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EXECUTIVE SUMMARY 
 
Introduction 
The Republic of Sierra Leone is a West African country on the coast of the Atlantic Ocean, bordering Guinea 

and Liberia. The population of Sierra Leone estimated at 5.7 million1.  The country is divided into four 

regions, namely Northern area, Southern area, Eastern area and the Western area where the capital 

Freetown is located. The civil war left the country with collapsed social services and economic activities.  

Sierra Leone was classified by UNDP as one of the least developed countries in the world, currently ranking 

177th out of 187th countries2.  

Freetown is the largest city and it is located in the Western area of Sierra Leone.  It is also a home to more 

than 1 million inhabitants. Freetown is a densely populated city, where many live in slums with poor 

provision of sanitation and water supplies. Recent surveys have found the highest rates of GAM and SAM 

in the country in these slums, 9.6% and 2.2%3 respectively.  
 

Methodology 
A coverage assessment of the Community Management of Acute Malnutrition (CMAM) programme in 

Freetown implemented by GOAL and the Ministry of Health and Sanitation (MoHS) was conducted from 

June 17th to 29th 2013. A three stage investigation model of Semi-Quantitative Evaluation of Access and 

Coverage (SQUEAC) methodology was used. This model includes:  i) Analyse the qualitative and 

quantitative data; ii) Develop and test the hypothesis by conducting a Small Area Survey; and iii) conduct a 

‘Wide Area Survey’ to estimate the final programme coverage rate.  
 

Main Results  
 

Stage -1 
 

 The OTP admissions  
The programme admissions data of 2012 showed that 1717 malnourished children, aged between 6-59 
months were admitted and 94% of these were successfully treated and cured.  
 

 The OTP defaulters 
The defaulter rate was found to be very low at 1% which is within the SPHERE minimum standard. Other 
information on defaulter however was not captured through the OTP cards and registers hence limited 
analysis was possible on this issue.  
 

 Screening at the communities 
Community Health Volunteers (CHVs) are selected for each Peripheral Health Unit (PHU) for health and 
nutrition related activities such as campaigns and health promotion activities. In Freetown, CHVs are 
expected to conduct MUAC screening regularly to find acute malnutrition cases and refer to PHUs.   

                                                           
1
 Sierra Leone MOHS DPI 2010 

2
 UNDP Human Development Index 2009 

3 UNICEF (2011) Report on the Nutritional Situation in Sierra Leone 
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At the time of the assessment most of the CHVs were found to not be fully engaged in screening activities 
for a variety of reasons i.e. lack of motivation due to  no appreciation and no incentives to their work. 
 

 Communities’ knowledge and attitudes:  
From the qualitative assessment most of the community members were found to have some knowledge of 
the CMAM programme. However, there was insufficient formal introduction or active mobilisation 
activities carried out to get the community to fully understand and to participate in this programme.  
 

Stage – 2 

 Hypothesis testing 

The hypothesis that was generated after stage 1 data collection and analysis was tested in stage 2. The 
hypothesis was ‘PHUs with high admissions have high coverage and PHUs with low admissions have low 
coverage’. The results determined that area with ‘high admissions’ were found to have ‘low coverage’ 
hence this part of the hypothesis was ‘not confirmed’. Areas with ‘low admissions’ were found to have ‘low 
coverage’ therefore this part of the hypothesis was ‘confirmed’. Overall coverage was found to be low 
(36%) in the small area survey. 
 

Stage – 3  

 Coverage Estimation (results from wide area survey)  
The final coverage estimation was done after the ‘Wide Area Survey’.  The ‘point’ coverage rate is 
estimated at 62.1 % (CI 49.6.0- 73.3%). This estimate lies below the SPHERE standard for urban area, 70%.  
 
 Main Barriers  
The main barriers found in the assessment are: inactive CHVs, communities’ inadequate knowledge on the 

CMAM programme, misuse and frequent stock out of RUTF,  OTP staff’s insufficient knowledge on CMAM 

protocol, their workload and their poor attitude toward caregivers, stigma linked to malnutrition, and poor 

record keeping on OTP activities.  

Key Recommendation  

 To increase communities’ knowledge: organise and conduct awareness raising events for 
communities, ensuring their understanding and participation in the CMAM programme increases 

 To ensure OTP staff has sufficient knowledge on CMAM protocols and proper record keeping: 
conduct refresher training, on the job training and supportive supervisions   

 To improve CHVs performance: refresher training and follow up on their work on a regular basis.  
Ensure their work is recognised by the community and some kind of incentive is provided. 

 To ensure smooth supply of RUTF: a system is put in place that ensures timely requisitions are 
placed and supplies received. PHU staff and caregivers are sensitized on the importance of RUTF for 
treating their malnourished children. 

 To address stigma linked to malnutrition: sensitize community and health centre staff on the real 
causes of malnutrition through training, refresher course and community meetings.  

 To address OTP staff’s attitudes towards caregivers through the District Medical Officer (DMO): 
create a beneficiaries feedback mechanism, focusing on the OTP care services.  

 Review OTP staff workload: if OTP activities have burdened them with additional hours of work. 
Advocate revising their job description, and/or increasing number of staff, if necessary. 
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1. INTRODUCTION 
 
1.1 COUNTRY CONTEXT  
 
The Republic of Sierra Leone is a West African country on the coast of the Atlantic Ocean, bordering Guinea 

and Liberia. The population of Sierra Leone estimated at 5.7 million4.  The country is divided into four 

regions, namely Northern area, Southern area, Eastern area and the Western area where the capital 

Freetown is located.  

The Sierra Leonean people bear the scars of the civil war that lasted from 1991-2002 left hundreds of 

thousands of civilians’ dead and many more maimed for life. This situation led to the virtual collapse of 

social services and economic activities in most parts of the country. Sierra Leone was classified by UNDP as 

one of the least developed countries, currently ranking 177th out of 187th countries on the UNDP Human 

Development Index5. This however is up from its 2008 ranking when it was the lowest in the world. 

Maternal and child health indicators remain some of the worst in the world, with the infant mortality rate 

at 76.64 deaths/1,000 live births6 and for under-fives the mortality rate is 180 deaths/1000 live births7.  A 

majority of childhood deaths are attributable to malnutrition and childhood illness, malaria, diarrhoea and 

pneumonia, most of which are preventable.  In Sierra Leone the causes of malnutrition are complex 

including, child feeding practises, caring for the child during illness and lack of exclusive breastfeeding for 

the first 6 months of life.  While there has been a considerable reduction in the rate malnutrition in Sierra 

Leone since 2005, it remains a serious problem in most parts of the country. According to the national 

SMART survey8 in 2010, 34.1% of children under the age of five years are stunted, 18.7% are underweight 

and 5.8% are wasted. Infant and Young Child Feeding (IYCF) practices indicated that only 11% of infants are 

exclusively breast feed (DHS 2008).   

 

In spite of improvements in economic growth in recent years, food insecurity and malnutrition are 

significant on-going problems among a large percentage of households and present major development 

challenges in the country9. At the national level, about 26% (1.5 million) of Sierra Leoneans cannot afford 

adequate daily food intake to sustain a healthy life10. In the lean season food insecurity increases sharply, 

when about 45% of the population do not have sufficient access to food (CFSVA 2011)11.  

 

 

                                                           
4
 Sierra Leone MOHS DPI 2010 

5
 UNDP Human Development Index 2009 

6
 The World Bank, working for world free of poverty, http://data.worldbank.org/indicators/SH.DYN.MORT 

7
 Sierra Leone Demographic and Health Survey 2008 

8
 The Nutrition Situation in Sierra Leone, Nutrition Survey using SMART Methods, Final Report, 2010 

9
 WFP VAM survey report 2005  

10
 Sierra Leone Food and Nutrition policy, August 2009. 

11
 WFP, 2011. WFP, Comprehensive food security and vulnerability analysis (CFSVA)  
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1.2 CONTEXT OF FREETOWN 
 

Freetown is the capital and largest city of Sierra Leone.  It is a major port city on the Atlantic Ocean and is 

located in the Western area of Sierra Leone.  Freetown was founded in the 1780's as a home for freed 

slaves from North America and the Caribbean. Freetown is one of Sierra Leone's six municipalities and is 

locally governed by an elected city council, headed by a mayor. The municipality of Freetown is 

administratively divided into three regions: Eastern Freetown, Central Freetown, and Western Freetown, 

which are subdivided into wards and sections.  Freetown is Sierra Leone’s major urban, economic, cultural, 

educational, and political centre. It is also home to more than 1 million inhabitants. Due to its geography 

and mass migration during and after the 1991-2002 civil war, Freetown is a densely populated city, where 

many live in slums filled with rubbish, open defecation and contaminated water sources.  The highest GAM 

rates in the country were found in these slum areas (9.6%) and the western region (8.4%). Severe Acute 

Malnutrition (SAM) was also found to be the highest in the country in the urban slum areas of Freetown at 

2.2%12 . 
 

The Community-based Management of Acute Malnutrition (CMAM) programme started as a pilot project in 

Sierra Leone in 2007.  It was triggered by continuing high rates of malnutrition in the post war years. The main 

aim of the CMAM programme is to maximise coverage and increase access to services by the highest possible 

proportion of the malnourished population across the country.  The CMAM programme in Sierra Leone 

includes Outpatient Therapeutic Programme (OTP) for SAM children without complications and a 

Stabilisation Centre (SC) for SAM children with medical complications. Supplementary Feeding 

Programmes (SFPs) were set up to treat cases presenting with Moderate Acute Malnutrition (MAM). This 

programme also created a platform for community mobilisation whereby encouraging community 

participation.   
 

While GOAL has been working in Freetown since 1999 the nutrition project began in 2009. This programme 

includes the CMAM and IYCF components. Most of the GOAL‘s programme is community-led and therefore 

GOAL implements a majority of its activities through Community Health Volunteers (CHVs) and Mother 2 

Mother Groups (M2M) in order to reach a larger portion of the population and to ensure the sustainability 

of its interventions. Additionally, GOAL operates in collaboration with local government institutions in 

order to develop their capacity and further ensure sustainability and ownership of the action. Where 

possible, GOAL works to improve the capacity of government systems including the Ministry of Health and 

Sanitation (MoHS) to implement their own policies and objectives in order to bring about sustained and 

improved change in people’s lives of Sierra Leone.  For example, GOAL has been supporting the MoHS to 

rollout the CMAM programme in the Urban Western Area13. GOAL is supporting the MoHS to implement 

the CMAM programme in 42 city sections (out of a total of 65 city sections in Freetown) through 19 PHUs, 

located mainly in the slums of the eastern part of Freetown.  Despite good implementation of the 

                                                           
12 UNICEF (2011) Report on the Nutritional Situation in Sierra Leone 
13 GoSL CMAM Presentation 2011 http://cmamconference2011.files.wordpress.com/2011/11/session-4_country-6_sierra-leone.pdf 

http://cmamconference2011.files.wordpress.com/2011/11/session-4_country-6_sierra-leone.pdf
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programme, a number of challenges were noted that affect overall implementation of the programme 

such as insufficient community mobilisation and screening, inadequate supply of RUTF, inappropriate use 

of CMAM protocol, and inadequate training and supportive supervision to OTP staff and CHVs to name a 

few.  

No previous coverage assessment was carried out of GOAL and the MoHS’s CMAM programme of 

Freetown. Therefore, a coverage assessment and training on the coverage assessment methodology was 

commissioned by the Coverage Monitoring Network (CMN). The CMN project is a joint initiative by ACF, 

Save the Children, International Medical Corps, Concern Worldwide, Helen Keller International and Valid 

International.  The programme is funded by ECHO and USAID. This project aims to increase and improve 

coverage monitoring of the CMAM programme globally and build capacities of national and international 

nutrition professionals; in particular across the West, Central, East & Southern African countries where the 

CMAM approach is used to treat acute malnutrition. It also aims to identify, analyse and share lessons 

learned to improve the CMAM policy and practice across the areas with a high prevalence of acute 

malnutrition. The project is mainly focus on building skills in Semi Qualitative Evaluation of Access and 

Coverage (SQUEAC) methodology.  
 

To assess the programme coverage in Freetown the SQUEAC methodology has been used. The main 

objective of the SQUEAC methodology is to improve the routine monitoring activities, and identify the 

potential barriers to access services. The findings intend to facilitate optimum coverage of the 

programme.  
 

A team of health and nutrition professionals of GOAL, the Ministry of Health and Sanitation, Sierra Leone 

and students of the Institute of Business Administration and Technology (IBATECH) were trained in the 

SQUEAC methodology. The a im was to build the local capacity and to continue with the coverage 

monitoring assessment in the county/region in coming months and years (Figure 1). 

              Figure: 1 The SQUEAC training in progress in Freetown, June 2013 
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2. PURPOSE OF THE ASSESSMENT 
 
 

The main purpose of this assessment was to provide training and build skills of  key nutrition staff of GOAL 

Sierra Leone and the staff of Ministry of Health and Sanitation (MoHS) on SQUEAC methodology.  In 

addition, the consultant provided technical support in conducting a SQUEAC coverage assessment in GOAL 

and the MoHS’s CMAM programme in Freetown with a view to strengthen quality and utilisation of the 

programme’s routine monitoring data and improve the programme coverage.  

 

2.1  Specific Objectives 
1. To train GOAL staff and MOHS counterparts on how to conduct the coverage survey using the 

SQUEAC methodology.  

2. Assess the data quality whilst in the field and during data entry and analysis during SQUEAC survey 

implementation in Freetown.  

3. Identify factors affecting access to CMAM services in Freetown and find possible solutions to these 

barriers using data gathered from those cases found with acute malnutrition and not admitted in the 

programme at the time of the survey. 

4. Determine the program coverage in GOAL’s programme in Freetown. 

5.  Develop specific recommendations in collaboration with GOAL and MOHS to improve acceptance 

and programme coverage in the programme areas.  

 

2.2 EXPECTED OUTPUT  
 Implementation of coverage assessment  in Freetown 

 Train staff on SQUEAC methodology  

 Produce final coverage survey report for Freetown 

 

2.3  DURATION OF THE ASSESSMENT & THE TRAINING 
             June 15th to June 30th 2013 (Annex 1) 

2.4  PARTICIPANTS  
A total of 18 staff were trained in the SQUEAC method of which, 10 were from GOAL Freetown, 2 from 

MoHS, Sierra Leone, and 4 from  IBATECH and 2 from the target community, see Annex 2 
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3.   METHODOLOGY 
 
 

To assess the GOAL CMAM programme coverage and quality in Freetown Sierra Leone, the Semi-

Quantitative Evaluation of Access and Coverage methodology was used. The SQUEAC14 methodology 

was developed to provide an efficient a n d  accurate method for identifying existing barriers to a c c e s s  

services, opportunities that can be exploited and assessing coverage in an emergency as well as non-

emergency context. This approach places a relatively low demand on logistical, financial and human 

resources but provides detailed information. To estimate coverage,  PHUs  wi th  ‘high  admiss ion ’  

and  ‘ low ad miss ion ’  rat es  were detected and the principle factors preventing higher coverage in 

targeted areas were identified. For this assessment a three stage investigation model was used. This 

model includes;   

 

 Stage 1, analysis of qualitative (contextual data) and quantitative (programme routine data) data. 

 Stage 2, conduct a ‘Small area survey’ in the communities  with the highest and lowest admissions in 
the OTPs/PHUs   

 Stage 3, conduct a ‘Wide area survey’ to estimate programme coverage rate and compare with SPHERE 
minimum standard15.  
 

3.1  STAGE 1   
 
Quantitative and qualitative data analysis to understand barriers/boosters to coverage  
 

In stage one, existing routine programme data which have been collected and compiled from January to 
December 2012 were gathered and analysed.  In addition to the routine programme data qualitative data 
was collected by the teams from the CMAM programme area of Freetown. The data (both qualitative 
and quantitative) were collected using various methods and sources.  
 

The qualitative data collection was aimed at understanding the perception of the target population about 

the programme and the programme implementers.  A generic questionnaire was developed to guide the 

data collection from communities on their perceptions of the CMAM programme, care seeking behaviour and 

common practice of treating malnutrition etc. (Annex 3).  The data collectors were then trained on how 

to conduct the interviews and how to facilitate focus group discussions. The method used was 

focus group discussions (FGDs) and Key Informant Interviews (KIIs) see the below table for details. Open 

ended generic questionnaires were used for FGDs and KIIS. 

 

 

     

                                                           
14

 Mark Myatt, Daniel Jones, Ephrem Emru, Saul Guerrero, Lionella Fieschi. SQUEAC & SLEAC: Low resource methods for evaluating access and coverage in 

selective feeding programs.   
15

 The Sphere Project Humanitarian Charter and Minimum Standards in Disaster Response, 2004 
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The information was collected using the following methods and sources:   

   Methods               Sources 

Key Informants Interview (KII) 
 

 Traditional Chiefs   

 Traditional Birth Attendances 

 Traditional Healers 

Focus Group Discussions (FGDs) 
 
 

 Caretaker of OTP children 

 OTP staff  

 Community Health Volunteers 

Semi Structure Interview (SSI  Mothers of children with  SAM who are 
‘not in Programme’ 

Seasonal Calendar (Fit to Context and Seasonality)  Community and assessment team  

 

Information was gathered and triangulated until the questions had been answered. Based on the 

findings from routine data and information gathered from communities the barriers and boosters were 

identified and questions were generated for further investigation.   

 

Boosters and Barriers (Mind Map)   
Figure: 2 Boosters and Barriers Freetown      

Information that was collected from different 

sources through various methods was plotted 

on the ‘Mindmap’ which is a graphical way of 

storing and organising data and ideas around a 

central theme, in this case coverage. This 

information was used to summarise the findings 

of the SQUEAC assessment and, was drawn and 

modified as the assessment proceeded. That 

information was simultaneously transferred to 

the X-Mind programme (Annex 4). Information 

from the Mindmap was weighed and scored by 

separating it as barriers and boosters, elements 

that determine coverage. The scoring was done 

by the assessment team based on the weight of each element. The scale used rating from 1-8 to score 

‘barriers’ and ‘boosters’ (Figure 2). The team scored each booster and barrier separately as it was expected 

that the scoring would differ among groups. However in this case the scoring did not differ in great extent. 

However, the final scoring for each boosters and barriers was agreed and assigned by using the average 

scores.  These average scores for each category were added to “build up” from zero (i.e. lowest possible 

coverage) and to “knock down” from 100% (i.e. highest possible coverage). Using the averages from these 

estimates the upper and lower expected values of coverage were then estimated (Table-1). 
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Table:  1 Boosters & Barriers, GOAL/MoHS Freetown June 2013 

Boosters Values Values Barriers 
 

 
Easy access by the community  

7.3 4.7 Inadequate knowledge on CMAM  prog.  

 
Community accept the OTP services  

6 4 Misunderstanding /misusing of CMAM 
protocol  

Above 50% of the PHU staff is competent 
/ trained. 

4 3.3 Movement of people cause defaulting 

Regular supplies of registers, salters 
scales 

6 4.7 Under staffing in PHUs 

Knowledge and involvement of Comm. 
Stakeholder 

4.7 4.7 Poor reception/attitude by PHU statff 

Maintaining  linkages and referral  by the 
comm. stakeholder 

5.3 6 Most CHVs are inactive 

Functioning monitoring system 4.7 4.7 Misuse of ration staff/care giver 

Community appreciates the prog. 6 4.7 Frequent  stock out  (at least once in a 
quarter) 

Community have  correct know ledge on 
malnutrition cause of ma 

4.7 2.7 Stigma on malnutrition 

 
 

 4.7  Traditional healer treat for malnutrition 

 
 

 3 OTP staff absent on OTP day  

 
 

 1.7 Poor record keeping  

 
 

 2.7 Workload and lack of incentive for OTP 
work.  

Total  48.7 51.6 00-100 

Added to Minimum Coverage (0%) 48.7+ 0 100- 
51.6 

Subtracted from Maximum Coverage 
(100%) 

 48.7 + 49.4 = 
98.1/2 

 

 49%  

Alpha value 14.2 25.4 Beta Value 
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Seasonal calendar 
In this stage, a seasonal calendar was drawn in order to get a broader picture of programme performance 
against context.  The seasonal calendar included agricultural labour, t r ad i n g ,  disease, hunger gaps, and 
meteorological changes. Admission and defaulter trends were then compared to the seasonal calendar to 
determine whether the programme was responding to seasonal changes and context-specific factors.  
 
The calendar was developed with the SQUEAC assessment team and OTP staff and mothers/caretakers of 
OTP children, compared, and then a final calendar was developed to compare with the admission and 
defaulter trends of the programme from January to December 2012.  
 
 
3.2.   STAGE 2 ‘SMALL AREA SURVEY’ 
 
Hypothesis formation 

The programme routine data and contextual data analysis (stage one) generated a question;   ‘does the 

area with high admissions, havehigh coverage and area with low admissions, have low coverage?  

 
Data on admissions and qualitative information indicated that some PHU/OTP sites have very high 
admission and some PHU/OTP sites have very low admission.  Form the admission data it has been 
hypothesised that; PHUs that have high admission at OTPs, have high coverage rates while PHUs the have 
low admissions at OTPs have low coverage rates.  
 

To test this hypothesis four PHU sites were systematically selected to see whether areas with high 

admission indeed have high coverage and areas with low admission indeed have low coverage.  Two PHUs 

were selected where the highest number of admissions and two PHUs were selected where lowest number 

admissions were recorded between January to December 2012. The survey was conducted in eight sub 

sections covering four PHUs in one day by the eight teams. Sample size was not necessary to calculated in 

advance for this survey. The survey sample size was the number of SAM children found by the surveyors.  

Based on coverage threshold for urban area noted in SPHERE minimum standard, 70% coverage was 

defined as adequate coverage.  
 

The data was collected using active and adaptive case-finding methods. Questionnaires were developed to 

record the cases (SAM), including both current cases and recovering cases (Annex 5a).  A separate 

questionnaire was used for the cases of mothers/caretakers that were not attending the programme to 

find out the reasons the noted for not attending the programme (Annex 5b).    
 

ACTIVE: The method actively searched for cases rather than just expecting cases to be found in a sample.  
 

ADAPTIVE: The method was used based on information found during case-finding exercises to be informed 

and improve the search for case finding exercise as the search progresses.  
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To test the hypothesis a small area survey was conducted.  The reasons for difference in coverage were 

identified (stage 2).  

 

Case Definition 

The case definition used for Freetown coverage survey was “a child matching t w o  o f  the admission 

criteria of the programme”. The admission criteria of the Sierra Leone CMAM programme included 

children age between 6 and 59 months with at least one of the following criteria:  
 

1. A Mid Upper Arm Circumference (MUAC) of <11.5 cm 

2. Bilateral pitting oedema 

3. WHZ Score <-3  

 

In this SQUEAC survey, only a MUAC of <11.5cm and presence of bilateral pitting oedema were considered 

in the case definition.  
 

Local names for malnutrition in Freetown 

For the SQUEAC assessment local names were used for case (SAM) finding.  

Malnutrition is known as Morosho/ Kpa Kpa 
Marasmus is known as Koiel sick/Dookui 
Nutritional Oedema is known as Swel Swel /Fe Fe 
 
Semi Structure Interview (SSI)  
Semi structured interviews were used as part of the small and wide area surveys for the 

mothers/caretakers of malnourished children who were not attending the programme.  A list of questions 

or ideas was developed and used in interviewing the main stakeholder (mothers/caregivers) of the 

programme (Annex 5b).   
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3.3.   STAGE 3 ‘WIDE AREA SURVEY’  
 
The final stage of the SQUEAC survey, stage three is when researchers actively look for SAM children from 

the target area to see if they are in programme or not in programme. In this stage, a Bayesian-SQUEAC 

technique was used to estimate the sample size and estimate the programme coverage. This technique 

includes an estimation of the prior and prediction of coverage before conducting a Wide Area Survey to 

calculate a minimum sample size for the survey. 

 

Setting of the ‘Prior’ 

The ‘Prior’ is generally set using the prior information such as information from stage one and two to make 

an informed assumption about the most likely coverage value and then express it as a probability density. 

 

Based on the programme routine data, qualitative information (the barriers and boosters) and findings 

from the ‘Small Area Survey’, the team decided to calculate the sample size for the ‘Wide Area Survey’, (3rd 

Stage) assuming that the programme coverage is likely to be around 35%.  With this assumption the prior 

was set at 35%, with speculation of lowest possible coverage 15% and highest possible coverage 60%.  The 

prior was then described using the probability density Alpha prior = 14.2 and Beta prior = 25.4 using 

Bayesian-SQUEAC software (see Figure 3).  

 

                                  Figure:  3, the prior for the Likelihood survey in stage 3 
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The Wide-Area Survey covered the entire programme catchment areas by adopting a spatial sampling 

method.  A two-stage sampling procedure was employed:  

 
Estimation of Sample size:  
Sample size requirements were calculated, using simulation with the Bayesian-SQUEAC calculator to 

provide a coverage estimate with a 95% credibility interval and ±10% precision.  The minimum sample size 

required was calculated to be n =50 current SAM cases, either in programme or not in programme. See 

below formula for sample estimation: 

 
             Mode x (1- mode) 
N =                                     - (α +β -2) 
             (Precision ÷ 1.96) 2 
 
Mode= 0.35*(1-0.35) =0.22 (numerator) 

Our Precision = (0.10 ÷ 1.96)2   

(0.10/1.96)*(0.10/1.96) = 0.002603082 (denominator) 
 
Alpha (α) 14.2+ Beta (β) 25.4 – 2 = 37.6  

             0.35 X (1-0.35)  
N=                                - (14.2 +25.4 -2) = 37.6 
             (0.1 ÷ 1.96)2 
 
                  0.227 
N=                                    - 37.6 
              (0.002603082) 
 
  =0.227/ 0.002603082-37.6 = 49.60 (50 cases to be find)  
 

Therefore, the sample size was estimated to find 50 cases (SAM) by using the wide area survey approach. 
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Sampling area selection 

To estimate number of subsections to be sampled following data was used: 

i) the proportion of the population living in the survey area, 

ii)  percentage of population age less than five years old (census report) and  

iii) prevalence of SAM (1.3%) among those age group in the survey area (from the latest nutrition 

survey report) of to find 50 SAM cases.  

 
Spatial Representation  
In order to achieve spatial representation, a map of the Freetown showing all sections and PHUs was 

drawn.  The map divided into equal sizes of a quadrant, each quadrant was 10 cm by 10 cm and was laid on 

the map that yielded 24 numbers of squares.  In total, 16 quadrats were selected to cover all primary areas 

of the city, excluding quadrats made up of less than 50% land mass. These 16 quadrants areas were further 

divided into a list of its composite sub-sections/communities and to identify comparable primary sampling 

units (PHUs) and to ensure that sampling could be completed within the specified time period.  One 

subsection closest to the centre of each of the 16 quadrants was selected as a sampling area for the 

survey. 

 

Sub sections in each square (Quadrant) were listed separately. Out of 19 PHUs, 12 PHUs were found to be 

within the 16 subsections selected for sampling. Sampling locations of all selected 16 subsections in 

Freetown city were selected from the list of subsections.  
 

Similar to the ‘Small Area Survey’ active and adaptive case finding methods were used to find cases. This 

method allowed for the inclusion of all, or nearly all, current SAM cases in sampled subsections. After 

surveying 16 sub sections by 8 team 58 SAM cases were found.  Cases that were ‘not in the CMAM 

programme’ were referred to the nearest OTP.   
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4. RESULTS  
 
   

4.1 STAGE 1 PROGRAMME ROUTINE DATA & CONTEXTUAL DATA 
 

Data collection: 
Quantitative and qualitative data was collected from routine programme data and from informants using 

different methods in line with the SQUEAC assessment guidelines.  
 

4.1.1 Programme Routine data analysis (from card & register books) 
  
The programme routine data used was from January to December 2012.  The full year data was not 
available for all indicators. Therefore sample data was collected and analysed for some indicators and 
reported on by percentage and in actual number as appropriate.   
 

Admission data 
 Admissions trend and disease calendar  

 Admissions by MUAC (MUAC status) 

 Admission by different nutrition indicators   

 Admission and age of children 
 

Programme performance indicators 

 Cured 

  Defaulters 

  Death  

 Non responded,  

 Transferred cases   

 Length of Stay before cured discharged 
 
Defaulter’s data: Defaulter trend and labour calendar 
 

       Figure: 4 Programme Routine data analysis 
SQUEAC utilises programme’s routine monitoring data 
that are accessible and directly related to  programme 
quality and coverage to  assess  three  things: i) the  
accuracy  and appropriateness   of  the  data   related   to   
the coverage   & programme   performance,   ii) whether   
or   not a programme is responding well to the demands 
of its context,  and  iii)  whether  there  are  specific  areas 
within the programme’s target area expected to have 
either    relatively  low  or  high  coverage.  This data  i s  
first analysed in isolation for comparison with the 
changing and seasonal context of the targeted area.  
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Then the routine data is compared to international standard indicators ( SPHERE) related to the context 
of the implementation area.  This is t o  assess the programme’s capacity to respond to changes in demand 
for its services.      

 
Admissions data  
 

OTP Admissions and Seasonal Trend: Diseases and Hunger Gap 
 
The OTP in Freetown that run by MoHS and supported by GOAL have admitted 1717 children with 94% 
successfully cured and discharged, from January to December 2012.  
  

OTP admission and seasonal trends 
The assessment team in consultation with the community identified the seasons and the peak of childhood 
diseases. According to the seasonal calendar below ARIs are linked with both dry and rainy season, 
diarrhoea and malaria is mainly linked with the rainy season which starts in May and continues until 
October. However, the peak season for malnutrition seems to be February to May and in October which is 
correlated to increased cases of diarrhoea and malaria. The figure below (Figure 5), indicated that the 
programme admissions in some extent follow the seasonal disease pattern and seasonal variation. 
 

                         Figure: 5 Pattern of Admission & Diseases and hunger gap Calendar, Freetown 
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Admission to OTP by age group 
From the admission data, January to December 2012, it was found that over 85% of children who were 
admitted to OTP were aged between 6 to 24 months.  From 31 to 59 months there were fewer admissions 
The pattern of admissions of Freetown is symptomatic of poor infant and young child feeding practice of 
communities (Figure: 6).  
 
                                              Figure: 6 Admission and age group, Freetown  

 
 

MUAC at the time of admission in OTP 
The admission MUAC allows the programme team understand the timeliness of care seeking behaviours of 
communities as well as the pro-activeness of the community volunteers on early screening and referring of 
cases to the CMAM programme. However, these are only sample data (414) from the 1717 admissions in 
19 OTPs from January to December 2012. The median MUAC was found to be 11.0cm about and 67% cases 
were admitted with MUACs between 11.0cm to 11.4cm. It is therefore indicated that the community 
seeking early treatment (Figure 7). There were 270 cases admitted with <-3 Z-scores their MUAC 
measuring ≥11.5 cm and 23 cases were admitted with different degrees of oedema (Figure- 8). 
                                          

                     Figure: 7 Admission based on MUAC <11.5cm in Freetown 
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Nutrition status at the time of admission 
The nutritional status of children at the time of admission was gathered from 707 OTP cards, those were 
record from January to December 2012 admissions.  The figure below shows that 59% children were 
admitted with MUACs of  <11.5cm, while 36% with <-3 z-scores but MUAC of ≥11.5cm. Only 3% were 
admitted with oedema (Figure- 8). 
 
                     Figure: 8 Children nutritional status at the time of Admission 
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Programme performance indicators 

The programme performance indicators are the number of children who exited from OTP (number of exit 

cured, defaulter, and death etc.), compared to the number children who entered the programme.     

Percentages were used to assess the effectiveness of the programme from January to December 2012 

compared with the SPHERE minimum standards.    

 
The graph below showing the performance of the Freetown CMAM programme compared with the 
SPHERE standards (Figure 10).   
  
     Indicators                  Freetown        SPHERE 
 Cured  94%     >75% 
 Defaulter    1%     < 15% 
 Death 0.3%    < 10% 
 Non respondent 4.2%  
 Transferred 0.5%        
 
OTP performance data from Freetown determined that all performance indicators are above the SPHERE 
standard. For example, the figure below shows, that the cure rates are very high (94%) and the defaulter 
rate is very low (1%).  
 

             Figure: 10 Programme Performance Indicators, Freetown  
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Length of Stay (LoS) 
 
Length of Stay in OTPs is an important performance indicator to assess the average period needed to cure 

a child from SAM.  The figure below (Figure 11, Table 2) shows that 73% of children are discharged cured 

from the programme by 4 to 8 weeks. The median length of stay for SAM cases admitted in Freetown OTPs 

was 6 weeks, which is within the expected length of stay in OTP.  

 

                                               Figure: 11 Length of Stay in OTP, Freetown  

 

                     Table: 2 Median LOS for GOAL Freetown OTPs, January to December 2012,  

Weeks in programme # Discharged cured Cumulative discharged cured 

1 21 21 

2 20 41 

3 78 119 

4 215 334 

5 195 529 

6 240 768  (Median LoS in prog.) 

7 224 993 
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9 80 1275 

10 47 1322 

11 34 1356 
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Defaulters’ data  
 

Analysis of defaulter’s data vs. Labour demand trends 
Defaulters are classified as uncured cases that have discontinued the OTP treatment. The numbers  o f  

d ef au l t ers  were  examined to determine if it is worryingly high and if it follows the seasonal context 

over time. The graph below indicates that there is no relation with defaulter rate and seasonal activities. 

This kind of trend is expected in a programme in urban settings.  The high defaulter rate was found in 

months of November and December; this could be associated with festive season that people go home to 

rural areas to celebrate. However based on the available data, the overall rate of default is very low (1%), 

which is within the SPHERE standards (figure below 12). This means once mothers are in programme they 

continue with the treatment.  
   

         Figure: 12 OTP Defaulter and Labour demand calendar 
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The data base and OTP record keeping: 

The OTP data provided by the team were useful and allowed the analysis of multiple indicators of the 

CMAM programme.  However, there were inconsistencies found in data provided for different indicators.  

 

As part of field data collection, in some selected OTPs the admission cards and registers have also been 

examined by the assessment team and some information was compared with the compiled database 

provided by GOAL team. While conducting these checks in OTPs inconsistencies were found and noted. 

Out of all cards cheeked by the team 77% of cards were found to be filled correctly. Information on 79% of 

the cards checked was found to be consistent with OTP registers. The cards that were incorrectly filled 

(33%) were found to be following errors; defaulters were marked wrongly i.e. if child was absent for one 

week they were marked as a defaulter instead of absent, wrong calculation and recording of z-scores, 

repeated registration number given to children, etc.   
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4.1.2. QUALITATIVE DATA COLLECTION  
 

Qualitative data were collected from the eight communities from eight city sections of Freetown.  Four 

city sections were selected near to OTP service centres and another four was selected from a far 

distance from an OTP service centre. The  aim  of  collecting  qualitative  data  is  to  allow  further  

detailed  development  of  the  coverage hypotheses and an in-depth analysis of the existing information 

and  routine programme data described in the previous section. This data also provides vital information 

concerning the underlying causes of low or high programme coverage, including key barriers and 

accessibility of the services. The data was then separated and levelled using the BBQ (Boosters, Barriers 

and Questions) approach.  These three issues recorded separately and analysed: (1) Boosters, (2) Barriers 

and (3) issues that need more investigation listed as questions. Over all there was no difference in 

knowledge and attitudes towards the CMAM programme found in areas far away from OTP service centre 

and areas near to OTP service centres.  
 

Findings from the qualitative assessment  
 

The sources:  
 

1. Health Centre staff 

Altogether 14 health centre staff who are directly involved in implementing the OTP activities were 

interviewed in six different health centres.  Apart from the OTP services, these staff are also responsible for 

providing various health care services to the patients at the health centres.  
 

2. Community Health Volunteers (CHVs) 

In total 21 CHVs were attended focus group discussions were interviewed. These volunteers are not 

typically selected only to conduct screening for CMAM programme they have wider roles.  They are 

involved in other activities with health care services in their communities such as immunization 

campaigns. In some community they were found active while in others they were found to be less 

active. None of the CHVs were found to know the OTP admission criteria fully.  
 

3. OTP mothers/caregivers 

Forty eight mothers of children that were admitted to OTPs at the time of the assessment were 

interviewed. Most said their children were in the programme from 3 to 6 weeks. A majority of them got 

information about the CMAM programme from the community outreach workers. Most caregivers seem 

have incorrect beliefs on the cause of malnutrition of their children.   
 

4. Tribal/Community Leader 

Eight Tribal/Community Leaders were interviewed individually from eight city sections.  Of these 87% were 

aware about the programme, while the other 13% claimed to not know anything about the programme.  

Some of these leaders are members of community Health Management Committee (HMC).  
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Members of HMC have multiple responsibilities for their communities including assisting the PHU with the 

CMAM programme.  

 

5. Traditional Healers 

Eight traditional healers were interviewed from eight selected sections of CMAM intervention area of 

Freetown.  About 38% healers were found to not know about the CMAM programme. The interview also 

revealed that 75% of traditional healers treat children who have malnutrition.  They reported that most 

carers come to them first and if they do not recover from healers’ treatment then they go to health centre.  

Their treatment is mainly herbal based with leaves and roots from various plants and trees.  

 

6. Traditional Birth Attendants 

Informally, 14 TBAs were interviewed from 8 selected section of CMAM targeted area of Freetown.  It was 

found that most of them are aware about the programme and they referred children to the OTP and SFP.  

Their sources of information on this programme are various OTP activities including the supply of plumpy 

nut to their communities.  
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The main findings from various sources:  

Issues Description 

 

Knowledge of the 
programme 
  
 

 

After interviewing and conducting FGDs with various community members it was 
determined that all most all of the community members are aware about the 
CMAM programme but their knowledge is inadequate and superficial. Some of the 
key informants reported that they were not formally introduced to CMAM 
programme by any agencies.  Therefore their involvement in the programme was 
also found to be less than adequate. 

 
Knowledge about 
malnutrition:   
 
 

The question on knowledge of malnutrition included the causes and general signs of 
malnutrition.  Most community members seemed to know the basic signs of 
malnutrition.  Regarding the causes of malnutrition, most were able to cite some of 
the correct causes such as disease, poor practice of Infant and Young Child Feeding 
(IYCF) etc.  At the same time they also have some traditional beliefs on the causes 
of malnutrition.  
 
A majority of the community recognises malnutrition as a poor health condition. 
Therefore when a child presents with wasting, the caregivers brings the child to a 
health facility. However they often believe their child is unwell rather than 
malnourished.  

 
OTP staff 
Knowledge on 
CMAM protocol 

 

The PHU staff who are responsible for OTP activities were trained on CMAM 
protocols. During the assessment it is also found that 36% of the interviewed OTP 
staff was not able to cite the OTP admission criteria correctly. 
 

Inactive CHVs Community Health Volunteers (CHVs) are selected for each Peripheral Health Units 
(PHU’s) to serve the community by engaging themselves in health promotion 
messaging and by assisting different health and nutrition campaigns. In Freetown 
CHVs are expected to conduct MUAC screening regularly to find acute malnutrition 
cases and refer to PHU.  At the time of the assessment most of the CHVs were 
found not fully engaged on screening activities for various reasons i.e. lack of 
motivation and no incentives to their work. 

 
Frequent supply 
break of RUTF 
 

 
The health centre staff mentioned that during the last year they had breaks in 
supplies (particularly RUTF) about 3 to 4 times.  This frequent break in supplies 
discouraged mothers to attend the programme regularly. This situation also 
contributed to the defaulters’ rate.  The CHVs also mentioned that, due to supply 
breaks, caretakers sometimes refused to report to the health centre when children 
were identified with SAM and referred.  
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Misuse of RUTF  
 
 

RUTF is supposed to be consumed by children with acute malnutrition admitted to 
OTP.  RUTF sharing and misuses was confirmed through observation in the 
community. Older children in the community were found eating RUTF. They 
claimed it was given to them by a nurse from health centre.   

In some PHUs, the survey team found that some caretakers were told that there were 
no supplies of RUTF and sent home without RUTF.  Later when the team inquired it 
was found that there was stock of RUTF in the health centre.  

 
Stigma on 
malnutrition  
 
 

 
The communities have mixed knowledge on causes of malnutrition such as disease, 
hunger and poor care practice. Additionally, there is a traditional belief that if 
parents of a young child (still breast feeding) have sex the milk will get spoil and this 
spoilt milk can cause malnutrition. This belief is called ‘Bamfa’ by the local 
community and was mentioned by almost all community members as a cause of 
malnutrition.  
 

‘Bamfa’ seems to bring shame to parents and family and therefore families with 
malnourished children are stigmatised.  Because of this stigma they try to hide their 
malnourished children from public and secretly seek treatment from traditional 
healers.   

  

Staff work load 
 

Work load was mentioned by al most all OTP staff during the interviews.  Carrying 
out OTP activities on a regular basis is seen as an extra burden on them. They also 
mentioned that having no incentive for this work which demotivated them.  

 
Staff attitude 
towards 
beneficiaries 
 

 

Staff attitudes towards beneficiaries are, at times, unfriendly and unprofessional.  
The CHVs and the staff of CMAM programme claimed to have observed it.  They 
also mentioned this issue may contribute to an increase in defaulter and refusal 
rates 

Traditional healers 
treat malnutrition 

In some communities traditional healers were found to be treating malnutrition. Due 
to the stigma linked with malnutrition some families prefer to get treatment from 
traditional healers. Some CHVs also mentioned that some traditional healers 
discouraged them to screen and refer children to OTPs, and instead asked them to 
refer to the traditional healers.  
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4.2 STAGE 2 ‘SMALL AREA SURVEY’  
 

A small area survey was carried out to test the hypothesis that was generated in stage one.  
 

Hypothesis  
The hypothesis to be tested was: OTPs with high admission rates have high coverage and OTPs with low 
admission rates have low coverage. To test this four PHU sites were selected systematically and surveyed 
to see whether areas with high admissions indeed have high coverage and areas with low admission 
indeed have low coverage.  The survey sample size was the number of SAM children found by the 
surveyors.  A coverage threshold of 70% for an urban area (based on SPHERE standards) was defined as 
adequate coverage.  
 

4.2.1   Findings of Stage 2 Assessment 
 

Out of 19 OTPs, two PHU with low admission (Rokupa and Kissy) and two with high admissions (Saint 
Joseph and Al Khatab) were selected. High and low admission was defined by number children under the 
age of five years in the area vs. the percent of children under the age of five years admitted to the OTPs 
with SAM. See table below:  
 

 Table: 4 PHUs with high and low Admission  
PHU 

With low Admission 
% of U 5 children  

admitted with SAM 
PHU 

 With high Admission 
% of U 5 children 

admitted SAM 

Rokupa 0.9% Saint Joseph  7.70% 

Kissy 0.5% Al Khatab 5.30% 

 
      Findings from Small area survey Freetown   

          Table 5 Findings from ‘Small area survey’ June 2013 

PHU  
 

Sections  
& sub sections 

# of active  
cases 

# in 
prog 

# not in 
prog 

Recovering 
cases 

Low 
/high 

SAS 
results 

St. Joseph  
 

Grass field- Low cost 
site  

1 0 1 
 

0 High 0% 

St. Joseph 
 

Grass field- Hamilton 
Slums  

1 (relapse)  
0 

1 0 High 0% 

Al l Khatab  Mayenkineh - Fullah 
town 

4 2 2 0 High 50% 

Al l Khatab  Mayenkineh hilltop 7 1 6 0 High 14% 

Total Total 13 3 10 0  23% 

Rokupa,   Slum/Mbale Brown 3 2 1 0 Low 66% 

Rokupa  Railway line 3 2 1  Low 66% 

Kissy Mental First st and Guard st. 1 0 1 0 Low 0% 

Kissy Mental New Castles 2 1 1 0 Low 50% 

Sub Total  9 5 4 0  55% 

Grand Total & 
overall 
coverage rate 

  
 

22 

 
 

8 

 
 

14 

   
 

36% 
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Based on the ‘Small area survey’ data the overall point coverage is estimated 36%, using the formula 
below.  The overall coverage in Freetown estimated ‘Low’ from the results ‘small area survey’ in stage two. 
 
  # of current (SAM) cases area in the prog.      22 
                                                                      =            x 100 = 36% 

        # of current (SAM) cases found                     8 

 

4.3.   STAGE -3 ‘WIDE AREA SURVEY’  

  Figure: 13 survey team ‘Wide Area Survey’ 

The Wide Area Survey was carried out to 

estimate the programme‘s likelihood (see 

methodology section: 3). For this survey 16 

subsections was selected from 12 city-section to 

find the sample.  By using active and adaptive case 

finding methods SAM cases were identified.  All 

cases were recorded to note whether they were ‘in 

programme’ or ‘not in programme’. Children that 

were not cases anymore but were recovering were 

also recorded as ‘recovering cases’ (table: 5).  

 

 

 

 

 

 

 

 

 

                  Decision rule   
PHU/Sections with High coverage 

                  Decision rule  
 PHU/Sections with Low coverage 

Out of 13 children 9 children need to be in 
programme for 70% coverage confirmation. 

Out of 9 children 4 children need to be ‘not     
in the program’ for confirmation of less than 
70% coverage confirmation.  

As 3 is <9 this part of hypothesis was not 
confirmed. Therefore PHUs with high 
admissions do not have higher coverage.  
 
 
Coverage estimation= 3/ 13 x 100 =23% 

 

As 4 children found ‘not in programme’, this 
part of hypothesis was confirmed. Therefore 
PHUs with low admissions have low coverage. 
  
Coverage estimation = 9/ 5 x 100=55% 
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4.3.1 Findings of Wide Area Survey 
 

Cases (SAM) found in different communities: 

From the 11 PHU sites (out of 19 PHU sites) 16 sub-sections were surveyed and 57 active cases were 

found using MUAC and 1 case with oedema from 14 sub-sections.  

Among these 36 cases were found to be attending the programme and 22 were found to not be 

attending the programme at the time of survey (Table-5). There were no cases found in two sub-sections 

of Kissy Brook and George Brook. 

 

          Table:  5 Freetown, Sierra Leone, SQUEAC, wide area survey results, June 2013 

PHU 
 

Sub-Section  Active Cases 
(AC) 

AC in prog.   AC not in 
prog.  

Recovering 
Cases 

Mabella Magazine  9 4             5         0 

Mabella Mt. Regent 1 0 1            0 

Grey bush Ascension Town 6 5 1 1 

Ross Road Cline Town 3 1 2 0 

Allen Town Allen Town 1  9 7 2 0 

St. Joseph St. Joseph 8 8 0 2 

Wellington  Industrial Area 1 0 1 1 

Wellington Congo Water II 4 2 2 0 

Wellington Bottom Oku 3 3 0 0 

Slims Old Wharf 3 3 0 1 

Iscon Portee 2 2 0 1 

Robis Calaba Town -1 4 1 3 0 

Kuntorloh Jalloh Terrace 3           0 3 0 

Pamaroko Calaba Town -2            2           0 2            1 

Total   58         36 22            7 
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4.3.2 COVERAGE ESTIMATION 
 

To estimate the programme coverage rate data from the ‘Wide Area Survey’ and the prior was used.  The 
Bayesian-SQUEAC calculator was used to calculate the sample size for Wide Area Survey as well as to 
estimate the final coverage.   
 

Point Coverage 
 
Number of current (SAM) cases that are attending the programme 
Number of current (SAM) cases that are attending the prog. + 
number of current (SAM) cases not attending the programme 
 
Using the Bayesian-SQUEAC Calculator:  ‘Coverage’ as denominator (58) and numerator (36) was inserted 
to Bayesian-SQUEAC calculator while same Alpha and Beta values have been (α 14.2 β 24.4) used from the 
pre-set ‘Prior’. The ‘Point’ coverage is estimated:  52.0% Credible Interval (CI- 42.0% - 61.8%), graph below: 
 

Figure: 14 Point coverage, Baysien-SQUEAC graph 
 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
However visually, the two curves ‘prior’ and ‘posterior’ do not have enough overlap. The z-test also 
revealed that there is a conflict between the two (z =2.58 and p = 0.01), which indicates that the combined 
analysis for the calculation of the posterior is not appropriate.  
 
This kind of situation may occur when the investigators have under-estimated the programme coverage 
during the construction of the ‘Priori’.  
 



 

 

34 

 
 
 
 
 

In a situation like this, if the size of the sample allows, it is recommended to only use the survey data for 
the estimation of the coverage rate (posterior). With the sample size of 58 SAM cases found in Wide Area 
Survey we proceeded to calculate the final coverage rate without the ‘Prior’.  Since coverage was close to 
50% and the sample size <60 the Bayesian SQUEAC calculator was again used to estimate the coverage rate 
without the information from the prior. 
 

Denominator (58) and numerator (36) were inserted into Bayesian-SQUEAC calculator while the values of 
Alpha and Beta were set to 1 (α= 1; β=1). The ‘posterior’ is then estimated to 62.1% while the Credibility 
Interval is 49.6% - 73.3%. Therefore the final coverage estimation for this assessment is 62.1%, see graph 
below: 
 

Figure: 15 Point coverage, Baysien-SQUEAC graph 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.3.3     BARRIERS TO THIS PROJECT  
 
Mother/caretakers knowledge on the programme 
According to the findings of the ‘Wide area survey’ in Freetown, out of 58 active cases 22 cases were found 
to not be attending in the programme.  
 

When these 22 mothers/caretakers were asked if they know about the nutritional status of their children, 
82% of the mothers/caretakers said they know and only 18% mother/caretaker said they do not know. On 
the other hand 56% mothers said that they were not aware of the programme. See Table 6 below:  

Table:  6 Mothers/caretakers of SAM cases knowledge of the programme, Freetown 
Questions  (n=22) Yes - # (%)  No - # (%) 

Is your child malnourished     18 (82%)      4 (18%) 

Do you know programme that can help your child     13 (44%)      9 (56%) 
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Reasons that made mothers/caretaker ‘not to attend’ the programme: 

Out of the 22 mothers/caretakers of SAM cases that were ‘not in programme’, 4 were found not to be 

aware of the condition of their children. Out of 18 mothers/caretakers who were aware about the 

condition of their children, 9 were not aware about the facilities which can treat their children. Others (9 

mothers) cited various other reasons for not taking their children to the health facilities (see Figure 16). The 

graph below displays the reasons that current cases (SAM)  were not attending the programme. 

 

           Figure: 16 Reasons given by the mothers for being not in programme 

 

 
4.3.3.1  THE MAIN BARRIERS AFFECTING THE PROGRAMME 
 
Findings from all three stages of the assessments determined that various negative aspects that are main 

hindrances contributing to poor coverage and coverage failure which pose ‘barriers’ to the CMAM 

programme. The following are some important barriers identified during the assessment: 

 

1. Inadequate knowledge on CMAM programme by community 

Findings from the contextual data and the wide area survey indicated that the communities’ 

knowledge on CMAM programme is not adequate to attain high coverage.  Some communities 

found are not aware about the CMAM programme.  This is the result of insufficient community 

mobilisation and poor communication. 

 

2. OTP Staff’s insufficient knowledge on CMAM protocol.  

At the time of the assessment it was found that 36% of the interviewed OTP staff has insufficient 

and inaccurate knowledge on CMAM protocols.  Lack of adequate knowledge on the protocol can 

lead to wrong diagnosis, wrong admissions and rejections therefore can be effecting to the 

programme coverage negatively.     

 

 

0 2 4 6 8 10

Not aware about OTP

Not aware about Child's condition

Opprtunity Cost

Migrated to the provinces

Mother cannot travel with more…

Distance

Mother abandoned the child

Prefer traditional medicine

RUTF is not appropriate  for the…

# of respondants  

Reasons given by mothers for 'not been in programme, Freetown June 2013' 
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3. Most CHVs are inactive 

The roles of community volunteers seemed to be not fully exploited for this programme. The 

reasons could be that the role of CHVs on CMAM programme were not fully understood either by 

PHU staff and nor by the CHVs themselves.  The other basic reasons could be the lack of regular and 

proper follow up and appreciation of their work.  

 

4. Frequent stock out of RUTF 

In 2012 there were supply chain break downs nearly 4 times in a year, approximately once every 

quarter. The CHVs also reported that due to these stock outs sometimes mothers/ care takers 

refuse to attend OTP with their malnourished children.   

 

5. Misuse of RUTF 

Misuse of RUTF by mothers/caretakers of children admitted to OTP and by the OTP staff found to 

be an issue.  Some mothers/caretakers found to be selling the RUTF instead of giving to their 

malnourished children.  Similarly, during the assessment some OTP staff was found giving mothers/ 

caretakers’ wrong information of RUTF stock out and not supplying with RUTF. At the time of the 

field data collection older children were found to be eating plumpy nuts (RUTF), which were 

apparently given to them by a nurse of a health centre.  

 

6. Poor reception of beneficiaries by the PHU staff 

It was reported by beneficiaries and CHVs that some PHU staff are unfriendly with mothers and 

caretakers of children with malnutrition. If this issue not careful assessed and rectified, defaulters 

and refusal rate can increase overtime.   

 

7. Under staff and heavy workload of OTP /PHU staff 

Staffs who are assigned to OTP activities at the PHU complained that OTP activities are an extra 

burden to them. This attitude can affect programme beneficiaries by reducing the quality of 

services and programme coverage.  

 

8. Stigma attached to malnutrition 

From the field data it was clear that most community members believe in stigma related to 

malnutrition.  This stigma is related to shameful acts which push families to hide their malnourished 

children and hence deprive them of treatment and leading to poor coverage   

 

9. Poor record keeping of OTP activities 

By assessing OTP data and by checking OTP cards and the register it has been determined that 

record keeping needs to be improved. Insufficient record keeping can lead to poor quality control 

of the programme, hence poor services.  
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5.  DISCUSSION 

 

5.1 PROGRAMME ROUTINE DATA FROM OTP CARDS & REGISTERS 
 

Programme routine data was collected from the OTP cards and registers from January 2012 to December 
2012. Issues highlighted below were revealed during data gathering and data analysis. 
 

OTP Record keeping 

According to database 1717 SAM cases were admitted through 19 OTPs /PHUs sites from January to 

December 2012. However when checked by looking through different data sets for other indicators data 

was not found to be consistent. The database was not detailed enough and therefore the analysis was 

challenging and limited for multiple indicators.  According to the assessment team the database is kept by 

MoHS and, therefore it was difficult to determine if it was the record keeping at PHU or it was in 

transferring the data to the DHIS caused the inconsistency. The OTP registers and cards have also been 

examined by the team and some information was compared with the compiled database. Some cards and 

registers were found to be not filled properly and inconsistencies were observed between cards and 

registers. For programme monitoring and quality assurance accurate programme data is important. The 

GOAL and MoHS team needs to find out what the issues are and how to ensure accuracy and consistency 

on record keeping.  
 

Performance indicators 

Defaulter information  

From January to December 2012 dataset, 1% children were found to be defaulted from GOAL/MoHS’s 

Freetown’s OTP centres. The defaulter rate was found to be very low and within the SPHERE standards.  

However, detailed information on defaulted children, such as why the children had defaulted and follow 

up efforts, was not available.  The health facility staff mentioned that there were no defaulters to follow up 

visits carried out to check on defaulter children, therefore no information on defaulters are available.  The 

reasons for no follow up visit include OTP staff’s workload and not having active volunteers to carry out 

this task.  The defaulter information is vital for the quality check of this programme. Therefore it is advised 

in future defaulter information is recorded and used to ensure that defaulters’ children are followed up. 
 

Length of Stay (LoS) 
Length of stay is an important indicator to assess how long children are in programme, how they are cared 

for and how they have responded to the treatment.  The sample data was available to analyse the LoS 

which revealed that median LoS in the programme was 6 weeks which is within the expected LoS in OTP.  

This means that once children are in the programme they get good care and responded to the treatment 

positively.  
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5.2 PROGRAMME CONTEXTUAL DATA FROM THE COMMUNITIES 
 

Community Health Volunteers (CHVs) 
Community outreach is one of the key components of the CMAM approach and CHVs should be a major 

player in this programme.  At the time of the assessment, CHVs were found to be inactive in many 

communities.  From the FGDs it was apparent that they needed to be engaged more with health facilities 

and they needed to feel appreciated and valued for their work.  
 

Screening for case finding 

Generally the CMAM outreach protocol recommends conducting screening once a month to detect 

malnourished children from the communities and refer to OTPs.  In Freetown there were very limited 

records found on CHVs work to determine if they carry out screening regularly.  During the assessment it 

was reported that in some communities there was no screening carried out while in some communities it 

has been carried out in ad-hoc basis.  Insufficient and irregular follow up on CHVs work and lack of 

appreciation to their work can discourage them to conduct screening. It is important to look into these 

issues and address them in an integrated manner together with other health initiatives and community 

groups such as Mothers to Mothers group and community Health Management Committees (HMCs) to 

ensure the best use of CHVs time and knowledge.   
 

Stabilisation Centre (SC) 
There is one stabilisation centre in Freetown that is run by the MoHS and supported by UNICEF and Action 

Contre la Faim (ACF). No data were available from the stabilisation centre in Freetown within the 

assessment period. A rapid visit to the SC by the assessment team found the care for children with SAM 

with complications is very good.    
 

IYCF & care-practice 
Through the contextual data and discussions with CHVs, TBAs and Traditional Healers, it was found that 

cases of SAM are possibly caused by poor care practices.   This includes poor dietary diversity, poor IYCF 

practices and poor care practices during illness.  The OTP admissions data also show that more than three 

quarters of admissions (85%) are between the ages of 6 to 24 months.  This indicates poor IYCF practices in 

targeted communities. This finding is in line with findings of 2008 DHS which found that only 11% of infants 

are exclusively breast feed. 
 

5.3 Wide Area Survey 

From wide area survey more than one third (38%) of SAM children were found not to be in the 

programme. This figure is high for a programme like Freetown, which is an urban context. About 56% 

mothers/caretakers of SAM cases that were not in the programme were found not to be aware of the 

CMAM programme. This is indicative of poor knowledge of CMAM programme by the community and 

insufficient community outreach activities.  To address this issue the community outreach activities needs 

to be strengthened.  

.  
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6.  CONCLUSION  
 

 

GOAL has been implementing CMAM programme in Freetown in partnership with MoHS since 2009.  The 

routine programme data showed that the programme has admitted and has successfully treated SAM 

cases. The performance indicators (cured, death, non-responders and defaulters) are all found to be within 

the corresponding SPHERE standards. In a positive note, the defaulter’s rates were specially found to be 

especially low (1%).   

 

Communities’ knowledge of the programme and active participation was found to be not adequate. To 

increase access to these services, knowledge of this programme needs to be further increased by sharing 

information on CMAM in community meetings on a regular basis and involving community groups. 
 

The community outreach activities and screening strategy needs to be revised and reiterated.  The team 

needs to find way to ensure the CHVs are active, conduct screening and refers malnourished children of 

their community on a regular basis. Their work needs to be followed up and recognised as part of the 

CMAM programme team. 

 

The stock out of RUTF and misuse of RUTF can have negative affect on CMAM programme quality and 

coverage. Regular and correct supply of RUTF to the health facilities and proper distribution of RUTF to  

 

SAM cases are important factors in a successful programme. MOHS needs to take responsibly to ensure 

time efficient supply and distribution of RUTF while GOAL can do their part by advocating for 

uninterrupted supply chain.  
 

Data collected in Stage 2 and Stage 3, through the Small and Wide Area surveys suggest that coverage is 

not over 70%, the SPHERE minimum standard set for urban areas. Stage 3 data show the estimated ‘point 

coverage’ using Bayesian SQUEAC, is 62.1% (CI 49.6%-73.3%).  However, prior to the survey, the team in 

Freetown estimated that coverage would be low and therefore found this result to be satisfactory.  In the 

coming years, the programme will need to continue to conduct coverage surveys on a yearly basis to 

determine if there has been any improvement to programme quality and change this coverage rate.    
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7.   RECOMMENDATIONS & ACTION PLAN 
 
 
The SQUEAC exercise identified barriers t h at  p revent  access to t h e  services o f  t h e  CMAM 

programme. To address these barriers and to understand the dynamism of the barriers, the programme 

team may need to explore further the key elements and barriers to develop effective ways to address 

these.  For example, during the assessment the team did not manage to investigate in what extent the 

RUTF is being misused by PHU staff and how can it be minimised.  In the coming months, the GOAL and the 

MoHS teams need to undertake actions to determine if the current RUTF supply and distribution strategy 

has any flaws and how to better monitor the supplies, distribution and proper consumption of RUTF by 

SAM children.  

 

The team needs to explore further the barriers that were identified in order to take measures on 

how to remove or minimize those barriers. Also further discussions with key partners MoHS, PHU staff 

and key stakeholders (mothers of SAM cases) could clarify their perceptions of the programme and 

encourage improved service provision.  

 

7.1   SPECIFIC RECOMMENDATION  

Barriers identified Key recommendations made 

Inadequate knowledge 

on CMAM programme 

by community 

Conducting awareness raising events for community as well for the stakeholder 

(TBAs, THs, Leaders) through specific meetings to ensure that the communities’ 

knowledge and participation on the CMAM programme is increased.  

PHU staff’s inadequate 

knowledge on CMAM 

protocols. 

Reviewing CMAM protocol by all IPs to identify any discrepancies. Conduct 

refresher course for the OTP staff focusing on updated CMAM protocols. 

Supportive supervision to ensure protocols are followed accurately.    

Most CHVs are found 

inactive 

  

Refresher training for CHVs once a year on CMAM screening and following up on 

their work on a regular basis by linking with PHU & the HMC.  Also review the 

CHVs current roles and responsibilities and revise them to provide a greater 

level of support and recognition for their community support-work, screening 

and sensitising families on the CMAM services. 

Lack incentives for 

CHVs.  

Respective CHVs to be introduced in community awareness raising meeting to 

ensure community recognised them and their work.  Also looking into the issue 

of some kind of incentives or appreciations are provided to them such as 

involving them in campaigning for national immunisation day etc.   
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Frequent stock out of 

RUTF 

Exchanging regular dialogue between MoHS and UNICEF on regular RUTF 

supplies and distributions to minimise the stock out. Ensure at all times buffer 

stocks are in place. Ensure PHU staff checks RUTF stocks and reports every week 

to keep all time minimum stocks.   Also put in place different trigger levels and 

implements it in all PHUs to provide signal to the PHU staff when a supply 

requisition must be placed in for RUTF.  

Misuse of RUTF 

  

A dedicated staff to be assigned to PHU on OTP day to oversee the RUTF 

distribution. Advocate for engaging HMCs to ensure that the RUTF has been 

used effectively at PHUs as well as by caregivers at the community level.  

 

Caregivers will be sensitised on the importance of RUTF for treating their 

malnourished children during supply of RUTF and home visits. 

Stigma attached to 

malnutrition 

  

Sensitisation of community and health centre staff on real causes of 

malnutrition. Malnutrition related stigma should be included in OTP staff and 

CHV’s training curriculum so that they understand and, address this issue 

proactively with beneficiaries to help to dispel incorrect information and 

stigmatisation. 

 

Develop sensitisation materials and use appropriate forums i.e. M2M groups to 

change the communities’ wrong beliefs and misunderstanding on causes of 

malnutrition, promote knowledge and understanding on the correct causes of 

malnutrition.  

Poor record keeping of 

OTP activities 

  

Refresher training once a year, on the job training quarterly and monthly 

supportive supervision for OTP staff which includes record keeping i.e. correctly 

filling up cards and registers and using the information to monitor children’s 

progress.  

Review the CMAM protocol under the guidance of MoHS and UNICEF and, 

ensure PHU staff utilised the updated protocol.  

Poor reception of 

beneficiaries by the 

PHU staff 

Create a feedback mechanism for beneficiaries, especially on OTP care services 

through which the DMO will address the OTP staff’s attitudes towards the 

caregiver, if needed.  

PHUs are under staffed 

and heavy workload of 

PHU staff  

Advocate to MOHS to review the PHU staff’s workload in-conjunction with GOAL 

to see if OTP activities have burdened them with additional hours of work. Based 

on the review findings, if necessary, GOAL will advocate to MoHS for revising 

PHU staff’s job description, and/or increase number of staff at the OTP sites. 
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7.2   ACTION PLAN 
 
Some key actions below that need to be taken forward in order to eliminate or reduce the effect of the key 
barriers to improve the service quality and increase the programme coverage. 
 

Action Plan from SQUEAC assessment- Freetown June 2013 

Issues Actions  Time 
Frame 

Responsible 
Person 

Resources 
Needed 

Communities 
inadequate 
knowledge on 
CMAM 
programme   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

- Organising and conducting the CMAM 
programme awareness raising events 
for the community. 
 

- Conducting specific meetings with 
opinion leaders and stakeholders such 
as TBAs, Traditional Healers, and 
Traditional Leaders on CMAM 
programme.  
 

 
 
 
 

June 2014 
 
 

 

District Health 
Management Team 
(DHMT)  

 

Nutrition Unit  
 

GOAL’s Nutritionists 
DHMT’s Nutrition 
Unit 
 
      
 
 
 
 
 

- Budget  
- Venue 
- Materials 
- Transport 

 
 

PHU staff’s 
inadequate 
knowledge on 
CMAM 
protocols.  

- Refresher Training on a yearly basis for 
OTP staff 

 

- Supportive supervision and on the job 
training for OTP staff and CHVs. 

 

-Request to review CMAM protocol to 
correct any discrepancies and to 
standardise messages between the 
MoHS and IPs to implement the revised 
protocol. 

October 2013 
 
Every Quarter 
from July 2013 

 

TBD after 
Nutrition 
Technical 
Committee 
Meeting 

GOAL  
 
MOHS 
 
UNICEF 
 
 
 
 
 

- Budget  
- Venue 
- Trainers 
- Materials 
- Transport 
- Checklist 
 

Most CHVs are 
inactive 
 
 

-  Yearly refresher training for CHVs and 
supportive supervision and on the job 
training.  

 

- Review CHVs current roles and 
responsibilities and revise them to 
provide with greater level of support 
and recognition for their community 
support-work, screening and sensitising 
families on the CMAM services. 

 

 
 

During NID 
planning 
meetings 
 
Twice annually, 
from  
beginning  of 
January 2014 

GOAL 
PM – Health 
 
 
GOAL and DHMT  
Nutrition Team  
 
 
 
 
 
 
 

-  Budget  
- Venue 
- Trainers 
- Materials 
- Transport 
- Checklist 
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Lack of 
incentives and 
recognitions of 
CHVs work. 

-  Advocate involving CHVs during 
National Immunization Days (NID) to 
ensure CVs are active. 

 

- Organise community meetings to 
recognise the good work of the CHVs 

 

- Discuss on possible provision to provide 
them with some kind of incentives such 
as phone credit.  

 
 

 During 2013 
 

MoHS 
GOAL 

- Budget 
- Time 
- Venue 

Frequent 
Stock-outs of 
RUTF 
 
 

-  Regular dialogue between MoHS and 
UNICEF on RUTF supply and distribution 
to ensure smooth supplies. 

 
- PHU staff checks stock on a weekly basis, 

report MoHS and all other relevant 
parties to ensure all time sufficient 
supplies of RUTF.  

 
- In conjunction with MoHS putting in-

place different trigger levels for 
individual PHUs when stocks are 
reaching lower levels. Additionally, 
ensure that the trigger levels set, 
account for time lapses between placing 
requisitions and delivery and also 
include an emergency buffer. 

 
-  

 
 
 

Monthly MOHS - Nutrition 
Team 
 
GOAL 
Health/Nutrition 
Team 

- Time 
- Transport  

Misuse of RUTF -  Sensitisation of caregivers on the 
importance of RUTF for treating their 
malnourished children.  

 

-  Advocate for the enforcement of 
byelaws on misuse of RUTF by any 
parties 

 

- Implement ‘end users monitoring’ to 
identify discrepancies between PHU 
reporting on ration/RUTF distribution 
and what is actually being given.  

 
- Assign dedicated staff at the PHU on 

OTP days and involve HMC’s in stock 
taking to ensure accountability to the 
use of RUTF.   

 
 

Every Quarter 
from July 
2013 
 

Monthly 
stakeholders 
meetings 

 

Twice a year  
from Jan 2014 

GOAL – 
health/nutrition 
team 
 
GOAL PM- health 
 

GOAL Nutrition Unit 
and DHMT 

Budget 
 
Transport 
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Stigma 
attached to 
malnutrition 
 
 

- Sensitisation of community on real cause 
of malnutrition using community events 
and community groups. Example from 
other countries to illustrate that it is not 
linked with any sexual practices.   

 

- Issue of stigma includes on OTP staff and 
CHV’s training curriculum, ensuring staff 
has correct knowledge.  

 
- Developing sensitive materials and use 

appropriate forums i.e M2M group to 
change communities incorrect believe 
and misunderstanding on the causes of 

  Malnutrition.  
 

Every Quarter 
from August 
2013 
 

GOAL Nutrition 
Team and DHMT 

 Budget 
Materials 

Poor 
monitoring and 
recording 
keeping of OTP 
activities 
 
 
 

- Supportive supervision and on the job 
training on record keeping 

 

- Include record keeping in the OTP staff  
refresher course curriculum 

Quarterly 
from July 
2013 

June 2014 
 

GOAL and DHMT 
 
GOAL and DHMT 

Transport 
 Budget 
Materials 
Trainer 

Poor reception 
and poor 
attitudes 
towards 
mothers by 
OTP/PHU staff 
 
 

- Create feedback mechanism by GOAL 
health team through which the DMO 
will address issues that concern 
OTP/PHU staff attitudes towards 
caregivers. DHMT Nutrition Unit 
feedback to the PHUs staff and plan for 
corrective measures, if necessary.  

- Monthly HMC 
meetings from 
July 2013 
- Monthly In-
charges 
meeting from 
July 2013 

GOAL –  
PM health 

 
DHMT Nutrition 
Unit  

 Stationaries 

Understaffing, 
workload on 
OTP staff 
 
 

 Advocate to MoHS for followings: 
 

-  Review the PHU staff workload and OTP 
caseload.  

- If necessary, revise their job description 
whereby including OTP activities on their 
regular job. 

 

- If and where necessary increase number 
of staff for OTP activities. 

Monthly 
stakeholders 
meetings 
 

GOAL and DHMT - Budget 
- Transport 
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8.   ANNEXES  
 

ANNEX: 1 
 
 

Schedule for SQUEAC Training & Assessment, GOAL Freetown, Sierra Leone  
June 16th to 30th June, 2013 

Date Day Time Activity Venue Facilitator 

16
th

 June Day 1 (Sunday)   Arrival to Freetown  Lovely 

17
th

 June  Day 2  
(Monday) 

9.00 AM  Planning/ preparation of the assessment 
with the key staff 

Freetown 
GOAL office 

Lovely & Goal 
staff 

2.00 PM Class room training  

 Opening Session 

 Introductions 

 Schedules 

 Overview of the SQUEAC methodology 

Freetown 
GOAL office 

Lovely 

18
th

 June Day 3 
(Tuesday) 

9.00 – 17.00  Starts up with mind-map 

 Analysis of some OTP Data 

 Develop/adopt guide for  FGD, KII and SSI 

 Distribute task to the assessment team 

Freetown 
GOAL office 

Lovely 

19
th

  June Day 4  
(Wednesday) 

AM Field Exercise  
Collection of some Contextual Data from the 
field: 
Visit villages 

 Local leaders, TBAs ,Traditional healer, 
Community Volunteers 

OTP Visits 

 FGDs with OTP mothers, OTP staff,  

 Checking cards and registers 

Freetown 
Village/OTP 
 

Lovely & 
Team 
 

  PM Data analysis  Lovely & 
Team 

20th June Day 5 
(Thursday) 

AM  Data analysis findings Village/OTP Lovely & 
Team 
 

  PM  Data analysis  Lovely & 
Team 

21st
  
June Day 6 (Friday)  Field Exercise  

Collection of some Contextual Data from the 
field: 
Visit villages 

 Local leaders, TBAs ,Traditional 
healer, Community Volunteers 

OTP Visits 

 FGDs with OTP mothers, OTP staff,  

 Checking cards and register 

Village/OTP Lovely & 
Team 
 

22
nd

  June Day 7  
 (Saturday) 

9.00-16.00 Classroom 

 Contextual data analysis  (Field visit data) 

 Identification of potential barriers and 

 Lovely & 
Team 
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boosters of coverage 

 Develop hypothesis 

 Selection areas for assessment  

 Going through the methodology and  
Questionnaires 

23
rd

  
  
June Day 8 (Sun)  Day off   

24
th

 
 
June Day 9  

(Monday) 
  Testing the hypothesis  

 Conducting Small area Survey  

 Lovely & 
Team 

  PM  Data compilation   Lovely & 
Team 

25
th

 June Day 10 
(Tuesday) 

9.00-17.00  Classroom 

 Data analysis  
 Selection of samples and villages for 

‘wide area survey’ 

 Lovely & 
Team 
 
 

June 26
th

 & 
27

th
  

Day 11 & 12  
(wed & Thurs) 

 Field work  

 Conducting Wide Area Survey 

 Lovely & 
Team 
 

28 June   Day-13 (Friday)  AM/PM  Data compilation of wide area survey  

 Estimations of coverage 

 Recommendation 

 Action plan 

 Lovely & 
Team 
 

29
th

  June Days 14   
( Saturday) 

   Working on the summary report 

 Preparing PPT for senior team 

 Lovely & 
Team 
 

30
th

 
  
June Day 15 

(Sunday) 
 Travel back to Dublin  Lovely 
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Annex: 2  
 

List of people trained during this SQUEAC 

 
 Participant’s Name Organization Position in the 

organization 
Email  Phone number 

1 Mustapha Kallon GOAL HPM mkallon@sl.goal.ie  +23276227984 

2 Rosaline N 
Ansumana 

GOAL 
 

Nutritionist ransumana@sl.goal.ie  +232-76-767-786 

3 Anne Fabba GOAL M&E officer afabba@sl.goal.ie  

4 Samuel jigba GOAL Nutritionist sjigba@sl.goal.ie  +232-77-248-395 

5 Abdul Bindi 
 

GOAL Nutrition 
Supervisor 

abindi@sl.goal.ie +232-77-800-366 

6 Emmanuel S 
Mohamed 

GOAL Nutrition Field 
worker 

 +232-76-861-496 

7  
Fatmata Tenefoe 

GOAL  Nutrition Field 
Worker 

 +232-88-935-866 

8 Mariama Jalloh 
 

GOAL Nutrition Field 
Worker 

 +232-78-367-240 

9 Samba Kamara GOAL M &E Officer s.kamara@sl.goal.ie  

10  Isatu Zainab 
Conteh 

IBATEC Student   

11 Ibrahim Gbao IBATEC Student   

12  Foday kalokoh IBATEC Student   

13 Va Alie L Kallon IBATEC Student   

14 James Moriba MOHS Nutritionist   

15 Bassiru Conteh Community 
Member  

   

16 Moses Kalokoh Community 
Member 

   

17 Maureen Murphy GOAL M & E 
Coordinator 

 +232 (0) 
76541301 

18 Sandara Jabili MoHS Nutritionist    

 
 
 

 

 

 

 

 

mailto:mkallon@sl.goal.ie
mailto:ransumana@sl.goal.ie
mailto:sjigba@sl.goal.ie
mailto:abindi@sl.goal.ie
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Annex: 3  
 

SQUEAC Assessment/Survey, Interviewing the community ,GOAL CMAM Programme, 

Freetown, Sierra Leone, June 2013 

 

Guiding questions KIIs & FGDs, with community Key Informants: 

    (Knowledge and appreciation of the programme) 

1. Questionnaire:  For Traditional Healer  
         (KII, one from each village) 

1. Do you know the programme called OTP? 
2. If yes, who informed you?  
3. What do you know about malnutrition? 
4. Is there any case of malnutrition in your community? 
5. Do they come to you for treatment/help?  
6. If they do how do you treat them? 

 
2. Questionnaire: For Traditional Birth Attendant/Midwives  

         (KII, one from each Village) 

1. Do you know prog. called OTP? 
2. What do you know about malnutrition? 
3. Do you know the causes of malnutrition? 
4. Is there any case of malnutrition in your community? 
5. Did you refer any children to this programme/CHV? 
6. If yes, how many did you refer? 

 
3. Questionnaire:  For village Chief  

      (KII, one from each Village) 

1. Do you know the programme, OTP? If yes, who inform you?  
2. What is your role in the programme?  
3. Is there any child in the programme from your village?  
4. What are the causes of malnutrition in your village? 
5. In your village any malnourished children that refuse to go to the programme?  
6. If they did refuse, what was your role? 
7. Is there stigma for malnutrition in your community? 
8. Did you refer any cases to the programme?  
9. How do you collaborate with the community volunteers? 
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4. Questionnaire: CHV (FGDs- group of 6 to 15 CHVs)  

How CMAM works:  

1. What is your role to this programme? 
2. What are the Admission criteria for OTP? 
3. Who are the beneficiaries of the prog?  
4. Do you have enough material/supplies for the work?  
5. When is the last time you did the screening  
6. Are there many cases of malnutrition in your village?  
7. What are the causes of Malnutrition in your communities?  
8. How do you collaborate with the health centres? 
9. Do you get feedback on your work/report from the HC?  
10. Are there any children who refuse to go to OTP? 
11.  If yes, what do you do with those cases?    

 
What is your appreciation of the programme? 

1. Benefit you have seen from the prog  
2. Problem you face by involving to this prog. 
3. Does the OTP programme cause workload for you?  
4. Any suggestion to improve the programme? 

 

       Dev. a Seasonal calendar with them, if time allows 

5. Questionnaire: OTP/SC Staff,  
(FGDs, 4 to 10 staff)  

1. What is your role to this programme? 
2. What are the Admission criteria for OTP? 
3. Who are the beneficiaries of the prog?  
4. Do you have enough material/supplies for the work?  
5. Do you do sensitisation with community?  
6. Are there many cases of malnutrition in your OTP?  
7. What are the main causes of Malnutrition?  
8. Do you get feedback on your work/report from the manager?  
9. Are there any children who refused to go to OTP? 
10.  If yes, what do you do with those cases? 

 
What is your appreciation of the programme? 

1. Benefit you have seen from the prog  
2. Problem you face to implement this prog.?  
3. Does the OTP programme cause workload for you?  
4. Any suggestion to improve the programme/your work? 

 

            Dev. a Seasonal calendar with them 
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6. Questionnaires  OTP/SC mothers  
(FGDs, 12 to 15 mothers/caretakers) 

1. How long your child in the programme?  
2. How do you know about this programme? : 
3. Do you know why your child in the OTP/SC? 
4. What was the cause of the condition of your child?  
5. Did your child admitted before in OTP/SC (this one)  
6. Any of your other children admitted to OTP/SC before? 
7. Is this programme helping your child to get better?  
8. Will you refer other child in this prog, if you find them with malnutrition (generally use local term) 

         
             Dev. a Seasonal calendar with them 
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Annex: 4  
 

Mind Map/X-mind 
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Annex: 5a  

 

 

 

 

 

 

 

 

 

 

 

 

# Child’s Name

Father’s Name PHU/Section MUAC Oedema Cases 

in the 

prog.

Cases 

NOT in 

the 

prog.

Age 

(Months)

recovering 

Cases in 

prog.

Yes No M F

1

2

3

4

5

6

7

8

9

10

Active 

Cases

SEX

SQUEAC:  Small/Wide Area Survey,   Freetown  June -2013

Date:  ________/__________/_________
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Annex- 5b  

Questionnaire for the guardians of the children (cases) NOT in the programme 

Small/Wide area survey- Freetown, June 2013 

 

Name of Child: __________________________________             OTP sites: _________________________________ 

Section: ____________________________________            Subsection/Road:  _______________________________   

1. DO YOU THINK THAT YOUR CHILD IS MALNOURISHED? 

         YES                                  NO 
 

2. DO YOU KNOW A PROGRAM WHICH CAN HELP MALNOURISHED CHILDREN? 
 
       YES                     NO              (No        stop!)     
 
  If yes, what is the name of the program? ______________________________ 

3.   WHY DIDN'T BRING YOUR CHILD IN FOR CONSULTATION TO THIS PROGRAM?  

 Too far (What distance to be travelled with foot? .........how many  hours? ..........)  

 I do not have time/too occupied  

 To specify the activity which occupies the guardian in this period_______  

 The mother is sick  

 The mother cannot travel with more than one child  

 The mother is ashamed to go the program (no good cloths etc…) 

 Problems of safety  

 The quantity of services  too poor to justify to go 

 The child was rejected before.  

 The child of other people was rejected  

 My husband has refused  

 The guardians do not believe that the program can help the child (or prefers the traditional medicine, etc.)  

 Other reasons: __________________________________________________  
 

4. Was the CHILD ALREADY ADMITTED IN the PROGRAM before?  

                          YES                  NO             (No        stop!)     

 If yes, why isn’t s/he registered any more at present?  

 Defaulted, when? ................. Why? .....................  

 Cured and discharged from the program (When? ..........................)  

 Discharged but not cured (When? .................)  

 Others: _________________________________________________  

                              (Thank the guardian) 
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