in from these stakeholders. This was done in order to complement the information obtained during the 

quantitative data analyses.   

Barriers, boosters and questions  

All the information (quantitative and qualitative) were analyzed into barriers, boosters and questions (BBQ) affecting the Geidam LGA 

CMAM program and its coverage. These information were triangulated by source(s) and method(s) to adduce evidence. Questions 

were raised to substantiate evidence that were hitherto in doubt; the information was subjected to further investigation using 

different method. The barriers and boosters were triangulated by the source(s) of the information, and by the method(s). New 

                                                           
11 Gumsa, Kellori, Geidam MCH, Kusur, and Fulchimeram HFs. 
12 Community age-group social gathering in tea places and shades. 

http://en.wikipedia.org/wiki/Local_Government_Areas_of_Nigeria
http://en.wikipedia.org/wiki/Yobe_State
http://en.wikipedia.org/wiki/Nigeria
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evidence about the program was gathered and updated to a point where no new information was forthcoming, thus sampling to 

redundancy was achieved. 

These barriers and boosters were 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). 

Concept map: The relationship between barriers and boosters were illustrated using concept maps. The concept map is presented in 

annex 3. 

Stage 2 data 

To determine the spatial pattern of coverage in Geidam LGA, evidence gathered from Stage1 were used to hypothesize and conduct 

a small area survey and small study in Geidam LGA.  

Small Area Survey 

Data obtained from the small area survey was analyzed using the simplified lot quality assurance technique. 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 coverage13. Geidam LGA is rural, 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
 

Therefore, if the number of covered cases exceeded value (d), 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 also plotted. 

Small Study 

A descriptive small study was conducted to investigate the reasons for default by the program beneficiaries. The detailed reasons 

obtained were tabulated in a later session of this report. 

Stage 3 data 

The prior: The information gathered from stage 1 and 2 were used to arrive at a prior mode. This prior mode of the program was 
estimated through use of the following tools14. 

 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. 

 

                                                           
13 SPHERE standards has 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. 
14 Each listed process is discussed in detail in the body of the report 
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The prior mode was established in a beta prior distribution with prior shaping parameters and plotted on Bayes calculator. The Bayes 

calculator also suggested a sample size at 10% precision. 

The likelihood survey.   The likelihood survey was to add to the existing information (analyzed in stage 1 & 2) to provide a headline 

coverage of the program.  However, the likelihood survey was not conducted due to high level of insecurity in half of Geidam LGA 

when this SQUEAC was being conducted. Thus, the headline coverage that would be arrived at is highly likely not to reflect the true 

picture of coverage in the entire LGA. 

5. Results and findings 

The result of the SQUEAC investigation are summarized according to the stages as follows: 

5.1. Summary of routine program data and extracted beneficiary  information  (OTP cards) 

The SQUEAC uses two main sources of data for the quantitative analysis of CMAM services performance. This include the routine 

program data obtained from the SNO –from the database periodically updated with data directly transmitted from the LGA. The 

second source is the analysis of extracted client data that was manually included into a database by the team. This data draws directly 

from beneficiary records and available OTP cards. The summary of outcomes of extracted data from beneficiary OTP Card is presented 

in Table 1 below, while the routine data obtained from the SNO is summarized in Table 2. 

 

Table 1: Summary of outcomes of extracted beneficiary information 

 

 

 

 

 

 

 

 

 

Table 2: Summary of routine data obtained from the SNO 

Type of exit Number of 
children 

Proportion 

Recovered 1602 83.1% 

Death 5 0.3% 

Defaulter 314 16.3% 

Non recovered 6 0.3% 

Transferred to SC 0 0 

Type of exit Number of 
children 

Proportion 

Recovered 222 45.5% 

Dead - - 

Defaulters 102 20.9% 

Non recovered - - 

Transferred to SC - - 

Missing outcome 164 33.6% 

Total  488 - 
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Total 1927 100% 

 

It is best avoiding comparisons of both datasets. Beneficiary OTP cards could not be obtained from two CMAM HFs Fulchimeram15 and 

Gumsa16, only some OTP cards were obtained from Gumsa CMAM HF. Kusur17 CMAM HF was not functional since October 2013, 

therefore, the OTP cards were not relevant. However, this is not enough to explain the remarkable discrepancies. Even if routine 

monitoring data was limited to the period February-September 2014 (the period covered by the OTP cards analyzed), a total of 1,241 

are reported, as opposed to 488 identified through the cards. The combined admissions of Fulchimeram and Gumsa could not account 

for the differences that was noted.  It is not clear why such a discrepancy exists between reported and identified exits. Moreover, 

monitoring data is questioned for not reflecting such a high caseload of missing outcomes. Since most OTP cards could not be traced, 

data is not reconcilable. It was therefore suspected that the routine program data is mistaken —with further possibilities that either 

health workers at HF level or personnel at LGA level report incorrect data.  

 

5.1.1. Quantitative Analyses 

5.1.1.1.  Trend in admissions  

 

 
Figure 2: Admission trend for Geidam LGA CMAM program –October 2013 to October 2014 

 

According to routine monitoring data, admissions slightly but constantly increased during the year preceding the assessment. The 

decrease in entries in late 2013 was quickly compensated by a steady increase from a low point in January 2014 (60), up to 293 

admissions recorded in September 2014. A smoothed representation of entries suggests that seasonality does not strongly impact 

                                                           
15 Fulchimeram HF closed down in July 2014 due to insecurity. 
16 Gumsa HF stopped operation in first week of November 2014. 
17 Kusur HF closed down in October 2013 due to insecurity. 
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their rates, though the trough witnessed in July and August 2014 was majorly due to peak of rainy season, flooding and insecurity. 

Migration of people from insecure parts of Geidam LGA and neighboring insecure LGAs into the secure areas could be attributed to 

the reduced impact of seasons, and the increase in admissions in September 2014. 

5.1.1.2. Exit trends 

 
Figure 3: Exit trends and service performance for Geidam LGA according to routine data 

 

After analyzing routine data available thanks to the recompilations made at state level, the conducting team found that recovery rates 

have generally been above the SPHERE acceptable standard of 75%, with an average for the period of 83% (see Table 2 above). 

Defaulter rates have oscillated around the acceptable threshold of 15%, with an average of 16.3%.  Death and non-recovery rates have 

been insignificantly low, which is considered a positive outcome of CMAM services. However, the performance indicators have to be 

interpreted with caution as the assessment could not trace back most of the physical cards that were supposed to confirm such trends. 

According to Table 1 above, the defaulting rate reached 21% over the period February-September 2014, with as much as 36% of cases 

with no outcome registered —that is, they could either be defaulters, cured or transferred cases. Therefore, it was not possible to 

confirm the validity of reported routine data. 

Moreover, the analysis of available OTP cards revealed that among the beneficiaries who exited as recovered, only 24% met the 

discharge criteria of MUAC ≥125mm (see following Sections). This further rejects the claim that 83% of program exits have been 

positively cured children18.  

                                                           
18 It is acknowledged that particular program modalities can impact the percentage of children discharged at 125mm MUAC or more. For instance, if children 
remain more than eight weeks in the program they will usually be discharged. Naturally, that implies a second problem of compliance when recording non-
respondents as cases discharged as cured.  
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5.1.1.3. MUAC at admission 

 

 

Figure 4: MUAC at admission as identified through analysis of OTP cards 

 

Measuring trends of MUAC at admission informs on the rapidness of case identification and referral. A low MUAC at admission unveils 

a high risk of complication, and a low median value for total admissions suggest a late process of screening.  In the case of Geidam 

LGA, the revision of available OTP cards (488 cases, only a fraction of total admissions otherwise reported in routine data), median 

MUAC at admission was found low at 104mm. The number of cases admitted with very low MUAC rates was worrying: 43 children got 

to the program with MUAC at 90mm or below. The program having ran for four years is supposed to be presently treating incident 

cases of malnutrition. Thus, the low median MUAC at admission and significant number of children admitted late into the program 

raises suspicion that case finding activities is weak or non-existent. 

There was also a significant amount of cases reported with values ending on ‘0’ or ‘5’, which denotes issues of inaccurate 

measurement. Incorrect measurement further complicates the assessment of service delivery quality, and there is therefore a case to 

be made about taking necessary provisions to improve data quality and measurements. 
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5.1.1.4. Length of stay from admission to cure 

 
 

Figure 5: Length of Stay in program before successful recovery  

The findings made regarding the length of stay of recovered cases in the program are among the most worrisome. After an analysis of 

222 OTP cards available for recovered cases, the conducting team found that a large majority (123 cases) were reported as cured after 

only one or two weeks into the program. Such values are highly unlikely, especially because the discrepancy between recorded MUAC 

values at admission and at discharge would imply an impressive improvement in children’s conditions in a matter of days.  

The median length of stay at 2 weeks (see highlight in Figure 6) further confirms the mistakes in measurement and the weak 

compliance with discharge criteria. If most cases are discharged as cured without reaching 125mm, then such a short length of stay in 

the program is probably true.  

The following Figure (7) casts light upon the issue identified with the compliance with discharge criteria.  Out of 222 cases discharged 

as cured according to available OTP cards, only 24% (53 children) where effectively discharged with a MUAC measurement of 125mm 

or more. Conversely, 45 cases (20%) where ‘cured’ with a MUAC value still below 115mm19.  

Hence, the total number of SAM cases out of the program is likely to remain unchanged even after treatment has been delivered. 

There is also an important amount of children that were discharged while improving in their cure —there are therefore MAM cases—

, yet these cases are more likely to relapse and probably to be unnoticed by CVs or health workers. 

                                                           
19 Only three out of these 45 cases spent eight or more weeks in the program, refuting the claim that, in some cases, these children are non-respondents that 
had to be discharged after a certain time in the program. It denotes issues in measurement and in compliance with CMAM national guidelines.   
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Figure 6: Distribution of ‘cured’ children according to their exit MUAC 

 

5.1.1.5. Irregular rationing of RUTF to beneficiaries 

Analysis of RUTF ration given to beneficiaries showed that RUTF was generally correctly assigned to clients. Some exceptions did take 

place, such as one case weighting 7kg at admission and receiving only 12 sachets, as opposed to three children admitted at 3kg that 

received 18 sachets. But apart from these relatively isolated cases, the program staff usually distributed accurate amounts of RUTF to 

children. For example, more than 94% of children weighting between 4 and 6 kg received the correct amount of sachets (14 to 18 for 

one week). 
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5.1.1.6. Number of visits before default 

 

Figure 7: Histogram showing number of effective visits before defaulting 

 

Out of 102 default cases identified through the revision of 488 OTP cards (20.9%), more than 50 children defaulted from the program 

after one single visit to the OTP. Only 10 children defaulted after five or more weeks after starting to receive treatment, which indicates 

that a large majority of defaulters leave at a very early stage –and are therefore very likely to be SAM cases still. Further analysis of 

exit MUACs of defaulters confirmed precisely that (see Figure 9). 

Eighty-seven out of 102 identified default cases left the program before even reaching 115mm MUAC, which clearly makes them 

uncovered current SAM cases. Only five cases defaulted after having reached the discharge criteria of 125mm. 
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Figure 8: Proportion of defaulters according to MUAC at exit 

 

5.1.1.7. Time-to-travel to CMAM HFs  

Only a handful of beneficiary cards (129 out of 488) contained information about travel time of total distance from home to the OTP. 

This small proportion provides with a still smaller sample if compared with total reported admissions. Figure 10 below exposes the 

range of  

Most beneficiary cards were found not to contain information on walking time to travel from home to CMAM HFs. Only 293 beneficiary 

cards out of 878 (33.37%) had information on time-to-travel. Analysis of time-to-travel is illustrated in figure 10 below, with the median 

value found to be 40 minutes. Such median is particularly high considering that caregivers need to walk the same distance back from 

the OTP. 

 
Figure 9: Time in minutes needed for walking from home to the OTP (one-way only) 
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5.1.2. Conclusion of quantitative data analysis  

The quantitative analysis of routine data and available OTP cards casted some light upon important issues of CMAM performance in 

Geidam LGA that are otherwise overlooked. The following are central points that deserve further investigation that can inform on the 

best ways to address the issues around CMAM service delivery. 

• Overall program performance in terms of default and cure rates is hard to calculate with precision given the large amount of 

missing OTP cards, and the wide discrepancy between total admissions reported in routine data monitoring and the available 

cards. 

• The median MUAC value at admission is particularly low, indicating high risk of mortality among late-comer SAM cases into the 

program. Consequently, the length of stay into the program identified by the conducting team lacks any logic: there is a 

surprisingly low length of stay even among cured cases, rising severe doubts about the quality of MUAC measurements and 

the management of OTP cards. 

• This in turn is linked to the poor compliance with CMAM guidelines, especially regarding discharge criteria. The fact that only 

24% of cured children were discharged with a MUAC value above 125mm is not a consequence of long lengths of stay, as it is 

often claimed in other contexts. This should bring attention to particular problems of measurement, data management and 

service quality. 

• Poor quality of service delivery and knowledge of HWs on CMAM Guideline is suspected to be contributing to coverage failure 

as HWs discharge most of the ‘recovered’ beneficiaries wrongly.  

 

In other to complement the information obtained through quantitative analyses, further investigation using qualitative methods was 

conducted. 

5.2. Stage 1: Qualitative data 

5.2.1. Qualitative sampling Framework  

The two functional CMAM HFs were visited (the remaining three were closed down due to insecurity). In each of the HFs, four 

caregivers, all HWs that were present during the visit, and three CVs were interviewed. As about half of the Geidam LGA was under 

the control of insurgents, eight communities were selected from the secured part of the LGA.  These communities were selected based 

on the distance from the two functional CMAM HFs; four near communities, and four communities that far from CMAM HFs were 

selected. 

5.2.2. Qualitative information  

The information gathered using qualitative methods are summarized and presented below in themes as follows:  

5.2.2.1. Local Terms for malnutrition 

Responses in communities revealed diverse local terms for malnutrition as Geidam LGA is inhabited by three ethnic groups with 

distinct languages, namely; Hausa, Fulani and Kanuri. Datti (Hausa word) refers to wasting which is perceived to arise after a child 

suckles a ‘dirty’ breast milk. The ‘dirty’ breast milk is believed to start flowing immediately a mother becomes pregnant or has 

intercourse while breastfeeding. This is also referred to Kadawo in Kanuri language. Chiwon Tamowa (Hausa Language) a condition 

believed to be caused by lack of food or due to hunger in the communities. In Kanuri language this was referred to as Kina/Kenna but 

also means shortage of breast milk or lack of breast milk. Ramanmun yara (Hausa language) for thinness in children; this was also 

referred to as Chindo by Fulanis. Nkulungu is the Kanuri word that refers to swollen feet, limbs and face.   
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5.2.2.2. Awareness and perception about the program in communities 

Good awareness of the CMAM program was evident in the communities visited. All the respondents interviewed reported that they 

know about the program treating malnutrition in Keillori and Geidam CMAM HFs. They are also aware of the other centers that were 

shut down due to insecurity. However, they reported that nobody had come to sensitize them about the program in their various 

communities. Thus, the good awareness of the program in the communities could not mean that the community members understand 

the program modalities. In that vein some caregivers of SAM children may not be aware that their children are malnourished despite 

the good awareness of the program in communities.  

The good opinion of the program in Geidam LGA was found to be majorly due to the fact that the CMAM HFs have successfully treated 

many malnourished children in various communities since it commenced in December 2010. HWs in Kellori and Geidam CMAM HFs 

reported that they are usually honored at weddings and naming ceremonies due to the good opinion community members have about 

the CMAM program. The awareness about the program have diffused through communities following the successful recovery of many 

SAM children.  

5.2.2.3.  Health Seeking Behaviors in Communities  

The responses of community members20 interviewed indicated that there is good health seeking behavior in communities. In all the 

eight communities visited21  during the qualitative information gathering, it was found that community members seek treatment at 

the HF when they are sick. Each of the traditional healers interviewed in Matakaskum and Bale community reported that they refer 

malnourished children to CMAM HFs. They hinted that prior to the commencement of CMAM program, they give herbal and spiritual 

treatments to malnourished children. Presently, they no longer handle such cases in their traditional healing centers as they noticed 

that the treatment in CMAM HFs are ‘more effective’.  This could be linked to the large turnout out of clients accessing CMAM services 

in HFs and self-referrals that were reported by some caregivers. 

 

5.2.2.4. Referrals from Communities 

Referrals of SAM children by community members who are not CVs were mostly reported by caregivers. Out of the eight caregivers 

interviewed in both Keillori and Geidam CMAM HFs, none said she was referred by a community volunteer. Most of the caregivers 

were referred by their peers, and other community members. Some caregivers said they came on their own volition without referral 

by anybody. The referrals by community members was noted to be a strong indicator of the good opinion and awareness about the 

program in communities. 

 

5.2.2.5. Health Workers’ Activities and Trainings  

All the HWs rendering CMAM services in both Keillori and Geidam CMAM HFs reported that they have been trained only once since 

the inception of the program. Refresher training have not been conducted, and some of the HWs trained on CMAM have been posted 

to non-CMAM HFs.  In Kellori CMAM HF, 2 HWs trained on CMAM were available to attend to clients, while Geidam had 4 HWs trained 

on CMAM attending to clients. The HWs were observed to attend to the caregivers with friendly disposition. Nevertheless, HWs charge 

caregivers NGN 50.00 to maintain the supply-chain of RUTF from the LGA store to the CMAM HFs. On the other hand, HWs were 

                                                           
20 Majalisa, caregivers, health workers, traditional leaders, religious leaders, TBA, traditional healer, primary school teacher 
21 Gallaba, Mallam Bukarti, Lawan Borti, Bale, Mattakusku, Maana, Damakarwa, and Awakurari communities 
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complaining that the CMAM program is an additional work load to them in CMAM HFs;  that they are not given incentive to motivate 

them to run the program in the HFs. HWs also hinted that they had not received supportive supervision since the security situation 

deteriorated in 2013.  

Adherence to CMAM guideline by HWs, especially, in terms of discharge criteria was noted to be very low. HWs said that they discharge 

children of caregivers whose children have shown remarkable improvement. On the other hand, some of the children who were 

voluntarily withdrawn by the caregivers because the caregivers thought their children have recovered were also classified as 

recovered. These could explain the very low proportion of children classified as recovered who MUAC is up to discharge criteria (125 

mm) (see section 5.1.1.4 and Figure 7).    

5.2.2.6. Insecurity, Closure of CMAM HFs and Non-existent Supportive Supervision  

Three out of five (60 percent) CMAM HFs in Geidam LGA were shut down while the assessment was being conducted due to insecurity. 

Kusur CMAM HF was closed since October 2013, this was followed by Fulchimeram CMAM HF which stopped operation in July 2014, 

and finally Gumsa CMAM HF closed down in the first week of November 2014. The HWs in these facilities have either relocated to 

Geidam town or elsewhere outside the LGA for safety. A case in point is Gumsa CMAM HF which shut down recently, the HWs and In-

charge were reported to be have been displaced to Geidam since early November 2014.  

Pockets of attacks and presence of insurgents were the major reasons cited for the closure of the three CMAM HFs. The two functional 

CMAM HFs are Geidam MCH located inside the Geidam town –the LGA headquarter, and Keillori PHC which is located very close to a 

tarred road, about 22 kilometers from Geidam.  

The closure of three CMAM HFs were noted to be affecting coverage of malnourished children in Geidam LGA. Insecurity in Geidam 

LGA was also found to be resulting to poor supportive supervision witnessed in the program as supervisors could not embark on field 

visits due to fear of losing their lives. Additionally, the SNO reported that the YSPHCMB could not post UNICEF external monitors to 

Geidam LGA due to the deplorable security condition in the LGA.  Therefore, the two functional CMAM HFs were practically not 

supported with supportive supervision from the YSPHCMB during the review period. 

 

5.2.2.7. Community Volunteers Activities and Training 

It was found that the number of active community volunteers in the two functional CMAM HFs have decreased significantly compared 

to early part of the CMAM program in December 2010. At the commencement of the Geidam LGA CMAM program, 25 community 

volunteers were trained in each of the 5 CMAM HFs. Presently, the number of active CVs was reported to be about 10 in each of the 

CMAM HFs. However, 7 CVs were interviewed22 during the SQUEAC investigation. From their responses, it was observed that there is 

poor active case finding in communities by CVs. All the CVs reported that they only conduct case-finding within their communities, 

and could not go to other communities as they were not given incentives. It was evident that CVs are not motivated to conduct case-

finding and defaulter tracing. During the interviews of the CVs it was found that some CVs are not able to take MUAC measurements 

correctly in Kellori CMAM HF. It was also found that the CVs have been trained only once since the commencement of Geidam LGA 

CMAM program in December 2010. Lack of refresher training of CVs could be contributing to their inability to their inability to function 

actively and efficiently. The high number of defaulters in Geidam LGA CMAM program could also be linked to the poor motivation and 

activity of CVs. A CMAM program cannot achieve good coverage without the active participation of CVs in conducting case-finding and 

defaulter tracing. Therefore, the coverage of Geidam LGA CMAM program was suspected to be negatively affected by the poor CV 

motivation and activities.   

                                                           
22 4 CVs were interviewed in Keillori CMAM HF, while 3 CVs were interviewed in Geidam CMAM HF. 
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5.2.2.8. Stock-out of data tools 

There was stock-out of data tools (admission and follow-up card, and ration cards). In Keillori CMAM HF, exercise books were used to 

record client information. This was also noticed in the client records of Gumsa CMAM HF which was shut down early November 2014. 

All caregivers have to pay NGN 30.00 for exercise book at the point of admission of their SAM children into the program. This resulted 

in many sensitive client information missing during the data extraction, posing a serious challenge during the data analysis. The client 

information were written in disorderly fashion, and in most cases only information with regards to client’s name, village, MUAC, 

weight, and RUTF ration were contained in the exercise books. Most of the exercise books do not have the outcome of the client’s 

treatment recorded when the client was discharged (see Sessions 5.1, 5.1.1.2, and 5.1.2). This was suspected to also contribute to the 

poor defaulter tracing in the Geidam LGA CMAM program, as it is difficult to demarcate the records according to outcomes and to 

assign defaulters to CVs. 

 

5.2.2.9. Large turnout of clients and long-waiting time 

Large turnout of clients were observed in Keillori CMAM HF. The clients were observed to wait for a long time being being attended 

to during the weekly CMAM services. Only 2 HWs trained on CMAM were attending to the clients in Keillori, and they are overwhelmed 

by the large number of clients. Most caregivers accessing the CMAM services complain that they spend an entire day at Kellori CMAM 

HF waiting to be attended to by the HWs. In Matakaskum, Gallaba and Mallam Burkarti communities, all of which are accessing CMAM 

services in Kellori, the community leaders complained of the long time the caregivers have to wait to access treatment for their SAM 

children. 

5.2.2.10. Stock-out of routine drugs (November 2013 to date)  

Observation during CMAM HF visits and responses from the HWs and NFP indicated that there has been chronic stock-out of routine 

drugs since November 2013. Although the NFP reported that the NHIS supplied drugs to the Geidam CMAM HF twice, the drugs were 

meant for all clients seeking treatment in the HF and not exclusively for the CMAM program. As such, the drugs does not usually last 

long as expected.  HWs usually purchase the routine drugs which they sell to the caregivers. All caregivers interviewed in Keillori CMAM 

HF said that they buy routine drugs from the HF, while those interviewed in Geidam CMAM HF reported that they usually buy the 

routine drugs from PMVs inside Geidam town. During the HF visits, it was noted that only Albandazole tablets were available for 

CMAM clients in both Geidam and Keillori CMAM HFs presently.  
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5.2.3. Barriers, Boosters and Questions (BBQ)  

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 below. 

Table 3: Sources and methods used to get information in a BBQ tool. 

CODE SOURCE METHOD CODE 

1 Routine Data Extraction A 

2 Health  facility visit Observation B 

3 Caregivers Semi-structured interview C 

4 CVs Semi-structured interview C 

5 Health Workers Semi-structured interview, In-depth interview C, D 

6 Majalisa Informal Group Discussion E 

7 Patent medicine dealer  Semi-structured interview C 

8 Traditional leader Semi-structured interview C 

9 Religious leader Semi-structured interview  C 

10 Traditional healer Semi-structured interview C 

11 Traditional Birth Attendant (TBA) Semi-structured interview  C 

12 Provision-shop owner Semi-structured interview  C 

13 State Nutrition Officer (SNO) In-depth interview D 

14 PHC Cordinator In-depth interview D 

15 Nutrition Focal Person In-depth interview D 

 

 

 

 

  



23 
 

Table 4: barriers, boosters & questions findings and sources of information 

 BOOSTERS SOURCES 
BARRIERS SOURCE 

1 

Good attitude of HWs towards 

caregivers 

2B,3C,4C,5C,5D,

5B 

Closure of three out of five 
CMAM HFs due to insurgency 
(Kusur; Oct 2013, Gumsa; Nov 
2014, and Fuchimaram; July 
2014. 

1A,13D,14D,15

D 

2 

Good health seeking behavior in 

communities 

2B,3C,4C,5C,5D,

6E,7C,8C,9C,10C,

11C,12C 

Poor active case finding by CVs 3C,4C,5C,5D,6

E,7C,8C,9C,10C

,11C,12C,13D,

14D,15D 

3 

Large turnout of clients accessing 

CMAM site(Kelleri) 

2B,4C,5C,5D,3C,

14D,15D 

Lack of motivation of CVs as CVs 

clamour for incentive and do not 

perform defaulter tracing. 

1A,4C,5C,5D,1

3D,14D,15D 

4 

Good awareness of CMAM 

program evident in communities 

3C,4C,5C,5D,6E,7

C,8C,9C,10C,11C,

12C,13D,14D,15

D 

Stock out of routine drugs for clients 

since Nov 2013 

2B,3C,4C,5C,5

D,6E,10C,15D 

5 

Good opinion of the CMAM  

program in communities 

3C,4C,5C,5D,6E,7

C,8C,9C,10C,11C,

12C,13D,14D 

Lack of refresher training for HWs and 

CVs, HWs have been trained only 

once since commencement of Geidam 

CMAM program(Dec 2010) 

5C,5D,4C,13D,

15D 

6 

Passive referral from non CMAM 

sites by HWs 

3C,5C,5D,14D,15

D 

Stock out of data tools in CMAM HFs 

leading to caregivers paying 30naira 

for registration (exercise book) 

2B,3C,4C,5D,1

3D,14D,15D 

7 

Peer – Peer referral, self-referral 

and referrals by other community 

members.  

3C,5C,5D,4C,7C,9

C,10C 

Long waiting time (Keillori) and lack of 

mats/benches for caregivers (Geidam 

and Keillori) 

2B,3C,4C,5C,5

D,14D,15D,8C 

8 
Appetite test was conducted 

correctly in MDG town 

2B,15D,4C,3C Lack of supportive supervision due to 

insecurity/insurgency 

5C,5D,13D,14D

,15D 

9 

 Payment of 50naira by each client for 

transportation of RUTF from LGA 

store to CMAM HFs 

3C,5C,5D,6E,15

D 

10 
Non adherence to CMAM guidelines 1A,2B,14D,13D

,15D 
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a, Wrong admission 

b, Wrong discharge of clients 

c, Non classification of discharges on 

client records making it difficult to 

analyze and track outcomes 

11 
Some CVs do not know how to  take 

MUAC measurements correctly 

2B,4C,15D 

 

5.2.4. Concept map  

The concept map was used to illustrate the relationship of different factors affecting coverage in Geidam LGA using Epigram software-

version 1.1023. This is presented in annex of this report. 

 

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

The information collected in stage 1 was used to investigate the spatial pattern of coverage in Geidam LGA. The following factors were 

identified for further investigation. 

1. Level of Community Volunteers’ activity: active case finding, screening and referral 

2. Insecurity 

Small area survey was used to investigate the factors. 

Hypothesis 1: Given that active case finding is a pillar of the community approach of CMAM, the conducting team expected coverage 

to be high (greater than 50%) in communities where CVs mention they conduct active case finding ; conversely, coverage was expected 

to be low (less than 50%) in communities where CVs said they do not conduct active case finding. For the purpose of this hypothesis, 

it was agreed that communities visited at least once by a community volunteer during the period under review would count as 

communities were active case finding took place.  

Hypothesis 2: Boko Haram insurgents took control of some communities in Geidam LGA, these communities under their control, and 

neighboring villages which were listed by the villagers were all regarded as insecure communities. In the insecure communities, 

anything seen to have ‘Western’ influence including schools, and immunization of children were totally closed down. Therefore, the 

second hypothesis was posited thus: In areas where insecurity is not a considerable challenge, coverage is believed to be high (greater 

than 50%); however, in areas where insecurity has become a sensitive issue coverage is low (less than 50%). 

5.3.1. Study Type 

A Small area survey was conducted to test each of the hypothesis stated above.  

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

http://www.brixtonhealth.com/


25 
 

5.3.2. Sampling Methodology 

The communities to be investigated were selected purposively based on criteria used to formulate the hypothesis. For hypothesis 1, 

three communities each were identified based on active case finding activities by CVs. While for hypothesis 2, three communities were 

selected within the secure areas, however, no community could be identified to be visited in the insecure areas. Active and adaptive 

case-finding was conducted in all but the insecure communities selected for the small area survey. 

5.3.3. Case Definition 

Severe Acute Malnutrition (SAM case) was defined as Child (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 site or Stabilization Centre 

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

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

as not in the program when the beneficiary shows the investigator the RUTF packets and/or ration Card. 

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

This case is verified when beneficiary shows the investigator the RUTF packets and/or ration Card. 
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5.3.4. Result of Small Area Survey 

The results of small area survey are presented in the table 5 below. 

Table 5: Simplified Lot Quality Assurance classification of small area survey results 

 Wards Villages Total 

SAM 

(𝒙) 

Decision rule 

𝒅 =
𝒙 × 𝟓𝟎

𝟏𝟎𝟎
 

Covered(

C) 

Not 

covered 

(NC) 

Recovering 

case (RC) 

 Characteristics  Hypothesis 1 

communities where CVs perform active 

case finding 

Ashekeri Awakurari 1 d = 6 1 0 0 

Hausari Hausari 4 3 1 2 

Kelluri Matakuskum 8 6 2 1 

 communities where CVs do not perform 

active case finding 

Maana Ndorshi 3 d = 3 0 3 0 

Damakarwa  Dalari  2 0 2 1 

Ashekeri  Mallam Makawaye 2 2 0 0 

 Hypothesis 2 

Areas without insecurity 

Maanna Maanna 2 

d = 7 

2 0 2 

Kelluri Gallaba 9 5 4 3 

Damakarwa Damakarwa 4 3 1 4 

Insecure areas 

Fulchimeram   

 

   

Kusur      

Gumsa      

 

 

 Figure 10: Reasons for not accessing the CMAM program-Small area survey 
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Interpretation of the results 

The small area survey results were interpreted using the LQAS classification technique as follows: 

 

 Hypothesis 1 
 

The number of SAM cases found in communities where CVs perform active case finding covered by the program = 10.  
The decision rule calculated = 6 

Since 10 is greater than 6, the coverage in communities where CVs perform active case finding was classified as greater than 50%, 
which means that coverage is classified as high.  
 
On the other hand, in communities where CVs do not conduct active case finding, the number of SAM cases covered by the CMAM 
program = 2.  
The decision rule calculated = 3 
Therefore, coverage in areas where CVs do not conduct active case finding was classified as below 50%, which implies a low 
classification of coverage. 
 

 Hypothesis 2 
 
In the secure areas, the number of SAM cases found that were covered = 10. The decision rule calculated = 7. 
Since 10 is greater than 7, the coverage in this area is classified as greater than 50%. 
For the insecure areas, no result was obtained due to the inability of the conducting team to access communities in those area. 

 

5.3.5. Conclusion of small area survey 
 
The test of hypothesis 1 indicated a heterogeneous coverage in Geidam LGA based on availability or otherwise of case finding activities.  
The result of hypothesis 2 was inconclusive.   
 

5.4. Developing the prior. 

5.4.1. Histogram of Belief. 

Each team member was solicited to write what he/she believes would be the coverage of the CMAM program in Geidam LGA. The 
values obtained were used to derive a histogram of belief of the coverage team. The central tendency of the histogram on the coverage 
of beliefs was set at 40% with a minimum 18 % and maximum 62%. 
Prior 1:  Histogram of belief = 40 % 

5.4.2. Un-weighted barriers and boosters 

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

negative scores can exceed 100%. Thus: 

 Therefore; 
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𝑀𝑎𝑥𝑖𝑚𝑢𝑚 𝑠𝑐𝑜𝑟𝑒 𝑤𝑎𝑠 𝑠𝑒𝑡 = 9 

 

To calculate the contribution of barriers and boosters to coverage: 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑎𝑟𝑟𝑖𝑒𝑟𝑠 = 11 × 9 = 99 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑜𝑜𝑠𝑡𝑒𝑟𝑠 = 8 × 9 = 72 

 

𝑝𝑟𝑖𝑜𝑟 𝑒𝑠𝑡𝑖𝑚𝑎𝑡𝑖𝑜𝑛 =
(0 + 72) + (100 − 99)

2
= 36.5 

 

Prior 2: Prior estimated from un-weighted barriers and boosters = 36.5% 

 

5.4.3. Concept map  

 

The Coverage 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 has a total of 14 barriers, and 10 boosters while team  

Prior calculated from concept map: 

 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑎𝑟𝑟𝑖𝑒𝑟𝑠 = 16 × 5 = 70 

𝑐𝑜𝑛𝑡𝑟𝑖𝑏𝑢𝑡𝑖𝑜𝑛 𝑜𝑓 𝑏𝑜𝑜𝑠𝑡𝑒𝑟𝑠 = 16 × 5 = 50 

𝑝𝑟𝑖𝑜𝑟 𝑒𝑠𝑡𝑖𝑚𝑎𝑡𝑖𝑜𝑛 =
(50 + 0) + (100 − 70)

2
= 40 

 

Prior of developed by use of concept map = 40% 

 

5.4.4. Weighted barriers and boosters. 

The conducting team were also requested to assign weights to the barriers and boosters according to how the Team perceived each 

barrier or booster is affecting the coverage of CMAM program in Geidam LGA. The values were on a scale of 1 to 10, with 1 being the 

lowest possible score, and 10 the highest possible score.   

The weights assigned to the barriers and boosters are shown in Table 6 below. 
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Table 6: Weighted barriers and boosters- Geidam LGA CMAM program 

 BOOSTERS Scores 
BARRIERS Scores 

1 

Good attitude of HWs towards 

caregivers 

6 Closure of three out of five CMAM 
HFs due to insurgency (Kusur; Oct 
2013, Gumsa; Nov 2014, and 
Fuchimaram; July 2014. 

10 

2 
Good health seeking behavior in 

communities 

6 Poor active case finding by CVs 7 

3 

Large turnout of clients accessing 

CMAM site(Kelleri) 

7 Lack of motivation of CVs as CVs 

clamour for incentive and do not 

perform defaulter tracing. 

6 

4 
Good awareness of CMAM 

program evident in communities 

8 Stock out of routine drugs for clients 

since Nov 2013 

4 

5 

Good opinion of the CMAM  

program in communities 

8 Lack of refresher training for HWs and 

CVs, HWs have been trained only 

once since commencement of Geidam 

CMAM program(Dec 2010) 

5 

6 

Passive referral from non CMAM 

sites by HWs 

4 Stock out of data tools in CMAM HFs 

leading to caregivers paying 30naira 

for registration (exercise book) 

7 

7 

Peer-to -peer referral, self-referral 

and referrals by other community 

members.  

8 Long waiting time (Keillori) and lack of 

mats/benches for caregivers (Geidam 

and Keillori) 

6 

8 
Appetite test was conducted 

correctly in MDG town 

2 Lack of supportive supervision due to 

insecurity/insurgency 

3 

9 

 Payment of 50naira by each client for 

transportation of RUTF from LGA 

store to CMAM HFs 

4 

10 

Non adherence to CMAM guidelines 

a, Wrong admission 

b, Wrong discharge of clients 

6 
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c, Non classification of discharges on 

client records making it difficult to 

analyze and track outcomes 

11 
Some CVs do not know how to  take 

MUAC measurements correctly 

5 

 

Therefore: 

𝑝𝑟𝑖𝑜𝑟 𝑒𝑠𝑡𝑖𝑚𝑎𝑡𝑖𝑜𝑛 𝑓𝑟𝑜𝑚 𝑤𝑖𝑒𝑔ℎ𝑡𝑒𝑑 𝑏𝑎𝑟𝑟𝑖𝑒𝑟𝑠 𝑎𝑛𝑑 𝑏𝑜𝑜𝑠𝑡𝑒𝑟𝑠 =
(0 + 49) + (100 − 63)

2
= 43 

Prior 4: Prior estimate from weighted barriers and boosters = 43% 

 

5.4.5. Triangulation of Prior 

The Prior Mode24 was then calculated by triangulation of all the prior estimates obtained from various methods. 

 

𝑝𝑟𝑖𝑜𝑟 𝑚𝑜𝑑𝑒 =
40 + 36.5 + 40 + 43

4
= 39.88% 

 

Prior mode = 39.88%. 

 

 

 

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

After the prior mode was calculated using the information collected in stage 1 and 2, stage 3 of the SQUEAC investigations (likelihood 
survey) was supposed to be built into the Geidam SQUEAC investigation to add to the existing information (analyzed in stage 1 & 2). 
This was to provide a headline coverage of the program. However, this could not be done as the half of the LGA were not accessible 
due to insecurity/insurgency. 
 

6. Discussions 

Despite the insecurity in Geidam LGA and closure of three out of the existing five CMAM HFs, access of the program by beneficiaries 

were noted to have increased. This was buttressed by the trend in admission over the review period (see 5.1.1.1, and Figure 3). 

However, this increase in access could not be said to be general in all the parts of the LGA. Some of the beneficiaries accessing the 

program were IDPs who were forced out of their communities by the insurgents. The result of small area survey indicated that 

                                                           
24 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. 
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community volunteer activity is one of the major issues affecting coverage in Geidam LGA, even in the secure areas. The idea of what 

coverage could be in half of the LGA where there is insecurity could not be investigated. However, it is suspected that coverage in 

those areas would be highly likely to be low. 

7. Recommendations 

The following framework of action were developed for the improvement the CMAM program and coverage in Geidam LGA.  

Table 7: Framework of action points on the recommendations of Geidam LGA CMAM program 

S/N THEME/TOPIC PROCESS VERIFICATION RESPONSIBLE 
PARTY 

EXPECTATION 

1  Refresher training 
and reorientation of  
HWs on CMAM 
 

Selection of HWs for training on 
CMAM. 
 
 
Conduct training for HWs 

Comprehensive list of HWs 
trained on CMAM. 
 
 
Training modules developed 

SMoH/ 
UNICEF 
 
 
 
 

 

Sufficient health worker 
trained on CMAM at all 
CMAM site 
Adherence to National 
CMAM protocols. 
 

2 Provision of routine 
drugs 

Advocacy to LGA chairman for 
ownership,  
  
Create a budget line for 
purchase of routine drugs 

Stock of drugs in OTP used for 
CMAM treatment. 

SNO, LGA PHC 
coordinator and NFP 

Adequate supply of routine 
drugs. 

3 Supply chain 
management of RUTF  

Advocacy to LGA chairman for 
ownership.  
Budget from source. 
 
Schedule of transportation 
.  

Presence of RUTF at all times 
at OTP 

SNO, LGA PHC 
coordinator and NFP 

Sufficient RUTF availability at 
the CMAM HFs. 
 
Discontinuance of payment 
by beneficiaries for 
transportation of RUTF  
 

4 Improved community 
volunteer activities 

Recruitment/selection of willing 
community members for 
indoctrination as CVs into the 
Biu CMAM program 
 
Training of CVs on how to 
measure MUAC. 
 
 Training of CVs on the 
importance of active case 
finding and defaulters tracing. 
 

List of participate and 
modules used for training 

SNO, LGA PHC 
coordinator and NFP 
with funding from 
UNICEF 

Sufficient CVs trained on 
proper measurement of 
MUAC tape. 
 
Increase in active case 
finding and defaulter 
tracing. 
 
Increase in referrals of SAM 
cases by CVs 
 
Adherence to National 
CMAM protocols. 
 

5 Supportive 
supervision. 

Create an LGA work plan on 
supervision. 
 
Integration of LGA supervision 
with the State 
 
Conduct joint supportive 
supervision 
 

Work plan developed 
 
Number of CMAM HFs 
supported quarterly 
 
Number of joint supportive 
supervision held  

LGA PHC coordinator, 
LGA M&E Officer, NFP  
 
 
SMoH (SNO and State 
M&E Officer) 

On the job training of the 
HWs. 
Adherence to CMAM 
protocol. 
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8. Annexure 

Annex1: List of Participants of Geidam SQUEAC implementation. 

 

S/N Name Designation 

1. Ifeanyi Maduanusi DPM ACF 

2. Usman Adamu  Assistant Director YSPHCMB 

3. Mohammed Tar II DPHCC Geidam LGA 

4 Na’ima Usman NFP Geidam LGA 

5. Hauwa Malah Enumerator 

6. Aisha Mustapha Kolo Enumerator 

7. Omolala Owa Enumerator 

9.  Inna Abba Ali Enumerator 

10.  Fatima Aisami Enumerator 

11.  Hajja Gana Bukar Enumerator 

12.  Alkali Mustapha Enumerator 

13.  Muh’d Kolo Bello Enumerator 

14.  Alhaji Musa Yaro Enumerator 

15.  Aisha Suleiman Baba Enumerator 

16.  Hama Usman Enumerator 

17.  Maryam Zanna Musa Enumerator 

18.  Salamatu Sheriff Enumerator 

19.   
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Annex2: Concept map 
 

 

LOS

Early Admission

Good opinion

COVERAGE

Long waiting time

Wrong admission & wrong 
discharge

Defaulter

Poor defaulter tracing

Stockout of RUTF

Demotivated CVs

Closure of some CMAM site

Poor active case finding

Insecurity

payment of 50naira for 
transport of RUTF

stockout of routine drugsMis use of RUTF

Lack of supportive 
supervision

Sales of exercise book

Conduct of appetite test

Inadequate HWs and CVs at 
CMAM site

Stockout of data tools

Lack of refresher training 
for HWs and CVs

Some CVs do not know how 
to measure MUAC

Proactive CVs and HWs

Good attitude of HWs 
towards caregivers

Good awareness of the 
program

Large turnout of clients

Adherance to CMAM 
protocol

Community mobilization

Passive referral

Good health seeking 
behaviour

Peer to Peer referral

Refresher training for HWs 
& CVs

leads to increases

results to

leads to

increases

results to

associated with

results to

Active case finding

decreases

promotes

shortens

leads to

reduces

leads to

leads to

results to

results to

leads to

leads to

results to

leads to

increases

increases

associated with

encourages

enables

increases
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Annex3: Active and adaptive case finding procedure25. 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
25 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 

 


