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EXECUTIVE SUMMARY 

A Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) assessment was undertaken in 

November 2014 to assess the barriers and boosters to access and coverage in International Medical 

Corps’ (IMC) CMAM programme in Akobo East, South Sudan. Akobo County is located to the East of 

Jonglei State, which borders Ethiopia. The county is split into two areas, Akobo East and West and IMC are 

implementing CMAM in Akobo East only. A consultant from the CMN provided technical guidance to the 

programme team in undertaking this assessment. Due to time limitations only stage one and two of the 

SQUEAC methodology was undertaken.  

 

The majority of the area of implementation is rural, with populations living close to the river, and it falls in 

the Eastern floodplain zone. Nuer is the main tribe in Akobo East, although there is a small Anyuak 

population situated in Akobo town, both of whom are part of the Nilotic ethnic group. There are three Nuer 

clans in the area, all of whom are Lou Nuer. Most of the population are pastoralists, raising cows, goats and 

chickens.  

 

IMC began implementation in 2009, although new sites have been added as recently as 2013. IMC run 

seven Outpatient Therapeutic Programme (OTP) sites, eight Targeted Supplementary Feeding Programme 

(TSFP) sites and one Stabilisation Centre (SC). Implementation across the programme area is combined 

with Save the Children International (SCI) and Nile Hope Development Fund (NHDF), with IMC providing 

outreach services in areas with SCI’s OTPs and TSFPs. IMC are also running Akobo County Hospital, 

providing a range of health services.  

 

The assessment identified the following boosters and barriers to access: 

 

Barriers: Boosters 

 Population movement, related to the insecurity 

 Lack of knowledge about the programme (largely 

related to new arrivals) 

 Limited CNVs in some locations  

 Inconsistent OTP days  

 Lack of coordination with Plan GFD  

 Previous rejection from the programme 

 Traditional healers treating malnutrition  

 Non responders not given appropriate treatment 

 Misconceptions around IYCF and ‘thiang’ 

resulting in stigma in some clans  

 

• OTP responded to moving population due to 

flooding  

• OTP staff had good knowledge of admission and 

discharge criteria  

• Active case finding by CNVs  

• Short length of stay  

• Positive image of the programme in the 

community (& support from leaders)  

• Good community knowledge of causes of 

malnutrition  

• Good community referral  

• Active mother care groups  
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 The main limiting factor affecting the programme is population movement due to IDPs arriving in the 

county and refugees returning from Ethiopia. Integrating these populations into outreach activities, so they 

are informed of the programme, is essential to ensure they have access to services.  There are also some 

bomas which do not have the requisite number of CNVs so the programme needs to ensure these are 

replaced in a timely manner and any challenges related to doing so are solved swiftly. Moreover, CNVs 

need to be assigned to a specific number of households to ensure they have a manageable workload. 

Further sensitisation is required to address the effects of rejection from OTP, the use of traditional healers 

and misconceptions about IYCF. All of these challenges require that a comprehensive outreach strategy is 

created in conjunction with other IMC programmes and NGO partners which includes CNVs, MCGs, 

community leaders and groups and OTP/TSFP staff.   

 

There are also programmatic challenges related to transport and communication which have resulted in 

inconsistent service delivery which need to be managed in Akobo but with considerable support from the 

Juba office. An action plan to strengthen programme activities in 2015 was created with programme staff 

and can be found at the end of this report.   
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OBJECTIVES 

PRINCIPAL OBJECTIVE:  

To evaluate access and coverage of the outpatient therapeutic program (OTP) using SQUEAC 

methodology in Akobo East County of South Sudan. 

 

SUB-OBJECTIVES: 

I. Identifying boosters and barriers to access to the OTP services using data gathered from 

community figures and carers of SAM children; 

II. Develop specific recommendations based on survey outcomes to improve acceptance and 

coverage of the nutrition program. 

III. Provide recommendations to IMC and MoH based on the assessment findings to improve access to 

the CMAM services and increase programme coverage in the project areas 

IV. Enhance capacities of key IMC and partners technical staff to undertake coverage assessment 

using SQUEAC methodology; 

V. Provide a coverage estimate for the target area. [This was not achieved due to time limitations]  

 

CONTEXT 

OVERVIEW OF THE AREA:  

Akobo County is located to the East of Jonglei State, which borders Ethiopia. The county is split into two 

areas, Akobo East and West and IMC are implementing CMAM in Akobo East only. This area is sub-

divided into four Payams (Alali, Bilkey, Nyandit and Dengjok ) and further into 12 Bomas.  

 

The majority of the area of implementation is rural, with populations living close to the river, and is in the 

Eastern floodplain zone which has experienced significant flooding between October and November 2014. 

The rainy season, which started in May, finished in mid-November allowing the floods to subside so 

allowing access to all seven Bomas at the time of the survey.      
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Figure 1: Map of the programme area (original map from OCHA), IMC’s seven OTP sites marked in red. All sites fall along the river. 

List of villages served by each site:  

Health Facility/ 
CMAM site 

 Village   Health Facility/ CMAM site  Village 

Dilule          

Bimkhor   

Meer          

Meer 2 

Wechpal   Wechgandengwal 

Nyikuar   Mer centre 

Tongkhar   Wechboth Bany 

Wech Taba   Lol thayiah 

Wech Gandeng   Batchier 

Wechthore Jany   Meer chietot 

Wechgiek   
Lange (in kony but served by 
Mer) 

Nyijule Gatluak 
Onoth   

Uber (in kony but served by 
Mer) 

Nyanggat   Koatchienya pok 

Wech Lual   

Burmath  (served in Akobo 
town)     

Wechjiath 

Lual Yian   Wechkuntot 

Rine   Geam 

Dimma  

Wunsil   Burmath Centre 

Kothikuan   Wechgan room 

Ugin - no people   Yade 

Wechkhier   Wechluak 

Pet May Yier   Chikol (1&2) 

Bure Chiom   Olam 

Dimma Centre     Nok 
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Table 1: List of all villages served in the programme area 

 

 

 

DESCRIPTION OF THE POPULATION: 

The former Sudan 2008 census showed the population of Akobo East to be 140,455 with an under-five 

population of 25, 282.1 However there has been significant population movement in recent years due to 

inter-clan fighting and clashes between the government and opposition groups. A more recent revised 

estimate of the population of Akobo East is 79,160. 2014 saw increased population movement due to 

further fighting between the government and opposition groups which erupted on 15th December 2013, 

resulting in a large number of Internally Displaced Persons (IDPs) arriving in Akobo East from across the 

country. While some have travelled through the county on to Gambella refugee camp in Ethiopia, others 

have remained in Akobo. UNOCHA have estimated that 32,733 IDPs arrived in the county by May 20142 

although as the conflict is ongoing and unpredictable, arrivals from the rest of the country and returnees 

from Ethiopia are constant, and the fluctuating population is difficult to define.   

 

Nuer is the main tribe in Akobo East, although there is a small Anyuak population situated in Akobo town 

both of whom are part of the Nilotic ethnic group. There are three major Nuer clans in the area, all of whom 

are Lou Nuer.  

 

                                                           
1
 International Medical Corps, Akobo Anthropometric and Mortality Survey, June 2014.  

2
 UNOCHA, Humanitarian update, South Sudan situation Map, 20 May 2014. 

Nyikan 2 
 

Thokwath    

Wech GachKong 

 Old Akobo   

Old Akobo 
 

Wech Long 

Ogal 
 

Wech Both 

Mawar 
 

Wech Omah 

Gerawer 
 

Kuechar 

Dibole 
 

Kuanydit 

Lieblow 
 

Wech Chiethiop 

Wangnyang   

Wechpuot 

Wanggoakni 

Wechkuach   Wechmiim 

Wechganbipaal   Wechlul Chiot 

Wechbuotbucot   Wechmuonykuany 

Nyikan 1   Thoar Diok 

Pakang   Wechbol 

Gurbuol   Kueryaakni 

   
  Wech goak 

   
  Wech Nyariewni 

   
  Wechpuot 
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Most of the population are pastoralists, raising cows, goats and chickens. Those located in the peri-urban 

bomas are sedentary and are largely restricted to government and NGO employees and IDPs. The main 

livelihood is agriculture although due to the flooding and population movement, few have been able to 

successfully grow food in 2014.  

 

Food availability fluctuates over the seasons. The months of March to May in the dry season are the most 

critical as harvested food stocks are finished. The rainy season starts in May and ends in mid-November so 

crops are planted in May and harvested in August, when food supply is the most secure. However in 2014 

flooding across Akobo East displaced communities and destroyed crops resulting in minimal food 

production. The majority of the population live close to the river so fish is freely available all year round.   

Pumpkin, maize, and sorghum, meat and fish make up the local diet when available. Due to the insecurity 

in 2014 normal food security fluctuations have been disrupted and Plan International and WFP have 

provided general food distribution across Akobo East which is ongoing. This includes CSB, oil and sugar.     

 

NUTRITIONAL SITUATION: 

IMC undertook a SMART survey in Akobo East in June 2014. The weight for height GAM rate for children 

aged 6-59 months was 31.8 % [95% CI: 26.3 - 38.0] and the SAM rate 9.5 % [95% CI: 6.9 - 13.0] which is 

classified as critical according to the WHO. The SAM rate was higher in males (12.2% (95% CI: 7.9-18.4)) 

than females (6.8% (95% CI: 3.5-12.6).  No cases of oedema were found. 12.8% (95% CI: 9.2-17.5) were 

reported to be stunted and 28.7% (95% CI: 21.6-37%) to be underweight.  

 

The rate of exclusive breastfeeding is high at 83.9% but a low proportion of children aged 6-23 months are 

meeting minimum meal frequency (21.1%) and dietary diversity (18.1%). The average household size is 5.8 

people. The under-five mortality rate was 2.16 (CI 1.01-4.58).  

 

Due to the events of 2014 it is likely that this has changed significantly since June so another SMART 

survey was undertaken in December after this SQUEAC assessment. The GAM rate was estimated as 18.6 

(14.3-23.6, 95% CI) and the SAM rate was 4.4% (2.4-8.0, 95% CI).  

   

DETAILS OF HEALTH AND NUTRITION SERVICES: 

IMC run the hospital located in Akobo town which serves the county. It has an outpatient department, 

surgical services, stabilisation centre, paediatrics ward, reproductive health and mental health services.   

 

NHDF Development Fund (NHDF), a local NGO, run eight Primary Health Care Units (PHCUs) in: Burmath, 

Chiban, Kony, Meer, Thokliel, Thokwath, Dilule and Old Akobo.  These are units run by CHWs and 

dispense only basic medications. Any more complicated cases are required to attend the hospital. IMC run 

OTP services in five of these sites (with the Burmath OTP having been relocated, following the population 
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to Akobo town). In bomas where there is no PHCU, the community is required to attend the hospital or walk 

to the closest PHCU.  

 

IMC began implementation in 2009, although new sites have been added as recently as 2013. IMC run 

CMAM services, OTP, TSFP, SC and IYCF services, across eight bomas for under-fives and Pregnant and 

Lactating Women (PLWs). There are OTPs and TSFPs in seven bomas, namely Wechpuot, Thokwath, 

Dilule, Dimma, Mer, Old Akobo and Burmath. TSFPs are run in an additional boma – Bilkey, where the 

OTP is run by Save the Children. IMC managed Community Nutrition Volunteers (CNVs) and Mother Care 

Groups (MCGs) are in nine bomas, all those previously listed plus Chiban. The Ministry of Health is not 

active in Akobo East and all services are provided by NGOs with support from the County Health 

Department.   

 

All of IMC’s OTP and TSFP services are considered outreach services whereby nutrition assistants are 

located at the IMC office and travel to each boma to deliver either OTP or TSFP on a given day. The OTP 

and TSFP days are different because the boat can only carry enough RUTF/RUSF supplies for one of the 

services. If a referral for a medical check-up is required, patients are referred to the PHCU, if there is one, 

or to Akobo Hospital. Referrals for SC attend Akobo Hospital and travel there with the IMC outreach teams 

themselves when possible, otherwise they walk.    

 

In 2009 due to a cattle raiding clan conflict between the Murle and Lou Nuer, the population of Burmath 

relocated to Akobo town with IMC operations providing services in their new location with the site named 

‘Burmath in town’. Therefore this new site, and not the original location of Burmath, was part of this 

assessment. As peace has now been agreed between the two clans, the population is reportedly beginning 

to move back to Burmath so in September 2014 IMC sent a team to screen the under-five population. No 

malnourished children were found in the area and the population were reportedly not very welcome so no 

changes were made to service provision. As part of this assessment, a team carried out a qualitative 

assessment in this original location.    

 

The programme implements the national SAM management protocol of the Government of South Sudan. 

CNVs actively look for cases in the community and refer them to the OTP or TSFP.  
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Admission criteria for CMAM programmes are as follows:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Admission criteria for SC, OTP and TSFP 

 

 

No SQUEAC or SLEAC assessments have taken place in IMC’s Akobo East programme to date or in any 

partner organisations within the county. IMC abandoned an assessment in December 2013 due to the 

outbreak of violence.  

 

 

 

 

 

 

 

Inpatient care (SC): 

Children 6-59 months  

Bilateral pitting oedema +++ 

Or 

Any grade of bilateral pitting oedema with severe 

wasting  

Or 

SAM with any of the following medical complications: 

 Anorexia, no appetite 

 Intractable vomiting 

 Convulsions 

 Lethargy, not alert 

 Unconsciousness 

 Hypoglycaemia 

 High fever 

 Hypothermia  

 Severe dehydration 

 Lower respiratory tract infection  

 Severe anaemia 

 Eye signs of vitamin A deficiency  

 Skin lesion 

Or 

 Referred from outpatient care according to action 

protocol  

Infants < 6 months  

Bilateral pitting oedema  

Or  

Visible wasting  

- Includes infants with SAM ≥ 6 months and < 4 kg 

 

 

Outpatient care for SAM (OTP):  

Children 6-59 months  

Bilateral pitting oedema + and ++ 

Or 

Severe wasting (MUAC < 115 mm or WFH < -3 z-

score) 

 

And 

 

Appetite test passed 

No medical complication 

Child clinically well and alert 

 

 

Outpatient care for MAM (TSFP) 

Weight for height < - 2 Z  

AND  

MUAC ≥115mm< 125mm  
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 INVESTIGATION PROCESS 

STAGE ONE 

QUANTITATIVE DATA: 

The programme provided overall data from November 2013-October 2014, providing a year long cycle for 

analysis.   However admissions per OTP were only available from May to October 2014.  

 

 Programme admissions

 

  

 

 

 

 

 

 

 

Figure 3: Admissions over time and the seasonal calendar, November 2013 – October 2014 

 

There have been considerable changes in OTP admissions in this programme largely due to the insecure 

environment in which the team is working. The total number of admissions from November 2013 - October 

2014 in all seven OTPs was relatively low at 583. As expected, admissions dropped slightly in December 

2013 when the violence broke out across South Sudan which affected Akobo. Expatriate staff were 

evacuated for one week but national staff continued services.  There were no services in February due to a 

lack of Plumpy ‘Nut and Plumpy ‘Sup supplies. The TSFP remained closed until June as there was no 

alternative product available (e.g.CSB ++).  OTP services resumed in March when admissions were high, a 
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result of no services in the previous month but also a food insecure time of the year combined with an influx 

of IDPs to Akobo. Many IDPs and Akobo residents were reported to have moved on to Ethiopia in April, 

which could account for the drop in admissions. IDPs continued to arrive in May. The drop in admissions in 

August is reportedly due to the flooding which limited service provision as access became problematic.  

 

The seasons have also impacted service demand. Between February and July when food availability was 

low and the temperature high, it appears that admissions increased. However the security situation, 

population movement and the programme’s ability to respond is likely to have affected admissions to a 

greater extent. As the harvest became available in September and October, admissions are on a downward 

trend.  

 

One limitation to this analysis is that it has not been possible to monitor readmissions to the programme as 

they have been combined with new admissions in the programme database. Although this analysis treats 

each new case as a new admission, it would have been useful to identify the number of children returning 

to the programme compared with new admissions.  Additionally, the admissions in the combined monthly 

databases do not equal the sum of the individual OTP admissions suggesting data management is not as 

strong as it could be.   

 

OTP admissions 

 

 
Figure 4: Admissions by OTP site May-October 2014 

 

Admissions varied across the seven OTP sites with Meer, Wechpuot and Old Akobo admitting the most 

children between May and October 2014. Further analysis with the programme staff identifies these three 

bomas as covering the largest geographical area.  A general trend, due to the insecurity since 2009, has 

been that the rural populations have reduced significantly as people have moved into the towns or to 
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Ethiopia for safety. There are no reliable population figures available for the area to compare the population 

size against geographical area so it is difficult to come to any other conclusions.   

 

Discharges 

 
Figure 5: Discharge outcomes over time, November 2013 – October 2014 

 

The overall cure (90.3%), death (0.1%) and defaulter (6.0%) rates met Sphere standards. Additionally the 

non-responder rate is low. This is an established programme that has been running since 2009 so it is to be 

expected. The drop in the cure rate in February is due to the programme closing for one month. The low 

death rate (only 1 death reported) is very low suggesting an effective transfer system between the OTP and 

SC but it also could represent some deaths being classified as defaulters as some could not be traced as 

they are believed to have moved to Ethiopia.  Further investigation of non-responders during qualitative 

data collection shows the protocol is not always followed appropriately. Patients are discharged too early, 

they are not systematically sent for medical check-ups or they fail to be readmitted to complete treatment 

on return to the programme. However there is no clear effect of this finding on the performance indicators.  

 

MUAC at admission 

 
Figure 6: MUAC at admission from a sample of OTP cards 
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A review of a sample of discharged OTP cards showed the median MUAC to be 113mm. This suggests 

there is active case finding as children are being found very early on when they become SAM (<115mm). 

Additionally the programme’s policy that CNV refer cases to the OTP when they have a MUAC of 115mm 

instead of waiting until they are <115mm is likely to have contributed to this outcome.  Despite this success 

there are cases which have not been found until they are seriously malnourished (<100mm) which is a 

cause for concern. Due to the influx of IDPs, it is likely that many of these cases have arrived in Akobo from 

other parts of the country and have been travelling for some days, although this was not possible to verify 

on the OTP cards. No oedema was reported on OTP cards or found during fieldwork.  

 

Defaulters 

 
Figure 7: Defaulters over time, November 2013 – October 2014 

 

The number of defaulters has been low for the last 12 months. Although it appears to fluctuate 

considerably, it is actually only a change in one or two children. The fluctuations between November and 

May are expected due to the insecurity and population movement across the county. Nevertheless, 

considering the scale of the movement it is surprising that the defaulter rate is not higher. Two sites had 

increased defaulter rates, Dilule (11.7%) and Old Akobo (10.1%), but these remain below the 15% sphere 

standard. Unfortunately these sites could not be investigated during the assessment due to time constraints 

but the programme should continue to monitor the defaulter rates per site so to be able to investigate such 

trends and take action if required. CNVs report defaulter tracing as a key activity. Returning defaulters have 

been combined with transfers from SC and between OTPs in the programme database so it is not possible 

to know the success rate for defaulter tracing.  Additionally, recording the reason for defaulting on the OTP 

card would provide the programme with more information on which to strengthen service provision.  
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Figure 8: Defaulter rate, disaggregated by OTP site, May – October 2014  

 

Length of Stay 

 
Figure 9: Length of stay in OTP for cured cases, May – October 2014 

 

In a sample of OTP cards from May to October 2014, OTP length of stay for cured cases was short with the 

median falling at six weeks. This is to be expected due to the early case finding combined with the 

discharge criteria of 15% weight gain.  Higher coverage programmes tend to have a median length of stay 

of less than or equal to eight weeks, suggesting this programme is performing well.  

 

Screening 

CNVs carry out active screening in the community, reportedly working from three to five days per week 

(according to interviews with CNVs during stage one). Huge variations existed between the different CNVs 

with regards to time spent working which is likely to reflect the difference in populations assigned to each 

one as it is done on at the village level rather than the household level. According to the data, numbers of 

under-five children screened also varied month to month with 1,149 screened in September and only 249 

screened in October. It is possible that screening rates were affected by flooding but it is also likely to 

reflect inaccurate data collection, which needs to be strengthened, as well as the varying capacities of 
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CNVs. Between May and October 2014, 6,200 children under five were screened in the community.   This 

requires further investigation and monitoring to ensure that CNVs are assigned to a realistic number of 

households and are able to perform their duties within the time allocated. It was not possible to monitor 

method of referral to OTP as it was only recorded on the OTP card when the child was referred by the 

CNV.   

 

The programme also aims to carry out quarterly mass screenings although these are reported not to have 

been consistently achieved over the last year. No figures were available for review. Due to the influx of 

IDPs and people returning from Ethiopia as well as the high GAM rate, these mass screenings have 

particular merit and should be prioritised as their households won’t be assigned to a particular CNV. This 

assertion is supported by stage two data collection as many of the uncovered SAM cases had recently 

arrived in the area.  

 

Time to travel to OTP 

The Time taken to travel to OTP indicator was often missing from the OTP cards. However an analysis of 

the data available (51/80 cards) showed that the median time to travel to OTP was 15 minutes, with the 

longest time to travel being one hour, as estimated by the caregiver. This suggests that the majority of 

caregivers attending OTP live close to the OTP itself suggesting lower coverage in the areas further away, 

but it also shows that the walking time between those more distant houses and the OTP doesn’t exceed 

much more than one hour. Both assertions were supported by the data collected in stage two.  

 

 
Qualitative sampling framework:  

As there is one OTP site per boma and the community structure is formed around the boma, bomas were 

the unit of analysis for the qualitative data collection. Therefore, all seven bomas in the IMC OTP 

programme area were visited for collection of qualitative data due to the relatively small and accessible 

programme area. The bomas are Wechpuot, Thokwath, Dilule, Dimma, Meer, Burmath (in town) and Old 

Akobo.  

 

Based on the questions raised by the qualitative data collection and analysis, the interviews were adapted 

twice to explore different issues. However, due to the limited capacity of the survey team, the questions 

were not developed further by the interviewers. This limited the exploration of different issues that may 

have been raised by informants but were not explored on the questionnaires. Additionally, only two bomas 

were revisited for further interviews due to limited fuel availability for the survey.  
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Informants 

Eleven groups of informants were interviewed with either Semi-Structured Interviews (SSI) or Focus Group 

Discussions (FGDs) depending on the number of informants present: 

Informant 

Payam chief 

Number interviewed 

4 

Source  

SSI 

Boma chief 7 SSI 

CNV 12 FGDs/SSI 

Caregivers with children in OTP 31 FGDs 

Traditional healers 8  SSI 

Religious leader 15  FGDs/SSI 

Community elders 19  FGDs/SSI 

Female leaders 9  SSI 

Community members (M&F) 30  FGDs 

Programme staff 4  FGD 

OTP & SC staff 5  FGD 

  

Table 2: Informants interviewed during qualitative data collection 

 

OTP selected for record checks and OTP observation: 

Thokwath, Wechpuot, Old Akobo, Dimma, Burmath  

 

The key community figures 

Within Akobo East there is an administrative structure and a traditional structure which work together with 

the latter reporting to the former at the highest level. The administrative side is led by the County 

Commissioner who are supported and represented by Payam Administrators and then Boma 

Administrators. The County Health Department is part of this structure and largely coordinates and 

monitors all NGO activities within the area. The traditional power structure is led by the Paramount Chief 

who is the chief of the Payam. There is a chief for each boma who is represented at the village level by 

sub-chiefs, with all chiefs reporting to their superiors. There are eight sub-chiefs per boma and between 8-

13 villages per boma.  

 

Religious leaders and villages elders are respected by the community. Female leaders are also active and 

have a good insight into the health seeking practices of caregivers. Traditional healers and Traditional Birth 

Attendants (TBAs) are active in the villages and IMC nutrition and reproductive health programmes engage 

them in their activities. TBAs are given financial incentives to refer pregnant women to the reproductive 

health clinic at Akobo Hospital which has reportedly increased clinic attendance significantly. Women are 
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the main child carers and take children to the health centre and OTP. They also do the majority of the work 

in the household and agricultural duties.   

 

Community Mobilisation Strategy 

At present there is no clear community mobilisation strategy for the programme. As it has been running 

since 2009, there are well established activities that take place such as CNV activities and Mother Care 

groups, yet it has not been developed further. If a clear strategy is identified, the programme can address 

current weaknesses efficiently.  This is particularly important in the current context where the population 

movement is creating an unpredictable demand on the programme. A strategy is necessary to be able to 

monitor and respond to these changes in the community. This should also be done in conjunction with the 

other IMC outreach activities as it is an issue which will affect all areas of IMC’s programming.  

 

There is a BCC/IYCF supervisor managing the outreach activities but the day to day management of CNVs 

is undertaken by the nutrition assistants when undertaking OTP/TSFP.   

 

Perception, Boosters and Barriers 

All interviewees recognised that malnutrition was a problem in the community; they knew of malnourished 

children and the majority cited a lack of food and illness (malaria, diarrhoea, vomiting and fever) as the 

cause, with some including a lack of diet diversity and insufficient breastfeeding as other contributors. 

However they did not necessarily view malnutrition as a disease in itself. Some caregivers and community 

figures reported visiting traditional healers for treatment prior to attending the PHCU or OTP, which was 

confirmed by traditional healers themselves. Some caregivers reported they treated their child with 

homemade Oral Rehydration Salts (ORS) when their child first became ill but then later went to seek 

treatment at a facility when the child did not recover. 

 

Most of the community knew about the OTP, naming Plumpy ‘Nut and Plumpy ‘Sup as available there free 

of charge. They recognised that children became well again having visited the OTP yet RUTF was seen as 

food rather than medicine. This was confirmed in both observation and discussion with OTP staff as once 

women have been to the OTP, they reportedly give their malnourished child to another woman, having 

changed the child’s clothes, to take to the OTP so they are able to receive RUTF rations for themselves.  

Programme staff reported there had previously been a problem with RUTF on sale in the market but the 

CHD took steps, such as fining any trader found with RUTF/RUSF for sale, to eradicate this practice which 

has been effective.   

 

Caregivers largely had good knowledge on IYCF such as exclusive breastfeeding, feeding the colostrum to 

newborns and providing complementary feeding to children over six months. However ‘thiang’, which 

describes the notion that if a woman becomes pregnant again they have to immediately stop breastfeeding 
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their child, was a very common belief and is likely to lead to many cases of malnutrition. There is still stigma 

attached to malnutrition in some clans (although not all), largely reported by community leaders.   

 

 

Barriers to access 

Seven barriers to access, which were triangulated with multiple sources and methods, came out of the 

stage one qualitative research.  

 

Population movement 

There is currently significant population movement across Akobo East due to insecurity in South Sudan. 

IDPs are arriving in the county and people are also returning from refugee camps in Gambella, Ethiopia. 

The numbers arriving and where they are settling is unknown and difficult to monitor but is reported to be 

across the whole programme area. They do not know IMC’s services and OTP days plus they are not 

always known to CNVs. Additionally the rainy season caused flooding across many of the bomas this year 

which forced many communities to relocate. Mer, Dilule, Thokwath and Wechpuot were the worst affected. 

People reported not being able to access services. Although the programme adapted services to meet 

these needs (e.g. moved OTP across the river), some remained cut off, for example they were unable to 

pay the fee to cross the river to get to services.   

 

Limited CNVs in some locations 

Some CNVs moved to Ethiopia due to security concerns so are no longer active in their bomas. The 

remaining CNVs are unable to cover all of the villages within the boma so screening is not as regular, or 

absent, in some areas, particularly in Old Akobo and Dimma. Therefore children are delayed in receiving 

treatment. This is a particular issue with the increased population movement, requiring regular screening 

and education on OTP services. As CNVs are not allocated to a specific number of households their 

workload varies considerably with some reportedly working five days a week in some capacity.  

 

Previous rejection from the programme 

Children that do not meet the admission criteria are rejected from the programme, but it was found that 

many caregivers are unclear why this happened and so are less likely to attend in the future. This is a result 

of self-referral so it is not an issue with CNVs. Along with other community members, caregivers expressed 

dissatisfaction with the programme for this reason. If this is not addressed it may result in a negative image 

of the programme.  

 

Inconsistent OTP days 

Due to limited fuel availability, limited transport (two boats and two cars for the IMC mission in Akobo) and 

insecurity for NGO staff, OTP staff are often unable to attend on the designated day. However as there is 
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no mobile network active in the area, staff are unable to inform CNVs when they will or will not be coming. 

Caregivers and community members reported waiting for services only for them not to come and so they 

return home. As some caregivers are required to walk long distances to reach the OTP, they are then 

reluctant to return when staff arrive. Additionally, as OTP days are not consistent, children don’t have a 

consistent supply of RUTF.  

 

Traditional healers treating malnutrition  

Some caregivers continue to visit traditional healers when their child is unwell and receive treatment for 

malnutrition instead of going straight to the OTP. This delays the child’s attendance at OTP resulting in a 

more severe case which will require longer treatment time.  

 

Lack of coordination with WFP/Plan 

OTP days coincide with general food distribution days which take place in the centre of Akobo. Therefore 

caregivers attend food distribution and are not back in time to attend OTP resulting in absentees. As OTP 

days happen on a fortnightly basis, this can then result in children missing two weeks of treatment.  

 

Misconceptions around IYCF and ‘thiang’ resulting in stigma in some clans  

Although there is not stigma attached to malnutrition in all clans, some reported it as an issue. Caregivers 

are ashamed to have a malnourished child, likely related to ‘thiang’ which will limit or delay attendance at 

OTP.  

 

Non responders not given appropriate treatment  

Non responders are required to be referred to a health facility for a check-up if the home visit by the CNV 

has not given reason for the child not to be responding to treatment. This is not systematically taking place, 

as identified in a review of OTP cards and OTP staff were unclear about the length of stay prior to transfer 

for the medical check-up. Additionally, they are not being readmitted to complete treatment as stipulated in 

the national protocol.  

 

Boosters 

OTP staff had good knowledge of admission and discharge criteria, except for non-responders, and CNVs 

were active, knew admission criteria, trace defaulters and carry out active screening leading to early case 

finding. The community interviewed know about the programme and there is a positive image of the 

programme in the community and it is supported by community leaders, particularly in respect to providing 

security for NGO staff. There was evidence of active community referral and knowledge of the causes of 

malnutrition is generally good. There is a large and active network of mother care groups who are likely to 

be positively influencing community knowledge and perception of the programme. The length of stay in the 
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OTP is short, suggesting good coverage. Additionally, the programme responded well to flooding by 

moving OTPs with the communities where possible.  

 

Burmath 

As part of this SQUEAC assessment, a team went to interview community members - the boma chief and 

community elders - who reportedly returned to the area in 2013. It showed that the community have a poor 

knowledge of the causes of malnutrition although cite it as a problem. There is a PHCU there operated by 

NHDF but no OTP. The CNVs have not yet relocated to the original site but residents expect more people 

to return to the area as the dry season has now started. IMC’s reproductive health outreach team have 

recently begun operating in the area so the nutrition team need to continue to monitor the situation and 

react accordingly.  

   

STAGE TWO 

Stage two of the assessment enables the programme to further explore any questions generated during 

stage one. The first question which arose was ‘what is the impact of difficult physical access to the OTP on 

access and coverage, particularly due to flooding?’ The flooding was particularly devastating for the 

community in 2014, more so than previous years, but it was difficult to ascertain whether it had limited 

access to OTP or whether the community was able to adapt appropriately. The outcome of this hypothesis 

could also inform programming in future years. A small area survey was chosen as the best way to explore 

this question.  

Due to inadequate population data, the number of admissions per OTP could not be used to indicate high 

or low coverage in this instance.  

Hypothesis one formation 

A hypothesis was formed out of this question. The hypothesis was expanded to include ‘physical access’ 

rather than just focusing on flooding because those areas which were flooded were also far from the OTP. 

Therefore it would not have been possible to separate the two issues.   

Hypothesis: Those areas which have difficult physical access (due to flooding and distance) to the OTP will 

have low coverage and those areas which have easy physical access to the OTP will have high coverage.  

To test the hypothesis, eight villages were chosen across two bomas, four of which had difficult physical 

access and four which had easy physical access. In this stage, villages were used as the unit of analysis.  

To estimate the coverage in the villages selected to test the hypothesis, the survey was conducted in one 

day by seven teams. The sample size was not selected prior to data collection because it is the number of 
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SAM children found. The threshold which identifies ‘high’ and ‘low’ coverage was chosen to be 50% as this 

is the SPHERE coverage standard for rural programmes.   

Any SAM cases found (both those in and not in the programme) were asked a questionnaire to find out 

more about their understanding and opinions of malnutrition and the programme.   

Case definition:   

The case definition used for finding SAM cases in children aged 6-59 months was any one meeting one of 

the following criteria:  

1. MUAC <115mm 

2. Bilateral pitting oedema +, ++ or +++.  

Any children that have a weight for height <-3 are admitted into the programme but this criteria was not 

used during this assessment.  

Case finding 

Active and adaptive case finding was used to find cases in the community, an approach which has shown 

to be effective in finding all SAM cases.  It is active because the method searches for cases rather than 

expecting them to be found in the sample and adaptive because the case finding method is changed and 

improved as more information is gathered throughout the process.  

Local names for case finding 

It is important that local names are used to enable effective case finding. The following terms were 

identified and tested during stage 1:  

Malnutrition – Doot/Dolcɔɔk  

Oedema – Puotpuot 

Wasting – Nuan 

Big abdomen – Kuenjiay 

OTP – Duelwaldoatni 

TSFP – Duelwalgan tin ken dot elong 

SC – Duelwalgan tin doat ka goon wal.  
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Small-area survey hypothesis one findings 

 Boma Village # SAM 

cases found 

# SAM cases in 

the programme 

# SAM cases not in the 

programme 

Difficult physical access: Thokwath Kuechar 3 1 2 

 Thokwath Kwaydit 3 2 1 

 Meer Meer Chietot 0 0 0 

 Meer Luol Thaylan 0 0 0 

  Sub total 6 3 3 

Easy physical access:  Thokwath Wech Uman 2 1 1 

 Thokwath Wech Long 4 3 1 

 Meer Meer Centre 0 0 0 

 Meer Meer 2 7 5 2 

  Sub total 13 9 4 

  Total 19 12 7 

Table 3: SAM cases found during small-area survey, hypothesis one 

 

 Active cases:  

 A total of 19 active SAM cases were found in all eight villages.  

 Table 4: Total SAM cases found according to the hypothesis 

 

 

Decision rule  

Based on the threshold of 50%, which defines ‘high’ and ‘low’ coverage, a decision rule was calculated for 

each of the categories, based on the SAM cases found.  

Status Total SAM cases found # in the programme # not in the programme 

Difficult physical access 6 3 3 

Easy physical access 13 9 4 
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High coverage areas: 

13 cases found, 13/2 = 6.5. Round 6.5 down to 6.  

More than 6 cases need to be in the programme for coverage to be greater than 50%. 9 cases were found 

in the programme so coverage >50%. So this part of the hypothesis is confirmed.  

 

Low coverage areas:  

6 cases found, 6/2 = 3.  

Less than 3 cases need to be in the programme for coverage to be less than 50%. 3 cases were found in 

the programme so coverage = 50%. So this part of the hypothesis is not confirmed.  

 

The flooding and distance to the OTP has not affected the programme as hypothesised, although coverage 

was found to be higher in those areas with easy access to the OTP. Information gathered during the survey 

indicates this is for two reasons.   

1. The population affected in Luol Thayian (village affected by flooding and far from the OTP) had 

moved to Meer 2 (village not affected by flooding and located close to the OTP).  

2. At the time of the survey the flooding had reduced, so any cases which were not covered at the time 

of the flooding are likely to have been admitted into the OTP before the survey took place.   

 

Hypothesis two 

The second question which arose from stage one and required further investigation was ‘do the lack of 

CNVs affect coverage.’ Dimma and Old Akobo bomas are not considered to have enough CNVs as some 

have moved away from the area and replacements have not yet been made yet the remainder of CNVs 

appear to be active. Additionally, there were concerns that the stage one data collection had potentially 

been biased and the CNVs interviewed were only those near to the OTP so further investigation was 

required.  A small-area survey was also chosen to answer this question.  

Hypothesis:  

This question was reformulated into the following hypothesis: Those villages in which a CNV does not live 

will have low coverage and those villages in which have CNVs live will have high coverage.  

To test the hypothesis, eight villages were chosen across two bomas, four of which had no CNVs living 

there and which are rarely visited and four which have CNVs living there.  
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The same case definition and approach to case finding used in the first small area survey was employed in 

the second.  

Small-area survey hypothesis two findings:  

 Boma Village # SAM cases 

found 

# SAM cases in 

the programme 

# SAM cases not in 

programme 

No CNV: Dimma Nyikan 2 6 5 1 

 Dimma Pet May Tier 6 4 2 

 Old Akobo Lieblow 1 0 1 

 Old Akobo Wech 

Ganbipal 

4 3 1 

  Sub total 17 12 5 

CNV:  Dimma Wunsil 2 2 0 

 Dimma Dimma Centre 3 3 0 

 Old Akobo Pakang 5 4 1 

 Old Akobo Wangnyang 10 10 0 

  Sub total 20 19 1 

  Total 37 31 6 

Table 6: SAM cases found during the small-area survey, hypothesis two. 

Active cases:  

 A total of 37 active SAM cases were found in all eight villages.  

Table 7: Total SAM cases found according to the hypothesis 

Decision rule  

Based on the threshold of 50%, which defines ‘high’ and ‘low’ coverage, a decision rule was calculated for 

each of the categories, based on the SAM cases found.  

Status Total SAM cases found # in the programme # not in the programme 

No CNV 17 12 5 

CNV 20 19 1 
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Low coverage areas:  

17 cases found, 17/2 = 8.5. We round this down to 8.  

Less than 8 cases need to be in the programme for coverage to be less than 50%. 12 cases were found in 

the programme so coverage > 50%. So this part of the hypothesis is not confirmed.  

 

High coverage areas: 

20 cases found, 20/2 = 10.   

More than 10 cases need to be in the programme for coverage to be greater than 50%. 19 cases were 

found in the programme so coverage >50%. So this part of the hypothesis is confirmed.  

 

Coverage is greater than 50% across all villages tested so the hypothesis was not proven. However those 

areas where there is no CNV living had lower coverage than those areas where a CNV was living. This 

demonstrates the impact of active CNVs and the importance of replacing those CNVs which have left the 

area.   

Barriers to access identified by the small area surveys 

A questionnaire identified why caregivers are or are not attending OTP with their malnourished child.  

Unfortunately not all of the questionnaires were implemented correctly so not all of the information can be 

used.  

The results are as follows: 

Of those attending the programme (43 in total), 10 knew their child was malnourished because the CNV 

had told them so. Two knew because they had been told by a relative or saw other children with the same 

symptoms as their own. The remainder knew simply because their child was ill, citing diarrhoea, malaria, 

constipation, vomiting and a fever.  

Eight caregivers treated their children before attending the health facility or OTP. Five with ORS, three took 

their child to Akobo hospital and one went to the traditional healer. They all subsequently went to the OTP 

as the child was not getting well.   

Of those not attending the programme, the majority of respondents knew their child was sick (12 out of 13). 

However, when asked which illness their child was suffering from, no one named malnutrition but malaria, 

diarrhoea, fever and vomiting. When asked specifically about malnutrition, only one respondent didn’t 

believe their child was suffering from it.   Eight caregivers said they would take their child to the OTP for 

treatment, one to the hospital and then OTP, four to the hospital directly and one to the PHCU.  
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Caregivers were asked why they had not taken their child to the OTP and gave the following responses 

(there are more than 13 responses because some caregivers gave more than one answer): 

 

Figure 10: Reasons for non-attendance at OTP according to caregivers of SAM children 

Triangulation of findings with stage one 

The findings of stage two can be triangulated with stage one data to strengthen our findings. The first 

hypothesis shows that the population were able to respond to the flooding and for those SAM cases not in 

the programme found in those areas from which access to OTP may be difficult; none reported flooding as 

their reason for non-attendance.  However distance itself to OTP was named as a reason for non-

attendance but as this did not come up during stage one, we cannot be sure it is a barrier to access. 

Further investigation would have been able to clarify this.   

The second hypothesis showed that in those areas where there was no CNV living, although coverage was 

not as high as it was where there was one, coverage was still above the 50% threshold. This is likely to be 

because CNVs are visiting those villages which are not officially allocated to a CNV but also knowledge 

about the programme in the community is good. However as the proportion of cases not in the programme 

was higher in those villages without a CNV, the programme needs to take action.   

Further evidence shows that population movement is affecting access and coverage with five respondents 

stating their recent arrival in the area as the reason for non-attendance in OTP.  A lack of knowledge about 

the programme was evident from stage two as many respondents believed they had to attend the hospital 

to receive treatment and there is no one to look after their other children. Triangulated with stage one 

qualitative data this appears as a barrier to access, possibly a result of a lack of knowledge about the 

programme by new arrivals. Lastly, previous rejection from the programme and a preference to receive 

treatment elsewhere (traditional healer) give support to stage one findings.   

 

0 1 2 3 4 5 6

Carer sick

Carer does not have time

Does not believe the programme will help the child

Rejection

Security

Distance

No one to look after other children

Thinks has to be admitted to hospital
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Number of caregivers 

Reasons for non-attendance at OTP 
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Boosters and barriers from stage one and two 

The following boosters and barriers which emerged from stages one and two data collection are found to 

be limiting and increasing access to OTP services.  

 

Barriers: 

 Population movement, related to the insecurity 

 Lack of knowledge about the programme (largely related to new arrivals) 

 Limited CNVs in some locations  

 Inconsistent OTP days  

 Lack of coordination with Plan GFD  

 Previous rejection form the programme  

 Traditional healers treating malnutrition  

 Non responders not given appropriate treatment  

 Misconceptions around IYCF and ‘thiang’ resulting in stigma in some clans  

 

Boosters:  

• OTP locations responded to moving population due to flooding  

• OTP staff - good knowledge of admission and discharge criteria  

• Active case finding by CNVs  

• Short length of stay  

• Positive image of the programme in the community (& support from leaders)  

• Good community knowledge of causes of malnutrition  

• Good community referral  

• Active mother care groups  

 

 

 

 

 

 

 



 
29 

DISCUSSION & RECOMMENDATIONS 

This programme was established in 2009 and the routine data has shown that it is now performing well with 

high cure rates, low death and defaulter rates. There is good community referral to the programme, CNVs 

carry out active case finding and refer cases to the OTP which is reflected in the early case finding and high 

median MUAC at admission. Combined with the short length of stay for cured cases, it suggests access 

and coverage are good. This was supported by the small-area surveys which found all villages sampled to 

have a coverage rate equal to or higher than the 50% threshold. As CNVs are paid SS£200 a month by 

IMC, it is likely to be increasing their motivation and their ability to focus on their role as a CNV without the 

need to search for income elsewhere, although with questionable sustainability.  

OTP staff generally have good knowledge of admission and discharge criteria, although non-responders 

are not consistently given appropriate treatment by OTP staff with regards to transfer for a medical check-

up and transfer back to OTP for the requisite time. Further training sessions with OTP staff to clarify the 

procedure is necessary. Staff set up clearly defined areas in the OTP and have a good relationship with the 

CNVs and the community itself. This ensures that only those that meet the admission criteria are admitted 

into the programme and community interaction with the programme is positive. Moreover, staff reacted well 

to the context and took steps to ensure communities could continue to receive services when populations 

were displaced during the flooding, where possible.   

As the programme is well established the community generally have a good knowledge of it and about the 

causes of malnutrition although further sensitisation is required on IYCF and the issue of ‘thiang’ through 

the work of the CNVs and with MCGs. IMC and their activities are viewed positively by the community with 

leaders encouraging attendance and cooperation. For example the church leaders have allowed the OTP 

to take place in the church in areas where the OTP centres were destroyed in the floods and community 

leaders have been present on OTP days in an attempt to provide protection to NGO staff at risk of revenge 

attacks.   

The insecurity which broke out across the country in mid-December 2013 has affected programme 

provision, both with regards to the programme’s ability to provide services but also the population in need. 

The main barrier to access is the population movement due to insecurity across the country. IDPs are 

arriving in the county as well as returnees from Ethiopian refugee camps. A clear plan needs to be made to 

manage this influx with the programme using community structures to monitor new arrivals and include 

them in programme activities. To do this, coordinated outreach activities are necessary, both with other 

IMC programmes and NHDF and SCI. To support this approach, CNVs need to be replaced where 

necessary and assigned to specific households to ensure they are able to manage the additional workload. 

Of those caregivers with SAM children not in the programme, many believed treatment was only available 

in the county hospital so had not sought treatment due to the opportunity costs associated with doing so.  
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This needs to be addressed during outreach activities in MCGs and during CNV visits. Again this will be 

particularly important as the population changes.  

Within the existing community there is a lack of understanding about why some children are rejected from 

the programme causing discontent. Community sensitisation is required to inform the community that 

children are rejected because they are not severely acutely malnourished. This can be done using local 

terms of malnutrition and with a description of a child suffering from SAM.  If this is not addressed in a 

timely way it could result in a negative image of the programme within the community. Again, community 

leaders can be involved in spreading this message within the community.  

There is evidence that traditional healers continue to treat malnutrition and caregivers seek their advice 

which will delay their attendance at OTP. As the programme has addressed this issue previously, a review 

of successful strategies and communication channels should be made and steps taken. The healers can be 

used for opportunistic case finding and referral to the OTP.  

A main barrier to access to treatment is the inconsistency of OTP days. Due to limited fuel available as a 

result of restricted cargo flights from Juba during the rainy season, there have been times when staff have 

been unable to deliver OTP or the day has changed with no warning. Combined with no mobile devices to 

communicate with CNVs to inform the community they won’t attend that day, children are not receiving 

consistent OTP treatment. Although this has not been reflected in an increase in length of stay, caregivers 

are losing belief in the services turning up, so return home and are absent for that week. As cargo delivery 

is a challenge for at least four months of every year, IMC need to plan for fuel delivery and stockpiling so to 

manage it. Additionally the purchase of Motorolas or Thurayas for the boats and OTP teams will improve 

communication where necessary. Caregivers also missed OTP days as they were receiving general food 

rations from Plan International which can easily be avoided through planning and coordination.   

   

 

 

 

 

 

 

 

 



 

Table 8: Action plan on community mobilisation and OTP services 

 Strategies and activities Responsible Performance indicators Target Timeline 

A Community mobilisation for CMAM     

1. Sensitisation     

1.1 Introduce lessons on ‘thiang’, on the importance of not 
using traditional healers to treat MAM and SAM and on 
the meaning of ‘rejection’ from the programme into MCG 
lesson plans and topics discussed by OTP/TSFP staff with 
caregivers. 

IYCF/BCC supervisor # topics included in MCG lesson 
plans, # of sessions held on 
OTP/TSFP days  

all topics included 
in MCG lesson 
plans, 12 sessions 
per boma during 
OTP/TSFP service 
days  

Jan- Dec 2015 

1.2 Hold meetings with community leaders (elders, female 
leaders, religious leaders and boma chiefs) on not using 
traditional healers to treat malnutrition at OTP, on the 
meaning of rejection and on ‘thiang’, to be dispersed 
through the community 

IYCF/BCC supervisor 
 

# of meetings held  4 (quarterly)  Jan-Dec 2015 

1.3 CNVs to sensitise community during visits on the 
meaning of rejection from programme, on the 
importance of CMAM and the causes of malnutrition, 
especially addressing ‘thiang’. Include sensitisation on 
reasons for rejection.   

IYCF/BCC supervisor, 
community leaders. 
 

# of  visits to each HH 12 per HH Jan-Dec 2015 

1.4 Sensitise traditional healers on causes and symptoms of 
malnutrition and referral procedure to OTP. Encourage 
case finding and referral.  

IYCF/BCC supervisor, 
community leaders.  
 

# of meetings with traditional 
healers 

4 (quarterly) 
meetings  

Jan- Dec 2015 

 Link traditional healers with the CNVs working in their 
area to improve SAM and MAM referral  

IYCF/BCC supervisor # of Traditional Healers linked 
with CNVs 

All Traditional 
Healers 

May 2015 

2 Strengthen CNV network     



 

2.1 Assign CNVs to a specific number of households  IYCF/BCC supervisor & 
Programme Manager 

# of CNVs assigned to a specific 
number 

All CNVs cover all 
HHs 

Feb-March 
2015 

2.2 CNVs to monitor arrival of new populations through 
community leaders and orient them on CMAM (screen 
U5 & PLW and sensitisation).  

IYCF/BCC supervisor, 
Programme Manager, CHD 
and SCI/NHDF 

# meetings with community 
leaders to review new arrivals, 
# sensitisation sessions held 
with new arrivals 

12 meetings as a 
minimum 

12 awareness 
raising sessions 

 

Jan-Dec 2015 

2.3 Continue mass screenings and integrate with other public 
health screenings. 

IYCF/BCC supervisor, 
Programme Manager, CHD 
and SCI/NHDF 

# of mass screenings, # of 
integrated mass screenings. 

4 mass screenings 
including 2 
integrated mass 
screenings 

Jan – Dec 2015 

2.4 CNVs to continue to carry out active case finding, 
referral, follow up home visits and defaulter tracing.  

IYCF/BCC supervisor # CNVs carrying out all tasks 
each month 

37 CNVs Jan-Dec 2015 

3 Strengthen OTP services     

3.1 Training on non- responder protocol and increase 
support and supervision for OTP staff 

Programme manager and 
Nutrition supervisor 

# of management trainings 4 SAM and MAM  Jan-Dec 2015 

3.2 Discuss source of fuel with country management as the 
current system is not providing required amounts 

Programme manager Agreement between site and 
country office on a plan to 
ensure a reliable source of fuel 
for the year 

1 agreed plan Feb-April 2015 

3.3 Follow up on purchase of Thurayas or Motorolas for 
mobile teams. 

Programme manager # of mobile teams with 
Motorola or Thuraya 

1 Thuraya April 2015 

3.4 Coordinate with Plan International on  distribution 
timetable 

Nutrition supervisor # plans shared between Plan 
and IMC 

12 shared plans 
(monthly basis) 

Jan- Dec 2015 

3.5 Rebuild OTP centres which can comfortably fit all those 
required  

Nutrition manager to 
coordinate 

# of OTP centres constructed 1 OTP shelter Feb-April 2015 



 

3.6 Review of data management flow chart and strengthen 
data management, undertaking training if necessary. 
Record reasons for defaulting and separate readmissions 
from transfers, ensure OTP cards are completed & ensure 
accurate data collection by CNVs.  

Programme manager # reviews of data management 
process, # of trainings 
undertaken with staff 

1 review, 2 
trainings 

Feb-May 2015 

3.7 Coordinate with NHDF PHCUs to ensure no duplication of 
medication for OTP children (informal meeting, no 
minutes) 

Nutrition supervisor # monthly informal meetings in 
the bomas between OTP staff 
and NHDF CHW staff  

12 meetings per 
boma 

Jan – Dec 2015 

4. Recommendations not directly related to coverage     

4.1 Carry out screening assessment in Burmath original site 
to identify whether services are required  

Nutrition manager to 
coordinate 

# screenings carried out in 
Burmath  

 1 screening (Rapid 
MUAC assessment 

March 2015 

4.2 Create map with all IMC sites/activities with all sites and 
villages marked, all sites coded with GPS 

Nutrition manager # of Maps of the programme 
area  

 1 map May 2015 

4.3 Update list of villages served by each site Nutrition supervisor # complete list of villages 
covered by the programme 

1 complete list May 2015 
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ANNEXES 
 

ANNEX 1: LIST OF PEOPLE TRAINED DURING SQUEAC 

 

 FIRST 

NAME 

SURNAME GENDER 

(M/F) 

POSITION ORGANISATION EMAIL ADDRESS 

1 Mabor Chot Chany M IYCF/BCC supervisor IMC  chanymaborchot@gmail.com 

2 Tut Banguang Ger M Nutrition supervisor IMC  tbangoang@InternationalMedicalCorps.org 

3 Kim Chuol Dual M SC assistant IMC  No email address 

4 Gile Malow Nyoak M SC assistant IMC  gilemalow@yahoo.com 

5 Kher Pal Ruei M  Nutrition Assistant IMC  kherpal.ruei@gmail.com 

6 Ruai Koak Biliw M  Nutrition officer IMC  rbiliew@InternationalMedicalCorps.org 

7 Dak Gatkouth Chol M Community Nutrition 

volunteers 

IMC  No email address 

8 Yien Mathiew Gatkuoth M  IYCF officer SCI  No email address 

9 Luk Nyok Wang M  Community mobilizer SCI  No email address 

10 Char Bil Rom M  Community mobilizer NHDF  No email address 

11 Yian Thok Koryoam M  Ag. Nutrition Team 

leader 

NHDF  No email address 

12 Puoch Chuol Nyuot M  Nutrition officer CHD  puoychuolnyuot@gmail.com 

13 Nyang Ruot Rik M  Volunteer in Nutrition 

dept. 

CHD  No email address 

14 Jour Biel Deng M  Nurse CHD  Skype: jour.bielson 

15 Reath Gatwech Hoth M Agricultural Extension 

assistant 

CHD  No email address 

16 Gatbel Chan Jok M  Nurse CHD  No email address 

17 Lual Johnson Gile M  Volunteer in CHD office CHD  No email address 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
35 

 

ANNEX 2: CHRONOGRAME OF TRAINING AND ASSESSMENT 

 

Day Date Activity  

1 Monday 24th November Arrive in Juba 

Meeting at IMC office 

 

Eleanor 

2 Tuesday 25th Flight to Akobo cancelled Eleanor 

3 Wednesday 26th Travel to Akobo 

Planning of the training and assessment with 

Programme Manager 

Eleanor, Thomas 

4 Thursday 27th Classroom training 

- Opening Session  

- Introductions  

- Schedules  

- Overview of the SQUEAC methodology  

- Create seasonal calendars 

Eleanor 

5 Friday 28th Classroom training 

- Qualitative research training and practice 

- Review questionnaires 

- Prepare teams and prepare for fieldwork 

Eleanor 

6 Saturday 29th Field data collection  

- followed by classroom data analysis  

- review of questionnaires 

All teams & 

Eleanor 

7 Sunday 30th Day off  

8 Monday 1st December Field data collection  

- followed by classroom data analysis 

- Review of programme data and OTP cards 

All teams & 

Eleanor 

9 Tuesday 2nd Field data collection  

- followed by classroom data analysis 

All teams & 

Eleanor 

10 Wednesday 3rd Field data collection for 3 teams 

- Interviews with OTP staff 

- Interviews with programme staff 

3 teams, OTP 

and programme 

staff 

Eleanor 

11 Thursday 4th Classroom training 

- Synthesis of qualitative data collection 

- Review of quantitative data 

- Choice of hypothesis and sampling 

- Preparation for field work 

All team & 

Eleanor 

12 Friday 5th Fieldwork data collection 

- Small area survey 

All team & 

Eleanor 
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- Review of results 

13 Saturday 6th Fieldwork data collection 

- Small area survey 

Review of results 

All team & 

Eleanor 

14 Sunday 7th Day off  

15 Monday 8th Classroom wrap up 

- Synthesis of results 

- Recommendations and action plan  

Eleanor & IMC 

team 

16 Tuesday 9th Report writing Eleanor 

17 Wednesday 10th Report writing Eleanor 

18 Thursday 11th Travel to Juba and present results to Juba nutrition 

and M&E team 

Eleanor 

19 Friday  Travel to UK Eleanor 
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ANNEX 3: QUESTIONNAIRES

QUESTIONNAIRE FOR SAM CASES NOT IN THE PROGRAMME (STAGE 2) 

District : _____________________________ OTP Catchment Area : ___________________________________ 

Village : _________________________________________  

Name of Carer : ________________________ Name of Child : ________________________ 

Team : __________________________________ Date : __________________  

1. Do you think your child is sick ? 

☐ Yes ; which illness is your child suffering from ? ______________________________________________ ☐ No  STOP 

2. Do you think your child is malnourished? 

☐ Yes ☐ No  STOP 

3. Where would you take your child to be treated? 

☐ Yes ; what is the name of the programme ? _______________________________________________________ ☐ No  STOP 

 

4. What has stopped you from taking your child to the OTP ? 

☐ 1. Too Far ; what is the distance you have to walk (km) ? _____________________ How many hours ? ____________________ 

☐ 2. The carer does not have time / is too busy ; Please specify activities carer is busy with: ______________ 

☐ 4. Carer is sick ☐ 11. Husband Refused 

☐ 5. Child was previously rejected ; when ? __________ ☐ 12. Other people’s children have been rejected 

☐ 6. The carer is ashamed to go to the programme ☐ 13. Security Problems 

☐ 7. The carer cannot travel with more than one child ☐ 14. No one else to look after other children 

☐ 8. The quantity of plumpynut is not sufficient to justify 

going to the OTP 

☐ 15. The carer believes the programme will not help the child 

(a preference for alternative health practitioners) 

☐ 9. Carer thinks that the child will have to be admitted to hospital first : 

☐ 10. Other reasons : __________________________________________________________________________________ 

 

5. Has your child previously received treatment? Have they previously been admitted to the CMAM programme 
(SC/OTP/SFP) ? 

☐ 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 : ____________________________________________________________________________________ 

 

Thank the carer and provide with a referral slip. 
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 QUESTIONNAIRE FOR SAM CASES IN THE PROGRAMME (STAGE 2) 

Boma : _____________________________ 

Village : _________________________________________ 

Name of Carer : ________________________ Name of child_______________________________ 

Team : __________________________________ 

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? 
_________________________________________________________________________________________________________________________________________________
_________And why did you then go to the health facility? 
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________ 

 

 

4. Do you know any other malnourished children in the community? 

____________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


