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EXECUTIVE SUMMARY

ACF has been in Garbatulla since 2010 and is currently supporting a total of 14 health facilities and 7
integrated outreach sites. The organization operates on integrated cross cutting programs namely
nutrition, food security and livelihood and WASH program. The nutrition program highly focuses on
the High Impact Nutrition Intervention (HINI) whose indicators encompass: IMAM, IYCN,
micronutrient supplementation, deworming, proper hygiene and documentation.

ACF, in collaboration with Mercy-USA and MOH carried out its second SQUEAC assessment in
Garbatulla, between the 18th and 28th of March 2013. The exercise also acted as follow up of persons
earlier trained on SQUEAC methodology by Dr. Mark Myatt in November 2012.

On the whole, the assessment involved analysis of program data to establish factors influencing
program coverage. A small study carried out in the area thereafter found awareness of the program to
be below 50% for villages without a health delivery point and above 80%, for those served by either
an outreach or health facility. Stage three of the process realized a posterior point coverage estimate
of 50.5% (33.5% - 67.0%), a figure above the SPHERE cut off (50%) for targeted feeding program
coverage in rural settings. This is higher than the estimated proxy of 30.3% unveiled in the previous
year indicating an increase in coverage.

Some of the identified barriers included: RUTF perceived as food, sale of RUTF, RUTF stock outs, poor
documentation of IMAM data with malnutrition not regarded as a disease. Recommendations were
made to aid in further boosting the coverage as per table below.

Table 1: summary of key barriers and recommendations

BARRIERS RECOMMENDATIONS
e RUTF considered as food and not |e Strengthen advocacy on malnutrition
medicine and RUTF into the program

e Sharing of RUTF e Increase active case finding at the
community level, advocacy at County
nutrition forums and other
stakeholders forum

e RUTF stock out e Improve routine program statistics,

documentation and  reporting and
quarterly distribution plans for RUTF
shared
e Poor active case finding e Periodic active case finding involving
CHWs

o Insufficient staffing at facility level

e Lack of incentives for community
based volunteers

e Poor documentation e Routine Joint support supervision and

capacity enhancement through OJT

e Lack of program awareness
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1. INTRODUCTION

Garbatulla District is located in Isiolo County in the eastern province of Kenya. The district covers an
area of 10,605 km?2 and has an estimated population of about 43,118 people. The district has hot and
dry climate, with erratic and unreliable rainfall patterns. It is predominantly inhabited by the Borana
ethnic community, whose main economic activity is rearing of livestock with small scale farming
mainly in Kinna and Gafarsa locations. Administratively, the district is subdivided into 3 divisions,
namely; Garbatulla, Kinna and Sericho

ACF has been in Garbatulla since 2010 and is currently supporting a total of 14 health facilities and 7
integrated outreach sites. The organization operates on integrated cross cutting programs namely in
nutrition, food security and livelihood and water sanitation and hygiene (WASH). The nutrition
program highly focuses on the High Impact Nutrition Intervention (HINI) whose indicators
encompass: integrated management of acute malnutrition (IMAM), infant and young child feeding
(IYCN), micronutrient supplementation, deworming, proper hygiene and information management
through supporting the District health information systems by capacity building of health worker to
ensure accurate, complete and timely reporting.
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Figure 1: Map of Isiolo County
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1.1 JUSTIFICATION OF THE CMAM COVERAGE ASSESSMENT

The last CMAM coverage assessment conducted in March 2012 led to a proxy indicating that coverage
was above 30.0% with access to services at the facility being a challenge more so for far off villages,
indicating the need for stronger outreach services.

The lack of headline coverage (estimate with confidence intervals), coupled with implementation of
IMAM in the area over the past three years deemed it important to establish current barriers and
boosters to access to program as well as progress made in addressing the previous SQUEAC
recommendations.

1.2 OBJECTIVES OF THE ASSESSMENT

The assessment objectives were as follows:
To establish the barriers and boosters to program coverage,
e To establish a headline coverage estimate for outpatient therapeutic program (OTP),
To follow up and build the capacity of MOH and program staff in carrying out program
coverage assessment,
e To provide relevant recommendations to enhance program coverage.

2. METHODOLOGY

Semi Quantitative Evaluation of Access and Coverage (SQUEAC) methodology was used in this
assessment, applying the 3 stage techniques namely:

Stage 1: Identification of areas with low and high coverage and reasons for coverage failure of
nutritional treatment through analysis of available routine program data as well as the use of
qualitative data. This information was then used to formulate a set of hypothesis with regard to severe
acute malnutrition (SAM) treatment coverage in the program area.

Stage 2: Verification of hypothesis formulated in stage 1 through a small study.

Stage 3:This stage involved undertaking a wide area survey and use of Bayesian techniques to find
the program coverage estimate.

3. RESULTS

3.1 STAGE 1QUANTITATIVE AND QUALITATIVE DATA

Stage 1 analysis of OTP data covered the period between March 2012 and February 2013 and
included: admissions and exits by month, MUAC at admissions, village of origin of admitted patients,
time of defaulting and recovery. Admissions and exits were plotted in graphs against the seasonal
calendars (collected from the communityto find any particular pattern.
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Structured questions were then used to investigate the patterns identified from different sources in
the community. A variation of methods was used for triangulation to ensure reliability of information
acquired therefore, establishing the barriers and boosters to access to treatment / of program
coverage (Table 2).

Table 2: Triangulation by source and method summary

Summary of Method used Summary of Sources interviewed

In-depth interviews, e Sheikhs
e Traditional health practitioners
Caregivers of children in the OTP

Informal group interviews Village elders
Caregivers of children in the OTP

Program staff

Nurses
Community health workers
Teacher

Semi structured interviews

Chiefs
Program staff
e Youth

Simple interviews

Observations were also made during the investigation process to further confirm information
received through interviews conducted.

3.1.1 PROGRAM ADMISSIONS

Figure 2 shows relatively high admissions in months of May through June and from October to
November. These are noted as periods for short and long rains respectively, with expected incidence
of malnutrition related diseases (diarrhoea, URTI and malaria)which are possible reasons for the
peak in admissions observed at these periods.

The rain allowed availability of pasture and cattle were not taken far for grazing, making milk readily
available for consumption. Instances of availability of food with a decline in disease incidence might
explain the decreasing admissions pattern observed between June and August. In the same period,
there could have been poor active case finding done by the community volunteers who might be
under the assumption that at times where there is food available, here is less malnutrition.

The decline in July through August could also have been due to the government’s interventions: food
for work Food For Assets (FFA) and General Food Distribution (GFD) as roads are passable at the
time. The interventions would have helped to maintain the nutritional status of the children. This
followed the long dry spell coupled with highest food prices in the region.
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GARBATULLAH DISTRICT ADMISSIONS BY MONTH
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Figure 2: Monthly admissions against the seasonal calendar

The group discussion with the program staff indicated that in December there was a country wide
nurses’ strike that influenced working in facilities which remained closed at times due to absence of
staff. Case finding and treatment was highly affected at the time.

Generally, the admissions were following the weather patterns with high admissions witnessed in the
wet season and with a decline in the dry period.

3.1.2 MUAC AT ADMISSIONS

Most admissions in the district were based on weight for height (WFH) criteria with a few MUAC
admissions. The trend was assessed to have most admissions at 11.4 cm - 11.3 cm category with a
gradual (stair case) decrease in numbers (Figure 3). The median position at 11.2 cm - 11.1 cm
indicated early treatment seeking behaviours by the beneficiaries translating to short program length
of stay, with few or no medical complications.

During the interviews with the different key informants, it was realized that most community
members would first seek treatment at the health facilities before traditional healers. This meant that

10



COVERAGE ASSESSMENT

with some screening at health facilities, malnourished children could be identified in time before they

would develop complications.

GARBATULLAH DISTRICT MUAC ADMI
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Figure 3: MUAC at the time of admission

It was again noted that some would delay seeking treatment and only manage to get to the facility
when the child had complications. This explains the few low MUAC admissions tabulated!.

3.1.3 PROGRAM EXITS

The highest defaulter rate (above 30%) was recorded in March 2012 (Figure 4). This peak of
defaulting occurred right after the final distribution of the five month blanket supplementary feeding
program (BSFP) (February 2012) where all children under five years old, pregnant and lactating
mothers’ received corn soya blend (CSB). The beneficiaries could have had remaining stock of the
feeds hence their absence and missing out on their OTP weekly follow up visits.

Low recovery observed in August and September (Figure 4), could be attributed to the long dry spell
and high food prices that could have encouraged sharing of RUTF as a coping mechanism. The heat
during the long dry spells could have resulted in the high defaulting as caregivers may not have been
willing to walk with their children for the distances in the heat. Some families also could have moved
to other areas in search of pasture.

! the few low MUAC at admissions were either children screened and referred but did not go to the OTP either due to
inadequate case finding at community level

11
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From the month of November 2012 to February 2013 there has been no record of defaulters in the
registers. This could be attributed to poor documentation as the period was affected by the nurses’
strike and that saw minimal activity at the health facilities.

GARBATULLA DISTRICT PROGRAM EXITS
MARCH 2012 - FEB 2013
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Figure 4: Standard performance indicator graph against the seasonal calendar

Documentation of SAM treatment progress and outcomes

T Some vital exit details were missing is some facilities’
< iy \K“\**‘\, . registers, which made it difficult to collect the data.
e EE’-E“."::Z;"%;;, Length of stays had not been calculated for most cured
Iliiu_gj ‘:d,";dm.'::' beneficiaries as well as follow up visits were not
fl'b ! L™ updated on treatment cards even during beneficiary
= -’Qx = absences. Two facilities in particular (Kinna Health
‘ffﬁi Center and Garbatulla District Hospital)had these
i d_*/;})* - challenges that hindered quantitative data collection.
Telafaees

Figure 5: A snapshot on incomplete registers

12



4

COVERAGE ASSESSMENT

3.2 STAGE 2: FORMULATION AND VERIFICATION OF HYPOTHESIS

During stage one analysis, many respondents would recognize the RUTF as food found in the facility

for the weak and underweight children and the MUAC strap used to measure the children’s arms. In
some villages however, respondents would first recognize the RUTF to being readily available in the
shops for sale to the inhabitants. In addition, one caregiver during an in-depth interview said ©) A E A
know there was free Plumpy Nt the facility”.

There thus seemed to be a sense of mixed awareness of the program in the community. These results
aided in formulation of two hypotheses:

Villages with a health delivery point (outreach/health facility) have high (above 80%)
awareness of the program.

Villages without a health delivery point (outreach/health facility) have low (below 50%)
awareness of the program.

Awareness was defined in this context to mean. ! AAOACEOAO8O AAEI EOU Ol
RUTF, what they were ed for as well as knowledge of an existing program offering nutrition treatment
OAOOGEAAO ET OEAEO AOAAGS

Four villages had been selected for a small study, two with a health delivery point and two without a
health delivery point. The activity was however challenged by the long rains that commenced in the

month, rendering Qurqura village (village without a health delivery point) inaccessible. The small
study could thus be conducted in two (of the four) villages purposively selected:

0 One covered by a health facility (Gafarsa).
0 One not covered by any health delivery point (Kambi samaki).

The simplified Lot Quality Assurance Sampling (LQAS) classification technique was used:
_ P
d= In X 1EIU|

Where, d= decision rule,n= total number found p= expected awaregss threshold 080% for
areaswith health delivery point andb0% for thosewithout a health delivery point.

13
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Table 3: Small Area survey results for covered population

Villages Category n Aware  Not aware

Gafarsa Covered 7 6 1 d= {7 y 80 _ .
100

Total 7 6 1

From the above table, total number of caretakers of SAM cases being aware of the program in Gafarsa
exceeded the decision rule of 5 (five) confirming the hypothesis: Villages with a health delivery point
have high awarenessfdhe program.

Table 4: Small Area survey results for covered population

Villages Category n Aware  Not aware

Kambi Samaki  Not Covered 7 0 7 d= [7 ORIl
100

Total 7 0 7

On the other hand, the number of caretakers being aware of program at Kambi samaki (0) was less
than the decision rule (3), hence the hypothesis: Villages without a health delivery point have low
awareness of the prograpwas confirmed.

The results hence relayed that presence of a health delivery point had an effect on the program
awareness.

Table 5: Small area survey (awareness classification)

awareness threshold (p) 80%
N f i
Village with health [n x 80/100] ur.nt.)er of aware (6) is >
- . Decision Rule (d) [7x 0.8] decision rule (5)
delivery point
GARFASA 5.6 .
d 5 awareness is >80%
Number of aware 6
Coverage standard (p) 50%
Village without a [nx50/100] Number aware (0) is <
health delivery Decision Rule (d) [7x 0.5] decision rule 3
point 35
KAMBI SAMAKI d 3 awareness is <50%
Number of aware 0
Reasons for low awareness in Kambi samaki
e No outreach activities in the area hence no awareness
e Long distance to the nearby service delivery point

14



» SEMI-QUANTITATIVE EVALUATIO

3.3 STAGE 3: WIDE AREA SURVEY AND PRO@R COVERAGE
ESTIMATE

Findings from both stages one and two generally indicated that most admissions in the program were
identified when children visited the facility due to illness (passive screening). Program data also
showed a few late admissions as evidenced by low MUAC measurements which generally pointed to
insufficient active case finding at the village level. Therefore, point coverage was used as the headline
rather than period coverage.

Using the data analysis tools of SQUEAC?, a prior was formulated followed by calculation of minimum
sample size and number of villages to be sampled.

3.3.1 FORMULATION OF PRIOR

Four methods were used in formulation of prior to reduce bias. The qualitative data was analyzed
using quantitative methods and the results are listed below:

e Weighted barriers and boosters : Each barrier and booster in the list was given a percentage
weight in relation to how much effect it would have on increasing or decreasing coverage.
Scoring was done where 5% was given as maximum effect and 1% representing minimum
effect as in the snap shot below:

Figure 6: A snapshot of weighted boosters and barriers

2 SQUEAC guidelines are available at http://www.brixtonhealth.com/handbookSQUEAC/handbookSQUEAC.html

15
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The total weighted boosters (22%) were added to the minimum coverage (0%) whilst the total
weighted barriers (35%) subtracted from the maximum coverage (100%). The two results were
added and a mean of 43.5% calculated.

e Un-weighted barriers and boosters : The total number of Boosters (8) was added to the
minimum coverage (0%) and the total number of barriers (11) subtracted from the maximum
coverage (100%). The two results were added and a mean of 48.5% calculated.

e Histogram prior : this was developed in relation to the knowledge of program barriers and
boosters revealed during the process, as well as in relation to the previous assessment’s
suggested coverage estimate of > 30%. The minimum and maximum probable values were
believed to be at 20% and 60% respectively with the best informed guess of coverage being at
38%.

e Concept map (see Annex lll) : A physical count of the positive links (11) was done and added
to the minimum coverage (0%), while the count of negative links (20) subtracted from the
maximum coverage (100%). The mean of the total sum was calculated at 45.5%.

The four totals were added and divided by the number of methods to get the prior mode.

Weighted 4+ Unweighted + Concept map + Histogram prior
4

prior mode =

175.5%

prior mode = = 43.9%

The final Prior mode was then plotted using the Bayes SQUEAGftware package3, matching the shape
of the histogram prior earlier developed. The Alpha and Beta values that best described the prior
mode (43.9%) were | prior 10.7and [ prior 13.4.

3.3.2 CALCULATION OF SAMPLE SIZE

The following formula was used to calculate the minimum number of SAM cases to be found. A
precision of 15% was used as there were very few children in the program. On the other hand, the
prevalence of SAM cases was low (1.9%) implying that getting many cases (by MUAC) in the
community would be more difficult.

_ [ mode. 1 — mode)
n= |Grecision = 1.96)

—{a+ﬁ*—2]l

N= minimum sample size, mode= 43.9%= 0.439, Precision- 15%, o=10.7, 1=13.4

(0439 x (1 — 0.439)
n= =
| (0.15 = 1.96)%

— 107+ 134-2)= 19.9]

Minimum sample size (n) =20 SAM cases

*The Bayes SQUEAC coverage estimate calculator free downloaded available at: http://www.brixtonhealth.com/software.html
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3.3.3 CALCULATION OF SAMPLE VILLAGES

In order to find the 20 SAM cases, the number of villages to be sampled for the wide area survey was
calculated as shown:

n

Y population of 6 — 50m % SAM prevalence
100 100

nvillages =

average village population =

e Average village population= 382 (Approximated from the Kenya National Beau of statistics
(KNBS) census 2009).

e % population of <5 years= 18.4% (Garbatulla specific figures from statistics office)

e Prevalence of SAM=1.9% (according to SSS conducted in February 2013)n= minimum sample
size (20)

20 _
382 x0.184 x 0019

15

N vilages= 15 villages.

3.3.4 SAMPLING FOR THE WIDE AREA SURVEY

An updated list of villages, stratified by division, was used in sampling 15 villages from the entire
Garbatulla district. A sampling interval of 7 was used as proportion of total villages in the entire
district and 15 villages to be sampled. The beginning point was randomly selected between 1 and 7
then the sampling interval (7) was continually used until 15 villages were sampled.

During the stage one and two, different chiefs and village elders informed the assessment that
movement to pastoral land for cattle grazing would take place after there was evidence of pasture. At
the period of assessment, the community had not moved as it was the start of the rainy season and
therefore, no additional villages were sampled.

Active and adaptive case finding was done in the 15 villages, with the aid of community key
informants to capture active SAM cases in and out of the program. The results are shown in Table 6.

Table 6: Wide are survey findings

OTP CASES NO. OF CASES
SAM cases in the program 6

SAM cases not in the program 3

TOTAL SAM cases 94
Recovering cases in the program 2

Program point coverage 50.5% (33.9% - 67.1%)

4Please not that even though the targeted numbases was not achieved, a headline was produced because of a number of reasons. First, |
was no pricrlikelihood conflict in the resultant curves as per figure five below, the team felt that more focus should be tleboasters and

how to maximize these in programming and not so much of the headline value.

A Bayesian analysis synthesises both sample data, expresdédeldmdinefunction, and theprior distribution, which represents additional
information that is available. Therefore in this case the PRIOR information will represent a bigger sample and timel Incthsesvide area
survey would only be a contribution to the bigger sample to confirm thd hisliebnfirmation is determined by the level of overlap between the
PRIOR and the likelihood and therefore if the overlap is significant and there is no conflict then it is safe to lestidiate toeerage regardless

of whether the minimum sampleediar the wide area survey has been achieved.

17
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The results were calculated using the Bayes SQUEAC coverage estimate calculator that showed a
considerable overlap between the Prior and the Likelihood, with reduced uncertainty (Figure 5). The
posterior point® coverage estimate was thus believed to be 50.5% (33.9% - 67.1%).

The estimate was slightly higher than the SPHERE coverage standard for the rural program setting
(50%) suggesting that the program was doing well despite the barriers found.

N
=]
T

L L L L
[+] 10.0 20.0 30.0 40.0 50.0 &0 .0 TO.0 80.0 go0.0 100.0

Proportion (%)

Prior Likelihood

Pasterior

Figure 7: Beta-binomial conjugate analysis

3.3.5 REASONS GR NONATTENDANCE

A questionnaire was used on the three caregivers whose children had a MUAC < 11.5 cm and not in
OTP (each had different responses listed in Figure 8). One of the three caregivers attested to her child
being in SFP program even with MUAC below 11.5 cm. The community health worker (CHW) assisting
in the case finding confirmed that it was a case of early discharge from OTP.

5 The decision to report about point coverage rather than period coverage was based on several factors among theaseWfeakrartive
activities, as well as weak data reporting led to limited documémaatiindered calculation of some vital data such as length of stay. Hence, the
SQUEAC team decided that there were not enough evidences allowing to report about period coverage, i.e., abouatitheobtlerarogram

18
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Reasons for not attending programme

Competing activities

Early discharge from OTP

No Particular reason

30 31 32 33 34 35

Figure 8: Reasons for non attendance

4. CONCLUSION AND RECOMMENDATION

4.1 RECOMMENDATIMNS

Some recommendations for further improvement are highlighted in Table 7.
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Table 7: Possible recommendations

Barrier Recommendations Action Plan Process indicators Responsible
RUTF considered The program needs to Formulate and initiate an advocacy An advocacy plan produced Program Manager/ Nutrition
as food and not sensitise the community component into the program on the use (Number of Community coordinator
medicine specifically on the use of of RUTF. dialogues and sensitization in :
RUTF and its purpose as a quarter) Program staff
medicine and not as food. Including medicine component on use of
RUTF in all program activities. MoH
Poor active case The program needs to Evaluate and re-design the outreach List of trained volunteers per Program manager/coordinator
finding increase active case finding at component of the program to be able to village
community level in order to conduct screening and actively find cases
capture cases that do not atcommunity level. Number of follow up meetings
access the facility. with recruited volunteers
Develop database of all CHV with
respective operational areas. Records on number of Programstaff
screenings
Find ways provide incentive/motivate
the CHV’s at community level (Lesos, Proportion of villages with
scarves, aprons etcko assist in case recruited CHV’s
findings.
Poor There is need to strengthen Plan to increase capacity enhancement Number, name, facility @ of MoH team in Garbatulla district
documentation of capacity enhancement for sessions on reporting and persons in O]T8 sessions
progress and health workers especially on Program Manager

® CHVs can be incentivized through trainings, bags, aprons, caps, lesos, umbrellas etc.

SUSAID {5 ACF ®suv e chiaren. CONCERN. Nt

worldwide
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4

outcomes of SAM documentation and reporting documentation.

Number of OJT sessions

treatment on follow-up and outcomes of
children in SAM treatment. Plan to incorporate monthly data Gap analysis based on O]T
collection for quality analysis and review and scoring
assessments, into program activities?.
Number of support
Increase the frequency of joint supervision meetings held
supportive supervision from the current
quarterly to monthly and wane off
gradually as the component is
understood.
Barrier Recommendations Action Plan Process indicators Responsible
Competing The program needs to Plan to initiate a more flexible Jointwork plans with MoH Program staff
activities increase the number and distribution method so as to be able to
frequency of outreach accommodate caregivers who have MoH
services and therapeutic competing activities to still access the
treatment days. program.
Insufficient staffing The MoH to increase the Increase the involvement of CHW’s into Number of CHW’s involved at MoH

at facility level

number of nurses and
nutritionists at facility level

the program to reduce on the workload
of health workers

Lobby for more nurses to be posted at
the facilities more so with devolution
where counties are able to define needs
and budget for these.

facility level

Number of joint supervisory
visits by County health
managers

List and Mapping of CHW’s in
the facilities and outreach sites

Number of new nurses posted
to the facilities

Program manager/ Nutrition
Coordinator

® On-the-Job Training

” The nutrition Program manager to have a strong supervisory role in the data quality assessments
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Barrier Recommendations Action Plan Process indicators Responsible

RUTF stock out? Enhance the Capacity of the Incorporate stock management and Number of O]JT sessions on MoH (DNO)
District Nutrition Officer to be supply request in the OJT conducted for stock management and
able to accurately and timely capacity enhancement of the health request
request for supplies. worker.

Program staff

Program manager

Advocate for early reporting by health Donor (UNICEF)
facilities to aid in timely restocking and
projection of needs

Closely follow up on facility stocks
Involve DHMT and facility in charges for
learning and ownership

° RUTF stock out was given a significant weight (see section 2.3.1) based on the scale of occurrence and the number of respondents who reported stock out. Stocks out varied from facility to
facility with the longest period of stock out reported being 2 months and the shortest period being 2 weeks. This definitely had an effect on the program performance indicators but since there
was an issue with documentation a direct linkage between stock out and program performance was difficult to establish.
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ANNEX |:WIDE AREA SURVEY RESULTS

Table 8: Wide area survey results

VILLAGE Severe Severe Total Recovering

Acute Acute Active SAM  In program

Malnutrition  Malnutrition

(SAM) (SAM)

Cases Cases

IN NOT

program In program
KUROBETA 0 0 0 0
SHAURI YAKO 1 0 1 0
KOROPO 3 1 4 0
TANNA 0 0 0 1
MUCHURO NORTH 0 0 0 1
MUCHURO SOUTH 0 1 1 0
GAFARSA MARKET 4 0 0 0 0
BILIQINUR 1 1 2 0
KUROFTU 0 0 0 0
MOLLU 1 0 1 0
ELDERA TOWN 0 0 0 0
CENTRE
CENTRAL A 0 0 0 0
KOTICHA A 0 0 0 0
MATAGARI B 0 0 0 0
DAAWA 0 0 0 0

Py o & . ) Way-
m = USAID E}ACF @Save the Children. CoﬂCER“ A pemational, @ {"tll{ )

worldwide Helen Keller
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ANNEXI: BARRIERS AND BOOSTERS BY SOURCE

Table 9: Barriers and Boosters

PROGRAM BOOSTERS¢ SOURCES PROGRAM SOURCE S
BARRIERS
1. Some Community O G A 1.RUTF asfood wd % A
referrals
2. Supervision and OJT AG 2. Sale of RUTF wd % OG
at facility level
3. Defaulter tracing AGO 3. Sharing of RUTF % A O Go
4. Integrated % 4. RUTF stock outs A O G
outreaches
5. Reduced distance O 5. Poor documentation ~ Program data
through OTP
distribution in
outreaches
6. Most first seek w¢ O 6. Malnutrition not w¢ % O* B
health facility ~ for regarded as a disease
treatment
7. Quality service at the O 7. Competing activities O¢ A
health delivery point
8. Some screening at 1O & 8. RUTF theft A
facility
9. Poor Active case Program data and seasonal
finding calendar
10. Poor program ¢ *O
sensitization
11. Insufficient MOH A 00
staff in facilities
KEY/LEGEND
SOURCE LEGEND SOURCE LEGEND
NURSE A VILLAGE ELDERS [0)
CHW G OBSERVATION 00
CAREGIVER 0 YOUTH B
CHIEF W TEACHER %
SHEIKH Y PROGRAM STAFF 1%
THPS *
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ANNEXII: SNAP SHOT OF GARBATULLA CONTJEMAP

Figure 9: Snap shot of Garbatulla Concept Map

25



