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Executive Summary 

In March 2014 a SQUEAC evaluation was conducted in the districts of Wadajir, Waberi and Bondhere in 

Mogadishu in order to assess the coverage of SAM treatment services, and to provide an evidence base on 

which to improve the programme. Concern is a service provider in all three districts, with Save the Children 

covering parts of Waberi district and CISP parts of Bondhere. 

A coverage estimation of 53.3% [CI 95%: 41.7%-64.4%] was found, alongside a series of boosters and 

barriers to access. 

At community level, the main boosters (or positive factors influencing coverage) include the frequent 

sharing of information about the SAM programme, good awareness of malnutrition and the SAM 

programme and good CHW activity (screening). A high level of satisfaction with the programme was also 

found to have a positive effect on coverage as well as a good understanding of the treatment protocol 

amongst mothers of SAM children. In terms of the OTP programme itself, good coverage of OTPs had a 

positive effect on coverage since this meant distances to travel to the OTP were low. An absentee follow-

up and defaulter tracing system also had a positive effect my reducing the number of defaulters, as did the 

efficient management of the OTP, meaning waiting times were low. This was also shown to increase the 

satisfaction with the programme amongst mothers. 

A number of barriers were also identified as having a negative effect on the coverage of the programme. 

These include alternative health seeking behaviour, where the OTP is not the first place treatment is 

sought. Instead it was found the local pharmacy, the local sheikh and traditional doctors were visited 

before going to the OTP. It was also found that fathers often refused to allow mothers to attend the OTP, 

this could be due to competing priorities (such as housework or income generation) and/or a lack of 

understanding of malnutrition on the part of the father. The need for mothers to stay at home (either for 

work or to tend to the other children) was found to prevent them from bring children to the OTP as well. 

Mogadishu contains a number of IDP settlements, which are often forcibly moved, causing admitted 

children to default from the programme and therefore reducing coverage. 

Despite the good awareness of malnutrition and the programme, the evaluation also found a number of 

barriers related to a misunderstanding of RUTF. Including the belief that RUTF causes diarrhoea, as well as 

the selling and sharing of RUTF. Selling and sharing was found to be prevalent and demonstrates that there 

is a misunderstanding of RUTF as an essential medication and malnutrition as an illness that needs treating. 

The selling and sharing of RUTF, was found to be related to the multiple registrations in multiple OTPs, 

since this allows mothers to access more RUTF. 

A series of recommendations and accompanying actions were then developed based on the evidence from 

the evaluation. The recommendations are as follows: 

1. Complete and implement full scale community mobilisation plan 

2. Conduct further investigation into the challenges of multiple registration, sharing and selling 

3. Advocate for investigation into leakage of large quantities of RUTF (2 pronged approach – decrease 
demand market and limit supply) 

4. Improve stabilisation centre referral service 
5. Find immediate solution to cover Muslim Aid areas 
6. Improve data management and reporting 
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1. Introduction 

1.1. Context 
The population of Mogadishu have suffered from instability and weak government for at least the past 30 

years. The humanitarian crisis in the country continues to be one of the world’s most severe. This has had a 

profound effect on rates of malnutrition and food security. The most recent SMART survey puts rates of 

severe acute malnutrition at 2.6%1 at best. This presents a significant burden for the both Somali and 

international institutions that are currently engaged in the treatment of SAM. 

With the support of UNICEF the Somali Ministry of Health have recently devised the Essential Package of 

Health Services (EPHS) system that is being implemented through the Joint Health and Nutrition Plan 

(JHNP). It is under this plan, that organisations (both national and international) have been tasked with 

providing treatment of SAM in allocated districts. Although these encouraging steps have been made in the 

development of Mogadishu’s health service and treatment of SAM, the JHNP is not yet fully operational 

and significant gaps remain. Strengthening Nutrition Security Consortium (SNS) was developed in order to 

fill these gaps and to complement the current implementation of the JHNP.2  

SNS, made up of ACF, Concern, Oxfam and Save the Children International (SCI), set out to provide 

emergency treatment of severe acute malnutrition and preventative IYCF counselling at the beginning of 

2014. The Concern OTPs under evaluation are funded through the SNS consortium. The Muslim Aid, SCI 

and CISP OTPs, which also operate in the districts under evaluation, are funded through the JHNP. 

The SNS provided a significant boost to the capacity of the already existing Concern OTPs. All three OTPs 

have been operational since at least January 2013, however the community component (CHWs) was 

significantly bolstered by the SNS. 

After one year of SNS programming, it was decided that a coverage evaluation should be conducted in 

order to firstly provide a baseline for the following three years of SNS, and second to provide the 

information in order to enhance the performance of the programme and increase coverage. 

1.2. Objectives 
1) To asses point and/or period coverage of Wadajir, Bondhere and Waberi district programs  
2) Identify factors (boosters and barriers) affecting the access to the CMAM programme. 
3) Develop specific recommendations to improve acceptance and coverage of the programme. 
4) Enhance competencies of the SNS partner nutrition program staff in the SQUEAC 

methodology.  

1.3. Methodology 
The SQUEAC (semi-quantitative evaluation of access and coverage) methodology3 was chosen in order to 
determine the coverage rate in the district and to provide recommendations to improve coverage and a 
rich body of evidence to underpin them. The SQUEAC took place in the following stages: 

Stage 1: An analysis of all quantitative data, collection and analysis of qualitative information and the 
identification of negative and positive factors effecting coverage. 

                                                           
1 SNS SMART December 2014 
2 The JHNP structures are the referral point for SNS for EPI and, once fully operational, will be the structures available to hand 
over SNS  OTP sites at the end of the project 
3 M Myatt et al 2012 Semi-Quantitative Evaluation of Access and Coverage (SQUEAC)/Simplified Lot Quality Assurance Sampling 

Evaluation of Access and Coverage (SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA. 
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Stage 2: Development and testing of hypothesise to confirm  (or deny) assumptions related to areas 
of high or low coverage, and to ascertain whether coverage is uniform throughout the 
district 

Stage 3: Wide-area survey to determine district wide coverage estimate using Bayesian techniques 

The core SQUEAC team consisted of 15 people including the Concern programme management team4. The 
majority of the team participated throughout the evaluation, including data collection, analysis and 
training.  

The assessment took place over the course of three weeks from 11th-31st March 20155.  

1.4. Challenges and Limitations 
Despite the insecure nature of Mogadishu challenges and limitations to the SQUEAC evaluation were 

minimal. The following however required some management: 

- Lack of reliable and comprehensive population data. Due to the lack of reliable population figures at 

tabele level we were unable to precisely plan the small and wide area surveys in the classroom, and 

had to do some community level sampling. 

- Restricted movement for SQUEAC facilitator. The SQUEAC facilitator was unable to travel to the 

community to supervise, coordinate and take part in the data collection. This was overcome with 

strong training and the appointing of team leaders to ensure quality and coordination. Detailed 

follow-up including an explanation of what happened during the day was conducted with each 

team leader at the end of each day. 

1.5. Description of Area and Population 
The SQUEAC evaluation took place in three urban districts of Mogadishu. Wadajir is a large district and 

contains large IDP camps. Waberi district contains the airport and AMISOM base, therefore is regularly 

subjected to road blocks and limitations to movement. Bondhere also contains some pockets of IDP camps, 

particularly in the southern part of the district. Figure 3 below shows the area under evaluation and the 

location of the OTPs 

Casual labour is the main source of income in Mogadishu, with this accounting for 58% of income for IDPs 

and coupled with skilled labour 55% for urban households. The remaining income is largely made up of 

petty trade, humanitarian assistance and remittances.6 

1.6. Nutritional Situation 
A recent SMART survey conducted by the SNS consortium in Banadir estimated the following SAM and 

GAM rates for Mogadishu 

Table 1 Most recent SMART survey data for Banadir (Mogadishu, Banadir Region, Somalia, March 2015) 

Indicator IDP   Urban 

GAM (MUAC) 22.2% 13.2%  

SAM MUAC) 5.6% 2.6%  

 

                                                           
4 See Annex 1 for a full team list 
5 See Annex 2 for a full work plan 
6 Mogadishu Food Security and Nutrition Situation Trends (July 2011-April 2012) – FSNAU/WFP/FEWSNET 
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This represents a significant burden on SAM treatment services, and demonstrates the increased level of 

vulnerability in IDP populations. 

1.7. Details of Nutrition Programme 

The SAM treatment services under evaluation are delivered by NGO partners. Ministry of Health 

involvement is limited. The following table outlines the nutrition services in each of the districts. Each NGO 

has been allocated these areas under the Nutrition Cluster Rationalization Plan, and they are not permitted 

to operate outside of them. 

Table 2 Nutrition treatment services in evaluation area (Mogadishu, Banadir Region, Somalia, March 2015) 

 Concern OTPs Other OTPs Nearest SC 

Bondhere Will Waal CISP (since at least January 

2015) 

Forlanini (ACF) and 

SAACID 

Waberi 20th December Save the Children (since 

November 2014) 

Hodan (ACF) 

Wadajir Obisobo Halane  Muslim Aid (no activities 

since at least January 2014) 

Hodan (ACF) and 

Banadir Hospital 

 

Stabilisation Centres (SCs) are spread throughout Banadir, however there are none situated in these three 

districts. The nearest SCs are detailed in the table above. 

Community level activity (screening and referral) is managed from each Concern OTP7. Each OTP has a 

team of CHWs that are sent out from the OTP to conduct screening in the community. At present, the 

CHWs do not necessarily come from the division in which they work, rather they work as a team screening 

children in each tabele after the other. There are also additional CHWs active in the communities from 

other NGOs like Youthlink and ANPPCAN. These NGOs provide community-based health care (such as IYCF 

and WASH) that also includes screening of children for SAM/MAM and referral to the closest OTP. 

Although it is a strength that they are referring to the OTPs, active coordination at community level with 

these NGOs was found to be limited. 

MAM treatment is provided in the three districts, although is vulnerable to supply shortages. For example, 

Concern provides MAM treatment to OTP graduates (once they have reached 115mm MUAC) however 

TSFP program was not implemented before Feb 2015. The agencies mandated with TSFP in the 

Rationalization Plan8 have not had supplies for some time. Concern has therefore kept SAM children in the 

OTP programme until 125mm MUAC has been achieved.  

                                                           
7 In the case of Bondhere CISP CHWs cover the CISP section of the district. Save the children and Muslim Aid did not have active 
CHWs at the time of the evaluation. 
8 This was a plan coordinated by the Nutrition Cluster that allocated SFP and OTP services in specific areas to specific partners 
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2. Stage 1 

2.1. Quantitative data analysis 

The first stage of a SQUEAC requires the analysis of routine programme data, to determine programme 
performance, potential factors effecting coverage and areas of high and low coverage. The following 
sources of programme data were used: 
 

- CMAM database 

- OTP card analysis for all OTPs November 2014-January 2015 (n=629) 

- CHW reporting (screening and referral as well as defaulter follow-up) 

 

The Muslim Aid OTP has not been operational for some time therefore there was no data available. The SCI 

OTP has only been open since November 2014 therefore only three months of data were available. The 

CISP OTP was unable to provide us with the data required. Therefore the following quantitative analysis is 

only drawn from the three Concern OTPs. The qualitative data in the next section however does cover the 

activities and intervention areas for Muslim Aid, SCI and CISP. 

2.1.1. Admissions overtime 

Admissions from all Concern OTPs in the three districts were plotted from January 2013-February 2015. 

Concern had three additional OTPs between January and October 2013 that remain closed. The admissions 

over time graph has been put against a seasonal calendar in order to identify any seasonal variations in 

admissions and understand potential seasonal changes to coverage9. 

 
Figure 1 Admissions over time for Concern OTPs January 2013-February 2015 (Mogadishu, Banadir Region, Somalia, March 
2015) 

 

Hot Seasons                                             

Rainy Seasons                                         

Labour demand                                         

                                                           
9 Seasonal calendar adapted from UNHCR (WEEKLY UPDATE | Return & reintegration of Somali refugees from Kenya) and 

qualitative research performed during Stage 1 
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Lean Season                                             

Harvest                                                 

 

Since January 2013 we can observe a steady incline in the number of admissions. This can be attributed to 

a gradual improvement in the effectiveness of the programme and an improvement in the security 

situation in Mogadishu allowing for more functional programming. A more significant improvement can 

however been seen in 2014, due to the beginning of SNS funding and the additional community screening 

that accompanied this change, leading to greater admissions. This indicates effective screening and referral 

as increased screening has led to increases in admissions. 

 

During the four rainy seasons we can see clear spikes in admissions. This is likely due to increased 

caseloads of malaria and diarrhoea cases. Peaks can also be seen during the lean seasons. Decreases in 

food availability tend to lead to increases in prevalence of malnutrition and therefore should lead to 

increased admissions. If this is not the case, then there could be additional barriers that are preventing 

increased admissions. The correlation in admissions with rainy and lean seasons demonstrates that the 

programme is responding to changes in context, and absorb increased admissions. 

2.1.2. MUAC on admission 

Analysis of MUAC on admission is a key SQUEAC tool that allows us to see the timeliness of admissions. An 

effective CMAM programme should be able to identify SAM cases early and then admit them. This leads to 

shorter lengths of stay and minimises damage caused by SAM. MUAC on admission data was taken from 

the OTP card analysis, and weight-for-height and oedema admissions, although very low in quantity, were 

omitted. 

Figure 2 MUAC on admission for Concern OTPs taken from OTP card analysis (Mogadishu, Banadir Region, Somalia, March 2015) 
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The analysis indicates a high median MUAC on admission (112mm) which demonstrates early presentation 

of SAM cases. This means suggests that case-finding in the community is likely to be good since cases 

found before they are able to develop and become more severe. SNS has a target of catching cases before 

they reach 110mm MUAC which was met in 74% of this sample. There are however some, albeit low, 

amounts of very severe cases (<105mm). Any CMAM programme should endeavor to keep these cases to 

zero, since this means the child will have a much longer length of stay and will be at greater risk of the 

effects of malnutrition. 

 

The MUAC on admission tool also sheds some light on the quality of measurements.  

2.1.3. Admissions by Area 

Mapping admissions provides an important indication of areas of high and low coverage. The data was not 

available to map all admissions, and therefore we used the OTP card sample. The OTP cards did not 

indicate more detailed location of carers than division (such as tabele or camp level), however this still 

enabled us gain some clarity on areas of high and low admissions. 

Figure 3 Map showing admissions per division (source: OTP card analysis) (Mogadishu, Banadir Region, Somalia, March 2015) 

 

The most immediate observation that one makes is the low level of admissions from the Divisions of Xawo 

Taco (1) and J.Daud (8). This is the area that is in theory covered by the Muslim Aid OTP, but since it has 

been non-operational for at least since January 2014 there are very few admissions from here. Therefore 

coverage is likely to be very low in this area. 
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In the northern Division of Bondhere (Sinay) we also see very few admissions (8), which is likely due to the 

fact that the CISP OTP covers this area. Unfortunately due to the lack of available data we were unable to 

verify this. However during the qualitative research we found that there is a functioning OTP there, so 

unlikely to be actually low admissions coming from that area, but admissions would not have been 

included in the OTP card sample from the Concern OTP Wiil Waal.  

 

Finally, there are also an unusually low amount of admissions (6) in the division of October. This is likely 

due to the fact that SCI OTP now covers this division (since November 2014) but the data was not available 

to verify. 

 

The highest amount of admissions can be found in Xalane division, Wadajir (126) and Nasir Bunde, 

Bondhere (159). In the former instance this could be explained by the fact that the OTP is situated in this 

division suggesting that CHW activity and awareness are higher. In the case of Nasir Bunde, the relatively 

high admissions could be explained by the fact both Concern and CISP cover this division, and therefore 

both have screening activity. Carers are able to decide which OTP (CISP or Concern Wil Waal) they prefer to 

attend. 

2.1.4. Defaulting 

A key element of achieving good coverage is in keeping defaulting to a minimum therefore it is important 

to analyse defaulting during any coverage evaluation. Defaulting numbers from January 2013 for the 

Concern OTPs were taken from the CMAM database and plotted overtime, alongside a seasonal calendar. 

In addition some information from the defaulter tracing system was reviewed, allowing us to gain an 

understanding of defaulting in the programme. Finally, the OTP cards were used to conduct a time to 

default analysis. 
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Figure 4 Defaulters over time per Concern OTP (source: CMAM database) (Mogadishu, Banadir Region, Somalia, March 2015) 

 

 

Peak Labour demand                           

Road Blockages                           

CM stopped in Waberi                           

Forced evictions of IDPs                           

Increase in number of 

CHWs 

                          

 

 

Defaulting in the programme has generally been low since January 2013, and does not therefore indicate a 

major threat to coverage. That said, every programme should endeavour to reduce defaulting to zero so 

analysis is important. 

 

Figure 4 shows that increases in defaulting generally correlate with increases in admissions (if we refer also 

to Figure 1). In particular, we see increases from May 2014 when the SNS funded had bolstered resources 

in the programme. Disaggregation by OTP allows us to see that 20th December has more defaulters, which 

does not correlate with greater admissions. We see a particular rise in defaulters from June 2014 to 

December 2014, which can be put down to the ceasing of community activity in Waberi district. Authorities 

banned any community activity over this time therefore CHWs were unable to follow-up absentee cases 

and therefore allowing them to default. 

 

In addition, an unusual amount of road blocks throughout the city in May, June and July 2014 lead to 

greater defaulting since mothers were unable to access the OTPs for treatment, and also CHWs were 

unable to trace these cases. 

 

In order to further understand defaulting a time to default analysis was conducted, using all defaulted 

cases found in the OTP card sample (n=60). 
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Figure 5 Time to default analysis (source: OTP card analysis) (Mogadishu, Banadir Region, Somalia, March 2015) 

 
 

The analysis allows us to see that most of defaulting happens after 1-4 weeks in the programme. This 

indicates that there is likely to be a lack of awareness about required length of stay in the programme.  

 

One would also expect a defaulter tracing system to shed further light on reasons for default. However the 

effectiveness of the system is questionable. Only 99 out of 196 defaulters in 2014 were traced, and 87 of 

those 99 were ‘not found’. Therefore this source is not able to help us understand much more about 

reasons for default. The qualitative research however did provided further information on reasons for 

default, including father refuses carer to go to OTP, mother busy with other tasks work/other children, 

refusal to go to SC and early discharge as cured. These have not necessarily been included as significant 

barriers to access since defaulting is not a major problem, however the programme should be aware of 

these challenges and make proportional effort to reduce them. 

2.1.5. Outcome trends 

Discharge outcomes (cured, default, non-response and death) were plotted over time for the three 

Concern OTPs from January 2013 to February 2015. This data was taken from the CMAM database. 
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Figure 6 Discharge Outcomes for all 3 Concern OTPs over time (source: CMAM database) (Mogadishu, Banadir Region, Somalia, 
March 2015) 

 
 

The reported outcomes were well over SPHERE standards throughout the analysed period. Defaulting rates 

were consistently low as were death rates. The most remarkable observation is that non-response rates 

were higher than would be expected for the duration of the period. This is addressed in the length of stay 

section below. 

2.1.6. OTP Card Analysis 

Analysis of OTP cards enables the SQUEAC evaluation to supplement routine programme data with 

additional data and also to verify the reliability of the reported data. A sample of 629 cards was taken from 

all three Concern OTPs for November 2014, December 2014 and January 2015. 

The cards demonstrated good quality data management. They were correctly filled out, complete and 

generally demonstrated good understanding of protocols by OTP staff. The accuracy of monthly reporting 

(CMAM database) can be supported by identical discharge outcomes from monthly reporting (over 24 

month period) and OTP card analysis (over three month period) being found (cured: 88%, default: 9%, non-

response: 2%, death: 1%). 

 

The OTP card analysis did reveal one confusion and recurrent error in reporting at OTP level, and that 

related to discharge criteria. The cards showed that there are various criteria being used across the OTPs. 

We found discharges at 1 week at 12.5cm, discharges at 2 weeks 12.5cm, 3 weeks at 12.5cm and even over 

4 weeks. 

 

SNS abide by the discharge criteria of 12.5cm for 3 weeks. The author is of the opinion that this is a 

misreading of the national guidelines10 which says the cured criteria for OTP is: 

 

 

                                                           
10 ‘Field Card 20’, page 61, Somali Guidelines for Management of Acute Malnutrition, 2010 
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Cured W/H > -2zscores 

MUAC >125mm 

No oedema 

For 2 consecutive visits 

 

The following chart illustrates three sets of discharge outcomes. The first bar is those according to what is 

recorded in the OTP cards, the second highlights those cases that were discharged before having a MUAC 

of 125mm for 3 weeks (SNS criteria) and the third highlights those cases that were discharged before 

having a MUAC of 125mm for 2 consecutive weeks (standard international criteria). 
 

Figure 7 Bar chart showing changes in discharge outcomes when hidden defaulters are included (source: OTP card analysis) 
(Mogadishu, Banadir Region, Somalia, March 2015) 

 

 

Although the incorrect discharges are a problem that should be rectified, the concern is limited, since these 

children are not being discharged when they are still SAM. We verified this by doing a MUAC on default 

analysis including all those who were discharged cured without meeting the discharge criteria 

(international standards), and did not find any children that were wrongfully discharged with a MUAC 

below 115mm, and very few below 125mm. 

 

The use of 3 weeks at 125mm before discharge should be revised since it results in unnecessary 

consumption of RUTF, and is not in line with international standards. This is the same for those children 

who are kept in the programme beyond 3 weeks at 125mm. An analysis of the extent of this problem was 

done for a sample (n=113) of cards from Will Waal OTP and showed the following results: 
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Figure 8 Number of weeks in programme having reached MUAC 125mm (source: OTP card analysis) (Mogadishu, Banadir 
Region, Somalia, March 2015) 

 

Those cases in the 2 weeks column (31%)  were correctly discharged since they reached 125mm  or more, 
returned for one additional week and remained at 125mm and were then discharged; the correct 
procedure according to international criteria. However all those in the 3, 4, and >4 week columns (36%) 
were kept in for unnecessary additional visits. Those in columns <1 and 1 week were discharged early, and 
would have been counted as ‘hidden’ defaulters in Figure 7. 
 
Potential consistencies in the confusion related to discharge criteria were explored, however none were 
discovered. It was possible, for example, that certain OTPs were more prone to these errors. It can be 
concluded therefore that data management at OTP level is strong; however the programme management 
needs to clarify the discharge criteria and then re-train staff. 

 

2.1.7. Length of Stay 

A length of stay analysis was conducted with the OTP card sample for all cases that were discharged cured 

or non-responders. 

Figure 9 Analysis of number of weeks children remain in programme  (source: OTP card analysis) (Mogadishu, Banadir Region, 
Somalia, March 2015) 
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A median length of stay was discovered of over 8 weeks, which considering the high median MUAC on 
admission is unusual. In most cases good case-finding and high MUAC on admission would be coupled with 
short length of stay, since the cases are less developed and take less time to cure. However we do not see 
that here, therefore there is additional factors causing length of stay to be long. 
 
Further investigation of the cards and then during the qualitative research showed that absenteeism was 
not a major problem and nor was there clear evidence for the use of a minimum length of stay (as 
suspected).  
 
More detailed analysis of 20th Dec and Wiil Waal OTPs showed that a significant amount of cases stayed in 
the programme for up to 14 weeks. This represents an unnecessary disruption to carer’s lives and 
inefficient use of resources. Such lengths of stay should be identified and analysed on an on-going basis 
and determine the reasons and develop case specific remedial action. 
 
Some of the long length of stay can be accounted for by unnecessary visits to the OTP after appropriate 
discharge criteria has been met (see Figure 8 above) however the most prominent cause can be put down 
to the fact that the child is not receiving the intended full ration. As discovered during the qualitative 
research selling and sharing of RUTF by carers is prevalent, therefore is likely to be the main cause of the 
long length of stay. 

2.2. Qualitative Research 

In order to compliment the information taken from the quantitative data sources, the team set out to 
collect qualitative data. Broadly speaking, it can be said that the quantitative data tells us what the 
programme ‘thinks’ and the qualitative data will tell us what the programme stakeholders think. 
 
To start with the programme stakeholders were identified. These included programme participants (carers 
of SAM children), community members (key community figures religious leaders and local health 
practitioners) and programme staff (management staff, OTP staff and CHWs).11 
 
Both OTPs and residential locations were chosen for the qualitative research. Since there is a manageable 
amount of OTPs (6) all of them were visited. It was important to visit both Concern OTPs and OTPs run by 
CISP and SCI, since the coverage evaluation is targeting the complete district, not just the Concern areas. 
Furthermore, the MCH where the Muslim Aid OTP is meant to be situated was also visited. 
 
Residential locations for the qualitative data collection were chosen based on a number of factors: 

1. A good spatial coverage throughout the three districts 
2. Selection of both IDP and urban settlements 
3. Low and high admissions 
4. Close and far from an OTP 

 
The following locations were therefore chosen: 
 
Table 3 List of villages chosen for qualitative research with reasons for choice (Mogadishu, Banadir Region, Somalia, March 
2015) 

Location Type District Reason for choosing 
Far (F) or 
close (C) to 
OTP 

High (H) or 

Low (L) 

Admissions 

Shabelle IDP Bondhere IDP in Bondhere, 'far' from OTP, low admissions F L 

Badbaabo/Rajo IDP Wadajir South of district, far from OTP F L 

                                                           
11 See Annex 3 for a full list of the key informants interviews performed 
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Siliga IDP Wadajir North of district (MA area), close to MA OTP, low admissions C L 

Bayle IDP Waberi IDP in Waberi C L 

Mujuma'umula 
Quaraa 

Tabele Bondhere low admissions, far from OTP, in middle of CISP and Concern F L 

El Amuude Tabele Bondhere high admissions, and in north (CISP area), close to OTP C H 

Qorombow Tabele Wadajir close to OTP, high admissions, low defaulters C H 

Haasan Jiis Tabele Wadajir low admissions and far from the OTP F L 

Ceel Geelow Tabele Wadajir low admissions, close to MA OTP, in MA area C L 

Garaashka Tabele Wadajir high admissions and far from OTP F H 

Buulo Elay Tabele Waberi high admissions, high defaulters and close to OTP C H 

 
The team (15 people) were trained over the course of two days in qualitative research techniques. A close 
focus was placed on interview technique to ensure the interviews yielded the richest and most accurate 
data possible. The teams were trained in and used a mixture of methods including semi-structured 
interviews, group discussions, structured interviews and observations. 
 
The questionnaires were designed in order to collect various pieces of information, including the level of 
knowledge is in terms of malnutrition (causes, symptoms and understanding) amongst the community, the 
knowledge, views and perceptions of the SAM treatment programme amongst community members and 
users, health seeking behaviour, the level of understanding of treatment protocols amongst carers of SAM 
children and the quality of the SAM treatment service. 
 
A total of 62 interviews were conducted by three teams of four to six over three days in 18 different 
locations. See Annex 3 for a detailed list of interviews conducted. 
 
At the end of each day the findings collected were added to a wall based mindmap that organised findings 
by informant type. This facilitated triangulation with the quantitative data which was also added to the 
mindmap.12 
 
In addition the BBQ tool was employed that detailed specific barriers, boosters and then outstanding 
questions that arose during the day. Questionnaires were altered the following days in order to respond to 
the questions raised. 
 
Finally the following boosters and barriers to access were identified: 
 
Table 4 List of boosters and explanations identified during qualitative research (Mogadishu, Banadir Region, Somalia, March 
2015) 

Boosters Explanation Sources 

Frequent sharing of 
information about SAM 
and programme in 
community (Mother to 
Mother, neighbors etc.) 

It was strongly reported that the sharing of information 
about SAM and the SAM treatment programme amongst 
community members is an important factor leading to 
good coverage. This booster is compounded by the good 
experience carers of SAM children have during treatment 
and the resulting satisfaction with the programme. This 
finding was not only triangulated amongst various sources 

Mothers of non-
SAM children, 
mothers of SAM 
children, key 
community 
figures, OTP staff, 
mothers of non-

                                                           
12 See Annexe 4 for a photo of the mindmap 



 
20 

during the qualitative research but also during both the 
small and wide area surveys. Of the 25 covered cases 
found, 7 explained that they knew about malnutrition 
because of information from a member of the community 
(usually a mother of previous or current SAM child, a 
neighbor or a community leader) and 15 found out about 
the programme because of community members. 

SAM children 

Good awareness of 
malnutrition in 
community 

Awareness of malnutrition in the community was 
ultimately decided to be good. Initially we had awareness 
of malnutrition as a booster (good awareness) and a 
barrier (lack of awareness) in the BBQ, since we 
experienced both during the qualitative research. 
However having completed the research it was decided 
that the evidence was in favor of good awareness, despite 
the odd example of poor awareness. Good awareness 
meant that the informant was able to associate the 
symptoms of malnutrition with the causes. In order to 
ensure the teams were well aware of what constituted 
‘good awareness’ we identified the somali terms that 
would demonstrate this level of understanding. It was 
particularly encouraging that awareness amongst 
community leaders and TBAs was high. These are both 
influential figures within the community and would prove 
beneficial to engage in any community mobilization 
activities. If members of the community are aware of what 
malnutrition is, then they are much more likely to seek 
treatment, and therefore an important step towards good 
coverage. 

Fathers, key 
community 
figures, mothers 
of non-SAM 
children, TBAs 

Good CHW activity in 
community 

A comprehensive community mobilization plan is crucial in 
order to achieve high coverage in CMAM programmes. 
Although currently in development, the Concern 
programme does not yet have such a plan. That said, there 
is a well thought out community-based screening strategy 
that contributes to achieving good coverage. Each OTP has 
6-8 CHWs that are organized by the Community 
Mobilization Manager. A ‘combing’ strategy is 
implemented, meaning once one tabele is covered, they 
move on to the next, until all have been screened, at 
which time the process begins again. A weekly planning is 
designed each week, in order to ensure the target tabeles 
are understood, and the screening coverage is systematic. 
CHWs are paid, and therefore are well motivated. During 
the qualitative research good CHW activity was deduced 
through clear explanations of CHW tasks (screening with 
MUAC, referral etc.) and explanation of when they had 
visited. 
 
In addition to Concern CHWs, there are a number of other 
community level health workers that screen and refer 
children and therefore also contribute to increased 
coverage. They include APPNCN IYCF counsellors, 
YouthLink CHWs, Muslim Aid Lady Health Workers, 

TBAs, mothers of 
SAM, mothers of 
non-SAM, CHW, 
Non-concern 
CHW. 
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vaccinators and MCH community health workers. There 
are however limits to the community component which 
are addressed below. 

Good awareness of 
SAM programme in 
community 

Good awareness of the SAM treatment programme 
throughout the community is key in order to achieve high 
coverage. If a child is malnourished then mothers and 
community members must know that there is a 
programme in order for them to be admitted. The 
qualitative research found that awareness of the 
programme was generally good. As with awareness of 
malnutrition initially we including both good awareness 
(as a booster) and poor awareness (as a barrier), however 
ultimately the balance was clearly in terms of good 
awareness. Awareness was good amongst a wide range of 
constituents, one group that was missing was fathers, 
where awareness was low. This is something that should 
be addressed in any future community mobilization plan, 
as we also discovered that father refusing treatment was a 
barrier (See below). 
 
Awareness of the programme was determined by the 
informant identifying the exact location of where children 
can go to receive treatment of malnutrition, and also what 
this entailed (prescription of RUTF). 

TBA, non-Concern 
CHW, key 
community 
figures, mothers 
of non-SAM 
children 

High satisfaction with 
programme in 
community 

Considering word-of-mouth is such a powerful means of 
sharing information, it is critical that the perception of the 
SAM treatment programme amongst the community is 
good. Therefore it is important that the mothers of SAM 
children are satisfied with the treatment received so that 
they share positive information in the community. This 
positive perception contributes to good coverage as the 
community are more likely to tell other community 
members about the programme and/or refer children. The 
qualitative research found that this was the case amongst 
mothers of SAM children. High satisfaction was 
determined by the fact mothers had very few complaints 
about the programme, and in fact were very 
complimentary of it. The fact the treatment worked, the 
staff were kind and the waiting times at the OTP were low, 
all contributed to this good satisfaction. This was further 
triangulated in the data collected from covered cases in 
the small and wide area surveys since many sighted other 
mothers (of previous SAM children) as their source of 
information about the programme. 

Mothers of SAM 
children and 
community 
leaders 

Good understanding of 
treatment protocol 
amongst mothers of 
SAM children 

In order to ensure the full length of treatment is given to 
SAM children it is necessary that mothers are well versed 
in the treatment protocols. First, OTP staff demonstrated 
well that each mother is informed of the treatment 
protocol (dos and don’ts, length of stay, requirements 
etc.), and this was also observed during OTP visits. Second, 
the mothers of SAM children interviewed demonstrated a 
sound understanding of treatment protocols. This is 

Mothers of SAM 
children and OTP 
staff 
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important on two levels, firstly to ensure the mother 
knows the length of stay required and therefore does not 
default, and second to ensure the mother knows that the 
child must receive their full ration. Although some 
mothers interviewed demonstrated an awareness that the 
SAM child needs the full treatment, it was found that 
sharing and selling of RUTF was prominent (this is 
addressed below). 

Good geographical 
coverage of OTPs 
leading to low 
distances to travel 

During the quantitative analysis mapping of the OTPs 
showed that there was a good coverage of OTPs across 
the three districts. This showed that any Tabele was no 
more than 3km from an OTP. This was then confirmed 
during the qualitative research where a number of 
informants said that the distance to the OTP was not a 
challenge. 

Teachers, mothers 
of SAM children, 
fathers, mothers 
of non-SAM 

Absentee follow-up and 
defaulter tracing 
system in place 

As demonstrated in the quantitative analysis high 
defaulter rates are not a concern for this programme. That 
said, it is worth noting that there is an absentee follow-up 
and defaulter tracing system in place. In terms of the 
defaulter tracing, it has not been so effective, with only 99 
of a total 291 defaulters followed up, with only 12 being 
found. However the absentee follow-up is supposedly 
more successful, although not reported. It could well be 
due to the successful follow-up of absentees (1 or 2 weeks 
missed) that the defaulter rate is kept low. Therefore, 
although there is significant room for improving the 
effectiveness of the defaulter follow-up, it is likely that the 
absentee follow-up has contributed to reduced defaulters 
and therefore higher coverage. 

Concern 
programme staff 

Efficient management 
of OTP leading to low 
waiting times 

Reducing the potential opportunity cost for mothers to 
attend OTPs should be an objective for all CMAM 
programmes. Therefore if journeys to an OTP are 
necessary it is critical that the time spent at the OTP is as 
short as possible. This will only be possible with an 
efficient management of the OTP. The qualitative research 
found that OTP staff manage the OTPs well and this was 
evidenced through direct observations. This was then 
triangulated with mothers of SAM children who testified 
to short waiting times at the OTP. 

OTP staff, 
observations, 
mothers of SAM 
children 

 
Table 5 List of barriers and explanation identified during qualitative research (Mogadishu, Banadir Region, Somalia, March 2015) 

Barriers Explanation Sources 

Alternative health 
seeking behavior (initial 
recourse to pharmacy, 
sheikh or traditional 
doctors) 

Health seeking behaviour is a key area of investigation for 
any SQUEAC evaluation since it can have a significant 
effect on coverage. If a child with SAM is not quickly 
diagnosed and admitted into the programme, then they 
will remain uncovered. The qualitative research found 
evidence of alternative health seeking behaviours for SAM. 
Rather than going straight to the OTP once the child fell ill, 
some mothers took their children to the pharmacy. This 
was usually because awareness that the pharmacy can 

Non-concern 
CHWs, mothers of 
non-SAM, OTP 
staff 
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provide treatments was higher amongst these mothers 
than awareness about the OTP. We did not discover any 
other reason why they might be put off from going to the 
OTP (such as perception of cost). Therefore the challenge 
presented by these alternative health seeking behaviours 
is wrapped up in knowledge and awareness, and can be 
addressed through a comprehensive community 
mobilisation plan. Although less common, recourse to 
religious leaders and traditional doctors was another 
channel through which care was sought. All of these 
actors, including pharmacists, should be implicated in any 
community mobilisation plan, to ensure cases are 
admitted into the programme as soon as they become 
SAM. The small and wide area surveys also highlighted 
that initial recourse to the pharmacy (6 out of 25 covered 
cases) before the OTP was evident. 

Father refuses to allow 
mother to attend OTP 

Awareness about malnutrition is as important amongst 
fathers as it is amongst mothers in terms of coverage. The 
qualitative research demonstrated that since fathers often 
hold power over mothers in the household then can (and 
do) refuse to allow them to go to the OTP. This is usually 
due to legitimate concerns such as needing to attend the 
market or look after other children, but in most cases 
down to a lack of understanding about the importance and 
benefit of attending the OTP. 

CHWs, OTP staff, 
mothers of non-
SAM children 

Mother must stay at 
home to tend to other 
children/work 

Although not very prevalent, there was evidence from the 
qualitative research that concerns related to opportunity 
cost were preventing some mothers from going to the OTP. 
These costs included having to tend to other children at 
home, other household tasks and income generating 
activities. This barrier is connected to ‘Father refuses to 
allow mother to attend OTP’ since it is often due to other 
responsibilities of the mother that the father refuses. 
These both, also relate to awareness and support. If 
families (both mothers and fathers) are fully aware of the 
severity of the child’s condition, and are sufficiently 
supported (for example in making alternative 
arrangements for other children or household chores), 
then OTP attendance should be possible. 

Mothers of non-
SAM, OTP staff 

Population movement 
due to IDP evictions 

Unannounced evictions are a feature of living in 
Mogadishu IDP settlements. Coverage will be negatively 
affected when these movements effect SAM children, 
since they may default (if in programme) or will move to 
an area without SAM services. Many camps are built on 
government or privately owned land, and when required, 
residents can be evicted without warning or support, and 
frequently with violence. Therefore, this can be a cause of 
defaulting from the SAM treatment programme as 
mothers are required to move away from the OTP, and are 
not transferred to another OTP in the new location. 

key community 
figures, CHWs 

Belief that RUTF causes It was reported amongst TBAs and OTP staff that mothers OTP staff, TBAs 



 
24 

diarrhea will refuse give their child RUTF as they believe that it is 
the cause of the diarrhoea. This will have a negative effect 
on coverage as mothers will be dissuaded from giving 
treatment. This was not something that was discovered 
amongst mothers themselves nevertheless was deemed 
an important barrier. This relates to awareness of 
malnutrition, as a correct understanding of the causes and 
symptoms of malnutrition would not have this outcome. 

Delays in funding 
agreement between 
implementing agency 
and donor 

Two out of four sub divisions in Wadajir district (Xawo Taco 
and J.Daud) have been allocated to Muslim Aid under the 
rationalization plan, a plan designed to reduce overlap in 
service provision. However, since at least January 2014 
Muslim Aid have been unable to deliver an OTP due to a 
delay in funding provision from their donor. This clearly 
has a significant effect on coverage, as this means there is 
limited community level activity in these areas, and no OTP 
provision. Although not sufficient, there is some screening 
and referral by APPCAN, and staff at the Muslim Aid MCH 
screen and refer to the Concern OTP in Obisobo Halane. 

Muslim Aid staff, 
Concern 
programme staff 

Sharing of RUTF with 
other children 

The long length of stay identified during the quantitative 
analysis required deeper investigation. A common cause is 
absenteeism however this was ruled out. Therefore it was 
suspected that the children were not receiving their full 
ration. Although traditionally a difficult aspect to 
investigate (since mothers are told not to share, it is rare 
that they admit to doing it) mothers interviewed were very 
honest on this issue. When asked if they shared RUTF they 
admitted to it, explaining that there are very little options 
for food for their other children, so how are they to give 
one child three packets of RUTF per day, and the others 
little or nothing? This has an important effect on coverage 
since a long length of stay means that mothers are more 
likely to default (before reaching cure) and resources are 
being used up on long lengths of stay rather than reaching 
out to non-covered cases. 

Mothers of SAM 
children, OTP staff, 
TBA 

Selling of RUTF 

Similar to the issue of sharing, selling is a difficult subject 
to investigate since mothers are explicitly told that it must 
not be done. However, with subtle and diplomatic 
questioning during the qualitative research we were able 
to triangulate amongst mothers that this does happened.  
 
It is well known also that there is significant quantities 
(sealed cartons) of RUTF leaked to the market. This is a 
concern for the overall efficiency of the collective 
endeavor of treating SAM however should be treated 
separately to the challenge of ensuring children get their 
full ration. In terms of inefficient use of resources the 
amount of RUTF sold by mothers is relatively small, 
however the quantities leaked from the supply chain 
(potentially from any partner treating SAM in Mogadishu) 
is much more significant. Therefore if the objective is 
increasing efficient use of resources, this is where the 

Mothers of SAM 
children, TBA, OTP 
staff 
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problem should be tackled, not with mothers. 
 
The approach with mothers should be tackled with the 
objective of ensuring children receive their full ration, and 
this will be done by influencing how mothers understand 
malnutrition and RUTF. 

Lack of awareness that 
RUTF is a medicine and 
not a food 

The fact that children are not receiving their full ration 
(due to sharing or selling) is clearly an evident challenge 
demonstrated by the long length of stay and supporting 
qualitative evidence. This challenge requires further 
investigation with the objective being to see how the 
programme can insure the child receives their full ration. It 
is likely that these two phenomena are down to the fact 
that RUTF is not considered a medicine, and rather more 
akin to a food. This barrier was identified through the 
analysis of reasons behind why the selling and sharing of 
RUTF is so prevalent, and some preliminary investigation 
into the issue of selling and sharing. 

Concern 
programme staff, 
mothers of SAM 
children 

Absence of system to 
ensure follow-up of 
OTP-SC transfers 

The qualitative research and then a more extensive small 
study during stage 2, demonstrated that the lack of a 
system to ensure follow-up of OTP-SC transfers is having a 
negative effect on coverage. Although this effect is likely to 
be small (only 27 out of 8082 during 2013 and 2014), these 
children are the most at risk and therefore warrant much 
greater attention. 

OTP staff, mothers 
of SAM children, 
Concern staff. 

Multiple registrations in 
multiple OTPs 

Multiple registrations was identified during the 
quantitative analysis however without a proper system in 
place to detect or record multiple registrations it is difficult 
to determine how prevalent it is. That said, we were able 
to triangulate the presence of multiple registrations in 
multiple OTPs with mothers of SAM children and OTP staff 
in various locations. This has minimal effect on coverage 
directly since it is not preventing mothers from accessing 
the programme, however indirectly it does stifle the 
potential of increasing programme coverage since 
resources are unnecessarily absorbed. Various methods of 
control have been attempted in Mogadishu (bracelets, 
harmonizing distribution days, marking child’s fingers) but 
none have been successful and even present serious risks 
to children (e.g. injury through removing of bracelets). 
Therefore since relatively little is known about this barrier 
(in terms of its prevalence and organization), it requires 
more profound investigation to understand it better and to 
design appropriate mitigation strategies if deemed 
necessary. 

OTP staff, mothers 
of SAM children 

Road blocks and 
barriers preventing 
access to OTP (for staff) 

Mogadishu is still an insecure place in which to work. 
Frequent attacks on government personnel and resulting 
fighting are a part of daily life. When such attacks occur it 
is usual that roads will be blocked off. Road blocks also 
happen at other times for unknown reasons. These 
particularly effect 20th December OTP since it is close to 
government premises and the AMISOM base. Such blocks 

Concern 
programme staff 
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effect coverage negatively since staff can be prevented 
from attending the OTP, and on occasion the OTP has not 
been able to function, meaning treatment has not 
occurred. Road blocks have also been known to prevent 
mothers from attending OTPs. 

 

2.2.1. Community Mobilisation 

Although it cannot be considered a barrier (the lack of a booster does not constitute a barrier, in the same 
way the lack of a barrier does not constitute a booster), it is worth making a point about community 
mobilisation in the programme. 
 
Concern is currently in the process of developing a community mobilisation strategy. At present the 
community level activity cannot be considered community mobilisation since the current approach is 
limited to screening with CHWs, and only in some cases coordinating with tabele/camp leaders when doing 
this. The current strategy is known a ‘combing’, whereby each week the CHW team attached to a certain 
OTP go to village by village screening. Once they have finished with one village they move to the next, and 
continue until the whole district is covered. This is coordinated by the Community Mobilizer on a weekly 
basis. 
 
Although an efficient strategy that is contributing to commendable coverage of the programme, this is no 
basis for a sustainable and effective community mobilisation, where knowledge of malnutrition and the 
programme is sustained within a community and children referred, by the community, as soon as they 
become SAM. The community mobilisation strategy in development will ensure community participation, 
definition of CHW roles, community mapping and engagement of key community figures. 
 
In order for this to be effective, sufficient CHW resources need to be allocated. Ideally, CHWs will be from 
the area in which they operate, and will be able to work in their locality during the days they are required 
to work. This is a key aspect of a successful community mobilisation approach.  
 
The lack of engagement of community leaders in CHW screening was evidenced during the qualitative 
research when it became apparent that not all community leaders knew about the programme and 
additionally during Stage 2 and Stage 3 data collection. Handheld devices were used to collect GPS 
coordinates, and included the question ‘Have you seen CHW screening in your village?’ for the village 
leader. The following map demonstrates which village leaders said yes (green dots) and which village 
leaders said no (blue dots). 
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Figure 10 Map showing responses to question ‘Has village leader seen CHW take MUAC measurements before?’ posed to 
leaders of all tabeles/camps visited during small and wide area surveys (Mogadishu, Banadir Region, Somalia, March 2015) 

 
 
This demonstrates that the village leaders that have seen CHWs take MUAC measurements (green dots) 
are largely around the location of OTP sites, particularly Obisobo Halene (bottom left) and CISP and 
Concern Wiil Waal OTPS (top right). This either indicates that CHW screening is only happening around OTP 
sites or that village leaders are not being systematically engaged by CHWs. Since qualitative research 
demonstrated that CHW screening is wide-spread the later explanation is more likely. 

3. Stage 2 

Small-Area Survey 

Based on evidence from Stage 1 (good knowledge of malnutrition, good knowledge of the programme and 
good screening activity), the team suspected that the coverage throughout the three districts was 
uniformly acceptable (above 70%). This was with the exception of two divisions (J.Daud and Xawo Taco) in 
Wadajir. Due to the fact these two divisions have been allocated to Muslim Aid to provide SAM treatment, 
but there has been no provision since at least January 2014. This was supported by the fact that 
quantitative data analysis found very few admissions from these areas (to the closest, Concern, OTP site, 
Obisobo Halane) and the qualitative research found poor knowledge of the programme in these areas, as 
well as low levels of screening activity. 

Other factors that could have caused coverage to vary across the survey area were considered, including 
distance to OTP (distances were all low and was not a barrier), security (considered sporadic and 
infrequent, and not specific to certain areas), CHW activity (found to be good with the exception of Muslim 
Aid areas) and quality of OTP service (quality found to be good across all OTPs). However these were not 
thought to vary coverage across the districts. 

The following hypothesis was therefore developed: 

Coverage is acceptable in all areas except the two northern districts of Wadajir (J.Daud and Xawo Taco) 

It was decided that a Small-Area Survey would be the most appropriate method to test this hypothesis. 
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Two tabeles (villages) and IDP camps were selected that fell in J Daud or Xawo Taco districts (the ‘Musilim 

Aid’ areas) and two were selected that did not fall in these areas. 

The team was trained in conducting small-area surveys over the course of a day. This included establishing 
the primary sampling unit (tabele/camp or portion of a tabele camp) including identifying village 
boundaries in collaboration with the village leader. Training in door-to-door case-finding as well as 
MUAC/oedema screening was also given. Structured questionnaires for both covered and non-covered 
cases were developed and the teams were trained to use them, ensuring the objective for each question 
was well understood. 

The case definition used was SAM children aged 6-59 months. MUAC was used to identify SAM children 
(<115mm = SAM) as well as screening for bilateral pitting oedema. W/H is also used as an admission 
criteria for the programme however these cases only make up 8%13 of the admissions, therefore exclusion 
of this criteria was not going to have a significant effect on the results. SQUEAC is designed for using MUAC 
since it can practically be used when doing door-to-door case finding, unlike W/H which requires heavy 
equipment.  

Door-to-door case finding was employed for two reasons. First, we did not feel that active and adaptive 
case-finding was appropriate. This method relies on strong community ties in order for informants to be 
familiar with fellow community members and be able to easily identify other SAM children14. However in 
Mogadishu, many communities were not established long ago (IDP camps) and are densely populated, 
therefore such ties (as found in rural areas) are not so apparent. Second, considering the largely 
regimented organisation of communities in Mogadishu, each tabele usually consists of 50 households. 50 
households was considered a doable number of households for one team of two surveyors during one day. 
Therefore it was possible to take the more thorough and reliable approach (door-to-door) in one day. 

The following cases were found: 

Figure 11 List of tabeles/camps and covered/non-covered cases found during Small Area Survey List of barriers and explanation 
identified during qualitative research (Mogadishu, Banadir Region, Somalia, March 2015) 

Tabele/IDP camp District 
In Muslim Aid 

area? 
Total 
SAM 

SAM 
uncovered 

SAM 
covered 

Ali Hussien Wadajir Yes 9 8 1 

Soomali  Aabow (IDP) Wadajir Yes 3 2 1 

Bourbisharo Wadajir No (Concern) 5 4 1 

Sinai W2 Bondhere No (CISP) 4 2 2 

      21 16 5 

 

Analysis of the results was done using the LQAS (simplified lot quality assurance sampling) in order to 
obtain a classification of coverage for the given standard. The SPHERE standard for coverage of CMAM 
programmes in urban areas of 70% was used. 

To determine the decision rule for each hypothesis, the following formula was used: 

 

d = decision rule 

                                                           
13 Of all admissions from January 2013-February 2015 
14 Debunking urban myths: access & coverage of SAM- treatment programmes in urban contexts (Saul Guerrero et al.) Field 

Exchange 46 www.ennonline.net/fex/46/debunking 
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n= number of cases found 
p= coverage standard defined. 
 
 
Table 6 Calculations of decision rule and results for each hypothesis in Stage 2 (Mogadishu, Banadir Region, Somalia, March 2015) 

  Villages in J.Daud or Xawo Taco Conclusions 

Ali Hussien and 
Somali Aaow (IDP) 

Target Coverage 70% 
Decision rule is not met. 

Therefore coverage is 
classified as below the 

standard. 

n = 9 + 3 

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

 d = 8 

Covered SAM cases = 2 

  Villages not in J.Daud or Xawo Taco Conclusions 

Bourbisharo and 
Sinai W2 

Target Coverage 70% 

The decision rule has 
not been met. 

Therefore coverage is 
classified as below the 

given standard. 

n = 5 + 4 

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

  = 

d = 6 

Covered SAM cases = 3 

 

The overall conclusion is therefore that coverage does not meet the given standard either in Xawo 
Taco/J.Daud or in the other divisions and districts. Therefore, the presence of OTP linked and organised 
screening does not necessary lead to acceptable coverage. This could therefore indicate that we over-
estimated the success of community level screening by OTP staff, and potentially underestimated the 
effectiveness of additional NGO activity (APPCAN and Youthink). Although too small a sample to draw any 
more detailed conclusions the data does indicate that coverage is nevertheless better in the villages not in 
J.Daud and Xawo Taco.We took the opportunity of the small-area survey to collect further qualitative data, 
and further enrich our understanding of reasons why carers are not able to admit their child into the 
programme as well as, in the case of the covered cases, how they ended up in the programme15. This was 
performed through a structured interview. The reasons found are outlined in Figure 13 below. 

                                                           
15 See questionnaires for covered and non-covered cases in Annexes 5 and 6 respectively. 
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Figure 12 Reasons explained for non-covered cases found during the small area survey (Mogadishu, Banadir Region, Somalia, 
March 2015) 

 

For the non-covered cases the most prolific reason for not being in the programme is ‘unaware of 
programme’ (n=9). Stage 1 determined that knowledge of the programme was generally good, therefore 
this could suggest that this was over-estimated during the qualitative data analysis, and indicates areas to 
focus on for improving coverage (awareness). 

The small-area survey raised one reason for non-covered cases that had not been raised in Stage 1; 
’Consulted by doctor but did not know about programme and did not refer’. Although this is only one case 
and therefore not significant, it raises the possibility that communication and connection between 
different health providers (i.e. private doctors and OTPs), is a barrier. 

Table 7 Responses to covered questionnaire for all covered cases found during the Small-Area Survey (Mogadishu, Banadir 
Region, Somalia, March 2015) 

Question/Answers 
Number 
of cases 

How did you first know that your child was malnourished? 
 Told by neighbour/friend/other mother 2 

Identified symptoms themselves 3 

How did you hear about the programme? 
 Told by neighbour/friend/other mother 4 

Informed by camp leader 1 

Did you treat your child before coming to the health 
facility/OTP?  Yes: How? And why did you then go to the 
health facility?  

 No 3 

Yes, bought sryup from pharmacy, but did not improve so 
neighbour said go to OTP 1 

Yes took to other facility, but did not get better so 
neighbour said take to OTP 1 

 

Finally, the five covered cases allowed us to understand how they came to become covered in the 
programme. Table 7 illustrates that information from other community members presents a significant 
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booster to access. These results also demonstrate that the CHW was not the reason why any of the cases 
know about the programme or malnutrition, suggesting that we may have over-estimated the prior belief 
of coverage, based on the evidence from Stage 1 and 2, was developed. A statistical representation of 
what the team believed the coverage was most likely to be, was developed using the four following 
methods: 

Histogram prior 
 
A histogram prior was developed collectively in the classroom as a starting point for the prior 
development. Each coverage value (x axis) was discussed and a belief of whether coverage is likely to be 
that value determined (y axis). A prior mode (most likely value for coverage) was determined at 47%. 
 

Figure 13 Histogram prior (Mogadishu, Banadir Region, Somalia, March 2015) 

 
 
The mind map prior 
  
Throughout Stage 1 and 2 all the information collected was organised on a wall based mind map (see 
Figure 11). Each piece of information was given either  or . A green tick was given to a positive finding 
indicating good coverage or to a positive characteristic of the programme which is likely to contribute to 
good coverage. Inversely, a red cross was given to a finding that indicated poor coverage or to a 
characteristic that is likely to inhibit good coverage. Having calculated the total number of green ticks (89) 
and the total number of red crosses (94), we used the following formula to calculate a prior mode: 
 

 

Simple scoring of boosters and barriers 
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A prior was also calculated through simple scoring of boosters and barriers. The boosters and barriers were 
listed and a score of five given to each one. The sum of the scores of the boosters and the barriers was 
then taken to calculate a prior mode. This method only accounts for the quantity of boosters and barriers 
to influence the prior, not the relative importance of each. Table 8 lists the boosters which make a total 
score of 45 and Table 9 list the barriers which make a total score of 65. The same formula as above was 
used to calculate the prior mode: 
 

 

 
 
Weighted scoring of booster and barriers 

The final method to calculate the prior took the same list of barriers and boosters but were given a 
weighted score (between one and five) depending their relative importance. The team worked together 
having analysed all the evidence from Stage 1 and 2 to allocate a score that represented the relative effect 
that factor has on coverage. The team considered the following questions: How prevalent is this issue? 
Does it relate to only certain areas or is it applicable across the entire survey area? How much of an effect 
does the factor have on coverage? How strong is the evidence? The team reflected on all the evidence 
presented in the mindmap in order to allocate a suitable score. Using the total scores of the positive 
factors (26) and the barriers (24.5) the same formula as above was used to calculate a prior mode: 
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Table 8 List of boosters (positive factors) used to inform prior belief on coverage with sources and weighting (Mogadishu, 
Banadir Region, Somalia, March 2015) 

Positive Factors (Boosters) 
Scores 

Sources 
Simple Weighted 

Good understanding of treatment protocol 
amongst mothers of SAM children 

5 2 Mothers of SAM children 

Good awareness of SAM programme in 
community 

5 3 
Fathers, TBA, CHW, key community 
figures, mothers of non-SAM children 

Frequent sharing of information about SAM and 
programme in community (Mother to Mother, 
neighbours etc.) 

5 4.5 

Mothers of non-SAM children, mothers of 
SAM children, key community figures, 
OTP staff, mothers of non-SAM children, 
Small Area-Survey 

Good CHW activity in community 5 3.5 
TBAs, mothers of SAM, mothers of non-
SAM, CHW  reporting, MUAC on 
admission 

Good awareness of malnutrition in community 5 4 
Fathers, key community figures, mothers 
of non-SAM children, TBAs 

High satisfaction with programme in community 5 3 Mothers of SAM children 

Efficient management of OTP leading to low 
waiting times 

5 1 OTP staff, observations 

Good geographical coverage of OTPs leading to 
low distances to travel 

5 3 
Teachers, mothers of SAM children, 
fathers, mothers of non-SAM, mapping 

Absentee follow-up and defaulter tracing system 
in place 

5 2 Concern programme staff, CHW reporting 

Totals 45 26   
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Table 9 List of barriers (negative factors for coverage) used to inform prior belief on coverage with sources and weighting 
(Mogadishu, Banadir Region, Somalia, March 2015) 

Negative Factors (Barriers) 
Scores 

Sources 
Simple Weighted 

Sharing of RUTF with other children 5 3 
Mothers of SAM children, TBA, OTP staff, 
length of stay analysis 

Selling of RUTF 5 2 
Mothers of SAM chidren, OTP staff, TBA, 
observations, length of stay analysis 

Lack of awareness that RUTF is a medicine 
and not a food 

5 2 Concern programme staff 

Alternative health seeking behaviour 
(initial recourse to pharmacy, shiekh or 
traditional doctors) 

5 5 
Non-concern CHWs, mothers of non-SAM, 
OTP staff 

Absence of system to ensure follow-up of 
OTP-SC tranfers 

5 1 
OTP staff, mothers of SAM children, 
Concern staff, routine programme data, 
Small Study 

Absence of corrrect application of 
discharge criteria 

5 0.5 OTP card analysis, observations 

Belief that RUTF causes diarrhoea 5 2 OTP staff, TBAs 

Multiple registrations in multiple OTPs 5 1 
OTP card analysis, OTP staff, mothers of 
SAM children, OTP card analysis 

Father refuses to allow mother to attend 
OTP 

5 1 
CHWs, OTP staff, mothers of non-SAM 
children 

Mother must stay at home to tend to 
other children/ work 

5 2 Mothers of non-SAM, OTP staff 

Population movement due to IDP evictions 5 2 
key community figures, CHW, routine 
programme data, secondary sources 

Road blocks and barriers preventing access 
to OTP (for staff) 

5 1 Concern programme staff 

Delays in funding agreement between 
implementing agency and donor 

5 2 Muslim Aid staff, Concern programme staff 

  65 24.5   

 

The prior mode was then calculated by taking the mean of the above four modes. 
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Since this is the first SQUEAC that has been conducted in this CMAM programme it is recommended that a 
credibility interval of 25% is used, as the certainty is less that it would be with more prior coverage 
information. 

With a mode of 46% and a credibility interval of 25%, α = 16.13 and β=18.93 shape parameters were 
calculated. Using the BayesSQUEAC calculator our estimation of coverage, based on our prior information, 
is represented by the following curve: 

Figure 14 Representation of the prior probability (Mogadishu, Banadir Region, Somalia, March 2015) 

 

α = 16.13 and β=18.93 

4. Stage 3 

The principal objective of Stage 3 is to provide an estimate for coverage across the three districts. This 
firstly requires the development of a likelihood by way of a wide area survey, and then, using a Bayesian 
conjugate analysis, combine the prior and the likelihood to produce the posterior coverage estimate.  

4.1. Building the likelihood – the wide-area survey 

A wide area survey was conducted in throughout 15 villages or camps throughout the district, in order to 
determine the likelihood for coverage. 

4.1.1. Sample size calculation 

For the prior described above, and a precision of 12%, the BaysesSQUEAC calculator specified a minimum 
sample size of n=33. For a precision of 10% a larger sample size (n=56) was needed. 

The following calculation was used to determine how many villages we were required to visit in order to 
achieve a sample size of 56: 
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- n = 56 
- % population 6-59 months = 20%16 
- Prevalence of SAM = 2.6% 
- Average population of each village = 30017 

The latest SMART data puts indicates a SAM rate of 2.6% for urban areas of Mogadishu. The same SMART 
survey also calculated a higher rate of 5.6% for IDP areas. We decided to use the lower rate for the whole 
district in order to ensure we found enough children. This is extremely high, and was not supported by the 
case finding in Stage 2.  

 

= 21.15 

= 21 
 
The number of villages was reduced to 15 for practical reasons. We did not have enough time to visit 21 
villages, and also felt that we would still reach an acceptable sample size (at least n=33) in visiting 15 
villages. During case-finding in Stage 2, we did not face any difficulties in finding SAM children (4 villages, 
21 cases) so felt that we would not be taking a great risk in reducing the number of villages. Furthermore, 
we were likely to visit IDP camps where the prevalence is known to be higher and therefore find more SAM 
cases. 

4.1.2. Sampling framework 

A three stage sampling method was used, the first two stages ensured the selection of a spatially 
representative sample of villages throughout the district, and the third stage employed door-to-door case 
finding to find all SAM children in each village selected. 

First and Second Stage: The 15 tabeles were selected using a combination of spatially stratified sampling 
method (or list method) and ‘paper in a hat’ method. The list, although reliable, only contained sub-
divisions ordered by division and district18. It did not contain individual tabeles or IDP camps. Therefore we 
selected the sub-division to be visited using the list method. Since the sub-divisons were ordered by 
division and district we ensured a spatially representative sample was chosen. Then at field level, having 
identified the number and names of all tabeles in the sub-division (which numbered between 4 and 15), a 
tabele was chosen by writing the names of each on pieces of paper and picking one at random. 

The following map was constructed using the GPS coordinates of each tabele selected. 

 

                                                           
16 SMART, December 2014 (Post Dehr) 
17 Reliable and up-to-date population figures are not readily available in Mogadishu. The latest data we had (UNDP 2012) did not 
present population figures of small enough units (tabele). The smallest unit for the current administrative arrangement of 
Mogadishu is tabele, which normally contains 50 households. Therefore we used an average village size of 300 by using an 
average household size of 6. 
18 The list of sub-divisions can be found in Annex 7 
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Figure 15 Map of Banadir with wide-area survey sampled tabeles and camps marked (Mogadishu, Banadir Region, Somalia, 
March 2015) 

 

 

Second Stage: In each village a sampling process identical to that employed in the small area survey was 
employed. Door-to-door sampling was employed to ensure all children meeting the case definition (SAM 
children (MUAC<115mm or bilateral pitting oedema present) aged 6-59 months) were found. The local 
language used for describing malnutrition was used by the survey team. 

A questionnaire for both covered and non-covered cases was employed in order to ascertain the reasons 
for both cases. The questionnaires can be found in Annex 5 and 6 respectively. 

The wide-area survey was done by three teams of four to six over the course of four days. Each team was 
able to cover one tabele per day. 

4.2. Results of the wide-area survey 

The wide-area survey uncovered a total of 33 SAM cases. The total cases found are presented below, and 
the cases found by tabele/camp in Annex 8. 

Figure 16 Total SAM cases found during the wide-area survey (Mogadishu, Banadir Region, Somalia, March 2015) 

Type of case Number found 

Total SAM cases 33 

SAM cases not in the programme (non-covered) 20 

SAM cases in the programme (covered) 13 

Recovering cases (in programme with MUAC >11.5cm) 2 

 

Analysis of the questionnaires filled out for the non-covered cases revealed four different barriers. 

Figure 17 Reasons for non-covered cases found during the wide-area survey (Mogadishu, Banadir Region, Somalia, March 2015) 

 



 
38 

 

5. Coverage estimate 

A point coverage estimator was deemed the most appropriate representation of coverage in the target 
area due to the long length of stay identified during Stage 1. Period coverage is more appropriate for a 
programme that has good case-finding and short lengths of stay, since point coverage would not reflect 
high performance and cases loads will be lower (since they are being efficiently treated). Point coverage 
can be calculated with the following formula: 

 

Point coverage was calculated through the BayesSQUEAC calculator that combines the information of the 
prior and the likelihood and produced the following result: 

 

This coverage estimation is well below the SPHERE standard for urban community based SAM treatment 
programmes (70%), however is a promising result considering the programme does not yet have a fully 
functioning community mobilisation plan. 

The BayseSQUEAC calculator presents the following posterior curve (red), based on both the prior (blue) 
and the likelihood (green) information (through a Baysien conjugate analysis). 
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Figure 18 Graphic representation of the point coverage estimate including the prior, likelihood and posterior information 
(Mogadishu, Banadir Region, Somalia, March 2015) 

 

The conjugate analysis does not present any conflict between the prior and the likelihood. The fact that the 
green and blue curves are equal in height indicates that the likelihood evidence (wide-area survey) is as 
strong as the prior information. Since the likelihood presents a higher estimation than the prior it is 
possible that we over-estimated the strength of the barriers and/or underestimated the strength of the 
boosters identified during Stage 1.  The prior is in accordance with the likelihood since the curves overlap, 
therefore we can accept these results. 

6. Conclusions 

The coverage estimation of 53.3% [CI 95%: 41.7%-64.4%] achieved in this programme is encouraging 
considering there is not yet a fully functioning community mobilisation strategy within the Concern areas19. 
With one in place, the programme should be able to achieve coverage rates in excess of the 70% SPHERE 
standard for urban community based management of acute malnutrition programmes. 

The barriers discovered during the wide area survey provide hard evidence of how this reform should be 
prioritise in order to achieve high coverage. The information collected during Stage 1 provides in depth 
information on how the reform should be structured and the following section (Recommendations) 
outlines suggested steps. 

The quality of the service provided in the OTPs was found to be good having a significant impact on good 
coverage. This ranges from efficient management of the OTPs and good conduct of staff. The fact that 
defaulting is generally low is testament to that. Furthermore good quality data management and aggregate 

                                                           
19 Concern is restricted to these areas by the directives of the Rationalization Plan and EPHS 
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analysis enables the programme to have a good oversight of programme activity and therefore take 
remedial action. 

The one exception to this relates to the confusion over the discharge criteria. Although has not had 
significant effects on coverage, it is leading to cases staying in the programme for unnecessary lengths of 
time, and confusion amongst OTP staff. 

An important conclusion related to facility level service provisions can be made related to awareness 
raising and sensitisation. It is clear that there is room for improvement in this area and space for some 
creative solutions with the objective of making sure children receive the full ration. The evaluation has 
shown, through the prevalence of sharing and selling, that this is a serious challenge that needs to be 
addressed. 

At community level despite the lack of comprehensive community mobilisation early presentation of SAM 
cases was found in all OTPs. This was found to be down to generally good knowledge of SAM and the 
programme in the community. Despite this, it was clear from the evaluation that the communities 
perception SAM and the treatment for it, is something that could be improved. The fact that selling and 
sharing of RUTF is so prevalent indicates that SAM is not seen as a disease that needs full treatment, and 
consequently that RUTF is not seen as a medicine. Therefore, approaches to improving this perception of 
the SAM and the treatment should be integrated as part of the community mobilisation strategy, in 
collaboration with the IYCF initiatives underway in Mogadishu. Both the SNS IYCF work and other partners 
(including Appcan) could be used to improve this understanding of SAM and RUTF. 

At present community mobilisation is limited to CHW screening activity. This makes an important 
contribution to ensuring cases are found and referred promptly, but there is room for improvement. For 
example, amongst a sample of 24 village leaders only 12 had seen CHWs take MUAC measurements. 
Community figures (such as village leaders) are key in mobilising communities and raising awareness about 
malnutrition. This will no doubt for part of the upcoming community mobilisation strategy. 

A community mobilisation strategy will also map all relevant actors in the areas of operation. The 
evaluation found that coordination with other actors at community level was limited. Although APPCAN 
(for example) refer SAM cases to Concern OTPs, there is little coordination beyond that. In order to make 
the most effective use of all community level health workers such coordination is paramount. 

In the same vein, the supposed coordination (detailed in the Rationalisation Plan) that means sub-divisions 
in Wadajir are allocated to either Concern or Muslim Aid, is an unacceptable failure in service provision. 
The evaluation showed that coverage is highly likely to be very low in these areas. Although screening is 
taking place (by APPCAN) this is purely coincidental and not part of a measured plan to provide community 
level screening and referral in the absence of Muslim Aid OTP (and community) services. Immediate action 
need to be taken to ensure these areas are covered at community level and a near enough OTP service is 
provided. If this involves working with other agencies, then suitable coordination, monitoring and data 
sharing needs to begin. 
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7. Recommendations 

 
Recommandation Findings Evidence Actions to be taken 

Responsible 
people 

Level of 
priority 

 

Complete and implement full 
scale community mobilisation 
plan 

Incomplete 
community 
mobilisation 

Community leaders had not 
been engaged in screening 
practices. 
No community mobilisation 
plan in place 

Engage all actors in development of plan (especially 
community and health actors) 

Concern 
Community 
Mobilisation 
Manager, 
SNS/Concern 
IYCF personnel 

High 1 

Allocate CHWs to specific areas and recruit from those 
areas. For this more CHWs will need to be recruited. 

Link with IYCF approach to further sensitize on RUTF as 

medicine not food to ensure SAM child gets full treatment, 

and SAM can be identified (at facility level as well). Need to 

rectify erroneous understanding of SAM and RUTF.  

Develop sensitisation messaging related to influencing 
understanding of SAM as disease and RUTF as medicine 

 
Engage community leaders in all cases for community 
mobilisation and screening activities 

2 

Conduct further investigation 
into the challenges of multiple 
registration, sharing and 
selling and take appropriate 
action 

Programme does 
not know much 
about these 
phenomena and 
workable 
responses 

Long length of stay 
 

Design qualitative study (using SQUEAC tools) to 
understand these phenomena 

Concern 
Nutrition PM, 
Community 
Mobilisation and 
IYCF personnel, 
UNICEF 

Mediu
m 

Improve sensitisation at OTP level in order to influence 
understanding of SAM as a disease and RUTF as medicine 
(assuming that is appropriate course of action based on 
studies.) 

Collaborate with other SAM treatment actors especially 
UNICEF during study and in overcoming outcome. 

Be sure to balance effort and gains, and to understand 
objectives of reform (i.e. efficiency in RUTF usage vs. 
ensuring child receives full ration) 

3 

Advocate for investigation 
into leakage of large 
quantities of RUTF (2 pronged 
approach – decrease demand 

Large quantities 
of RUTF 
available in 
markets and 

Large quantities available in 
markets 

Conduct study into this phenomena in collaboration with 
UNICEF and other actors 

Concern 
Nutrition PM 

Low 

Design, test and demonstrate potential solutions (e.g. batch 



 

market and limit supply) 
 

mothers being 
targeted for 
efficiency gains 

number monitoring) 

Avoid targeting mothers for efficiency gains when larger 
ones can be made elsewhere and policing efforts risk 
making OTPs unpleasant places to be (decreasing coverage) 

4 
Improve SC referral service 
 

No system in 
place to ensure 
children arrive at 
SC. Limited 
support 
provided to 
ensure they 
arrive. 

Children remain 
unaccounted for having 
been referred to SC 

Working with ACF, scale-up efforts to guarantee that all SC 
referrals make it to the SC immediately 

Concern 
Nutrition PM, 
ACF SC 
Supervisors/Nutr
iton PM 

High 

Design holistic and tailored support packages for each case 

Escort cases (by car or foot) to SC (from OTP) via home in 
order to collect belongings, make arrangements and if 
necessary persuade family of severity of case and work with 
them to find solution. 

Work with ACF to ensure cases return to OTP after SC 
treatment 

Work with ACF to improve data management of SC-OTP 
cases (origin of referral, OTP referred to etc.) 

5 
Find immediate solution to 
cover Muslim Aid areas 

No OTP 
functioning and 
limited 
community 
screening 

Small area survey, 
quantitative and qualitative 
research showed low 
coverage in these areas 

Concern to propose temporary solutions to cover Muslim 
Aid areas until OTP is fully functioning Concern 

Nutrition PM, 
SNS Coordinator, 
Musilm Aid 

High 
This could be either setting up OTP in Muslim Aid MCH or 
doing screening in these areas 

Official collaboration with community health actors (e.g. 
APPCAN) would help to plug this gap resourcefully 

6 
Improve data management 
and reporting 

Data 
management 
generally strong 
but certain gaps 

OTP card analysis showed 
various understandings of 
discharge criteria, lack of 
knowledge on origin of 
admissions and limited 
outcomes from defaulter 
tracing 

Re-train all staff on discharge criteria 

Concern Data 
Management 
Officer 

Mediu
m 

Improve recording of means (e.g. CHW) and origin of 
admission 

Improve defaulter tracing system (more detailed analysis of 
reasons for default) 

Identify and investigate issues using SQUEAC tools (e.g. 
small area surveys, qualitative studies et.c) 
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8. Annexes 
 
Annex 1 SQUEAC Team (Mogadishu, Banadir Region, Somalia, March 2015) 

Ben Allen Global Coverage Advisor (ACF-UK) 
Onesmus Kilungu Researcher SNS Consortium, Save the Children 
Hussien Jeilani Mohammad CHW, Concern 
Ahmed Mohammed Osman Community Mobilisation Officer, Concern 
Ahmed Mohammed Shardi CHW, Concern 
Farah Ahmed Muse CHW, Concern 
Fatima Ahmed Saleh Data and Surveillance Officer, Concern 
Ahmed-nur Yusuf CMAM Supervisor, Concern 
Sacdia Ibraahim Yusuf IYCF Consellor, Gredo 
Abdifatah Ibrahim Abdi Data Officer, Gredo 
Adan Kerow Abdi Nutrition PM, Gredo 
Abdullahi Galbeed Hersi Wardi 
Ahmed Abdi Kahie Wardi 
Hodan Hussein Dhubow Wardi 
Yahey Osman Aadam Wardi 
Hassan Field Officer, ACF 
Abdullahi Nur Flying Nutrition PM, ACF 
Sadik Mohammed Capacity Building Manager, ACF 
Adan Mahdi Nutrition Programme Manager South, Save the Children 
Njorge Kamau Nutrition Programme Manager, Concern 
  

Annex 2 SQUEAC Work Plan (Mogadishu, Banadir Region, Somalia, March 2015) 

Date Activity 

11th March SQUEAC and Coverage Training 

12th March Quantitative Data Analysis + getting to know the programme 

14th-15th March Qualitative Research Training and Preparation for Qualitative Data Collection 

16th-18th March Qualitative Data Collection and Analysis 

19th March Formulation of Hypothesis and planning for Stage 2 

21st-22nd March Stage 2: small area survey 

23rd March Hypothesis analysis and Formulation of Prior 

24th March Preparation for Wide Area Survey (Sample, Log etc.) 

25th-27th March Stage 3: Wide area survey (Days 1-3) 

28th March  Development of Posterior, Recommendations and Action Plan 

31st March Final Day of wide area survey 
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Annex 3 List of focus-group discussions and semi-structure interviews done during Stage 1 (Mogadishu, Banadir Region, Somalia, 
March 2015) 

Date village Place type Type of informants No. 

16/03/2015 Obisobo Halane OTP IGD Mothers of SAM children 8 

16/03/2015 Obisobo Halane OTP SSI Mother of SAM child 1 

16/03/2015 Obisobo Halane OTP SSI Teacher 1 

16/03/2015 Obisobo Halane OTP SSI CHW 1 

16/03/2015 Obisobo Halane OTP SSI Nurse 1 

16/03/2015 Wiil Waal OTP IGD Mothers of SAM children 7 

16/03/2015 Wiil Waal OTP IGD Nurse 1 

16/03/2015 Wiil Waal OTP IGD CHW 1 

16/03/2015 Wiil Waal OTP IGD Mother of SAM child 1 

16/03/2015 20th December OTP SSI Mother of SAM child 1 

16/03/2015 20th December OTP SSI Mother of SAM child 1 

16/03/2015 20th December OTP SSI CHW 1 

16/03/2015 20th December OTP SSI Nurse 1 

16/03/2015 20th December OTP IGD Mothers of SAM children 6 

16/03/2015 Quorombo Tabele SSI Mother (Non-SAM) 1 

16/03/2015 Quorombo Tabele IGD Mothers (Non-SAM) 6 

16/03/2015 Quorombo Tabele SSI Community Worker 1 

16/03/2015 Quorombo Tabele SSI Mother of SAM (uncovered) 1 

16/03/2015 Shabelle IDP SSI Mother (Non-SAM) 1 

16/03/2015 Shabelle IDP IGD Mothers (Non-SAM) 7 

16/03/2015 Shabelle IDP IGD Fathers 5 

16/03/2015 Shabelle IDP SSI Mullah 1 

16/03/2015 Bayl IDP IGD Key Community figures 13 

16/03/2015 Bayl IDP IGD Mothers (Non-SAM) 8 

16/03/2015 Bayl IDP SSI TBA 1 

17/03/2015 Majmaul umual Quraa Tabele SSI Teacher 1 

17/03/2015 Majmaul umual Quraa Tabele SSI Mother (Non-SAM) 1 

17/03/2015 Majmaul umual Quraa Tabele SSI TBA 1 

17/03/2015 Majmaul umual Quraa Tabele IGD Mothers (Non-SAM) 10 

17/03/2015 Garaashka Tabele IGD Mothers (Non-SAM) 8 

17/03/2015 Garaashka Tabele SSI Mother (Non-SAM) 1 

17/03/2015 Garaashka Tabele SSI Mullah 1 

17/03/2015 Ceel Geelow Tabele SSI Business Women 1 

17/03/2015 Ceel Geelow Tabele SSI Mother (Non-SAM) 1 

17/03/2015 Ceel Geelow Tabele SSI Grandmother 1 

17/03/2015 Rajo IDP SSI Mother of SAM child 1 

17/03/2015 Rajo IDP SSI Mother (Non-SAM) 1 

17/03/2015 Rajo IDP SSI Mullah 1 

17/03/2015 Hassan Jiis Tabele SSI Mother of SAM child 1 

17/03/2015 Hassan Jiis Tabele SSI Mother (Non-SAM) 1 

18/03/2015 Muslim Aid MCH OTP SSI MCH in charge 1 

18/03/2015 Muslim Aid MCH OTP SSI Women Health Worker 1 

18/03/2015 Muslim Aid MCH OTP SSI Mother (Non-SAM) 1 

18/03/2015 CISP OTP SSI Nurse 1 

18/03/2015 CISP OTP SSI CHW 1 

18/03/2015 CISP OTP IGD Mothers of SAM children 9 
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18/03/2015 CISP OTP SSI Mother of SAM child 1 

18/03/2015 Save the Children MCH OTP SSI Medical officer 1 

18/03/2015 Save the Children MCH OTP SSI CHW 1 

18/03/2015 Save the Children MCH OTP IGD Mothers of SAM children 7 

18/03/2015 Save the Children MCH OTP SSI Mother of SAM child 1 

18/03/2015 Siliga IDP IGD Mothers (Non-SAM) 12 

18/03/2015 Siliga IDP IGD Fathers 7 

18/03/2015 Siliga IDP SSI Teacher 1 

18/03/2015 Siliga IDP SSI Camp Leader 1 

18/03/2015 El Umude Tabele SSI TBA 1 

18/03/2015 El Umude Tabele IGD Fathers 6 

18/03/2015 El Umude Tabele SSI Mother (Non-SAM) 1 

18/03/2015 El Umude Tabele SSI Mother of SAM child 1 

18/03/2015 Buulo Elay Tabele SSI Father 1 

18/03/2015 Buulo Elay Tabele IGD Mothers (Non-SAM) 6 

18/03/2015 Buulo Elay Tabele SSI Mother of SAM child 1 
 

 

Annex 4 Photo of wall based mind map (Mogadishu, Banadir Region, Somalia, March 2015) 

A wall based mind-map was used to organise all the information and analysis collected during Stage 1 and 
Stage 2. Although not legible the photo below serves to demonstrate how that was done. The analysis and 
information has been further synthesised and incorporated into the present report. 
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Annex 5 Questionnaire for covered cases used during the small and wide area surveys (Mogadishu, Banadir Region, Somalia, 
March 2015) 

Date: ______________________________________ Name of Child: _____________________________ 

District :__________________________________________________

_____________ 

MUAC: _____________________________ 

Name of Carer : ________________________ Odemea? (+, ++, +++): _____________________________ 

Village  of Carer: _________________________________________ Sex: _____________________________ 

Enumerator/Supervisor name : 

__________________________________ 
Age: _____________________________ 

Proof that child is in the programme (e.g. packet of RUTF/OTP Card/explanation): __________________________________ 

Which OTP is the child enrolled in? _________________________________________________________________________________ 

  

1. How did you first know that your child was malnourished? 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

____________________________________________________________________________________ 

 

2. How did you hear about the programme? 

  

 

3. Did you treat your child before coming to the health facility/OTP? 

☐ Yes ; How?                                                                                                                                                                                                             ☐ 

No 

______________________________________________________________________________________________________________

____________________________________________And why did you then go to the health facility? 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

_______________________________________________________________________________________________ 

 

 

3. DO NOT FORGET THE GPS FORM AS WELL. HAS GPS FORM BEEN FILLED OUT? 

☐ Yes ;                                                                                                                                                                                                                      ☐ 

No ___ 
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Annex 6 Questionnaire for non-covered cases used during the small and wide area surveys (Mogadishu, Banadir Region, Somalia, 
March 2015) 

  

1. Do you think your child is sick ? 

☐ Yes ; which illness is your child suffering from ? 

______________________________________________ 
☐ No  skip to question 5 

 

2. Do you think your child is malnourished? 

☐ Yes: why do you think your child is malnourished? ☐ No  skip to question 5 

 

3. Do you know where you can take your child to be treated (for malnutrition)? 

☐ Yes ; what is the name of the programme/where is it? 

_______________________________________________________ 
☐ No  STOP 

 

4. Why have you not taken your child to the Health Facility? 

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

_______________________ 

 

5. Has your child previously received treatment from the OTP or SFP or TFU? (circle appropriate) 

☐ Yes ; why are they no longer in the programme ?  ______________________ ☐ No  STOP 

☐ 1. Defaulter ; when ? __________________________  why ? _______________________________________ 

☐ 2. Discharged cured ; when ? _____ 
 

☐ 3. Discharged non-cured ; when ? _____ 

☐ 4. Other reasons : ____________________________________________________________________________________ 

 

6. HAS THE GPS FORM BEEN FILLED OUT? 

☐ Yes ;                                                                                                                                                                                                                      ☐ 

No ___ 
 

 

Thank the carer and provide with a referral slip. 

 

Any additional comments/observations : 
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Annex 7 Full list of subdivisions with subdivisions selected for the wide-area survey marked (Mogadishu, Banadir Region, 
Somalia, March 2015) 

District Division Subdivison HH (6/HH) Population Selected 

Bondhere Daljirka W - 1 Daaf Aleley            2,088  12,525   

Bondhere Daljirka W - 2 Wasarada Cafimadka            2,067  12,400   

Bondhere Daljirka W - 3 Xawa taako            1,309  7,855 x 

Bondhere Daljirka W - 4 Godka Jilicow            2,539  15,235   

Bondhere N/Bunde W - 1 El-omude            1,461  8,765   

Bondhere N/Bunde W - 2 El- Mo'alim            1,083  6,500 x 

Bondhere N/Bunde W - 3 Kumburale            1,448  8,685   

Bondhere N/Bunde W - 4 Bulo Makharey            1,402  8,410   

Bondhere Sinay W - 1 El- Haji digir            2,114  12,685 x 

Bondhere Sinay W - 2 Uhud            1,201  7,205   

Bondhere Sinay W - 3 Tabelaha Jaceylka            1,207  7,240   

Bondhere Sinay W - 4 Masjidka Sh. Abukar Mo;alim            1,307  7,840 x 

Bondhere Y/Alkowneyn W - 1 Shanta Geed            1,291  7,745   

Bondhere Y/Alkowneyn W - 2 Busley                535  3,210   

Bondhere Y/Alkowneyn W - 3 Masjidka Yabarow                659  3,955 x 

Bondhere Y/Alkowneyn W - 4 Safarada                 653  3,915   

Waberi Haniwadag X/tako                779  4,675   

Waberi Haniwadag 26ka June                787  4,720 x 

Waberi Haniwadag 21ka Luly                792  4,750   

Waberi Haniwadag Jabuti                953  5,715   

Waberi Horsed Iskaashi                814  4,885 x 

Waberi Horsed Adari                881  5,285   

Waberi Horsed Halgan                847  5,080   

Waberi Horsed Hilac                708  4,250 x 

Waberi Majo W - 1                928  5,565   

Waberi Majo W - 2            1,077  6,460   

Waberi Majo W - 3            1,148  6,885 x 

Waberi Majo W - 4                980  5,880   

Waberi October Xooga                753  4,520   

Waberi October J. Daud                716  4,295 x 

Waberi October Dhagaxtur                803  4,815   

Waberi October Wajer                809  4,855   

Wadajir J. Daud W - 1                680  4,080 x 

Wadajir J. Daud W - 2                669  4015   

Wadajir J. Daud W - 3                782  4690   

Wadajir Tima Cadde W - 1                376  2256 x 

Wadajir Tima Cadde W - 2                255  1530   

Wadajir Tima Cadde W - 3                410  2460   

Wadajir Tima Cadde W - 4     x 

Wadajir Xalane W - 1                303  1818   

Wadajir Xalane W - 2                502  3012   

Wadajir Xalane W - 3                346  2076 x 

Wadajir Xalane W - 4                267  1602   

Wadajir Xawo Tako W - 1                435  2610   

Wadajir Xawo Tako W - 2                245  1470 x 

Wadajir Xawo Tako W - 3                200  1200   
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Wadajir Xawo Tako W-4       

 

 

Annex 8 Villages and results from wide-area survey (Mogadishu, Banadir Region, Somalia, March 2015) 

  

 District/Division/Sub-division/Tabele   
Total 
SAM 

(Point) 

SAM 
IN 

SAM 
NOT IN 

RECOVERING 
CASES (IN 
<11.5cm) 

1 Bondhere/Sinai/Laan 2/Tabele 2 2 2 0   

2 Bondhere/Sinai/Laan 3/Tabele 3 1 1 0   

3 Bondhere/Nasir Bunde/El umude/Tabele 2 2 2 0   

4 Bondhere/Daljirka/Xawo Takko/Tabele 3 0 0 0   

5 Bondhere/Alkowneyn/Masjidka Yabarow/Tabele 3 2 1 1   

6 Waberi/Majo/Laan 3/Tabele1 1 0 1   

7 Wadajir/Time Cadde/Laan 1/Tabele 4 2 0 2   

8 Wadajir/Time Cadde/Laan 4/Tabele 1 3 2 1   

9 Wadajir/Halane/Laan3/Tabele 7 + 3 8 5 3 2 

10 Wadajir/J.Daud/Laan 1/Camp Jabuti 1 (IDP) + Tabele 8 1 0 1   

11 Wadajir/Xawo Tako/Laan 2/Daljir (IDP) 4 2 2   

12 Waberi/Hantiwadag/26 June/Tabele1 + 2 2 2 0   

13 Waberi/October/ J,daud/ Shiiqada IDP 3 2 1   

14 Waberi/Horseed/ Iskashi/Tabele1 1 1 0   

15 Waberi/Horseed/Hillac/Tabele1 1 0 1   

    33 20 13 2 

 
  


